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Abstract

This study investigated the psychometric propérties of the Computerized
PTSD Scale-Multimedia Version (CPS-M: Richard, Mayo, Bohn, Haynes, &
Kolman, 1997), a self-administered adaptation of the Clinician-Administered PTSD
Scale (CAPS: Blake, Weathers, Nagy, Kaloupek, Klauminzer, Charney, & Keane,
1990). The sample included 161 participants from both a veteran’s hospital and from
a large urban outpatient HMO system who reported a history of trauma. Indices of
internal consistency reliability (i.e., inter-item correlations, item-scale correlations,
coefficient alpha) and temporal stability fell in satisfactory ranges. To assess
convergent and discriminant validity, correlations were calculated between the CPS-
M and the following instruments: Purdue PTSD Scale, Beck Depression Inventory 11
(BDI-1I), Hospital Aﬁxiety and Depression Scale (HADS), Yale-Brown Obsessive
Compulsive Scale (YBOCS), and Antisocial Behavior Inventory (ASBI). As
hypothesized, the CMS-M was most strongly correlated with another measure of
PTSD (» = .90) followed by the BDI-II (r = .85), HADS (r =.79), YBOCS (r =.71),
and ASBI (r = .25). Confirmatory factor analysis procedures were used to assess fit of
a set of nested measurement models. The fit of four different measurement models
was tested. An oblique four-factor, first order model composed of reexperiencing
(B1-B35), avoidance (C1-C2), dysphoria (C3-C7 & D1-D3), and hyperarousal (D4-

D35) provided the best fit to the data.
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Introduction

There are several methods for assessing the presence or severity of Posttraumatic
Stress Disorder (PTSD). Clinicians may select from a broad array of options on the basis of
the intended purpose of the data collection (Barlow, 2002). The most common assessment
methods are clinician-administered interviews and self-report instruments. Computer
adaptations of self-report measures and interviews are available but seldom used. Matching
the purpose of the assessment with the assessment method requires both logistical and
qualitative considerations. For example, paper-and-pencil formats are widely used for
screening purposes but may not provide adequate detail for treatment planning. Structured
and semi-structured interviews are less desirable for widespread screening because of time
and resource requirements, but they may help build rapport and provide a better
understanding of psychological and behavioral functioning. Interviews can also be useful for
establishing a differential diagnosis but are cumbersome when used for rapid screening or
epidemiological studies. The most common clinical interview for PTSD is the Clinician-
Administered PTSD Scale (CAPS: Blake et al., 1990).

The CAPS is a reliable and valid instrument to assess PTSD and has become the
gold standard in the field of traumatic stress studies. However, it is extremely time-
consuming to administer and to train interviewers. To address these and other issues, a
computerized version of the CAPS was developed (CAPS-Multimedia or CPS-M). The
following sections provide some of the background for the development of the CPS-M.
Specifically, the initial part of this paper will briefly describe the CAPS, aspects of
computerized assessment, previously developed computerized versions of the CAPS, and

initial CPS-M psychometric results with data collected from a student sample reporting a



trauma history. Last, results from this study examining the psychometric properties of the
CP5-M in an adult sample are presented.
The Clinician-Administered PISD Scale (CAPS)

The CAPS is a semi-structured diagnostic interview that is widely considered the
“gold standard” assessment for PTSD (e.g., Forbes, Creamer, & Biddle, 2001) and has been
used in more than 200 published studies, making it the most widely used PTSD interview
(Weathers, Keane, & Davidson, 2001). The CAPS first assesses dimensions of the traumatic
event. Subsequent items assess the frequency and intensity of PTSD symptoms within the
previous thirty days. CAPS items use examples to contextualize rating anchors for
~interviewers. Features of the CAPS reflect a number of recommendations by Watson (1990)
for characteristics of PTSD assessment instruments. First, items directly reflect the
diagnostic criteria. Second, scoring procedures permit both dichotomous and continuous
scoring at the item, criterion, and diagnostic levels. Third, psychorﬁetric evaluations
demonstrate acceptable validity and reliability. Last, trained non-clinicians are able to use
the measure effectively. The CAPS takes roughly an hour to administer and additional time
to score and interpret results. Potential clinician administration and data collection errors
include interviewer biases and deviation from protocol questions (protocol drift).
Cémputerization of this i_nstrumenf would capitalize on its strengths while decreasing the
threats from its weaknesses.

Computerized Assessment

Computerized assessment instruments provide a variety of benefits, including

reduced demands on time and resources, increased speed of data analysis, elimination of

clinician administration and scoring error, assurance of complete data collection, and



algorithms to improve diagnostic decision-making (Richard & Bobicz, 2003). For example,
item response omissions cannot occur because item responses are required before
subsequent items are presented. |
Research has shown that computerized assessment is often preferred to face-to-face

and pencil-and-paper assessment methods by clients and research participants. Eighty-seven
percent of 207 research participants indicated a preference for the computerized version of
the Schedule for Nonadaptive and Adaptive Personality over the paper-and-pencil version

| due to reduced time demands and ease of use (Simms & Clark, 2005). University students
reporting self-concept information preferred computer formats over pencil-and-paper
formats (Vispoel, 2000; Vispoel, Boo, & Bleiler, 2001). A group of 78 inpatients indicated a
preference for the computer format after they completed a battery of neuropsychological and
psychopathological assessments (Weber et al., 2003). Reactions from a sample of substance
abusers to automated assessment were generally positive (e.g., Hile & Adkins, 1997).
Richman-Hirsh, Olson-Buchanan, and Drasgow (2000) reported positive participant
reactions to computer formats in a sample of 131 manufacturing and retail managers.
Additionally, an even higher preference was reported for the multimedia interface.

Computer interviews may foster disclosure of more sensitive information than face-

to-face interviews (Turner, Ku, Rogers, Lindberg, & Pleck, 1998). As a result, the quality of
information collected may be greatly enhanced, and clinical inferences may b¢ improved.
This is particularly relevant to PTSD assessment because symptoms may result from
traumatic experiences that are difficult or embarrassing to discuss (e.g., unwanted sexual
experiences).

Computerized assessment software has been developed to address a wide range of



clinical populations. For example, recent efforts include the Computer Adaptive Version of
the Schedule for Nonadaptive and Adaptive Personality (SNAP; Simms & Clark, 2005),
Composite International Diagnostic Interview (CIDI-Auto) for mood and anxiety disorders
(Komiti et al., 2001), MicroCog for assessment of cognitive functioning (Elwood, 2001),
Bodylmage for assessing figure distortions of eating-disordered clients (Shibata, 2002), an
electronic version of the SF-36 General Health Questionnaire for primary care seftings
(Ryan, Corry, Attewell, & Smithson, 2002), the Computerized Suicide Risk Scale for
psychiatric inpatients (Modai, Ritsner, Kurs, Mendel, & Ponizovsky, 2002), and the
Acceptance of Coercive Sexual Behavior (ACSB), which is a multimedia instrument that
measures adolescent dating attitudes (Teten, Hall, & Pacifici, 2005). Computer applications
in psychological assessment have undergone considerable growth, and continued growth is
expected. For reviews of computerized assessment, see Sampson (2000), Epstein and
Klinkenberg (2001), and Richard and Lauterbach (2003).
Prior Computerization of the CAPS

Two computerized versions of the CAPS have been developed. The first, the
Computerized Clinician-Administered PTSD Scale (CC-1-R: Neal, Busuttil, Herapath, &
Strike, 1994) was developed as a screening instrument to detect PTSD symptoms in
individuals exposed to large-scale disaster or conflict. The computer interview took 15
minutes to complete and immediately computed scores. The 34 CC-1-R items replicated the
CAPS interview items, which were adapted to a self-administered computerized format.
Ttems assessed the frequency and intensity of each of the 17 PTSD symptoms. A pilot study
using 10 participants who completed the CAPS and the CC-1-R led to the modification of

12 items on the basis of frequency and intensity score discrepancies. Reliability and validity



were then examined with 40 British Royal Air Force combat veterans. Internal consistency
for the Total Severity Score (i.e., the sum of the 17 frequency and intensity pairs for each
symptom), was .92. Correlation coefficients between the CAPS and the CC-1-R were .87 for
Criterion B (reexperiencing), .92 for Criterion C (numbing and avoidance), .89 for Criterion
D (arousal), and .95 for the Total Severity Score. The authors reported sensitivity of .95,
Speqiﬁcity of .95, and predictive value for CAPS diagnosis of .95, although type of
predictive value and diagnostic cutoff scores were not reported. When compared to a
diagnostic criterion, sensitivity refers to an instrument’s ability to detect PTSD cases
(probability that the instrument score is in the clinically-significant range given the presence
of PTSD) and specificity refers to the ability to correctly identify those without the disorder
(probability that the instrument score is not in the clinically significant range given the
absence of the disorder). Twenty-four-hour test-retest reliability for the Total Severity Score
was .99 in a separate sample of 10 inpatients. The CC-R-1 has not been used in any other
published studies.

Richard (1999) developed the second computerized version of the CAPS. The
Computerized PTSD Scale (CPS) is a nonmultimedia adaptation of the CAPS in which
questions are presented on screen and participants respond by using a mouse to click
response options. Like the CAPS, the CPS first assesses for exposure to a traumatic event
and stimulus parameters of the traumatic event. The CPS then assesses frequency and
intensity dimensions for each of the 17 PTSD symptoms. In a series of three studies, the
psychometric properties of the CPS were inveétigated. Study 1 examined CPS test-retest
reliability in a sample of 25 PTSD inpatient combat veterans. Study 2 examined CPS

convergent and discriminant validity, internal consistency, and test-retest reliability in a



sample of 128 undergraduate college students. Study 3 was a replication of Study 2 with
factor analysis using a sample of 143 Vietnam combat veterans.

In Study 1, test-retest reliability was .92 for the Total Severity Score, .88 for Criterion
B (reexperiencing), .87 for Criterion C (avoidance), and .92 for Criterion D (arousal). The
test-retest reliability coefficient for the Total Severity Score in Study 2 was .87 and ranged
from .79 to .82 for the subscales (i.e., Criteria B, C, and D symptom clusters). Alpha
coefficients were .91 for the Total Severity Score and ranged from .81 to .88 for the
subscales. The CPS correlated .84 with the Civilian Mississippi Scale, .69 with the Beck
Depression Inventory, .59 with the Beck Anxiety Inventory, and .21 with the Antisocial
Behavior Inventory. In Study 3, alpha coefficients were .96 for the Total Severity Score, .95
for Criterion B, .91 for Criterion C, and .89 for Criterion D. The CPS correlated .87 with the
Mississippi Scale for Combat-Related PTSD, .74 with the Beck Depression Inventory, .74
with the Beck Anxiety Inventory, .32 with the Antisocial Behavior Inventory, and .14 with
the Combat Exposure Scale. Factor analysis of CPS items showed that 65% of the variance
was accounted for by a single factor. When taken together, these data provide robust support
for the computerized version of the CAPS.
Multimedia Revision of the CPS-M

The term muitimedia refers to computer-mediated integration of text, graphics,

video, and/or sound. Multimedia programs are frequently used for instructional or
educational purposes because human reception and understanding of information is
increased when multimedia formats are used (Hartley, 2001). Implications for psychological
assessment are (a) flexibility for the user based on his/her characteristics and skill level

(e.g., by relieving literacy demands on subjects with reading problems or poor education),



(b) reduction of user interpretation error by making the task less demanding, (¢) reduction of
response error based on misinterpretations, and (d) simulation of ¢linical interviewing
(Saxena, Kothart, Jain, & Khurana, 2002). In addition, multimedia formats enhance comfort
level in dealing with the software and are more interesting to clients than are text-based
formats. Finally, digitized audio files make multilingual versions possible.

The CPS-M, a multimedia adaptation of the CAPS developed by Richard et al.
{1997), was evaluated in two initial studies. The CPS-M takes roughly 15 to 20 minutes to
complete, after which a summary report is automatically generated. The CPS-M processes
several symptom presence algorithms derived from the CAPS literature and reports
diagnostic information. The CPS-M incorporates graphics and sound files. Multﬂiﬁgual
versions are planned. In Study 1, 25 undergraduates, graduate students, and psychologists
provided qualitative feedback on the interview to ensure its content validity. Study 2 |
evaluated test-retest reliability, internal consistency, and content validity in a sample of 128
undergraduate students with trauma histories. Test-retest reliability was .92 for the Total
Severity Score, .84 for Criterion B, .87 for Criterion C, and .90 for Criterion D. Alpha
coefficients were .91 for the Total Severity Score, .86 for Criterion B, .82 for Criterion C,
and .78 for Criterion D. The CPS-M correlated .87 with the Civilian Mississippi Scale, .79
with the Beck Depression Inventory, .79 with the Beck Anxiety Inventory, and .13 with the
Antisocial Behavior Inventory.

CPS-M psychometric properties were evaluated m an additional study of 193
university students (Mason, 2005). Indéces of internal consistency reliability (i.e., inter-item
correlations, item-scale correlations, coefficient alpha) and temporal stability were

computed. The majority of inter-item correlations were significant at the p < .01 level. The



following inter-item correlations that did nof reach significance: B-3 (reliving experience)
and C-7 (sense of foreshortened future), C-6 (restricted affect) and D-4 (hypervigilance),
and C-7 (foreshortened future) and D-5 (startle response). Corrected item-scale correlations
were generally high and ranged from .38 to .84 for PTSD clusters B, C, and D. Alpha was
.89 for the Total Severity Score (TSS} and ranged from .73 to .84 for the cluster subscales.
By comparison, Blake et al. (1995) reported the following alpha values for the CAPS: TSS
= 94; Clusters B-D range = .85 t0.87. Thus, the estimates for internal consistency reliability
for the CPS-M are comparable to those for the CAPS. CPS-M retest data (M = 14.46 days)
obtained from a subsample of 144 participants produced a retest correlation of .91 for the
Total Severity Score and ranged from .82 to .88 for the cluster subscales.

Convergent and discriminant validity data were consistent with what one would
theoretically expect from a measure of PTSD. The CPS-M Total Score correlated highest
(r's = 88 & .84) with total scores from the Purdue PTSD Scale — Revised (PPTSD-R:
Lauterbach & Vrana, 1996) and the Revised Civilian Mississippi Scale for PTSD (CIV-
MISS: Norris & Perilla, 1996), slightly less ( = .75) with total scores from the Beck
Depression Inventory-IT (BDI-II: Beck, Steer, Ball, & Ranieri, 1996), and least (#’s = .53 &
.29) with total scores from the Yale-Brown Obsessive Compulsive Scale (Y-BOCS:
Goodman, Price, Rasmussen, Mazure, & et al., 1989) and the Antisocial Behavior Inventory
(ASBI: Weathers & Litz, 1994). Thus, preliminary data support the convergent and
discriminant validity of the CPS-M.

A principal axis extraction produced a three-factor solution that accounted for
47.60% of the total variance. Factors one, two, and three accounted for 35.98%, 6.84%, and

4.77% of the explained variance, respectively. Structure matrix results, after using an



oblique rotation, showed high multiple correlations for several items. Each factor had
between 7 and 11 correlations that exceeded the .45 criterion, many of which were above the
criterion on an additional factor. Item C-3 (psychogenic amnesia) did not meet the inclusion
criterion for any factor. This item traditionally has a poor relationship with other PTSD
symptoms. All remaining items loaded complexly, meaning that they correlated above 30
with multiple factors.

When taken together, the preliminary results suggest that the CPS-M is both reliable
and valid, though factor analysis produced a highly intercorrelated three-factor solution,
making conceptual distinctions between factors unclear. It is uncertain if this outcome
emerged because a nonclinical sample was used. It is, however, consistent with the high
alpha coefhicients produced by the data set.

Participants rated their level of computer-related anxiety and their perception of the
CPS-M (Mason, 2005). Participant responses on the Computer Anxiety Rating Scale
(CARS) indicated that most participants did not experience computer-related anxiety. On
the CARS, participants rate the level of computer-related anxiety on a seven-point Likert-
type scale anchored by 1 (less anxious) and 7 (most anxious). CARS scores can range from
7 to 35. The CARS mean total score was 13.74 (SD = 5.02), suggesting negligible levels of
computer-related anxiety.

Participant responses to the CPS-M, as assessed by the CPS-M evaluation form,
were generally favorable. The highest observed means were for “easy to hear” (M = 4.91,
SD = .44), “text was easy to read” (M = 4.87, SD = 45), “program easy to use” (M = 4.85,
SD = .58), and “screen display well organized” (M = 4.84, SD = .50). The lowest means, or

those in most disagreement, were for “preference of human interviewer” (M= 2.13, 5D =
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1.21), “feeling upset after interview” (M= 2.47, SD = 1.38) “preference for text only” (M =
2.49, SD = 1.30), and “preference for female host” (M =274, SD = 99). Participant
responses indicated a high degree of acceptability of the CPS-M format. It is unclear,
however, if help-seeking clients, who may be older and more computer anxious, will be
similarly positive about a computerized PTSD interview. Given that results were generally
positive across the board, the next logical step was to consider confirmatory factor analysis
procedures with data collected by CPS-M.

Cenfirmatory factor analysis is a statistical method used to evaluate and compare an
obtained item-level variance/covariance matrix with a hypothesized item-level
variance/covariance matrix, [t can also be used to directly compare several hypothetical
item-level variance/covariance matrices. In other words, confirmatory factor analysisis a
technique that allows for the direct comparison of alternative measurement models (i.e.,
factor structure). Last, the factor structure of newly developed instruments can be compared
to results found using well established instruments. Using data collected from the CAPS,
King, Leskin, King, and Weathers (1998) tested the fit of four competing measurement
models. Models included the following: a single factor first order solution (PTSD only), a
two-factor higher order solution, a single-factor higher order solution, and a four-factor first
order solution, The four-factor first order model provided the best fit with the data. The four
factors were labeled reexperiencing, avoidance, numbing, and arousal. In this model,
avoidance (cluster C) was divided into two elements — active avoidance and numbing. The
positive findings regarding model fit suggest a conceptual break between the avoidance and
numbing items included in PTSD symptom Criteria C. In another study, an exploratory

principal-components factor analysis from a national sample suggests that a four-factor
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model provided the best fit with data (McWilliams, Cox, & Asmundson, 2005). However,
the final model obtained by McWilliams et al. and King et al. differed considerably. Factor
1 was composed of emotional numbing items and two hyperarousal items and was labeled
dysphoria or general distress. Factor 2 was composed of avoidance symptoms and some
reexperiencing items that assessed experiencing in situations reminiscent of trauma. It was
la‘éeled cued reexperiencing and avoidance. Factor 3 was composed of reexperiencing,
hyperarousal, and one numbing item aﬁd was labeled uncued reexperiencing and
hyperarousal. Factor 4 was related to difficulties thinking about the trauma and was called
rumination. This study was noted to demonstrate variability among the factor analyses in the
literature. Because this model was derived using exploratory procedures, it was not tested in
this study.

In a more recent study, Palmieri, Weathers, Difede, and King (2007) assessed the
factor structure of the CAPS and the PTSD Checklist (PCL) in a large sample of 9-11
Ground Zero workers. Method variance and several proposed measurement models were
assessed. Findings suggest a four-factor, oblique model composed of reexperiencing,
avoidance, numbing, and hyperarousal factors (King et al., 1998) fit best for the CAPS. A
slightly different four-factor solution fit best with the PCL composed of reexperiencing,
avoidance, dysphoria, and hyperarousal factors, which is consistent with a model originally
proposed by Simms, Watson, & Doebbelling (2002). The primary difference between these
models is that a Dysphoria factor was used instead of a Numbing factor. More detail on

these findings and their implications for this study are in the Data Analysis section.



12

Goals

The goals of this study were to investigate the psychometric properties of the CPS-M
(i.e., test-retest reliability, internal consistency, convergent and discriminant validity, factor
structure) and format acceptability using adult samples reporting trauma. The primary
purpose was to address issues of generalizability that could not be assessed by Mason
(2005).

To examine convergent and discriminant validity, the revised version of the Purdue
PTSD scale, the Beck Depression Inventory-11, the Hospital Anxiety and Depression Scale,
the Antisocial Behavior Inventory, and the Yale-Brown Obsessive Compulsive Scale were
administered. The CPS-M was expected to correlate highest with the other PTSD measure,
less with depression and anxiety measures, and lowest with the OCD and Antisocial
measures. Based on previous findings (Richard et al., 1997; Mason, 2005), participants were
expected to react favorably to the computerized format. It was unclear, however, if older
participants with less computer experience would be similarly positive about a computerized
PTSD interview. To assess temporal stability, a sub-sample of participants was
readministered the CPS-M approximately two weeks after the first administration.
Confirmatory factor analysis was used to test the viability of a number of alternative

measurement models previously identified in the empirical literature.



13

Method
Screening Procedure

Potential participants were recruited from two sites, a VA Medical center and a large
HMO based urban outpatient clinic. Participants were solicited by postings in outpatient
clinics, clinician referrals, newsletter ads, and direct mailers. In addition, patients in several
clinics were given flyers by research assistants. Measures used to screen potential
participants were the Life Events Checklist, the PTSD Checklist, self-report items from the
Risk of Harm Assessment form, which was created for this study, and direct questions
regarding exclusion criteria (e.g., presence of history of thought disorder). Please find the
protocol in Appendix A. Criteria for study inclusion will be discussed in the section on
inclusion/exclusion criteria. Persons who denied current risk of harm to self or others,
denied a history or presence of psychosis, and reported a history of trauma then began the
informed consent process. This protocol was based on recommendations from the
institutional IRBs.
Screening Instruments

The Risk of Harm Assessment Form. This form consists of two questions ﬁsed to

assess thoughts of harm to self or others in the past week. Endorsed items received a follow-
up question for current risk. If subjects reported current risk of harm to self for others, they
were not eligible for the study and were connected immediately with clinical care providers
for a more thorough assessment of risk and provision of treatment as needed. If participants
endorsed thoughts of harm to self or others over the past week, but denied current risk,
research assistants asked if they would like to meet with their clinical provider. Incidents

were teported immediately to research staff to ensure safety and protocol adherence. Each
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assessment form has specific protocol instructions for research assistants and provides
contact information for clinical support. See Sample section for relevant data. Please find
this form in Appendix B.

The Life Events Checklist (LEC). The LEC (Blake et al., 1990) is a 17-item trauma
history checklist developed concurrently with the CAPS by the National Center for PTSD.
Participants indicated on the form whether they have been the victim of, witnessed, or
learned about a traumatic event. Gray, Litz, Hsu, and Lombardo (2004) examined the LEC
using veteran and student populations, In the student sample, kappa statistics were used to
assess item agreement over a one-week test-retest interval. Kappa values ranged from .37
for item 16 (caused serious injury/death to another) to .84 for item 8 (sexual assault). The
combat-related item was not included because of zero participant endorsement. In the
veteran sample, the LEC total score (lower LEC scores indicate higher severity) correlated
-43 Witﬁ the PTSD Checklist-Military Verston, -.33 with the Mississippi Scale for Combat-
Related PTSD, -.32 with the Beck Depression Inventory, and -.39 with the CAPS. The LEC
is included in Appendix C.

The PTSD Checklist (PCL). The PCL (Weathers, Litz, Herman, Huska, & Keane,
1993) is a 17-item, self~report questionnaire based on the DSM-1V symptom criteria for
PTSD. Participants rated symptom severity on a S—poiﬁt Likert-type scale. Total scores
range from 17 (asymptomatic) to 85. The PCIL was compared to the CAPS with data from
40 trauma survivors (Blanchard, Jones-Alexander, Buckley, & Forneris, 1996). Ninety-two
percent of participants were female and victims of sexual assault or motor-vehicle accidents.
The PCL’s internal consistency alpha coefficients were .94 for the Total Severity Score, .93

for PTSD Criterion B, .82 for Criterion C, and .84 for Criterion D. PCL Total Severity Score
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correlated .93 with the CAPS Total Severity Score. The PCL was used to screen for PTSD
symptoms, The PCL is included in Appendix D.
Inclusion and Exclusion Criteria

Persons over the age of 18 were eligible to participate if they reported a traumatic
event on the LEC. Exclusion criteria included the following: incomplete screening form,
history or presence of thought disorder, inability to hear or see the computer screen, self-
reported current risk of harm to themselves or others, or voluntary decline. Potential
participants were prescreened using a brief measure assessing for the presence/absence of
haliucinations and delusions (derived from SCID psychosis screening), as well as self report
of previous or present psychotic diagnoses. The PCL was used to group participants
according to their PCL symptom scores, This procedure was used to increase the variability
of obtained scores across measures and reduce the likelihood that a restricted range of scores
would detlate correlation coefficients. PCL cutoff scores for the stratified groups were as
follows: no/mild symptoms (PCL = 17 1o 30), moderate symptoms (PCL = 31 to0 43), and
severe symptoms (PCL = 44 and up). A cut score of 44 on the PCL for the severe symptoms
group is based on Blanchard et al.’s (1996) PCL-CAPS calibration findings in a civilian
population. The intent was to fill each of these strata with approximately 65 persons.
However, recruitment of persons in the less severe strata proved problematic. The
stratification procedure provided some variability in the range of scores, however, not to the
extent expected. Please see Appendix E for Inclusion Exclusion Forms.

Sample
The sample consisted of a mix of community and clinical participants from each

site. The total sample of 161 represents a combination of 56 participants from the VA and
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105 participants from the large urban outpatient clinic. The current sample consisted
primarily of participants who screened into the severe group. The distribution was as
follows: Mild/No = 14.9% (n = 24), Moderate = 15.2% (n = 25), Severe = 69.9% (n = 112).
PCL mean scores were 52.44 (SD = 17.12) and did not differ significantly between the VA
and HMO samples. LEC scores indicate that participants across sites reported an average of
9.17 (SD = 5.2) events they either experienced or witnessed. The VA sample (M= 11.91;
SD = 5.48) reported a higher frequency of events than the HMO sample (M =7.17; 8D =
3.92), 1(159) = 4.73; p < .001. The most commonly reported event that participants either
experienced or witnessed was “transportatién accident” (n = 136), followed by the “any
other stressful event” category (n = 128), “physical assault” (n = 119), and “sudden violent
death” (n =119). The least frequently endorsed category was “captivity or held hostage” (n =
28). In all, a wide range of events were endorsed. Please see Figure 1 for data on each
category. Data from the Risk of Harm Assessment showed that 4.76% of participants
reported having thoughts of suicide in the past week, and 7.61% reported having thoughts of
hurting others in the past week. All participants denied the follow-up questions of current
risk to self or others, which both institutional review boards recommended for study
inclusion. Table 1 lists the demographic features from each agency and for the total sample
and as independent agencies. The last column reflects contrasts between the two agencies.
There were two significant contrasts. The VA S.ample consisted almost entirely of
Caucasians (81%) and males (92%), while the outpatient HMO clinic sample consisted
mainly of African Americans (57%) and women (82%). There were no significant
differences between groups for the remaining variables. The mean age was 50.12 years

across the two agencies. Education levels ranged from grade school to some graduate work,
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with high school as the most frequently endorsed category (50%). The majority was not
employed at the time of testing (58%) and reported a history of psychological care (90%).
Descriptive statistics for the instruments used for convergent and discriminant validity were
as follows: Purdue Scale (M =35.53, 8D = 18.72, o = .93), Hospital Anxiety and
Depression Scale (M= 17.07, SD = 7.84, v = .89), Beck Depressién Inventory-IT (M =

24 88, SD = 14.26, a. = ,95), Yale-Brown Obsessive Compulsive Scale (M = 14.16, SD =
10.53, o= .93), and Antisocial Behavior Inventory (M = 8.62, SD = 5.01, & = .79). Scores
from the two samples did not differ significantly on any of the above measures aside from
the ASBI. The VA sample reported more antisocial behavior (M = 11.36, SD = 4.75) than
the HMO.sample (M = 7.14, SD = 4.5), 1(159) = 5.51, p < .001). This may be a byproduct of
the sex differences between sites. The VA sample was composed primarily of men, and
men typically report more antisocial behavior than women (Moffitt, Caspi, Rutter, & Silva,

2001).
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Tabie 1.

Sample Demographics (N= 161)

Subject Total VAcll/lIiS;caI HMO 2
Sample
Age (M =50.12 (M=53.03 (M= 4891 t(146)° = .83
SD=10335 SD=10.08) SD=10.38) p<.39
Sex Male Male Female Z=8.87;
p <.001,
{43%) (92%) ( 82%) M-W = 759
Ethnicity

Caucasian {50%) {81%) (34%) Z =481,

P <.001
M-W =1631

African-American {38%) (7%) (57%)

Hispanic (3%) (4%} (2%)

Asian 2%) (0%) (3%0)

Other {5%) (7%) {4%%)

Participants working {42%) (30%) (49%) Z=1.9,
p<.053
M-W =2399

Psychiatric History

Participants reporting history (90%) {91%0) {89%) Z=11,

of inpatient or outpatient treatment p<.073

for emotional or substance use M-W = 2391

problems.

Participants currently (71%) (77%) {(67%) £=1.2,
prescribed medication for p<.21
psychological or emotional M-W =1324
probiem.

Level of completed education
Z=18,
High School {50%) {55%) (47%) p<.06
M-W = 2375
Some Coilege {16%) (16%) (15%)

Note: Data are from first test session and apply to all analyses except test-retest correlations. °Z = Z score M-

W = Mann-Whitney Test.; *Not all participants provided age data.
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Sample Size

Originally, a sample size of 210 participants was chosen based on findings from
Monte Carlo studies evaluating CFA procedures (Marsh, Hau, Balla, & Grayson, 1998). The
current sample size of 161 closely conforms to the traditional rule of thumb of 10
participants per item for CFA (e.g., 17 PTSD items equals 170). More recently, Brown
(2006) advised that analysts consider anticipated factor loadings and covariances when
computing power. In order to more accurately determine adequate sample size, a Monte
Carlo simulation was run in Mplus 4.21 staustical software. Using a prospective sample size
of 150, the following data drawn from previous research were entered individually into the
analysis: factor loadings between .31 and .76, item residual variance average of .64, and
factor correlations between .74 and .85. The output data met critéria outlined by Muthén and
Muthén (2002) for limitations of parameter biases and coverége, which confirmed adequacy
of sample size for planned analyses. The subsample of 50 for retest analyses was chosen
based on recommendations from Cohen {1992).

Assessment Instruments

Each participant completed a paper-and-pencil questionnaire packet containing the
following instruments:
1. Participant Information Form. Ten questions assess age, sex, employment, ethnicity,
psychiatric history, and other demographic characteristics. This form was employed by
Richard (1999) in previous studies with the CPS. The Participant Information Form can be
found in Appendix F.
2. Purdue Scale for PTSD Revised Version (PPTSD-R: Lauterbach & Vrana, 1996). The

PPTSD-R is a 17-item inventory that assesses frequency of occurrence of posttraumatic
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stress symptoms. Lauterbach and Vrana (1996) examined the reliability and validity of the
Purdue Scale in a series of three studies. Study 1 used a sample of 440 university students.
Internal consistency coefficients were .91 for the Total Score, .84 for PTSD Criterion B, .79
for Criterion C, and .81 for Criterion D, Study 2 assesséd the 2-week test-retest reliability in
a sample of 51 undergraduates. The full-scale test-retest correlation was .72. Study 3 used a
sample of 35 students receiving psychological services and compared their results to those
of nonclinical participants from the previous studies. Persons in the clinical and non-clinical
groups did not differ in severity of PTSD symptoms. The clinical sample was then divided
into two groups — those who did and those who did not seek treatment for PTSD-related
symptoms. Those who reported seeking treatment for PTSD-related symptoms scored
higher than the clinical (unrelated) group and the non-clinical groups on the Total and
Subscale Scores. The Purdue Scale was used to assess convergent validity in this study and
is included in Appendix G.

3. Beck Depression Inveniory-I1 (BDI-II: Beck et al., 1996). The BDI-1l is a 21-item
questionnaire that assesses symptoms of depression over the previous week. Items assess
somatic and cognitive symptoms of depression (e.g., eating habits, sleeping patterns, self-
evaluation, and thoughts of suicide). Participants respond to items using a continuous
measure to describe the severity of their symptoms. Responses are made on a 0 to 3 scale,
and total scores can range from 0 to 63. Higher scores indicate more severe symptoms.
Alpha coefficients of .89 and .91 were found in large university-student samples (Dozois,
Dobson, & Ahnberg, 1998; Steer & Clark, 1997). The BDI-1I is not included in the
appendix, as funds were not available for reproducing items. Also this instrument was used

only with the veteran sample because an institution-wide license covered copyright issues.



4. Antisocial Behavior Inventory (ASBI: Weathers & Litz, 1994). The ASBI is a 32-item,
self-report questionnaire measuring antisocial behavior. Participants responded by
answering yes or no to questions that describe antisocial behavior. The first 12 items inquire
about behavior before the age of 15, and the remaining 19 items inquire about behavior after
the age of 15. The instrument was used by Richard (1999) and Richard et al. (1997) to
assess discriminant validity for the CPS and CPS-M, respectively. There are no reported
psychometric properties for the ASBI. However, values for coefficient alpha from Mason
(2005) and the current study were .78 and .79, respectively. The form can be found in
Appendix H.

5. Yale-Brown Obsessive Compulsive Scale (Y-BOCS: Goodman, Price, Rasmussen, &
Mazure, 1989). The Y-BOCS is a 12-item, self-report questionnaire measuring obsessive-
compulsive behavior. It was originally designed as a semistructured interview and then
adapted to a self-report questionnaire format. ltem responses range from 0 (symptom not
present) to 4 (severe symptom). The first five items assess for obsessions, and the remaining
Seven assess for compulsive behavior. Results from the mitial studies of the semistructured
interview version that used a sample of 42 OCD outpatients produced an alpha coefficient of
.85. There is greater variability in the psychometric properties of the self-report version of
the Y-BOCS. Values for internal consistency ranged from .77 to .90 for clinical and éollege
samples, respectively (Steketee, Frost, & Bogart, 1996). Steketee et al. also found that
among college students, Y-BOCS scores were stable over a one-week test-retest interval (v
=.88). Using a mixed sample of college students and medical outpatients, Warren,

Zgourides, and Monto (1993) reported coefficient alphas of .88 for the Obsessive subscale,
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.89 for the Compulsive subscale, and .91 for the Total Severity Score. The Y-BOCS can be
found in Appendix L

6. The Hospital Anxiety and Depression Scale (HADS: Zigmound & Snaith, 1983). The
HADS was designed to assess for anxiety and depression in medically ill populations. It
consists of seven items for each domain, where items are rated on a 0-3 scale to indicate
symptom severity. In a sample of 341 members of a depression self-help group, alpha
coefficients were .84 for the depression subscale and .83 for the anxiety subscale (Dagnan,
Chadwick, & Trower, 2000). In a review of the literature, Herrmann (1997) concluded that
the HADS provided adequate screening properties while retaining the ability to detect
symptoms changes over time. This measure was used only with the HMO sample. Please
find this form in Appendix J.

7. The Computer Anxiety Rating Scale-respecified model (CARS: Miller & Rainef, 19935).
The CARS is a 7-item, self-report questionnaire measuring anxiety reactions to computer
formats. Scores can range from 7 to 35. Higher scores indicate more anxiety. Scale alpha
coefficients of .76 and .74 have been reported by Miller and Rainer (1995) for the high-
anxiety and low-anxiety items in a sample of 776 university studel}ts and employees. On the
basis of factor analysis, Heinssen, Glass, and Knight (1988) selected seven homogenous
items from the original version of the CARS to compose the shortened respecified model.
The CARS can be found in Appendix K.

8. CPS-Evaluation Questionnaire. This 23-item questionnaire assesses participants’
reactions to the interface properties of the CPS-M. This form was designed for the initial
Richard et al. (1997) investigation of the CPS-M and is included in Appendix L. No

psychometric studies have been conducted to examine this questionnaire. However, values
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for coefficient alpha from Mason (2005) and the current study were .32 and .54,
respectively. This instrument relies on face validity for item characteristic analysis. As such,
total score is not computed.
Procedure

After the initial screening to identify persons ineligible to participate, participants
completed the consent form (located in Appendix M), then the CPS-M and questionnaire
packet, in a counterbalanced order. Odd-numbered participants completed the CPS-M first.
A subsample of 57 participants completed a second CPS-M administration 14 days after the
first session. Participants were provided a writien explanation of the study after completion.
This form included a list of counseling resources and emergency numbers should the
participant experience an emotional reaction subsequent to participation. In the event
participants experienced an emotional reaction, a staff clinician was available (see Risk of
Harm Form for procedures). Participants were provided a debriefing form following
participation, which is located in Appendix N,
Computer Administration

The CPS-M and all other measures were administered in a quiet location in the
clinics. For CPS-M administration, participants used a notebook computer or desktop
computer with headphones and a mouse.

Data Analysis

Descriptive statistics for the CPS-M (i.e., M, SD, and retest correlations) are reported
for the Total Severity Scale, cluster subscales, and individual items. Internal consistency
reliability (o) is assessed at the scale/subscale level. To assess convergent and discriminant

validity, correlations were calculated between CPS-M Total Severity Scores and total scores
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computed from the psychopathology ﬁleasures discussed above.
Confirmatory Factor Analysis

Confirmatory Factor Analysis (CFA) was used to test the adequacy of fit of four
conceptual measurement models of PTSD. The Mplus software package (version 4.21) was
used to conduct all CFA. CFA is an analytical method used to compare a predetermined
construct, or model, to a set of item level data (Nunnally & Bernstein, 1994). For example,
the adequacy of fit of competing models of PTSD can be directly compared.

The factor structure of PTSD has been a hotly-debated topic in the empirical
literature. E;rominent issues surround the distinction between the three factor and the four-
factor solutions commonly reported in the literature (e.g., King, Leskin, King, & Weathers,
1998). CFA analysis was used to assess the adequacy of {it of four measurement models
commonly reported in the literature. Three models were derived from the DSM-IV
diagnostic criteria, previous CFA studies of PTSD assessment instruments such as the
CAPS, and the Mississippi PTSD Scale (King et al., 1998; Lauterbach, Vrana, King, &
King, 1997). These models were chosen because they were tested on samples similar to the
current study and they were developed using the same instruments used in the current study.
King et al. (1998) examined the CAPS using a veteran sample, and Lauterbach et al. (1997)
éxamined the Civilian version of the Mississippi séale using a university sample. The fourth
model tested the adequacy of fit of a recently-identified four-factor dysphoria model.
Simms, Watson, and Doebbeling (2002) tested the adequacy of fit of this four-factor
dysphoria model, which was confirmed by another major study (Palmiere, Weathers, Difide,
& King, 2007).

For this study, the following four models were tested: a single-factor first order
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solution (PTSD only), a three-factor first order solution (DSM-IV Criteria), and two first
order four-factor solutions (4a and 4b). Model specification can vary depending on goals of -
the analysis. For each of the models tested, each item was specified to load only on a single
factor. Ttem designations (loadings) for the models tested are shown in Table 2. To
establish the unit of measure, for each factor one item was assigned a weight of 1. The
Mplus software package does this by default. Item error variances were not fixed, and error
covariances were fixed at zero. Essentially, this means that error variances were assumed to
be unrelated. Factor covariances were not fixed.

Model Descriptions

1. Model I (Figure 2) is a first order single-factor solution, which examined the
unidimensionality of PTSD and may implicate a general level of distress characteristic to
the syndrome. Commonly reported high inter-item correlations and high inter-factor
correlations between PTSD factors support the investigation of this model.

2. Model 2 (Figure 3) is a first order three-factor solution that reflects conceptual divisions
of the PTSD diagnostic criteria (reexperiencing, avoidance, & arousal) as outlined in the
DSM-IV. Items are specified to load on factors identical to those in the DSM-IV, and
factors are specified to covary. The model can be described as fully saturated (i.e., all factors
covary with all other factors) measurement model.

3. Model 4a (Figure 4) is a first order four-factor solution, composed of reexperiencing,
effortful avoidance, emotional numbing, and hyperarousal (King et al., 1998). Items
reflecting the factors reexperiencing and hyperarousal were specified to load on factors
identical to those in the DSM-IV. Items reflecting avoidance were divided into two

conceptually distinct factors labeled active avoidance and numbing. This too is a fully
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saturated measurement model. This first order four-factor model has received substantial
support {e.g., King et al., 1998).

4. Model 4b (Figure 5) is a newly substantiated model (i.e., published subsequent to the
proposal) and consequently will be described in more detail. Model 4b is a first order four-
factor measurement model composed of reexperiencing, effortful avoidance, dysphoria, and
hyperarousal first reported by Simms et al. (2002). This four factor solution received
support using the PCL (Palmiere et al., 2007) in a study testing two four-factor, first order
measurement models’. One model was similar to model 4a previously described. The
second model was composed of reexperiencing, avoidance, dysphoria, and arousal factors.
Items from criterion C {avoidance/numbing) and D (arousal) were combined to create a
dysphoria factor. Model 4a was the best-fitting model for the clinician-administered CAPS
data, whereas model 4b was the best-fitting rﬁodel for the PCL self-report data. This
difference in results was partially attributed to the differences in method (i.e., interview
[CAPS] versus self-report [PCL]). Since the focal instrument, the CPS-M is essentially a

self-report measure; this additional four-factor dysphoria model was added to the analyses.

"1t should be noted that Palmieri (2007) also tested a number of other measurement models. Only the two four factor
models are discussed in this paper.



Figure 2. Description of the single factor model (Model 1).
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Figure 3. Description of the DSM-1V factor model (Model 2).
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Figure 4. Description of the four-factor numbing model (Model 4a).
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Figure 5. Description of the four-factor dysphoria mode! (Model 4b).
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Table 2.

Item Mapping for Models

Model

DSM-IV PTSD Symptom 3 2 . )
B-1 Intrusive thoughts P R R R
B-2 Recurrent dreams P R R R
B-3 Reliving experience P R R R
B-4 Psychological cues P R R R
B-5 Physiological cues P R R R
C-1 Avoid thoughts P A A A
C-2 Avoid activities P A A A
C-3 Recall inability p A N N
C-4 Diminished interests p A N N
-5 Detachment P A N D
C-6 Restricted affect P A N D
C-7 Foreshortened future p A N D
D-1 Sleep difficulties p H H D
D-2 Anger outbursts P H H D
D-3 Worse concentration p H H D
D-4 Hyper-vigilance P q H H
D-5 Startle response P q H H

Note. Symptom designation per factor: P = General PTSD; R = Reexperiencing; A =

Avoidance; N = Numbing; H = Hyperarousai; I> = Dysphoria
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A number of recommendations for the use of CFA have been outlined (Flovd &
Widaman, 1995). These recommendations include the use of interval, normally distributed
data, and the use of relatively brief measures (i.e., less than 200 items). The data collected
for this study conformed to these recommendations. Floyd and Widaman also noted that
models produced from exploratory procedures are not automatically confirmable because
items are specified to load on only one factor. For this reason, models selected for this study
were drawn from previous CFA analyses and not exploratory findings. Thus, the model
obtained by McWilliams et al. (2005) was not tested.

Fit indices were computed to assess the adequacy fit for each model. These indices
generally fall into one of three categories, but all are not mutually exclusive {Brown, 2006).
Categories of fit indices include (a) absolute fit, (b) model parsimony, and (c) comparative
fit.

Indices of Model Fit

Indices of absolute fit are Chi Square (y’) and the standardized root mean square
residual (SRMR). For the Chi Square index, non-significant values indicate that there is not
a significant difference between the implied and obtained variance-covariance matrices
suggesting good overall model fit. SRMR is a discrepancy index that produces values
between 1 and 0, with lower values indicating better fit.

The model parsimony category includes the root mean square error of approximation
(RMSEA; Steiger, 1990). It is widely used for CFA and estimates the degree model fit in the
population, relying on noncentral Chi Square distributions.

The comparative fit category includes the comparative fit index (CFI; Bentler, 1990}

and the Tucker-Lewis Index (TLI; Tucker & Lewis, 1973). These indices compare the
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specified model with null (independence), or base.line, models to determine discrepancy. For
each index, values typically range from 0 tol {the TLI is non-normed), and values closer to
1 suggest better model fit.

Two additional {it indices used to compare models are the Akaike Information
Criterion (AIC,; Akaike, 1987) and the Bayesian Information Criterion (BIC; Schwarz,
1978). These indices of model fit are based on information theory and employ principles of
parsimony. They provide values to compare both nested and non-nested models. Models
associated with the lowest output values are deemed to provide a better model fit.

Interpretations of the various fit indices vary considerably. Chi Square analyses
produce tabled values, which are considered along with the degrees of freedom in the
model. The model with the lowest tabled values and the fewest degrees of freedom (1.¢.,
most parsimonious) is desired. A majority of the additional indices (e.g., TLI & CFT)
produce values between 0 and 1, with 0 indicating no fir and 1 indicating perfect fit. For all
of these indices, values that reach or exceed .90 indicate adequare model fit but for some
indices, values equal to or exceeding .95 are desired. Many of the guidelines proposed to
mmterpret values from each of these indices were compiled by Brown (2006). Table 3 lists
the recommended cutoff values for various fit indices.

Unlike many other inferential statistical procedures, CFA does not have a designated
significance test. Rather, it tests the adequacy of fit between an implied and obtained
variance-covariance matrix. As a result, the multiple indices previously discussed were
used to make judgments about model ade@uacy. A second reason why multiple indices of
mode] fit are used is that each can be affected differently by properties of the data. For

example, the Chi square analyses are highly sensitive to sample size (Maruyama, 1998).



There is positive relationship between sample size and the likelihood of obtaining
significant results. Hu and Bentler (1999) make note to indicate the importance of adequate

values across fit indices.
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Table 3.

Recommendations for Indices of CFA Model Fit

Author SRMR RMSEA CFI/TFL
Hu & Bentler {1999)* ~ <08 = Good ~< .06 = Good ~> .95 = Good
Browne & Cudeck {1993) < .08 = Adequate < .05 = Good
< .05 = Good > 1.0 = Reject
Bentler (1990} < .90 = Reject

.90 =95 = Acceptable

* Note: Hu and Bentler indicate that these are approximate values since the obtained values can vary asa
function of adequacy of model specification, and final decisions of model fit vary as a function of whether or

not an index of model fit is used in combination with other fit indices.
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Results
Descriptive and Reliability Statistics

CPS-M item means ranged from 1.98 to 4.81, with the highest values for D-1 (sleep
difficulties) and the lowest values for C-3 (recall inability). In order to assess for degree of
normality in the data, skew and kurtosis values were calculated for each item. Item level
skew data and skew standard error were calculated. Item level values ranged from .11 to
1.13 and item C-3 deviated most from zero. All but six items had Z scores lower than 1.96,
indicating that the majority of items were normally distributed. Item level kurtosis data
values ranged from .14 to 1.4, and item D-5 deviated most from zero. Please see Table 4 for

details.



Table 4
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ltem Means, Standard Deviations, Skew, Standard Error, and Z scores for First Test Session

(N=161)
M SD Skew SE z
B-1 Intrusive thoughis 3.68 2.30 A1 19 0.58
B-2 Recurrent Dreams 2.35 2.16 72 19 3.79
B-3 Reliving experience 2.29 2.42 69 19 3.63
B-4 Psychological cues 2.19 2.37 .50 15 . 2.63
B-5 Physiological cues 2.96 2.48 .58 .19 3.08
C-1 Avoid thoughts 2.58 249 17 19 0.89
C-2 Avoid activities 3.20 2.87 28 19 1.47
C-3 Recall inability 1.98 2.50 1.13 19 5.95
C-4 Diminished interests 3.27 2.83 19 19 1.00
C-5 Detachment 4.02 2.93 23 19 1.21
C-6 Restricted affect 4.05 2.93 18 19 0.93
C-7 Foreshortened future 248 2.90 71 19 3.74
D-1 Sieep difficulties 481 2.87 59 .19 3.11
D-2 Anger outbursts 4.11 241 21 .19 1.11
D-3 Worse concentration 3.93 2.71 17 .19 0.89
D-4 Hyper-vigilance 4.35 2.97 28 19 1.47
D-5 Startle response 291 2.63 18 .19 0.95
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CPS-M scale means ranged from 13.76 to 22.06, with the highest mean for scale C
(avoidance) and the lowest mean for scale B (reexperiencing). The mean for Total Score was
55.94. In order to assess for degree of normality in the data, skew and kurtosis values were
calculated for each scale and the Total Score (Table 5). Scale level skew data values ranged
from .12 to .46, and Z score values for scales C and D were below 1.96, or within two
standard deviations. Skew for the Total Score was .04 with a Z score of .21. Scale level
kurtosis data values ranged from .70 to 1.10, and scale C deviated most from zero.
Cronbach’s alpha for scales B, C, and D and the total score were .89, .87, .75, and .94,

respectively.

Table 5.
Scale and Total Severity Score Means, Standard Deviations and Coefficient Alpha for First

Test Session (N=161)

M SD Skew SE Z a
Criterion B (reexperiencing) 13.76 9.83 | .46 19 2.42 .89
Criterion C {avoidance) ' 22,06 14.71 18 .19 0.95 .87
Criterion D (arousal) 20,12 10.13 18 19 0.95 .80

Total Severity Score 3594 32.53 54 19 .21 .94

Table 6 lists the inter-item correlations. All inter-item correlations were
significant at the p < .01 level. The strongest correlation was between items B-1 and B-4
(r =.74), and the weakest correlation was between items C1 and C3 (» = .25).

Traditionally, item C-3 (poor memory) does not correlate well with PTSD,



Table 6.

Inter-item Correlation Matrix for CPS-M Items

CPS-M Ttems

Bl B2 B3 B4 BS CI €2 C3 €4 C5 Ce6 C7 Di D2 D3 D4 D5

BI 1
B2 g4 1
B3

B4

B5

Cl

c2

C3

C4

C7

Di 47 44 0 32 46 42 36 39 24 52 59 64 49 |
D2 58 47 47 60 60 46 50 31 51 82 58 45 U
D3 b1 5145 560 56 37 49 46 46 55 56 AT

D4 .55 56 .53 56 52 36 50 32 41 33 49 49

D3 46 53 53 46 48 45 52 28 46 43 45 50

Note; All correlations p <.01 (two-tailed)
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Corrected item-scale correlation coefficients were calculated for each of the three
subscales (Table 7). All correlations were significant at the p <.01 level. Correlation
coefficients within cach scale ranged from .76 to .87 for scale B, from .54 to .86 for scale
C, and from .72 to .80 for scale D. Corrected ltem-7otal Score correlations ranged from
.51 to .82, with item C-3 (poor memory) producing the lowest value and item C-5

{detachment) producing the highest. All correlations were significant at the p <.01 level.



Table 7.

Ttem-~-Scale and Item-Total Score Correlations

Correlations

ftem [tem-Scale Item-Total
Bl .87 .80
B2 .76 72
B3 82 T2
B4 86 81
B3 87 72
C1 .63 69
c2 .80 78
C3 54 .51
C4 .84 79
€5 86 .82
) 83 .80
oY) 5 72
D} a2 66
D2 72 71
B3 .80 74
D4 75 70
D3 74 67

Note: All correlations were significant at the p < 01 level (two-tailed).
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Scale intercorrelations ranged from .78 to .84 (M = .81). Scale-Total Score correlations
ranged from .92 to .96. Scale C (avoidance) showed the highest correlation with the Total
Score. All correlations were significant at the p < .01 level (two-tailed). Please see Table 8.
Table 8.

Correlation Matrix for Scales and Total Score

Correlations
Scale Scale B Scale C Scale D
Scale B 1
Scale C 78 1
Scale D 81 84 1
Total Score 92 96 94

Note: All correlations were significant at the p < .01 level (two-tailed).

Test-Retest Reliability

A retest session was conducted with a subsample of 57 participants. The mean
number of days between test session | and session 2 was 17.23 (SD = 6.04). Ttem-level test-
retest correlations ranged from .53 (B-3) to .86 (C-3; D-3). Retest reliability was .83 or
higher for all scales. Retest correlations were .83 for scale B, .88 for scale C, .88 for scale D,
and .91 for the Total Severity Score. See Table 9 for item level data and Table 10 for scale

level data.



Table 9.

Item Means, Standard Deviations, and Retest Correlation Coefficients (N=357)

Test Retest
Two Weel

M SD M SD e
B-1 Intrusive thoughts 3.54 2.44 3.67 2.46 78
B-2 Recurrent Dreams 233 2.40 245 226 85
B-3 Reliving experience 1.82 2.49 2.09 2.50 53
B-4 Psychological cues 2.82 2.42 2.85 2.069 2
B-5 Physiological cues 2.44 2.67 2.53 2.53 73
C-1 Avoid thoughts 3.65 2.5] 3.1 2.7 67
C2 Avoid activities 2.84 2.97 2.82 2.78 .62
C-3 Recall inahility 2.14 2.60 1.75 2.21 .89
C-4 Diminished inferests 3.39 2.93 3.05 2.69 70
C-5 Detachment 3.82 2.81 3.87 293 .80
C-6 Restricted affect 4.11 2.94 4.05 2.82 .86
C7 Foreshortened future 223 2.83 2.18 2.81 .65
D-1 Sleep ditficulties 4.88 2.91 4.78 27 78
D-2 Anger outbursts 3.88 2.44 3.78 2.39 1
D-3 Worse concentration 3.86 2.84 3.65 2.7 .86
P-4 Hyper-vigilance 3.9 2.77 3.96 2.85 68
D-5 Startle response 2.46 2.51 2.96 2.56 .79

Note. All s significant at p < .01 level
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Table 10.

Scale-level Means, Standard Deviations, Alpha, and Correlation Coefficients for CPS-M

(N=37)
Test Retest
M 8D o M SD o Py
Criterion B
12.96 10.83 92 13606 10.20 91 83
(reexperiencing)
Criterion € (avoidance) 21.18 14.44 .86 2084 13.66 .84 .88
Criterion D {arousal) 19.05 10,03 .82 18.87 10.43 85 .88
Total Severity Score 53.19 33.66 95 57.00 3149 94 91

Note., All #'s significant at p < .01 level; VA n=26; HMO n=31.

Convergent and Discriminant Validity

Support for the validity of the instrument is implied if the magnitude and pattern of
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correlations is consistent with what one would theoretically expect from a measure of PTSD.

The CPS-M Total Score was expected to correlate highest with other measures of PTSD, less

highly with measures of depression and anxiety, less with a measure of obsessive-compulsive

disorder, and least with a measure of antisocial behavior. Results were consistent with this

hypothesis in that the CPS-M correlated .90 with the Purdue PTSD Scale, .85 with the BDI-

IT, .79 with the HADS, .71 with the Y-BOCS, and .25 with the ASBL
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Computer Anxiety Rating Scale (CARS).

Responses on the CARS indicated that most partiéipants did not experience significant
computer-related anxiety. The Likert-type scale used in the CARS had participants rate from
1 (less anxious) to S (most anxious) their degree of computer-related anxiety. CARS scores
can range from 7 to 35. The CARS total score mean was 15.04 (SD = 6.35; o = .82),

suggesting that aggregate levels of computer-related anxiety were relatively low.

Confirmatory Factor Analysis

Prior to conducting all CFAs, variables were assessed for skew and kurtosis.
Distributional properties were within acceptable limits, and maximum likelihood estimation
procedures were used to test adequacy of fit of the four measurement models. Results are
listed in Table 4. In CFA resulis listed in Table 11, columns 2 and 3 reflect the absolute fit of
each of the models. Significant chi square values reflect a discrepancy between the proposed
models and the obtained variance-covariance matrix, However, chi square is highly sensitive
to sample size. Values for SRMR and RMSEA reflect adequate overall model fit with
slightly better values emerging for the two four-factor models. The AIC and BIC reflect
comparison of all models (nested and non-nested), with smaller values reflecting better fit.
Model 4b (dysphoria) yielded the lowest values. The CFT and TLI reflect comparisons of
each model with a baseline independence model. Higher models reflect better fit with desired
values exceeding .9. Each of the three multi-factor models met this criterion with the highest
value obtained by Model 4b (dysphoria). Last, delta chi square compares adequacy of fit of
nested measurement models. Nested measurement models are hierarchically related to one

another in the sense that parameter sets are subsets of one another. For example, particular
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parameters are estimated in one model but fixed to zero in another model (See Bollen, 1989).
Direct mode] comparisons indicate that the three factor model performed better than the
single factor model and each of the four factor models performed better than the three factor
model. The superior fit indices combined with greater parsimony support model 4b.

In summary, of the proposed models, the four factor dysphoria model (modet 4b})
provided the best fit with the data. Model 4b showed the smallest values for degrees of
freedom, Chi Square, SRMR, RMSEA, AIC, and BIC. SRMR and RMSEA values fell in the
range of adequate model (e.g., Hu & Bentler, 1999; Browne & Cu&eck, 1993) fit. In addition,
the CFI and TLI values were the highest among the models and met criteria for adequate fit.
Chi Square differences values between all models were significant at the p <.00] level. See

Table 11 for results.



Table 11.

Fit Statistics for Maximum Likelihood Confirmatory Factor Analysis
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Category Absolute fit Parsimony  Comparisons — non Comparison
nested models with
independence
mode]
2
Model df P SRMR  RMSEA AIC BIC CF1 TLI A
. . NA
Single factor 119 318.77% 06 10 11567.99 11672.75 83 87
3-factor 116 259.15% .06 09 1151437  11628.38 .92 99 59.62,*
DSM model
da-factor 113 232.88% .05 08 1149410 1161735 93 92 2627
numbing
model
fib“f“m? 113 21220% .05 07 1147341 1159667 .94 93 4695,
ysphoria
model

Note: *p < .001;" MS factor mode] compared with single factor model , ° Af for 4a and 4b tested against

three factor model with 3 degrees of freedom.

Factor covariance in the four factor model b remained high. Item loadings and

factor correlation matrices are also shown below (Figure 6). In model 4b, factor loadings

ranged from .70 to .85 for factor 1, from .64 to .87 for factor 2, from 43 to .87 for factor

3, and from .73 to .79 for factor 4. Item loadings are standardized regression weights and

meet the criterion of .5 to .6 based on Bagozzi & Yi (1988).
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Reexperiencing Active Avoidance Dysphoria Hyperarousal

83 AT L7485 N 83 o4 87 A3 83 /87 )84 \69 N\ JU 0 70 79 N3
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Figure 6. CPS-M ltem Loadings and Factor Covariance for the Four Factor Model 4b
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Exploratory Factor Analysis

An additional exploratory factor analysis was conducted at the scale level to
examine the broader PTSD construct validity. This analysis intended to use more reliable
indices of psychopathology {e.g., scales rather than individual items) and measure the degree
to which these measures converge with or, more importantly, discriminate from each other.
For example, conceptually related scales should load on similar factors, while conceptually
unrelated factors should create a separate factor. The following instrument subscales were
included in the analyses: PTSD subscales B, C, D from each of the two PTSD measures,
YBOCS-Obsessions subscale, YBOCS-Compulsions subscale, ASBI-under the age of 15
subscale, and ASBI-over the age of 15 subscale. The BDI-II aﬁd HADS data were omitted
because information was available for only half of the sample for each instrument. A
principle axis extraction method was used with a Promax, oblique rotation. Results produced
a two-factor solution, which cumulatively explained 67.41% of the total variance. Initial
eigenvalues for the two factors were 6.17 and 1.37, suggesting the first factor is responsible

for a majority of the variance. See Table 12.



Table 12.

Exploratory Factor Analysis: Total Variance Explained

Initial Extraction sums

of squared Joadings

Factor  Eigenvalues %of  Cumnlative Eigenvalues % of % of Rotation

variance variance  Cumulative Total

I 6.17 61.66 61.66 592 59.15 59.15 5.88

2 1.37 1371 7538 .83 3.26 67.41 2.00

3 .65 6.52 81.50

4 57 5.68 87.58

5 33 3.32 90.90

6 -27 2.67 93.58

7 24 2.39 95.97

8 20 1.95 97.92

9 A1 1.06 98.99

10 10 1.01 100.00
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Factor 1 was composed of all scales aside from the two ASBI scales, which loaded on
a second factor. Item loadings (i.e., loadings for each scale on to each factor) for factor 1
ranged from .57 to .92, with highest loadings for PTSD instrument subscales and lower
loadings for the YBOCS subscales. The two ASBI loadings on factor 2 were .64 and .65.
These results were consistent with the previous data suggesting the ASBI data were
conceptually less related to the PTSD measure data. Also consistent with previous results, the
YBOCS showed a stronger relationship with the PTSD measures than expected. The

correlation between factor 1 and factor 2 was .41, See Table 13.

Table 13.

Exploratory Factor Analysis: Scale-Level Pattern Matrix

Scale Factor 1 Factor 2
Purdue Scale-B 91
Purdue Scale-C 91
Purdue Scale-D 90
ASBI-U15 64
ASBI-O15 65
Y-BOCS-O 67
Y-BOCS-C .57
CPS-M Scale-B ‘ 95
CPS-M Scale-C .88

CP3-M Scale-D 91
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CPS-M Evaluation Assessment

Participant responses to the CPS-M were very favorable. The highest observed
means were for “program was easy to use” (M 2.4.81, SD = .62), “easy to hear” (M = 4.77,
SD = 72), “screen display well organized” (M = 4.76, SD = .69), and “text was easy to read”
(M =4.74,SD = 87). The lowest means, or those in most disagreement, were for “preference
for text only™ (M = 2.0%, SD = 1.31), “preference for human interviewer” (M = 2,05, 8D =
1.15), “preference for female host” (M = 2.40, SD = 1.14), and “feeling upset after interview”
- (M =292, §D=2.81). This last item was of particular interest because predicting
characteristics of individuals who are likely to become emotionally upset after the interview
may be useful when using the CPS-M. However, there were no statistically significant
relationships between degree of emotional reaction and site of #159) = .27, p = .79, sex
H(159) = .12, p= 26, education (9, 151) = .49, p = .90, ethnicity F(5, 155) = .53, p=74, or
total amount of trauma exposure /(159) = 1.1, p <.01. However, there were significant
differences between groups on the Total Severity Score of the PTSD Checklist {(159)= 5.1, p
<.01. The groups’ mean scores for those not endorsing negative feelings as a result of the
interview was 46.81 and 60.37 for those who reported negative feelings. These results were
also reflected in the differences between these groups on the CPS-M Total Severity Score
#(5.1) =160, p > .01 Interms of overall format acceptability, participant responses indicated
a high degree of acceptability of the CPS-M format, and the findings are consistent with

previous work with college students (Mason, 2005). See Table 14 for details.



Table 14.

CPS-M Evaluation Questionnaire Means and Standard Deviations

Items Mean SD
1. Colors easy to look at 4.66 75
2. Easy to hear 4.77 72
3. Questions easy to understand 4.66 13
4, Screen display well crganized 4,76 .63
5. Easy to click on buttons on screen 4.69 .82
6. Text easy to read 4.74 74
7. Auditory and visual presentation helpful 4.66 .82
8. Liked having questions read 4.50 1.00
9. Mouse easy 1o use 4.63 .87
10. Keyhoard easy to use 3.34 2.20
1. Questions worded clearly 4.55 .80
12. Program casy to use 4.81 62
13, Relevant questions 4.19 1.04
14. Upset feeling after interview completed 292 2.81
15. Preference for text only 2.01 1.31
16. Preference for human interviewer 2.05 1.15
17. Did not feel worse afier interview _ 3.57 148
18. Preference for female host 2.40 1.14

Note. Questions 19-22 were not included because questions were not applicable to this study (i.e., concerned

video clips). Items were noted on a five-point scale with higher scores showing greater agreement.
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Discussion

The purpose of the current study was to assess the reliability and validity of the CPS-
M and to test the viability of a set of known PTSD measurement models. Internal
consistency coefficients for the CPS-M were similar to those found in previous studies
(Mason, 2005; Richard et al., 1997; & Richard, 1999), and ranges generally reported for the
CAPS (Weathers et al., 2001). Table 15 lists the values for coefficient alpha for previous
studies using the CPS-M, the CPS, and an early study using the CAPS. The CPS produced
higher alpha coefficients in general, particularly for criterion D. Study 1 using the CPS with
the inpatient veteran sample was notably higher than those found in the other studies. This
may be a product of inpatient veteran characteristics. In general, when comparing CPS-M
coeftficient alpha values against value ranges reported in the CAPS literature, the CPS-M
fares adequately (Weathers et al., 2001). Across studies, alpha coefficients were higher than

the customary .70 cutoff, signaling high item interrelatedness.



Table 15.

Coefficient Alpha Values for CPS-M and CPS Studies, and Range Values for the CAPS

Total Score

Study ScaleBo ScaleCge  ScaleDa o
Current (CPS-M) 89 87 80 94
Mason (2005) (CPS-M) -84 79 70 89
Richard et al., (1997) (CPS-M) 86 82 78 92
Richard (1999) Study 1 (CPS); Veterans 88 93 93 96
Richard (1999) Study 2 (CPS); Students . 88 81 © o1
Richard (1999) Study 3 (CPS); Veterans o5 o . o6
Weathers et al. (2001) (CAPS) 63-.84 78-.87 79-.88 85-.95

Two-week retest correlations were satisfactory and comparable to previous studies.
In the present study, retest correlations were virtually indistinguishable compared to those
found in Mason (2005), Richard et al. (1997), and Richard (1999) Study 1 and 2. However,
all studies report relatively high retest correlations, which suggests adequate temporal

stability in the short term. See Table 16.

54
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Table 16.

Retest Values for CPS and CPS-M Studies

Study Scale B Scale C Scale D Total Score
Current .83 .88 .88 91
Mason (2005) 87 88 82 91
Richard et al., (1997) .84 .87 90 92
Richard (1999) Study 1 (CPS); Veterans 88 87 9 2
Richard (1999) Study 2 (CPS); Students 79 % © 7

CPS-M validity coefficients were similar across CPS-M the CPS, and the CAPS
studies (Table 17). Four of the same instruments used in Mason (2005) were used to assess
convergent and discriminant validity, the Purdue PTSD Scale, the BDI-II, the YBOCS, and
the ASBI. The same pattern emerged across studies. For both the CPS-M and its predecessor,
the CPS, total scores were most strongly related to other measures of PTSD followed by
depression, anxiety, obsessive compulsive symptoms, and antisocial behaviors. Thus, the
pattern of relationships held across instrument and population (college students, combat
veterans, mixed community sample of civilian and combat trauma victims). The same pattern
of correlations has been found in the CAPS literature (Weathers et al., 2001). The CAPS
typically correlated most strongly with other PTSD measures (s = .70 to .89), followed by
depression (rs = .61 to .75) and anxiety (rs = .66 to .76). Thus, relatively high correlations
between the CPS-M and measures of depression and anxiety were to be expected. The CAPS
has shown negligible correlations with the ASBI Validity indicators and patterns of

instrument relationships suggested a fair degree of construct validity for the CPS-M.
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Furthermore, these data, collected through the use of the multimedia and text-only versions
of the CPS, suggest some consistency of the measured PTSD construct across clinical and
nonclinical samples.

Somewhat unexpectedly, YBOCS scores showed relatively high correlations with the
CPS-M scores. This may be a product of increased presence of OCD symptoms in this
sample, using a clinical sample with a relatively high degree of psychological symptom
severity, or lack of adequate participant interpretation of YBOCS items. However, the strong
PTSD-OCD link is not a totally unique finding. The epidemiologic catchment area survey
(Helzer, Robins, & McEvoy, 1987) found that PTSD was most likely to co-occur with OCD.
" The PTSD-OCD comorbidity was higher than a broad array of other disorders (i.e.,
dysthymic disorder, manic-depressive disorder, panic disorder, antisocial personality,
phobias, drug abuse/dependence, and alcoholism.

The pattern of correlations between validity measures and the CPS-M raises broader
questions regarding the nature of PTSD. The relationship shown between measures of PTSD
and measures of depression is interesting, particularly when considering PTSD is categorized
as an anxiety disorder. What is more, is that the CPS-M, CPS, and CAPS all show higher
correlations with depression measures compared to anxiety measures. This observation is
commensurate with CFA results in this study, in that the best fitting model included the
dysphoria factor. The nature of these relationships and their implications for understanding

PTSD remain unknown and are worthy of further study.
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Table 17.
Convergent and Discriminant Validity Correlation Coefficients for CPS and CPS-M Studies,

and Ranges for CAPS Studies

Antj-

PTSD Depression and Anxiety ocD .
social

Study
Purdue  MISS'  BDLII  HADS BAI®  YBOCS ASBI

Current (CPS-M) .90 .85 79 Al 25
Mason (2005) (CPS-M) .88 .84 75 53 29
Richard et al., (1997}

(CPS-M) 87 79 79 13
Richard {1999} Study 2

(CPS); Students .84 69 59 21
Richard (1999) Study 3

(CPS); Veterans 87 74 74 32
Weathers et al. (2001) e 10-89 e e 61- TGmmmmmme 14-33

(CAPS)

Note: 'the Civilian Mississippi Scale for PTSD (Norris & Perilli, 1996) was used in the Mason (2005) study and
the Mississippi Scale for Combat-Related PTSD was used in the studies of combat veterans; “Beck Anxiety

Inventory

Confirmatory factor analysis results showed CPS-M data to fit best with a first order
four factor model found in the PTSD literature. This model, referred to as 4b or the dysphoria
model, identified factor 1(reexperiencing) as items B1-BS5, factor 2 (avoidance) as items C1-
C2, factor 3 (dysphoria) as items C3-D3, and factor 4 (arousal) as ifems D4-D5.

Findings in support of model 4b (dysphoria) were consistent with Simms et al. (2002)

and Palmieri (2007). Simms et al. first tested and found support for the dysphoria model
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using CFA procedures, but they used an unstandardized format (i.e., telephone interview).
Pabmieri confirmed the validity of this model by using the well established PCL. in a
standardized format with a large sample size. The notion of a general distress characteristic
component to PTSD is not new and is consistent with content of dysphoria symptoms. In the
larger context, overlap between anxiety and depressive symptoms has been well established
and suggests most disorders are related on a basic level with some distinguishing features
{Brown, Chorpita, & Barlow, 1998). For example, avoidance, numbing or dysphoria, and
physiological arousal have demonstrated relationships to mood and anxiety disorders (Brown
et al., 1998; Joiner, Steer, Beck, Schmidt, Rudd, & Catanzaro, 1999}. However, unique to
PTSD are reexperiencing symptoms, which form a stable factor in the present study. Based
on results and conceptualizations from the literature, ﬁndingé from the current study
supporting the dysphoria model appear adequate to support construct validity of the CPS-M.
In terms of negative findings, the CPS-M factor structure results were not wholly supportive
of the DSM-IV, three-factor structure model, which is also consistent with the PTSD
literature.

These results may have implications for reconceptualizing PTSD. One potential
option is to consider the dysphoria factor as a general distress component and to incorporate
more items to fap into the remaining factors. Additionally, among ail of the theoretical
models that have been proposed for PTSD, none explicitly include a rationale, explanation,
or mechanism for the presence of depression. Although factor structure results typically have
implications for models of PTSD, the topic is beyond the scope of this paper, as this was a
psychometric evaluation of the CPS-M.

The relative superiority of the dysphoria model may well have important implications
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for treatment planning. [t may be useful to match the theoretical domains of of the disorder
with the treatment goals. The most substantiated treatments for PTSD necessarily include
some form of exposure to the feared stimulus. This approach is consistent with previous
theorizations, that PTSD is best characterized by an oscillation between reexperiencing
symptoms, which leads to increased arousal, and subsequent active avoidance of those
stimuli. Repeated exposure to feared trauma-relevant stimuli ultimately results in habituation
of learned fear reactions and reduced avoidance. However, such treatments do not address
depressive symptomatology. If the dysphoria model is more consistent with frue PTSD,
perhaps treatment plans should include treatment components that are expressly designed to
treat symptoms of depression.

Several features of the sample and instrument may have influenced the findings from
the confirmatory factor analysis. The sample included a relatively high percentage of
participants taking psychotropic medications. These medications may have served to blunt
arousal symptoms. In the alternative, it is possible that the high use of psychotrophic
medications reflects symptoms of dysphoria. When comparing the two four-factor models, a
major conceptual distinction oceurs in the Cluster D arousal items, In the 4a King model, all
five Cluster D items load on the arousal factor, which may suggest more intense, active
symptoms in that domain. Alternatively, in the 4b Simms model, three of the Cluster D
arousal items load onto the dysphoria factor. If it’s true that this sample is more depressed
than other samples and arousal symptoms are blunted by medications, this might result in a
slight bias toward the four-factor dysphoria model over the competing four-factor model.

One feature of this (and other) measures of PTSD may place limits on the degree of

confidence in the superiority of the obtained four-factor dysphoria model. In the current
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study and others that have examined the various four-factor models, only two indicators are
used to assess some of the factors (e.g., active avoidance is denoted by PTSD symptoms C-1
and C-2). However, Bentler (1990} recommends that a minimum of three indicators be
attributed to each factor and that they be theory-driven. There currently is no theory to
substantiate a dysphoria factor structure. In addition, there is no certainty that PTSD is being
comprehensively assessed by the current 17-item criteria. One potential solution to this issue
is to expand the number of items for each of the conceptual domains and concurrently search
for additional symptoms that have theoretical relationships.

Turning to a comparison of instruments, there are a number of subtle differences
between the CPS-M and its parent instrument, the CAPS, which should be considered when
interpreting the results of this study. In terms of the actual administration, the CPS-M and
the CAPS differ in a couple of ways. First, the CPS-M assesses symptom presence for all 17
symptoms, and then frequency and intensity questions are asked ktogether later in the
assessment. In contrast to the CPS-M, the CAPS assess frequency and intensity in concert
with symptom presence for each item. This sequencing of items and use of sound files may
elicit the repetitive quality mentioned earlier and therefore influence participants to respond
similarty or identically to different items. Thus, the item format may artificially elevate the
level of inter-item agreement. Another contrast between the CPS-M and the CAPS concerns
the role of clinical judgment in arriving at a diagnosis. Unlike the CAPS, the CPS-M does not
offer an opportunity for the assessment administrator to assess participant compliance with
the interview, mental status, or of evidence of exaggeration or minimization of symptoms. If
the test administrator makes a non-zero contribution to the accurate prediction of PTSD

status, it is possible that the CAPS may arrive at more accurate diagnoses. However, this
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same issue is true of any non-interview PTSD assessments, Future adaptations of the CPS-M
may be able to lessen the gap.

With regard fo the effect of using computerized methods for assessment, one of the
initial concerns was that older participants who may be less familiar with computers than
their college-age counterparts would report higher levels of discomfort with the computer
interface. Results from the CARS suggest that pé.rticipants, though older and presumably
less familiar with computers than college students, did not experience significant computer-
related anxiety. Scores were slightly higher in the current sample (M = 15.41 for current
study, M= 13.74 for student sample) but remained near or at the middle rating for the total
score and at each of the item [evels.

In evaluation of the CPS-M, participants rated the format quite highly. Eleven of the
thirteen item means indicating participant reactions fell into the strongly agree category,
suggesting positive reactions. Of the reverse scored items, two fell in the strongly disagree
category. The first assessed for preference of a human interviewer and the second assessed
for preference of omitting the sound files. Overall, format acceptability was optimistic when
considering use of the CPS-M for future studies.

One issue inherent to PTSD assessment is the potential for negative emotional
reactions requiring the need for available clinical support. According to research assistant
reports, a small portion of participants demonstrated some degree of emotional distress when
taking the CPS-M, and a number chose to discuss their feelings in more detail after the
formal assessment. Data detailing observed emotional reactions were not collected. However,
three participants asked to contact their primary clinician and were immediately connected

with clinical staff. The vast majority of participants did not express emotional distress or
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negative reactions to the assessment. More explicitly, the CPS-M Evaluation Form asks
participants to indicate if the interview caused them to “feel things that are now upsetting,”
and 15% rated agree while 26% rated strongly agree. These individuals could be statistically
distinguished from those who did not experience upsetting emotions by their PTSD Checklist
Total Severity Score, which was part of the screening process. Those with high means,
around 60, were more likely to have a negative emotional reaction than their counterparts,
who had means around 45. No other demographic or trauma variables were predictive of this
reaction. Overall, these findings suggest that individuals with higher symptoms at screening
are more likely to experience negative affect as a result of the assessment. Last and
consequently, the CPS-M should be used responsibly in a clinical setting where staff support
are immediately available should individuals react negatively. Of note, arousal of negative
affect is a common and necessary component of PTSD assessment.

Additionally, this format may not facilitate dialogue between assessor and participant
as would a semi-structured interview. Participants may be less inclined to request clarity on
confusing items, and, consequently, assessors may not be able to provide assistance.
However, these features are true of all self-report formats. Alternatively, the CPS-M may
confribute uniquely to one additional issue. By digitally simulating an interview with
graphics and sound files, participants may have different expectations when compared to
paper-and-pencil formats. The expectation of support, elaboration, and discussion that comes
with an interview may be elicited by the multimedia format. This was evidenced by a number
of participants wishing to engage in discussion after the interview. Again, this supports the
use of the CPS-M in a supervised clinical setting and continued investigation of the

instrument characteristics.
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Strengths of this study include the generalizability of the sample demonstrated by the
following: (a) mixture of samples (veterans, treatment-seeking, and community samples), (b)
the relative evenness of distribution of sex (~50%), (¢} range of age groups from early adult
to elderly, (d) the range of traumatic experiences in that every category on the LEC was
endorsed at least once, (e) range of frequency for traumatic events from 1 to 30, (f) the high
frequency of participants in the severe category (69.9%), (g) the high endorsement of history
of psychological care (90%), and (h) the high endorsement for current use of psychotropics
(71%). Altogether, these sample characteristics appear consistent with a diverse, trauma-
exposed, clinical sample.

The samples drawn from the two referring agencies were compared on a number of
demographics variables, CPS-M iten, scale, and Total Scores, and few differences emerged.
The HMO sample was composed of more African American women, while the VA sample
was composed of more Caucasian men. The groups also differed on the Life Events
Checklist used to screen participants for trauma exposure. The VA sample experienced or
witnessed more events than the HMO sample. However, means were generally high for the
number of events (M's =11.19 and 7.17), especially when compared to a large student sample
with a mean of 2.4 events (Mason, Lauterbach, Pasola, McCourt, & Dotson, 2006). The VA
sample also scored higher than the HMO sample on the antisocial behavior measure. This
may be a product of the gender composition of the two samples. Males typically report
higher rates of anti-social behavior and exposure to traumatic events, and the VA sample was
composed primarily of men. However, these factors did not appear to largely influence

differences in CPS-M item, scale, or Total Score ratings.
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A potential limitation of this study is sample size. Decrements in sample size can
have the effects of diminishing statistical power and precision of parameter estimates and
standard errors. As such, small samples can result in improper solutions. Brown (2006)
correctly noted that the literature has been scant on appropriate sample size for CFA.
Consequently, numerous rules of thumb and poorly generalizable recommendations have
been used. Of the best methods fo determine sample size (e.g., Satorra-Saris Method, OLS,
and Monte Carlo Simulation), Monte Carlo Simulation, which is an available function in
Mplus statistical software, is the most advantageous. It allows the most accuracy for
estimating each of the model parameters. Model estimates obtained from previous research
(e.g., Palmieri et al., 2007) and results from this study were used to estimate parameters for
the Monte Carlo Simulation. For both sets of parameter estimates, a sample size of one
hundred was adequate. Increasing the prospective sample size to 200 added no appreciable
increments in power. It was determined that the current sample size had adequate statistical
power to appropriately reject a false null hypothesis. It is a meaningful criticism to suggest
that factor structure results from this study are due to an idiosyncratic characteristic of this
study. This may, in fact, be the case. However, the best fitting model (dysphoria) has
received support from studies employing sample sizes of over three thousand (e.g., Palmieri
et al., 2007), suggesting results from this study are consistent with results from state-of-the-
art investigations. When using data that show substantial reliability and validity and when
testing established models, factor structure studies with relatively small sample sizes (103 to
142) have been published for meaningful interpretation (e.g., Cordova, 2000; Marshall, 2004;

Smith, 1999; Taylor, 1998). In sum, a larger sample may strengthen the results from this
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study. However, for the reasons mentioned above, these data appear meaningful for
interpretaﬁon.

While the combined sample size was sufficient to address study questions, larger
samples at each site would have allowed for the examination of a variety of important
questions. For example, it would be possible to examine the factorial and metric invariance
across populations. This 1s clearly the wave of the future and investigators are increasingly
questioning the appropriateness of using instruments with different populations and the
meaning/interpretation of findings. The primary recommendation for evaluating the CPS-M
is to obtain sample sizes for individual samples or recruitment sites to further validate the
utility of the CPS-M. This will address two issues. First, participants would be equivalently
sampled for each severity group, which may enhance variability and consequently CFA
analyses. This may also add clarity to the interpretation of results, allow for further
generalizability, and provide more adequate comparison of samples. Another
recommendation is to compare the CPS-M to the CAPS interview using equivalency
analysis. Diagnostic utility of the CPS-M can be gleaned from such results.

Two aspects of this study were of primary concern. First, this instrument was
evaluated to determine whether its psychometric properties suggest that it is suitable for
assessing PTSD. Second, the CPS-M was developed specifically to utilize a multimedia
format and assess participants” beliefs regarding the acceptability of this assessment medium.
With regard to the instrument’s psychometrics, the CPS-M demonstrated satisfactory
properties, as is suggested by the data obtained from the reliability and validity analyses. In
terms of the acceptability of the CPS-M, participants rated the ease of use, organization, and

screen presentation quite high. Participants also indicated that they were more agreeable to
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the multimedia format than to a human interviewer. Although these initial results do not
speak to the equivalence of the CPS-M as a diagnostic measure of PTSD, the current results

support use and further investigation of the CPS-M as a viable measure of PTSD.
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Appendix A

Study Procedure

Upon entrance to the clinic

4. Power up the laptop computer (s)

b. Prepare the paperwork for informed consent, sereening, and instrument packets.
¢, Make sure that signs are posted in the waiting room across the hall.

d.  Make sure that vou have adequate gift cards

Next, a participant volunteers for screening
a.  Screening Items

i
ii.
iii.
iv.
V.
vi.

Explain to the participant that this study is to develop and computerized
assessment instrument to assess PTSD,

State that screening has a few steps that include answering some guestions and
completing two paper forms

First, conduct the Risk Assessment of Harm Form

Second, provide them with the LEC and the PCL

Assess their eligibility for the study using the VE Form

If yes, proceed to consent; If no, follow relevant procedures (e.g., politely thank
them if there is no risk, or follow procedures on Risk of Harm Form).

b.  Sit with the participant and conduct the Informed Consent process.
¢.  If'they agree to participate, proceed to the study and remove the packet from the prepared
folder (make sure the folder has a Research 1D number)

The participant begins the study
a, The computerized assessment and the paper-and-pencil measures will be given in
counterbalanced order.

1.

iil.

If the participant has an ODD Research 1D number, they will start on the
computerized assessment and complete the paper instruments second.

If the participant has an EVEN Research [D Number, start them with the paper
and pencil measures

Give them the CPS-M Evaluation form until they complete the CPS-M.

b. The study section is now complete and the participant will be provided compensation

i.

Ask the participant to sign the Payment Record Form with their names and
social security numbers

¢, Ask the participant to make an appointment to return in two weeks for the retest session
{only if needed).
d. Provide the participant with any necessary forms {e.g., copy of informed consent, etc.)

After the participant has left conduct closing procedures for the day, including research notes
entered for each consented participants.
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Appendix B.1
Risi of Harm Assessment (VA)

{(Completed ONLY Face to Face with the Veteran in Outpatient Psychiatry)

1. “In the past'week have you had thoughts about harming yourseif?” Yes No
If Yes, continue with question 2. :

If No, Skip to #3

2. “Are you going to harm yourself today?” Yes  No

If Yes: The veteran is NOT eligible for the study and should be connected immediately with a
triage clinician in the psychiatry walk-in clinic for follow-up of suicidal risk in accordance with
standard clinical care when imminent risk is reported. The research assistant should remain with
the patient until connected with the follow-up clinician.

If No: The veteran is eligible for the study

3. “In the past week have you had thoughts about harming others?” Yes No
If Yes, continue with question 4.
If No, veteran is eligible and the next screening measure can be completed.

4. “Are you going to harm others {oday?” Yes  No

I Yes: The veteran is NOT eligible for the study and should be connected immediately with a
triage clinician in the psychiatry walk-in clinic for follow-up of risk to harm others in accordance
with standard clinical care when imminent risk is reported. The research assistant should remain
with the patient until connected with the follow-up clinician.

IF at anytime additional assistance in working with the patient is
needed for any reason (e.g. suicidal or homicidal patient refusing to
gowith RA to MHC)}, Dr. Rauch will be contacted immediately (734-651-
8379 or UMHS pager 2417} by the RA.



80

Appendix B.2
Risk of Harm Assessment (HFHS)
(Completed ONLY Face to Face with the patient in Outpatient Psychiatry)

Assessment administered BEFORY. entrance into the study.

1. *“In the past week have you had thoughts about harming yourself?” Yes No
If Yes, continue with question 2.

If No, Skip to #3

2. “Are you going to harm yourself today?” Yes No

If Yes: The patient is NOT eligible for the study and should be connected immediately with their
regular provider or a triage clinician in psychiatry for follow-up of suicidal risk in accordance
with standard clinical care when imminent risk is reported. The research assistant should remain
with the patient until connected with the follow-up clinician.

If No: The patient is eligible for the study.

3. “In the past week have vou had thoughts about harming others?” Yes No
If Yes, continue with question 4,
If No, patient is eligible and the next screening measure can be completed.

4, “Are you going to harm others today?” Yes No

If Yes: The patient is NOT eligible for the study and should be connected immediately with a
triage clinician in the psychiatry walk-in clinic for follow-up of risk to harm others in accordance
with standard clinical care when imminent risk is reported. The research assistant should remain
with the patient until connected with the follow-up clinician,

If No: The patient is eligible for the study.

IF at anytime additional assistance in working with the patient is
needed for any reason (e.g. suicidal or homicidal patient refusing
assessment) , Dr. Lanzisera will be contacted immediately 313-874-6639,
pager: 146-3539, or cell at 248-761-6521 by the RA,
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Life Events Checklist (ILEC)
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Listed below are a number of difficult or stressful things that sometimes happen to people.
For each event check one or more of the boxes to the right to indicate that: (a) it happened to
you personally, (b) you witnessed it happen to someone else, (¢) you learned about it
happening to someone close to you, (d) you’re not sure if it fits, or (e) it doesn’t apply to you.
Be sure to consider your entire life (growing up as well as adulthood) as you go through the

list of events.

Event

Happened
to me

Witnessed
it

Learned
about it

Not
Sure

Doesn’t
apply

1. Natural disaster (for example, flood,
hurricane, tornado, earthquake)

2. Fire or explosion

3. Transportation accident (for example,
car accident, boat accident, frain wreck,
plane crash)

4. Serious accident at work, home, or
during recreational activity

5. Exposure to toxic substance (for
example, dangerous chemicals,
radiation)

6. Physical assault {for example, being
attacked, hit, slapped, kicked, beaten up)

7. Assault with at weapon (for example,
being shot, stabbed, threatened with a
knife, gun, bomb)

8. Sexual assault (rape, attempted rape,
made to perform any type of sexual act
through force or threat of harm)

9. Other unwanted or uncomfortable
sexual experience

10. Combat or exposure to a war-zone
(in the military or as a civilian)

11. Captivity {for example, being
kidnapped, abducted, held hostage,
prisoner of war)

12. Life-threatening illness or injury

13. Severe human suffering

14, Sudden, violent death (for example,
homicide, suicide)

15. Sudden, unexpected death of
someone close to you

16. Serious injury, harm, or death you
caused to someone else

17. Any other very stressfil event or
experience
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Appendix D
PTSD Checklist (PCL)

Instructions: Below is a list of problems and complaints that people sometimes have in
response to stressful life experiences. Please read each one carefully, then circle one of the
numbers to the right to indicate how much you have been bothered by that problem in the
past month.

The event you experienced was on
{event) (date)
Notat | A little | Moder- Quite Extremely
all bit ately a bit
i. Repeated, disturbing memories, thoughts, or
images of the stressful experience? 1 2 3 4 3
2. Repeated, disturbing dreams of the stressful 1 2 3 4 5
experience?
3. Suddenly acting or feeling as if the stressful
experience were happening again (as if you were 1 2 3 4 5
reliving it)?
4. Feeling very upset when something reminded 1 2 3 4 5
vou of the stressful experience?
5. Having physical reactions (e.g., heart
pounding, trouble breathing, sweating) when i 2 3 4 5
something reminded you of the stressful
experience?
6. Avoiding thinking about or talking about the
stressful experience or having feelings related to 1 2 3 4 5
it?
7. Avoiding activities or situations because they
reminded you of the stressful experience? 1 2 3 4 5
8. Trouble remembering important parts of the 1 2 3 4 5
stressful experience?
9. Loss of interest in activities that you used to I 2 3 4 5
enjoy?
10. Feeling distant or cut off from other people? 1 2 3 4 5
11. Feeling emotionally numb or unable to have i 2 3 4 5
loving feelings for those close to you?
12, Feeling as if your future somehow will be cut 1 2 3 4 5
short?
13. Trouble falling or staying asleep? | 2 3 4 3
14. Feeling irritable or having angry outbursts? i 2 3 4 5
15. Having difficulty concentrating? 1 2 3 4 5
16. Being “superalert” or watchful or on guard? i 2 3 4 5
17. Feeling jumpy or easily startled? i 2 3 4 5




Appendix E.1

Inclusion/Exclusion Form wa)

1. English is appropriate Yes No
2. Vision/hearing is appropriate Yes No
3. Able to read forms Yes No
4. Adult age Yes No

5. Dentes imminent risk of harm to self/others Yes No

6. Denies history/presence of thought disorder  Yes No

7. Fits into a g.roup based on PCL score Yes No
AND
8. Reports a trauma on LEC Yes No
OR

9. Was referred to VA for PTSD Evaluation Yes No

For inclusion into the study, answers to all items above must be
YES (only #8 or #9).

Proceed to Informed Consent



Appendix E.2

Inclusion/Exclusion Form mrus)

1. English is appropriate

2. Vision/hearing is appropriate

3. Able to read forms

4. Adult age

5. Denies imminent risk of harm to self/others
6. Denies history/presence of thought disorder
7. Reports a trauma on LEC

8. Fits into a group based on PCL score

For inclusion into the study, answers to all items above must be

YES.

Proceed to Informed Consent

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No'

No

No

No

No

No

No

No
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Appendix F

Participant Information Form

Parhcnpant Ffrmﬂwy

SCR ST

nformation teamw—

This irfarmation is corpletely corfidertial. The o ding gystemthat (s used makes it inpossibe for the
projectresearchteamto associate youwith the information vou viltbe providing. The informed consent

that yvou completed will be removed fromyour fclda rwhe
separate incation.

n your participation is camglete and keptina

1. Wrat are the last four digits of your social

security

nurmber?

2. 4vhatisvour
date of hirh?

T

yearé- old

3. Howbid are you?

487

§. Prirrary Bthnic Background {circle the :
agpropriate code):

01 ‘White, not Hispanic. .
02 -Black, not I—Iispamc o
103 Hispanic, White = =1
.04 -Hisgpanic, Black Cn
05 American Ind:anf Alaskan -
06. Asian LR
47 Padfic IslanderiHawauan- -
08 Other

- If:yes, how many hours perwesk? . -
7. Circle the highest educational level that you hae

.45
13
07
08

' Psychlatrlc History -

8. Haveyou gver rece;\red prnfessmnaltreatmem a5 an

L jtherapy sessucns m-the laSt year?

‘B if youwhave beegh in coanseling, pléase sstimate thi:

ceyent(s)that you Fave experienced .

. _%EJ Emhe Iastth;rty zﬂays have ys:u been YES
‘| taking & presciibed medication fof 2

B.Are you working at afl now? YES' -.N'OE

completed in schoot
01 Grade School

Junior High Schoal

Home HighSchool

High 3chool

Some College

4Yaa:0o1iege(ag BA ES) )

Some Gradiuate work (e.g, master’s ciegree) .
Doctor&te:‘meessmnal degred’ (e g, [ D PhD J D)

a3
04

outpatiznt or mpat:em for an emotionat or substance use
problem?

Outpatimt

numberof:coungeling sessions that havefocused on iraumatic

NO

psychtlogical or emntiona) problém?

iFyes which.drugs?




Appendix G.

Purdue Scale for PTSD Revised Version (PPTSD-R)

Purdug Scale

in the }ast mun’ﬂi' h'{aw'-b‘ﬁén'

Cpotatall

i -;{1:'.';h'5_f1-g$"'_.' 5 o Fel . OO

i i‘izwe youfe 'emommdlly -mamb" or umbkto-su
ammmn.ﬂlv e wiry you Lm:d lo?‘ S :

12 Have you_bc'cn.-.335:5;_'(}'}51&:;1_5':_5136-':ib_m_z.t your futare?.

13 Have you had o

14 fave you been more jtitable or angry O
15 Have you had mére trouble c'mc_émr_zuing? R S R

16 Have you found vour ;dt w \uhful o on guard even whm tbcr\. Vi
an reason o bf ! : : )

- Lo : R ...'Z"'}: SN oA Lo ~ s
(ET Are yowsmore dumipy oreasily Starded by polses? oo i GG O

O

00 00 00 o0

86

after
oy

R

L



Appendix H.

Antisocial Behavior Inventory (ASBI)
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The following questions are about things you may have done before you were fifteen. Please

circle "No" or "Yes" for each question, If you do not understand a question, leave it blank.

i, Did you often skip school? No  Yes
2. Did you ever run away from home and stay out overnight? No Yes
3. Did you start fights? No Yes
4, Did you ever use a weapon in a fight? No Yes
5. Did you ever force someone to have sex with you? No Yes
6 Did you ever hurt an animal on purpose? No Yes
7. Did you ever hurt another person on purpose (other thanin a No  Yes
fight?)
8. Did you deliberately damage things that weren't yours? No  Yes
9. Did you set fires? No Yes
10. Did you lie a lot? No  Yes
11 Did you ever steal things? No Yes
12. Did you ever rob or mug someone? No Yes
The following questions are about things you may have done
since you were fifteen.
13. In the past five years, have you been unemployed for six months ~ No Yes
or more when you were able to work and jobs were available?
14 Have you been employed in the past five years? No Yes



15.

16.

17.

. 18.

19.

20.

21.

22.

23,

24,

25.

26.

27.

28.

29.

If yes, were vou often absent for reasons other than illness

(vours or a family member's)?
Did you ever walk off a job without having another one to go on?
Have you doﬁe things that are against the law - even if you
weren't caught - like stealing, selling drugs, fencing, pimping,
prostituting, or committing a felony?
Have you ever been arrested?
Have you been in any fights that came to swapping blows?
Have you ever hit or thrown things at your spouse/partner?
Have you ever hit a child (yours or someone else's), so hard that
he/she had bruises or had to stay in bed or see a doctor?
Have you ever owed people money and not paid them back?
Have you ever failed to pay child support or failed to provide for
children dependent upon you?
Other than on a vacation, have you ever traveled around without
knowing where you were going to stay or work?
Was there ever a time when you had no regular place to live?
Have you done a lot of lying since you were fifteen?
Have you ever used an alias or pretended you were someone else?
Have you often "conned” others to get what you wanted
Have you gotten a lot of tickets for speeding, or do you often
drive well above the speed limit?

Have you driven a car when you were drunk?

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
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30, Has anyone ever said that you weren't taking proper care of a
child of yours (or a child that you were responstble for)...
...by not providing enough food or...
...not keeping the child clean enough or...
...hot getting medical care when the child was sick or...
...Jeaving the child with neighbors because you weren't
able to take care of the child at your home or...
...hot arranging for anyone to take care of the child when
you were not away or...
...running out of money to take care of the child because
you spent the money on yourself?
31. In the past ﬁ%fe years, have you been sexually active?
If ves, have you been able o be sexually invdived with Just one
person for at least one year without having sex with anyone else?
32. In the past five years, have you hurt, mistreated, deceived, or
stolen from another person?
[f yes, do you feel it is OK for you to haye done these

things?

No

No

No

No

No

No

No

Yes
Yes
Yes
Yes
Yes

Yes

Yes

Yes

Yes

Yes

89
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Appendix 1.

Yale Brown Obsessive Compulsive Scale (YBOCS)

Obsessions

Y-BOCS

Please think about the last seven days (inciuding today), and circle one answer for each question.

I, How much of your time was occupied by obsessive thoughts? How frequently do the obsessive
thoughts occur?

0

None - If you checked this answer, also check 0 for questions 2, 3 ,4, and 5 and proceed
to question 6.

Less than | hour per day, or occasional intrusions (occur no more than § times a day)

I to 3 hours per day, or frequent intrusions {occur more than 8 times a day), but most
hours of the day are free of obsessions

More than 3 hours and up to 8 hours per day, or very frequent intrusions {occur more
than 8 times a day and during most hours of the day)

More than 8 hours per day, or near-constant intrusions (too numerous to count, and an
hour rarely passes without several obsessions occurring)

2. How much did your obsessive thoughts interfere with your social and work functioning? (If you
are currently not working, please think about how much the obsessions interfered with your
everyday activities.) In answering this question, please consider whether there was anything that
vou didn’t do, or that you did Iess, because of the obsessions.

0

No interference

1

Mild, slight interference with social or occupationat performance, but stili performance
not impaired

Moderate, definitive interference with social or occupational performance, but still
manageable :

Severe interference, causes substantial impairment in social or occupational
performance

Extreme, incapacitating interference

3. How much distress do your obsessive thoughts cause you?

None

—

Mild, infrequent, and not too disturbing distress

Moderate, frequent, and disturbing distress, but still manageable
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%]

Severe, very frequent, and very disturbing distress

Extreme, near-constant, and disabling distress

4. How much of an effort did you make to resist the obsessive thoughts? How often did you try to
disregard or turn your attention away from those thoughts as they entered your mind? (Here we
are not interested in knowing how successtul you were in controlling your thoughts, but only in
how much or how often you tried to do so).

0 .

[ made an effort to always resist (or the obsessions are so minimal that there is no need
to actively resist them)

I iried to resist most of the time (i.e., more than half the time 1 tried to resist)

I made some effort {o resist

I allowed all obsessions to fili my mind without attempting to contro} them, but I did so
with some reluctance

4

I completely and willingly gave in to all obsessions.

5. How much control did you have over your obsessive thoughts? How successfil were you in
stopping or diverting your obsessive thinking? (Ifyou rarely tried to resist, in order to answer this
question, please think about those rare occasions on which you did try to stop the obsessions.)
NOTE: Do not include here obsessions stopped by doing compulsions.

0

Complete control

1

Much control; usually T could stop or divert obsessions with some effort and
concentration

Moderate conirof; sometimes I could stop or divert obsessions.

Little controi; [ was rarely successful in stopping obsessions and could only divert
attention with great difficulty.

No control; T was rarely able to even momentarily ignore the obsessions.

Compulsions

Please think about the /ast seven days (including today), and check one answer for each question.

6. How much time did you spend performing compulsive behavior? How frequently did you
perform compulsions? (If your trial involved daily living activities, please consider how much
lenger it took you to complete routine activities because of your rituals.)

0

None. If you checked this answer, then also check 0 for questions 7, 8, 9, and 10, then
answer 11 and 12,

Less than 1 hour per day was spent performing compulsions, or occasional performance
of compulsive behaviors (no more than 8 times a day)

1 to 3 hours per day was spent performing compulsions, or frequent performance of
compulsive behaviors (more than § times a day, but most hours were free of
compulsions)

More than 3 hours and up to 8 hours per day were spent performing compulsions, or
very frequent performance of compulsive behaviors (more than 8 times a day and during

most hours of the day)

More than § hours per day were spent performing compulsions, or near-constant
performance of compulsive behaviors (too numerous to count, and an hour rarely
passese without several compulsions being performed)
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7. How much did your compulsive behaviors interfere with your social or work functioning? {If you
are not currently working, please think about your evervday activities.)

0

No interference

1

Miid, slight interference with social or occupational activities, but overali performance
not impaired

Moderate, definite interference with social or occupational performance, but still
manageabie

(VS

Severe interference, substantial impairment in social or occupational performance

Extreme, incapacitation interference

8. How would you have felt if prevented from performing your compulsion(s)? How anxious wouid
you have become? .

Not at all anxious

Only slightly anxious if compulisions prevented

Anxiety would mount but remain manageable if compulsions prevented

Prominent and very disturbing increase in anxiety if compulsions interrupted

P e PR e D

Extreme, incapacitating anxiety from any intervention aimed at reducing the
compulsions

9, How much of an effort did you make to resist the compulsions? Or how often did you fry to stop
the compulsions? {Rate only how often or how much you tried to resist your compulsions, not
how successful you actually were in stopping them.)

0

I made an effort to always resist (or the symptoms were so minimal that there was no
need to actively resist them).

et

I tried to resist most of the time (1.¢., more than half the time).

I made some effort to resist.

I yielded to almost ali compulsions without attemnpting to control them, but 1 did so with
some reluctance,

I completely and willingly vielded to all compulsions.

10. How much controi did you have over the compulsive behavior? How successful were you in
stopping the ritual{s)? (If you rarely tried to resist, please think about those rare occasions in
which you did try to stop the compulsions, in order to answer this question).

i 1had complete control,

Usually I could stop compulsions or rituals with some effort and willpower,

Sometimes I could stop compulsive behavior but only with difficulty.

LD ] e D

1 could onty delay the compuisive behavior, but eventually it had to be carried out to
completion.

1 was rarely able to even momentarily delay performing the compulsive behavior,
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11. Do vou think your obsessions or compulsions are reasonable or rational? Would there be anything
besides anxiety to worry bout if you resisted them? Do you think something would really happen?

I think my obsessions or compulsions are unreasonable or excessive,

I think my obsessions or compulsions are unreasonable or excessive, but I'm not
completely convinced that they aren’t necessary.

I think my obsessions or compulsions may be unreasonable or excessive,

I dor’t think my obsessions or compulsions are unreasonable or excessive.

EENAVE RS

I'am sure my obsessions or compulsions are reasonable, no matter what anyone says.

12. Have you been avoiding doing anything, going anyplace, or being with anyone because of your
obsessional thoughts or because you were afraid you would perform compulsions?

[ haven’t been avoiding anything.

I have been avoiding doing a few important things.

1 have been avoiding some important things.

I have been avoiding many important things.

ik — S

I have been avoiding doing most everything.

Go to next instrument =%
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Appendix J.
Hospital Anxiety and Depression Scale (HADS)

Please choose one response from the four given for each interview. Avoid
thinking too iong about your answers and please answer how it currently
describes your feelings.

‘gl still enjoy the things | used tc; o
lenjoy:

§Defm1tely as much

Not quite so much
Onlyatitle
Hardly at all

"gNot at au

rl can laugh and see the funny sideﬂ
of things:

;As much as | always couEd

get a sort of frightened feeling as i

A if something awful is about to

- f;happen }
3
?

_[Not qmte 50 much now 7 7
jDeﬁmtely not so much now

w N

' }‘Very deﬁmteiy and c;t,ﬂte bad{y )
Yes, but not too badly

A llttle but it doesnt worry me
ot at sl

;I can enJoy a good book or radlo or’
i"i’V program: ]

__ _ Sometimes T
[From time to time, but not too MNotoften i
. often iVery seldom
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il feel restiess as | have to be on
the move:

iifeel cheerfut [
INetatall )

Very muchindeed

_-IQuite a lot

Notverymuch

iNot at all

Sometimes

Most of the time -

i
i
i
i
i

et a sort of frightened feeling m%l feel as if | am slowed dm;vn: T .5
ike 'butte{fliglsf i"‘? the stomach: . s A S O
Occasionalty 1

[Nearty allthe time " 3"

. | [Sometimes
Quite Often e R INot at all

.:{l_can sit at ease and feel _r:é_l_aked:
(Mot at all

I have lost interest in my
|appearance:

Definitely

efinitety B
| don't take as much care as | should 2

[ may not take quite as much care

1 take just as much care as ever

:;D ;l'i' ibbk forward \&ith .enjoyment to -:—f |
. (things: ‘

;As much as | ever did

A"l get sudden feelings of panic: |

Quite often

[Not very often
Mot at all

“[Rather less than [ usedto
_|Definitely tess than | used to
:lHardiy at ali

Reference:

Zigmond and Snaith (1983)



The Computer Anxiety Rating Scale Respecified Model (CARS)

ID NUMBER:

Appendix K.

Please czrcle one of the choaces for each ofthe 1tems m thls questmnmmre
Please make sure to answer each question: o

96

i hesitate to use a computer for.
fear of making mmakes { cannet
correct.

5

1. Strongly -
) Agree

Mildly:
Lo Agree

4 3

- Mewtral

2
> Mildly

e 'Dlsaoree '

!
Strangly

. Disagree

2. The chalienge of learning about:: [

computers is exciting .

B

<1 Strongly
" Agree

Mildly.

2 i3

4

© Neatwl Mgy

CiAgree . iin L Disagree

bE

- Strongly -
Disagree -

3. [ feel insecure about my ability
1o interpret a computer printout,

5.
Strongly:

. Agree .

4 ' 3

- Mildly Neutral
o Agree T

=
Mildly

_Disagree

0

Strongly

Disagree

| 4. [ look forward to ysing a. '
-camptter on myJob I

o2 o a
-_'-_.-..;"Ag_ree' e

iy
- Disagresg:

5 '
.Strengly -
"¢ Disagree.” |

5. [ have avoided computers.

because they are unfamiliar and
somewhat intimidating to me.

Strongly
Agree

Mildly

Agree

2
Mildly
Disagree

1
Strongly
Bisagree

6. Anyone can learm to use'a .
computer if they are panent zmd
motivated: s

TR :
| swongly - vy

o4
o Mildly
~:Disagree

3

Strongly
Disagree .

7. Ihave a:fﬁculty unde:’standmo -
the technical aspects of computers

Strongly -

Agree

| "Mlzdiyz S

Agrge -

Neiral

\/I;ldly -
Disagree

o '
Strongly
Disagree




Appendix L.

CPS-M EVALUATION |
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22. The video cl:ps of the computer. lnterwewer were-d’

3 o -
i) ' 6%} =
. - B & @ S
QUESTIONNAIRE & 3 $ $ @
. SBr . Q O L =
el —— <~ =] =
- ' 2N £ om & & 0§
Please circle your response (1 through 5) below. . - & F = & @ g
Make sure to complete each item. S s & £ . IS &? :
& 5 = &5 & =
1. The colors on the screen were easy to look at. L 2 3 4 5 ™A
2. It was easy to hear whai the computer intetviewer was L 2 . 3 4 5 N/A
saying.
3. The questions the computer interviewer asked me I 2 3 & 5 N/A
were easy to understand.
4. The screen display was weli organized. 1 2 3 4 5 N/A
3. It was easy to click on the computer “buttons”™ on the 1 3 4 5 MN/A
screen.
6. The text on the screen was easy to read. 1 2 "3 4 5 N/A
7. It was helpful to have the questions presented on the 1 3 3 N/A
screen as well as read by the computer interviewer. ’
8. | like having the questions read by the computer inter- I L2 -3 4 5 N/A
viewer, ] o - .
9. Using the mouse 10 enter My answers was easy. L 2 :.3 5 . CN/A
10. Using the keyboard on the desk 10 enter my answers : N RYE 3 . 4 5 N/A,
was easy {if applicable)’ . e PR o S ' )
11. The questions the computer interviewer asked me, 2 R R - S 5 CNIA
“were worded clearly. : L PE) P : .
12. The computer program was easy to use, 2 . ::3_ . 3 _: _' N/A
13. The questions the computer interviewer asked me S e 8 L3 & 5 '_.N;_’A .
were relevant to myy situation. [ e p - . : .
14. Going through the computer interview caused me to, 3 2 - 3 DAL 5 NA.
feel things that are now upsetting me. e ] ]
15. [ would have preferred to read the questions by my;_ v ) 2 3 4. 5 N7A
self without the computer interviewer reading them to :
me, " :
116, [ would have preferred a human being as an. infer- ;'_: - - N/A:
‘jviewer for the questions that were asked of me. : . S
17. 1 DO NOT feel any worse than I did When.| started N
the computer interview. : : : Lol : : ) S
18, 1 would have preferred.a female compnter inters i AR iR IS L4 5" “NIA
viewer. ST A .
19. I like the video clips of the cemputfer_intervie'wgr Gf - 1 2 o 4 5 N/A
appi:cable) g . P
20. The video cilps of the computer- mtervnewer made the' 1 2 3 4 5 N/A
cemputer prograin more like a real 1ntcrv:ew (lfapp icas L :
blc) S o .
. The video cltps of the cnmputcr interviewer were a. - : 1 . 4 s NIA
i:seful addition to-the computer program: (1fapphcable) TR : Lo S

distraction and ‘were not hcipfui (1[" apphcablc)




Appendix M.1

Informed Consent for the VA

a A k B | & i R S e i
Department of Veterars Affairs - VA Research Consent Form

Subjuct Namar Dat@‘

é* ~=,r_hr3mr_4.m. Pmpﬁzf‘mh ot Corppitanized BPER Sndiu ~ Fulmedia Yersion
IPE-RAmore Vaera s
! ;

Title of Study:
PWARIC: WA Ann Arbior

| Principal ivvestigator: } Sheia Rauch, Phi Heaithoars Sysiam
- ] CEROEY DYIRTAOTY

PURPOSE OF RESEARCH STUDY:

the purpose of the study is to develop a computerizad Posttraumatic Stress Disorder assessment
wistrurmest. in order to conduct this investigelion. we need o determing the relationship hetwesn
responses given to a computerized gquestionaaire antd ofher wiitten guestions  Your inwvohvernent will
be for one aession that fasks about G0 10 75 minutes and pozsikly anofther that asts rougriy 30
mingtes.

DESGRIFPTION:
Yird have bean foudd eligable O partivipate in the study based on the soresning you have complated,

Up o 210 malefamals vatarsns vwhe ane eligible will participate in the siudy. Veierans will be
assigred to grovps based on the severily of thar symptoms.  Scventy voeterans in ganh of 3 symplom
groups (e, mid mo sympioms, modeate symptoms. and severe syinploms? will be enrolied,
waterans will be eligible an g first corme basis untl the groups gre filed (70 patients i sacl groupd,

Diuring wour participation in the study, you will si in frerd of 3 computer for g compaterized
assessmaent and also compele some paper-and-pencil forms. The arder may vary; msaning. somes
peaple will carmpleie the computer segment frst and others will complete the paper forms first, For
the computer ssgmeEnt, yode witl answer questions using a computer mouse. This software has sound
files, s0 most cusstons will be read to vou by the complter. This usually takes about 30 minstes and
the eomputer will et you know when it s firdshed, The other segemant involves comploling paper and
pencil forms . This ysusly takes about 30445 minutes, if any of the language inthase forms i3
confusing, piease ask the research assistant for help, in esach of these seciions, you will be asksd
abaut guestions regarding past fraumatic svents and your reactions 1o ther. Some of the paper-apd-
1 percil forms ask other questions about dapression and anxiaty.

Depending on how many peopls have heen in the study before you. you may by sligitde t retarn for
another session wo weeks later. Fifty veterans will be needed t complete the secord session,
They will be divided im0 rovghly edquivalent groups scoording to screening sympbom soverily, This
gaealon aonsists of e nomputer segittent onlyand should teie roughly 30 mimgles to nomplatg

e, o
SBurme pedple fnd 1§ ppisasant o il out the suresys oF repot upsetiing memerias. However, s e |

SUBECT'S IDENTEFICATION (D, plate o7 qws - Last, First, Middie Warms wred i) 4 dhaibs o S5H7

VA Form 10-1086 = _ - Peas 1ot 4. | x.f' Subjects Initiats::
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Department of 'ifa%effangﬁ Affairs s VA Research Consent Form

Subject Name: Diate:

Feyahomairic Propartios of the Gomputerzed 17190 Boale - Mullwredia Vorsion
COFS-WY Among Veterars

Title of Study:

o T P WAMC: WA Ann Atbor
| Principal Investigator: | Shefa Rauzh. P10 o Healthcare Systern
standard pan of the assessment of trauwnatic events and FTSD. Some questions may raming yol of
painful mernoties and cause some emptionad discomion. There may be other risks thal aie
Vururesesable al s Hime.

IFyoou beoomeg distresesd al any tme during the imandsi of other agsessments, yod may pauss ur
Hdiscontinue participation in the study. Additionaly, the study parsonnel conducting the session may
work with you o reduce negative reactions. If needed. heshe will cordact the principle imvesligato: ar
olher PLT clinicians in ordsr o asgist with your care, Referral o peychiatry triage may be mards 5
determinad necassary.

! The magnitude of hary i here s loss of confidentdatity poferdiaiy includes social damage o
refanipnships with frisnds and peers. and secondly, damage to business relativeships that may
darrense coonomic gains. In ordet e protect against oreach of confidentiality. all policies regarding
iraining of rezearch stody staff and research datg managermen? wil be followsd. A% research uely will

| ber hessed one secured gl the M 1o engure sontidenbality and later destroyed ty I, Rauch, Funding o fis

sludy is provided tarough Sastern Michigan Univarsity, Yowr name st social secnrity numbier are reguired o

hee mrardaraed and may be disolosad @ redsarch staf st Eustam Mickegan Univeraity for he parposs of

repetetiony pabyrnont.

| BENEFITS: )

| You are not likely to directly benefit by participating in his study, Your pebicization will assist in the

‘development of a now assessmen? fool for the Imprasemang of tragiment for ether people who nave
saffered from tragmatc evants,

ALTERNATE COURSES OF ACTION: :

You do not ave to pestcipata in this study. You may drop out gt ary Hime without penaly of oss of
| benelts entitled to voo. {f you congent to particigale in this ressarch study, you may stop and lsave
{8t any fme with no penally 1o you. Your paricipation is s#istly voluntary, Yous respanses will not

aHec! your eliglniity for clinical care at the WA Anr arbor Heallheare Systern and ceinot b used for

sarvice connection. The resilts wilt not be satensd inte your medical recond except In U stance of
reportad dangsr by voursell or others {see below),

L ¥ pacbaipating in it study dois botBer you, you can stop 4 nit leave al any time without ary impast

Don yosr care ot the YASAHCE, You mayalgs thuose 10 takg @ break or distugs your faelings with
stody staff. " you are disvessed, study staff may ask that you meet briefly wihea W4 clinfcian faee-o- E
fare. i

BTATEMENT OF RESEARCH RESULTS: _
Yaur Mentifying information feg., name} will be rermoved from the fle n order 1 prodect your prvacy.
Your data will be assigned 8 researeh 10 numbar, The research data will b siored in & locked office

J VB ELRDS Ropoman 8 E00
e L S }
i i e

VA Form 101086 Subjects Inltals: -
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Depanment of Veieraﬂg Aﬁazrs ? VA:‘:Eéﬁ-é&rc:h Gonmnt-me;“

Subgem Narme: Date:

i it i 500 Brele — Mutimedis ¥ ki
Tl&!ﬁ: Df Siudy F“ay E@me;m Pmperfsr-sr; e Compattarized 150 Boale - Multimenis ¥ineun

VARG WA A Adbor
Healtheare Sysfern

Prmmpai Envest:gator *t,«.hmm Hauch, FaD

and in a pasgwornd pmtected compater at :fm *JAAAHCS Data will be encrypiad to provide additionsl
profection. This infarmation will be destroved after the all the data has bean collected. To pravent
any poleatial aegative venseqiences g you, any information gathered during the study will not be
included in your medical reoords unless vou repoft ek of harm 1o self or athers (ses below)

If the research in this study is published iy journals or presented af conferences it will not be
perimnected with your identifying information As g partisipant, you are entitled tos summary of the
restilts, and if degired, this may be chtaingd from O Sheila Rauch at the WA PTED Clinic (T734-845-
3545 or v [hean Lauierbach gt Eastemn Michigan University {734-487-0785).

Wi wid et you know of any importaet giscoveriss made dusing this sfedy which may aHect you. your

congditior. of your wilingness (¢ parlicipate in this study. The study ingludes sursoys which may eiicl

formation concermning suickdal and homicidal infent. deprassion, or other major olinicst findings. The
| research mvestigatars witl rotity your primary mental heaith prewider andrar your treating peychologlist
[ Fyou express these conserns. This pontact will alee be documsnted i wour medical record,

SPECIAL CIRCUMSTANCES:
Thore wilt be no casts 1o you for ary of the assessments done as pat of s research study. You
may withdrw from the study alany fme Thers are mo consequensss fig diseontingng.

SOMPENSATION:
afier completion of each of the twa SH0dy sessions, you will tecaive 8 $ 301 dard fo & focal
depafmentatore after you cornplete el of the teo study sestiong,

|
|

' qu?ﬁ: rf»% Ty —— iR .!5“
P
watM Tl

T Subjsct's Initials:




D@gmmm of Vét&fanﬁ '&‘ﬁﬂ“"s ' VA Research Consent Form

Subjact Nam:@ - Pate:

Paychomeiric Broperies of thié Sompiianzed BraD Geale - Mutimedis. varaion

Title of Sdy:  o5g iy pmong Vererars

| WAMC: VA Ann Arbor
. Healtncare Systermn

Principal investigator | Stwils Sawch, PhD

REZEARDH ZUBJECT S RIGHTS:

_— e expas ey iy resesrch stady and srswersr all questions The
risks of Giecomors And sobsible enefis of e sty have beer descrbed  Other choioes of avaliable freal oy
Maee hewn saplaired Bome velbe are iepared W pay ca-paymenis for nedicel cire and sToacos rovigied by

EVEL These Dopanrent redairements will sontirue to soply for WA sand eng Seracns that are raot part of shis study,

Participatdor o ths sludy & catirely wolontary Yoo may refuse o pacticoste, Re'uss o oot ffpkﬁw At inwiles ney

pirrelty or ass of Hghis to which individuss are entiied. Padicipants may withdraw from this s y oyt
without par s Ty or losg of ¥A or ather berafs: 1 e event et VoL BUSTER B iniLry o dnees e Al
padicipgar o this VA approvad fessarcy study ¥ all recessary medual reabrari{eneeptin !sz?r—'f fancas),
will B8 provizss s & VA medics! fachity, Vou st be bealed for e BURY 1 eost tn oy Hawssves, no adidilars
L aensation kg bear e aside. You bave ot walven ary mgal righis or ieeased the hospdal or Hs agems from
fizhifty for negligence by signirsg this k.

in poee there are madical protlams of I voy wive sUestions, ooncerns or S 1l B NG rHeearn 1 stlioy, vou
tan nantac membens) of the research stucy tea Shella Ruach, #1 O aan pe calisd at 734-343-3543 during
tha day and cac be nordaeled sher hours by paging (734} 351-B078.

¥ oy contant e WA IRE coonsinator (a1 PE4B45 340} whign sla memibers of e research swady are ot
Ewniabte or nodise sy GUesiians o COMCETE wiih somBars obe Uil reseanch study sra¥® urdrel subyesid may
lsarn mare a0t ressarsh at the VA Arn arbar Heallicars Syatent ab i weosiie:  weaw g gowbaresesch

gy TenTes St my ighls us 2 ressaeoh suliest, and begtanlrly oinsent o partic petE in i Sty
Dyl e o g dufey of dhig corsent o,

¥ s e P ——

Signature of Subject Dhle

¥ - . . N : . - -~ - : N [ ——
Sigratume of Witness itnmss JFrint Name) Dravte

L5 witnnss must ohearve the sublects sigralics

% N — - X

hagm,ura @‘f ;z:@rm{m «abtammg mrsmm {Feint Mema) Cate

Sy pressnnid st e opiovEd by WA RS
IF RIOHEE THAN ONE PaGE ¥4 LRED, BarH PEGE JWIF 088 WUET BE COEEECUTIVELY MURERBIRED AR ZIGNEL,

Wa-Enrm 401086 BE Fogr 4 9t 4 w&%&;‘r‘ﬁ Frnyarsh RE (7 S;ijé-cg’_s itiss
P s TR Apprnive Biirn gl g
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Late
CONSENT TQ

PARTICIPATE IN A RIRN:
RESEARCH 8TUDY

HFH IRE foom wee OG04 MAME:

APPROVAL PERIOD PROJECT TITLE:

BM 1507 g Ll ' Peyshometric propectiss and factor strugture of the Computerized

. A L5 Posttraumatic Btress Disorder ScaleMultimedia Version (CPS-M)with a
clintca] sample
VTSI i s T Vs ¥ IGHT el P

Shawn T. Mason, MS
Conesultation-Ligison Psychiatey
Henry Ford Hezlth Systam
Clara Ford Floor &

Betrott, Mi

1. WHY |5 THIE RESEARCH BEING DOME?

This research is belng done inorder to davelop a computerized Postiralematic Shess Disorder
asspssment instrumant. 1 s cadled the Compulenzed FTSD Scale: Mulimedia Version and it has
the potantial to enhance assessment for Postiraumatic Sirasy by reducing time and rescurces
needed from ciinical providers and thereby attempls to improve this aspect of tinicsl care for
trauma wohims.

In order to conduct this irvestigation, we nagad 1o delarmine the relalionship between responses
given 1o a cormpulnrized qusstionnalre snd other written guestions. Your nvolverment will be far
ore session Ihat lasls aboul B0 i 75 minutes and possibly another hat lasts mughly 306 minutes.
Thie study will recuirs the participaton of 210 patients, of which 2 suhset will be asked to retum
for @ second appointment 1o retake the computenized part only, This study will be conducted at
Fenry Ford Cutpatient Behavioral Health Senitces at One Fard Place,

This study is sponsored in part by Eastern Michigan Unbversity, This study will 2iso be samied gi
at oiher hospitals and madical contirs Byoughout he United - Stafes or other sounirias. Thera will
be sparoxdmately 420 people faking part i this researsh shidy throughowut thia United. States.

You have beerrasked 1o fake part in 2 research study Becaise ¥y Zné saeldng siindegl sare, have
raported expostre e rsumete et in the streeninig, andd have niot mat the exclusion oriterda.

2. WHAT WILL HAFPER IF | TAKE PART [N THIS RESEARCH STUDY?

Pailonis will be assigred to groups based on the severily of their symploms reperied In the
soregning procedure. Seventy patiends in eesch of 3 symploro grougs {a.g., mildias symploms,
mpderate symotoms, and severs symptornal will be ensolled. Yeterans will be eligible on'a fisst
g Bisis unil the gioops am flled {70 patients for each group) I pou e ellgible to sonfinue

Page 1af ¥
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DT E:
CONSENT TO
PARTICIPATE IN A RN
RESEARCH 3TUDY
{HFH IRE Ao 1w, (E0004) fEARAE:
APPROVAL PERIGD
PROJECT TITLE:

M 18T myotdmg o i - .
Faychomstric properties and factor structure of the Computerized
Pogtiraumaiic Stregs Tisorder Scalg-Multimeia Vorgston [0PS .8 witha

gt S e aginay s o
Fiti: §viarvind s b s clinical Eﬁmpié

with the siudy, you will 5% 10 front of & computer for a computerized assessment and also
mplets some paper-and-penci forms. The order may vary, meaning, same people wil
compiete the cormputer segrmen first and others will complate the: paper forme st For the
eomputer segmant, you will answer questions USInG 3 computer mouse. This soffware s sound
filers, a0 most guestions will be read to yous by fhe computar. This ususlly tekes about 30 minutes
and the cornputer will ket you know when it is finished. The other segment involyves completing
paper-and-penci forms. This usuglly takes about 30-45 minutes, If any of the language in these
furms is corfusing, please ask the research assistant for halp. In sach of these sactions, you wilt
he asked about guestions regarding past treumetic svents and your reaciions o theny, Some of
the paper-and-pencit forrms ask other guestions abaul depreseion and ardety.

Cepending on how many people have bean it the study before you, you may be sligible io
return for another session swn wesks laler. Fifty vaterans will be nerded to complets the secom)
session. They will bs divided into roughly equivalent groups according o soreening syrnptom
saverity. This session consists of the computsr sagment only and shiould take roughly 30 minutes
o complete,

3. WHAT ARE THE RISKS OF THE STUDY?

You showld tell the person obdaining yeur consent about sriy other medical research studiss you
arg involved in tight now, B s oot expected that you will have any camplications or dispomforts
froem being indhis study, Thare may be rdeks or diesomforts $hat are not known at this ime.

Sume peopls find & unploasant to fill out the surveys or report upsetting memoniss. Howewst, this
is o standard part of the assessment of traurmatic svents sl FTSD. Bame questicns may r@mmd '
you of painhl memades and cause some omationad dissomfort,

¥ yiu become distressed at any time dufing the interview o other assessments, you may pauss
o discontinue participation inthe study, Additionally, the study personnst corducting the session
sy work with your 1o reduce negative reaciions. If needed, heishe will pentadt your clinical
provider in srder o assist @it your care. Referrsl forimmeiiste psychizite care may be made as
dalamriiriad necassary.

Fhe magritide of harm B thars is loas of confidentisity potentially includes social demage ty
redationships with friends and peers, and secondly, damegs 1o businesy ralationships that My
dacrease sconomic gaing, in order o pritect agaiist bragch sfeorfidentiality, all policias -
regarding training of 1esesrch sudy sialf and resasrch data mansgement will be Tollowsg, AL
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DATE:
CORSENT TG
PARTICIPATE IN A SRR
RESBARCH STUDY
(FFH IRE o ey DEAI6S) MANE: h
FROVAL PERIOD PROJECT TITLE:
LU RO Y TV Psychometric properties and fazter structurs of the Contputerized
] PosHrauroatic Stress Disorder Scale-Multimedia Version (CPS-MJ wilk ®
FIBHILLON Gy ravicw —— clinical sample

research data will be housed and secured st Behavioral Health to ensure sonfidentisiity
ardd {ater destroyed by the FL

Thirs may e additions] righe o disesmforts that ars not known &t s Gme.

4. WHAT ARE THE BENEFITS TO TAKING PART iN THE 5TUDY?

You are tiot kel to directly banedit by participating in this stugy. Yoeur participation will assist In
the devednpeent of a new assessment fool ki the Inproversent of iaatment for other pecple whe
nave suffered from traumsatic events.

5. WHAT OTHER OPTIONS ARE THERE?

ot do not have o participate in this study. Yoo iy drop out af any ime without penalty orloss
of benefis entitled to you. ¥Fyou consent 1o participate in this research study, you may stop and
femve at any time with no penalty to you, Your participstion is strictly volurtary, Your responses
will not affect your sligibility for clinical cara. Tha resulis will mot be entered inte your medical
record except in the instance of reported danger to yourself or uthers,

If participating in this study does bother you, yoit can stop ared lages at any Bms withoutany
impact on your care at Henry Ford. You may alss choots (o take a break ordiscuss your fealings
with study steff. If you are distressed, study stet may ask-that you mest briedly with & cliniclan
face-to-face, .

. WHAT ABOUT CONFIDENTIALITY?

Your identifying information fen., name) will be removed from the B2 in order to protest your
privacy. Your data will be assigned a research {0 number. The research dats will bestored ing -
logkad office and in & password protected computer at Behavioral Health, Thiz infonmation will ba.
desiroved after the afl the data has been colipcted. To prevert any potential negative .
sonSaLRnses to you, ary information gathered during the study will not be included i wou
medical records untess you report sk of hamn W self orothers: .

Page 3of 7
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[T
1 GONSENT TO
PARTICIPATE IN A WIRM:
RESEARGH STUDY
. [HF RE i ey CEI0EY MaME:

APPROVAL BERIOD 1 PROJECT TITLE:

' Ct 4 Peychometric propertiss and factor structurs of the Computsrized

B LSO WY T4 | postiraumatic Stress Disorder Scale-Multimedia Version {GPS-M) with a
clinical sample

FBURIUL 11 1o vrwrs bimIw

# the research in this study iz published in journals or presended at sorferences. # will not be
normestad with your identifying information. As a participant, you are enfitled to & summary of the
sesults, and H desired, this may be ohiaipad fom Shawr Mason, M3 & Meriry Pord {313 916
25X3.

The shudy sponsor, Eastem Michigan University, requires that your rame and social ssourity
number be retained ir our records. These reconds will be retained, secured, and destroved in the
same fashion as your ofher identifying information. This information is rocorded to prove that grant -
finds ware provided (o participants and will orly be released to research wiaff at Caster Mickigar
Unibvesrsity upon regquest.

We will lal you know of any important discoveries made during this shudy which may affect you,
your condition, of your willingress to parlicipate ip this study.  The sty intitges suiveys which
may elicit information coneemung suicidal and homicidal intert, depression, or other major linical
findirgs, The resesrch investigators will netify your primary mental heslth provider andlor your
reating peychologist if you expross these concems. This condact will alsc be documanted in your
madical rasord.

By signing this comsent 7o, you sgiee sl we may collet, wse and nedeass your passonal s '
health information for tha purpose of this research stady,

Vi may cnliest and use!

- Your existing medical fecords.

% Mew heallh information sreated dodng this sthuds
P Heaith nsurance and gither biling information.

Wi may release this information tothe foliowing peophe:

The Principal investigator srad Risfer associstes whe wiork on, oroverses the eesssh
ackvities, '
# Govanument officials who cveizee rasearch,
" Your insurance company or-othars responsibie for paying, wour msdios! billk.
=  Dhherresearchers at other instiutions participsting i the e,

Sinee your inforimation has besy relessed aocording 1o Wiy wonsent fome, & could be reiaaseﬁ :
agatiy and may no fonger be probected by faderal privacy regutations. _

Paged of 7 S
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EENRCE
CONSENT TO
" PARTICIPATE IN A - RN
RESEARCH STUDY
PP 11 Fovrm pee: SEI004) NAME:

APPROVAL PERIOD PROJECT TITLE:

Bl 25 pr B 14y Psychomatrie propertfes and factor siructure of the Computerizad
) AR Posttratmatic Btross Dinorder Scale-Maltimedia Version (CPS-Bhwilh g

‘ ¢linical sample
mmim-nm RLEE oot W Do e g ke r o

This consernt form, test resulls, medicsl reports and other information abowt wou fiom this study
may be placed into your medical record. Genarally, you ars affowed to ook at your medicsl
racord. During the ressarch study, you will ne slowsd to look at your research study information
that is not in your medies) récord,

HFHS or others may publish the results of this study. No names, idantifying pictures o other
direct identifiers will be used in any public presentation or publication about thiz study unless you
sign a seoarate sonsent siowing that use.

This consent i use and releass your sersanal and health information will expire et the end of this
research study.

You de ol have to sign this consent to releese your medival inforrmation and may carcel @ at any
tise. i you decide nbt to sign this consent or cansel yolr cangant, you cannot participate in tis
study. I your notify us that you wish to stop panticipating in this study, we may confinue 1o use end
relzase the information st bas already been collected. To caneet your consert, send & writken
arvl thated potice tothe principal investigatsr at the address Bsted o the frst page of this fwmn,

I PHAT IF | AN N JURED?

Thers is no faderal, state, or cther program thet will sompensate you of pay for your medical care
if your are injured a3 8 resull of pasticipating in this study.  Yeu andfor your medicad insurance may
have o pay for your medical care If you are m]uf&d 43 a resulf of participating in this mdy You

gre nit giving up any of your Tegal rights by signing this consent form.

. WHO DO FCALL WITH DIUESTIONS ABOUT THE BTUDY GR YD REPORT AN
LR

Brawn T. Mason, MS., of lis/her staff membar as explained this vesearch sty and has ofismd
tiy answer gry guestions. I you have questions.abolt the stuly Fboedunse, 47 3 report an infldy
i may contact Shawn T, Masan, MS at 313-918-252%

i you have gquestions about your fghis a5 a mesearch mm;ecrt wok sy soriat e Meey Ford
Heslh Systern IRE Coordinator st (313) 918-2024. The IRB is a group of peopls whi téview the
research O proset your fofts.
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APPROVAL PERIOD | PROJECT TITLE:

‘ § Peychometric properties and Fictor structure of the Computerized
MY 1507 Ray 4 T8 Postteaurmatic Stress Disorder Scate-Sultirnedia Version (CPS-Mwith &
elinicat sample

b S BT L TV ey bl

DT
CONSENT TO
PARTICIPATE IN A MR :
RESEARCH 3TUDY S
(HFT RS Fowr vae, SBIZOD4Y MAMAE- o ‘

8. DO | HAVE TG PARTICIPATE IN THIS STUDYY

Mo, your participation [othis regearch study s woluntary, I you decide o participate, vou can siop
at any time, i this happens, you may be asked o ralum for a visit for salety reasons. You will get
thie same medical care fram HEFHE whsther of not yvou participate in this study. There will be no
panalties or loss of banefits to which you would sthgrwise be entitled § you choose netto
participate of i you choose to stop your participation oree you have started. You will be told about
any gignificaat infemmation that is discovered that could ressonably affedt your wilingrness to
sontinue bedng in the shudy.

1. WHO ELSE CAM STOP MY PARTICIPATIONT

The Principal investigalor, sponecr oryour doctor can end your participation in the ressarch 5'&1@:@
at sy firma. 17 this happens, you may be asked W etum for & vigit far safoty reasons,

1. WILL IT COST ANYTHING TO PARTICIPATEY

We do ot expect there to be any additional costs fo you F you participate in this study, Bems
relatad fc the roylime medical caie that yeu would receive even if you did not participate in this
study witl be billed to you or your insurance company. You have the rightto ask what # waz‘s nost
yois to take part in this study.

2. WALL | BE PAID TO PARTICIPATEY

Your will be paid compansated for your fime with  ten doliar gift card to Target Stores for
pompieton of the first study session. You wilf be compensated with s five dollar gift card for
sornpetion of The second study seiEich, If you do not finish the indiidual study session, you Wil
niet b patd for e past thet you did complete, Funds. are not aimangsd for partial peyments.

3. CORNSENT
You have read this consent form of § has been mad fo you. You upderstand what you are g‘:eéi@
asked fodo, Your quastions have besn answened, Any tedhnical ferms you did not undlasstans

bave boan explained 1o you. You agree o b in this shedy. You will be glver a oy of this
gongert T,
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| DATE:
| CONSENT 10
| PARTICIPATE IN A | MRM
RESEARCH STUDY '
FHP R RB-Torm e 04 i FAME:
FROJECT TITLE:

APPROVAL PERICD

Payehometric propertos and factor strurture of the Computarlzed
By LB we 14 | Posttraumalic Blress Disorder Seale-Multimedia Vergion [DPS-80) with-a
slinioal sample

insiutional review Board

Signature of Subjeat ‘ " Date Fme .

Prelert Mame of Subjeat

Witrese to Bignaturs ' o Diste i

Print Msme of Person Cbiaining Consent

Eigratura of Persen Obtaining Eareant T " Date Tima
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Appendix N.
Debriefing Form

The purpose of this research was to compare how well different formats of PTSD instruments
agree with one another for diagnostic purposes. You were selected for the research because
you indicated experiencing a traumatic event in your life. People who were asked to continue
their participation varied widely in the nature of their responses — some acknowledged severe
symptoms while others were almost asymptomatic.

Please keep in mind that all information collected during this research project is confidential.
Your identifying information (e.g., name) will be removed from the file in order to protect
your privacy. Your data will be assigned a research 1D number based on how many
participants have already completed the study. The research data will be stored in a locked
office and in a password protected computer at the VAAAHCS. Data will be encrypted to
provide additional protection. To prevent any potential negative consequences to you, any
information gathered during the study will not be included in your medical records unless
vou report risk of harm to self or others. Data will be retained for 7 years after the last
publication from the data set. Patient identifiers connected to research ID numbers will be
included in a file also secured at the VA that is stored in a locked cabinet separate from the
rest of the study data and destroyed at the same interval as the study data.

Sometimes discussing stressful events can be distressing and cause a person to remember
troubling events. Persons often become tearful or upset when responding to questions like
those that you answered today. If you are feeling upset, please tell the interviewer. There 1s
no rush to leave, if you need a few minutes to regain your composure, please stay until you
feel better.

If you find that you continue to have difficulty managing your emotions after you leave this
session, or believe you may be a danger to yourself or others, professional help is available to
VOU.

Veterans should contact their primary provider at the VA. Veterans can also access triage
services at the Mental Health Clinic. The phone number is 734-213-6998. If you need help
when this center is closed, please contact 911 emergency services for mental health
assistance.

Above all, please contact Dr. Sheila Rauch at (734} 769-7100 x6040 or Dr. Dean Lauterbach
at (734) 487-0785 if you are having any difficulties as a result of this study.

While we do not expect many individuals to develop symptoms that warrant further care, you
should be aware that there are many treatment options available to you and that it is not
unusual to feel down for a while after discussing a traumatic event.
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15, 2007. The human rights aspects of the above-referenced protocol were reviewed and approved. This
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on the IRB website or in the Research Office (CFP-Bsmi). Plegse contact the Research Office at 916-
2024 if you have questions regarding these matlers.
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