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Posttraumatic Stress Disorder-like Symptoms
1 Week to 3 Months After Myocardial Infarction

Leonard A. Doerfler!?

In DSM-IV] the revised criteria for PTSD allow for “being exposed to a life-threatening
illness,” to now meet the criterion of exposure to an extreme stressor. The present study
examined psychosocial adjustment, particularly PTSD symptoms, in 45 cardiac patients
1 week to 3 months after they experienced their first MI. Identification of potential
participants proceeded via review of records of patients on the coronary care unit at
the University of Massachusetts Medical Center. The results indicated that most patients
reported low levels of distress. Using Foa and co-workers’ (1993) PTSD Symptom Scale,
9% of the patients met DSM-III-R criteria for PTSD.
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INTRODUCTION

The criteria for posttraumatic stress disorder (PTSD), as revised in DSM-IV,
now permit “being diagnosed with a life-threatening illness” to meet the criteria
for exposure to an extreme stressor. This revision raises questions about the fre-
quency and nature of PTSD symptoms among survivors of life-threatening illnesses.

There is a small body of literature that supports a link between occurrence of
a life-threatening illness and PTSD symptoms. Several studies indicate that approxi-
mately 5-10% of burn patients (Powers et al., 1994; Roca et al., 1992) and cancer
patients (Alter et al., 1996; Cordova et al., 1995) report PTSD-like symptoms. Simi-
lar findings exist for cardiac patients. Doerfler ef al. (1994) reported that 8% of
patients who survived myocardial infarction (MI) or coronary artery bypass surgery
reported symptoms of PTSD 6-12 months after the coronary event. Kutz et al.
(1994) reported that 9% of MI patients suffered from acute PTSD that lasted less
than 6 months and an additional 16% of patients suffered from chronic PTSD.

Although these findings suggest that some individuals who survive a life-threat-
ening illness experience high levels of PTSD symptoms, few studies have used vali-
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dated instruments to assess PTSD symptoms in medical patients. For instance, Kutz
et al. (1994) adapted a PTSD inventory originally designed for use with combat
veterans to assess PTSD symptoms in cardiac patients and Doerfler et al., (1994)
used items from the Reaction Index (Frederick, 1985), Impact of Events Scale
(Horowitz et al., 1979), Inventory to Diagnose Depression (Zimmerman and Co-
ryell, 1987), and Trait Anxiety Inventory (Spielberger et al., 1983) to assess PTSD
symptoms in individuals who survived an MI or coronary artery bypass surgery.

The assessment of PTSD symptoms has become increasingly sophisticated
(Uddo et al., 1996), and several recently developed self-report inventories may help
assess PTSD symptoms in traumatized populations. One instrument that appears
to be especially promising is the PTSD Symptom Scale developed by Foa et al
(1993). This scale includes 17 items that cover the entire range of DSM-UI-R cri-
teria (which remained unchanged in DSM-IV). An attractive feature of this scale
is that it provides a diagnosis of PTSD according to DSM-III-R criteria as well as
a measure of the severity of PTSD symptoms.

A growing body of research indicates that there is great variability in how peo-
ple respond to stressful events, and there is increasing recognition that most indi-
viduals do not develop PTSD even in the most challenging circumstances (Breslau
and Davis, 1987; March, 1993). As a result, research has begun to examine variables
that may influence the response to traumatic events (e.g., Blanchard et al, 1995;
Kushner er al., 1992). One factor that may play an important role in protecting
individuals from negative effects of traumatic events is social support (Cohen and
Wills, 1985).

The present study examined occurrence of PTSD symptoms in cardiac patients
1-3 months after they experienced their first MI. In addition to standardized PTSD
measures that were appropriate for a medical population, participants completed
questionnaires that assessed depression, trait anxiety, and perceived social support.

METHOD
Subjects

The sample included 45 patients (32 male, 13 female) admitted to the Uni-
versity of Massachusetts Medical Center with the diagnosis of first MI. Identifica-
tion of potential participants proceeded via review of records of patients on the
coronary care unit to verify that they did not have a history of MI, cardiovascular
surgery, or other life-threatening illness.

The mean age was 58.9 years (SD = 12.44 years). Most participants were Cau-
casian (96%). At the time of hospitalization most MI patients identified their em-
ployment status as employed (38% full-time, 7% part-time, 9% homemaker), but
38% reported they had previously retired, 4% reported having a disability, and 4%
identified their employment status as unemployed.

During a 9-month period, there were 112 patients admitted to the coronary
care unit for treatment of first MI. Of this group, 43 people got discharged from
the hospital before one of the investigators could meet with them to ask them to
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participate in the study. An additional 17 patients were not eligible for the study
because they were awaiting coronary artery bypass graft surgery. The investigators
met with 79 patients to ask them to participate in the study; 6 people declined to
participate and 1 person denied experiencing an MI (despite conclusive evidence
to the contrary). A total of 45 people returned one or more sets of questionnaires,
26 people agreed to participate in the study but returned no questionnaires, and
data from 1 person were unusable.

Procedure

Potential participants were patients identified via review records of the coro-
nary care unit. A review of medical charts also served to verify the diagnosis of
first MI and to insure that participants did not have a history of other life-threat-
ening illnesses, such as cardiovascular surgery, stroke, and cancer. After their medi-
cal condition had stabilized and they had transferred from the coronary care unit
to an acute care unit, one of the investigators (a clinical psychologist, registered
nurse, or masters-level health educator) met with patients to explain the study.

Participants completed a battery of questionnaires at three points in time; ap-
proximately 1 week after their MI, 1 month after their ML, and 3 months after
their MI. Patients who agreed to participate received the initial battery of ques-
tionnaires and a postage-paid envelope to return the questionnaires to the inves-
tigators. Participants typically completed the questionnaires after their discharge
from the hospital. For the 1- and 3-month assessments, participants received ques-
tionnaires and postage-paid envelopes in the mail, with reminder letters and phone
calls used to encourage people to return the questionnaires to the investigators.

Measures

PTSD Symptom Scale. This scale is a 17-item self-report scale with items that
correspond to the DSM-III-R criteria for PTSD (Foa et al., 1993). Patients rated
each item on a 4-point scale (0 = not at all, 1 = a little bit, 2 = somewhat, and
3 = very much), with the total severity score calculated as the sum of severity ratings
for all 17 items. This scale provides a diagnosis of PTSD as well as a measure of
symptom severity. For the present study, the scale focused on experiences relating
to the ML

Impact of Events Scale (IES). The IES is a 15-item scale developed by Horowitz
et al. (1979) to measure responses to stressful events. The scale contains two factors
measuring intrusive cognitions and numbing of affect, the two most frequently cited
aspects of the PTSD syndrome. For the present study, the scale focused on expe-
riences relating to the MIL

Inventory to Diagnose Depression (IDD). This scale is an instrument developed
by Zimmerman and colleagues (1986; Zimmerman and Coryell, 1987) to cover the
entire range of symptoms used to diagnose depression according to DSM-III-R cri-
teria. In addition to providing a diagnosis of major depression, the scale provides
a measure of severity of depression. The scale consists of 22 groups of five state-
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Table 1. Means and Standard Deviations for Adjustment Measures for MI Patients

1 week 1 month 3 months

Measure M (SD) N M (SD) N M (SD) N
PTSD Symptom Scale  6.80 (7.9) 35 563 (7.4) 27 6.79  (9.8) 29
IES Intrusion 12.86 (5.0 37 12.04 (4.6) 26 1231 (4.9) 29
IES Avoidance 1429 (4.6) 35 1371 (4.4) 24 1436 (5.3) 28
IDD 1112 (8.3) 26 1114  (11.9) 22 9.88 (11.3) 26
Trait anxiety 65.95 (11.0) 37 3369 (12.6) 26 4645 (4.1 2
PSS—Family 1031 (2.7) 36 10.00 (1.85) 26 952 (24) 27
PSS—Friends 8.87 (34) 31 9.68 (246) 25 9.56 (2.0) 22

Note: N’s vary because some subjects omitted one or more items on the questionnaires.

ments. Each group of statements covers one depressive symptom, with the state-
ments arranged in order of increasing severity. Respondents reported on symptoms
experienced during the past week.

Trait Anxiety Inventory (TAI). The Trait Anxiety Inventory (revised—Form Y)
(Spielberger et al., 1983) consists of 20 items that assess feelings of apprehension,
worry, tension, and nervousness. This scale is a well-known instrument used exten-
sively in research and clinical practice. Scores on this scale increase in response to
physical danger and psychological stress. The scale is a sensitive indicator of changes
in anxiety (Spielberger et al., 1983).

Perceived Social Support Scales. The Perceived Social Support measures are
scales designed to assess the extent to which an individual perceives that friends
and family are fulfilling his or her needs for support, information, or feedback (Pro-
cidano and Heller, 1983). There are separate scales for perceived support from
family and friends. Each scale consists of 20 items answered “yes,” “no,” or “don’t
know.” For each item, the response indicating perceived support received a score
of 1 so that scores could range from 0 to 20.

RESULTS

Of the 45 MI patients, 17 completed the questionnaires at all three assessment
periods. An additional 13 patients completed the questionnaires at two assessment
periods, and the remaining patients completed the questionnaires only once.

PTSD Symptoms

Table I presents the means and standard deviations for the PTSD Symptom
Scale and the Impact of Events Scale. The means for these scales indicated that
patients generally reported relatively few PTSD symptoms. The percentages of pa-
tients reporting the presence of each symptom appear in Table IL

Even though the means indicated low levels of PTSD symptoms for the entire
group, a few individuals reported significant levels of PTSD symptoms. The PTSD
Symptom Scale helped identify individuals who met DSM-III-R criteria for PTSD.
Items on the scale clustered into reexperiencing (four items), avoidance (seven
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Table IL. Percentages of MI Patients Reporting PTSD Symptoms on the PTSD Symp-

tom Scale
Symptom 1 week 1 month 3 months
Intrusive thoughts 33 26 31
Nightmares 8 15 14
Flashbacks 25 15 24
Emotional reactivity 42 15 41
Avoiding thoughts of trauma 28 26 24
Avoiding situational reminders of trauma 36 19 17
No memory of trauma 20 15 i1
Loss of interest 31 30 29
Detachment 11 19 28
Restricted affect 6 11 21
Sense of foreshortened future 36 37 45
Sleep disturbances 53 44 35
Increased irritability 39 41 38
Difficulty concentrating 33 37 3
Hypervigilance 8 11 14
Excessive startle reaction 14 19 24
Physiological reactivity 19 19 14

items), and arousal (six items) symptoms. Following DSM-III-R guidelines, indi-
viduals who endorsed at least one reexperiencing, three avoidance, and two arousal
symptoms met the criteria for PTSD for this study. Using Foa and co-workers’
(1993) procedure of rating a symptom as present if the individual reported feeling
bothered at least “a little bit,” 27% of the patients met the criteria at one or more
assessments. There was some variability in the percentage of patients who met the
criteria for PTSD at each assessment period: 23% met the PTSD criteria at the
1-week assessment, 11% met the criteria at the 1-month assessment, and 21% met
the criteria at the 3-month assessment.> Rescoring the PTSD Symptom Scale using
the criterion of rating a symptom as present only if the individual reported feeling
bothered at least “somewhat” identified 9% of patients as meeting the criteria for
PTSD at one or more assessments: 9% at the 1-week assessment, 4% at the 1-month
assessment, and 7% at the 3-month assessment.

Stability of PTSD Symptoms

The findings reported above suggest that there may be some variability in
PTSD symptoms over time. These findings are difficult to interpret, however, be-
cause many patients failed to complete all three assessments. To examine whether
PTSD symptoms changed over the 3-month period, the following analyses included
only the 17 patients who completed all three assessments.

Separate repeated-measures ANOVAs conducted to examine whether scores
on the IES Intrusion, IES Avoidance, and PTSD Symptom scales differed at the
three assessment periods indicated that PTSD symptoms tended to be fairly stable
over the 3-month period. There were no significant differences on the PTSD Symp-

3The sample size was 35, 27, and 29 at the 1-week, 1-month, and 3-month assessment, respectively.
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Table 1L Intercorrelations of PTSD Measures

PTSD Symptom Scale IES Intrusion IES Avoidance
Measure 1 2 3 1 2 3 1 2 3
PTSD Scale
1 - J6F* B2** 52*¢ .60* .55* 27 .65** 38
2 - .96%* 40 2% 75 30 74** 61*¢
3 - 39 74rx 7T 27 81**  .64**
IES Intrusion Scale
1 - 66**  61** S52* 35 44
2 - 94 35 73 65%*
3 - 26 75**  66**
IES Avoidance Scale
1 - 38 57*
2 - .83**
Note. 1 = l-week assessment, 2 = l-month assessment, 3 = 3-month assessment.
*p < .05.
**p < 01

tom Scale over time [F(2,32) = 1.45; 1-week M = 7.1, SD = 7.7; l-month M =
5.1, SD = 7.8; 3-month M = 5.7, SD = 10.0]. There were no differences on the
IES Avoidance Scale over time [F(2,34) = 2.07; 1-week M = 14.8, SD = 3.6; 1-
month M = 13.2, SD = 4.0; 3-month M = 13.4, SD = 5.0]. However, there was
a significant decrease on the IES Intrusion Scale over time, [F(2,34) = 10.04, p <
.01; 1-week M = 14.5, SD = 4.9; l-month M = 11.5, SD = 4.6; 3-month M =
11.3, SD = 43].

Intercorrelations among the IES Avoidance, IES Intrusion, and PTSD Symp-
tom scales calculated for the patients who completed all three assessments* appear
in Table III. The overall pattern indicates a moderate to strong relationship among
all three measures at all assessment periods. The intercorrelations among the meas-
ures obtained at 1- and 3-months were especially strong (r's = .61 to .98), but even
measures obtained during the first week after the MI tended to correlate moder-
ately with scores at the 1- and 3-month assessments (s = .26 to .81).

Correlation of PTSD Symptoms with Depression, Trait Anxiety, and
Social Support

Correlations between the IES Intrusion, IES Avoidance, and PTSD Symptoms
scales with depression and trait anxiety calculated for patients who completed all
three assessments appear in Table IV. Depression and trait anxiety correlated mod-
erately with PTSD symptoms at the 1- and 3-month assessments (s = .41 to .93).
The PTSD Symptom Scale tended to have a stronger relationship with depression
and trait anxiety than did the IES Intrusion and Avoidance Scales.

*When repeating these anaiyses using the entire sample, the results did not appreciably change. This
pattern held for all subsequent analyses that used the subsample of patients who completed all three
assessments.
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Table IV. Correlation of PTSD Symptoms with Depression and Trait Anxiety

Depression Trait anxiety
PTSD measures 1 2 3 1 2 3
PTSD Symptom Scale
1 .63* .69** .61* 60** 59** .50*
2 47 91** 81** 62+ 78%* 76%*
3 47 93>+ .86** 61** I5** 79+
IES Intrusion Scale
1 .40 31 21 13 .16 .05
2 .28 64>+ .69** 24 A1 .49*
3 37 5% 80** 26 57 62%*
IES Avoidance Scale
1 28 64> 69+ 15 34 .02
2 .44 T4** TI5** 75+ T4** 76%*
3 32 .62* 54* 25 51 A4+
Note. 1 = 1-week assessment, 2 = l.month assessment, 3 = 3-month assessment.
*p < .05,
**p < 01

One expectation was that perceived social support would protect patients from
negative effects of experiencing an MI. Higher scores on the perceived support
scales indicate greater social support. Therefore, the hypothesis was that perceived
social support from both family and friends would correlate negatively with symp-
toms of PTSD, depression, and trait anxiety. Table V presents these correlations
for the patients who completed all three assessments. Perceived social support from
family showed a moderate negative correlation with PTSD symptoms, depression,
and trait anxiety at the 1- and 3-month assessments. However, perceived support
from family did not relate to PTSD symptoms, depression, or trait anxiety at the
1-week assessment. Perceived social support from friends showed a moderate nega-
tive correlation with PTSD symptoms, depression, and trait anxiety at all three as-
sessments. It is noteworthy that the 1-week assessment of perceived support from
friends moderately and negatively correlated with the 1- and 3-month assessment
of PTSD symptoms, depression, and trait anxiety.

DISCUSSION

The present results confirm previous research findings that some individuals
who survive an MI experience PTSD-like symptoms in the first few months after
the coronary event (Doerfler et al., 1994; Kutz et al., 1994). Most individuals re-
ported little psychological distress, but several people reported high levels of PTSD
symptoms. Some individuals reported PTSD-like symptoms within days of sustaining
an MI, and these symptoms appeared to be fairly stable over a 3-month period.
Although most MI patients experience a period of acute distress that typically sub-
sides as convalescence proceeds (Stern, 1984), the present findings suggest that
symptoms like intrusive reexperiencing of events associated with the MI, avoidance
of stimuli associated with the MI, and numbing of responsiveness to the external
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Table V. Correlation of Perceived Social Support from Family and Friends with PTSD Symptoms,
Depression, and Trait Anxiety

Family support Friend support
Measures 1 2 3 1 2 3
PTSD Symptom Scale
1 .01 -35 -33 ~-52 -20 -.17
2 .00 ~.65** -.62* -.52* —-.62** -51*
3 .04 -.60* -56* ~52* -.53* -.56*
IES Intrusion Scale
1 07 -07 14 -.44 -.06 25
2 11 -29 -.30 -43 -.44 ~.18
3 .05 -44 -45 -43 -.54* -38
IES Avoidance Scale
1 -22 -29 -.09 -.56* -.14 A1
2 -12 -.58* ~-.61* ~.54* -43 -.50
3 -07 -.54* -47 -54* -32 -41
Depression
1 .04 -43 -31 -.14 -31 -17
2 15 ~-.69** =2 -.61* ~-.69** = 72**
3 -.03 -44 -.58* -62* -.53* - 70**
Trait anxiety
1 -.11 -47* -39 ~22 -51* ~47*
2 -.14 -36 ~30 -.44 ~51** —.62**
3 -.04 ~.24 -30 -36 -51* ~63**
Note. 1 = 1-week assessment, 2 = 1-month assessment, 3 = 3-month assessment,
*» < .05,
**p < 0L

world are noteworthy, even when experienced shortly after the MI. In particular,
PTSD symptoms appear to be quite stable after 1 month.

The present findings also raise some questions about the threshold to use to
determine presence of self-reported PTSD symptoms. Foa and her colleagues
(1993) rated a symptom on the PTSD Symptom Scale as present if the individual
reported feeling bothered at least “a little bit.” With this criterion, 27% of the
sample met DSM-III-R criteria for PTSD at one or more assessments. Using the
criterion requiring that the individual reported feeling bothered at least “somewhat”
resulted in identification of 7% of the sample as meeting the DSM-III-R criteria
for PTSD. Although additional research will be necessary to determine which scorn-
ing procedure is most valid, most studies that have examined occurrences of PTSD
symptoms in survivors of life-threatening illnesses have indicated that approximately
5-10% of patients have reported PTSD-like symptoms (Alter et al., 1996; Cordova
et al., 1995; Kutz et al., 1994).

Numerous studies have reported an association between PTSD symptoms and
symptoms of depression and anxiety (Uddo et al., 1996; Wolfe et al., Gerardi, 1987),
and results from the present study are consistent with this previous literature. For
the present sample, the PTSD Symptom Scale (Foa et al., 1993) tended to correlate
more strongly with symptoms of depression and anxiety than with the Intrusion and
Avoidance subscales of the Impact of Events Scale (Hororwitz et al., 1979). In par-
ticular, scores on the PTSD Symptom Scale at the 1-week assessment correlated
significantly with symptoms of depression and trait anxiety at all three assessments.
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This association of PTSD symptoms with depression and trait anxiety may be
especially important because recent evidence indicates that symptoms of depression
and anxiety increase the risk of recurrent cardiac events following an MI (Frasure-
Smith et al., 1995a, b). Moreover, despite the high correlation typically found for
self-report measures of depression and anxiety (Gotlib and Cane, 1989), depression
and anxiety each independently contributed to this increased risk (Frasure-Smith
et al., 1995b).

The findings also suggested that perceived social support may protect MI pa-
tients from psychological distress. Results from the present study revealed a rela-
tionship between higher levels of perceived support and lower levels of PTSD
symptoms, depression, and trait anxiety. It was particularly interesting that imme-
diately following the MI, perceived social support from friends related to lower
levels of psychological distress, but perceived support from family did not relate to
measures of psychological distress. However, at the 1- and 3-month assessments,
higher social support from both friends and family related to lower levels of psy-
chological distress. The findings for perceived support from family are particularly
intriguing because the means and standard deviations were virtually the same at
all three assessments.

An Mi is a life-threatening illness that illness that typically engenders consid-
erable distress for families (Moos, 1982). As a result, family members usually are
struggling to cope with their own feelings and distress and, therefore, in the days
following the MI may not be able to provide support that is truly reassuring to the
patient. As recovery and rehabilitation proceed, the crisis resolves and support from
family members serves a beneficial function. It is important to note, however, that
the provision of social support can take a major toll on family members (Coyne
and Smith, 1991).

It is important to consider the limitations of this study when interpreting these
findings. The most important limitation is the reliance on self-report to assess PTSD
symptoms. Severity, duration, and onset of symptoms were not variables assessed
in this study. As a result, it is uncertain whether these individuals would have re-
ceived a diagnosis of PTSD if they had undergone a thorough evaluation. Another
limitation is that only 18 of the 45 participants returned the questionnaires for all
three assessments.

Despite these limitations, these findings indicate that shortly after experiencing
an M, some individuals experience symptoms that resemble PTSD. These problems
warrant additional research to identify the factors involved in development of these
difficulties.

ACKNOWLEDGMENTS

I would like to thank Joanne Casey and Susan Handy for their assistance in
collecting the data and Ed Blanchard and Danny Kaloupek for their thoughtful
comments on how to analyze the data. Portions of this study appeared in a pres-
entation on November 22, 1996, at the 30th Annual Convention of the Association
for Advancement of Behavior Therapy, New York.



98 Doerfler

REFERENCES

Alter, C. L., Pelcovitz, D., Axelrod, A., Goldenberg, B., Harris, H., Meyers, B., Grobois, B., Mandel,
F., Septimus, A., and Kaplan, S. (1996). Identification of PTSD in cancer survivors. Psychosomatics
37: 137-143.

Blanchard, E. B., Hickling, E. J., Mitnick, N., Taylor, A. E., Loos, W. R., and Buckley, T. C. (1995).
The impact of severity of physical injury and perception of life threat in the development of
post-traumatic stress disorder in motor vehicle accident victims. Behav. Res. Ther. 33: 529-534.

Breslau, N., and Davis, G. C. (1987). Posttraumatic stress disorder: The stressor criterion. J. Nerv. Ment.
Dis. 175: 255-264.

Cohen, S., and Wills, T. A. (1985). Stress, social support, and the buffering hypothesis. Psychol. Buil.
98: 310-357.

Cordova, M. J., Andrykowski, M. A., Kenady, D. E., McGrath, P. C, Sloan, D. A, and Redd, W. H.
(1995). Frequency and correlates of posttraumatic-stress-disorder-like symptoms after treatment for
breast cancer. J. Consult. Clin. Psychol. 63: 981-986.

Coyne, J. C, and Smith, D. A. F. (1991). Coupies coping with a myocardial infarction: A contextual
perspective on wives’ distress. J. Person. Soc. Psychol. 61: 404-412.

Doerfler, L. A., Pbert, L., and DeCosimo, D. (1994). Symptoms of posttraumatic stress disorder following
myocardial infarction and coronary artery bypass surgery. Gen. Hosp. Psychiatry 16: 193-199.

Foa, E. B, Riggs, D. S., Dancu, C. V., and Rothbaum, B. O. (1993). Reliability and validity of a brief
instrument for assessing post-traumatic stress disorder. J. Traum. Stress 6: 459-473.

Frasure-Smith, N., Lesperance, F., and Talajic, M. (1995a). Depression and 18-month prognosis following
myocardial infarction. Circudation 91: 999-1005.

Frasure-Smith, N., Lesperance, F., and Talajic, M. (1995b). The impact of negative emotions on
prognosis following myocardial infarction: Is it more than depression? Health Psychol. 14: 388-398.

Frederick, C. J. (1985). Selected foci in the spectrum of post-traumatic stress disorders. In Laube, J.,
and Murphy, S. A. (eds.), Perspectives on Disaster Recovery, Appleton-Century-Crofts, Norwalk, CT.

Gotlib, 1. H., and Cane, D. B. (1989). Self-report assessment of depression and anxiety. In Kendall, P.
C., and Watson, D. (eds.), Anxiety and Depression: Distinctive and Overlapping Features, Academic
Press, San Diego, CA, pp. 131-169.

Horowitz, M. J., Wilner, N., and Alvarez, W. (1979). Impact of Event Scale. Psychosom. Med. 41: 209-218.

Kushner, M. G., Riggs, D. S, Foa, E. B., and Miller, S. M. (1992). Perceived controllability and the
development of posttraumatic stress disorder (PTSD) in crime victims. Behav. Res. Ther. 31: 105-110.

Kutz, 1., Shabtai, H., Solomon, Z., Neumann, M., and David, D. (1994). Post-traumatic stress disorder
in myocardial infarction patients: Prevalence study. Israeli J. Psychiatry Related Sci. 31: 48-56.

March, J. S. (1993). What constitutes a stressor? The “criterion A” issue. In Davidson, J. R. R., and
Foa, E. B. (eds.), Posttraumatic Stress Disorder: DSM-1V and Beyond, American Psychiatric Press,
Washington, DC, pp. 37-54.

Moos, R. H. (1982). Coping with acute health crises. In Millon, T., Green, C., and Meagher, R. (eds.),
Handbook of Clinical Health Psychology, Plenum, New York, pp. 129-152.

Procidano, M. E., and Heller, K. (1983). Measures of perceived social support from friends and family:
Three validational studies. Am. J. Commun. Psychol. 11 1-24.

Roca, R. P., Spence, R. J., and Munster, A. M. (1992). Posttraumatic adaptation and distress among
adult burn victims. Am. J. Psychiatry 149: 1234-1238.

Spietberger, C. D., Gorsuch, R. L., Luschene, R., and Vagg, P. R. (1983). Manual for the State-Trait
Anxiety Inventory (Form Y), Consulting Psychologists Press, Palo Alto, CA.

Uddo, M.. Allain, A. N., and Sutker, P. B. (1996). Assessment of posttraumatic stress disorder: A
conceptual overview. In Miller, T. W. (ed.), Theory and Assessment of Stressful Life Events,
International Universities Press, Madison, CT, pp. 181-207.

Zimmerman, M., and Coryell, W. (1987). The inventory to diagnose depression (IDD): A self-report
scale to diagnose major depressive disorder. J. Consult. Clin. Psychol. 55: 55-59.

Zimmerman, M., Coryell, W., Corenthal, C., and Wilson, S. (1986). A self-report scale to diagnose
major depressive disorder. Arch. Gen. Psychiatry 43: 1076-1081.



