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6

Assessing Trauma Exposure 
and Posttraumatic Morbidity      

Jon D. Elhai
Julian D. Ford

James A. Naifeh     

 This chapter is intended as a resource for the mental health clinician 
who assesses clients for a history of psychological trauma exposure, 

posttraumatic stress disorder (PTSD), and associated psychopathology. 
We have aimed this chapter toward both clinicians and clinical trainees 
who are relatively unfamiliar with the technical aspects of trauma/PTSD 
assessment (regardless of level of general clinical experience), or who 
are experienced but interested in an update on key assessment issues and 
resources. We will cover three topics in this chapter: (a) assessing trauma 
exposure history, (b) assessing PTSD symptoms to establish a PTSD diag-
nosis, and (c) assessing other mental health problems associated with 
trauma exposure. For each area, we will consider important issues and 
controversies in assessment, discuss general assessment and diagnostic 
strategies, and sample available instruments. At the end of the chapter, 
we include a checklist to assist in assessing each of these areas.  

  CASE STUDY INTRODUCTION 

 Mr. Gavin is a 45 - year - old, Caucasian man who presented for treat-
ment to an independent group mental health practice in his community 
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120    Assessing Trauma Exposure and Posttraumatic Morbidity

of Bloomington, Indiana. He married his high school sweetheart after 
they graduated college in Illinois, and has been happily married since. 
Mr. Gavin reported some history of familial mental health problems; his 
biological sister and mother had been treated on an outpatient basis for 
depression. The client ’ s only contact with mental health providers was as 
a college student, when he was treated during his freshman year by a cam-
pus counselor for adjustment problems related to his move to college. He 
denied any history of serious medical problems or previous head injuries. 

 Mr. Gavin had worked as a bank manager for 10 years. Two months 
prior to his psychological assessment, the bank was robbed while Mr. 
Gavin was on duty. Specifically, a noticeably agitated man walked into 
the bank with a gun, and instructed the teller to quickly hand over 
 $ 50,000. Mr. Gavin, in attempting to manage the situation, inadver-
tently caused the man to discharge his gun. A customer was accidentally 
shot and later died from her wounds. Upon shooting the customer, the 
armed man quickly fled the scene and was never apprehended. Mr. Gavin 
immediately spent two weeks on paid administrative leave, instructed 
to do so by the bank ’ s corporate headquarters. He subsequently returned to 
work after four weeks. At the time of the assessment, Mr. Gavin reported 
being depressed, having serious difficulty sleeping and concentrating, and 
drinking 10 – 12 beers daily to cope. Because his symptoms were not get-
ting better, Mr. Gavin considered filing for worker ’ s compensation. He 
also set up an appointment with a clinical psychologist, known locally to 
have expertise in treating posttraumatic problems. 

 In evaluating Mr. Gavin during the initial appointment, several 
questions had to be considered by the mental health professional. How 
should Mr. Gavin be assessed for trauma exposure? Given the sensitivity 
of this issue and referral question, how should a mental health profes-
sional broach the subject of assessment with him? Which instrument(s) 
should be administered to assess for PTSD? What other mental health 
problems should be assessed? Because of possible litigation from a work-
er ’ s compensation case, should the case be treated differently than in 
standard clinical practice? 

 Later in this chapter, we will return to our case study as a means of 
demonstrating the methods and procedures in assessing and diagnosing 
Mr. Gavin.  
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  ASSESSING HISTORY OF EXPOSURE TO 
TRAUMATIC STRESSORS 

 Several issues related to the assessment of trauma history deserve 
 consideration. These include the ethics of inquiring about traumatic 
experiences, the wording of trauma exposure questions, assessing the 
characteristics of traumatic events that have particular clinical implica-
tions, the nature of memory of traumatic events, and under -  and over -
 reporting trauma exposure. 

 It is highly likely in clinical practice that a significant proportion 
of one ’ s caseload will include individuals who have been exposed to 
psychological trauma and struggle with associated mental health 
problems. In fact, between 50 to 60% of the general adult population 
has reported at least one incident of psychological trauma exposure 
(Kessler, Sonnega, Bromet, Hughes,  &  Nelson, 1995), with similar 
estimates in children and adolescents (Copeland, Keeler, Angold,  &  
Costello, 2007). Furthermore, exposure to traumatic events in child-
hood (e.g., Felitti et al., 1998) or in adulthood (e.g., Leverich et al., 
2002) is associated with an increased risk of a range of serious mental 
and physical health problems, including but not limited to PTSD. In 
the seriously mentally ill, rates of trauma exposure are even higher. Yet, 
trauma histories are often not routinely assessed in practice (Cusack, 
Frueh,  &  Brady, 2004). 

 Clinicians will want to keep in mind that most trauma - exposed indi-
viduals do not develop PTSD, and among those who do, about half remit 
over time (e.g., Dohrenwend et al., 2006). In fact, many children and 
adults who experience traumatic stressors do not develop any clinically 
significant emotional problems. This has led some professionals to ques-
tion whether it is appropriate to routinely screen for trauma exposure, 
since spontaneously asking about such experiences might cause clients 
significant distress. While this concern has intuitive appeal, research de -
monstrates that asking about potentially traumatic experiences is not 
distressing for most respondents. Even those who feel distressed do 
not regret responding to such questions. In fact, many respondents report 
that they benefited from an opportunity to disclose traumatic experi-
ences to a concerned professional (Newman  &  Kaloupek, 2004). 
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122    Assessing Trauma Exposure and Posttraumatic Morbidity

 Despite the above findings, it is important to be cautious when ask-
ing clients to disclose traumatic experiences. Laypersons (and many 
professionals) often incorrectly assume that trauma history assessment 
involves a detailed  “ dredging up ”  of memories of potentially traumatic 
experiences. So it is important to clearly state that the client should 
only disclose what she or he feels ready and able to disclose. One possi-
ble exception to this guideline is when months elapse in treatment while 
avoiding discussion of trauma exposure, with the proverbial  “ elephant in 
the room. ”  In such cases, the clinician sometimes must nudge the patient 
to discuss difficult memories. 

 Questions should be as free from colloquial and academic terms as 
possible, particularly terms that may be both anxiety - provoking and 
subject to many different interpretations. Asking if a client has ever 
been  “ abused ”  or witnessed  “ domestic violence ”  may be problematic for 
a couple of reasons: (a) it does not assist the client in describing  their 
actual experience , and (b) the emotionally charged nature of these terms 
may lead to under -  or over - reporting. In fact, one author (JDE) treated 
a client who believed that when her dating partner forced her into 
sexual intercourse, this would not be considered  “ rape ” ; she mistakenly 
believed that the term  “ rape ”  only applied when the perpetrator was a 
stranger. This example is just one of many myths people have about trau-
matic events. In order to avoid some of these pitfalls, it is recommended 
that the clinician use standardized, behaviorally specific questions that 
briefly and matter - of - factly describe features of stressful experiences 
that research suggests are likely to elicit traumatic stress reactions. For 
example, rather than asking  “ Were you physically abused as a child, ”  it 
is better to ask a question such as  “ When you were less than 18 years 
old, did anyone who was in charge of you (e.g., babysitter, relative, etc.) 
ever hit, slap, shove, kick, burn, or punch you in a way that left a mark/
bruise or led you to miss school or go to the doctor? ”  Instruments that 
provide these types of trauma history questions will be described later in 
this chapter. 

 It also is important to therapeutically guide clients when they dis-
close potentially traumatic experiences so that they do not come away 
from the assessment feeling emotionally overwhelmed or stigmatized 
by their disclosure. The first step in this process is to clearly explain 
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to each  client why trauma history is being assessed. This explanation 
should communicate the importance of obtaining a complete psycho-
social history, and normalize the various intra -  and interpersonal dif-
ficulties the client may be experiencing as a consequence of trauma 
exposure. If these difficulties are explained as  “ normal reactions to 
severe threats to your or someone else ’ s life or safety, ”  it helps clients 
recognize that even problematic symptoms are an understandable (and 
in many ways resilient) adaptation to severe threat. The other criti-
cal step is to inform the client that it is best to approach disclosure 
of highly stressful experiences gradually, and only as the client feels 
ready. Specifically, the client should feel free to  “ pass ”  on disclosing 
any event(s) or aspects of events that she or he prefers not to think 
about or describe at the time of assessment. This provides the client 
with a mechanism for feeling in control of what is remembered and dis-
closed (Harvey, 1996), rather than feeling in any way coerced or pres-
sured. After all, perceived loss of control is a cardinal negative feature 
of traumatic stressors and should always be minimized during clinical 
encounters. In some cases, clients may reflexively describe traumatic 
experiences in great detail, even when cautioned to disclose selectively 
and gradually. It usually is helpful in such cases to empathically reflect 
the seriousness and distressing nature of the client ’ s experience(s), 
while simultaneously reassuring the client that all of the specifics can 
and will be dealt with in treatment. 

 Often the purpose of inquiring about trauma exposure is to estab-
lish or rule out a diagnosis of PTSD. PTSD ’ s Criterion A1 in  DSM - IV  
(American Psychiatric Association, 2000) requires that the trauma 
involved actual or threatened death or serious injury, or the threat to 
one ’ s bodily integrity. Criterion A2 requires that the individual ini-
tially responded to the trauma with intense fear, helplessness, or horror. 
Without a careful review of experiences that may meet these criteria, a 
diagnosis of PTSD may either be incorrectly given (if no specific trau-
matic experiences can be documented) or inaccurately assumed to not be 
present. Because trauma exposure has been linked to the risk or severity 
of a range of mental disorders other than PTSD, even if PTSD is appro-
priately ruled out, knowledge of a client ’ s trauma history may inform the 
treatment of other diagnostic conditions. 
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 In addition to the formal criteria for establishing whether an event 
meets  DSM - IV  PTSD criteria for a traumatic stressor, follow - up ques-
tions about traumatic event - related characteristics are important to 
query. Trauma characteristics may include variables such as: (a) severity 
and frequency with which traumatic stressors occurred, (b) client ’ s initial 
emotional, cognitive, and biological reactions, (c) age and developmen-
tal period in which the stressor occurred, (d) other person(s) directly 
or indirectly involved during and after the event(s), and (e) social sup-
port and/or social pressures placed upon the client during and after the 
event(s). Many of these risk and protective factors are addressed in sev-
eral of the trauma history instruments discussed below. 

 When assessing these issues it is important to realize that memory 
is quite fallible. Research has demonstrated that people have difficulty 
accurately reporting the details of their trauma history (Frueh, Elhai,  &  
Kaloupek, 2004), and they often are inconsistent across different occa-
sions when queried (e.g., Wessely et al., 2003). 

 An area of particular concern with regard to fallible memory is the 
matter of repressed memories of child sexual abuse when these are raised 
by adult patients. We acknowledge that this issue is controversial. It is 
difficult to determine clinically if any memory, including a memory of 
traumatic events, was  “ repressed ”  as opposed to having not been encoded 
in long - term memory or not recalled due to ordinary forgetting. It also 
is difficult to determine if a memory has been  “ recovered, ”  as opposed 
to being constructed to fulfill a conscious or non - conscious psychologi-
cal motivation (McNally, 2003). Clinicians are advised to not  encourage 
patients to search for  “ repressed ”  memories, and to not directly or indi-
rectly validate a  “ newly recovered ”  memory as definitely true or false; 
they should also not invalidate claims of  “ recovered ”  memories outright. 
Therefore, especially in a high - stakes clinical situation, such as when 
legal involvement is ongoing or imminent, corroboration of trauma 
exposure using medical, educational, military, police department, or 
other records is necessary. 

 On a related note, an important issue for the clinician to consider is 
whether there are any factors that may motivate a client to under -  or 
over - report trauma exposure. Reasons to under - report trauma include 
wanting to preserve one ’ s family (when the alleged perpetrator lives 
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with, and even financially supports, the victim), fear of retribution by 
the perpetrator, fear of being stigmatized or blamed as a trauma vic-
tim, lack of encouragement to disclose and past negative experiences 
from disclosing trauma, and fear of emotional consequences (Acierno, 
Kilpatrick,  &  Resnick, 1999). Reasons to over - report trauma include 
attempts at financial compensation from litigation or disability applica-
tion (Guriel  &  Fremouw, 2003), seeking of attention, or other motiva-
tions for taking on the patient role (Lacoursiere, 1993; Rosen  &  Taylor, 
2007). In Veterans Affairs Medical Centers, disability compensation 
for PTSD can be associated with large monetary incentives when prior 
combat exposure is linked to current PTSD (Frueh, Grubaugh, Elhai,  &  
Buckley, 2007). 

 In private practice contexts, assuming the patient is not involved in 
trauma - related litigation, a clinician can usually take the patient ’ s self -
 report of trauma at face value. On the other hand, in cases where the 
patient has a large incentive to report being involved in a trauma (e.g., 
a veteran who claims combat - related PTSD, mitigation in a criminal 
case, personal injury litigation), the clinician should remain skeptical 
(but not necessarily suspicious) of the patient ’ s report and seek to review 
objective documentation. In noting these concerns we must provide the 
caveat that over - reporting trauma exposure does not necessarily mean 
the client did not experience a trauma. Instead, an individual may be 
exaggerating or over - reporting a bona fide experience as an expression of 
severe distress. 

  Strategies for Trauma History Assessment 

 We recommend the following major steps when inquiring about a cli-
ent ’ s history of exposure to potentially traumatic events. First, since 
asking about trauma exposure involves sensitive questions, it is wise to 
begin the query with a preface statement. This statement can orient 
the respondent to the trauma query and convey the clinician ’ s knowl-
edge that most people have experienced traumatic stressors at some 
point. It also is important to communicate that stress reactions follow-
ing such exposure are not uncommon, may occur immediately or after 
a delay, and reflect a healthy self - protective attempt to survive and be 
prepared for future threats. Clients also benefit from reassurance that 
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it is only when stress reactions interfere with a person ’ s well - being or 
functioning that treatment is needed. Lastly, it can be explained that 
effective treatments require that the clinician knows enough about 
the client ’ s past traumatic experiences to teach the client ways to cope 
with specific stress reactions that have become problematic. This over-
view demonstrates that the clinician is empathetic, while also com-
municating how an understanding of trauma history can benefit the 
patient (Acierno, Kilpatrick, & Resnick, 1999). 

 Second, the clinician should ideally use a psychometrically sound, 
standardized interview or self - report instrument that contains a list 
of behaviorally specific questions regarding types of trauma, querying 
whether the respondent has experienced these events. Follow - up probe 
questions should ideally be used judiciously after each trauma ques-
tion to gain a comprehensive picture of relevant trauma characteristics. 
These follow - up probes will help to rule in/out a PTSD diagnosis (i.e., 
 DSM - IV  Criterion A1 and A2), as well as identify trauma - related reac-
tions and adaptations that should be addressed in treatment. Similar to 
other components in a structured mental health assessment (e.g., family, 
health care, or educational history), probing should not be open - ended, 
but instead should be done with the fewest questions necessary to effi-
ciently target specific risk or protective factors. In high - stakes clinical or 
forensic contexts, objective documentation of trauma exposure should 
be sought. 

 Third, if the client endorses more than one type of traumatic stressor, 
which in clinical mental health samples is more common than not, she 
or he should be asked to nominate a particular  “ index ”  event (e.g., the 
event that currently causes the most distress) in relation to which PTSD 
symptoms will subsequently be assessed. We will discuss this issue in 
greater detail later in this chapter.  

  Instruments 

 Several instruments are available to assess trauma history. Each measure 
has its own advantages and disadvantages. We will not review all of these 
measures, but will focus on measures that appear to be relatively widely 
used and are psychometrically sound. When mentioning interviews, 
we provide information on administration time, since longer times can 
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 burden a clinician ’ s resources. The interested reader should refer to sev-
eral other sources for more specific details on measures for adults (Briere, 
2004; Frueh, Elhai,  &  Kaloupek, 2004) and children (Nader, 2008; 
Ohan, Myers,  &  Collett, 2002). Table  6.2 , provided at the end of this 
chapter, lists contact information for obtaining these measures. 

  Adults : For a brief, simple self - report checklist of traumatic events, the 
17 - item Life Events Checklist (LEC, Gray, Litz, Wang,  &  Lombardo, 
2004) can serve well, although its items have very little behavioral 
specificity and contain no follow - up probes. Two slightly longer self -
 report measures with better behavioral specificity for assessing trau-
matic event characteristics include the Stressful Life Events Screening 
Questionnaire (SLESQ, Goodman, Corcoran, Turner, Yuan,  &  Green, 
1998), which queries 12 specific traumatic events, and the Trauma 
History Questionnaire (THQ, e.g., Mueser et al., 2001), which inquires 
about 24 traumatic events. 

 Several more comprehensive self - report instruments of trauma expo-
sure are available, each assessing trauma - related characteristics using fol-
low - up probes. Adapted from the Traumatic Event Screening Instrument 
for children (TESI), the Traumatic Events Screening Inventory for 
Adults (TESI - A, Ford  &  Fournier, 2007) inquires about 18 discrete 
types of traumatic events (Ford  &  Fournier, 2007). The Traumatic Life 
Events Questionnaire (TLEQ, Kubany et al., 2000) queries exposure to 
23 traumatic events, and the Trauma Assessment for Adults (TAA; with 
an interview version available as well) has excellent behavioral speci-
ficity and newly published psychometric analyses (Gray, Elhai, Owen, 
 &  Monroe, 2009). Finally, the Childhood Trauma Questionnaire (e.g., 
Scher, Stein, Asmundson, McCreary,  &  Forde, 2001) is a 28 - item self -
 report scale that is especially useful for assessing neglect and abuse histo-
ries reported by adults. 

  Children : Fewer child measures that query trauma exposure are avail-
able (though some child PTSD interviews also query trauma exposure, as 
discussed below). The TESI can be administered directly to a child via in -
terview (TESI - C) or self - report (TESI - C/SR), or to the child ’ s parent via 
interview (TESI - PRR) (e.g., Ford, Hartman, Hawke,  &  Chapman, 2008). 
Additionally, the Dimensions of Stressful Events Rating Scale is a 50 - item 
interview measure of trauma exposure that includes follow - up  questions 
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and takes about 15 to 30 minutes to administer (Fletcher, 1996). Finally, in 
addition to being used with adults, the Childhood Trauma Questionnaire 
can be used with adolescents who are older than age 12.  

  Discussion 

 We prefer comprehensive trauma exposure instruments such as the 
TLEQ, TESI, and TAA because of their behavioral specificity, broad 
coverage of traumatic events, and the detail they gather via follow - up 
questions. Among these instruments, the TLEQ stands out because it has 
been subjected to the most careful psychometric scrutiny. Nonetheless, 
we have used shorter measures such as the SLESQ in mental health clin-
ics and primary care settings where longer measures were not logistically 
feasible. While some of these measures do not inquire about PTSD ’ s cri-
terion A2, they can be supplemented with appropriate questions. Finally, 
it should be emphasized that results from trauma history measures always 
should be taken with a grain of salt in the absence of objective docu-
mentation that trauma exposure occurred.   

  ASSESSING  PTSD  ’ S SYMPTOM CRITERIA 

 Several issues deserve discussion regarding the assessment of the 17 symp-
tom criteria that define PTSD (See Chapter  1 , Table  1.2 .). These include 
linking PTSD symptoms to a particular traumatic event, ensuring that a 
sufficient amount of time has elapsed before assigning a PTSD diagnosis, 
selecting PTSD symptom queries or questions, identifying a PTSD symp-
tom as clinically significant, considering PTSD ’ s symptom structure, con-
sidering special populations, and assessing the client ’ s response style. 

  Linking Symptoms to a Traumatic Event 

 Theoretically, PTSD symptoms can be assessed by referencing a specific 
traumatic event. However, since most trauma survivors report experienc-
ing more than one type of trauma (Kessler et al., 1995), PTSD symp-
toms can alternatively be assessed in relation to one ’ s trauma history in 
general, without reference to a specific event. Additionally, symptoms 
can be assessed more globally by inquiring about symptoms in relation 
to a particular time in one ’ s life (during which trauma had occurred 
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 intermittently). Finally, some investigators have queried PTSD symp-
toms without referencing any particular trauma or time - frame. 

 Let us consider just one symptom example — PTSD ’ s symptom Criterion 
C5: feeling detached from other people. In this instance, a clinician could 
ask if the respondent felt detached from people: (a) as a direct result of a 
specific traumatic event, (b) as a consequence of one ’ s traumatic events in 
general (when more than one trauma is reported), (c) as a consequence of 
a period in life (e.g., military experience), or (d) in general (without refer-
encing any traumatic or lifetime experience). 

 There are two important reasons to take the first approach and link 
PTSD symptom queries to a single, index trauma (Long  &  Elhai, 2009). 
First, when global/unreferenced symptom queries are conducted, a 
respondent may endorse a PTSD symptom that arose from causes other 
than trauma. For example, PTSD ’ s symptom C3 (difficulty remember-
ing aspects of the trauma) can be caused by normal forgetting or by 
age - related cognitive impairment; symptom D1 (sleep difficulty) can be 
caused by a host of alternative issues (e.g., medical problems, change in 
work schedule, other stressors); symptom D3 (difficulty concentrating) 
can be attributed to other disorders (e.g., depression, insomnia), and so 
on. In fact, evidence suggests that when asking individuals to rate PTSD 
symptoms from events that do not satisfy PTSD ’ s Criterion A1, rela-
tively high levels of PTSD severity can result (Long et al., 2008) — sug-
gesting that PTSD symptoms can indeed be attributed to other causes 
than trauma. Second, some of PTSD ’ s symptoms overlap with other 
mood and anxiety disorders (Elhai, Grubaugh, Kashdan,  &  Frueh, 2008; 
Rosen, Spitzer,  &  McHugh, 2008). Consequently, the primary means of 
distinguishing PTSD from other disorders is based on whether the symp-
toms are linked to a specific trauma. By definition, for a diagnosis of 
PTSD to be made, all symptoms must be satisfied in reference to at least 
one single trauma; it is not permissible to satisfy one symptom criterion 
from one trauma, and another criterion from another trauma (American 
Psychiatric Association, 2000). 

 Trying to link PTSD symptoms to an index trauma does not come 
without costs. In many cases, trauma survivors may not adequately 
sequester their PTSD symptom ratings as resulting from one trauma ver-
sus another. Clearly, a nightmare about a rape can be sequestered from 
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a nightmare about a natural disaster; but some of PTSD ’ s symptoms are 
less clear. For example, can we expect an individual who has been in two 
motor vehicle accidents to accurately state which one is responsible for 
their difficulty concentrating or their irritability? In this type of case, the 
most distressing instance might be nominated for PTSD symptom query, 
but this would not necessarily resolve the matter.  

  Time Since the Trauma 

 It is important to be mindful of the time that has elapsed between the 
occurrence of an index trauma and the PTSD evaluation. A  DSM - IV  
PTSD diagnosis requires that symptoms last for more than one month. 
Therefore, the clinician is advised not to diagnose a client with PTSD 
if the evaluation happens to take place less than one month between 
the trauma ’ s occurrence and the evaluation date. In such a case (e.g., 
a recent traumatic loss; ongoing domestic, community, or military vio-
lence), acute stress disorder (ASD) rather than PTSD can be considered. 
Per the  DSM - IV , ASD involves similar symptoms to PTSD, with the 
addition of a set of dissociative symptoms (Bryant  &  Harvey, 2000). 

 A related issue involves PTSD symptoms that are reported with 
delayed onset. The concept of delayed onset is provided as a  DSM - IV  
PTSD diagnostic specifier to indicate that symptoms did not develop until 
months or years after a traumatic event. Research has found that presen-
tations of delayed PTSD are uncommon, if not nonexistent, unless the 
person previously experienced acute stress or posttraumatic stress symp-
toms (Andrews, Brewin, Philpott,  &  Stewart, 2007; Frueh, Grubaugh, 
Yeager,  &  Magruder, 2009). Thus when meeting with a patient who pres-
ents with delayed onset PTSD, the possibility that some of his or her PTSD 
symptoms actually appeared earlier needs to be ruled out.  

  Assessing Symptoms 

 The clinician is cautioned to take  DSM - IV  ’ s structure of PTSD symp-
toms (i.e., re - experiencing, avoidance/numbing, and arousal) with a grain 
of salt. Studies examining how well PTSD symptoms are intercorrelated 
(or hang together) demonstrate that this three - factor model does not ade-
quately represent PTSD ’ s latent structure. Instead, two competing mod-
els have emerged as best fitting PTSD ’ s structure: (a) a four - factor model 
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 similar to the  DSM - IV  PTSD model, but separating PTSD ’ s effortful 
avoidance and emotional numbing symptoms; and (b) a four - factor model 
of re - experiencing, avoidance, dysphoria and hyperarousal. These mod-
els are reviewed by Asmundson, Stapleton, and Taylor (2004). What this 
means clinically is that effortful avoidance and emotional numbing symp-
toms should not be considered one and the same. Further, some symptoms 
like difficulties concentrating and sleeping may be considered as general 
symptoms of distress rather than specific posttraumatic sequelae. 

 An assessment of PTSD ’ s symptom clusters can be reliably and validly 
conducted by using a standardized list of queries. Several of these instru-
ments are discussed later in this chapter. It is important to emphasize that 
only an interviewer - administered instrument should be used in firmly 
deciding whether a client has PTSD, since interviews allow for  clinical 
judgment. Therefore, a self - report instrument (e.g., symptom check  list) 
should not be the sole basis for determining a PTSD diagnosis. Checklists 
often do not assess functional impairment, and consequently, they can 
result in false positives and overestimations of PTSD ’ s prevalence 
(Ruggiero, Del Ben, Scotti,  &  Rabalais, 2003). Despite their limitations, 
self - report measures can be used to track a patient ’ s symptom course dur-
ing treatment. 

 Clinicians should consider not only whether PTSD symptoms are 
present, but also the severity of reported problems. Using a  “ yes ” / “ no ”  
rating format makes it impossible to track gradations of symptom 
improvement over the course of treatment. Additionally, without 
information on the severity of a symptom, it cannot be determined if 
a reaction should be considered  “ clinically significant. ”  There is no 
universal agreement on which various levels of symptom severity meet 
criteria for being a  “ significant symptom, ”  and  DSM - IV  provides no 
assistance in arriving at such a determination. Thus clinical judgment 
often is required. 

 Gauging PTSD symptom severity can be done primarily in two 
ways. Symptoms can be assessed for how frequently (e.g., nightmares 
occurring once per month vs. once per week) and/or how intensely 
they occur (e.g., nightmares keeping the client awake for one hour 
vs. three hours after). The majority of PTSD assessment measures 
query symptoms either based on frequency  or  intensity, although a few 
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 measures assess both dimensions. As it turns out, emerging research 
suggests the two severity dimensions are so highly intercorrelated that 
they are essentially redundant (Elhai et al., 2006). On the other hand, 
from a clinical standpoint, the impact on a client ’ s well - being and 
functioning can be altered by different combinations of frequency 
and intensity. Compare, for example, a flashback that occurs once 
every few months, but is so intense the client requires acute psychi-
atric hospitalization, with a series of moderately disabling flashbacks 
that occur several times a week. The experienced clinician will appre-
ciate that treatment for these two  “ comparably severe ”  PTSD symp-
toms is likely be quite different (e.g., crisis prevention and emotion 
regulation as a focus in the first case, versus stress inoculation and 
exposure therapy in the latter case). Therefore, it is important to care-
fully define symptom  “ severity ”  in each PTSD case with specific refer-
ence to frequency and intensity, rather than simply labeling symptoms 
as more or less severe.  

  Special Populations 

 Clinicians should always be sensitive to cultural differences when assess-
ing PTSD, as symptoms can have differing expression in non - Western 
cultures. At the same time, differences should not be created when they 
do not exist. For example, with regard to racial differences between 
Caucasian and African Americans, we have found little support for racial 
differences in the expression of PTSD, both among civilian (Davis et al., 
2006) and military trauma samples (Frueh, Elhai, Monnier, Hamner,  &  
Knapp, 2004; Grubaugh et al., 2006). 

 Working with the seriously mentally ill who report trauma exposure 
and subsequent PTSD deserves special consideration as well. PTSD is 
often given short shrift among patients identified as suffering from seri-
ous mental illness such as psychosis or bipolar disorder (Cusack et al., 
2004). However, the presence of serious mental illness does not neces-
sarily mean that the patient ’ s posttraumatic emotional difficulties pale 
in comparison to their psychosis or mania; PTSD may be just as or more 
burdensome than other serious mental disorders. And in fact interven-
tions can be used and are efficacious for treating such patients ’  PTSD 
(Frueh, Grubaugh, Cusack, Kimble, Elhai, & Knapp, 2009).  
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  Assessing Response Style 

 PTSD symptoms can be minimized or under - reported for reasons similar 
to why any psychopathology may be minimized (e.g., fear of losing child 
custody, application for a job, military rank demotion). However, over -
 reporting PTSD is probably more likely in a clinical or forensic setting. 
Possible reasons for over - reporting PTSD include seeking mental health 
treatment, financial compensation for a work - related traumatic injury 
or disability application, acquittal or mitigation from a criminal trial, or 
discharge from the military (Guriel  &  Fremouw, 2003; Rosen  &  Taylor, 
2007). Thus, the setting in which the PTSD evaluation is conducted 
should be taken into context. In settings such as jails, prisons, and VA 
medical centers where there is a clear incentive to appear symptom-
atic with PTSD, the clinician should be skeptical of PTSD reports and 
use proper methods to rule out malingering (Guriel  &  Fremouw, 2003; 
Resnick, West,  &  Payne, 2008; Rosen, 2004).  

  Strategies 

 We have two recommendations to make for the clinician who assesses 
PTSD symptoms. First, assuming that the clinician elicited the client ’ s 
most currently distressing past traumatic experience (or the present-
ing trauma for specific forensic or clinical purposes), the client should 
be instructed to rate all PTSD symptoms with reference to that trau-
matic stressor. When approaching this phase of the assessment, it is 
not uncommon for clients to select a technically sub - traumatic stressor 
(e.g., a difficult divorce; work or financial crises; or other incident not 
meeting Criterion A) as their most distressing past experience. While 
non - Criterion A experiences may be extremely stressful and relevant 
to the overall clinical management of a patient, it is necessary for pur-
poses of a PTSD diagnosis that reference is made to an event or experi-
ence that fulfills the DSM ’ s objective and subjective stressor criteria 
(A1 and A2). A different consideration is when a client has experi-
enced multiple or prolonged traumatic stressors that all cause signifi-
cant levels of distress. In such cases, it is best to encourage the client to 
prioritize one event or series of events (e.g., a series of incest or physi-
cal abuse events over a period of months or years) as the most currently 
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distressing. Some clients will have difficulty making this determination 
because different symptoms may be endorsed in reference to different 
traumatic stressors (e.g., triggered reminders of a severe accident along 
with nightmares of being physically assaulted and avoidance of remind-
ers of a sexual assault). 

 Our second recommendation is that the clinician should use a psy-
chometrically sound PTSD self - report or interviewer - administered 
instrument. Ideally, this measure should be a continuously scaled or 
dimensional instrument (rather than including binary items that sim-
ply inquire whether the symptom is or is not present) that assesses 
the frequency and/or intensity of symptoms. When conducting diag-
nostic evaluations, an interviewer - administered instrument is always 
preferred over written self - report formats. When the clinician has rea-
son to suspect an altered response set (i.e., under -  or over - reporting), 
additional measures should be administered to rule out malingering or 
defensiveness.  

  Instruments 

 Numerous instruments are available to assess PTSD symptoms in adults 
and children/adolescents, each with unique advantages and disadvan-
tages. As with our coverage of trauma exposure instruments, we will 
focus on measures that appear to be relatively widely used and psycho-
metrically sound. The interested reader should refer to several other 
sources for more specific details on adult (Briere, 2004; Frueh, Elhai, 
 &  Kaloupek, 2004; Norris  &  Hamblen, 2004) and child (Nader, 2008; 
Ohan et al., 2002) measures. Table  6.2  at the end of our chapter provides 
contact information. 

  Adults : With regard to adults, several self - report PTSD instruments 
are available that mirror  DSM - IV  ’ s PTSD symptoms. With only 17 
symptoms to assess, these measures probably do not overly burden the 
respondent. Among these measures is the PTSD Checklist (PCL, e.g., 
Ruggiero et al., 2003), a widely used measure of PTSD symptom inten-
sity in military and civilian trauma samples (Elhai, Gray, Kashdan,  &  
Franklin, 2005). A similar instrument is the PTSD Symptom Scale 
(PSS), which measures symptom frequency, examined primarily in civil-
ian trauma samples (Foa  &  Tolin, 2000). The PSS was subsequently 
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modified to create two alternative instruments: (a) a brief screen of 
trauma exposure and assessment of PTSD ’ s duration and functional 
impairment criteria were added to create the Posttraumatic Diagnostic 
Scale (PDS, e.g., Griffin, Uhlmansiek, Resick,  &  Mechanic, 2005); 
and (b) queries of symptom intensity were added to create the Modified 
PTSD Symptom Scale (e.g., Falsetti, Resnick, Resick,  &  Kilpatrick, 
1993, June). Additionally, there are self - report measures that do not 
map onto  DSM - IV  ’ s PTSD symptom criteria, but rather were developed 
empirically or before  DSM - IV  ’ s publication. Some widely used examples 
include the Impact of Event Scale - Revised, and the 100 - item Trauma 
Symptom Inventory (Briere, 2004; Frueh, Elhai,  &  Kaloupek, 2004; 
Norris  &  Hamblen, 2004). 

 When the goal of assessment is to screen for potential PTSD, self -
 report measures such as the PCL and PSS may be useful, but even briefer 
instruments have been developed and validated. Measures such as the 
four - item Startle, Physiological Arousal, Anger, and Numbness (SPAN) 
and 10 - item Trauma Screening Questionnaire are discussed in Brewin 
(2005). Additionally, four -  to six - item PTSD screens for use in primary 
care clinics have proven useful (Kimerling, Trafton,  &  Ngyuen, 2006; 
Lang  &  Stein, 2005). 

 Finally, several interview - based PTSD measures are available. The 
PSS, already discussed, can be used as an interviewer - administered 
measure. It takes approximately 20 to 30 minutes to administer and 
assess PTSD symptoms, without taking into account duration or func-
tional impairment as required for a diagnosis. The Structured Interview 
for PTSD allows assessment of either item frequency or intensity, and 
uses fairly precise behavioral anchors for rating symptoms, resulting in 
improved reliability across raters, and about 20 to 30 minutes of admin-
istration time (Davidson, Kudler,  &  Smith, 1997). The Clinician -
 Administered PTSD Scale (CAPS) is the most comprehensive and 
widely used PTSD interview (Elhai et al., 2005). It is packaged with the 
Life Events Checklist to assess trauma exposure, and it is the only PTSD 
interview that assesses both item frequency  and  intensity. It has precise 
behavioral anchors for unambiguous rating and has been scrutinized 
across various trauma - exposed samples (Weathers, Keane,  &  Davidson, 
2001). Unfortunately, the CAPS is lengthy to administer,  taking 40 to 
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60 minutes. Other PTSD interviews only assess the  presence or absence of 
symptoms, not symptom severity (e.g., PTSD  modules of the Structured 
Clinical Interview for  DSM - IV  Axis I Disorders, Composite International 
Diagnostic Interview). 

  Children : Several PTSD self - report measures are available, generally for 
children aged 6 or 7 and older. The Child PTSD Symptom Scale is a child 
version of the PDS, and maps well onto  DSM - IV  ’ s PTSD criteria (Foa, 
Johnson, Feeny,  &  Treadwell, 2001). Other child PTSD self - report mea-
sures do not really follow  DSM  ’ s criteria. These measures inquire about 
only some symptoms, or they query all PTSD symptoms along with others 
that are only tangentially related to PTSD. Two notable  measures fairly 
widely used are the Trauma Symptom Checklist for Children (TSCC) 
and the Trauma Symptom Checklist for Young Children (TSCYC). The 
TSCC is a 54 - item scale developed for 8 -  to 16 - year - olds (e.g., Sadowski  &  
Friedrich, 2000). The TSCYC is a 90 - item scale developed for 3 -  to 12 - year - 
olds (Briere, 2005). 

 Standardized or  “ structured ”  interviews also are available for child 
PTSD assessment, again generally for ages 6 or 7 and older. The Clinician -
 Administered PTSD Scale for Children and Adolescents (CAPS - CA) 
is patterned after the adult CAPS. It is packaged with the Life Events 
Checklist to assess trauma exposure and assess PTSD item frequency 
and intensity, offering the same unique features as the adult version of 
the CAPS, and taking between 30 to 120 minutes to administer. The 
Children ’ s PTSD Inventory takes 15 to 20 minutes of administration 
time. It includes a preface about typical traumatic events, and assesses 
PTSD symptoms, albeit using binary items (e.g., Saigh et al., 2000). Other 
notable possibilities include PTSD modules of the Diagnostic Interview 
for Children and Adolescents - Revised (DICA - R), Diagnostic Interview 
Schedule for Children (DISC) and others (Ohan et al., 2002).  

  Discussion 

 To minimize time constraints in busy clinical practices, we are gen-
erally supportive of the following options: (a) use of a broad - based 
diagnostic interview to assess for a range of psychopathology, with 
inclusion of a PTSD module, followed by an assessment of PTSD sever-
ity using a shorter measure such as the PCL or PSS if a client screens 
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positive for PTSD, or (b) in a setting that likely has a large proportion of  
PTSD - diagnosed individuals (e.g., rape shelter, VA combat PTSD 
clinic),  routinely administering a relatively short PTSD interview 
such as the PSS. In other settings where it is not permissible or fea-
sible to administer a measure longer than a few items (e.g., a medical 
clinic, mass disaster shelter), use of a four - to - six item PTSD assess-
ment instrument is still better than none at all. Finally, we should 
note that many PTSD measures that include validity scales (e.g., 
TSI) should be viewed with caution, in that these validity scales are 
not adequately validated and do not appear to robustly discriminate 
between malingered and genuine PTSD (e.g., Elhai et al., 2005; Rosen 
et al., 2006).   

  ASSESSING COMORBIDITY 

 PTSD is highly comorbid with other mental disorders. This fact was 
demonstrated by Kessler and colleagues (1995) who used data from the 
National Comorbidity Survey, a nationally representative sample of 
U.S. respondents, to estimate PTSD ’ s lifetime comorbidity rates. They 
found that 44% of women and 59% of men diagnosed with PTSD also 
met criteria for at least three additional mental disorders, with the high-
est comorbidity rates found for major depression and dysthymic disorder; 
specific and social phobia; agoraphobia; and substance use. Based on 
these findings, it is probably wise to assess trauma survivors for mental 
disorders other than PTSD. 

 A potentially problematic issue in assessing issues of comorbidity 
is that several of PTSD ’ s symptom criteria are also found in criteria for 
other anxiety and mood disorders (Rosen et al., 2008). The following 
scenario demonstrates the issue ’ s complexity. A client with a history of 
trauma exposure meets full diagnostic criteria for major depressive dis-
order (MDD; with all symptoms met), and she meets the six required 
PTSD symptoms for a PTSD diagnosis. However, one of these PTSD 
symptoms is anhedonia, a symptom of major depressive disorder. That 
is, by virtue of having an MDD diagnosis, the client naturally has to 
meet some criteria for PTSD because of the symptom overlap. Should 
the  client be diagnosed with PTSD, MDD, both disorders, or neither 
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 disorder? An objection to diagnosing the client with both disorders 
could be that we would essentially be  “ double - dipping ”  — diagnosing 
two  conditions unnecessarily and therefore overpathologizing a client ’ s 
 presentation. We investigated this issue empirically and examined the 
effect on PTSD ’ s comorbidity rates by removing overlapping symptoms 
from the diagnoses. What we found was that comorbidity rates were 
identical whether using or removing these overlapping symptoms (Elhai 
et al., 2008). Thus, it may be appropriate to diagnose a client with all 
disorders for which criteria are met, even if symptoms overlap. 

 We recommend the following two major steps when inquiring about 
mental disorders other than PTSD among trauma survivors. First, a broad-
band structured or semi - structured diagnostic interview should be used 
that assesses the full range of clinical disorders — one that has been found 
reliable and valid from psychometric studies. Second, based on which 
disorders the client appears to meet criteria for (e.g., generalized anxiety 
disorder), these disorders should be subsequently probed further with spe-
cific self - report measures to inquire about the frequency or intensity of 
symptoms (e.g., a measure specifically tapping generalized anxiety disor-
der severity). 

 We have found that some clinicians are opposed to structured inter-
views because they believe this approach takes too much time to admin-
ister; interferes with rapport during the initial session and therefore is 
not favored by clients; does not allow for nuanced questions or clinical 
judgment; and, proves too financially costly. All of these concerns can 
be addressed. Thus, some structured interviews take only 15 to 20 min-
utes to complete; clients can appreciate the rationale for this approach 
when informed that diagnostic accuracy is maximized; adjunct ques-
tions and clinical judgment can still be used; and some are available at 
no financial charge. We therefore advise the clinician who is unfamiliar 
with structured diagnostic interviews to locate one, try it with a couple 
of clients, solicit their feedback, and then make an informed decision 
about whether to continue their use. 

 In the United States, the most widely used structured diagnos-
tic interview for adult clinical disorders is the SCID - I (First, Spitzer, 
Gibbon,  &  Williams, 1996). It is semi - structured, in that it provides 
flexible probes, and a version for clinical practice is available, as well 
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as a slightly expanded version for research purposes. Administration 
time can range from 45 to 90 minutes. Because of concerns about 
administration time for clinicians in practice, a good but shorter diag-
nostic  interview  alternative is the Mini International Neuropsychiatric 
Interview (Sheehan et al., 1998). The MINI only requires about 15 to 
20 minutes of administration, and has yielded comparable psychomet-
ric properties when compared against the longer SCID and CIDI. The 
MINI is modeled after the aforementioned structured interviews, but 
it is streamlined with skip - out rules to substantially reduce adminis-
tration time and required paper quantity. Other adult structured diag-
nostic interviews are discussed elsewhere (Segal  &  Coolidge, 2003; 
Summerfeldt  &  Antony, 2004). 

 Several structured diagnostic interviews are available for children and 
adolescents. The DICA - R (e.g., Reich, 2000) is a semi - structured inter-
view and takes about 2 to 3 hours to administer. Next, the Diagnostic 
Interview Schedule for Children (DISC, e.g., Shaffer, Fisher, Lucas, Dulcan, 
 &  Schwab - Stone, 2000) is highly structured and takes about 70 to 120 
minutes to administer. For a less time - consuming alternative, a version 
of the MINI is available for children, and we have found this instru-
ment useful. Other similar measures are discussed elsewhere (Hughes  &  
Melson, 2008). 

 Many clinicians, especially those working in VA settings, use the 
Minnesota Multiphasic Personality Inventory - 2 (MMPI - 2) to assess 
personality and psychopathology. This broad - based assessment mea-
sure may be helpful when assessing issues of comorbidity. At the same 
time, special considerations are needed when interpreting MMPI - 2 
profiles for victims of severe trauma exposure. First, research examin-
ing profiles of civilian (e.g., Elhai, Klotz Flitter, Gold,  &  Sellers, 2001) 
and military trauma (e.g., Elhai, Frueh, Davis, Jacobs,  &  Hamner, 
2003) demonstrate that a relatively large proportion of trauma victims 
evidence significant, extreme elevations on the MMPI - 2 ’ s Infrequency 
Scale (F) and Scale 8 (Schizophrenia). Although high elevations on 
the F scale can indicate symptom overreporting, previous research 
has found that common trauma - related mental health problems 
largely accounted for variation in F scale scores, especially dissocia-
tion (Klotz Flitter, Elhai,  &  Gold, 2003). Therefore, other MMPI - 2 
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validity scales have been developed that are less confounded with 
genuine trauma - related distress (e.g., Elhai et al., 2004; Elhai et al., 
2002). Additionally, depression and dissociation among trauma survi-
vors largely accounted for variation in Scale 8 scores, suggesting that 
psychosis should not be over - interpreted in MMPI - 2  profiles among 
this population (Elhai, Frueh, Gold, Hamner,  &  Gold, 2003; Elhai, 
Gold, Mateus,  &  Astaphan, 2001).  

  CASE STUDY: METHODS AND RESULTS 

 Presented below is a checklist that identifies the key issues and assess-
ment strategies that we have presented thus far.   

 Table 6.1 Checklist for Issues and Strategies in Assessing Trauma 
Survivors 

Assessing History of Exposure to Traumatic Stressors

         1 Feel confident about the ethics in making such queries.  
 2  Provide a rationale for such inquiry, and an empathic preface statement.  
  3  Use items with standardized, behaviorally specific language, from a psychometrically 

sound instrument.  
  4  Probe trauma - related event characteristics.  
  5 Ask the respondent to nominate an index traumatic event.  
  6 Consider memory recall problems.  
  7  Consider the possibility of under -  or over - reporting, and, in some settings, attempt 

to obtain objective documentation of trauma exposure.     

Assessing Posttraumatic Stress Disorder

         1 Link symptom queries to an index traumatic event incident.  
  2 Ensure that symptoms have lasted the appropriate duration of time.  
  3 Use a validated symptom instrument, with frequency and/or intensity ratings.  
  4 Consider cultural issues.  
  5  Consider under-or over - reporting of symptoms, and in some settings, attempt to rule 

out malingering and defensiveness.     

   Assessing Other Mental Health Problems 

     1  Assess additional disorders than PTSD using a broadband measure of personality or 
diagnosis.  

  2 Further probe other mental health problems using specific symptom measures.     
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 With this checklist in mind, we can now return our attention to the 
case study introduced at the beginning of this chapter. Armed with 
knowledge on methods, procedures and instruments for assessing trauma, 
PTSD and other mental health problems, this case represents a practical 
illustration, albeit with a fictional patient. We should emphasize that the 
selection of instruments discussed below represents merely one example 
of the many possibilities previously covered. 

 In the case of Mr. Gavin, the clinician was especially careful to con-
duct a thorough evaluation because of the likely possibility of legal 
involvement. Legal concerns clearly applied because the client reported 
that his bank was being sued by customers, and Mr. Gavin possibly had 
a worker ’ s compensation claim. The clinician gathered a detailed demo-
graphic, educational, employment, social, legal, family, mental health, 
and medical history. 

 After gathering historical information discussed above, the clinician 
assessed trauma history using the TLEQ. He began administering the 
TLEQ by first providing a preface indicating empathy and understand-
ing. Results of the TLEQ revealed two other specific traumatic events 
reported by Mr. Gavin who had witnessed as a child his father occasion-
ally hitting his mother, and who on occasion had himself been hit by 
his father with sufficient force to cause injury (thus meeting PTSD ’ s 
Criterion A1). The clinician asked Mr. Gavin to nominate the trauma 
that currently caused him the most distress, and the attempted robbery 
was chosen (though in our clinical experience, the most distressing 
trauma chosen is not necessarily the one that the clinician would pre-
dict is the most distressing). Mr. Gavin additionally stated that when the 
customer was shot, he felt horrified (thus meeting PTSD ’ s Criterion A2). 
The clinician did not need to obtain additional proof of the recent trau-
matic stressor, since its occurrence had been covered on the local news. 

 After a general clinical interview asking Mr. Gavin about the prob-
lems he was having, the clinician administered the PSS - Interview 
version, instructing Mr. Gavin to rate PTSD symptoms based on his 
experience with the attempted robbery. The client endorsed three 
re - experiencing symptoms (intrusive thoughts, nightmares, and emo-
tional reactivity when first returning to the bank; Criterion B), four 
avoidance and numbing symptoms (persistent avoidance of thoughts 
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and activities related to the incident, anhedonia, and social detach-
ment; Criterion C), and three hyperarousal symptoms (difficulty 
sleeping and concentrating, and hypervigilance; Criterion D). Most 
symptoms were endorsed as occurring at least several times per week. 
Mr. Gavin reported that the symptoms had lasted for nearly two 
months (Criterion E) and had disrupted work functioning (Criterion 
F). Based on these results, the clinician provided a diagnosis of PTSD, 
Acute. Note that because the traumatic event, although recent, hap-
pened more than four weeks beforehand, a diagnosis of Acute Stress 
Disorder was not appropriate. 

 The clinician administered the MINI to explore comorbid psychopa-
thology. Based on this interview, Mr. Gavin additionally met diagnostic 
criteria for major depressive disorder, single episode, moderate; and alco-
hol dependence, without physiological dependence. He therefore was 
administered short self - report measures of depression and alcohol use to 
probe symptom severity. 

 Finally, because of the forensic implications of this case, the clinician 
assessed Mr. Gavin ’ s response style by administering the MMPI - 2. Test 
results demonstrated a clinical profile that was consistent with the cli-
ent ’ s self - report. Validity scale scores, while somewhat elevated, were not 
invalid and suggested instead the presence of significant distress.  

  CONCLUSION 

 In this chapter, we have reviewed methods for assessing trauma history, 
PTSD, and other mental health problems among individuals presenting 
with trauma - related issues. We discussed important issues to consider in 
assessing these domains and strategies for conducting such assessments. 
A brief overview of available instruments for assessment was presented, 
along with a case study to demonstrate assessment with a trauma survi-
vor. We hope clinicians find these strategies and resources of assistance 
as they carefully and sensitively assess their clients. The proper assess-
ment of trauma history and PTSD symptoms will allow the clinician to 
accurately diagnose or rule out this diagnosis, while developing treat-
ment plans for trauma - related and comorbid psychopathology.    
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 Table 6.2 Assessment Instruments 

     Instrument      Contact Information for Obtaining the Instrument   

    Childhood Trauma 
Questionnaire  

  Available for purchase from Pearson Assessments: 
 www.pearsonassessments.com   

    Children ’ s Posttraumatic 
Stress Disorder Inventory  

  Available for purchase from the Psychological 
Corporation:  www.PsychCorp.com   

    Clinician Administered 
Posttraumatic Stress 
Disorder Scale for Children 
and Adolescents  

  Available for order at no charge from the National 
Center for PTSD:  www.ncptsd.va.gov/ncmain/
assessment   

    Composite International 
Diagnostic Interview  

  Available for purchase from Washington University ’ s 
Epidemiology Web site:  www.epi.wustl.edu/epi/assess
.htm   

    Diagnostic Interview for 
Children and Adolescents -
 Revised  

  Available for purchase from Multi - Health Systems, 
Inc.:  www.mhs.com   

    Diagnostic Interview 
Schedule for Children  

  Available for purchase from the Columbia DISC 
Development Group, Division of Child and Adolescent 
Psychiatry, 1051 Riverside Drive, New York, NY 10032, 
(888) 814 - DISC,  disc@worldnet.att.net   

    Dimensions of Stressful 
Events Rating Scale  

  Available at no charge from Kenneth Fletcher, 
Ph.D., Psychiatry Department, 55 Lake Avenue 
North, Worcester, MA 01655 - 0001, (508) 856 - 3329, 
 Kenneth.Fletcher@umassmed.edu   

    Impact of Event Scale -
 Revised  

  Available at no charge from Daniel Weiss, Ph.D., 
Department of Psychiatry, University of California  -  
San Francisco, Box F - 0984, San Francisco, CA 94143 -
 0984,  daniel.weiss@ucsf.edu   

    Life Events Checklist    Available for order as part of the CAPS at no charge 
from the National Center for PTSD:  www.ncptsd
.va.gov/ncmain/assessment  
 Available as part of the CAPS for purchase from 
Western Psychological Services:  www.wpspublish.com   

    Mini International 
Neuropsychiatric Interview  

  Available at no charge by download from Medical 
Outcomes:  www.medical - outcomes.com   

    Modified Posttraumatic 
Stress Disorder Symptom 
Scale  

  Available at no charge from Sherry Falsetti, Ph.D., 
Dept. of Family and Community Medicine, College 
of Medicine at Rockford, University of Illinois at 
Chicago, 1221 East State Street, Rockford, IL 61104, 
 falsetti@uic.edu   

(continued)
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    Posttraumatic Diagnostic 
Scale  

  Available for purchase from Pearson Assessments: 
 www.pearsonassessments.com   

    Posttraumatic Stress Disorder 
Checklist (Civilian version, 
Military version, and Specific 
Stressor version  

  Available for order at no charge from the National 
Center for PTSD:  www.ncptsd.va.gov/ncmain/assessment   

    Posttraumatic Stress Disorder 
Symptom Scale (Child 
version and Adult version)  

  Available at no charge from Edna Foa, Ph.D., 
Department of Psychiatry, University of Pennsylvania, 
3535 Market Street, 6th Floor, Philadelphia, PA 
19104, (215) 746 - 3327,  foa@mail.med.upenn.edu   

    Startle, Physiological 
Arousal, Anger, and 
Numbness scale (SPAN)  

  Available for purchase from Multi - Health Systems, 
Inc.:  www.mhs.com   

    Stressful Life Events 
Screening Questionnaire  

  Available at no charge from Bonnie L. Green, Ph.D., 
Department of Psychiatry, Georgetown University 
Medical School, 310 Kober Cogan Hall, Washington, 
DC 20007, (202) 687 - 6529,  bgreen01@georgetown.edu   

    Structured Clinical Interview 
for DSM - IV Axis I Disorders  

  Available for purchase from Columbia University ’ s 
Biometrics Research Department:  www.scid4.org   

    Structured Interview for 
Posttraumatic Stress Disorder  

  Available for download at no charge from Duke 
University ’ s Anxiety and Traumatic Stress Program: 
 http://psychiatry.mc.duke.edu/Research/Research.html   

    Trauma Assessment for 
Adults (Interview version 
and Self - Report version)  

  Available at no charge from Heidi Resnick, Ph.D., 
National Crime Victims Research and Treatment 
Center, Department of Psychiatry and Behavioral 
Sciences, 171 Ashley Avenue, Charleston, SC 29425 -
 0742,  resnickh@musc.edu   

    Trauma History 
Questionnaire  

  Available at no charge from Bonnie L. Green, Ph.D., 
Department of Psychiatry, Georgetown University 
Medical School, 310 Kober Cogan Hall, Washington, 
DC 20007, (202) 687 - 6529,  bgreen01@georgetown.edu   

    Trauma Screening 
Questionnaire  

  Available at no charge from Chris Brewin, Ph.D., Sub -
 Department of Clinical Health Psychology, University 
College London, Gower Street, London WC1E 6BT, 
UK,  c.brewin@ucl.ac.uk . 
 Also included in its entirety in Brewin, C. R., Rose, 
S., Andrews, B., Green, J., Tata, P., McEvedy, C., et al. 
(2002). Brief screening instrument for post - traumatic 
stress disorder.  British Journal of Psychiatry, 181 , 158 – 162.  

 Table 6.2 (continued) 

     Instrument      Contact Information for Obtaining the Instrument   
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     Instrument      Contact Information for Obtaining the Instrument   

    Trauma Symptom Checklist 
for Children  

  Available for purchase from Psychological Assessment 
Resources:  www.parinc.com   

    Trauma Symptom Checklist 
for Young Children  

  Available for purchase from Psychological Assessment 
Resources:  www.parinc.com   

    Trauma Symptom Inventory    Available for purchase from Psychological Assessment 
Resources:  www.parinc.com   

    Traumatic Event Screening 
Instrument (Child Interview 
version, Child Self - Report 
version, Child ’ s Parent 
version, Adult version)  

  The original Child Interview version is available for 
download at no charge from the National Center 
for PTSD:  www.ncptsd.va.gov/ncmain/assessment . 
Other versions are available at no charge from Julian 
D. Ford, Ph.D., University of Connecticut Health 
Center, Psychiatry Department, 263 Farmington 
Avenue, MC 1410, Farmington, CT 06030,  ford@
psychiatry.uchc.edu   

    Traumatic Life Events 
Questionnaire  

  Available for purchase from Western Psychological 
Services:  www.wpspublish.com   

    When Bad Things 
 Happen Scale  

  Available at no charge from Kenneth Fletcher, 
Ph.D., Psychiatry Department, 55 Lake Avenue 
North, Worcester, MA 01655 - 0001, (508) 856 - 3329, 
 Kenneth.Fletcher@umassmed.edu   
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