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ptsd.va.qov.

Hi, I'm Dr. Brian Marx, and I'm a psychologist at the National Center for PTSD and VA Boston Healthcare
System, and I'm a professor at the Boston University School of Medicine, and I'm going be talking to you
today about functional impairment and posttraumatic stress disorder.

What I'm hoping to do today for you is to provide you with an overview of several related topics that may
be of particular relevance to you and your work with individuals who experience trauma and suffer from
PTSD and other trauma-related disorders.

Certainly the extent to which one's PTSD is related to functional impairment has direct implications for
both our assessment and treatment decisions.

So, briefly, what | hope to do during this talk is three things. First, I'll discuss how PTSD impacts quality of
life and functioning, and I'll review some of the research findings in that area. Second, I'll identify and
elaborate on the VA/DoD 2010 Clinical Practice Guidelines for assessing PTSD-related functional
impairment, and finally, | will describe some of the measures that can be used to assess psycho-social
functioning, and quality of life, for those with posttraumatic stress disorder.

However, before we do so, I'd like to start with a case example in order to bring to life some of the things
that I'll be talking about today. The case is a 64-year-old divorced, white male who is a Veteran of the
United States Marine Corps. He did two tours in Vietnam in the late 1960's and, during his time in
Vietnam, he saw very heavy combat. He reportedly feared for his life on numerous occasions, and also
reported that he saw friends get injured and die.

Since his return from Vietnam he reported that he has experienced many of the hallmark symptoms of
posttraumatic stress disorder. For example, he reports having frequent nightmares; he frequently
experiences intrusive thoughts and memories about his experiences; he is distressed when he
encounters reminders of Vietnam, and he tries to avoid these reminders at all costs; he experiences
emotional detachment from others; he reports emotional numbing; he is unable to experience pleasure;
he also reports sleep problems frequently and severe hyper vigilance when in public.

But, perhaps the most important or significant symptom for him is his anger, which has gotten him into
trouble on many occasions, both within his social life as well as from a legal point of view, too. He has
assaulted people because he has gotten so angry at them and, obviously, this has been problematic. He
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also reports a significant history of drug and alcohol use, and he reports his use being related to his
attempt to distract himself from the distressing memories, to help him sleep, to not feel so distressed
when he encounters reminders of his times in Vietnam.

As a consequence of many of these symptoms, he reported having a lot of difficulties across multiple
facets of his life. For example, because of his need to use drugs and alcohol to numb himself, and reduce
the frequency and severity of his memories and trauma-related distress, he had to retire early from his
job as a truck driver.

He also reports significant social difficulties related to his anger, aggression, and emotional detachment.
As | said, he was unable to sustain relationships. He had difficulties in his relationships with his children
as well. He also reported being extremely distressed as a result of these problems at work and in his
social life. He lamented them greatly and he really wished that his life was different, that things were,
guote unquote, “back to normal” for him in the way that they were prior to him going to Vietnam.

And, in fact, | think it's safe to say that, probably the dysfunction that he was experiencing at work, and
his social relationships, was really the motivating force for him to come into therapy. And, finally, as a
function of his PTSD and the impairment that he was experiencing, as a function of his PTSD, he now
receives disability benefits from VA for this service-connected PTSD.

Now, | wanted to bring up this case because | think that it illustrates three important things. The first thing
that it illustrates, is that individuals with PTSD experience problems in functioning across a variety of
domains, or parts, of their life. They experience problems in their social functioning. They experience
problems in their occupational functioning, their academic functioning, and just their day-to-day stuff that
goes on at home.

It also illustrates the importance of functioning for individuals with posttraumatic stress disorder. As | said,
this person was extremely distraught by the fact that his symptoms were having such an impact on his
life, and that was what brought him to therapy in the first place. And, thirdly, what I'd like to point out is
that this case illustrates why what we do matters so much, because it's not necessarily the symptoms
that matter a whole lot to these people but the impact that they have on their lives, and so, the work that
we do not only reduces their symptoms but also helps them to get their lives back in order, which is what
they care about most.

So, with that now, I'd like to start talking about Objective One, which is understanding how PTSD affects
our quality of life. The research is actually fairly extensive in this area, and so, I'm not going to go into a
lot of detail in this discussion. Instead, what I'd like to do is really summarize the most important
information that we have from this research

Before we get into the actual findings, what I'd like to do is, I'd like to take a step back and define what we
mean when we talk about quality of life. The World Health Organization defines quality of life as our
physical, mental, and social well-being. It's helpful in one sense, but it's kind of a vague description of
what quality of life is, in another. And, there are some researchers who have suggested that quality of life
has three components, the first component being our social, material conditions; things like what our
employment status is, our annual income, what our marital status is. That's what they mean by our social
material conditions. The second component of quality of life is our functioning. Functioning has been
defined as our role performance.

So, in other words, how well one performs our duties on the job, how one performs his or her duties as a
parent, as a spouse, as a caregiver and so on. So, when we talk about, if we think about functioning, in
this regard, as our role performance, then impairment and functioning or functional impairment is really
the difficulty that we experience in our role performance.
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And, finally, the third component of quality of life is satisfaction. Satisfaction is typically defined as our
subjective sense of well-being; how happy are we, generally speaking.

Why do we care about quality of life? Well, it used to be the case that we didn't really care about our
quality of lives all that much, but it's really now viewed as a very important component of our health. And,
in fact, one model of healthcare sees not just the quantity of our lives, or how long we live, but the quality
of our lives as a very important outcome, and so, there's lots of attention being paid to it for that reason.
And, in relation to what we're talking about today, it's been increasingly recognized that mental disorders
play a very important role in our quality of life.

In general, we know from the research that PTSD is associated with reduced quality of life for both
Veterans and civilians alike. And, in fact, there was a recent meta-analysis of this research and,
specifically, this meta analysis looked at the associations between quality of life and all of the anxiety
disorders: PTSD, panic disorders, social anxiety disorder, obsessive compulsive disorder and so on.

And, Olatuniji, and colleagues, found in this meta analysis that PTSD actually had a very large effect on
multiple dimensions of quality of life. And, in fact, the associations between PTSD and quality of life were
among the strongest of all of the anxiety disorders. It appears that PTSD exerts an incredibly important
effect on our quality of life.

If we break down quality of life into the three components that | discussed earlier we see that research
has looked at each of those components, respectively, and what we know from the research is that, with
respect to social and material component of quality of life, we know that PTSD is associated with greater
unemployment, greater likelihood of homelessness, greater likelihood of divorce and marital difficulties.
We know that PTSD is strongly associated with financial loss and legal difficulties as well.

With respect to the second component of qualify of life, that is functioning, we know that there is a strong
relationship there as well. Most of the studies that have looked at the association between PTSD and
quality of life have focused on functioning, so there's a lot of research that has really examined this
question.

We know that PTSD, as you saw from the case example that | mentioned earlier, PTSD exerts a powerful
effect on social functioning. It can play a serious role in impairing social relationships. It also can impair
occupational and academic performance, as well as performance among other domains as well.

The research, interestingly enough, also shows that people who don't meet the full criteria for PTSD, also
display significant impairments across multiple domains of functioning. So, the important thing there to
recognize is that, you can have some symptoms of PTSD, or partial PTSD, and still be significantly
affected by those symptoms.

An important point to mention here is that a lot of the research in this area that's looked at the association
between PTSD and functional impairment is cross sectional, meaning that these associations have been
looked at simultaneously within the same time point, and that's problematic from the standpoint of
knowing which came first and what's effecting what. But, now, there's more and more research coming
out that has been longitudinal in nature, which shows that PTSD symptoms actually predict future
impairments, so we can see that, over time, PTSD does have a deleterious effect on one's functioning.

With respect to satisfaction, we see a similar trend in the findings. We know that PTSD is related to lower

overall life satisfaction. We also see, more specifically, that it's related to reduced satisfaction in
relationships.
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There's been some research to show that it reduces satisfaction in parenting. And interestingly, the
reductions in satisfaction that we see are on par with the reductions in satisfaction that we see among
those who are depressed or have symptoms of depression.

Following up on this more global examination of PTSD and quality of life and functioning, there's been
some research that has examined exactly which PTSD symptoms are related to decreases in quality of
life and functional impairment. And, what that research shows us, is that it's more of the avoidance and
numbing symptoms of PTSD that are most strongly associated with decreases in quality of life and
increases in functional impairment.

| think it's easy to see why that may be, and the research does suggest that these symptoms lead to
problems in functioning and quality of life, because they may lead to the individual withdrawing or having
some difficulty in expressing themselves, emotionally speaking. And, so you can see how that could get
someone into trouble in their social relationships and in their occupational functioning. That was certainly
the case for the client that | mentioned earlier.

The research also shows that it's the PTSD symptoms of hyperarousal that are also very important here.
So, symptoms of difficulty concentrating, difficulty with sleep, and anger. It's very easy to see how, if
you're experiencing problems in those areas, that that could then translate into problems in functioning
and quality of life.

A lot of this research that's been done has been done with Veterans, but it's not exclusively done with
Veterans. It's certainly been done with civilians, too. And, most of the research, initially, was done with
Veterans of the Vietnam era, and | think it's important to point out here that, as we have more folks
coming back from Iragq and Afghanistan, this research is being replicated with those folks, too, and what
we see is very similar findings. We're seeing that these associations with PTSD and decreases in quality
of life and functional impairment are holding up among this younger cohort of Veterans.

So with that out of the way, let's now talk about the second objective of this talk, which is to go over the
Clinical Practice Guidelines for assessing PTSD-related functional impairment.

The Clinical Practice Guidelines were published jointly in 2010 by the Departments of Veterans Affairs
and the Department of Defense. And, the purpose of publishing these Clinical Practice Guidelines was to
bring the evidence-based practice to clinicians, who provide care to trauma survivors and those with
PTSD in need of services within VA and DoD.

Now, that being said, it's important to point out that these guidelines are not just pertinent to those who
work within the VA or DoD. They certainly are relevant for those who work with civilians outside of VA
and DoD. And, so, what I'd like to do now, is briefly describe the Clinical Practice Guidelines, and then
provide some additional information that could be helpful to you when assessing PTSD-related functional
impairment and decreases in quality of life.

So, what do the Clinical Practice Guidelines say? Generally speaking, what they do is they recommend a
thorough, comprehensive approach to assessing PTSD-related functional impairment and quality of life.
And, that's in order to do several things. The first thing is to assess PTSD-related functional impairment
and quality of life in order to identify those who are at risk for endangerment to self or others. We know
that those with serious problems in functioning, those who are experiencing real decrements in their
quality of life, may be at risk for harming themselves and others, so, obviously, it's important to catch that
ahead of time.

It's also important to conduct a thorough comprehensive assessment in order to promote an accurate
diagnosis of PTSD. Obviously, this is important since a person can only be diagnosed with PTSD if they
report significant distress, or impairment, related to their symptoms. Thirdly, a thorough assessment of
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functional impairment is important from a treatment planning point of view. It's important to know what
kinds of problems they're experiencing so we know whether or not to address them within the context of
our treatment.

And, finally, it's important to have a sense of what kinds of problems they're experiencing so that we can
see, hopefully, that those problems are improving over the course of our treatment.

The term comprehensive thorough assessment is pretty vague, | think, and so, it's important to really
point out what is meant by thorough comprehensive assessment, and | think it really means two things.
Number one, a comprehensive assessment of functioning and quality of life means thoroughly assessing
all of the relevant domains.

So, for quality of life, what that means is assessing those three components that | talked about earlier. It
means assessing the social material conditions. It means assessing one's functioning across a number of
different domains, occupationally, academically, socially, day-to-day self-care; whatever is relevant for
that individual. And, of course, getting a good sense of their satisfaction, their sense of well-being, how
happy they are, currently speaking.

Doing a thorough assessment also means conducting an assessment using a multi-method approach
that features the use of evidence-based assessment tools. And, as we'll see later on in this discussion,
there are a variety of evidence-based tools from which to choose, and that | think can be, you know,
perhaps confusing for some, and hopefully we'll clear that up a little bit later on.

But, the important point is to use evidence-based assessment methods within the context of a multi-
method approach, which means that you should be using self report measures, interview measures,
getting objective records of performance, whenever that's possible. If it's possible to do observer ratings,
that would be great. If it's possible to get collateral reports from a spouse, or other significant others, of
how one is functioning, that would also be important to do.

A multi-method approach of assessment is important because no single method of assessment is
foolproof. If you use the single method there would be some error, and you wouldn't exactly know the
extent to which your assessment results accurately reflected reality or whether or not there was some
error or distortion in the measurement. When you use multiple methods of assessment, that hopefully
corroborate one another, you can get a better sense of what the current problems are for the individual
that's being treated by you. So, it's important to get multiple perspectives in order to understand one's
current level of functioning and quality of life.

In addition to these methods, the Clinical Practice Guidelines recommends including an idiographic
assessment of functioning. And, what they mean by that is, asking the person to sit down and write a
narrative description of the changes in their lives that they have experienced. Hearing that, getting a
narrative account in the person's own words, is very important. It's important that the person describe
these changes as thoroughly as possible across all of the different domains of functioning and quality of
life, so that we can thoroughly see, as much as possible, how this person has been effected by their
PTSD, or their substance use, or other kinds of difficulties that they may be experiencing.

It's also important to get a sense, in this narrative description, about the subjective importance of each of
these domains. As you recall from our discussion of the case example, earlier, | had said that that person
was extremely distraught by the fact that he was, he had to retire early, that he had lost some
relationships. And, | think it's understanding those things that's incredibly important, from a therapeutic
point of view, because we know, then, that these are items that need to be addressed.

On the other hand, for example, if a person reports that they lost their job, but they're not necessarily
distressed by that, or if they lost their marriage, but they're not necessarily distressed by that fact, then
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maybe that's not something that should be a focus of therapy. But, if they are distressed by the fact that
their marriage broke up because of their PTSD, then yes, that would be something that we would like to
hopefully focus on within the course of treatment.

It's also important to get a sense, from this narrative, whether or not the impairments in functioning are
related to the exposure, as well as to specific PTSD symptoms. And, so in that respect, it's important to
get a sense from the individual if these difficulties pre-dated the trauma exposure and the PTSD, or if
they've now occurred after the onset of the PTSD symptoms that the person is experiencing.

When conducting the assessment, it's important to keep some important points in mind. The first thing
that | think is important to recognize is that the current diagnostic system has some important limitations
with respect to functional impairment. As | said before, the only way that someone can be diagnosed with
PTSD, currently, is if they do report experiencing significant distress or impairment as a function of their
symptoms. And, | suppose, that it's possible to have one without the other. It's possible to experience
distress without impairment, although that's probably not likely to happen.

And, the second point, that | think is important to keep in mind, is, as | said earlier, that even people who
do not meet full criteria for PTSD, who may be sub-threshold or only experiencing some of the symptoms
of posttraumatic stress disorder, may, in fact, experience significant impairments, or decreases in quality
of life, as a function of those symptoms.

Another important point to keep in mind is that the DSM doesn't make it clear how symptoms should
effect functioning. It doesn't make it clear how, or what it means, by, when we talk about clinically
significant impairment, the DSM does not define what it means by clinically significant. That's a judgment
call on the part of the clinician, and what it may mean is that you might need to collect additional
information in order to determine whether or not, in fact, someone's impairment is “clinically significant”.

Other important considerations: it's not surprising that the research shows that PTSD is related to
functional impairment and decreases in quality of life. In fact, these concepts are intertwined, as | just
mentioned before, at the diagnostic level. In order to be diagnosed with PTSD in the first place, the
individual has to report either clinically significant distress or impairment, and likely, they will report both.

At the symptom level, were a condition or a symptom not causing some sort of difficulty for the individual,
it's difficult to imagine that that phenomenon would be called or labeled a symptom at all. So, both at the

symptom level, and at the diagnostic level, the line is, in fact, blurred between diagnosis and functioning

and symptoms and functioning, respectively.

It's also important, | think, to not judge an individual against others in terms of whether or not they're
functioning well. What could be good functioning for one, may not be good functioning for another and
vice versa. Instead, it might be more appropriate to compare someone against him or herself using a
baseline assessment at the beginning of treatment and following someone over time to see how those
things change, with respect to, perhaps, changes in their lives, situational characteristics changing or
personal characteristics changing, like changes in symptoms and so on.

What I'd like to also do now is, I'd like to say a few things in regards to assessing functional impairment in
the context of disability exams. Obviously, it's important to determine the extent of functional impairment
and how it relates to PTSD, within the context of a disability examination, because those things will, in
fact, determine the level of disability and the level of compensation, perhaps, that people receive.

It's also important to use evidence-based assessment methods, within the context of a PTSD disability

examination, precisely for those reasons, because it's important to determine the extent of impairment
and how it relates to one's PTSD. What's particularly interesting, is that the research shows that many
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examiners who conduct these disability examinations do not necessarily use evidence-based
assessment methods.

There was a recent study that was conducted, in fact, showing that, overwhelmingly, most of the disability
examiners, in a sample of folks who do these assessments for the VA, do not use evidence-based
methods for assessing PTSD, nor do they use evidence-based methods to assess functional impairment,
which is a bit problematic when, in fact, decisions are being made based on how well someone is
functioning. It's important to get a good standardized sense of how well, or how poorly, someone is
functioning and how that functioning may, or may not, be related to one's PTSD.

Within VA, the current ratings criteria for determining level of disability considers both one's occupational
and social impairment. And, the range of disability ranges from 100% disabled, or totally disabled, both
socially and/or occupationally speaking, to not at all being disabled by one's PTSD. What's interesting
about the current ratings criteria, though, is that they do not explicitly link the PTSD symptoms, that
someone is experiencing, to their disability or impairment.

Instead, what the current ratings criteria do is, it considers other symptoms of mental disorders more
broadly. So, it takes into consideration symptoms of anxiety and depression, psychosis, more broadly
when making a determination of how much someone is disabled and the extent to which that disability is
connected to their psychological symptoms. You might be asking yourself why that is the case. It was
certainly confusing to me when | realized this.

But, | think it's just simply a function of the fact that it simply is not practical to have different ratings
criteria for each possible disorder in the DSM, so what they tried to do is, they sort of tried to make it a
conglomeration of all the different kinds of symptoms that potentially could be impairing to someone. So,
it's certainly not ideal. It certainly doesn't fit what you may think about, you know, how someone is going
to be considered, in terms of their PTSD symptoms, and how those symptoms then relate to their
impairment, but that's simply the way that things are right now.

The good news is that these ratings criteria are in the process of being revised. And, there are a few
principles that are driving these new ratings criteria. Number one, the focus will be on functional
impairment associated with mental disorder disability as it impacts average lost earnings. So, the ratings
criteria will change such that social impairment won't be considered any more; it will be mostly a focus, or
completely a focus, on occupational impairments, more specifically on average lost earnings, because
that, then, plays obviously an important role in how much to know how much a person should be
compensated for their PTSD and their associated impairment.

The second principle is that the emphasis will be on functional impairment rather than symptoms, and this
is good because it will avoid needing a separate criteria for PTSD, or other disorders, for that matter.
And, the third principle is that it's expected that these revised ratings criteria will be expected to correlate
better with average lost earnings than the current symptom-based criteria.

Let's talk a little bit about treatment planning. As | said to you before, and as you noted in the case that
we discussed at the top of the talk, poor quality of life and functioning certainly can serve as a motivator
for individuals to seek treatment. It's not necessarily the symptoms that they experience, but the fall out of
those symptoms is what drives people to come into therapy. Their lives are much different, they're less
satisfied, they're feeling like they're not living a life that they want to live, that they're not being able to
achieve their goals and dreams as they had hoped for, and that is really what serves to drive people to
come into therapy.

Of course, this, then, underscores a need for careful evaluation at the top of therapy and all along the
course of treatment, and to review the results, intermittently, both with yourself and, perhaps, even the
client. It's important to be mindful of the course and progress of PTSD symptoms and indicators of quality
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of life and functioning, because that, then, will have importance for, maybe perhaps, making changes or
modifications to the treatment plan along the way.

While we do have some evidence-based treatments for PTSD already, there has been some discussion
of developing more specific interventions for PTSD-related functional impairment. And, the folks who
have thought about this, and have written about this, have taken a page from the book of the psycho-
social rehab professionals and have talked about adapting some of those treatment techniques for use
with individuals who experience problems related to posttraumatic stress disorder. And, there are a
variety of different kinds of psycho-social rehab techniques that could be used: patient education
techniques, supported education, self-care and independent living, supported housing, supported family
services, social skills training, supported employment and case management.

These techniques are really heavy, as you can see, on support and skills training with the goal being to
get the individual not to ignore the problems that they may be experiencing within the context of their
occupational functioning or their social functioning; to take a more proactive approach, not to just simply
assume that changes in symptoms will translate into changes in functioning but to really do that
proactively, with the hope being that you will see that and, perhaps, those changes in functioning will then
translate into changes in symptoms, perhaps.

Moving on, the next objective of our discussion is to take a look at some of the available measures for
assessing functional impairment. As | mentioned previously, there are many different measures to
choose from.

Probably the measure that everyone knows the best is the Global Assessment of Functioning, or the
GAF. The GAF is a rating scale from 0 to 100, with higher scores meaning better functioning. The GAF is
a part of the DSM, which means that it gets used a lot. But, there are some important limitations of the
GAF.

First of all, it's been shown to be unreliable across raters. The GAF was never meant to assess
functioning for individuals with posttraumatic stress disorder, and thirdly, it's a single-item measure, which
means that from a psychometric point of view, it may not necessarily be reliable or valid. So, as you can
see from this slide, there are lots of different measures to choose from that could potentially replace the
GAF. So, for example, you could instead use the SF-36. You could use the World Health Organization
Disability Assessment Scale, or the WHO DAS. The Social Adjustment Scale is another widely used
measure of psycho-social functioning.

The Sheehan Disability Scale is another measure that's also a good one to consider, particularly because
it's very short and could be used in primary care contexts. So, there are lots of different measures that
could be used to substitute for the GAF.

However, like the Global Assessment of Functioning, these measures all have limitations as well. So, for
example, some are more resource-intense or require training prior to use. The WHO DAS, the GAF, the
PROMIS, the Disability Profile, all require some training prior to use. You can't just take it off the shelf
and use it. At least that's not recommended.

Some measures are difficult to score. For example, with respect to the WHODAS, there are different
ways to score the WHODAS. It's hard to find consistent information on how best to score it, and that may
be confusing to clinicians, in terms of deciding which one to use.

The SF-36 is problematic, from a scoring perspective, because it's actually quite complex. It's not just
simply add up the total and you have a measure of how someone is functioning. Different items have
different weights, and it's much more complex, and, in fact, most people use a computer program to
score the SF-36 because it's just simply not straight forward.
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There are some measures that require permission to use, either from the authors or from a publishing
company or from another organization. The SF-36, the Social Adjustment Scale, the WHODAS, all
require permission prior to use.

Another issue, for many measures, is that they may be too narrow, as far as the content goes. For
example, there are many measures that just simply focus on social functioning, or there are other
measures that focus on occupational functioning exclusively.

And, that may be fine if that's all you want to assess, but if you're looking for a more complete
assessment of how one is functioning, you may have to string many measures together in order to really
get a more comprehensive view of how one is functioning or get a sense of their quality of life.

There are some measures who focus on impairment related to physical problems, and while, again, that
may be relevant in some cases, that makes these measures less relevant for assessing PTSD-related
impairment, or impairment related to other psychological disorders like, other anxiety disorders or
depression.

So, the WHODAS, the SF-36, the SIP, or Sickness Impact Profile, the Sheehan Disability Scale, the
Quality of Well-Being Scale, the PROMIS, all of these measures have some connection to functioning
related to physical problems, which then complicates the interpretation of knowing whether or not the
functioning difficulties are related to PTSD or other difficulties.

There are some measures that require an attribution on the part of the individual, and what | mean by
that, is that these measures ask the individual to assess, or give a sense of their functioning or well-
being, with respect to the problems that they are experiencing; their psychological symptoms or their
physical symptoms.

And, that may be difficult for someone to make that kind of an attribution, to know exactly what the cause
of their functioning problems are. And, that's the case for someone with PTSD, because, as we know,
that PTSD doesn't occur in a vacuum, that, often times, someone with PTSD has other psychological
difficulties, they have other physical difficulties. And so, in that kind of a context, it will be hard for
someone to know, well, the cause of my social impairment is because of my PTSD and not my
depression and so on and so forth. So, it can be confusing in that respect.

And, also, we just know from the research that people make all kinds of attributional biases all the time.
There are memory biases, for example, in terms of understanding what happened, and when, and where,
and why. And so, these measures that require an attribution on the part of the individual may be
artificially either inflating or deflating the estimate of functional impairment for the individual.

The observation that not one measure was ideal to assess PTSD-related functional impairment led me,
and my group, to begin a project to develop such a measure. And, we decided that what was needed
was a measure that sufficiently assessed multiple domains of functioning and forms of impairment;
distinguish between the symptoms and the impairment by not confounding the two. The measure, ideally,
would not require an individual to make an attribution regarding the cause of their impairment. We
wanted a measure that could be used flexibly by clinicians.

We also thought it would be important to have a measure that would be easy to use and score; a
measure that would certainly be relevant to PTSD, but not necessarily exclusive to PTSD. So, we wanted
to have a measure that was not disorder-specific but could be used for a variety of different psychiatric
disorders. We wanted a measure that could be used across various contexts and a measure that could
be used for Veterans, active duty personnel, as well as civilians.
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Through this work we came up with a new scale that's called the Inventory of Psychosocial Functioning.
Just to give you some initial information about the IPF, or Inventory of Psychosocial Functioning, it's an
80-item self-report measure, and it assesses current functioning across multiple domains. We think that it
is easy to use and score. There are no complicated scoring algorithms.

But, there are various scoring possibility indices that are built into the measure itself. It's flexible in that
clinicians can use only the parts of the measure that are pertinent to their clients, at that point in time. It
does not require any attributions on the part of the individual who is responding to the questions. It's not
disorder-specific, and it is useable within both clinical and research settings. It is a measure that we
developed with Veterans and active duty service personnel, but we also believe it is not exclusively
useable for these groups. It could be used for civilians as well.

This slide shows you what one part of this measure looks like. As you can see from this slide, this is the
section that asks about functioning within the context of romantic relationships. And, we asked the
individual to answer the questions as they pertain to them within the past 30 days. We do that to,
hopefully, reduce bias and recall.

And, if this section, or any section of the IPF, wasn't relevant for the individual, then they are just simply
told to skip this section of the questionnaire and move on to the next one that might be relevant for them.
As you can see from this slide, respondents are asked to answer all of the questions on a seven point
scale, ranging from never to always, with higher scores on this measure being indicative of greater, or
more, functional impairment.

This next slide shows just one of our findings from our research, which we see that individuals with PTSD
report significantly greater functional impairment on this scale relative to those who are not diagnosed
with posttraumatic stress disorder. The individuals with PTSD, on an overall scale of 1 to 7, have an
average score of about just over 4, whereas those without PTSD have an average score of just over 3.

What this should tell you is two things. Number one, that individuals with PTSD do exhibit greater
functional impairment; at least they report greater functional impairment. But, as | said to you before, folks
who do not meet criteria for PTSD are not devoid of functional impairment. These individuals also can
experience functional impairment. So, their average score is not zero on this scale. It's lower significantly
than individuals with PTSD, but it's not zero or close to zero. They, too, might experience functional
impairment and that's indicated on this slide.

We also thought it was important to develop a brief version of the IPF, and so that's in development as
well. We've had several ideas about how to construct this brief measure that could be used very quickly
to ascertain how well someone's functioning or could be used within the context of a primary care setting.
There were three options that we considered.

One, is just to develop some more global items that could be used to sort of serve as a proxy for the
more intricate scales that we developed for the full version. We also thought about using the items from
the full version of the IPF, that most strongly correlated with the grand mean, for the scale. We also
thought of using the items that most strongly correlated with the total scores for each domain on the IPF.

What we ultimately decided to do was to develop global items that essentially served as a proxy for each
of the scales that we developed. So, for example, as you see on this slide, the romantic relationship
section is assessed by the single item, “overall over the past 30 days | had trouble in my romantic
relationship with my spouse or partner”.

Respondents are asked to answer this item on a scale of 1 to 7, 1 being not at all to 7 being very much.
Our research has shown that these single items correlate with scores on the full scales pretty highly.
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Scales correlate on a range from 0.5 to 0.65 with these global items. So, that's good news for using these
global items to assess the domains of relevance.

Okay, so we're at the end of the discussion here, and just to summarize a few of the points that I've gone
over with you today, we know from the research that PTSD is associated with significant impairment
across numerous domains of functioning, as well as overall quality of life. This suggests that it's important
for clinicians to be aware of this, for their clients, and to assess functioning and quality of life, and,
perhaps, even address it in treatment.

The VA/DoD Clinical Practice Guidelines suggest a comprehensive assessment of functioning and quality
of life. It suggests that we use a multi-method approach to assessment using evidence-based
assessment procedures. The guidelines suggest that we obtain a written narrative from the individual,
getting a detailed assessment of their functioning and quality of life. It's important to keep a number of
different points in mind when conducting this assessment about the DSM and the limitations of the DSM,
and how symptoms sometimes get confounded with treatment and how it's important to kind of tease
these things apart from one another.

And, finally, | think it's important to remember that there are numerous available measures of functional
impairment and quality of life to choose from in your practice, that the GAF may not be the best measure
to use, that there are other measures. Each of them have their blemishes. Each of them have their
strengths. The important point, | think, is to choose one of these measures that have good
psychometrics, that are shown to be reliable and valid measures of quality of life and functioning, so that
we can get a very good sense of how someone is living his or her life.

With that, thank you very much, and | hope this has been helpful to you.

VA National Center for PTSD March 2013 Page 11 of 11



	PTSD 101 Course
	Transcript for: Functional Impairment and PTSD



<<

  /ASCII85EncodePages false

  /AllowTransparency false

  /AutoPositionEPSFiles true

  /AutoRotatePages /All

  /Binding /Left

  /CalGrayProfile (Dot Gain 20%)

  /CalRGBProfile (sRGB IEC61966-2.1)

  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)

  /sRGBProfile (sRGB IEC61966-2.1)

  /CannotEmbedFontPolicy /Warning

  /CompatibilityLevel 1.4

  /CompressObjects /Tags

  /CompressPages true

  /ConvertImagesToIndexed true

  /PassThroughJPEGImages true

  /CreateJobTicket false

  /DefaultRenderingIntent /Default

  /DetectBlends true

  /DetectCurves 0.0000

  /ColorConversionStrategy /LeaveColorUnchanged

  /DoThumbnails false

  /EmbedAllFonts true

  /EmbedOpenType false

  /ParseICCProfilesInComments true

  /EmbedJobOptions true

  /DSCReportingLevel 0

  /EmitDSCWarnings false

  /EndPage -1

  /ImageMemory 1048576

  /LockDistillerParams false

  /MaxSubsetPct 100

  /Optimize true

  /OPM 1

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness true

  /PreserveHalftoneInfo false

  /PreserveOPIComments false

  /PreserveOverprintSettings true

  /StartPage 1

  /SubsetFonts false

  /TransferFunctionInfo /Apply

  /UCRandBGInfo /Preserve

  /UsePrologue false

  /ColorSettingsFile ()

  /AlwaysEmbed [ true

  ]

  /NeverEmbed [ true

  ]

  /AntiAliasColorImages false

  /CropColorImages true

  /ColorImageMinResolution 300

  /ColorImageMinResolutionPolicy /OK

  /DownsampleColorImages true

  /ColorImageDownsampleType /Average

  /ColorImageResolution 300

  /ColorImageDepth -1

  /ColorImageMinDownsampleDepth 1

  /ColorImageDownsampleThreshold 1.50000

  /EncodeColorImages false

  /ColorImageFilter /DCTEncode

  /AutoFilterColorImages true

  /ColorImageAutoFilterStrategy /JPEG

  /ColorACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /ColorImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000ColorACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000ColorImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasGrayImages false

  /CropGrayImages true

  /GrayImageMinResolution 300

  /GrayImageMinResolutionPolicy /OK

  /DownsampleGrayImages true

  /GrayImageDownsampleType /Average

  /GrayImageResolution 300

  /GrayImageDepth -1

  /GrayImageMinDownsampleDepth 2

  /GrayImageDownsampleThreshold 1.50000

  /EncodeGrayImages false

  /GrayImageFilter /DCTEncode

  /AutoFilterGrayImages true

  /GrayImageAutoFilterStrategy /JPEG

  /GrayACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /GrayImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000GrayACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000GrayImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasMonoImages false

  /CropMonoImages true

  /MonoImageMinResolution 1200

  /MonoImageMinResolutionPolicy /OK

  /DownsampleMonoImages true

  /MonoImageDownsampleType /Bicubic

  /MonoImageResolution 1200

  /MonoImageDepth -1

  /MonoImageDownsampleThreshold 1.50000

  /EncodeMonoImages true

  /MonoImageFilter /CCITTFaxEncode

  /MonoImageDict <<

    /K -1

  >>

  /AllowPSXObjects false

  /CheckCompliance [

    /None

  ]

  /PDFX1aCheck false

  /PDFX3Check false

  /PDFXCompliantPDFOnly false

  /PDFXNoTrimBoxError true

  /PDFXTrimBoxToMediaBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXSetBleedBoxToMediaBox true

  /PDFXBleedBoxToTrimBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXOutputIntentProfile ()

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputCondition ()

  /PDFXRegistryName ()

  /PDFXTrapped /False



  /CreateJDFFile false

  /Description <<



    /BGR <>

    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>

    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>

    /CZE <>

    /DAN <>

    /DEU <>

    /ESP <>

    /ETI <>

    /FRA <>

    /GRE <>



    /HRV <>

    /HUN <>

    /ITA <>

    /JPN <>

    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>

    /LTH <>

    /LVI <>

    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)

    /NOR <>

    /POL <>

    /PTB <>

    /RUM <>

    /RUS <>

    /SKY <>

    /SLV <>

    /SUO <>

    /SVE <>

    /TUR <>

    /UKR <>

    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)

  >>

  /Namespace [

    (Adobe)

    (Common)

    (1.0)

  ]

  /OtherNamespaces [

    <<

      /AsReaderSpreads false

      /CropImagesToFrames true

      /ErrorControl /WarnAndContinue

      /FlattenerIgnoreSpreadOverrides false

      /IncludeGuidesGrids false

      /IncludeNonPrinting false

      /IncludeSlug false

      /Namespace [

        (Adobe)

        (InDesign)

        (4.0)

      ]

      /OmitPlacedBitmaps false

      /OmitPlacedEPS false

      /OmitPlacedPDF false

      /SimulateOverprint /Legacy

    >>

    <<

      /AddBleedMarks false

      /AddColorBars false

      /AddCropMarks false

      /AddPageInfo false

      /AddRegMarks false

      /ConvertColors /NoConversion

      /DestinationProfileName ()

      /DestinationProfileSelector /NA

      /Downsample16BitImages true

      /FlattenerPreset <<

        /PresetSelector /MediumResolution

      >>

      /FormElements false

      /GenerateStructure true

      /IncludeBookmarks false

      /IncludeHyperlinks false

      /IncludeInteractive false

      /IncludeLayers false

      /IncludeProfiles true

      /MultimediaHandling /UseObjectSettings

      /Namespace [

        (Adobe)

        (CreativeSuite)

        (2.0)

      ]

      /PDFXOutputIntentProfileSelector /NA

      /PreserveEditing true

      /UntaggedCMYKHandling /LeaveUntagged

      /UntaggedRGBHandling /LeaveUntagged

      /UseDocumentBleed false

    >>

  ]

>> setdistillerparams

<<

  /HWResolution [2400 2400]

  /PageSize [612.000 792.000]

>> setpagedevice



