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CAPS-5 Page 1
Instructions for Use

It is essential that the CAPS-5 be administered and scored in a standardized manner to establish the
reliability and validity of the score and provide a diagnosis. The CAPS-5 should be administered only by
an interviewer who has received formal training in structured interviewing and differential diagnosis, who
has a thorough understanding of the foundational concepts of PTSD and its diverse symptoms, and who
has detailed knowledge of the features and rules of the CAPS-5 itself.

When Administering

1. Identify the “targeted traumatic event(s)” that will be the basis for symptom evaluation. Use the Life
Events Checklist and the Criterion A directed questions on page 4, or question in any other evidence-
based structured manner. The “targeted event(s)” may be a single incident (e.g., an accident) or
multiple related incidents (e.g., the most miserable military experience).

2. Read the supplemental questions exactly as they are written, one by one, in order. The following cases
are exceptions.

a. When using thegactlivords the gntervigf¥ee used to describe their symptoms or the target
event
b. When rewordin# th | @ kuliplemeflita @ id@h with words provided in a past
response. However, ISt re to the qUestions exactly as they are written as soon
as possible. For example, it would be okay to say the provided question for item 20 as,
“You already rgegtioned that y ¢ problemg with sleeping. What kind of problems
]
s

0 Yau Raig’
h @ ions bec T TV 11
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questions often helps the interviewee focus again.
d. When asking about a specific example, even if it is not specified in the supplementary
questions, as needed to encourage the interviewee to speak in detail

3. Generally, do not suggest responses. If it is clear that the interviewee cannot understand a
supplementary question, you may need to provide a brief example to clarify and explain the question.
However, examples should not be given excessively and should be given only after ensuring a sufficient
opportunity for the interviewee to respond spontaneously.

4. Do not tell the interviewee the scoring anchor points. An anchor point is intended for use only by the
interviewer since the clinical judgment and sufficient understanding of the CAPS-5 scoring rules are
required for its appropriate use.

5. Administer the interview as efficiently as possible to minimize stress on the interviewee. Effective
methods:

a. Be sufficiently familiar with CAPS-5 for fluent supplementary questioning.

b. Obtain enough information for a valid rating from the minimum supplementary questions.
c. Minimize notetaking while the interviewee is speaking to prevent long pauses in the interview.



d. Conduct the interview politely but such that the interviewee’s attention does not stray from the task
even between one question and the next, between asking for specific examples, or when pointing out
inconsistencies.

Scoring method

1. Excluding “8. Amnesia” and “12. Loss of interest,” which is rated based on amount and intensity,
rating of symptom severity on the CAPS-5 is based on symptom frequency and intensity as it was for the
previous version (CAPS). However, on the previous version, it was necessary to calculate frequency score
and intensity score separately as scores were either totaled to yield the severity score or combined for
rating according to various rules (present/absent). In contrast, each item on the CAPS-5 is rated as a
single severity score. Therefore, on the CAPS-5, the interviewer integrates information on frequency and
intensity before carrying out a single severity rating. Depending on the item, frequency is rated with either
number of occurrences (number of times in the past month) or percent of time (how much time over the
past month). Intensity is rated using the usual 4-point scale of “slight,” “apparent,” “considerable,”
“extreme.” Intensity and severity are related, but distinct. Intensity expresses how strong a given
symptom typically is when it appears. Severity expresses the total stress resulting from symptoms in a
given period of time and combines both intensity and frequency. This is similar to the method of rating
using amount/frequency for alcohol consumption. Generally, excluding the fact that severity ratings must
consider a combination of intensity and frequency, intensity anchor points correspond to the severity
anchor points mentioned below a be 1nte eted used in the same way. Therefore, if we do

29 ¢C

not consider frequency, the intensi isc he severity rating of
“mild/below threshold,” “apparentll w t thre siderable” with “severe/greatly
surpasses threshold,” and “extremc witll ‘X pairs fun
2. CAPS- -poin I points
must be i rete f 1

0 Not at all The interviewee denies any issues (symptoms/disorders), or the

interviewee’s responses do not meet the DSM-5 symptom criteria.

1 Mild/below threshold The interviewee discusses issues that match symptom criteria,
but the extent is not severe enough to consider clinically significant. The issues discussed
do not meet the DSM-5 symptom criteria. Therefore, the issues discussed are not
included among the items for a PTSD diagnosis.

2 Moderate/at threshold The interviewee discusses issues that have clinical significance.
The issues discussed meet the DSM-5 symptom criteria. Therefore, the issues discussed
are included among items for a PTSD diagnosis. The issues discussed could be targets for
intervention. For this rating, it is necessary that, in addition to being present at least two
times per month or 20-30% of one month, the intensity be at least “apparent.”

3 Severe/greatly surpasses threshold The interviewee discusses issues that fully
surpass threshold. The issues discussed are difficult to control and are overwhelming. The
issues discussed could clearly be targets for intervention. For this rating, it is necessary
that, in addition to being present at least two times per week or 50—60% of one month,
the intensity be at least “considerable.”



4 Extreme/impairs function The interviewee discusses extreme issues that far surpass
threshold. The issues discussed are intrusive, uncontrollable, and overwhelming. The
issues discussed are a high priority for intervention.

3. Generally, the stipulated severity ratings must be given only when both the frequency and intensity
meet the rating criteria. However, if intensity meets the criteria, but frequency is slightly below the
criteria, a clinical judgment can be made based on the stipulated severity ratings. For example, if
symptoms occur once per month (rather than the necessary criterion of twice per month), as long as

intensity is either “considerable” g “extgeme” (rather thangde necessary criterion of “apparent”), a
severity rating of moderate/at thr d | agee . Sirmmr jgmi oms occur once per week (rather
than the necessary criterion of twille @ s png as 1@ iff‘extreme” (rather than the

”), . q

necessary criterion of “considera V ring oflle relitly surpasses threshold is
acceptable. If you cannot decide between two severity ratings, you must choose the lower rating.
4. It is essntial to

|
eri g t nggonly B olg, ill@t @S@ crigy but are
functionally associated wi e index psychologically traumdtic event, 1n ot ords, that Tlie symptoms

occurred or were exacerbated as a result of the event. CAPS-5 items 1-8 and 10 (re-experiencing, efforts
to avoid, amnesia, blaming self/blaming others) are fundamentally connected to the event. The relevance
of the remaining items to the psychologically traumatic event must be rated using the following rating
scale.

V

Rating of relevance to the psychological trauma:



CAPS-5 Page 3
a. Obviously = The symptom is evidently arising due to the index psychologically
traumatic event. This is because (1) there is a clear change from the pre-trauma
functioning level and/or (2) the interviewee is convinced that the index traumatic event is
the cause.

b. Probably Yes = The symptom may be related to the index psychologically traumatic
event, but a definite relationship cannot be confirmed. This rating could be given in the
following situations. (1) It seems there is a change in level of functioning compared to
before the psychologically traumatic event, but it is not definite enough to call “evident.”
(2) The interviewee believes there is a causal relationship between the symptom and the
index psychologically traumatic event, but is not confident enough for a rating of
“evident.” (3) There is thought to be a functional relationship between the symptom of re-
experiencing (a symptom intrinsically derived from a psychologically traumatic event)
and the symptom being rated (e.g., emotional numbness or social withdrawal increase
when re-experiencing increases).

c. Probably No = The symptom derives from a cause other than the index psychologically
traumatic event. This is because (1) There is an evident functional relationship with
another cause, and/or (2) the interviewee is confident that it is from a different cause and
denies a relationship with the index psychologically traumatic event. As it is difficult to

rule out a functiorfii reldflionship bggween gfymptom and the index psychologically

traumatic event, t tiflo g ) babT" 0N sed only when the information

obtained strongly fugSefis @ ¢ [pther tiihn @ dgk psychologically traumatic event.
r whtth

Note: Symptoms ante to a PsycmogfCally traumatic event is “not
probable” should not be included as items for a PTSD diagnosis or in the total CAPS-5

severity sgore.
a@@two items

6. The CAPS-5 symptom cluster severity scores are calculated by adding the individual severity score
for each symptom included in a DSM-5 cluster. Therefore, the B Criterion (re-experiencing) severity
score is the sum of the individual severity scores for items 1-5, the C Criterion (avoidance) severity score
is the sum of the severity scores for items 6 and 7, the D Criterion (negative changes in cognition and
mood) severity score is the sum of items 8—14, and the E Criterion (hyperarousal) severity score is the
sum of items 15-20. For dissociation, the cluster score is found by adding items 29 and 30.

5. The C tofl
about dissficiation

7. For a PTSD diagnosis, individual symptoms are first divided into either “symptom present” or
“symptom absent” after which a diagnosis is determined according to the DSM-5 diagnostic criteria. Each
symptom is considered present only when the respective severity score is 2=moderate/at threshold or
above. Items 9 and 11-20 must further be rated either “evident” or “probable” concerning their relevance
to the psychologically traumatic event. In all other cases, symptoms are considered absent. The DSM-5
diagnostic criteria require at least one B symptom, one C symptom, two D symptoms, and two E
symptoms. The F Criterion and G Criterion must also be met. The F Criterion requires that the disorder
lasts at least one month. The G Criterion requires that symptoms be causing clinically significant distress
or dysfunction with a rating of at least 2=moderate for items 23-25.
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Criterion A

Exposure to actual or threatened death, serious injury, or sexual violence in one(or more) of the following
ways:

1. Directly experiencing the traumatic events(s).

2. Witnessing, in person, the event(s) as it occurred to others.

3. Learning that the traumatic event(s) occurred to a close family member or close friend. In cases of
actual or threatened death of a family or friend, the event(s) must have been violent or accidental.

4. Experiencing repeated or extreme exposure to aversive details of the traumatic event(s) (e.g., first
responders collecting human remains; police officers repeatedly repeatedly exposed to details of child
abuse).

Note: Criterion A4 does not apply to exposure through electronic media, television, movies, or pictures,
unless this exposure is work related.

[Administer the Life Events Checklist (LEC) or another structured psychologically traumatic experience
screening]

Now, I’m going to ask questions from a questionnaire form about the stressful experiences you
filled in. First, I’ll ask a little bit about the experience that was the worst for you. Then, I’ll ask about how
that event has impacted you over the past month. I’ll ask for enough information to understand the various

problems you may be facing, but ifios , ormatign is necessary. If anything during
the interview greatly upsets you, vi#
together what to do. Please also spllak Qi

spp the interview in order to discuss
understand. Do you have any questions before we begin?

f fhere is anything you don’t

)

In that cas sk aboutgthe evgntgyou said wa orst. Pleage briefly tell me about what happened.

Index everl(speci

What kind of things happened? (How old Type of exposure:

were you? How did you get involved? Was

anyone else involved? Was anyone severely Experienced
injured or killed? Was anyone’s life put at risk? Witnessed _____
How many times did it happen?) Learned

Exposed to aversive details

Life no  yes [self ___ other _]
threatened?

Severe injury?  no  yes [self ___ other _]
Sexual

violence? no  yes [self ___ other _]
Criterion A met? no maybe  yes

For the rest of the interview, I’1l ask about various issues that may have happened to you. Please answer
while bearing in mind that (event). You may have had some issues before, but this interview focuses on
the past month. I’ll ask about whether or not you had each issue over the past month, and if so, its
frequency and how much it troubled you.




Criterion B:
Presence of one (or more) of the following intrusion symptoms associated with the traumatic event(s),
beginning after the traumatic event(s) occurred:

1.(B1) Recurrent, involuntary, and intrusive distressing memories of the traumatic event(s). Note: In
children older than 6 years, repetitive play may occur in which themes or aspects of the traumatic event(s)
are expressed.

In the past month, have you remembered (the event) even when yvou didn’t | 0 Not at all
want to? Meaning, when you were awake and not including dreams.

[Rating O=rate as no if only during sleep] 1 Mild/below
threshold
How do you remember (the event)?
2 Moderate/at
[If unclear:] (Do you remember even when you don’t want to threshold
remember, or are you intentionally thinking about (the event)?)
[Rating O=rate as no if it is not an uncontrollable, intrusive sensation] 3 Severe/greatly

surpasses threshold
How much are you troubled by that kind of memory?
4 Extreme/impairs
Are you able to get it out of your mind and think of other things? function

[If unclear:] (Overall, h @ il disturl} y il life? In
what ways?)

Circle one: distress = Minimal / Clearly present / Pronounced / Extreme

In the p4

Major ra®ng scop waricyRn RS0 dist®ss
Moderate = At least twice a month/Distress clearly present, memories somewhat
difficult to drive away

Severe = At least twice a week/Distress pronounced, memories notably difficult to drive
away

SE

2.(B2) Recurrent distressing dreams in which the content and/or affect of the dream are related to the
event(s).
Note: In children, there may be frightening dreams without recognizable content.

In the past month, have you had unpleasant dreams about (the event)?

Please tell me about a typical dream (What kind of things happen in the
dream?).

[If unclear:] (Do you wake up because of those kinds of dreams?)

[If response is yes:] (What happens when you wake up? How long
does it take you to fall back asleep?)




