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Post Traumatic Stress Psychopathology 8 years after a flooding in Italy
Ïñèõîïàòîëîãèÿ Ïîñòðàâìàòè÷åñêîãî Ñòðå
ññîâîãî Ðàññòðîéñòâà ñïóñòÿ 8 ëåò ïîñëå íàâîäíåíèÿ â Èòàëèè

Abstract. Obiective: : Post Traumatic Stress Psychopathology (PTSP) was assessed
among village's inhabitants 8 years after the 1996 Versilia flooding in Italy. Methods:
The sample was formed by 61 subjects. The Davidson Trauma Scale (DTS) was used to
evaluate PTSP. Gender and two class of age (young and old subjects) were considered as
demographic characteristics. Results: No significant differences resulted on DTS total
and factor scores between female and male subjects. On the contrary, significant
differences emerged on Hyperarousal Total and Hyperarousal Frequency between
young and old subjects. People considered having enough symptoms for full Post
Traumatic Stress Disorder (PTSD) were 45,9% (N=28), while 35,8% (N=20) had
subthreshold PTSD, and 21,3% (N=13) had no PTSD. In the full PTSD subgroup old
subject had a mean Hyperarousal Frequency significantly higher than young subjects,
while in the subthreshold PTSD subgroup old subjects have a mean score on Intrusion
Frequency, Intrusion Severity, Total Intrusion, Total Frequency and Total score
significantly higher than young subjects. Conclusion: This study confirms that the
traumatic impact of a flooding on a population hit some years before is not time-limited,
showing the persistence of a high level of PTSP 8 years later. Old subjects showed on
Hyperarousal Total and Hyperarousal Frequency within the whole sample, on
Hyperarousal Frequency within the full PTSD subgroup, and on all Intrusion clusters,
Total Frequency and Total score in the subthreshold PTSD subgroup, significantly
higher scores than young subjects. Further specific research is needed in the elderly, in
order to facilitate a better understanding of PTSP that is present in this unique
population.
Ðåôåðàò. Öåëü: Ïñèõîïàòîëîãèÿ Ïîñòðàâìàòè÷åñêîãî Ñòðåññîâîãî
Ðàññòðîéñòâà (ÏÒÑÐ) áûëà îöåíåíà ñðåäè æèòåëåé äåðåâíè ñïóñòÿ 8 ëåò ïîñëå
íàâîäíåíèÿ 1996 ãîäà â Âåðñèëèè, Èòàëèÿ. Ìåòîäû: Âûáîðêà ñîñòîÿëà èç 61
÷åëîâåêà. Øêàëà Òðàâìû Äýâèäñîíà (ØÒÄ) èñïîëüçîâàëàñü, ÷òîáû îöåíèòü
ÏÒÑÐ. Ó÷èòûâàëèñü ïîë è äâå âîçðàñòíûå êàòåãîðèè (ìîëîäû
å è ïîæèëûå ó÷àñòíèêè). Ðåçóëüòàòû: Ðåçóëüòàòû ØÒÄ íå ðàçëè÷àëèñü ìåæäó
æåíùèíàìè è ìóæ÷èíàìè. Ñóùåñòâåííûå ðàçëè÷èÿ âûÿâèëèñü ïî ñóáøêàëàì
Îáùåãî Ãèïåðâîçáóæäåíèÿ è ×àñòîòû Ãèïåðâîçáóæäåíèÿ ìåæäó ìîëîäûìè è
ïîæèëûìè ó÷àñòíèêàìè. Ïîëíûé ÏÒÑÐ áûë äèàãíîñöèðîâàí ó 45,9
ó÷àñòíèêîâ (N=28), ïîäïîðîãîâûé ÏÒÑÐ èìåëñÿ ó 35,8 (N=20), è 21,3 (N=13) íå
èìåëè ÏÒÑÐ. Â ïîäãðóïïå ñ ïîëíûì ÏÒÑÐ ïîæèëûå ó÷àñòíèêè èìåëè óðîâåíü
×àñòîòû Ãèïåðâîçáóæäåíèÿ çíà÷èòåëüíî âûøå, ÷åì ìîëîäûå. Ïðè
ïîäïîðîãîì ÏÒÑÐ óðîâåíü ïî ïîäøêàëàì ×àñòîòû Èíòð
óçèè, Òÿæåñòè Èíòðóçèè, Îáùåé Èíòðóçèè è ïî îáùåìó ïîêàçàòåëþ òÿæåñòè è
÷àñòîòû ïîæèëûå ó÷àñòíèêè èìåëè çíà÷èòåëüíî áîëåå âûñîêèé óðîâåíü
ÏÒÑÐ, ÷åì ìîëîäûå. Âûâîäû: Íåîáõîäèìû äàëüíåéøè
å èññëåäîâàíèÿ ÏÒÑÐ ñðåäè ïîæèëûõ.
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Introduction
Disasters are traumatic events that affect whole
communities of individuals and cause widespread
destruction and distress, unlike traumatic events that are
understood to happen at the level of the individual
(American Heritage Dictionary, 1982). They are
distinguished by their magnitude and seeming capacity
to traumatize a great many individuals at once, and, by
definition, they overwhelm the social and political fabric
of communities, a disruption that can be expected to
significantly exacerbate and color individuals' suffering
in response to the trauma. Moreover, they are unique
among the traumas in their very public nature, and offer
uniquie opportunuties to study human response to
tragedy on any level, making them perhaps uncommonly
accessible for the sake of treating and studying traumas
(Katz et al., 2002).
A considerable number of psychiatric surveys have
been conducted subsequent to earthquakes, hurricanes,
volcanoes and various, man-made disasters and
document a range of psychiatric symptoms and
disorders associated with these events (Katz et al., 2002,
Maj et al., 1989; Freddy et al., 1992; Lima et al., 1993;
Goenjian et al., 1994; Bland et al., 1996; Sharan et al.,
1996; Bland et al., 1997; Carr et al., 1997; McFarlan et
al., 1997; Armenian et al., 2000). Rubonis and Bickman
(1991) conducted a statistical review of studies that
quantified psychopathology in the aftermath of disasters
dating back to 1966 and, on the basis of this analysis,
estimated that disasters are associated with a 17%
increase in the best mean estimate prevalence of
psychopathology in comparison to pre-disaster or
control group rates.
Studies using standardized diagnostic criteria have
reported a prevalence rate of Post-Traumatic Stress
Disorder (PTSD) of 10-30% in population exposed to a
natural disaster (Armenian et al., 2000; Madakasira &
O'Brien, 1987; Steinglass & Gerrity, 1990; Lima et al.,
1991; Green et al., 1992; Garrison et al., 1995; Wang et
al., 2000), substantially higher than that observed in the
general population (1-8%) (Davidson et al., 1991;
Resnick et al., 1993; Kessler et al., 1995; Solomon &
Davidson, 1997; Perkonigg et al., 2000).
Several reports of the psychiatric consequences of
these kinds of events suggest that early detection and
treatment may prevent long-term disability from PTSD
or chronic anxiety and depression (Dew MA, 1987;
North CS, 2001; North CS, 1999; Green BL, 1994;
Goenjian AK, 2000; Davidson J, 2003). On this subject,
in a study of civilian survivors of traumatic events in
Israel, 39% had diagnosable PTSD 1 month following
trauma, 17% PTSD 4 months after trauma and 10% had
PTSD 1 year following trauma (Shalev et al., 1997;
Freedmen et al., 1999). Recovery from early PTSD has
been estimated, in an epidemiological study, to involve
60% of those initially expressing the disorder (Kessler et

al., 1995). In the National Vietnam Veterans
Readjustment Study, the difference between lifetime and
current prevalence of PTSD (30% and 15,2%) suggests
an overall 50% recovery or remission rate of those once
diagnosed as suffering from the disorder (Kulka et
al.,1990). Similar recovery rates were obtained in
prospective studies (Dunitz, 2000). A longitudinal and
retrospective study among older American former
prisoners of war fromWorld War II and the Korean War,
shows data supporting a PTSD symptom pattern of
immediate onset and gradual decline, followed by
increasing PTSD symptom levels among older survivors
of remote trauma (Port et al., 2001). The reactivation of
chronic PTSD in later life was also reported in forty-five
World War II veterans, assessed in order to determine
war pension disability. The most prominent of the
factors implicated in the exacerbation of their symptoms
was that of physical ill health. Retirement, loneliness,
comorbid psychiatric illness, anniversaries, service
reunions, and alcohol and psychotropic medication
usage were other factors (Macleod, 1994). In a our
previous study about frequency and severity of PTSD
after 7 years from a flood on ambulance personnel
employed in assistance operation, we found that in
lifetime period, 52,9% of patients had full PTSD, 14,7%
subthreshold PTSD with impairment, and 14,7%
subthreshold PTSD without impairment, while in
current period (corresponding with chronic PTSD),
11,8% of patients had full PTSD, 11,8% subthreshold
PTSD with impairment and 17,6% subthreshold PTSD
without impairment (Di Fiorino et al., in press).
As regard to subthreshold PTSD some findings
suggest that this form is associated with level of social
and work morbidity comparable to full PTSD. Stein et al.
(1997) found subthreshold PTSD with impairment to be
prevalent in 2-3% of the normal population at a
chronically significant level. Davidson (2002) found in a
sample of 630 subjects from normal population, that 26
(4,1%) fulfilled criteria of subthreshold PTSD with
impairment and 78 (12,4%) of subthreshold PTSD
without impairment. He found no significant differences
between full and subthreshold with impairment PTSD,
and noticed significant differences between both form
and no PTSD. In a survey carried on about a major
earthquake struck central Taiwan, ten months after the
event, all survivors shown similarly high levels of
psychosocial impairment (Lai et al, 2004). In a report
examining a sample of treatment-seeking psychiatric
patients (Zlotnick et al, 2002), no significative
differences were found between subjects with full PTSD
(N=156) and subjects with subthreshold PTSD (N=56)
in degree of impairment (i.e., social and working
functioning, as well as number of suicide attempts).
Similarly high levels of psychological impairment were
reported between full and subthreshold PTSD among
1999 earthquake survivors in Taiwan (Lai, 2004). In a
previous our study (Di Fiorino et al., in press), we found
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that scores on the DTS could differentiate both patients
with full PTSD and patients with subthreshold PTSD
from patients with no PTSD. Infact, even the
subthreshold PTSD, with or without impairment, was
associated with DTS score significantly greater than no
PTSD (p<.05). Therefore, dichotomizing people into
those with and without PTSD following DSM-IV
criteria might be a simplification that obscures the
clinical problems and needs of those with some, but not
full, symptom criteria of PTSD.
In the National Comorbidity Survey, 61% of men and
51% of women reported experiencing at least one major
trauma in their lifetime, and in most cases there were two
or more events. PTSD developed in 20% of women and
8% of the men exposed to traumatic events (Kessler et
al., 1995). Breslau and colleagues (1991) administered
the revised version of the Diagnostic Interview Schedule
to a sample of young adults enrolled in an HMO in
Detroit and found that 11,3% of the women (30,7% of
those exposed to a traumatic event) and 6,0% of the men
(14,0% of those exposed) had a lifetime history of
PTSD. Moreover, chronic PTSD, has been particularly
associated with female gender, concomitant anxiety and
depressive disorders, and family hystory of antisocial
behaviour (Breslau & Davis, 1992).
While progress has been made in recent in relation to
the understanding and development of aetiological
theorie, classification, assessment and management
strategies and protocols in the adult population, similar
advances have lagged behind for the elderly (Bosuttil,
2004). Debate persists about whether people of different
ages respond similarly to traumatic events, and whether
elderly people are more vulnerable to such events, or
better able to cope with them (Chung et al, 2004).
Aim of the study
Italy is one of the European countries at higher risk of
natural disasters. Infact in past years, different areas of
the country have been hit by earthquakes and landslides
which have brought about material and human losses.
However, the psychological consequences of these
events have received scant attention and, just a few
studies on populations implied on these have been
carried out (Catapano et al., 2001, Mantero et al., 2001,
Maj et al., 1989).
Cardoso is a little village among the mountains
Apuan Alps, at 265 m of height, about 100 km from
Florence, in the Centre of Italy. It is encircled by a
mountain range, whose highest peak is Mount Pania
(1859 m of height). Due to their geomorphological
characteristics, mountains around Cardoso are exposed
to floods, mainly occurring after long periods of heavy
rains. In June 1996 Central Italy, and in particular
Tuscany region, was hit by heavy rains which gave rise
to serious problems for the population. On June 16, in
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few hours, the bigger quantity of rain in the last 20 years
concentrated in the mountains around Cardoso came
down, making up a flooding which involved all the
villages sited below. Most material damage were
recorded in the village of Cardoso, where many houses
were destroyed or damaged. At the moment of the flood,
about 300 persons lived in Cardoso. About a half of
inhabitants was in the village while a half was elsewhere.
Totally 15 persons died. Because in the little community
many people were relatives between them a lot of
persons had closed persons died. Some people lost their
job, because they worked into the village. Even other
villages, lying at the foot of Cardoso, were damaged by
the flood, but less seriously.
Emergency relief personnel arrived early and stayed
longer, helping the villagers to deal with various
postflooding adversities. The government sent a team of
workers to assist in reconstruction work, and all
households had new houses in a brief time. In addiction,
many volunteers and representatives of various aid
organizations visited the village and became involved in
reconstruction. Because of these efforts, villagers
received solicitude and information from multiple
sources and had opportunuties to put their requests
forward and to get a desirable response, reporting
satisfaction with the assistence they received.
Eight years after the disaster, we decided to evaluate
post traumatic stress psychopathology (PTSP) on
Cardoso's inhabitants.
Methods
Sample
Among all persons who lived in Cardoso at the
moment of the flooding, about one third went to live
away from the village after the flooding, so that at our
survey 198 subjects from 78 families lived in the village.
A selection of subjects was made based on age: only the
subjects more than 16 years old were considered and
included in the study. Thus 183 evaluable subjects from
Cardoso, having been exposed to the critical event of the
flood, were approached and explained the nature of the
study. As most of the respondents had difficulty
understanding written material, written informed
consent was not considered to be appropriate for the
study. After a complete description of the study to the
subjects, oral consent was obtained from those willing to
partecipate the study. For privacy reason, we only
considered belonging to 2 class of age (first group = 50
years or less; second group = more than 50 years) and,
apart from the gender, we didn't ask any other
demographic characteristic.
Instruments
In the present survey, it was impossible to repeat the
structured interview with CAPS of the previous one (Di
Fiorino et al., in press). Infact in this case we were
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obliged to use only a self-evaluation instrument, to
detect the psychiatric consequences of flood.
Traumatized persons are notoriously reluctant to seek
help for their symptoms, particularly from mental health
practioners. This reluctance may result infact from a lack
of awareness on part of patients that their symptoms are
linked to a traumatic event or from concern that they will
be seen as "damaged" or emotionally unstable. The same
concerns any kind of interview which implies
involvement of mental health practioners. Thus, we used
a self evaluation scale, the Davidson Trauma Scale
(DTS)(Davidson et al., 1996) for assessing diagnosis
and PTSD symptoms. Detailed description of the scale
with advantages in using it in the present work refer to
our previous report about rescue squads (Di fiorino et al.,
in press).
Moreover still for privacy reason, the questionnaire
was performed and coded to mask each individual
identity. Distribution and subministrating to people in
Cardoso Village was carried on from December, 2003, to
June, 2004.
Diagnoses
On the basis of previous studies (DeLisi et al., 2003),
82,1% of the individuals with diagnosed DSM-IV PTSD
reported a score of 24 or higher on the DTS, so that 24
was considered to be a cutoff for an approximate 4 to 1
likelihood that an individual has PTSD. Following this
criteria, in our study, we decided to consider three
clinical groups of patients: Full PTSD (DTS > 24), No
PTSD (DTS = 0), and Subthreshold PTSD (1 < DTS <
24). In this way we have a group (DTS = 0), certainly
without PTSD though underdiagnosing it, and another
with subthreshold PTSD, probably overdiagnosing it.

50,8% (N=31) and old subjects (>50 years old) were
49,2% (N=30). Groups of young and old subjects
resulted homogeneous on gender (see contingency table
1): Chi-Square = 0.467, DF=1, p = 0.494.
Table 2,3 and 4 show the mean total DTS score and
the mean factorial DTS score on the whole sample,
females and males, young and old subjects respectively.
No significant differences resulted on DTS totals and
factor scores between female and male subjects. On the
contrary, table 4 shows significant differences on
Hyperarousal Total and Hyperarousal Frequency
between young and old subjects.
A total of 45,9% (N=28) of subjects had DTS score
24 or higher. So, people considered having enough
symptoms for full PTSD, were 45,9%, while 35,8%
(N=20) subthreshold PTSD, and 21,3% (N=13) no
PTSD.
Table 5 and 6 show how subjects were distributed in
the diagnostic subgroups per gender and age class
respectively. Contingency tables show homogeneity
regarding gender (Chi Square=3.42, df=2, p=0.181) and
age (Chi Square=2.073, df=2, p=0.335).
Some interesting results emerge comparing factorial
DTS scores within each diagnostic subgroup on the base
of age classification.
In the full PTSD subgroup old subject have a mean
Hyperarousal Frequency significantly higher then
young subjects (see table 7). In the subthreshold PTSD
subgroup old subjects have a mean score on Intrusion
Frequency, on Intrusion Severity, on Total Intrusion, on
Total Frequency and on Total score significantly higher
then young subjects (see table 8).
Discussion

Statistical Analyses
The data were analysed using Statistical Package for
Social Sciences (SPSS) version 10.0, (Norusis, 1990).
Descriptive statistics for each symptom and cluster of
DTS were calculated. One way variance analysis, two
tails Student's T-test and Chi Square Test with
contingency tables to compare groups were carried on.
Results
Among the 183 adults approached, 10 subjects
refused to participate the survey and a total of 173
individuals received questionnaires. Response rate was
of 43,35% (75 subjects). After a selection of schedules,
61 could be considered reliable for statistical analyses,
because 14 schedules were lacking of, or presented
unappraising answers.
All participants were born in Italy and Caucasian in
race. Females were 60,7% (N=37) and males were
39,3% (N=24). Young subjects (<50 years old) were

PTSD typically has a chronic course of illness, with
53% of patients continuing to meet diagnostic criteria at
5 years (Kessler et al., 1995). It represent a persistent
illness, and many subjects who have recovered from
PTSD continue to suffer from subthreshold symptoms of
the disorder (Zlotnick et al, 2004). In our study, we found
that individuals having the Full disease for an
approximate 4 to 1 likelihood, are the 45,9% of the
whole sample. Moreover, because 21,3% of subjects
certainly have no PTSD (DTS score=0), remaining
32,8% have subthreshold PTSD. Full PTSD frequency,
although higher than past research (Armenian et al.,
2000; Madakasira & O'Brien, 1987; Steinglass &
Gerrity, 1990; Lima et al., 1991; Green et al., 1992;
Garrison et al., 1995; Wang et al., 2000), give up for a
time persistency of the disorder, confirming data from
other studies (McFarlane, 1988a; McFarlane, 1988b;
Kessler et al., 1995; Shalev et al., 1997; Freedmen et al.,
1999; Kulka et al., 1990; Dunitz, 2000). Subthreshold
PTSD frequency found in the present survey is similar or
higher respect to other studies (Stein et al., 1997;
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Davidson et al., 2002). In an our previous report about
frequency and severity of PTSD on rescue workers
partecipating in aids of Cardoso Village 7 years after the
same flood (Di Fiorino et al., in press), percentage of Full
and subthreshold PTSD were less than those found in the
present report, may be also for the less traumatic impact
of the flooding on rescue squads rather than on villagers.
Anyway, caution should be used in comparing rates
of postdisaster PTSD identified by using different
diagnostic criteria. Infact, in a longitudinal study of
earthquake-related PTSD in a randomly selected
community sample in north China (Wang et al., 2000),
the effects of diagnostic criteria on the frequency of
detected PTSD were examined. As results, the rate of
earthquake-related PTSD was 24,2% by using DSM IV
criteria, and 41,4% by using DSM-III-R criteria. The
introduction in DSM-IV of a criterion requiring
clinically significant distress or impairment in
functioning for a diagnosis of PTSD was a major
contributor to the lower rate of DSM-IV PTSD. In the
present article we use the DTS, which has not any
reference about impairment in functioning, so that we
can expect an higher percentage of PTSD.
While we didn't observe a statistical significative
difference between men and women as reported in
literature (Kessler et al., 1995; Breslau et al., 1991;
Breslau & Davis, 1992), we found significative
differences between young and old people on post
traumatic stress psychopathology.
Epidemiologic data on the prevalence of PTSD in the
elderly show different results. Some studies do not show
differences between older and younger people regarding
post traumatic stress morbidity (Chung et al, 2004;
Bosuttil, 2004; Flint et al., 1994), and elderly individuals
do not appear more predisposed than young persons to
develop PTSD, symptoms of the disorder seeming
similar across agegroups : reexperiencing the trauma,
avoidance, and hyperarousal (Weintraub et al., 1999).
On the contrary, more severe PTSD symptoms related to
older age can be found in other studies (Salcioglu, 2003;
Yang, 2003; Fernandez, 2004), and reports about which
factors are associated with PTSD respectively in
Holocaust survivors (Brodaty et al, 2004) and in 1989
Newcastle earthquake (Carr, 1995), identified late life
like a period of vulnerability in the aftermath of severe
trauma. In a study about Bosnian refugees 1 year after
resettlement in the United States, older refugees were
significantly more likely to have PTSD than younger
refugees, and older refugees had more severe symptoms
(Weine et al., 1998). Furthermore, a positive correlation

between age and intrusive thoughts has been described
(Yehuda et al, 1997).
Further specific research is anyway needed in the
elderly, in order to facilitate a better understanding of
PTSD that is present in this unique population.
In conclusion, our data confirm the negative
sequelae of a natural disaster on the mental health of
civilians even some years later. The psychological
impact of the traumatic event is not time-limited, and
emphasizes the need for psychosocial interventions,
both immediately after the catastrophic event and in the
long term (Hodgkinson & Stewart, 1998). Moreover, our
study suggest some comments about different impact of
PTSD on different group of age.
Limitations
In a previuos work we subministrated CAPS to make
PTSD diagnosis, and DTS to confirm Davidson's results
(Davidson et al., 2002) that its scores can differentiate
patients with PTSD and partial PTSD from patients with
no PTSD (p<.05) (Di Fiorino et al, in press). In the
present article, it was impossible to repeat the structured
interview with CAPS. For the above mentioned reasons
(see methods), we could not use a structured interview
like CAPS, but we had to use a self evaluation scale, the
DTS. As told before (DeLisi et al. 2003; Wang et al.,
2000), this instrument does not permit an accurate
estimation of PTSD frequency.
Another limitation, was that we had to reduce to the
simplest terms questions about demographics, so that we
could use only two variables (class of age and gender), to
warrant subjects the requested privacy.
At last, we could not make a comparison with the
frequency of PTSP immediately after the flood or
lifetime, because DTS evaluates only current period.
Acknoledgments
This survey could not have been realized
without the cooperation of : Giampiero Lorenzoni and
Michele Fini, major and chairman of City Council of
Stazzema, respectively; Danilo D'Angiolo, Versilia
courter vicar of Pisa Archbishop; and Massimo Marsili,
liable of cultural committee in the Province House of
Lucca.

Table 1 - Age*Gender
<=50 years old
>50 years old
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Female
17 (54.8% row) (45.9% col.)
20 (66.7% row) (54.1% col.)

Male
14 (45.2% row) (58.3% col.)
10 (33.3% row) (41.7% col)
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Table 2 – Descriptive Statistics on DTS total score and
factorial scores (all subjects N=61)
Mean
Std. Devia tion
Total
29.16
27.71
Intrusio n Frequency
5.15
5.16
Intrusio n-Severity
5.59
5.27
4.61
5.07
Avoidance Frequency
Avoidance-Severity
4.57
5.25
Hyperarousal Frequency
4.74
4.85
Hyperarousal-Severity
4.51
4.95
10.74
10.13
Intrusio n
Avoidance/dumbness
9.18
9.81
9.25
9.62
Hyperarousal
Total Frequency
14.49
14.03
14.67
14.34
Total Severity

Table 3 – Females (N=37) vs Males (24) on DTS total score and factorial scores
Female Female
Male
Male
T
(mean) (std.dev.) (mean) (std. dev.)
Total
31.16
29.51
26.08
24.97
0.696
Intrusion Frequency
5.32
5.31
4.88
5.02
0.330
Intrusion-Severity
6.00
5.33
4.96
5.22
0.751
4.65
5.39
4.54
4.64
0.080
Avoidance Frequency
Avoidance-Severity
4.76
5.58
4.29
4.80
0.335
Hyperarousal Frequency
5.24
5.30
3.96
4.04
1.071
Hyperarousal-Severity
5.19
5.35
3.46
4.16
1.416
11.32
10.37
9.83
9.91
0.558
Intrusion
Avoidance/dumbness
9.41
10.58
8.83
8.70
0.221
10.43
10.45
7.42
8.04
1.269
Hyperarousal
Total Frequency
15.22
15.04
13.38
12.56
0.497
15.95
15.08
12.71
13.19
0.859
Total Severity

Table 4 – Young subjects (N=31) vs old subjects (30) on DTS total score and
Young
Young
Old
Old
(mean) (std.dev.) (mean) (std. dev.)
Total
23.10
24.29
35.43
29.98
Intrusion Frequency
4.13
4.54
6.20
5.61
Intrusion-Severity
4.90
5.42
6.30
5.10
3.68
4.43
5.57
5.56
Avoidance Frequency
Avoidance-Severity
3.45
4.04
5.73
6.12
Hyperarousal Frequency
3.42
4.23
6.10
5.14
Hyperarousal-Severity
3.52
4.44
5.53
5.31
9.03
9.66
12.50
10.47
Intrusion
Avoidance/dumbness
7.13
8.12
11.30
11.03
6.94
8.58
11.63
10.18
Hyperarousal
Total Frequency
11.23
11.96
17.87
15.37
11.87
12.91
17.57
15.37
Total Severity

df

p
2 tailed
59
0.489
59
0.743
59
0.455
59
0.937
59
0.739
57.359
0.288
56.941
0.162
59
0.579
59
0.826
57.179
0.209
59
0.621
59
0.394

factorial scores
T
df

p
2 tailed
-1.769
59
0.082
-1.587
59
0.118
-1.035
59
0.305
-1.470
59
0.147
-1.713 50.023
0.093
-2.230
59
0.030*
-1.607 56.520
0.114
-1.345
59
0.184
-1.686
59
0.097
-1.951
59
0.056*
-1.887
59
0.064
-1.569
59
0.122
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Table 5 – Diagnostic subgroups*Gender
Female
8 (61.5% row) (21.6% col.)
9 (45.0% row) (24.3% col.)
20 (71.4% row) (54.1% col.)

Male
5 (38.5% row) (20.8% col.)
11 (55.0% row) (45.8% col.)
8 (28.6% row) (33.3% col)

Table 6 – Diagnostic subgroups*Age class
<=50 years old
7
(58.3%
row) (22.6% col.)
NO_PTSD
SUBPTSD
12 (63.2% ro w) (38.7% col.)
12 (42.9% ro w) (38.7% col.)
FULLPTSD

>50 years old
5 (41.47% row) (17.9% co l.)
7 (36.8% row) (25.0% col.)
6 (57.1% row) (57.1% col)

NO_PTSD
SUBPTSD
FULLPTSD

Table 7 – Yo ung subjects (N=12) vs old subjects (16 ) on DTS total score and
in FULLPTSD diagno stic subgroup
Young
Young
Old
Old
(mean) (std.d ev.) (mean) (std. dev.)
Total
48.42
19.39
57.69
22.77
Intrusio n Frequency
8.92
3.58
9.75
5.2 2
10.58
3.90
9.69
4.3 2
Intrusio n-Severity
Avoidance Frequency
7.33
4.72
8.88
5.5 4
Avoidance-Severity
7.08
3.96
9.44
6.1 0
Hyperarousal Frequency
7.08
4.25
10.25
2.9 6
7.42
4.50
9.69
3.7 5
Hyperarousal-Severity
Intrusio n
19.50
6.47
19.44
9.1 7
14.42
8.03
18.31
10.37
Avoidance/dumbness
Hyperarousal
14.50
8.54
19.94
5.9 7
23.33
10.41
28.88
12.37
Total Frequency
Total Severity
25.08
10.55
28.81
12.18

factorial scores
T
-1 .134
-0 .501
0.5 66
-0 .776
-1 .235
-2 .328
-1 .455
0.0 20
-1 .079
-1 .886
-1 .253
-0 .848

df

p
2 tailed
26
0.267
25.848
0.621
26
0.576
26
0.445
25.588
0.228
26
0.028*
26
0.158
26
0.984
26
0.290
18.697
0.075
26
0.221
26
0.404

Table 8 – Yo ung subjects (N=12) vs old subjects (8) on DTS to tal sco re and factorial scores
in SUBPTSD diagnostic subgroup
Young
Young
Old
Old
T
df
p
(mean) (std.d ev.) (mean) (std. dev.)
2 tailed
Total
11.25
6.38
17.50
6.0 7
-2 .186
18
0.042*
Intrusio n Frequency
1.75
1.22
3.75
1.8 3
-2 .949
18
0.009*
2.08
2.43
4.25
1.6 7
-2 .192
18
Intrusio n-Severity
0.042*
Avoidance Frequency
2.17
2.37
3.13
2.0 3
-0 .936
18
0.362
Avoidance-Severity
1.83
1.99
2.63
2.2 0
-0 .836
18
0.414
Hyperarousal Frequency
1.75
2.34
2.38
1.8 5
-0 .633
18
0.534
1.67
2.31
1.38
1.0 6
0.3 81 16.471
0.708
Hyperarousal-Severity
Intrusio n
3.83
3.38
8.00
2.6 2
-2 .939
18
0.009*
4.00
3.81
5.75
4.0 6
-0 .980
18
0.340
Avoidance/dumbness
Hyperarousal
3.42
4.62
3.75
2.8 7
-0 .181
18
0.858
5.67
2.81
9.25
3.9 6
-2 .378
18
Total Frequency
0.029*
Total Severity
5.58
4.48
8.25
2.7 1
-1 .656 17.912
0.115
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