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Note: TIrroughout this chapter, reference is made to the various DSM-IV criteria for PTSD 
(American Psychiatric Association, 1994). Criterion A-I refers to the occurrence of a traumatic 
event. Criterion A-2 refers. to the presence of intense fear~helplessness,and horror at the time 
of the traumatic event. Critcrion.B refers to the presence of symptoms involving reexperienc­
ing the traumatic event. Oriterion C refers to symptoms of persistent.avoidance pf stimuli 
related to .the traumatic event and numbing ol general responsiveness. Criterion· D includes 
symptoms of increased arousal since experiencing the trauma. Criterion ·E refers to the 
duration of the disturbance (atleast ·1 month for PTSD). Criterion F refers to the presence of 
clinically significant distress or impainnent. 

ACCIDENT FEAR QUESTIONNAIRE (AFQ) 

Original Citation 

Kuch, K., cox, B. J.,& Direnfeld, D. M. (1995). A brief self-rating scale for PTSD after 
road vehicle accident. JoumalolAnxiety Disorders, 9,503-514. .. 

Susan M. Orsino· .National Center for PTSD-WOrhen's Health Sciences Division. Boston VA Health­
care System, and Boston Univer$itySchool of Medicine, Boston, Massachusetts 02130. 

255 



256 I CHAPTER 19 

Purpose 

To measure PTSD-related phobic avoidance following involvement in a motor vehicle 
accident. 

Description 

The AFQ is a self-report scale consisting of an MVA profile that includes 10 yes/no 
questions about the accident and related anxiety, and 10 phobic avoidance items (AFQ-PA) in 
which the respondent is asked to rate his or her avoidance on a nine-point scale ranging from 0 
(would not avoid it) to 8 (would always avoid it). There are also two descriptive questions 
about the accident and one question that assesses interference from physical illness (e.g.• back 
pain) using the same nine-point scale. ' 

Administration and Scoring 

The AFQ can be administered in 5 to 10 minutes. The AFQ-PA subscale can be scored 
by summing the 10 items. A cutoff score of 15 on the AFQ-PA may be used to detect the 
presence of PTSD andlor accident phobia (see below). 

Psychometric Properties 

Sample Scores and Norms. The mean scores for the AFQ-PA are available from a 
sample of 54 men and women seeking; treatment for pain or some other somatic symptom 
following a motor vehicle accident (Kuch et al.• 1995). Individuals diagnosed with PTSD 
obtained a,mean score of54.44 (SD =11.36); those diagnosed with accidentphobia had a mean 
score of 34.00 (SD = 14.77); tho~e with neithetdisordet had a'mean score of 14,.66 (SD = 
12.46). Lower means were obtained in a sampleof1l3 accident victims referred to a research 
study from a rehabilitation center (AsI)1undson,Cox, Larsen, Frombach, &;Norton. 1999). The 
mean score of indiVidUll1s diagnosed with PTSD and accident phobia combined was 20.9 
(SD = 14.0) and the comparison group obtained a mean of 9.0 (SD =9.6). The percentages of 
respondents by diagnosis who endorsed each item in the accident profile are found in Kuch et 
al. (1995) and Asmundson et al. (1999). 

~eliability. Items making up the MVA profile subscale had fairly low internal consis­
tency (a = .67) likely reflecting the divergent nature of the items (Asmundson et al.,·1999). In 
contrast. good internal consistency was demonstrated for the AFQ-PA subscale (as .80 to .89; 
Asmundson et al., 1999; Kuch et aI.• 1995). 

Validity. The convergent and discriminant validity of the AfQ-PA was evaluated 
across a number of measures (Asmundson etal.. 1999). The AFQ-PA was moderately 
associated with measures of anxiety sensitivity (.43), alexithymia (.33), and somatization 
(~28). The measure was not associated with extraversion and perceived self-control. 

Individuals diagnosed with PTSD scored significantly higher than those with accident 
phobia and those with neither disorder in one sample (Ku¥petal., 1995). In another sample, the 
PTSD and phobia groups did not differ, but these groups combined scored significantly higher 
than individuals with neither disorder (Asmundson et al.• 1999). 
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The diagnostic efficiency of the AFQ-PA was assessed against a stroctured clinical 
interview. A cutoff score of 15 on the AFQ-PA appeared to be the optimal score for screening. 
However, this score yielded a sensitivity of only .67 and specificity of .78 with 55% of those 
scoring at or above the cutoff meeting diagnostic criteria for PTSD or accident phobia and 
85% of those below the cutoff not meeting criteria for either disorder. 

Source 

The AFQ is reprinted in the original citation and in Appendix. B. More infonnation can be 
obtained by contacting Klaus Kuch, M.D. Forensic Program (4th Floor), Centre for Addiction 
and Mental Health, Clarke Institute Division,· 250 College Street, Toronto, ON M5T 1R8, 
Canada; (tel) 705-487-2324; (e-mail)klaus.kuch@sympatico.ca. 

ACUTE STRESS DISORDER· INTERVIEW (ASDI') 

Original Citation 

Bryant, R. A., Harvey, A. G., D~g,S. T., & Sackville, T. (1998). Assessing acut~ stress 
disorder: Psychometric properties of astroctured clinical interview. Psychological Assess­
ment, JO. 215-220. 

Purpose 

To diagnose acute stress disorder. 

Description 

The ASDI is a clinician-rated scale consisting of 19 items that relate to criterion B 
(dissociation. 5 items), criterionC(reexperiencing. 4 items), criterion D (avoidance, 4 items). 
andcriterionE(arousal, 6 items)~:Each itemis scored dichotomously as 0 (symptom absent)ot 
1 (symptom present). The ASDlalso includes items that assess the objective t:in.d subjective 
experience. of the traumatic··event· (criterion. A. 3 items)~ the duration of each symptom 
(criterion F), and impainnent. (criterion G~ 4 items). 

Administration and Scoring 

The ASDI can be administered in 10 minutes. Scoring is according to DSM-lV criteria for 
ASD (see above). 

Psychometric Properties 

The psychometric properties of the ASDI were evaluated in a multisample. multistudy 
paper (Btyant et al., 1998). 
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Sample Scores and Norms. Thirteen patients out of 56 (23%) patients who were
 
admitted to a hospital following a traumatic event met criteria for ASD. 'l\venty-four patients
 
out of60 (40%) who were referred to a PTSD unit following a traumatic event were diagnosed
 
with ASD.
 

Reliability. The internal consistency for the 19 symptom items of the ASDI was found 
to be excellent (r =.90) among a sample of 65 patients admitted to a hospital following a 
traumatic event. The individual symptom clusters were lower: dissociation (r =.67), reexperi-. 
encing (r =.67), avoidance (r = .69), and arousal (r = .76). 

Two- to seven-day test-retest reliability was reported for a sample of 60 adults seeking 
treatment. Correlations for each of the symptom clusters ranged from .80 to .87. Further, 88% 
of those who were diagnosed at time 1 were also diagnosed at time 2 and 94% of participants 
who were not diagnosed at time 1 also did not receive a diagnosis at time 2. 

Validity. The items of the ASDI were rated by experts on a five-point scale ranging 
from 1 (not at all) to 5 (extremely) on their relevance (M =4.86, SD =0.93), specificity (M= 
4.44, SD =0.43), and clarity (M = 4.51, SD =0.27). The content validity of the ASDI was 
evaluated in a sample of 56 inpatients admitted to a hospital following the occurrence of a 
traumatic event. The ASDI cluster score for the dissociation symptoms was significantly 
correlated with a measure ofdissociation (r =.35), the reexperiencing cluster correlated with a 
measure ofintrusion (r = .72). the avoidance cluster correlated with an additional measure of 
avoidance (r= .83), and the arousal cluster correlated with a measure of state anxiety (r= .38). 

Given the lack of a gold standard measure of ASD, the ASDI was validated against the 
diagnosis of expert clinicians. The sensitivity of the ASDI was 91% and the specificity was 
93%. Kappa values were .75 for the overall diagnosis, .79 for the stressor, .65 for dissociation, 
.61 for reexperiencing• .73 for avoidance, and .41 for arousal. 

Alternative Forms 

. . 
A self-report version ofthe ASDI, the Acute Stress Disorder Scale (ASDS) has also been 

developed (Bryant, Moulds, & Guthrie, 2000). Patientsdi~gnosed with ASD scored a mean of 
65.11 (SD =14.74) on the ASDS and patients without ASD scored a mean of 36.97 (SD = 
19.54)~ The intemalconsistency and test-retest reliability for the ASDS was found to.OO very 
good to excellent for the total score and the individual symptom clusters. Convergent validity 
and predictive validity against the interview version have also been established. The ASDS 
can be obtained by contacting Dr. Bryant (see source information below) and is reprinted in the 
original citation (Bryant et al., 2000). 

Source 

The ASDI can be obtained by contacting Richard A. Bryant, Ph.D., School of Psychol­
ogy, University of New South Wales, Sydney, NSW 2052, Australia; (e-mail) r.bryant@ 
unsw.edu.au. 



MEASURES FOR ACUTE STRESS DISORDER AND PTSD I 259
 

CLINICIAN-ADMINISTERED PTSD SCALE (CAPS) 

Original Citations 

Blake, D. D., Weathers, F. W., Nagy, L. M., Kaloupek. D. G., Klauminzer, G., Charney, 
D. S., & Keane, T. M. (1990). A clinician rating scale for assessing current and lifetime PTSD: 
The CAPS-I. The Behavior Therapist, 13, 187-188. 

Blake, D. D., Weathers. F. W., Nagy, L. M., Kaloupek, D. G., Gusman, F. D., Charney, D. 
S., & Keane, T. M. (1995). The development of a clinician-administered PTSD scale. Journal 
of Traumatic Stress, 8, 75-90. 

Purpose 

To diagnose and assess symptoms of PI'SD. 

Description 

The CAPS is a clinician-rated scale. The most up-to-date version includes a checklist of 
potentially traumatizing events. After it is administered. up to three events are chosen (based 
on their severity or recency) and a description of the event and the respondent's emotional 
response at the time of the event are obtained to establish DSM-IV criterion A. These events 
are referred to in the subsequentquestions. Seventeen items directly assess DSM-IV criteriaB, 
C, and D. Each item is rated on a five-point scale to determine the frequency (for most items 0 
= never to 4=daily or almostevery day) and intensity (0=none to 4 = extreme, with additional 
specific behavioral descriptions to each item). Raters are also permitted to indicate whether 
they believe each rating is of questionable validity (e.g., whether the patient is over- or 
underreporting). Criterion E is established by two questions on onset and dur~tion. Criterion F 
is established by three questions on distress and impairment in functioning. -Three items 
require the interviewer to make global ratings on the validity of responses, severity of PTSD 
and, if applicable, improvement since the previous assessment. Ifcriteria are met for PTSD, 
five items tapping into associated features are administered. This version of the CAPS is able 
to assess symptoms over the past week, past month, and lifetime. 

Administration and Scoring 

The CAPS can be adIni,nistered in 45-60 minutes. A total score is obtained by summing 
the frequency and intensity scores for each of the 17 symptom items. The CAPS can also be 
used to obtain a dichotomous rating of the presence or absence ofPTSD.The psychometric 
properties ofnine scoring rules (e.g., a symptom is present if the frequency rating is at least 1 
and the intensity rating is at least 2; a symptom is present if the severity of a symptom 
{frequency + intensity} is greater than or equal to 4) have been examined (Weathers, Ruscio, 
&. Keane, 1999). These authors concluded that the appropriate scoring rule should be based on 
the purpose of the assessment (e.g., screening versus differential diagnosis). Thus. it is highly 
recommended that users of the CAPS obtain this article. 
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Psychometric Properties 

Sample Scores and Norms. In a sample of motor vehicle accident and sexual
 
assault victims, the mean score on the CAPS was 45.9 (SD ::: 29.1; Blanchard, Jones­

Alexander, Buckley, & Fomeris, 1996).
 

Reliability. Internal consistency for intensity of PTSD symptom criteria was exam­

ined in a sample of 25 veterans (Blake et al., 1990). Cronbach's alpha ranged from .73 to .85.
 
Similar results were found with a larger sample (Weathers & Litz, 1994). Internal consistency
 
was also high within a sample of older veterans (as range from .87 to .95; Hyer, Summers,
 
Boyd, Litaker, & Boudewyns, 1996). Interrater reliability on the same interview (with both
 
raters present) was established within a sample of seven veterans for criteria B, C, and D (rs
 
range from .92 to .99 for frequency and intensity; Blake et al., 1990). Diagnostic agreement
 
within the pairs was perfect.
 

A more conservative test of interrater reliability was conducted in a larger sample of
 
veterans. Three rater pairs independently interviewed veterans on two occasions 2 to 3 days
 
apart (Weathers & Utz, 1994). The correlations for symptom clusters and total scores ranged
 
from.77 to .98. However, the use ofquestionable validity ratings for each item was not shown
 
to be reliable (Weathers & Litz, 1994).
 

Validity. A confirmatory factor analysis was conducted on a sample of 524 service­

seeking male veterans to examine the relative fit of a number ofmodels hypothesized to reflect
 
the dimensionality ofPTSD (King, Leskin, King, & Weathers, 1998). The model ofbest fit was
 
a four-factor, first order solution containing correlated factors reflecting the reexperiencing,
 
effortful avoidance, emotional numbing, andhyperarousal symptom clusters of PTSD.
 

Convergent validity of the CAPS was demonstrated for a sample of25 veterans (Blake et 
al., 1990). The CAPS was significantly correlated with self-report measures of PTSD (rs range 
from .70 to .84) and combat exposure (r=.42; Blake et aI., 1990). In a sample ofmotor vehicle 
.accident and sexual assault victims, the CAPS was significantly associated with a self-report 
measure ofPTSD (r = .93). Within a large service-seeking veteran sample, score on the CAPS 
was shown to be significantly associated with other self-report measures ofPrSD (rs range 
from .77 to .91), depression (rs range from .69 to .74), and anxiety (rs range from .65 to .76; 
Weathers & Litz, 1994). In contrast, in the same sample, the CAPS was only weakly associated 
with a measure of antisocial personality (r = .14). Further, when the effects of possible 
response bias were controlled for, the correlations with measures of PTSD remained strong, 
whereas the correlations with associated features dropped substantially (Weathers & Litz, 
1994). Finally, convergent validity of the symptom subscales of the CAPS was assessed in a 
large sample of service-seeking veterans (King et aI., 1998). A measure of state anxiety was 
more strongly associated with symptoms of hyperarousal and reexperiencing than the numh- . 
ing and avoidance clusters. In contrast, numbing and hyperarousaI were the symptom clusters 
most highly associated with depression (King et aI., 1998). 

The diagnostic utility of nine scoring roles for the CAPS was examined against a 
diagnosis obtained by stmctured clinical interview in a sample of service-seeking veterans . 
(Weathers et al., 1999). All nine rules yielded efficiencies ranging from .82 to .87. 

Diagnosis based on the CAPS has been shown to be predictive ofheart rate reactivity in 
response to a combat-related priming event (e.g., Litz, Orsillo. KaIoupek, & Weathers, 2000). 
Theatment sensitivity was demonstrated in a study of trauma management therapy with 
veterans (Frueh, Throer. Beidel, Mirabella, & Jones, 1996). and in an open trial of exposure 
therapy with a mixed group of trauma survivors (Thompson, Charlton, Kerry, & Lee, 1995). 
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Alternative Forms 

The CAPS has been translated into several languages including French, Spanish, Japa­
nese, and Russian. A modification ofthe CAPS for use with Afghan refugees (Pushto and Farsi 
{Darl} languages) has been demonstrated to have good internal consistency and interrater 
reliability (Malekzai et al., 1996). The Dutch version has also been psychometrically ex.amined 
(Hovens, van der Ploeg, Klaarenbeek, Scbreuder, & Rivero, 1994a). A computerized version 
of the CAPS with good validity and reliability has been developed (Neal, Busuttil, Herapath, 
& Strike, 1994). A child version of the CAPS is available through the National Center for 
PTSD website. More information on the child version is available by contacting Elana 
Newman. University of Tulsa, PsychologylLorton Hall. 600 S. College Ave., Tulsa, OK 
74104-3189, USA; (e-mail) newmane@centum.utulsa.edu. 

Source 

More infonnation about the CAPS, including a request form to obtain a copy of the 
measure. is available at the National Center for PTSD website (www.ncptsd.orgltreatmentl 
assessmentlcaps.html). In addition. interested readers can contact Carole A. Goguen, Psy.D. at 
the National Center for PTSD (1l6D) VA Medical Center & Regional Office Center. 215 North 
Main St, White River Junction, VT 05009, USA. The CAPS can be obtained through the 
National Center for PTSD at no cost. In addition, aversion of the CAPS is under development 
with Western Psychological Services. For more information, contact Western Psychological 
Services, 12031Wushire Boulevard, Los Angeles, CA9OO25, USA; (tel) 800-648-8857; (fax) . 
310-478-7838; (e-mail)custsvc@wpspublish.com; (website) www.wpspublish.com. 

DAVIDSON TRAUMA SCALE COTS) 

Original Citation 

Pavid$on, J. R. T., Book, S. w., Colk~ J. T.tTupler,L. A., Roth, S., David, D., 
Hertzberg, M.,MelJman, T., Beckham. J. C., Smith, R. D., Davison, R. M., Katz, R., & 
Feldman, M. E. (1997). Assessmentofanew self-rating scale for posttrauma,tic stress disorder. 
Psychological Medicine, 27. 153-160. 

Purpose 

To assess symptoms. of PTSD among.individuals with a history of trauma exposure. 

Description 

The DTS is a self-report scale comprised of17 items cOlTespt>p.dingto each of the I>-SM­
IV symptoms of PTSD. For each item, the respondent rates frequency and severity for the 
previous week on a five-point scale. The re(!Xperiencing symptoms are· tied to a specific 
traumatic event described by the respondent. However, the numbing, withdrawal, and hyper.. 

\ . . . . . 
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arousal events are not specifically linked to the traumatic event (e.g., the respondent is not 
asked if these symptoms arose as a result of, or at the time of, the trauma). For frequency, the 
scale ranges from 0 (not at all) to 4 (every day). For severity, the range is from 0 (not at all) to 4 
(extremely distressing). 

Administration and Scoring 

The DTS takes 10 minutes to administer. A total score can be derived by summing all of 
the items. Subscale scores can be computed separately for frequency and severity. Subscale 
scores can also be computed separately for each of the symptom clusters: reexperiencing, 
avoidance, and hyperarousal. 

Psychometric Properties 

Sample Scores and Norms. Respondents derived from studies on veterans and 
victims ofa natural disaster with PTSD obtained a mean score of62 (SD =38.0) versus a mean 
of 15.5 (SD = 13.8) for respondents without PTSD (Davidson, et al., 1997). 

Reliability. Internal consistency was reported for participants in studies on rape vic­
tims, veterans, and victims of a natural disaster (Davidson, Book, et al., 1997). Cronbacb's 
alpha for the combined sample ranged from .97 to .99 for the freqllency only, severity only, 
and total iteins~ Similar internal consistency ratings were-found in a sample of survivors of 
childhood sexual assault (Zlotnick, Davidson, Shea, & Pearlstein, 1996). 

Two-week test-retestdata were available for 21 participants in a multicenterdrug trial for 
individuals with a variety of trauma histories who were rated with ceno change" on an 
independently derived measure of their symptoms (Davidson, et al., 1997). The test-retest 
reliability on this subsample was .86. 

Factor analysis of a sample of individuals with a history of combat, rape, or natural 
disaster yielded two factors (Davidson, et al., 1997). The first accounting for 20% of the 
variance was interpreted as a severity factor. The second accounted for a small amount of the 
variance and consistedmostly ofpositive loadings on the intrusive items and negative loadings 
on the avoidance and numbing items. A factor analysis on only respond~nts with PTSD 
yielded six factors, the largest being similar to the severity factor discussed above. 

Convergent validity was assessed with the same sample (Davidson. et al~, 1997); Individ­
uals diagnosed with PTSD on the basis of a structured clinical interview scored significantly 
higher than those without ptSD. A score of40 on the DTS was.associated with a sensitivity of 
69%, specificity of95%, and efficiency of 83%. Within the sample of patients treated with an 
antidepressant, DTS scores were significantly different (in the predicted directions) for five 
categories oiPfSD severity (minimal,subclinical, clinical. severe, and very severe) detennined 
by a physician's rating (Davidson, et al., 1997). Within the rape victim and veteran samples, 
the DTS was significantly correlated with a self-report (r= .64) and an interview (r= .78) mea­
sure ofPTSD. TheDTS was also significantly correlated with measures ofgeneral psychologi­
cal distress (rs ranging from .44 to .65), but not with a measure of extroversion (r = -.04). 

In a sample ofchildhood sexual abuse survivors, DTS scores were-significantly corre­
lated with an interview measure ofPTSD (rs ranged from .57 t~ .72 for frequency and 
severity), a measure of dissociatiQD (rs ranged from .51 to .59), and a measure of affect 
regulation (rs ranged from .49 to .53; Zlotnick et al., 1996). 
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Sensitivity to treatment effects was evaluated by comparing the DTS total score in 
responders versus nonresponders in the antidepressant trial (Davidson» et al., 1997). Re­
sponders demonstrated a significant decrease in DTS score, whereas nomesponders did not. 
Controlling for pretreatment scores, women with a history of childhood sexual assault who 
received a group treatment demonstrated a nonsignificant trend toward scoring lower on the 
DTS than individuals in the waitlist control condition (Zlotnick et aI., 1996). 

Alternative Forms 

The DTS is available in French-Canadian and Spanish. A four-item scale called the 
SPAN (Startle, Physiological arousal, Anger, and Numbness) has been developed as a brief 
diagnostic screening from theDTS. The psychometric propertiesof this scale are described in 
Meltzer-Brody, Churchill, and Davidson (1999). The SPAN is also available from Multi­
Health Systems (see below). 

Source 

The DTS is available through Multi-Health Systems Inc., 908 Niagara FaIls Blvd., North 
TonaWanda» NY 14120-2060, USA; (tel) 800-456-3003 (USA) or 800-2684>011 (Canada); 
(fax) 416-424-1736; (webpage) www.mhs.com. A lot that contains a IIlaIlUal and 25 scoring 
forms is available for $4750 US. More infonnation can also be obtained by contacting 
Jonathan R. T. Davidson, M.D., Department of Psychiatry, Duke University Medical Center, 
Box 3812, Durham, NC 27710, USA; (tel) 919-684-2880; (fax) 919-684-8866; (e-mail) 
tolme@acpub.duke.edu. 

DISSOCIATIVE EXPERIENCES SCALE (DES) 

Original Citations 

Bernstein, E. M. t & Putnam,F.. w. (1986). Development, reliability and validity of a 
dissociation scale. Journal Df Nervous and MentallJisease, 174, 727-'-735. 

Carlso~ B. B.,·& Putnam. F. W. (1993).·An update onthe DissociativeExperiences Scale. 
Dissociation, 6, 16-27. .. 

Purpose 

To measure frequency of dissociative experiences. 

Description 

TheDES has been used mover400 published studies on a variety ofpopulations. Over 35 
sfudies have been conducted on the psychometric properties of the scale. While the DES 
appears to be a clinically useful measure of dissociative features, it lacks some clarity because 
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it does not specify a time period for reporting and because it measures experiences that are 
reflective of both nonnal and pathological dissociation. The DES consists of 28 items that 
describe dissociative experiences including experiences ofamnesia, depersonalization, dereal­
ization, imaginative involvement, and absorption. Respondents are asked to indicate the 
frequency (not including drug- or alcohol-related experiences) of these experiences using a 
l00-point scale. The original version of the DES used a visual analogue response scale 
consisting of a 100 mm line numerically anchored on the end points. A revised version uses a 
format of numbers from 0 to 100 (by lOs) and asks the respondent to circle the percentage of 
time that best reflects how much he or she has each experience in their daily life (no specific 
time window is indicated). 

Administration and Scoring 

The DES can be administered in 10 to 15 minutes. On the original version, the scale is 
scored by measuring the mark made by the respondent to the nearest 5 millimeters. On the 
revised version, the circled numbers are used. A total score is calculated by adding all of the 
items and dividing by 28. Subsca1e means based on a factor analysis (Carlson et al.• 1991) can 
also be obtained, although. there is some debate over the validity of these factors (see 
psychometric review below). Amnestic dissociation is measured by taking the mean of items 
3-6, 8. 10, 25, and 26. Absorption and imaginative involvement is measured by taking the 
mean of items 2,14-18,20,22, and 23. Depersonaliztztion and derealization is the mean of 
items 7, 11-13,27, and 28. A score of 30 is used as a cutoffpoint for defining a respondent as 
high in dissociation. 

Psychometric Properties 

Sample Scores and Norms. Based on a meta-analysis of 85 studies on almost 
12.000 respondents, means were derived for individuals with PTSD (N = 259, M = 32.58), for 
normal individuals (N= 1578, M =11.57), and students (N=5676, M =14.27; van Ijzendoom 
& Schuengel, 1996). 

Reliability. The meta-analysis conducted by van Jjzendoom and Schuengel (1996) 
included 16 studies that examined internal consistency, and the mean alpha across these 
studies was .93. The test-retest reliability of the DES has been shown to range from .79 to .96 
over4- to 8-weekintervals (e.g., Bernstein & Putnam. 1986; Frischholz et al., 1990; Pitblado & 
Sanders, 1991). 

Validity. Fischer and Elnitsky (1990) conducted a factor analysis on the DES in a 
student sample to determine if the three-factor solution (yielding the three subscales discussed 
earlier) would emerge. However, they found that a one.,.factor solution best accounted for the 
data. In contrast, Ross, Joshi, and Currie (1991) conducted a factor analysis on data derived 
from a large community sample and obtained the three-factor solution that was hypothesized. 
Carlson et al. (1991) conducted a factor analysis on DBS scores derived from a multicenter 
study .including 1574. individuals with and without a variety of psychological disorders 
(Carlson et al.• 1991) and also obtained the three-factor solution. However, Waller (1995) 
reanalyzed their data set correcting for skewness and confirmed that one general factor best 
accounted for the variance. 
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The meta-analysis conducted by van Ijzendoorn and Schuengel (1996) included 26 
studies that allowed for an examination of the convergent validity of the DES. The DES 
showed excellent convergent validity with other self-report and interview measures of disso­
ciation (combined effect size d = 1.05, N = 1705), PTSD (combined effect size d = 0.75, N = 
1099), and physical or sexual abuse (combined effect size d = 0.52, N = 2108). 

In contrast, the discriminant validity of the DES is somewhat less well established. DES 
scores do not seem to be strongly associated with gender (combined effect size d = -0.01, N = 
4074) or age (d= -0.24,N = 2474). However, DES scores have been shown to be significantly 
related to a number ofmeasures ofgeneral psychological distress (rs ranging from .67 to .69; 
e.g., Walker, Katon, Neraas, Jemelka, & Massoth, 1992; Zlotnick et al., 1995). Although this 
may indicate that the DES measures general distress, it may also accurately reflect the 
relationship between general distress level and severity of dissociation. 

Alternative Forms 

The DES has been translated into at least 17 languages. There is an adolescent DES that 
is similarly formatted, but that contains different content, and is av~lable through the Sidran 
Foundation (see below). A brief version of the DES, the DES-T, has been developed to 
specifically measure pathological dissociation (\ValIer, Putnam, & Carlson, 1996; Waller & 
Ross. 1997). A computerized version of the scale is available from Grant Fair, M.S.W., R.S.W., 
(e-mail)grantf@provcomm.net. 

Source 

The line version of the DES is reprinted in the Bernstein and Putnam (1986) paper, 
although the response line is not the correct length and one item is missing. The percentage 
version ofthe DES is rep~ted in Carlson and Putnam (1993) and in Appendix B. One copy of 
the instIUment (designate the language), a user's manual (the Carlson & Putnam, 1993, article 
referenced above), and a list of 333 references are available for purch~e through the Sidran 
Foundation, 2328 West Joppa Road. Luterville, MD 21093, USA; (tel) 410-825"8888; (fax) 
410-337-0747; (e-mail) sidran@sidran.org; (webpage) .www.sidran.org. 

( 

DISTRESSING EVENT QUESTIONNAIRE (DEQ) 

Original Citation 

Kubany, E. S.• Leisen, M. B., Kaplan, A. S., & Kelly, M. E (2000). Validation ofa brief 
measure of posttraumatic stress disorder: The Distressing Event Questionnaire (DEQ). Psy­
chologicatAssessment,12,191-209. 

Purpose 

To assess PTSD and PTSD severity. 
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Description 

The DEQ is a comprehensive measure that has been demonstrated to assess PTSD across 
a variety of trauma populations. Although the measure does not assess criterion A-I (the 
occurrence of a traumatic event), it does assess criterion A-2, with three questions that assess 
the presence of intense fear. helplessness, and horror at the time of the traumatic event. The 
DEQ also includes 17 items that assess the diagnostic symptoms ofPTSD (criteria B through 
D). Respondents are asked to indicate the degree to which they experienced each of the 
symptoms within the last month on a five-point scale ranging from 0 (absent or did not occur) 
to 4 (present to an extreme or severe degree). Criterion E is assessed by three questions that ask 
if the respoI)dent had PTSD for more than 30 days. when the symptoms began, and how long 
they havepersisted. Criterion F is assessed by 11 items that measure distress and impairment in 
various areas of functioning. Additional features associated with PTSD. including trauma­
related guilt, anger, and unresolved grief over trauma-related losses. are also assessed. 

Administration and Scoring 

The DEQ can be administered in 5 to 7 minutes. A PTSD diagnosis can be obtained by 
following the DSM-IV diagnostic criteria or a symptom severity index can be obtained by 
summing the appropriate it~ms. Cutoff scores differ for men and women (see below). 

Psychometric Properties 

Psychometric properties were evaluated in a multisample, multistudy study (Kubany et 
al.,2000). 

Sample Scores and Norms. None are available. 

Reliability. Reliability was assessed in a sample ofmale veterans. The internal consis­
tency of the DEQ was excellent for the total score (<< =.93) and very good to excellent for each 
ofthe B. C, and D symptom clusters (as .88 to .91). Similar results were found fOlwomen with 
histories of sexual assault, abuse by an intimate partner. prostitution, and substance abuse. 

Test-retest reliability for a male veteran sample (M = 17.5 days. SD = 12.3 days) for the 
overall scale was .95 with reliability coefficients (rs) for the various symptomclusters ranging 
from .69 to .72. Similar results were found among battered women (test-retest reliability for 
total score. r =.83; for subscales TS range from .76 to .8I). Temporal stability of the DEQ for 
identifying the presence ofa PTSD diagnosis was also demonstrated with the battered women. 
Utiliiing all six DSM-IV criteria to establish a diagnosis resulted in 83% diagnostic agree-· 
ment. 

Validity. Six clinicians who specialize in PTSDrated relevance and representativeness 
~f several aspects of theDEQ (e.g., response fonnat, individual items)for measuring PTSD as 
defined in DSM-IV . The responses averaged "very well" to "'considerably" relevant and 
representative for all indices. 

Convergent validity was assessed in a male veteran sample. A sum of the 20 symptom 
items of the DEQ was significantly, positively correlated with another measure ofPTSD (r= 
.83), a measure of depression (r=. 76), and hostility (r= .55), and was negatively correlated 
with a measure of self-esteem (r =- .67). 
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In a mixed sample of veterans and women with histories of sexual assault, abuse by an 
intimate partner, prostitution, and substance abuse, the DEQ was correlated with two other 
measures of PTSD (rs range from .82 to .94) and these correlations remained high across a 
variety of ethnic groups. Further, the sum of the additional items of the DEQ measuring 
associated features were also found to correlate significantly with three measures of PTSD, a 
measure of depression and a measure of guilt (rs =.71 to .91 for men and rs =.57 to .78 for 
women). In contrast, the DEQ was uncorrelated with a measure of social desirability in all 
samples except for within the group of women with a history of prostitution. 

The ability of the DEQ to predict diagnostic status as assessed by another self-report 
measure of PTSD was examined. The percentage of diagnostic agreement between the two 
scales was 82%. PTSD designation on the DEQ was based on whether DSM-IV criteria B, C, 
and D were met using a symptom score of2 (i.e., present to a moderate degree) or higher. The 
two measures agreed on positive PTSD cases 75% of the time, and agreement regarding the 
absence of PTSD occurred in 92% of the cases. 

The discriminative validity of the DEQ was evaluated against the CAPS. A cutoff score 
of 26 for a veteran group correctly classified 86% of the sample. A cutoff score of 18 for a 
group of treatment-seeking women with histories of rape, incest, partner abuse, prostitution, 
and substance abuse correctly classified 90% of the sample. 

Alternative Forms 
c , 

There are different initial instruction versions of the DEQ depehding on the purpose of 
the assessment and the setting in which it is conducted. Translations are available in Japanese 
and Tagalog. A computerized version of the scale (whichincoIporates this scale and the 
Traumatic Life Events Questionnaire) is currently being validated in a grant-funded study. 

Source 

The DEQ is available nom Edward S. Kubany, Ph.D., National Center forPTSD, 
DepartmentofVeterans Affairs, 1132Bishop Street, Suite 307, Honolulu, III 96813, USA; (tel) 
808-566-1651,. (fax) 808-566~1885; (e-mail)kubany@pixLcom. A published version of the 
DEQ is in develQPIIlent with Western Psychological SelVices, 12031Wl1shire Boulevard, Los 
Angeles, CA 90025, USA; (tel)800~648.-8857; (fax) 310-478-7838; (e-mail) custsvc@ 
wpspublish.com;(website) www.wpspublish.com. 

IMPACT OF EVENT SCALE (lES) 

Original Citations 

Horowitz, M.t Wllner, N., & Alvarez, W. (1979). Impact of Event Scale: A measure of 
subjective stress. Psychosomatic Medicine, 41, 209-218. 

Weiss, D. S.t & Marmar, C. R. (1997). The Impact ofEvent Scale-Revised. In J. P. Wllson 
& T. M. Keane (Eds.), Assessing psychological trauma and PTSD (pp. 399-41l)~ New York: 
Guilford. . , 
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Purpose 

To measure intrusion and avoidance resulting from exposure to traumatic events. 

Description 

The IES is a IS-item self-report questionnaire based on Horowitz's (1976) conceptuaij,za­
tion of the stress response as including alternating phases of intrusions and avoidance. There 
are two subscaIes: intrusion and avoidance (see discussion below). Respondents are asked to 
indicate a specific life event and to rate the descriptive statements in response to that event. 
Respondents rate how frequently they have experienced each of the symptoms during the 
previous 7 days on a four-point scale. Weighted numerical ratings are assigned to the 
descriptors (not at all = 0, rarely = 1, sometimes =3. and often = 5). Item values of2 and 4 are 
not used. Although the IES can be used to assess responses to any type ofstressful event, it has 
been widely used to measUre symptoms ofPTSD. However, the IES does not assess criterion 
D. hyperarousal symptoms (e.g., difficulty concentrating, exaggerated startle response). A 
revised version of the IES, discussed below, includes six items to assess this symptom cluster. 

Administration and Scoring 

It takes 10 minutes to administer the IES. The JES is scored by summing all of the items. 
Subscale scores can also·be derived by summing the items that reflect intrusion (items 1, 4-6, 
10, 11, 14) and arousal (items 2, 3,'7-9, 12, 13, 15). Horowitz (1982) identified total score 
thresholds for clinical concern as low « 8.5), medium (8.6-19), and high (> 19). However, 
these cutoff' points are not related to diagnostic status and their utility has been questioned 
(e.g., Joseph, 2000). 

Psychometric Properties 

Sample Scores and Norms. There are no published norms on the lES, but some 
individual studies report mean scores for different groups. Fot instance, the mean score on the 
lES in a sample of 130 service seeking veterans was 55.7 (SD = 10.6) for the total score and 
27.6 (SD =6.8) for the intrusion subscale and 28.2 (SD = 6.2) for the avoidance subscale 

....... (McEall,..Smith•. Roszell,Tarver,&Malas•.1990)•.Among...a.sampIe. of.survivors. of"a...fe.rry•.. 
disaster, the mean score was 35 for total score, 19 for intrusion, and 16 for avoidance (Joseph, 
Yule, Williams. & Hodgkinson. 1993). Female bank staff following an anned raid scored an 
average of 22.57 on the IES total score (Hodgkinson & Joseph. 1995). 

Reliability. Good intemal consistency for the totaland subscale scores on the lES has 
been demonstrated in a sample of psychotherapy outpatients who had experienced a serious 
life event (as range from .78 to .86; Horowitz et al•• 1979) and a sample including outpatients 
and controls who had experienced parental bereavement (total score IES a = .86; Zilberg. 
Weiss, & Horowitz•. 1982). 

Test-retest reliability over 1 week for a small·sample of students who had recently 
dissected a cadaver was .87 for the total score, .89 for intrusion, and .79 for avoidance (HOIO­
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witz et al., 1979). Despite the fact that the IES is widely used, no other studies have reported 
test-retest reliability data on the scale, raising the concern that these findings might overesti­
mate the we reliability of the scale (Joseph., 2000). 

Validity. Psychotherapy outpatients reflecting on significantly distressing life events 
scored significantly higher on the intrusion subscale, avoidance subscale, and the total ms 
than medical students relating to their first dissection experience, which had occurred during 
the previous week (Horowitz et al., 1979). Patients seeking therapy for parental bereavement 
scored significantly higher than individuals recruited from the community who had also lost a 
parent (Zilberg et al., 1982). 

Several factor analyses have confirmed the existence of the two hypothesiZed factors of 
the IES (e.g., Hodgkinson & Joseph, 1995; Joseph et al., 1993; SchwaTZwald, Solomon, 
Weisenberg, & Mikulincer, 1987; Zilberg et al., 1982) with minor differences in the item 
loadings. However, even when the two-factor structure was supported, some of these studies 
have yielded a weaker, third factor that may in fact reflect the distinction of emotional 
avoidance or denial from active behavioral avoidance (e.g., Joseph et al., 1993; McDo~ald, 

1997; SchwarzwaId et al., 1987). Hodgkinson and Joseph (1995) found a change in the 
structure of a factor analysis over time. Specifically, they found intrusion to bea larger factor 
immediately posttrauma and avoidance to account for more variance at a later follow-up point 
(Hodgkinson & Joseph, 1995). Finally, other studies with more chronic trauma populations 
have reported a single factor solution, suggesting that the distinctiveness of intrusion and 
avoidance lessens over time (Hendrix, Jurich, & Schumm, 1994). 

Studies have examined correlations between the subscales of the IBS and have, for the 
most part, supported the notion that they measure separate but related constructs (rs :::i: .40 to 
.78; Hodgkinson & Joseph, 1995; Horowitz et aI., 1979, Neal, Busuttil, Rollins, et al., 1994; 
Zilberg et al., 1982). There is some evidence that the relationship between the two subsca1es 
changes over time (e.g., Zilberg et al., 1982). 

The lES has been shown to be associated with another self-report measure of PTSD (rs 
for the total score and subscaIes ranged from .44 to .67) and a measure of general distress (rs 
range from .50 to .60) among women receiving inpatient treatment for trauma-related dis­
orders (Allen, Coyne, & Huntoon, 1998). In a mixed sample ofveterans seeking treatment and 
civilians, the JES was significantly associated with a self-report (rs ranged from.73 to .79) and 
a structured clinical interview measure of PTSD (rs ranged from .75 to .81; Neal, Busuttil, . 
Rollins, et a1, 1994). Further, the IES was significantly associated with general distress (rs 
ranged from .44 to .63) in a sample of women exposed to an armed raid (Hodgkinson & 
Joseph, 1995). 

Neal, Busuttil, Rollins, et aI. (l994)found that an optimum cutoffscore of 35 for the total 
IES yielded a sensitivity of 89%, specificity of88%, and overall diagnostic efficiency of 88%, 
relative to a structured clinical interview. 

Treatment sensitivity has been demonstrated in several studies (Davidson et aI., 1993; 
Foa, Rothbaum, Riggs, & Murdock, 1991; Horowitz et al., 1979). 

The predictive validity of the JES has also been demonstrated. Peny, Difede, Musngi, 
Frances, and Jacobsberg (1992) found that JES intrusion scores 2 months posttrauma signifi­
cantly predicted PTSD at 6 months and that IES avoidance scores at 6 months significantly 
predicted PTSD at 12 months posttrauma. Shalev, Peri, Canetti, and Schreiber (1996) found 
.thatIES scores 1week posttrauma predicted PTSD 6 months later with 92.3% sensitivity, but 
only 34.2% specificity. 
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Alternative Forms 

The JES has been translated into several languages including Hebrew and Dutch. A 
revised version of the lES, which includes seven new items presumed to measure hyperarousal 
and one that measures flashback-type experiences. has been demonstrated to have very good 
internal consistency and moderate to good test-retest reliability (Weiss & Marmar. 1997). 
Mter collecting these psychometric data, the authors made some additional changes to the 
IBS-R with regard to the instructions and the rating scale. which need to be empirically 
evaluated. . 

Source 

The IES is reprinted in the original citation and in Appendix B. Additional information 
can' beobtained by contactingMardi Horowitz. M.D•• University ofCalifornia-SanFrancisco, 
P.O. Box 0984, Box F-LPP 357, San Francisco. CA 94142, USA. The IES-R is reprinted in 
Weiss and Mannar (1997). More infonnation can be obtained by contacting Daniel S. Weiss, 
Ph.D., Director ofPTSD Research, SFVAMC, Department of Psychiatry, University of 
Califomia-SanFrancisco, Sail Francisco, CA 94143, USA; (e-mail) dweiss@itsa.ucsf.edu. 

LOS ANGELES SYMPTOM CHECKLIST (LASC) 

Original Citation 

King, L. A., King, D. W., Leskin, G., & Foy, D. W. (1995). The Los Angeles Symptom 
Checklist: A self-report measure of posttraumatic stress disorder. Assessment, 2, 1-17. 

Purpose 

To measure PTSD symptoms from DSM-IV criteria B, C, and D as well as associated 
features. 

Description 

TheLASC is a 43-item self-report scale. Seventeen of the items correspond fairly closely 
. with theB, C, and D symptoms ofPTSD.Each item is a word or phrase that is rated on a five­
point scale ranging from 0 (not a problem) to 4 (extreme problem), reflecting the extent to 
which the symptom is a problemfor the :respondent. No time frame is established for rating 
symptoms. 

Administration and Scoring 

The LASC canbe administered in10to 15 minutes. Itcan be scored in several ways. Tobe 
considered a positive PTSD case, a respondent must endOlsean appropriate combination of 
symptoms with a rating of two or higher. Following DSM-IV criteria, the diagnosis of PTSD 
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requires at least one reexperiencing (B) symptom (items 5, 23, 28), three avoidance (C) 
symptoms (items 19, 29, 40-43). and two arousal (D) symptoms (items I, 4,8,20,25.34,37. 
38). A partial PTSD diagnosis may be considered if a respondent endorses two of the three 
criteria. The LASC may also be scored as a continuous measure of PfSD severity. which 
requires summing the scores of the 17 items reflecting PTSD symptoms. Finally, the sum of all 
43 items provides a global assessment of distress and interference related to traumatic 
exposure. 

Psychometric Properties 

Sample Scores and Norms. Normative information is available for a variety of 
Samples that vary across gender, age, and trauma type derived from 10 studies reported by 
King, King. Leskin, and Foy (1995). PTSD severity scores for male veterans have been found 
to range from 46.94 to 49.82; in the same samples the lASe total score ranged from 94.63 to 
107.87 (Leskin & Foy,1993; Pava, 1993). Mean PTSD severity scores for help seeking women 
with a history ofchildhood sexual assault ranged from 29.57 to 31.18; in the same samples the 
total LASC scores ranged from 56.83 to 64.62 (Lawrence, 1992; Rowan, Foy. Rodriguez, & 
Ryan, 1994; Ryan, 1992). 

Reliability. A data set was fonned to assess the psychometric characteristics of the 
LASe by combining data from 10 studies that had used the measure with clinical samples 
(King et al.• 1995). The samples were derived from a diverse set ofpopuIations including 
Vietnam veterans, battered women, adult survivors of childhood sexual abuse, maritally dis­
tressed women, psychiatric outpatients, and high-risk adolescents. The total data set included 
874 respondents. Coefficient alpha was .94 for the 17 items specifically assessing PTSD 
symptoms and .95 for the total score. Test-retest reliability over 2 weeks was available for a 
sample of 19 Vietnam veterans. The 17-item scores yielded a coefficient of .94 and the total 
scores yielded a coefficient of .90. 

Validity. A factor analysis on the combined data set yielded three factors accounting 
for a total of 40.8% of the variance in the scale. Fa.ctor 1 was represented primarily by items 
that assessed the specific symptoms ofPTSD. Factor 2 included items that tapped into physical 
manifestations of stress (e.g., severe headaches, abdominal distress, diz,ziness). Factor 3 
included items reflecting issues related to interpersonal functioning (e.g., marked self­
consciousness, inability to make and keep same-sex friends). 

The LASC PTSDscores have been shoWn to be moderately but significantly related to 
measures of combat exposure (rs ranging from.30 to .51; Foy. Sipprelle, .Rueger, & Carroll. 
1984; Lund. Foy, Sipprelle, & Strachan, 1984;·Resnick,Foy, Donahoe. & Miller. 1989) and 
other self-report measures of PTSD symptomatology (rs ranging from .38 to .48;· Astin, 
Lawrence, & Foy.1993).Diagnoses based on LASe scores corresponded to diagnosis based 
on a structured clinical interview with a sensitivity rate of 70% and a ~pecificity rate of80% 
(Housekamp & Foy, 1991). 

King et al. (1995) also examined the ability of the LASe to predict PrSD diagnosis 
derived from a structured clinical interview. Although the 17 items were associated with a 
PTSD diagnosis (a score of 34 on the LASe is associated willi approximately a 75% 
probability ofhaving PTSD), the additional 26 items did not add to the predictj.ve power ofthe 
m~asure. Thus, although these items may be clinically descriptive. their predictive validity is 
unproven. 
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Alternate Forms 

An adolescent version of the LASe is available (Foy, Wood, King, King, &
 
Resnick. 1997).
 

Source 

The LASe is reprinted in Appendix B. The primary author of the scale is David W. Foy, 
Ph.D., Graduate School of Education and Psychology, Pepperdine University Plaza, 400 
Corporate Pointe, Culver City, CA 90230, USA; (tel) 310-568-5739; (fax) 310-568-5755. 
More info~ation can also be obtained by contacting Lynda A. King, National Center for 
PTSD (116B-3), VA Boston Healthcare System, 150 South Huntington Avenue, Boston, MA, 
02130, USA; (tel) 617-232-9500, ext. 4938; (fax) 617-566-8508; (e-mail) lking@worid. 
std.com. 

MINNESOTA MULTIPHASIC PERSONALITY INVENTORY PTSD SCALE 
(MMPI·PTSD) 

Original Citation 

Keane, T. M., Malloy, E F., & Fairbank, J. A. (1984). Empirical development ofan MMPI 
subscale for the assessment of combat.,related posttraumatic stress disorder. Journal ofCon­
sulting and Clinical Psychology, 52, 888-891. 

Purpose 

To detect symptoms of posttraumatic stress disorder. 

Description 

One of the greatest advantages of the MMPI-PTSD scale is that it is widely available to 
clinicians who regularlyadminister the lvIMPI-2asp~ oftheir practice. The originalMMP1­
PTSD was a 49..item measure derived from the MMPL When the MMPI was renamed and 
revised, the MMPI-PTSD scale also underwent some changes including the deletion of three 
items, the rewording of one item, and a ~b8l).gein item order (thus the current version has46 
items). The items are answe,red ina true-false fonnat. Although the scale is typically 
administered as part of the full ldMPI-2, it canbe useful as a stand;.alone scale. The embedded 
and stand-alone versions have been shown to be highly correlated (r= .90; Herman, Weathers, 
Litz, & Keane, 1996). . 

AdministratiQnand Scoring 

\ It takes 15 minutes to administer the stand-alone version of the MMPI-PTSD· scale. A 
total score is derived by summing the positive answers to the items. TheMMPI-2PTSD is also 
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discussed in the MMPI-2 manual and can be scored by the hand or computer method. A cutoff 
score of30 was originally suggested for detecting PTSD among veterans; later studies with the 
MMPI-2 version suggested a cutoff between 24 and 28. The civilian cutoff is in the range of 
15 to 19. Scores greater than 38 or 40 may indicate fabrication of symptoms. Additional 
infonnation about scoring and interpreting the MMPI-PTSD scale in the context of the 
MMPI-2 is available in the manual. 

Psychometric Properties 

Sample Scores and Norms. On the original MMPI-PT'SD scale, veterans with 
PTSD have a mean score between 26 and 37 (Keane et al., 1984; Koretzky & Peck, 1990), 
whereas psychiatric controls have a mean of 20 (Keane et aI., 1984) and non-PTSD patients a 
mean of 12.30 (Koretzky & Peck, 1990). Veterans with PTSD revealed a mean of 31.5 on the 
revised stand-alone scale whereas those without PTSD had a mean of 15.5 (Herman et al., 
1996). Mean scores for the revised, embedded MMPI-PTSD scale have been shown to range 
from 30.6 to 36.2 for veterans with PTSD (Herman et aI., 1996; Litz et at, 1991), and to be15.5 
for veterans without PTSD (Herman et aI., 1996), 22.9 for psychiatric controls, 18.3 for 
substance abusers, and 5.2 for a comparison group (Litz et aI., 1991). 

Reliability. The internal consistency of the embedded and stand-alone versions of 
the MJ\1P1-2 PTSD scale has been shown to be excellent in a veteran sample «(XS range from 
.95 to .96; Herman et al.• 1996). 

The test-retest reliability of the stand-alone version of the MMPI-2 PTSD scale over 2 to 
3 days was also excellent in a veteran sample (r::: .95; Herman et aI., 1996). 

Validity. Veterans with PTSD have been shown to score significantly higher than 
psychiatric controls (Keane et al., 1984) and veterans without PTSD (Herman et aI., 1996; 
Scotti, Sturges, & Lyons, 1996). Further, the MMPI-PTSD scale can differentiate veterans with 
comorbid PTSD and substance abuse from those with substance abuse alone (Kenderdine, 
Phillips, & Scurfield, 1992). 

A score of 30 correctly classified 82% of veterans with and without PTSD (Keane et aI., 
1984). A score of19 correctly classified 88% ofpatients in a psychotherapy clinic (Koretzky & 
Peck, 1990). 

With regard to convergent validity, the original MMPI-PTSD scale was correlated 
significantly with other self-report measures ofPTSD in a sample ofveterans (rs ranged from 
.79to .88; Watsonetal., 1994) although another study found the associations to be lower (rs 
ranged .. from .21 to .71;· McFall, Smith, Mackay, & Tarver, 1990). In a sample of battered 
women. Dutton, Perrin. Chrestman, Halle, and Burghardt (1991) found the MMPI-PTSDscale 
to be moderately but significantly correlated with other self-report measures of PI'SD (rs 
ranged from .33 to .65). Stronger convergent validity with other measures of PTSD was 
demonstrated in a mixed trauma sample (Neal, Busuttil, Rollins, et al., 1994; rs ranged from 
.79 to~85); however, in this sample, the seale was also highly correlated with a measure of 
general distress (r= .92). Further, the MMPI-PTSD scale was significantly correlated with a 
number of MMPI scales and $ubscalesin a sample of inpatient alcoholics, agaIn suggesting 
that the measure may assess general psychological distress (Moody ~ Kish, 1989). 

The embedded and stand-alone versions of the MMPI-2PTSD scale have been shown to 
bemoderately but significantly associated with a measure ofcombat exposure (rs ranged from 
.32 to .37), other self-report measures of PTSD (rs ranged from.65 to .85), and a structured 
clinical interview for PTSD (rs ranged from .77 to .80; Herman et aI., 1996). 
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Cutoffs of 26 and 28 for the embedded MMPI-2 PTSD scale have been shown to 
correctly classify 76% of veterans with PTSD (Herman et al., 1996; Munley, Bains, Bloem, & 
Busby. 1995). whereas a cutoff of 24 on the stand-alone version correctly classified 80% of 
veterans with PTSD (Herman et al., 1996). 

Treatment sensitivity for the MMPI-PTSD has been demonstrated in a number of studies 
(e.g.• Brom. Kleber, & Defares. 1989; Thompson et al.• 1995). 

Source 

Additional information about the MMPI-PTSD scale can be obtained by contacting 
Terence M. Keane. Ph.D., National Center for PTSD (116B-2), VA Boston Healthcare System, 
150 South Huntington Avenue, Boston, MA 02130, USA; (tel) 617-232-9500. ext. 4143; 
(e-mail)terry.keane@med.va.gov. 

MISSISSIPPI SCALE FOR PTSD 

Original Citations 

Keane, T. M., Caddell. J. M.. & Taylor, K. L. (1988). Mississippi Scale for Combat­
Related Posttraumatic Stress Disorder: Three studies in reliability and validity. Journal of 
Consulting and Clinical'Psychology. 56,85-90. 

Purpose 

To measure self-reported symptoms of PTSD. 

Description 

There are several versions of the Mississippi Scale for PTSD. Among the most widely 
used include the Mississippi Scale for Combat-Related PTSD and the Civilian Mississippi 
Scale. The original combatscale consists of 35 items that tap into the presence ofsymptolIls 
reflecting the three main DSM-IV criteria forPTSD: reexperiel1cing (criterion B). avoiddnce 
and numbing (criterion 'e), and hyperarousal (criterion D) and associated. features (e.g., 
depression. substance·abuse). Items are rated on a five-p'ointscale with.anchors that vary 
depending on the item but include phrases sllch as "Dot at all true" to "almost always true." 
Respondents are asked to tate symptoms over the time period occurring "since the event." The 

.original version ofthe civilian scale used in the civilianlnonveterancomponept ofthe National 
Vietnam Veterans Readjustment Study.(NVVRS) also had 35 items. Eleven of the items were 
1ephrased slightly. changing reference to military se~ce to 8: .more general reference to the 
past. In both the combat and civilian versions. 4 items were added to make the scale consistent 
with DSM-IV criteria. These items assess symptoms ofreexperienciJlg, psychogenic amnesia, 
h~rvi~ance. and increased arousal when confronted with reminders of the event. However. 
these items'have not beenfound to increa$e the discriminative validity of the measure. so they 
are commonly omit1~.
" . · 
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ADMINISTRATION AND SCORING 

The full Mississippi Scale takes 10 to 15 minutes to administer. After reversing the 
positively worded items, a total score is derived by summing all of the items. A cutoff score of 
107 was originally established for the combat version, although later studies suggested that 
a cutoff of 121 allows for better differentiation between veterans with and without PI'SD. For 
the version reprinted in Appendix B, there are 9 positively worded items that should be 
reversed (items 6, 11, 17, 19,22,24, 27, 30, 34). 

Psychometric Properties 

Sample Scores and Norms. Among a large sample of treatment seeking veterans, 
the mean score for the 35-item scale was 104.5 (SD ::: 26.2; Keane et aI., 1988). Means on the 
civilian measure for undergraduates ranged from 73.5 to 74.4 on the 35-item scale, and 81.8 
to 82.9 on the 39-item scale (Lauterbach, Vrana, King, & King, 1997). The mean score 
obtained by civilians on the NVVRS was 64.3 (SD ::: 13.2) for the 35-item scale (Vreven, 
Gudanowsld. King, & King, 1995). 

Reliability. In a large sample of veterans seeking treatment, the 35-item Mississippi 
Scale for Combat-Related PTSD was shown to have excellent internal consistency (a = .94; 
Keane et aI., 1988). Test-retest reliability over 1 week in asnialler sample ofveterans was .97 
(Keane et al., 1988). 

Internal consistency for the civilian version has also been demonstrated to be very good 
for both the 35- and 39-item scales (as from .86 to .89; Lauterbach et aI., 1997; Vreven et al., 
1995). 

Validity. Several factor analyses have been conducted on the 35-item ·Mississippi 
Scale for Combat-Related PTSD (e.g., Keane et al., 1988; McFall, Smith, Mackay, & Tarver, 
1990). King and King (1994) conducted exploratory and higher order confinnatory factor 
analysis on the Mississippi Scale for Combat-Related PTSD using data from over 2200 
veterans who participated in theNVVRS. The results suggest that the latent structure of this 
scale is best 'represented as an overarcbing single PTSD factor with.four subsidiaxy dimen­
sions: (1) reexperiencing and situational avoidance, (2) Withdrawal and numbing. (3) arousal 
and lack of control, and (4) self-persecution. 

Factor analyses on the civilian version have yielded mixed results from study to study and 
for the 35- versus the 39-item scale (Lauterbach et al., 1997; Vreven et al., 1995). 

With regard to convergent validity, scores on.the Mississippi Scale for Combat-Related 
PTSD are significantly associated with combat exposure (rs range from .25 to .44; Keane et 
aI., 1988; McFall, Smith. Mackay, & Tarver, 1990; McFall, Smith, Roszell, et al., 1990) and 
other self-report measures of PTSD (rs range from .44 to .88; McFall, Smith. Mackay, & 
TarVer, 1990; McFall, Smith, Roszell, et aI.• 1990; Watson et aI., 1994). 

The convergent validityofthe ciVilian measure has also been examined. Individuals with 
symptoms of PTSD score significantly higher than those without any PTSD symptoms, and 
some relationship has been established between exposure to stressful events and score on the 
Civilian Mississippi Scale (Lauterbach et aI., 1997; Vrenen et aI., 1995). Also, civilian scores 
have been associated with sexual abuse-related posttraumatic symptomatology (Gold & 
Cardefia, 1998). Further, the scores have been significantly but moderately'associated with 
other measures of PTSD (rs range from .34 to .52; Lauterbach et aI., 1997). However, the 
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civilian version has also been found to be strongly associated with general distress (r =.63; 
Vrenen et al.,1995») depression (r= .71), and anxiety (r= .70; Lauterbach et al.,1997). Overall 
these findings suggest that the civilian version may be more of a general measure of psycho­
pathology than a specific measure of PTSD (Lauterbach et al., 1997; Vrenen et al., 1995). 

Compared with a diagnosis derived by structured inteIView) the diagnostic accuracy of 
the Mississippi Scale for Combat-Related PTSD with a cutoff score of 107 was 90%, with a 
sensitivity of 93% and a specificity of 89% (Keane et al., 1988). McFall, Smith, Mackay. and 
Taxver (1990) found similar diagnostic efficiency with a lower cutoff score. However, Dalton, 
Tom, Rosenblum, Garte, and Aubuchon (1989) reported that 77% ofnonveterans were able to 
feign a score on the scale exceeding the 107 cutoff. Lyons. Caddell, Pittman, Rawls, and Perrin 
(1994) also found that the scale was vulnerable to faking and suggested a cutoff of 121. 
However, although the sensitivity of this cutoff is good (.95), its specificity is relatively low 
(.45). 

The diagnostic accuracy of the civilian version of the scale was examined in a large 
sample ofindividuals recruited from an emergency room (Sbalev) Freedman, Perl, Brandes, & 
Sahar,1997). With a cutoff of 75. tbesensitivity of the scale was .87, and the specificity was 
.51. No cutoff score was found that could optimize both sensitivity and specificity. 

Alternative Forms 

The Mississippi Scale for Combat-Related PTSD has been translated into Hebrew and 
Spanish. A short version of the combat-related version, comprised of 11 items, has been shown 
to have good internal consistency, highsensitivity and specificity against a cutoffderived from 
the full scale. and good treatment sensitivity (Fontana & Rosenbeck, 1994). Norris and Perilla 
(1996) .developed a 30-item Revised Version of the Civilian Mississippi Scale that has 
demonstrated internal consistency for both an English and a Spanish translation. 

Source 

The Mississippi Scale for Combat-Related PTSDcan be obtained by contacting Terence 
M. Keane, Ph.D., National Center for PTSD (116B-2), VA Boston Hea1thcare System. 150 

,South Huntington Avenue, Boston. MA 02130, USA; (tel) 617-232-9500, ext. 4143; (e-mail) 
teny.keane@ined.va.gov. The 35-item Civilian Mississippi Scale is reprinted in Appendix B. 

PENN INVENTORY FOR PTSD (PENN INVENTORY) 

Original Citation / 

Hammarberg. M. (1992). Penn Inventory fQf. Posttraumatic Stress Disorder:Psycho­
metric properties. Psychological ABsessment,4, 67-76. 

Purpose 

To measure severity oiPrSD. 
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Description 

The Penn Inventory is a 26-item self-report measure of the severity of PTSD. Each item 
comprises four sentences modeled after the Beck Depression Inventory. The meanings of the 
series of sentences measure the presence or absence ofPTSD symptoms over the past week in 
addition to their degree. frequency. or intensity. The respondent chooses the statement that best 
describes their experience. Each sentence is rated from 0 to 3 with higher scores representing 
more symptomatology. Items are not keyed to a specific traumatic event. 

Administration and Scpring 

The Penn Inventory can be administered in 10 to 15 minutes. A score is derived by 
summing all 'of the circled values. A cutoff score of 35 can be used to determine the likely 
presence ofPTSD. 

Psychometric Properties 

Sample Scores and Norms. The mean scores for clinical samples of Vietnam. 
veterans range from 51.1 (SD = 12.3) to 54.7 (SD = 8.7; Hammarberg. 1992). Veterans without 
PTSD revealed a mean score of 15.6 (SD = 9.1) and a nonveteran community sample had a 
mean of 15.3 (SD = 8.4; Hanunarberg, 1992). 

Reliability. The Penn Inventory has been demonstrated to have very good to excellent 
internal consistency (cxranges from .78 to .94) across a variety of clinical and community 
samples (Hammarberg, 1992). Additionally. test-retest over an average of 5.2 days ranged 
from .87 to .93 (Hammarberg, 1992). 

Validity. Individuals diagnosed with PTSD on the basis of self-report measures and a 
clinical interview scored significantly higher than those without PTSD (either confirmed by 
diagnostic interview or assumed based on nonveteran or comm\1nity status; Hammarberg, 
1992). 

. The overall diagnostic efficiency of the measure against another self-report Dleasure·of 
PTSDamongveterans was 94% (Hammarberg. 1992). In a s~ple ofdisaster victims, the hit 
rate was 95% (Iiammarberg. 1992). 

Scores on. the Penn Inventory 4ave b~n shown to be moderately but significantly 
associated with. exposure to combat (r =.39; HaI11ID.arberg, 199Z). Further, among a group of 
veterans diagnosed with PTSD, the Penn Inventory was demonstrated to be associated with 
measures of anxiety (rs ranged from .74 to .82) and depression (r =.52). The Penn Inventory 
was also significantly associated with additional measures of PTSD (rs from .72 to .85). 

Treatment sensitivity was dem,onstrated in a sample of Vietnam veterans treated for 
PTSD (Hammart>erg.& Silver, 1994). Patients chan~edon.average from a score of 55 (SD = 
9.2) to a SCOre of45..96 (SD =16.0) over a period of12 wee~, whereas untreated veterans with 

.P1:'SD and non-PTSD Vietnam era veteIilIlsand nonve~ranssbowed no significant symptom 
change. . 
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Source 

The Penn Inventory may be obtained from Melvyn Hammarberg, Ph.D., Department of 
Anthropology. 325 Museum. University ofPennsylvania, Philadelphia, PA 19104-6398, USA; 
(tel) 215-898·0981; (fax) 215·898-7462; (e-mail) mhammarb@ecat.sas.upenn.edu. The cost 
of the measure is $35.00 US. 

POSTTRAUMATIC COGNITIONS INVENTORY (PTCI) 

Original Citation 

Foa, E. B., Ehlers, A., Clark, D. M., Tolin, D. F., & Orsillo, S. M. (1999). The Posttrau­
matic Cognitions Inventory (PTC!): Development and validation. Psychological Assessment, 
11, 303-314. . 

Purpose 

To measure trauma-related thoughts and beliefs. 

Description 

The PTCI is a 36-item self-report questionnaire that taps into three constructs related to 
trauma-related thoughts and beliefs: negative cognitions about self. negative cognitions about 
the world, and self-blame. Each item presents a statement and is fo;uowed by a seven-point 
response scale representing degree of agreement ranging from 1 (totally disagree) to 7 (totally 
agree). Items are worded so that higher ratings reflect greater endorsement of pathological 
cognitions. 

Administration and Scoring, 

ThePTCIcan be administered in 10 minutes. Scoring consists ofsumming the items that 
make up each subscale and dividing the sum by the number of items comprising the subscale: 
Negative cognitions about self is derived from items 2;";'6,9, 12, 14, 16, 17, 20~ 21, 24-26. 
28-30,33,35, and 36; negative cognitions about the worldis derived from items 7,8, 10,11. 
18.23, and 27; self-blame is derived from items 1, 15.19.22, am! 31. Items 13, 32. and 34 are 
experimental and are not included in the snbscale.s. The total score is derived bytaking the sum 
of the items that c:omprlse the three subscales. 

Psychometric Properties 

The psyc:hometric properties are derived from a sample of 601 volunteers, 392 ofwhom 
had experienced·a traumatic event, and 170 of whom had reported at least moderate PTSD 
symptomatology on a self-report measure (Foa et al.,1999). Participantswere recruited from 
clinical. community. and undergJ;'aduate settings. 
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SampJe Scores and Norms. The median scores for a sample of individuals with 
PTSD ofat least moderate severity were 133 (SD = 44.17) for total score, 3.60 (SD =1.48) for 
negative cognitions about self, 5.00 (SD =1.25) for negative cognitions about the world, and 
3.20 (SD =1.74) for self-blame. Median scores derived from a nontraumatized group were 
45.50 (SD =34.76) for total score, 1.08 (SD =0.76) for negative cognitions about sel,h 2.07 (SD 
= 1.43) for negative cognitions about the world, and 1.00 (SD =1.45) for self-blame. 

Reliability. Cronbach's alphas for the three PTCI scales and total scales are good to 
very good (total score, ex =.97; negative cognitions about self, ex =.97; negative cognitions 
about the world, ex =.88; self-blame, ex =.86). One-week test-retest reliability on a subsample 
of the respondents was .74 forthe total score and ranged from .75 to .89 for the scales. 'Three­
week test-retest reliability in another subsample was .85 for the total score and ranged from 
.80 to .86 for the scales. 

VaIidity. Factor analysis confirmed the existence of the three-factor structure. The first 
factor explained 48.5% of the variance, the second factor accounted for an additional 4%. and 
the third factor accounted for an additional 3.4%. The stability of the structure was validated 
across three samples. 

PTCr scores were found to correlate with PTSD severity (r =.79), depression (r =.75), 
and anxiety (r =.75). The scales of the PTCI were significantly associated with similar scales 
assessing trauma-related cognitions. Traumatized individuals with PTSD scored significantly 
higher than traumatized individuals without PfSD and nontraumatized individuals on all of 
.the PTCI scales. Further, thePTCI compared favorably with other measures of trauma-related 
cognitions for predicting PTSD. Scores on the PTCI scales classified 86% of the traumatized 

. individuals correctly into those with and without PTSD with a sensitivity of .78 and a 
specificity of .93. 

. Source 

The PTCIis reprinted in the original citation and in Appendix:S. Additionalinformation 
about the measure can be obtained by contacting EdnaB. Foa, Ph.D., Centerfor the Study and 
Treatment of Anxiety, University of Pennsylvania, School of Medicine. 3535 Market Street, 
6th floor, Philadelphia, PA 19104, USA; (tel) 215-746-3327; (fax) 215-746-3311; (e-mail) 
foa@mail.med.upenn.edu. . 

POSTTRAUMATIC DIAGNOSTIC SCALE (PDS) 

Original Citation 

Foa, E. B •• Cashman. L. A., Jaycox. L., & Perry,K.(l997). The validation ofa self-report 
measure of posttraumatic stress disorder: The Posttraumatic Piagnostic Scale. Psychological 
Assessment, 4, 445-451. 

Purpose 

.To assess the .DSM-IV diagnostic criteria .and symptom severity of PfSD. 
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D9$Cl"lption 

The PPS j$ 2\ £e'Yised vondon of an earlier (elf-report sc~ =tided the l?TSD Sympt(lIn 
Scale (F~ Riggs, Da:tlCUt &. R.othballmt 1993). TIm PDg consigfg of 49 items ~d into 
four sections. Part I includes a checklist ofU mumatic eve)1t$ one could experience or 
wi~. InPart 2. the event causing the mostdistreSs in lhe p8$tm.onth i~ CbOSCl1s described in 
.more deW! and xcfcued to in subsequent questions. Cdr.edon A ig ~tabUshec1 via four 
qUeAdons that SUeSs physicsl thra4t and fe.e1.iDgs ofhe1plesineiS rcl.ated to the event. Pan 3 
inQIudes 17 itetns coaeapondi»gto PTSD cri~ B, C. and Dtb.t apess1hefrequency of each 
$YJ11ptom in the put month on a foUJ:a.point scale. Pan 4 _Bes~es criterion.F with 9 items that 
determine Impairment In XDl\iot life axep (e.g., work, lcis'Ute) using a ycsJno fcmnat. 

. Administration Ilnd Scoring 

The FOS can be adrninisteJ:ed in 10 tQ 15 min~. It may be BCQIed by hand or by 
I3OJ1\PUtet program.. A nwnbe.r of ~g indices can.be dedvecl including FDB ~gnaais, . 
symptotnseverlty seote~ num.berofsymptolb8 encIo~ symptom. !~verl.f¥ tatiDg, an4leve1 of 
impaJtmeut infuncdoJililg. Following DSM..1V cdceri", the diagnoslsaf PTSD rcqulres the, 
presence ofphysicaUnjury at perceptiotl ofJjfe threat~ aaense ofhe1ples~e$S or tettor c1U1iDg _ 
the event; candorsemcntofatleast ~ere~~g(cdtarion 2) ayttlptom, three avoidance 
(criteri.ollC) aympto~ and tWOlUnusal (criterionD) Jym.pttrmB; duration ofat lea$t1month; 
and impaimlent inat1eJst one arc~ oflife~.An. mdex ofP'l'SD severity is obttdned 
by fllJtQming the 17 ayrnpfDm i~. 

Psychometric Properties 

The psycbQmetric propCl'tie$ ate derived. from a lample of248 vo1UD1eers ~te4Uom 

aeveta1 PTSD tteatD1C;Dt centers as Well as from ncm-1Ieatmenr seeking PQl7Ulations who may 
be athigh.rl.$k for1:rauIx1a (G,g.~ stdIlt police stations. individuals at wmncn·s she1tets; FDa et 
al•• 19~7). 

Sample Sooresand Norms. The moan scoxes for asample of12B individuals with 
nsn WeJ:e 33.59 (SD= 9.96) for totalsymptomlleverlW, &.95 (8D ~ g.68) fot re«<pedeD.~ 
13.63 (9lJ CZI4.76) for avoidance, and U.02 (8D =3..53) for aroumd. The non-PrSD group (J:{= 
120) obtainccl a:tnem score of 12.54 (SD =10.54) ott t1)c,mw scale. 3.64 (pJ =3.18) on the 
ICeXPmiencin$ scatc, 4.54 (p)= 4~83) on the avoi&ulce.8C81e, and4.S6 (8D fl5 S.CJ1) an the 
arousal .cale. 

ReliabilitY. The P,DShas been shown to have e.KceUcnUntemal C3onsls1:BtlQY oveR11 (a. 
= ~92)and very goodintemal consistency:for thesYJDptom subsoaJes (asnnging fJ:Dm .78 to 
.84). Additionally. repeated administration bVet 210 3.¥teeb ~elded an 87fJ qgteemeJ:1t rete 
(bppa =.74) bctwCOl\ diagtlDses and adeq"ate stabWty in symptom seve.dty(aU rs ~ .77 
fD .85). 

Validity, SatisfactoIy qree1beDt was found between the diagnoses dedved fr()nl... the 
PDS and thOB~ obtaiJled from. a Itm.cturcd cIinJcal ~QW (kappa of .65, 81'" agr:ccmcnt). 
Scuitiv1ty of the PDS was .89 and apcclficity wu .75,. Scores ~ecting symptom.8CVctity on 

. . 
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the PDS correlated with another measure of PTSD (r = ~78), a measure of anxiety (rs range 
from .73 to .74), and a measure of depression (r =.79). These correlations raise the issue of 
whether the PDS is a specific measure of PTSD or a more general measure of psychological 
distress. However, given the high comorbidity ofPTSD with anxiety and mood disorders. and 
the symptom overlap between disorders. this pattern of findings is not surprising. 

Alternative Forms 

The PTSD Symptom Scale Interview (pSS-I) is an interview version of the PTSD 
Symptom Scale Self-Report Scale that was the predecessor of the PDS. Psychometric proper­
ties of this scale are available in Foa et al. (1993). 

Source 

The PDS is available from National Computer Systems, P.O. Box 1416, Minneapolis, 
MN 55440, USA; (tel) 800-627-7271; (webpage) www.ncs.com. The PDS on-line version 
requires the purchase ofMicrotest QAssessment Systems Software with an annual licensing 
fee of $89.00 US. Bach assessment profile costs $4.25 US for the first 50 reports. The pencil­
and-paper starter kit (including 1manual, 10 answer sheets, and 1scoring sheet) is $44.00 US. 
The reorder kit (50 answer sheets, 50 work sheets, and 1 scoring sheet) is $117.00 US. 
Additional information about the measure can be obtained by contacting Edna B. Foa, Ph.D., 
Center for the Study and Treatment of Anxiety, University of Pennsylvania, School of 
Medicine, 3535 Market Stree4 6th floor, Philadelphia. PA 19104, USA; (tel) 215-746-3327; 
(fax) 215';746-3311; (e-mail) foa@mail.med.upenn.edu. 

PTSD CHECKLlSJ(PCL) 

Original Citations 

Weathers, R w., Litz, B. T., Herman, D. S., Huska, J. A., & Keane, T. M. (1993, October). 
ThePTSDchecTdist: Reliability, validity and diagnostic utility~ Paper presented at the Annual 
Meeting of the International Society for Traumatic Stress Studies, San Antonio, TX. 

Blanchard, E. B., Jones-Alexander, J., Buckley, T. C., &.Fomerls,C. A. (1996). Psycho­
metric properties of theP'I'SD Checklist·· (peL)...Behaviour· Research and Therapy, 34, 
669-673. . 

Purpose 

To assess PTSDsymptom severity. 

Description 

The PCL is a 17-item inventory that assesses the specific symptoms of PTSD. The 
respondent is asked to rate how much the problem described in each statement has bothered 

I 
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him or her over the past m?nth on a five-point scale ranging from 1 (not at all) to 5 (extremely). 
The authors have also suggested that the time frame (e.g:. last week) can be changed to 
accommodate the goals of the assessment. 

Administration and Scoring 

The PCL takes 5 to 10 minutes to administer. A total score is an indicator of PTSD 
symptom severity. Cutoff scores of 50 for military samples and 44 for nomnilitary samples 
have been proposed (see below). Although the authors originally suggested that a PTSD 
diagnosis could be derived by considering a score of 3 or higher as reflecting the presence of 
a particular symptom. and by following the DSM-IV diagnostic roles to determine the 
apprc;>priate number and pattern of symptoms, Blanchard et al. (1996) caution against this 
approach (see below). 

Psychometric Properties 

Sample Scores and Norms. In a sample ofcombat veterans, those with a diagnosis 
of PTSD obtained a mean of 63.58 (SD = 14.14) and those without a diagnosis of PTSD 
obtained a mean of 34.40 (SD = 14.09; Weathers et aI., 1993). Individuals with MVA-related 
PTSD scored 60.0 (SD =9.4) and those without PTSD scored 26.6 (SD =4.6). Sexual assault 
victims diagnosed withPTSD scored 55 (SD = 16.7) versus 22.8 (SD = 11.8) for the no-PTSD 
assault group (Blanchard et aI., 1996). Additional sample means are available for mothers of 
cancer survivors (Manne, Du Hamel, Gallelli. Sorgen, & Redd, 1998) and for breast cancer 
survivors (AndIykowski, Cordova, Studts. & Miller, 1998). 

Reliability. The PCL has been shown to have excellent internal consistency in Viet­
nam and Persian Gulf veterans, victims of motor vehicle accidents, and sexual assault 
survivors (rs ranging from .94 to .97; Blanchard et al.,1996; Weathers et aI., 1993). Test-retest 
reliability over 2 to 3 days was .96 for the Vietnam veterans (Weathers et al•• 1993). 

Validity. A factor analysis on data derived from the Persian Gulf war veterans sug­
gested that the items are best· accounted for by a single factor (Weathers et al., 1993). In a 
Vietnam veteran sample, the PCL-M was significantly correlated with other measures of 
PTSD (rs range from .77 to .93) and a measure of combat exposure (r =.46; Weathers et al.• 
1993). Among Persian Gulf veterans, the PCL-M was significantly associated with another 
measure of PTSD (.85; Weathers et al., 1993). 

Several studies have examined the diagnostic efficiency of the PCL. Weathers et al. 
(1993) found that at a cutoff of 50, the PCL-M predicted PTSD diagnosis derived from a 
structured clinicalinterview with a sensitivity of .82 and a specificity of .84. Blanchard et at. 
(1996) found the same cutoff yielded a sensitivity of .78 and a specificity of .86, and that a 
cutoff of 44 improved the sensitivity to .94 and specificity to .86 with an overall diagnostic 
efficiency of 90%. However, they also found variability in the mOst efficient cutoff score for 
each item (3 versus 4), thus they caution against the use of a score of 3 on a sufficient number 
of criterion B. C, and D symptoms to derive a diagnosis. 

Additional diagnostic efficiency for cancer groups is found in Manne et at (1998) and 
Andrykowski et a1. (1998). 
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Alternative Forms 

There are several versions of the PCL: the PCL-Military, the PCL-S (which is tied to a 
specified stressor), and the PCL-C (which is not tied to a specific stressful event, but instead 
asks about "response to stressful life eventsU 

). A parent report on child symptoms is also 
available (PCL-PR). 

Source 

The PCL-C is reprinted in Appendix B. More information about the scale canbe obtained 
from Frank Weathers, Ph.D~, Department ofPsy.chology, 226 Thach Hall, Auburn University, 
AL 36849, USA, (tel) 334-844-6495; (e-mail) weatbfw@maU.aubum.edu. 

PURDUE PTSD SCALE-REVISED (PPTS-R) 

Original Citation 

Lauterbach, D., & Vrana, S. (1996). Three srodiesoI1 the reliability and validity of a self 
report measure of posttraumatic, stress, disorder. Assessment, 3, 17-25. 

", 

Purpose 

To assess the frequency of each PTSD symptom. 

Description 

The PPTSD·R. is aself-reportmeastJre comprised"of 17 items corresponding to the 
symptoms found within PTSD critenaB,C,andD: Respondents rate the frequency of 
oceurrencewithintheprevious month ofeach item 011 a five-pointscale ranging froml (not at 
all) to 5 (often). 

Administration and Scoring 

The PPrSD.:.R can be administered in 10 minutes. The scale can .be, scored to yield a 
dichotomous index reflecting the presence or absence of PTSD or to yield' a corttinuous 
measure of severity. COIiUnuous scores are obWfiedbysumming the ,17 items. The diagnosis 
ofPTSDrequires the endorsement ofatl6ast one reexperiencing (criterion B)symptom (items 
1-4, 8), three avoidance (criterionC) symproIris(itemsS..;7, 9-12) and two arousal (criterion 
D) symptoms (items 13-17). 
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Psychometric Properties 

The psychometric properties reported below are published in a multisample, multistudy 
paper (Lauterbach & Vrana, 1996). 

Sample Scores and Norms. Mean scores for a sample of 440 undergraduate 
students are 31.5 (SD = 12.9) for the total score, 8.5 (SD = 4.1) for reexperiencing, 12.6 (SD = 
5.5) for'avoidance, and lOA (SD =4.9) for arousal. Within a sample of 35 students receiving 
psychotherapy at a university-based counseling center the means were 38.7 (SD =15.9) for the 
total score. 9.5 (SD =4.6) for reexperiencing, 15.6 (SD =6.7) for avoidance and 13.6 (SD = 6.3) 
for arousal. 

Reliability. The PPTSD-R has excellent internal consistency overall (u=.91) and very 
good internal consistency for the symptom subscales «(XS ranging from .79 to .84). Test-retest 
reliability for 51 undergraduate students over 2 weeks reflected adequate stability in symptom . 
severity for the total score (r= .72); however, stability was somewhat lower for the avoidance 
(r = .67), arousal (r =.71), and reexperiencing subscales (r =.48). 

Validity. The PPTSD-R has been shown to be more strongly correlated with other 
measures of PTSD symptomatology (rs range from .50 to .66) than measures of anxiety (r = 
.37) and depression (r = .39). Further, students who experienced at least one traumatic event 
scored significantly higher on the PPTSD-R than those who did not report any traumatic 
events on the total score, reexperiencing and arousal subscales. Although the traumatized 
group scored higher on the avoidance scale as well, this·<ijfference did not reach conventional 
levels of significance. 

Alternative Forms 

There is a military and a civilian version of the measure. 

Source 

ThePPTSD-R is reprinted in Appendix B. More infonnation is available from Dean 
Lauterbach,·Ph.D., 350 Sam Sibley Drive. Room 313, Bienvenu Hall, Department of Psy­
chology, Northwestern State University, Natchitoches, LA 71497, USA; (tel) 31S"'357-5453; 
(fax) 318-357-6802. 

SHORT SCREENING SCALE FOR PTSD 

Original Citation 
. , 

Breslau, N., Peterson, E. L., Kessler, R. C., & Schultz. L. R. (1999). Short screening scale 
for DSM-IVposttraumatic stress. disorder' A111enc(l1Z· Journal ofPsychiatry, 156, .908-911. 
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Purpose 

To screen for PTSD in persons exposed to a DSM-IV qualifying traumatic event. 

Description 

The Short Screening Scale for PTSD is a seven-item (yes/no format) clinician­
administered interview measure derived from the modified National Institute ofMental Health 
Diagnostic Interview Schedule and the World Health Organization Composite International 
Diagnostic Interview developed and used in. the Detroit Area Survey of Trauma (Breslau, 
Kessler, & Peterson, 1998). The majority ofPTSD symptom measures ask about symptoms in 
connection with only one event. Often, respondents have experiencedmultiple events, but they 
are asked to choose the worst or most distressing event to complete the measure. The Short 
Screening Scale for PTSD was developed to enable'interviewers to quickly and efficiently 
assess PrSD jn response to a number of traumas. 

Administration and Scoring 

The Short Screening Scale for PrSD can be administered in less than 3 minutes. Scoring 
consists ofcounting the number ofpositive answers to the seven items. A score of 4 or more 
seems to be the best cutoff for predicting PTSD diagnosis.· 

Psychometric Properties 

Sample Scores and Norms. None are available. 

Reliability. The reliability of the seven-item screening scale has not been directly 
examined. However, the reliability of the PTSD module from which it was derived has been 
assessed. A random sample of32 'baseline PTSD cases and 23 noncases was selected to be 
reassessed 12 to 18 months after the 'baseline interview (Breslau et aI., 1998). There was 
agreement on 83% of the cases. 

Validity. The predictive validity of the Short Screening Scale for PTSD relativeto the 
full diagnostic interview was examined in a representative sample of 1830 men and women 
who were interviewed as part of the 1996 Detroit Area Survey ofTrauma (Breslau etaI., 1999). 
With 4 as a cutoff,the·sensitivity was 80.3% and the specificity was 97.3%. 

Although this measure appears to be a promising screening tool, particularly for re­
searchers, it is important to note that the Validity of the scale has not been examined in a study 
in which the seven items were administered as a freestanding scale. 

Source 

The Short Screening Scalefor PTSD is reprinted in Appendix B. More information about 
the scale can·be obtained by contacting Naomi Breslau, Ph.D., Henry Ford Health Systems. 
Psychiatry Service, 3A, Detroit, MI 48202·3450, USA; (tel) 313-876-2516; (fax) 313-874· 
6221; (e·mail) nbreslal@hfhs.org. 
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STANFORD ACUTE STRESS REACTION QUESTIONNAIRE (SASRQ) 

Original Citation 

Cardefia, E., Koopman, C., Classen, C., Waelde, L. C., & Spiegel, D. (2000). Psycho­

metric properties of the Stanford Acute Stress Reaction Questionnaire: A valid and reliable
 
measure of acute stress. Journal of Traumatic Stress, 13, 719-734.
 

Purpose 

To assess the psychological symptoms experienced in the aftennath of a traumatic event. 

Description 

The SASRQ is a 3O-item self-report measure of ASD. The instnlctions allow the 
administrator to specify the time period during which the respondent's symptoms should be 
rated. The respondent is asked to describe the stressful event and ~te how much disturbance it 
caused. Then, the respondent rates 30 items on a six-point scale ranging from 0 (not experi­
enced) to 5 (very often experienced). Items tap into dissociation (10 items), reexperiencing (6 
items). avoidance (6 items). anxiety and hyperarousal (6 items), andimpairment in functioning 
(2 items). A final question asks the respondenthow many days he or she experienced the worst 
symptoms of distress. 

Administration and Scoring 

The SASRQ can be administered in 15 minutes. It. can be scored co.ntinuously by 
summing all ofthe items or dichotom.ously (ratings between 0 and 2 =0, ratings between 3 and 
5 =1) for the presence of a symptom. To meet criterion B. a respondentmust endorse three or 
more of the symptom criteria for dissociation: Dumbing (items 20, 28). reduction in awareness 
of sUIToundingS (items 4, 24), derealization (items 3t~8), depersonalization (items 10, 13), 
dissoc~ative amnesia (items 16, 25). A respondent must endorse a symptomwit1)in each of the 
remain,ing criterion symptom clusters to obtain an ASD diagnosis: criterion(~ (items 6, 7, 15, 
19,23,29), criterion D (items 5, 11, 14, 17,22, 30),crlterionS (items l .. Z, 8, 12, 21, 27), and 
criterion F (items 9, 26). 

Psychometric Properties 

The psychometric properties of an earlier version and of the final version of the SASRQ 
were evaluated together in a multisamplet multistudy paper (Cardeiia et al.,2000). 

Sample Scores and Norms. In a sanlpleof43 adqlt emergency rescue workers the 
mean score was 26.37 (SD = 25.52). In contrast, within a group of 97 non~xposedrescue 
workers the mean was 4.91 (SD =8.34). 
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Reliability. The internal consistency for the 30 symptom items of the SASRQ was 
found to be very good to excellent for the total score (rs range from .80 to .95) and acceptable 
to excellent for the subscales (rs range from .64 to .91). 

Test-retest reliability over 3 to 4 weeks with a sample of students who had not experi­
enced a severe stressor in the interim was .69. 

Validity. In several samples, hypothesized group differences on the SASRQ were 
confirmed. For instance, participants exposed to a rescue operation scored significantly higher 
on the SASRQ than their nonexposed colleagues. Gulf War veterans with PTSD scored 
significantly higher than controls. 

Convergent and discriminant validity have been demonstrated with the SASRQ. Scores 
on the dissociation and anxiety subscales of the SASRQ were significantly correlated with a 
measure of intrusion and avoidance (rs ranging from .55 to .75). The association of these 
subscales with a measure of schizophrenic symptoms was weaker (rs ranging from .22 to .47). 
In another sample, score on the SASRQ was significantly associated with a measure of 
peritraumatic dissociation (r =.72). 

Some preliminary support exists for the predictive validity of the SAS~Q. Among 
workers in a building where a mass shooting occurred, all participants who met criteria for 
ASD had significant PTSD symptoms 7 months later. Individuals diagnosed with ASD on the 
SASRQ had significantly greater odds of being considered a PTSD case, based on a self-report 
measure, at 6-month follow-up. 

Source 

The SASRQ is reprinted in Appendix B. Additional information. can be obtained by 
contacting Etzel Cardefia, Ph.D., Department of Psychology and Anthropology, University of 
Texas-Pan American, 1201 West University Drive, Edinburg, TX 78639, USA; (tel) 956­
381-3329, ext. 3323; (fax) 956-381-3333; (e-mail) ecardena@panam.edu. 

STRESSFUL LIFE EVENTS SCREENING QUESTIONNAIRE (SLESQ) 

Original Citation 

Goodman, L. S., Corcoran, C., Turner, K., Yuan, N., & Green, B. L. (1998). Assessing 
traumatic event exposure: General issues and preliminary findings for the Stressful Life 
Events Screening Questionnaire. Journal of Traumatic Stress, 11, 521-542. 

~ 

Purpose 

To assess lifetime exposure to a variety of traumatic events. 

Description 

The SLESQ is a 15-item self-report measure of lifetime exposure to· traumatic events. 
Respondents are asked whether they have experienced an event (e.g., life-threatening illness, 
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physically forced sexual relations), and if they endorse the item, they are asked a\ series of 
questions about the nature of their exposure that vary from item to item (e.g., the age at the 
time of the event, injuries they may have received, the nature of the relationship with the 
perpetrator). In addition to answering the questions, the respondents are also asked to describe 
each event. Finally, respondents indicate whether multiple items refer to the same event, and if 
an event happened more than once, they are asked to describe the nature of the additional 
episodes of the event. Criterion A-2 is not assessed with this measure. Although the majority 
of psychometric data derive from a college sample, the SLESQ was developed for use with 
community samples, and thepsychometric properties are currently being evaluated in samples 
oflow-income and ethnic minority women (L. A. Goodman, personal communication, August 
16,2000). 

Administration and Scoring 

The SLESQ takes 10 minutes to administer for most respondents; those with multiple 
traumas may need up to 20 minutes. The authors suggest that some level of screening of the 
description of each endorsed event·be conducted to ensure that the responses are appropriate 
and that they truly reflect criterion A events (rather than stressful, but not traumatic, events). 
Depending on the question of interest, users can score the scale in a number of ways (for 
instance, count the total number of endorsed events, or the number of events in a specific 
category such as interpersonal versus noninterpersonal events). 

Psychometric Properties 

Sample Means and Norms. In a large sample of college students, 72% ofrespon­
dents reported exposure to at least one traumatic event (Goodman et al., 1998). The mean 
number ofevents endorsed by this sample was 1.83 (SD =1.96). The prevalence of each event 
was reported by Goodman et al. (1998). In a sample of 2507 women recruited from six college 
campuses, 65% of the sample reported at least one event (ruling out other events that were 
coded as nontraumatic; Green etal., 2000). 

Reliability. Two-week test-retest reliability in college students for the number of 
events endorsed at each time point was .89 (Goodman et al., 1998). Kappas for specific events 
ranged from .31 for attempted sexual assault to 1.0 for robbery or mugging. Four items fell 
below a kappa of 04'0: attempted rape, witness to a traumatic event, other serious injury or life­
threatening situation such as military combat or living in a war zone, other frightening or 
horrifying event (Goodman et al., 1998). 

~ 

Validity. Overall prevalence rates for many of the traumatic events reported in the 
Goodman et al. (1998) sample were consistent with rates found in other large samples (e.g., 
sexual assault rates consistent with Koss, Gidycz, & Wisniewski, 1987). Rates of traumatic 
events were consistent with expected gender differences; women were more likely to have 
experienced molestation and attempted sexual assault whereas men were more likely to have 
experienced adult physical assault, and other serious injury or life threat (Goodman et al., 
1998). 

In a large multisite study, scores on a measure assessing posttraumatic functioning were 
significantly higher for women with interpersonal traumas than those who had experienced 
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noninterpersonal traumas or no reported events (Green et al., 2000). Women with multiple 
interpersonal trauma events had significantly higher means than women with a single event 
(Green et aI., 2000). 

The convergent validity of the SLESQ against a clinical interview was assessed in a 
sample of students (Goodman et al., 1998). The correlation between the total number of events 
endorsed was .77. Kappas for the specific events ranged from .26 for witnessed death/assault 
to .90 for life threatening illness. Six items fell below a kappa of .60 with increased reporting 
in the interview condition (Goodman et al., 1998). 

To assess the ability of the SLESQ to detect criterion A events, Goodman et aI. (1998) 
reviewed the responses to a randomly selected subsample of questionnaires and rated the 
descriptions against a conservative definition of criterion A. The first three authors made 
decisions about whether an event surpassed the threshold. Eighty-five percent of the events 
described in the SLESQ met the authors' severity threshold for a traumatic event (Goodman et 
al., 1998). 

Source 

The SLESQ is reprinted in the original article. More information about the measure 
can be obtained by contacting Lisa Goodman, Ph.D., Counseling Psychology Program, School 
of Education, Boston College, Chestnut Hill, MA 02467, USA; (tel) 617-552-1725; (e-mail) 
goodmaIc@bc.edu. 

STRUCTURED INTERVIEW FOR DISORDERS OF EXTREME STRESS 
(SIDES) 

Original Citation 

Pelcovitz, D., van derXolk, R, Roth, S., Mandel, E, Kaplan, S., & Resick, P. (1997). 
Development of a criteria set and a structured interview for disorders of extreme stress 
(SIDES). Journal of Traumatic Stress, 10,3-16. 

Purpose 

To measure alterations that may accompany exposure to extremely traumatic events. 

Description 

Several theorists and researchers have suggested that PTSD does not capture the full 
range of responses to traumatic events, particularly for traumatized children; rape victims, and 
battered women. Changes in affect regulation, self-identity, and interpersonal functioning 
seem to be common. The SIDES was developed to assess theseproposed symptoms as part of 
the DSM-IV field trials. The SIDES consists of 48 items that tap into seven areas: (1) regula­
tion of affect and impulses, (2) attention or consciousness, (3) self-perception, (4) perception 
of the perpetrator, (5) relations with others, (6) somatization, and (7) systems of meaning. 
There are also 27 subscales. Items have been described as being scored dichotomously 
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(Pelcovitz et al., 1997) and rated on a four-point scale ranging from "none or no problem with 
symptom" to "extremely problematic" (Zlotnick & Pearlstein, 1997). 

Administration and Scoring 

The original article developed criteria for determining the number of items in each 
subscale and scale necessary to meet a diagnostic cutoff (Pelcovitz et aI., 1997). 

Psychometric Properties 

Reliability. In a sample of 520 community participants and treatment seekers who 
were part of the DSM-IV field trials, internal consistency for the scales ranged from .53 to .90 
and was .96 for the total scale (Pelcovitz et al., 1997). Interrater reliability was established 
within a subsample of the community sample. The kappa coefficient rating for lifetime 
disorders was .81 (Pelcovitz et aI., 1997). 

Cronbach's alpha in a sample of survivors of childhood sexual assault was .90 for current 
(last 6 months) diagnosis and ranged from .42 to .84 for the individual scales (Zlotnick & 
Pearlstein, 1997). 

Validity. The validity of the SIDES was examined in a sample of childhood sexual 
assault survivors. The affect regulation scale was correlated with a measure of borderline 
personality (r = .45), avoidance (r = .71), hypervigiliance (r = .50), impulsivity (r'= .50), 
hostility (r =.55), and somatization (r =.51). Alterations in attention and consciousness was 
correlated with dissociation (r =.60) and avoidance (r =.57). Alterations in self-perception 
was correlated with avoidance (r =.56), disconnection (r =.51), and borderline personality (r = 
.46). Somatization was correlated with another measure of somatization (r :;::: .68), avoidance 
(r =.63), and hypervigilance (r =.57). None of these scales were significantly correlated with 
a measure of narcissism (Zlotnick & Pearlstein, 1997). 

Source 

The SIDES can be obtained by contacting David Pelcovitz, Ph.D., Department of 
Psychiatry, North Shore University Hospital-Cornell University Medical College, Man­
hassett, NY, 11030, USA. 

STRUCTURED INTERVIEW FOR PTSD (SIP) 

Original Citations 

Davidson, J., Smith, R., & Kudler, H. (1989). Validity and reliability of the DSM-III 
criteria for posttraumatic stress disorder: Experience with a structured interview. Journal of 
Nervous and Mental Disease, 177, 336-341. 

Davidson, J. R. T., Malik, M. A., & Travers, J. (1997). Structured Interview for PTSD 
(SIP): Psychometric validation for DSM-IV criteria. Depression and Anxiety, 5, 127~129. 
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Purpose 

To assess diagnostic status and symptom severity of PTSD. 

Description 
[i 

The SIP was originally developed to capture DSM-III symptoms or PTSD, but it has been 
revised and updated for DSM-IV. The SIP consists of 17 items representing the DSM-IV 
criteria for PTSD along with two measures of survivor and behavior guilt. Each item is rated 
on a five-point scale ranging from 0 (not at all) to 4 (extremely severe, daily or produces so 
much distress that patient cannot work or function socially). 

Administration and Scoring 

The SIP takes 10 to 30 minutes to administer depending on the complexitY,and severity 
of the individual's symptoms. The SIP can be scored using DSM-IV diagnostic criteria to yield 
a dichotomous score reflecting the presence or absence of the diagnosis, or the items can be 
summed to obtain·a measure of symptom severity. 

Psychometric Properties 

Sample Scores and Norms. Among a sample ofpatients diagnosed with PTSD and 
enrolled in aclinical trial, the mean pretreatment SIP score was 36 (SD =9.7; Davidson et al., 
1997). 

Reliability. Cronbach's alpha was .94 for a veteran sample (Davidson et al., 1989) and 
.80 for the clinical trial sample described above (Davidson et aI., 1997). Interrater reliability ()n 
a subsample from the clinical trial ranged from .97 to .99 for total SIP score, for symptoms 
over the past 4 weeks and during the worst ever period (Davidson et al., 1997). 

Test-retest reliability for a subsample of patients in the clinical trial who showed no 
clinical change on an independent measure of functioning between weeks 2 and 4 of the trial 
was .71 (Davidson et al., 1997). Test-retest reliability in a subsample of the veterans who 
demonstrated no change between weeks 4 and 8 of a clinical trial was .89 (Davidson et al., 
1989). 

Validity. A factor analysis conducted on an earlier version of the SIP revealed three 
wctors representing arousal and intrusiveness (which accounted for the majority of the 
variance), guilt and avoidance, and problems with sleep, concentration, and numbing (David­
son et al., 1989). A factor analysis on the revised scale, conducted with a mostly female, 
chronic PTSD sample, yielded seven factors, with one strong factor accounting for most of the 
variance, and six weaker factors, some comprised of only a single item (Davidson et al., 1997). 

The SIP has been shown to be significantly correlated with other measures of PTSD (rs 
range from .49 to .67, Davidson et al., 1989, 1997), but not with measures of combat exposure 
(r =.08) or intensity of combat (r =.27; Davidson et aI., 1989). The SIP is also associated with 
interview measures of anxiety (rs range from .48 to .51) and depression (rs range from .42 to 
.57; Davidson et al.,1989, 1997). A small but significant relationship was found between 
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several measures of disability and the SIP (rs range from .25 to .33), but not social support (r = 
.14; Davidson et aI., 1997). 

The diagnostic sensitivity of the SIP as relative to the Structured Clinical Interview for 
DSM was 96% and the specificity was 80% (Davidson et aI., 1989). At a score of 25, the SIP 
showed an efficiency of 94% relative to a structured interview diagnosis (Davidson et aI., 
1997). 

The SIP showed treatment sensitivity in that those with PTSD following treatment in a 
clinical trial had higher scores than patients who no longer met diagnostic criteria (Davidson et 
aI., 1997). 

Alternative Forms 

Carlier, Lamberts, Van Uchelen, and Gersons (1998) describe the development and 
validation of the Self-Rating Scale for PTSD, an abridged self-report version of the SIP. The 
scale is reprinted in the Carlier et aI. (1998) article. The TOP-8, a scale derived from the SIP, 
includes the items that occurred most frequently and that demonstrated the most change in 
response to treatment (Davidson & Colket, 1997). The TOP-8 can be administered in 5 to 10 
minutes and has been shown to have very good to excellent internal consistency, test-retest 
reliability, interrater reliability, convergent validity, and treatment sensitivity. More informa­
tion about the TOP-8 can be obtained by contacting Jonathan Davidson, M.D. (see contact 
information below). 

Source 

The SIP can be obtained by contacting Jonathan R. T. Davidson, M.D., Department of 
Psychiatry, Duke University Medical Center, Box 3812, Durham, NC 27710, USA; (tel) 
919-684-2880; (fax) 919-684-8866; (e-mail) tolme@acpub.duke.edu. 

TRAUMA-RELATED GUILT INVENTORY (TRGI) 

Original Citatio,n 

Kubany, E. S., Haynes, S. N., Aubueg, F. R., Manke, F. P., Brennan, J. M., & Stabura, C. 
(1996). Development and validation of the Trauma-Related Guilt Inventory. Psychological 
Ass~sment, 8, 428-444. 

Purpose 

To assess cognitive and emotional aspects ofguilt associated with exposure to a traumatic 
event. 
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Description 

The TRGI is a 32-item self-report questionnaire designed to measure guilt associated 
with the experience of a traumatic event. It includes three scales-global guilt, distress, 

I

and guilt cognitions-and three subscales (all part of guilt cognitions)-hindsight-bias/ 
responsibility, wrongdoing, and lack ofjustification. 

Psychometric Properties 

Psychometric'data are all derived from a multistudy, multisample report by Kubany et al. 
(1996). 

Sample Scores and Norms. Means for each of the three scales and subscales are 
available for the TRGI on a sample of 325 college students, 168 battered women, and 74 
veterans (Kubany et aI., 1996). 

Reliability. Internal consistency in a sample of 100 women receiving services from a 
battered women's shelter was .86 to .90 for the scales and .67 to .82 for the subscales. Similar 
results were found for combat veterans. 

In a sample of 32 students, I-week test-retest reliability ranged from .73 to .86 for the 
scales and from .74 to .83 for the subscales. Similar results were found for veterans over an 
average of 8.4 days (SD = 6.01). 

Validity. Three factor-analytic studies were conducted (on students with a history of 
traumatic events and battered women) to refine the TRGI and determine its factor structure. 
The final factor structure that best accounts for the data seems to be a four-factor solution that 
consists of a distress factor and three cognitive factors termed hindsight-bias/responsibility, 
wrongdoing, and lack of justification. 

Convergent validity was demonstrated with a traumatized student sample in that the 
global guilt scale correlated with a measure of PTSD (r = .48) and depression (r = .60). The 
guilt cognitions subscaIe was correlated moderately with PTSD (r =.32) and depression (r = 
.32) and the distress scale was correlated.77 with PTSD and .59 with depression. Correlations 
for the subscales were smaller, and no relationship was found between lack of justification 
and depression or PTSD. . 

Convergent validity was also demonstrated for the veteran and battered women groups 
with scores on each of the TRGI measures correlated highly with other measures of guilt, 
PTSD, depression, self-esteem, shame, and social anxiety. Some discriminant validity was 
demonstrated for both the battered women and veteran groups in that the TRGI was only 
we\kIy associated with a measure assessing guilt over commonplace events. 

Alternative Forms 

The TRGI was validated and cross-validated with an ethnically diverse sample. A 
translation into Tagalog is available. 
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Source 

The TRGI can be obtained by contacting Edward S. Kubany, Ph.D., National Center for 
PTSD, Department of Veterans Affairs, 1132 Bishop Street, Suite 307, Honolulu, Hl96813, 
USA; (tel) 808-566-1651; (fax) 808-566-1885; (e-mail) kubany@pixi.com. A published ver­
sion of the TRGI is in development with Western Psychological Services, 12031 Wilshire 
Boulevard, Los Angeles, CA 90025, USA; (tel) 800-648-8857; (fax) 310-478-7838; (e-mail) 
custsvc@wpspublish.com; (website) www.wpspublish.com. 

TRAUMA SYMPTOM INVENTORY (TSI) 

Original Citation 

Briere, J. (1995). Trauma Symptom Inventory professional manual. Odessa, FL: Psycho­
logical Assessment Resources. 

Briere, J., Elliot, D. M., Harris, K., & Cotman, A. (1995). Trauma Symptom Inventory: 
Psychometrics and association with childhood and adult victimization in clinical samples. 
Journal of Interpersonal Violence, 10, 387-401. 

Purpose 

To evaluate acute and chronic posttraumatic symptomatology. 

Description 

The TSI is unique from many other measures of posttraumatic symptomatology in that it 
includes symptoms beyond those typically associated with PTSD and ASD such as other intra­
and interpersonal problems that often arise in individuals with a history of chronic psychologi­
cal trauma. The TSI is a 100-item self-report scale that is comprised of 3 validity scales and 10 
clinical scales. The validity scales assess underendorsement, overendorsement, and random or 
inconsistent response style. The clinical scales include anxious arousal, depression, anger/ 
irritability, intrusive experiences, defensive avoidance, dissociation, sexual concerns, dys­
functional sexual behavior, impaired self-reference, and tension reduction behavior. Respon­
dents are asked to indicate how often each symptom has occurred within the past 6 months on 
a four-point scale ranging from 0 (never) to 3 (often). 

Administration and Scoring 

The TSI can be administered in 20 minutes, except in the case of significantlyclinically 
impaired patients. Raw scores are derived by summing the items that comprise each scale. 
Directions are included in the manual for the handling of responses that are left blank. Raw 
scores are converted to T scores using the appropriate profile for the respondent based on age 
and gender. Interpretation of the respondent's profile is described in the professional manual 
using each elevated scale and common two-point profiles. 
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Psychometric Properties 

Sample Scores and Norms. A normative sample is described in the professional 
manual including norms for male and female Navy recruits (Briere, 1995). Means and standard 
deviations are also available for males and females with and without a victimization history 
from a sample of 370 patients recruited from inpatient and outpatient treatment facilities 
(Briere et al., 1995). 1 

i 

Reliability. The TSI has been demonstrated to have very good to excellent internal 
consistency for the individual scales (~s ranging from .74 to .90) in a sample of 370 patients 
(Briere et aI., 1995), and similar reliability was demonstrated in a university sample, the 
standardization sample, and a Navy recruit sample of 3569 (Briere, 1995). No test-retest 
reliability data are available. 

Validity. Exploratory factor analysis in the standardization sample yielded two inde­
pendent factors labeled "Generalized Trauma and Distress" and "Self-Dysfunction" (Briere, 
1995). Similar results were obtained with the clinical sample (Briere et al., 1995); Confirma­
tory factor analysis supported a three-factor model theoretically developed by the author with 
the dimensions of posttraumatic stress, self-dysfunction, and dysphoric mood. 

Individuals with a history of physical or sexual abuse scored significantly higher than 
those who did not report such a history on all 10 clinical scales of the TSI (Briere et aI., 1995). 
In discriminant function analyses on the normative sample, the experience of adult and 
childhood interpersonal violence and disaster was associated with elevated TSI scores (Briere, 
1995). Data bearing on the convergent and discriminant validity of the clinical scales are 
published in the manual, along with data supporting. the incremental and criterion validity of 
the scale (Briere, 1995). For instance, in a subsample of the standardization sample (N = 449), 
an optimally weighted combination of TSI scales correctly predicted 92% of the true posi­
tive and 91% of the true negative cases of a self-report derived diagnosis of PTSD. 

Alternative Forms 

The TSC-40 is a similar scale that predates the TSI and is designed only for use in 
research (Briere & Runtz, 1989). The TSI-A is an 86-item alternate version of the TSI that 
contains very few sexual items (items from the sexual concerns or dysfunctional sexual 
behavior scales are dropped). There is a Trauma Symptom Checklist for Children that is 
somewhat comparable. The TSI has been translated into other languages for research purposes 
only. 

s1»urce 

The TSI is available from Psychological Assessment Resources, Inc., P.O. Box 998, 
Odessa, FL 33556, USA; (tel) 800-331-TEST or 813-968-3003; (webpage) www.parinc.com. 
A TSI introductory kit that includes the manual, 10 item booklets, 25 hand-scorable answer 
sheets, and 25 each of the male and female profile forms is priced at $89.00 US. A comput­
erized scoring program of the TSI is available that provides raw scores, T scores, and a profile 
of the scales for a one time cost of $199.00 US. Interpretation of the profile is not included. 
Information about the scale is also available from John Briere, Ph.D., Department of Psy­
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chiatry, USC School of Medicine, 1934 Hospital Place, Los Angeles, CA 90033, USA; (tel) 
323-226-5697; (fax) 323-226-5502; (e-mail) jbriere@hsc.usc.edu. 

TRAUMATIC EVENTS QUESTIONNAIRE (TEQ) 

Original Citation 

Vrana, S., & Lauterbach, D. (1994). Prevalence of traumatic events and post-traumatic 
psychological symptoms in a non-clinical sample of college students. Journal of Traumatic 
Stress, 7, 289-302. 

Purpose 

To assess the frequency, type, and severity of trauma experienced. 

Description 

The TEQ is a self-report instrument that assesses experiences with 11 specific types of 
trauma selected from DSM-ill-R and the relevant literature as potentially eliciting posttrau­
matic symptoms. '!\vo residual categories are also included, in which respondents can record 
additional events that are not included in the list, and events that the individual feels are so 
traumatic that they cannot be discussed. For each event endorsed, respondents are asked the 
number of times the event occurre(}, their age at the time of the event, and on a seven-point 
scale ranging from 1 (not at all) to 7 (extremely), whether they were injured at the time of the 
event, whether their life was threatened, how traumatic the event was for them at the time, and 
how traumatic it is presently. Finally, respondents who endorsed more than one item are asked 
to indicate which event was the worst for them. Those who do not endorse any of the items in 
the scale are asked to describe the worst, stressful experience that they have encountered. 

Administration and Scoring 

The TEQ can beadrilinistered in 10 minutes. Several indices of traumatic exposure can be 
obtained including the total number of experiences (sum all "yes" responses to item A; 
continuous events such as sexual abuse are counted as one event) and severity of experiences 
(sum all responses to items C through F). 

'? 

Psychometric Properties 

The psychometric properties described below were derived from a sample of 440 college 
students (Vrana & Lauterbach, 1994). 

Sample Scores and Norms. Eighty-four percent of the sample reported at least one 
traumatic event,and approximately one-third of the sample reported exposure to four or more 
individual events. Males experienced 'significantly more events than females. 
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Reliability. No published data are available. 

Validity. Respondents with at least one traumatic event reported significantly more 
depression, anxiety, and PTSD symptomatology than those who did not report exposure to any 
traumatic events. Further, the number of traumatic events was a significant predictor of 
depression, anxiety, and PTSD symptom severity. 

Alternative Forms 

There is a military and a civilian version of the TEQ. 

Source 

The TEQ (civilian version) is reprinted in Appendix B. More information is available 
from Dean Lauterbach, Ph.D., 350 Sam Sibley Drive, Room 313, Bienvenu Hall, Department 
of Psychology, Northwestern State University, Natchitoches, LA 71497, USA;' (tel) 318­
357-5453; (fax) 318-357-6802. 

TRAUMATIC LIFE EVENTS QUESTIONNAIRE (TLEO) 

Original Citation 

Kubany, E. S., Haynes, S. N., Leisen, M. B., Owens, J. A., Kaplan, A. S., Watson, S. B., & 
Bums, K. (2000). Development and preliminary validation of a brief broad-spectrum measure 
of trauma exposure: The Traumatic Life Events Questionnaire. Psychological Assessment, 12, 
210-224. 

Purpose 

To assess exposure to a broad range of potentially traumatic events. 

Description 

~The TLEQ is a self-report scale that assesses exposure to 21 types ofpotentially traumatic 
events. An open-ended question that assesses exposure to some other life threateningorhighly 
disturbing events is also included. The events are described in behaviorally descriptive terms, 
and emotionally charged terms such as rape or abuse are avoided. For each event, respondents 
are asked to indicate the number of times the event occurred on a seven-point scale ranging 
from never to five times or more. Respondents are asked whether each event evoked fear, 
helplessness, or horror. Additional questions ask about physical injury and immediate emo­
tional response to the event. Finally, in the case ofexposure to multiple events, respondents are 
asked to indicate which event they perceive as the worst. 
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Administration and Scoring 

The TLEQ can be administered in 10 to 15 minutes. 

Psychometric Properties 

Psychometric properties were evaluated in a multisample, multistudy report (Kubany et 
aI.,2000). 

Sample Scores and Norms. Reports of occurrences of traumatic events across five 
samples are presented by Kubany et al. (2000). 

Reliability. The temporal stability of the TLEQ was evaluated in a sample of 42 
battered women. Kappa coefficients assessing agreement over 2 weeks were above .40 for 20 
of the 21 items and .60 or above for 12 items. The overall mean percentage of test-retest 
agreement was 86%. Correlations of frequency of occurrence reports for each event (with the 
exception of combat) averaged .77 and ranged from .50 to .93. The test-retest reliability of 
the occurrence or nonoccurrence of criterion A-2 (intense fear, helplessness, and horror) 
yielded kappa coefficients of .40 or higher for 19 of the 21 items and .60 or higher for 16 items. 
The overall percentage of agreement for criteria A-2 was 89%. 

Validity. Seven experts in the area of PTSD rated relevance and representativeness of 
several aspects of the TLEQ (e.g., response format, individual items) for measuring PTSD as 
defined in DSM-IV. Overall item wording was rated very positively, as was adequacy of 
coverage for traumatic events. 

Convergent validity was assessed in a sample of 62 undergraduate students. Agreement 
was evaluated between a self-report and interview version of a slightly modified version of the 
TLEQ. Kappa coefficients were .40 for 15 of the 16 items and above .60 for 13 items. The 
overall mean percentage of agreement was 92%. Convergent validity was also assessed for 
the two formats administered 1 week apart with similar, but slightly lower, agreement. 

All but one Vietnam veteran with documented service records endorsed exposure to 
combat on the TLEQ. Among the battered women, 98% of those who metthe cutoff for PTSD, 
indicated that they had experienced partner abuse with fear, helplessness, and horror at the 
time of the event on the TLEQ. 

Discriminative validity was assessed in a sample ofbattered women. Women who met the 
cutofffor PTSD on a self-report measure reported significantly more types of traumatic events, 
more total events, and more events that evoked intense fear, helplessness, and horror on the 
TLEQ than women who did not meet the PTSD cutoff. 

~. 

Alternative Forms 

A computerized version is currently being validated in a grant-funded project. 

Source 

The TLEQ is available from Edward S. Kubany, Ph.D., National Center for PTSD, 
Department of Veterans Affairs, 1132 Bishop Street, Suite 307, Honolulu, HI 96813, USA; (tel) 
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808-566-1651; (fax) 808-566-1885; (e-mail) kUbany@pixi.com. A published version of the 
TLEQ is in development with Western Psychological Services, 12031 Wilshire Boulevard, Los 
Angeles, CA 90025, USA; (tel) 800-648-8857; (fax) 310-478-7838; (e-mail) custsvc@ 
wpspublish.com; (website) www.wpspublish.com. 

BRIEF DESCRIPTIONS OF ADDITIONAL MEASURES 

Evaluation of Life-time Stressors (ELS) 

The ELS is a comprehensive questionnaire and interview protocol designed to assess 
exposure to potentially traumatic events across the life span. The ELS-Q is a 53-item screening 
questionnaire that addresses exposure to traumatic events in addition to behavioral correlates 
of a wide range of potentially traumatic events. For each event, respondents indicate "yes," 
"no," "I'm not sure," or "It happened to someone I knew." All nonnegative responses on the 
questionnaire are followed up on the ELS-I (interview). Initial psychometrics on the protocol 
are quite promising. The ELS-Q is not used as a stand-alone questionnaire. The ELS can be 
obtained from Karen E. Krinsley, Ph.D., PTSD 116B-2, VA Boston Healthcare System, 150 
South Huntington Avenue, Boston, MA 02130, USA; (e-mail)krinsley.karen@boston.va.gov. 

Harvard Trauma Questionnaire (HTQ) 

The HTQ is a self-report scale designed to measure trauma and torture events and to 
assess symptoms of PTSD and current functioning among individuals affected by torture, 
trauma and war-related violence. It is available in over 30 languages including Cambodian, 
Vietnamese, Laotian, Bosnian, Croatian, Ethiopian, Spanish, and Japanese. Cultural validity, 
reliability, and the instrument's psychometric properties have been established in a number of 
culturally diverse settings. The measure and more information can be obtained from Richard F. 
Mollica, M.D., M.A.R., I:tarvard Program in Refugee Trauma, 8 Story Street, 3rd floor, 
Cambridge, MA 02138, USA; (tel) 617-496-5550; (fax) 617-496-5530; (e-mail) rmollica@ 
hprt.harvard.edu. 

Life Stressor Checklist-Revised (LSCL-R) 

The LSCL-R is a measure of lifetime exposure to stressful and traumatic events. It is still 
under development and the authors request that those who wish to use it consult with them 
first. The scale is reprinted ina paper by Wolfe and Kimerling (1997). For more information 
ab3'ut the scale, contact Rachel Kimerling, Ph.D., Assistant Adjunct Professor, Department of 
Psychiatry, UCSF School of Medicine, San Francisco General Hospital, 1001 Potrero Ave., 
Suite 2100, San Francisco, CA 94110, USA; (tel) 415-206-6447; (fax) 415-206-3855; (e-mail) 
rachelk@itsa.ucsf.edu. 

Modified PTSD Symptom Scale (MPSS-SR) 

The MPSS-SR is a 17-item self-report measure designed to assess the frequency and 
severity of PTSD symptoms corresponding to DSM-ill-R criteria. It was developed from the 
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Foa et aI. (1993) PTSD Symptom Scale. Updates to the scale were made to be consistent with 
DSM-IV criteria, but this updated version is not published. The measure was validated against 
the Structured Clinical Interview for DSM in the DSM-IV field trials and some promising 
psychometric data are discussed in the original reference by Falsetti, Resnick, Resick, and 
Kilpatrick (1993). More information about the scale is available from Sherri Falsetti, Ph.D., 
National Crime Victims Center, Medical University of South Carolina, 171 Ashley Avenue, 
Charleston, SC 29425, USA; (tel) 843-792-2945; (fax) 843-792-3388; (e-mail) falsetsa@ 
musc.edu. 

Peri-Traumatic Dissociative Experiences Questionnaire (PDEQ) 

The PDEQ is a lO-item self-report measure of dissociation at the time of a traumatic 
event. A recently completed meta-analysis of PTSD predictors found that greater dissociation 
at the time of trauma, as assessed with the PDEQ, was the most robust predictor of current 
PTSD (Ozer, Best, Lipsey, & Weiss, manuscript under review). A rater version of the scale is 
also available. Both versions are available in Marmar, Weiss, and Metzler (1997!. For more 
information about the scale, contact Charles R. Marmar, M.D., Langley Porter Institute, 401 
Parnassus Avenue, Box F 0984, San Francisco, CA 94122, USA; (tel) 415-750-2126; (fax) 
415-221-6347; (e-mail) marmar@itsa.ucsf.edu. 

Personal Beliefs and Reactions Scale (PBRS) 

The PBRS is a self-report scale that was developed to assess cognitive schemas that are 
often disrupted in the aftermath of sexual trauma. It consists of 40 items and eight scales: 
esteem, trust, self-blame, safety, intimacy, control, negative rape beliefs, and undoing. Prelim­
inary psychometrics on the scale appear promising. The scale can be obtained by contacting 
Mindy B. Mechanic, Ph.D., Department of Psychology, University of Missouri-St. Louis, 
8001 Natural Bridge Road, St. Louis, MO 63121, USA; (e-mail) mbmechanic@umsI.edu. 

Posttraumatic Dissociation Scale (PTDS) 

The PTDS is a 24-item self-report measure that assesses the frequency of occurrences of 
derealization, depersonalization, gaps in awareness, amnesia, and gaps in awareness accom­
panied by reexperiencing over the previous week. The measure is currently under develop­
ment and has not yet been published. More information about the scale can be obtained from 
Eve Carlson, Ph.D., National Center for PTSD (352-117 MP), VA Palo Alto Health Care 
System, 795 Willow Road, Menlo Park, CA 94025, USA; (tel) 650-493-5000, ext. 24058; 
(f~) 650-617-2684; (e-mail)car1son@icon.palo-alto.med.va.gov. 

PTSD Interview 

The PTSD Interview is based on DSM-ID-R criteria ofPTSD. To date, it has been used 
primarily with veterans. A description of the measure and some psychometric data are 
available in a paper by Watson, Juba, Manifold, Kucala, and Anderson (1991). More informa­
tion about the scale can be obtained from Dr. Charles Watson, VA Medical Center, Research 
Service, 4801 8th Street North, St. Cloud, MN 56303, USA. 
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PTSD Inventory 

The PTSD Inventory is a 17-item self-report diagnostic questionnaire that assesses war­
related PTSD. The measure has been demonstrated to have very good validity relative to a 
structured interview. A revised version of the scale, consistent with DSM-IV criteria, is 
described and reprinted in Solomon et al. (1993). A Hebrew version of the scale is available 
from the author. More information about the scale can be obtained from Zahava Solomon, ! 
Ph.D., Bob Shapell School of Social Work, Tel Aviv University, Ramat Aviv, Tel Aviv, Israel. 

SCL-90-R PTSD Scale 

A 28-item scale derived from the SCL-90-R has been developed and validated to detect 
crime-related PTSD (Saunders, Arata, & Kilpatrick, 1990). This scale was not designed to be 
administered independent of the SCL-90, instead it is interpreted in the context of the entire 
measure. Similarly, a 25-item war-zone-related PTSD scale with strong psychometric proper­
ties has been derived from the SCL-90-R (Weathers et aI., 1996). The item numbers that make 
up these measures and the psychometric properties are available in the respective papers. More 
information about the crime-related PTSD scale is available from Benjamin Saunders, Ph.D., 
National Crime Victims Center, Medical University of South Carolina, 171 Ashley Avenue, 
Charleston, SC 29425, USA; (tel) 843-792-2945; (fax) 843-792-3388; (e-mail) saunders@ 
musc.edu. More information about the war-zone-related PTSD scale can be obtained from 
Frank Weathers, Ph.D., Department of Psychology, 226 Thach Hall, Auburn University, 
Auburn, AL 36849, USA; (tel) 334-844-6495; (e-mail) weathfw@mail.auburn.edu. 

Self-Rating Inventory for Posttraumatic Stress Disorder (SIP) 

The SIP is a 47-item Dutch language self-rating questionnaire that assesses PTSD 
symptoms and associated features. Psychometric data on the scale are found in Hovens, van 
der Ploeg, Klaarenbeek, Schreuder, and Rivero (l994b). Moreinformation is available from J. 
E. Hovens, Ph.D., Centre'45, National Center for the Treatment of WWII Victims, Herman­
straat 6, NL-2315 KS, Leiden, the Netherlands. 

Stress Response Rating Scale (SRRS) 

The SRRS is a clinician rating scale that assesses response to serious life-events. It 
consists of 40 items that reflect signs and symptoms of intrusion, avoidance, and distress. 
~ymptoms are rated over the previous 7 days. More information about this measure and its 
psychometric properties are available in Weiss, Horowitz, and Wilner (1984). The scale is 
available from Daniel S. Weiss, Ph.D., Department of Psychiatry, University of California­
San Francisco, Box 'F~0984, San Francisco, CA 94143, USA; (tel) 415-476-7557; (fax) 
415-502-7296; (e-mail) dweiss@itsa.ucsf.edu. 

Trauma Assessment for Adults (TAA) 

There is a self-report and an interview version of the TAA, a brief screen for exposure to 
traumatic events. It is adapted from the Potential Stressful Events Interview (Falsetti, Resnick, 
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,Kilpatrick, & Freedy, 1994) and the National Women's Study Event History and PTSD 
Module. More information about the scale can be obtained by contacting Heidi Resnick, 
Ph.D., National Crime Victims Research and Treatment Center, Department of Psychiatry and 
Behavioral Sciences, 171 Ashley Avenue, Charleston, SC 29425, USA. The Brief Trauma 
Interview, designed to briefly assess lifetime trauma exposure according to DSM-IV criteria in 
a clinically sensitive format, is also based on this measure. More information can be obtained 
by contacting Paula P. Schnurr, Ph.D., National, Center for PTSD (1160), VA Medical and 
Regional Office Center, White River Junction, VT 05009, USA; (tel) 802-296-5132; (fax) 
802-296-5135; (e-mail) paula.p.schnurr@dartmouth.edu. 

Trauma History Ouestionnaire (THO) 

The THQ is a 24-item measure that assesses history of exposure to traumatic events. It is 
based on the High Magnitude Stressor Questionnaire from the DSM-IV field trials. It is 
currently considered an experimental instrument and thus the authors require a data sharing 
agreement. Preliminary psychometrics are available in a paper by Green (1996). The scale is 
available from Bonnie L. Green, Ph.D., Department of Psychiatry, Georgetown University, 
611 Kober Cogan Hall, Washington, DC 20007, USA; (tel) 202-687-4812; (fax) 202-687-6658. 

Traumatic Experiences Inventory (TEl) 

The TEl is a 38-item self-report measure of the existence, intensity, and duration of 
symptoms that develop in response to a crime or natural disaster in which lives were lost. The 
factors include avoidance, reexperiencing, increased arousal, and victimization. More infor­
mation on the scale is available in Sprang (1997). 

Traumatic Stress Institute Belief Scale (TSI) 

The TSI is designed to measure disrupted cognitive schemas that reflect trauma-sensitive 
needs. It was developed by Laurie Anne Pearlman, Ph.D., at the Traumatic Stress Institute! 
Center for Adult & Adolescent Psychotherapy LLC, 22 Morgan Farms Drive, South Windsor, 
CT 06074, USA; (tel) 860-644-2541; (fax) 860-644-6891; (e-mail) laurie.pearlman@snet.net. 
A published version of the TSI is in development with Western Psychological Services, 12031 
Wilshire Boulevard, Los Angeles, CA 90025, USA; (tel) 800-648-8857; (fax) 310-478-7838; 
(e-mail)custsvc@wpspublish.com; (website) www.wpspublish.com. 

~' 

Traumatic Stress Schedule (TSS) 

The TSS is a measure designed to detect the occurrence and impact of exposure to 
traumatic events. Respondents are asked about the occurrence of six types of events, as well as 
any additional events, and they are queried about the impact of these events on their life. The 
scale is reprinted in a paper by Norris (1990). More information is available from Fran Norris, 
Ph.D., Department of Psychology, Georgia State University, University Plaza, Atlanta, GA 
30303, USA; (tel) 404-651-1607; (fax) 404-651-1391; (e-mail) fuorris@gsu.edu. 



MEASURES FOR ACUTE STRESS DISORDER AND PTSD 303 

World Assumption Scale (WAS) 

The WAS is a 32-item self-report measure of assumptions that are presumed to be 
impacted by exposure to traumatic events. The WAS taps into assumptions about the benevo­
lence of the world, the meaning of the world, and self-worth. The measure is reprinted in a 
paper by Janoff-Bulman (1996) and some psychometric data are also available. More informa­
tion about the scale is available from Ronnie Janoff-Bulman, Ph.D., Department of Psychol- f 
ogy, University of Massachusetts, Amherst, MA 01003, USA; (tel) 413-545-0264; (fax) 
413-545-0996; (e-mail) janbul@psych.umass.edu. 
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