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Abstract
Posttraumatic stress disorder (PTSD) is a debilitating condition associated with
diffuse impairment and distress. The onset of PTSD requires a traumatic stressor, an
event in which an individual experienced or was confronted with death, serious injury, or
threat to bodily integrity. An emerging research literature has demonstrated that some
stressors, while not necessarily life-threatening (e.g., divorce), may provoke intense
posttraumatic stress reactions and hallmark PTSD symptoms (e.g., flashbacks, sleep
disturbance, emotional numbing; Carleton, Peluso, Collimore, & Asmundson, 2011).
Associations between experiencing PTSD-like symptoms in response to non lifethreatening stressors have been documented; however, this area remains both
controversial and relatively understudied. The purpose of the current study was to
contribute to this emerging area of inquiry by exploring characteristic cognitions in non
life-threatening trauma. Given that posttrauma cognitions have been implicated in the
development and maintenance of PTSD, this study sought to determine the dimensions
along which cognitions in non life-threatening traumatic events are organized. Individuals
exposed to trauma, both life-threatening and non life-threatening, were recruited for this
study. Both quantitative and qualitative methods of inquiry were used to elucidate the
research question, each carried out in two separate phases. The quantitative analyses were
largely descriptive in nature, providing data on the nature and severity of posttrauma
cognitions and symptoms. Planned t-tests and analyses of variance indicated that
individuals meeting criteria for PTSD caseness in response to non life-threatening events
(n = 53) did not differ in the severity or content of posttrauma cognitions as compared to
those with PTSD caseness from life-threatening trauma (n = 75). Subsequent to the
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quantitative phase, six participants endorsing a non life-threatening event as the worst
event ever experienced completed a qualitative interview in order to obtain rich
descriptions of posttrauma cognitions. Grounded theory analyses revealed the presence of
five themes: trust, low self-worth, needing to find meaning, perceptions of social
interactions, and thoughts about traumatic recurrence. Together, the current data suggest
that life-threatening trauma and non life-threatening distressing life events can produce
very similar types and severity of cognitions. Comprehensive results, theoretical
implications of trauma, and future research directions are discussed.
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1
Introduction and Literature Review (Chapter 1)
“Traumatic events are extraordinary, not because they occur rarely, but rather because
they overwhelm the ordinary human adaptations to life. Unlike commonplace
misfortunes, traumatic events generally involve threats to life or bodily integrity, or a
close personal encounter with violence and death. They confront human beings with
extremities of helplessness and terror, and evoke the responses of catastrophe.” - Herman
Traumatic events, as articulated in the previous quote, are horrifying occurrences
that threaten our existence and profoundly invalidate our sense of self and agency in the
world. Indeed, attempting to think about, process, and ultimately heal from such extreme
events are uniquely human challenges. The current study endeavoured to delve deeper
into this inexorable aspect of our existence. Before beginning our investigation, traumatic
stress and its prevalence will be discussed. Thereafter, the context for the study will be
broadened by delineating PTSD, as well as diagnostic history, controversy, epidemiology,
key etiological models, and risk factors of this disorder. The focus will then be narrowed
to concentrate on trauma-related cognitions. Focusing on this final dimension – how we
think about trauma – will set the stage for the results and discussion, where the findings
from this study will be placed in the larger context of existing literature. We will close by
considering the implications of the results and suggest potential avenues for future studies
in the area of trauma.
Traumatic Stress
Definition of traumatic stress. A traumatic stressor refers to any event that
satisfies trauma criteria according to the American Psychiatric Association's (APA)
Diagnostic and Statistical Manual of Mental Disorders (Fourth ed., text revision; DSMIV-TR; APA, 2000; Weathers & Keane, 2007). The trauma criteria (i.e., criteria A1 and
A2) are subsumed in the diagnostic definition of PTSD in that for a stressor to be
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considered traumatic these two criteria must be met. Criterion A1 requires exposure to a
stressor or event (i.e., directly experienced, witnessed, or confronted by) that involves
actual or perceived threat of death, serious injury, or threat to the physical integrity of the
self or others. Regarding Criterion A2, an individual must react with feelings of intense
fear, helplessness, or horror in response to the traumatic stressor; an event is considered
traumatic only if it is interpreted as life-threatening and provokes an intense emotional
response. There is, however, debate over Criterion A. Some researchers argue that current
Criterion A is too inclusive and may lead to over-application of diagnosis (McNally,
2003). In contrast, other researchers have asserted that Criterion A is too restrictive,
thereby failing to account for stressors that can precipitate PTSD symptomatology
(Roemer, Orsillo, Borkovec, & Litz, 1998). These issues will be explored in greater detail
in the Current Diagnostic Controversies section.
Prevalence and nature of traumatic stressors. Representative epidemiologic
studies of North American populations suggest that 51% to 87% of women and 61% to
92% of men experience at least one traumatic event in their lifetime (Breslau, Chilcoat,
Kessler, Peterson, & Lucia, 1999; Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995;
Stein, Walker, Hazen, & Forde, 1997). Moreover, among individuals who report
traumatic events, between 49% to 62% of women and 56% to 68% of men report
experiencing multiple traumatic events (Kessler et al., 1995; Stein et al., 1997). The
DSM-IV-TR (APA, 2000) provides examples of traumatic events, such as military
combat, sexual assault, physical assault, natural disasters, motor vehicle accidents
(MVAs), and the unexpected death of a loved one.
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An emerging research literature has demonstrated that stressors can provoke
intense emotional reactions despite being non life-threatening. Individuals who are the
victims of sexual harassment have been found to frequently meet symptom criteria for
PTSD (Avina & O’Donohue, 2002; Dansky, Brewerton, Kilpatrick, & O’Neil, 1997),
reporting flashbacks, sleep disturbances, and emotional numbing (Gutek & Koss, 1993).
In a similar vein, Mol and colleagues (2005) found that individuals who experienced non
life-threatening events (e.g., chronic illness, marital discord, unemployment) reported
more PTSD symptoms than those exposed to life-threatening trauma (e.g., MVAs).
Similarly, in a community sample of 427 adolescents, non life-threatening stressors led to
the development of PTSD symptoms. For boys, the highest levels of posttraumatic stress
were found in those who had the experience of a family member with substance abuse
problems, whereas parental separation or divorce evoked the highest levels for girls
(Joseph, Mynard, & Mayall, 2000). Together, this line of inquiry suggests that events not
meeting Criterion A1 for PTSD may precipitate a cluster of symptoms similar to those
necessary for a diagnosis of PTSD.
A variety of interpersonal events have likewise been posited to be potentially
traumatic without being life-threatening (Scott & Stradling, 1994). For example,
individuals with social anxiety disorder (SAD) often report event-specific hallmark
symptoms of PTSD (e.g., intrusive memories, images, avoidance, hyperarousal; Erwin,
Heimberg, Marx, & Franklin, 2006), in response to a significantly negative social event,
which remain stable across time and situations (Hackmann, Clark, & McManus, 2000).
In a sample of 45 patients with SAD, more than one-third met criteria for PTSD-like
symptoms following a distressing social event (Erwin et al., 2006). There were 29
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patients within the sample who reported experiencing both a socially stressful event and a
Criterion A event, 14% of whom met PTSD Criteria B through F for their worst socially
stressful events, but not for their worst Criterion A event. A recent study of 601
community members found that 55% reported experiencing a social event as traumatic;
furthermore, one-third of those endorsed that the traumatic social event was worse than
the Criterion A events they had experienced (Carleton, Peluso, Collimore, & Asmundson,
2011).
Based on the evidence to date, it appears that hallmark PTSD-like symptom
patterns (e.g., recurrent intrusive images, cognitive and emotional avoidance) may
develop in relation to non life-threatening events. Indeed, some people report having
greater difficulty coping with the socially stressful interpersonal events than with the lifethreatening traumatic events they have experienced. Although associations have been
found between experiencing PTSD-like symptoms in response to non life-threatening
negative life events, this area remains relatively understudied.
Conditional PTSD probability. Perhaps the most investigated consequence of
traumatic stress is PTSD; indeed, experiencing one or more traumatic events is an
important risk factor and essential prerequisite for developing PTSD. Epidemiologic
studies provide evidence that 13% to 20% of women and 6% to 8% of men with a
lifetime history of trauma exposure develop PTSD (Breslau et al., 1999; Kessler et al.,
1995). The probability of developing PTSD is determined, in part, by the traumatic event
experienced. For example, 46% to 49% of women and up to 65% of men develop PTSD
following rape; 21% to 56% of women and 2% to 6% of men develop PTSD following
physical assault; 4% to 9% of women and 2% to 6% of men develop PTSD following
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MVAs; 3% to 10% of women and 1% to 4% of men develop PTSD after learning that a
loved one experienced a trauma; and 16% of women and 13% of men develop PTSD
after learning of the unexpected death of a loved one (Breslau et al., 1999; Kessler et al.,
1995). PTSD is a severe potential consequence that can follow from exposure to
traumatic stress. The following section will discuss PTSD in greater detail by outlining
the phenomenology, diagnostic history, controversy, epidemiology, key etiological
models, and risk factors of this disorder.
PTSD
Definition of PTSD. Severe trauma, though momentary in some cases and
protracted in others, can have long term consequences. Unlike other psychiatric
diagnoses, PTSD requires a specific type of event to occur. If criteria A1 and A2 are
satisfied (i.e. the event is considered traumatic), a diagnosis of PTSD can be considered if
certain characteristic symptoms are displayed (i.e., Criteria B, C, D; APA, 2000) over a
specified course (one month; Criterion E) and with sufficient distress or functional
impairment (Criterion F). Criterion B requires the persistent reexperiencing of various
aspects of the trauma in one or more ways (e.g., intrusive thoughts, nightmares,
flashbacks, physiological reactivity to trauma-related cues). Criterion C requires the
presence of three or more numbing (e.g., inability to recall aspects of the trauma, feelings
of detachment or estrangement from others) or trauma-related avoidance (e.g., avoidance
of trauma-related thoughts, activities, places) symptoms. Criterion D requires two or
more persistent symptoms of increased arousal (e.g., hypervigilance, exaggerated startle
response, difficulty falling asleep). Finally, these symptoms (Criteria B, C, D) must be
present for at least one month or longer (Criterion E) and cause clinically significant
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distress or impairment (Criterion F). Despite controversy about nosological dimensions
of PTSD (e.g., Rosen & Lilienfeld, 2008; Taylor & Asmundson, 2008), the current study
will focus primarily on the diagnostic criteria in the DSM-IV-TR.
Diagnostic history of PTSD. Negative sequelae following a traumatic event have
been documented for years; however, PTSD as a diagnostic entity is relatively novel. In
fact, the advent of PTSD came in the DSM-III (APA, 1980). In many ways PTSD
represented an entirely novel diagnostic category because it implicated an environmental
factor (i.e., the traumatic event) as a causal agent in the development of a psychological
disorder. The innovation of PTSD, at that point, was unique in that it was the only
disorder that did not implicate an individual vulnerability (i.e., neuroses) to be a causal
factor in the development of a psychological disorder.
In the DSM-III, exposure to a designated traumatic event and several previously
observed responses to similar extreme stressors were grouped into a categorical criterion
(Criterion A) and three symptom clusters (Criteria B, C, and D) intended as diagnostic
criteria for the disorder (APA, 1980). An event was considered traumatic if it was outside
the range of normal human experience. Examples of these Criterion A events included
military combat exposure, torture, natural disasters (e.g., earthquakes, fires, tornados),
man-made disasters (e.g., explosions, airplane crashes, MVAs), and rape. These types of
events were considered to be necessarily distinct from common stressors (e.g., divorce,
chronic illness), and pathological sequelae from these more common life stressors were
classified as Adjustment Disorders (APA, 1980). Indeed, it appeared that a distinction
needed to be made between these two types of stressors in order to acknowledge that
different stressful events likely lead to different forms and severity of subsequent
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pathology.
The three PTSD symptom clusters, developed through consensus by several
trauma specialists, involved re-experiencing, numbing, and hyperarousal (APA, 1980).
Criterion B (re-experiencing symptoms) consisted of recurring thoughts or nightmares
related to the trauma, or sudden and persistent feelings that the event was re-occurring.
Criterion C (numbing symptoms) involved detachment, restricted affect, and diminished
interest. Finally, Criterion D (hyperarousal symptoms) consisted of exaggerated startle
response, hypervigilance, sleep disturbances, cognitive impairments, guilt, and avoiding
(or being extremely reactive to) trauma-related stimuli. Qualification for a diagnosis of
PTSD required exposure to a traumatic event (Criterion A), one symptom from each of
Criterion B and C, and two symptoms from Criterion D. Moreover, these responses must
have been prompted by the event (i.e. were not present before exposure to the traumatic
event; APA, 1980).
Revisions to the DSM-III included alterations to age-specific features for PTSD
and the symptom clusters (DSM-III-R; APA, 1987). The age-specific additions permitted
children’s repetitive play behaviour to qualify as traumatic re-experiencing. Changes
were also extended to select symptom clusters. Criterion B was expanded to include
intense psychological distress in response to trauma-related stimuli as a necessary
symptom. With respect to Criterion C (now referred to as the avoidance and numbing
symptom cluster), four additional symptoms involving avoidance were added – avoidance
of activities or places that evoke trauma-recollections, avoidance of trauma-related
thoughts, inability to recall trauma-related details, and a sense of a foreshortened future.
More substantial revisions were undertaken with Criterion D, including exaggerated
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startle response, sleep disturbances, impaired concentration, hypervigilance, irritability or
outbursts of anger, and physiological reactivity to trauma-related stimuli.
The creation of the DSM-IV would result in further revisions to nosological
dimensions of PTSD (APA, 1994). For instance, Criterion A no longer required a
traumatic experience to be outside the range of normal human experience. Rather, an
individual must have experienced, witnessed, or been confronted with an event involving
actual or threatened death, significant injury, or a threat to the physical integrity of
oneself or others. An additional diagnostic criterion was also added, requiring social and
functional impairment resulting from symptom onset (Criterion E; APA, 1994).
The most recent revision to the DSM-IV (DSM-IV-TR, 2000) did not result in
further changes to the diagnostic criteria or symptom clusters for PTSD. Nevertheless,
substantial debate continues regarding the applicability and utility of Criterion A (Maier,
2006) as well as the conceptual categorization of symptom clusters (Asmundson,
Stapleton, & Taylor, 2004) – these current perspectives on PTSD conceptualization and
associated controversies will be discussed in the following section.
Current diagnostic controversy. Debate in the literature over the nosological
structure of PTSD has increased since the introduction of DSM-IV. Specifically, criteria
A1 and A2 have been the subject of debate. The utility of these criteria is contentious, and
evidence mixed. The inclusion of A1 and A2 has two major implications of relevance.
First, a traumatic event is not defined by the identifiable stressor but, rather, the threshold
for trauma is reached by the individual’s subjective response. Second, according to the
DSM-IV, a Criterion A event can be witnessed, observed, or learned, and does not need to
be directly experienced. As such, the two qualifications (i.e., A1 and A2) simultaneously
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expand and restrict current Criterion A. The criteria are restrictive in that a response of
fear, helplessness, or horror is required for PTSD, but they also allow for broad types of
events to be included as traumata (Bedard-Gilligan & Zoellner, 2008).
Criterion A2, the subjective dimension, was introduced to use an individual’s
reaction to assess whether an event was traumatic or not. The subjective qualification was
also intended to increase the capability to discern traumatic events from typical stressful
occurrences (e.g., financial strain). Research suggests that the A2 Criterion has the ability
to predict PTSD symptoms (e.g., Breslau & Kessler, 2001; Schnurr, Spiro, Vielhauer,
Findler, & Hamblen, 2002). In fact, the DSM-IV field trial suggested that level of distress
during a traumatic event predicted the development of PTSD (Kilpatrick et al., 1998). In
contrast, individuals who do not respond to trauma with fear, helplessness, or horror are
unlikely to develop PTSD (Breslau & Kessler, 2001), suggesting that Criterion A2 has
demonstrated high specificity. Subsequent findings have questioned the diagnostic utility
of Criterion A2, in that the inclusion of Criterion A2 did not increase conditional
probability of PTSD compared to Criterion A1 alone (Breslau & Kessler, 2001).
The inclusive nature of Criterion A1 and A2 also represent the possibility of an
excessively broad conceptualization of trauma, or conceptual bracket creep (McNally,
2003; 2004). Specifically, qualifying the mode of exposure (i.e., experienced, witnessed,
or confronted with) may have led to over-application of the diagnosis. For example,
reacting with horror to another’s situation is categorically a PTSD-qualifying event.
Critics of the expansion of Criterion A2 have argued that hearing about a traumatic event
does not capture the core intent of the construct. Indirect exposure via reading about
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sexual assault is entirely distinct from being sexually assaulted; nevertheless, prevailing
PTSD nosology includes both types of events under the same category (McNally, 2003).
The expansion of the PTSD category with Criterion A may have inflated the
epidemiological prevalence of trauma exposure and PTSD. Perhaps more importantly,
such inflations risk trivializing the disorder (Rosen, 2005). The current definition of
trauma may cast too wide a net, thereby extending category membership to relatively
minor stressors. For example, including confronted events (e.g., close relative in MVA,
discovering a dead body) increased the rates of trauma exposure by 59% (an additional
22% when also including A2 as mentioned above) in a large community sample (Breslau
& Kessler, 2001). Subsuming typical stressors under the trauma rubric may detract from
the gravity of more severe trauma types. Conversely, other theorists have argued that the
current definition of trauma, though problematic, should be retained (Weathers & Keane,
2007). For example, the more encompassing nature of Criterion A1 has demonstrated that
it may potentially increase access to treatment post-trauma (Davidson & Foa, 1991).
Criterion A2 and other criteria (i.e., Criteria B, C, and D) may also properly regulate
expansion of Criterion A1 and, therefore, do not alter conceptualization of the disorder
(Avina & O’Donohue, 2002; Weathers & Keane, 2007). Indeed, experiencing minor
events does not result in other diagnostic criteria for PTSD (e.g., reacting with horror,
reexperiencing, avoidance, hyperarousal). As such, trauma criteria can be said to be
functionally balanced by psychological symptoms criteria, and the supposition that
Criterion A will vastly increase the frequency of the diagnosis of PTSD appears unlikely.
In clinical practice, the vague parameters of the trauma definition may be seen as
an asset in that it affords clinicians sufficient latitude to consider a wide variety of
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stressors as potentially traumatic events. As PTSD symptoms can be elicited following a
supposedly minor event (Carleton et al., 2011), a sufficiently comprehensive definition of
Criterion A should be extended far enough to account for these stressors. In fact, it has
been argued by a growing number of investigators that the current Criterion A2 is too
restrictive, and should include other intense negative emotions (e.g., anger, shame, grief)
and diminished emotional responses such as numbing, shock, or dissociation (Brewin,
Andrews, & Rose, 2000; Roemer et al., 1998).
The definition of what constitutes trauma remains contentious. The current
definition in the DSM-IV-TR can be viewed simultaneously as inclusive and restrictive,
which results in benefits and drawbacks. The DSM-IV Task Force acknowledged that this
was a problem with respect to Criterion A stating, “The wording of the DSM-IV stressor
criterion is dense enough to require a bit of explication and a lot of clinical judgement”
(Frances, First, & Pincus, 1995, p. 261). In response to these issues, the proposed
revisions for DSM-5 suggest altering the wording of Criterion A such that the individual
must be exposed to death or threatened death, actual or threatened serious injury, or
actual or threatened sexual violation (APA, 2011). Further, Criterion A must be satisfied
by experiencing the events directly, witnessing the events in person, learning that the
event happened to close relative or friend, or by experiencing repeated or extreme
exposure to aversive details of the event(s). Thus, the proposed revisions appear to have
taken recent criticism of Criterion A into account. The controversy surrounding current
PTSD criteria and putative increases or decreases in diagnoses will likely continue. In
the subsequent section, the established prevalence rates and course of PTSD will be
considered.
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Prevalence and course of PTSD. Epidemiological studies of representative North
American samples estimate the lifetime prevalence of PTSD to range from 7% to 8%
(10% for women, 5% for men; Kessler et al., 1995). The rates for specific traumas were
much higher. For instance, among men and women, rape was identified as the trauma
most likely to lead to PTSD; 65% of men and 46% of women who identified rape as their
worst trauma developed PTSD. Consistent with previous research (e.g., Resnick,
Kilpatrick, Dansky, Saunders, & Best, 1993), MVAs and natural disasters were much less
likely to precipitate PTSD. Among women, PTSD was also likely to be associated with
physical abuse in childhood (49%), threat with a weapon (33%), sexual molestation
(27%), and physical attack (21%).
Stein and colleagues (1997) estimate past month prevalence of PTSD as 3% for
women and 2% for men; however, an additional 3% of women and 0.3% of men reported
experiencing considerable distress and impairment despite not meeting full PTSD
diagnostic criteria. PTSD rates tend to be even higher in populations with a high risk of
trauma exposure. For example, higher prevalence rates of PTSD have been documented
in populations at increased risk of trauma exposure (e.g., military combatants, police
officers, emergency service workers). Among combat veterans, rates of PTSD are
approximately 16% for Iraqi War veterans (Hoge et al., 2004), 79% for World War II
prisoners of war, and 8% for peacekeepers in Somalia (Schlenger, Fairbank, Jordan, &
Caddell, 1999). Individuals in geographic locations of persistent conflict also experience
higher rates of PTSD (e.g., Cambodia 16%, Gaza 18%) according to De Jong and
colleagues 2001.
PTSD can occur at any age and typically develops within three months of a
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traumatic event (APA, 2000). A substantial portion of those who experience trauma
exhibit symptoms consistent with PTSD diagnosis immediately after the event; however,
the rates drop in half within three months posttrauma (Rothbaum & Foa, 1993). PTSD
can often be chronic and persist for several years (Kessler et al., 1995) and is associated
with numerous negative health outcomes (Kendll-Tackett, 2009) and increased risk of
suicide (Jakupcak & Varra, 2010). Results from epidemiologic studies demonstrate that
the most dramatic remission rates occur within the first year of symptom onset, with
approximately 40% of cases remitting during this time frame (Breslau et al., 1999;
Kessler et al., 1995). The remaining cases tend to persist without, and sometimes despite,
treatment. What accounts for the development and maintenance of PTSD? Symptom
presentation and the mechanisms posited to underlie the phenomenology of PTSD are
outlined in the following section.
Models of PTSD. Several models have been advanced to account for the
phenomenology of PTSD (e.g., symptoms and associated features) and the course of
posttrauma reactions. A comprehensive model has yet to be unanimously accepted,
primarily due to differing operational definitions of trauma, the heterogeneity of
symptom presentation, and symptom conceptualization. Although several models of
PTSD exist (for comprehensive review, see Taylor, 2006), the following section outlines
key models that are relevant for the current study’s cognitive focus; specifically,
conditioning models, schema models, emotional processing models, cognitive models,
and diathesis-stress models will be discussed. Cognitive models are expounded in greater
detail as these models form the basis of the current study.
Conditioning models. Investigators drew upon learning theory in order to explain
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symptoms in survivors of rape as well as Vietnam veterans in the 1970’s. Clinical
symptoms of PTSD were accounted for via Mowrer’s (1947) two-factor learning theory
of fear and anxiety. Keane and colleagues (1985) suggest that classical conditioning is
responsible for conditioning victims to a wide variety of stimuli present during the trauma
(e.g., odours, sounds); consequently, they posit that previously neutral stimuli come to
elicit anxiety. By extension, the conditioning model holds that higher order conditioning
processes are thought to result in stimulus generalization and acquisition of fear to a
broad range of stimuli. Operant conditioning explains avoidance symptoms and
maintenance of fear over time, even in the absence of the traumatic stressor (i.e., the
unconditioned stimulus). Accordingly, trauma memory and other cues (conditioned
stimuli) elicit fear and anxiety (conditioned emotional responses), these cues are then
avoided, and fear and anxiety are subsequently attenuated. Avoidance of conditioned
stimuli becomes negatively reinforced, preventing extinction of association between
trauma cues and anxiety. Conditioning models parsimoniously account for development
and maintenance of fear and avoidance in PTSD; however, sufficiently explaining reexperiencing symptoms (e.g., nightmares, flashbacks) continues to be problematic for
these models.
Social-cognitive models of trauma. Social-cognitive theorists have also attempted
to understand posttrauma reactions and psychological effects of traumatic experiences.
Employing theories from personality and social psychology, several proponents of a
cognitive approach have proposed that trauma alters the way individuals think and what
they believe (Resick, Monson, & Rizvi, 2008). These models underscore the centrality of
trauma-related cognitions in the development and maintenance of PTSD symptoms;
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however, each model differs in the specific content of cognitions.
Schema models. Schemas (i.e., core assumptions and beliefs that guide the
perception and interpretation of information) have been used to explain psychological
effects of trauma. Schema models hold that (1) traumatic events are discrepant with
existing assumptions, and (2) processing trauma demands alteration of existing belief
structures (Epstein, 1991; Horowitz, 1986; Janoff-Bulman, 1992; McCann & Pearlman,
1990; Resick, Monson, & Rizvi, 2008). Epstein (1991) outlined four specific core beliefs
that are altered by trauma, including beliefs that the world is benign, that the world is
meaningful, that the self is worthy, and that people are trustworthy. Similarly, JanoffBulman (1992) emphasized three overarching assumptions that (1) the world is
benevolent, (2) the world is meaningful, and (3) the self is worthy. Focusing on the
restructuring of internal representations, Horowitz (1986) theorized that post-trauma
cognitive processing is driven by a psychological drive to integrate new information (i.e.,
trauma) that is incongruous with existing beliefs. The “completion tendency” serves to
maintain trauma information in active memory until it is fully processed and incorporated
into existing schematic structures. Horowitz also proposed that a tendency to avoid
emotional pain often acts as an antagonistic reaction to event processing, wherein
processing of the event (e.g., flashbacks, intrusive thoughts, nightmares) elicits distress
and emotional pain. Therefore, conflict arises when trying to integrate the event while
avoiding overwhelming emotional distress. Avoidance is viewed as the key mechanism
preventing reconciliation of trauma with existing structures.
Schema models have made substantive contributions, namely in the proposition
that an individual’s core assumptions about the world and the self are either dramatically
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destabilized, or completely shattered by trauma. Posttrauma processing, and eventual
recovery, involves reinterpreting the event until the trauma information is no longer
inconsistent with pre-existing internal representations of the world. A major weakness in
these models involves the idea that the primary mechanism that drives posttrauma
reactions is shattering of positive assumptions about the nature of the world, others, and
the self. The notion of shattered assumptions does not account for individuals who have
experienced more than one traumatic event. Indeed, epidemiological studies suggest that
many people experience repeated trauma (Kessler et al., 1995). According to schema
models, there should be congruency between existing models and trauma information,
thus leading to quicker recovery with those experiencing multiple traumata. Research,
however, does not support this assertion; instead, multiple traumas increase the
probability of chronic PTSD (Kessler et al., 1995) and increases symptom severity
(Bryant & Guthrie, 2005).
Emotional processing models. Emotional processing models (Foa & Kozak,
1986; Rachman, 1980) propose that a fear structure underlying PTSD is characterized by
a large number of harmless stimulus representations that are erroneously associated with
danger. The fear structure (i.e., interrelated representations of feared stimuli, fear
responses, and meanings associated with these fears) is activated when information in the
environment is similar to existing information in the structure. The fear activation results
in spreading of activation to associated elements, resulting in cognitive, behavioural, and
physiological anxiety reactions. The structure serves an adaptive function when it
accurately represents danger; however, a fear structure can become maladaptive (e.g.,
associations between stimulus elements do not accurately represent the world). Emotional
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processing models posit that the fear structure underlying PTSD is characterized by
harmless stimuli that are inaccurately associated with danger. Given that several stimuli
activate the fear structure, the world is perceived as entirely dangerous. In addition,
interpretations of the event itself and how the individual behaved become associated with
incompetence (Foa & Riggs, 1993; Foa & Rothbaum, 1998).
Similar to schema models, pre-existing perceptions and beliefs about the world
and the self influence the encoding and perception of trauma. There are two pathways
postulated as relevant to developing PTSD. The first pathway involves previously held
cognitions about safety that are invalidated by the traumatic experience. In the second
pathway, trauma reinforces negative perceptions about the self and the world (see Foa &
Rothbaum, 1998). A range of powerful emotions is likely to result from trauma exposure
(e.g., fear, guilt, anger, shame, self-blame). Primary emotions such as fear and anger may
result directly from the trauma primarily because the event is perceived as threatening.
Secondary or manufactured emotions are also elicited from interpretation of the event.
For example, in the context of sexual assault, the threat prompts primary emotions of fear.
Posttrauma interpretations may lead to self-blame about the attack, even shame or guilt.
Emotional processing models propose that once faulty beliefs about the event
(self-blame and guilt) and overgeneralized beliefs about oneself and the world (e.g.,
safety, trust, control) are challenged, then the secondary emotions dissipate. Support for
these models comes from research demonstrating that stress inoculation training and
cognitive therapy are effective treatments for PTSD (Ehlers et al., 2003; Foa et al., 2005;
Tarrier et al., 1999; Taylor, 2006) and strongly suggests that posttrauma processing plays
a key role in symptomatology.
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Cognitive models. Initially developed for the treatment of depression and later
adapted for treatment of anxiety disorders, cognitive therapy is based on the assumption
that interpretations of events, rather than the events themselves, determine emotional
reactions (Beck 1972, 1976; Beck, Emery, & Greenberg, 1985). Accordingly, the same
event can elicit different affective responses. At times, emotional responses are more
intense or prolonged than expected. Exaggerated responses are posited to be prompted by
dysfunctional interpretations. Cognitive therapy seeks to identify, challenge, and replace
these thoughts with more adaptive ones (Resick & Schnicke, 1992).
Cognitive theory underlies Ehlers and Clark’s (2000) model of PTSD. According
to the cognitive model, PTSD is a result of individuals appraising a past threat in a way
that extends a sense of current threat. The generative mechanisms are twofold, including
an individual’s appraisal of the traumatic event/consequences, and how the memory of
the event is integrated with larger memory structures.
Appraisals can either be about external threat (world is unsafe) or internal threat
(self is incapable). In contrast to emotional processing models, Ehlers and Clark see
cognitions and appraisals as inside one’s awareness and, therefore, subject to discourse
and challenging. Representation of trauma in memory is distorted such that, and akin to
Foa and Riggs (1993), there is a perception that the event is happening in the present.
Ehlers and Clark (2000) posit that the relationship between trauma appraisal and trauma
memory is reciprocal; recall of the event is biased by appraisals, and information is
selectively retrieved to be consistent with these dysfunctional appraisals. Selective
retrieval inhibits recall of aspects that disconfirm appraisals and, therefore, the appraisals
cannot be restructured.
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The cognitive model builds on previous models (e.g., conditioning, schemas)
and, as a result, possesses good explanatory power. However, there are some drawbacks.
The model does not offer a parsimonious account of PTSD (Taylor, 2006). In addition, it
cannot account for the presence of causal factors for some, but not all, individuals (e.g.,
not all individuals ruminate about the meaning of traumatic events). Despite the primary
role of cognition in this model, research suggests the addition of cognitive therapy to
exposure does not necessarily enhance efficacy (Foa et al., 2005; Paunovic & Ost, 2001).
Diathesis stress model. The experience of trauma and subsequent distressing
emotions are not sufficient conditions for developing PTSD. In fact, given that
approximately 10-12% of individuals exposed to trauma develop PTSD, the implication
is that there may be vulnerabilities that make some more likely to develop the disorder.
Diathesis-stress models have been advanced to account for this observation (McKeever &
Huff, 2003). According to this model, there is an interaction between biological (e.g.,
genetic make-up, neurological processes) and ecological (e.g., modeling, development,
hardiness, social support systems) diatheses that plays a moderating role in determining
whether the disorder develops (Keane & Barlow, 2002; King, King, Fairbank, Keane, &
Adams, 1998; King, King, Foy, Keane, & Fairbank, 1999). Individual differences in
coping and resiliency abilities (e.g., emotional regulation) ensure that a stressor, if it is
sufficient to overwhelm resiliency, will activate the vulnerabilities and result in
development of the disorder (Monroe & Simmons, 1991; Sutker, Davis, Uddo, & Ditta,
1995). Together, various diatheses play a determinative role in establishing the level of
stress required before a maladaptive response occurs (McKeever & Huff, 2003).
Accordingly, the intensity of the stressor determines whether the threshold of coping is
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reached.
Summary of PTSD models. Several models have been advanced in order to
comprehensively account for PTSD phenomenology. Specifically, models based on
principles of conditioning, emotional processing, cognition, and diathesis-stress have
significantly advanced understanding of PTSD. The next section briefly reviews specific
factors thought to influence development of PTSD.
Risk Factors for PTSD. Risk factors for PTSD may be categorized according to
psychosocial, genetic, and biological classes. Psychosocial risk factors include features of
the traumatic event, pre-existing attributes or experiences, and posttrauma context. In
terms of the traumatic event, several investigators have found a dose-response effect with
respect to trauma severity and PTSD (e.g., Fairbank, Keane, & Malloy, 1983; Foy,
Carroll, & Donahoe, 1987; March, 1990). A dose-response effect is consistent with
research demonstrating that degree of life threat experienced during trauma is modestly
associated with PTSD (Ozer, Best, Lipsey, & Weis, 2003). Elaboration on the severity
domain demonstrates that a dysfunctional reaction to a traumatic event is more likely in
cases of more malicious or grotesque injury (Kessler et al., 1995), direct involvement in
the trauma (e.g., Breslau, 2002), and high distress (King, King, Gudanowski, Vreven,
1995; Solomon, Mikulincer, & Hobfoll, 1987). Pre-existing psychopathology and family
psychiatric history (Bromet, Sonnega, & Kessler, 1998) also function as significant risk
factors for PTSD (Ozer et al., 2003). Furthermore, peritraumatic dissociation (i.e.,
derealisation, out-of-body experience, altered sense of time), depression, and anxiety
sensitivity have been associated with PTSD in the aftermath of trauma (Asmundson,
Stein, and McCreary, 2002; Ozer, et al., 2003).
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Depressive symptomatology has consistently been positively and moderately
associated with PTSD symptoms in community (e.g., Asmundson et al., 2004; Fraley,
Fazzari, Bonanno, & Dekel, 2006), clinical (e.g., McQuaid, Pedrelli, McCahill, & Stein,
2001; Stein & Kennedy, 2001), and veteran (e.g., Asmundson, Wright, McCreary, &
Pedlar, 2003) samples. In cases of physical and sexual assault, prospective longitudinal
evidence suggests that depression is a risk factor for the developing PTSD (Acierno,
Resnick, Kilpatrick, Saunders, & Best, 1999). Despite some preliminary evidence of a
reciprocal relationship (e.g., Erickson, Wolfe, King, King, & Sharkansky, 2001), the
temporal sequence and causal direction is not well understood.
Modest risk factors include female gender, younger age at the time of trauma
exposure, lower socioeconomic status (SES), and lower education (Brewin et al., 2000;
King, Taft, King, Hammond, & Stone, 2006). The disabling nature of PTSD and the
myriad of risk factors for developing PTSD are well attested in the literature. We now
turn our attention to focus on how and what individuals think in response to trauma.
Trauma-Related Cognitions
As noted above, some models posit that trauma can produce changes in cognitions
by directly challenging, and in some cases shattering, previously held thoughts and
beliefs. These cognitions and changes in cognitions play an important role in an
individual’s response to trauma. Contrary to models of PTSD outlined previously,
identifying core posttrauma cognitions does not explain the development of PTSD.
Rather, beliefs and assumptions typically associated with trauma are of interest.
Beliefs about the self, others, and the world. Initial research regarding traumarelated cognitions identified specific core beliefs regarding the self, others, and the world,
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including the belief that the world is benign, belief that the world is meaningful, that the
self is worthy, and that people are trustworthy (Epstein, 1991). Janoff-Bulman’s (1985;
1989; 1992) seminal work identified similar core cognitions in response to trauma,
namely assumptions that the world is benevolent, meaningful, and the self is worthy. A
meaningful world is one in which a person-outcome contingency is perceived - the
perception that there is a relationship between a person and what happens to them (e.g.,
we have agency over what happens to us, the world is just). In terms of benevolence,
individuals tend to believe the world, and others in the world, are kind, caring, and
helpful. Finally, with reference to the self, individuals hold a global evaluation of selfworth (i.e., see the self as good, capable, and moral). These beliefs are broad conceptions
that get shattered and completely invalidated by a traumatic event. Individuals suffering
trauma come to believe the world is dangerous, others are untrustworthy, and the self is
incompetent and blameworthy. These beliefs, endorsed to varying degrees depending on
the individual, appear to be present in response to a variety of trauma, whether victimized
by crime, life-threatening disease, unexpected death of a loved one, or child abuse
(Janoff-Bulman, 1985; 1989; 1992). Further, victims of trauma reliably differ from
nonvictims with respect to these beliefs (i.e., the self, others, and the world) and these
differences are stable across time (Janoff-Bulman & Frieze, 1983; Janoff-Bulman, 1992).
Other cognitions precipitated by trauma involve disruptions in beliefs about others
with respect to violations of safety, trust, power, esteem, and intimacy (McCann &
Pearlman, 1990). Support for this contention comes from research demonstrating
subjective decrease in trust of caregivers in childhood abuse (Freyd, 1996) and superior
officers in the military (Shay, 1995) in response to trauma. The high levels of anger seen
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in individuals suffering childhood abuse are thought to be precipitated by shattering the
belief that others are basically good (Andrews, Brewin, Rose, & Kirk, 2000). Cumulative
evidence from a variety of traumatic events suggests that survivors of trauma experience
disruptions in their beliefs about their world as benevolent, others as trustworthy, and the
self as worthy/competent. The beliefs appear stable across time and are endorsed to
varying degrees depending on the individual and nature of the trauma. The characteristic
cognitions discussed were primarily from individuals exposed to trauma, not necessarily
those who developed PTSD.
Other researchers have specifically looked at trauma-related cognitions in those
with PTSD. Paralleling trauma-related thoughts, cognitions in individuals with PTSD are
also organized along dimensions of the self, others, and the world. Among survivors of
rape, two dysfunctional cognitions posited to be involved in the development of PTSD
are beliefs that (1) the self is entirely incompetent and (2) the world is completely
dangerous (Foa & Riggs, 1993; Foa & Rothbaum, 1998). As a result of a traumatic event,
one perceives the self as completely ineffectual in a world that is constantly threatening –
the beliefs appear stable, global, and recalcitrant. Similarly, victims of other intentional
interpersonal trauma (e.g., physical assault, torture) hold beliefs centering on mental
defeat (i.e., perceived loss of all autonomy) as well as beliefs of alienation from the self
and others (e.g., disconnected from interpersonal relationships) (Dunmore, Clark, &
Ehlers, 1997; Ehlers, Mayou, & Bryant, 1998). As such, individuals come to believe their
identity as a human being and their will are completely compromised. With respect to
feeling alienated, individuals describe thinking that they cannot relate to other people,
and that a permanent change for the worse in their personality has occurred (Dunmore,
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Clark, & Ehlers, 1999; Ehlers, Maercker, & Boos, 2000). Passengers who attributed
negative outcomes to their actions and themselves during shipping disasters reported
more symptoms of PTSD (Joseph, Brewin, Yule, & Williams, 1991; Joseph, Brewin,
Yule, & Williams, 1993). Similarly, an increase in negative beliefs about the self, others,
and the world has been found in those with PTSD compared to victims of sexual assault
not suffering from PTSD (Dunmore et al., 1999; Foa, Ehlers, Clark, Tolin, & Orsillo,
1999).
The identification of negative beliefs about trauma is important, given that
negative interpretations of symptoms and self-blame result in slower recovery from and
persistence of PTSD symptoms (Dunmore et al., 1999; Dunmore, Clark, & Ehlers, 2001;
Ehlers et al., 1998; Ehlers et al., 2000; Steil & Ehlers, 2000). Psychometric instruments
have been developed to empirically assess beliefs about trauma. The majority of these
instruments have not been psychometrically evaluated (see Taylor, 2006). The two
exceptions are the World Assumptions Scale (WAS; Janoff-Bulman, 1989) and the
Posttraumatic Cognitions Inventory (PTCI; Foa et al., 1999). The PTCI represents a more
comprehensive measure, as it draws on constructs from the WAS and extends this with
other dysfunctional beliefs in PTSD (a more comprehensive review of this measure is
included in the Methods section). The factor-analytically derived subscales include
negative cognitions about the self, negative cognitions about the world, and self-blame.
The negative cognitions about self subscale assesses the sense of negative change in the
self, of alienation, hopelessness, general mistrust and the negative interpretation of
symptoms (e.g., ‘‘There is something wrong with me as a person’’). The negative
cognitions about the world subscale assesses mistrust of other people and a sense that the
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world is a dangerous place (e.g., ‘‘You can never know who or what will harm you’’),
while the self-blame subscale assesses blame for the traumatic incident itself (e.g., ‘‘The
event happened because of the way I acted’’).
Initial investigation of the PTCI (Foa et al., 1999) subscales demonstrated
excellent internal consistencies, good test-retest reliability, and moderate to high
correlations with PTSD symptom severity. The subscales also readily discriminated
between traumatised individuals with and without PTSD, with an accuracy of 86%, and
outperformed other measures of trauma-related cognitions in this respect. The PTCI
discriminated between traumatised individuals with and without PTSD, even after
controlling for depression, state anxiety, age, sex, race and type of assault. The threefactor structure of the PTCI has been largely supported in a confirmatory analysis in a
sample of survivors of MVAs (Beck et al. 2004). Among emergency room workers, the
subscales of the PTCI correlate significantly with PTSD severity (Laposa & Alden,
2003). Together, studies employing the PTCI lend further support to a body of evidence
showing that individuals with PTSD hold negative beliefs about the self, others, and the
world.
Summary of trauma-related cognitions and PTSD. Despite some differences in
content of trauma-related cognitions, research evidence has consistently demonstrated
that these beliefs are generally organized along three dimensions, including beliefs about
the self (e.g., self is incompetent and blameworthy), beliefs about others (e.g., others
cannot be trusted, cannot relate to others), and beliefs about the world (e.g., the world is
dangerous). Furthermore, these overarching themes are found across a variety of
traumata, including rape, sexual assault, physical assault, combat exposure, and MVAs.
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Negative beliefs about the self, others, and the world have been robust across trauma
type, severity, and are predictive of PTSD. As such, these beliefs appear to be reliably
associated with, and central to, posttrauma reactions.
Purpose, Problem Statement, and Hypotheses
The pervasive distress and diffuse consequences associated with both lifethreatening and non life-threatening trauma highlight the need for research comparing
responses to these two phenomena. To that end, the purpose of the current study was to
explore characteristic cognitions of individuals experiencing non life-threatening trauma
and determine whether these cognitions were organized along similar dimensions to
cognitions of those who suffered life-threatening trauma. Exploration of this issue is
warranted given that a) considerable overlap in symptom presentation exists between
those suffering life-threatening and non life-threatening trauma discussed earlier, and b)
posttrauma cognitions have been central in many models pertaining to the development
and maintenance of trauma-related psychopathology. Accordingly, the current study
sought to elucidate the conceptualization of non life-threatening trauma by examining
cognitions pertinent to such experiences.
Posttrauma cognitions were assessed first by using psychological self-report
measures. To accomplish this, quantitative measures were used in conjunction with
qualitative interviews, given the novel and complex nature of the research question.
Quantitative measures were used to provide an index of the presence and types of
cognitions, while qualitative interviews afforded rich descriptions of the content of
cognitions. Together, these methods provided detailed data regarding the presence and
nature of cognitions in response to non life-threatening traumatic events.
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Certain findings were expected with regard to the quantitative data. Specifically,
participants reporting a life-threatening trauma and associated symptoms meeting criteria
for PTSD were expected to report significantly higher scores on measures of distorted
posttraumatic cognitions (i.e., PTCI total scores as well as the three subscales; Negative
Cognitions About Self, Negative Cognitions About the World, and Self-Blame) relative to
the other groups. Participants reporting a non life-threatening trauma and associated
symptoms meeting criteria for PTSD were expected to report significantly higher scores
on measures of distorted posttraumatic cognitions relative to the no trauma group. For the
qualitative aspect of the current study, given that a grounded theory approach would be
employed, predictions about the nature or content of posttrauma cognitions were not
advanced. In such an approach, it is not appropriate to make a priori suppositions from
the outset of the study (Corbin & Strauss, 2008).
Method (Chapter 2)
Environment
Data collection for the current study was divided into two phases. First, the
quantitative data collection, representing the modal collection methods for most
participants, consisted primarily of online questionnaires. Second, a qualitative data
collection was conducted by interviewing a participant subset who agreed to provide
more detailed responses about their experiences. Interviews were conducted via
telephone, thereby facilitating participation for potential respondents and allowing for a
more diverse sample (i.e., individuals outside of Regina could participate).

Participants
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Ethical approval to undertake this study was received from the Research Ethics
Board (REB) at the University of Regina. Individuals reporting exposure to lifethreatening trauma, non-life-threatening trauma, and those reporting no traumatic
exposure were invited to participate in this study (Appendix L). Participants were
recruited through community advertising campaigns, campus advertising, and replies to
recruitment postings on the Anxiety and Illness Behaviours Lab (www.aibl.ca) website.
Participants were recruited into one of three groups for the current study. The first
group consisted of people endorsing a life-threatening trauma as the worst event they
have ever experienced – cut-off scores on the PCL-C (44 or above; Weathers, Litz,
Herman, Huska, & Keane, 1993) were used to determine PTSD caseness. The second
group consisted of those endorsing a non life-threatening trauma as the worst event they
have ever experienced while obtaining a cutoff score of 44 indicating current PTSD
caseness on the PCL-C. The third group was to be composed of individuals who did not
endorse any traumatic event; however, given the high prevalence of traumatic experience,
there was no way to know if responses from this group could be obtained. Furthermore,
individuals would likely be motivated to participate in this study precisely because they
experienced a traumatic event. Only one individual among 229 endorsed never
experiencing a traumatic event. As such, including a no trauma group in the analyses was
not feasible. Those endorsing multiple traumatic events, or both life-threatening and non
life-threatening events, were asked to comment on the worst event.
Inclusion Criteria
1. Age between 18-65 years (given the exploratory nature of the study, participation
was restricted to adults, i.e., individuals between 18-65 years of age);
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2. To qualify for the semi-structured interview, participants in the non lifethreatening trauma group must score 44 or above on the PCL-C (i.e., this score
indicates probable PTSD caseness) and endorse at least one item representing a
reexperiencing symptom, three items from avoidance and numbing, and one item
from hyperarousal (Weathers et al., 1993);
3. Individuals must have experienced either a life-threatening or non life-threatening
traumatic event, both, or neither. A life-threatening event was defined as “ you
experienced, witnessed, or were confronted with an event or events that involved
actual or threatened death or serious injury, or a threat to the physical integrity of
self or others” (APA, 2000). A non life-threatening traumatic event was defined as
“a very distressing event you experienced directly where you felt helpless,
horrified, very frightened, or humiliated, but did not cause you to fear for your
immediate physical safety”. In other words, the event, while distressing, cannot
have been life-threatening or have jeopardized the individual’s physical integrity.
This definition is based, in part, on precedent research in this area (Carleton et al.,
2011; Mol et al., 2005);
4. The ability to read and write English at a Grade Eight level.
Exclusion Criteria
1. Anyone involved in litigation regarding their traumatic event;
2. Substance abuse/dependence, psychosis, or current regimens of psychoactive
medications (except for low dose benzodiazepines and tricyclic antidepressants) –
the possible effects exerted by these medications cannot reliably be controlled.
Measures
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All participants completed general information including basic demographic
questions (e.g., age, sex; Appendix C). Participants endorsing a traumatic event (lifethreatening or not) provided details about when the event(s) occurred, what type of event
occurred, and their response to the event (Appendix C). Participants also rated distress
and impairment associated with the event (Appendix C). Measures related to trauma
were selected to describe traumatic events, severity of trauma, and associated cognitive,
behavioural, and emotional sequelae. Given high comorbidity with PTSD (APA, 2000;
Kessler et al., 1995), measures assessing for panic disorder, generalized anxiety disorder,
and depression disorder were included in order to provide information about overall
clinical symptom presentation.
Center for Epidemiologic Studies Depression Scale (CESD; Radloff, 1977;
Appendix D). The CESD is 20-item (e.g., I felt depressed) self-report measure designed
to screen for depression in nonclinical populations. Using a 4-point Likert scale ranging
from 0 [rarely or none of the time (1-2 days)] to 3 [most or all of the time (5 to 7 days)],
respondents report on their mood for the preceding week. The CESD has proven
reliability (Barnes & Prosen, 1984; Radloff, 1977) and moderate convergent validity with
other measures of depressive symptoms (e.g., r = .50 with the Hamilton Rating Scale for
Depression; Devins & Orme, 1985). The internal consistency for the current sample was
acceptable (α = .83) and the average inter-item correlation was .21.
Generalized Anxiety Disorder Scale (GAD-7; Spitzer, Kroenke, Williams, &
Lowe, 2006; Appendix E). The GAD-7 is a 7-item self-report measure that assesses GAD
symptoms (e.g., ‘‘Feeling nervous, anxious or on edge’’). Items are rated on a 4-point
Likert scale ranging from 0 (not at all) to 3 (nearly every day). The total 7-item score
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provides sufficient sensitivity and specificity for distinguishing clinical from nonclinical
samples. A cut-off score of 10 with reports of symptoms interfering with daily activities
typically discerns persons reporting clinically significant distress (Spitzer et al., 2006;
Swinson, 2006). The GAD-7 has demonstrated excellent internal consistency (α = .92)
with good test-retest reliability reported at .83 in a sample of primary care patients
(Spitzer et al., 2006). In the current sample, the internal consistency was good (α = .90)
and the average inter-item correlation was .57.
The Lifetime Traumatic Events Checklist (LTEC; Appendix F). The LTEC was
developed by the Anxiety and Illness Behaviours Laboratory at the University of Regina
to assess a wide range of possible traumatic events (e.g., sexual assault, physical assault,
combat exposure, MVAs) commonly reported in academic literature (Carleton et al.,
2011; Fetzner, Collimore, Carleton, & Asmundson, 2011). Respondents are asked to
indicate whether they have experienced one or more of the events. They also are asked to
identify whether they experienced an event that is not listed.
Panic Disorder Severity Scale-SR (PDSS-SR; Shear et al., 2001; Appendix G).
The PDSS-SR is a 7-item self-report version of the more commonly used clinician-rated
Panic Disorder Severity Scale (Shear et al., 2001). The measure assesses the past-week
severity of the following seven key dimensions of panic disorder (i.e., frequency of panic
attacks, distress during panic attacks, anticipatory anxiety, agoraphobic fear and
avoidance, body sensation fear and avoidance, and work and social impairment). The
responses to the items are expressed on a 5-point Likert scale ranging from 0 (none) to 4
(extreme), and summed to create an overall severity score (range 0–28). The PDSS-SR
possesses excellent internal consistency (Cronbach's alpha: α = .90; Houck, Spiegel,
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Shear, & Rucci, 2002; Newman, Holmes, Zuellig, Kachin, & Behar, 2006), good twoweek test–retest reliability (r = .84; Newman et al., 2006), and sensitivity to change after
treatment (Houck et al., 2002). The internal consistency for the current sample was
acceptable (α = .89) and the average inter-item correlation was .49. With a cut-off of 8,
the clinician-rated PDSS-SR is moderately effective in identifying patients with panic
disorder (sensitivity: 83%; specificity: 64%; Shear et al., 2001).
PTSD Checklist, Civilian Version (PCL-C; Weathers et al., 1993; Appendix H).
The PCL-C is a 17-item questionnaire that measures symptoms associated with PTSD.
The items measure symptoms of re-experiencing, avoidance, numbing, and hyperarousal,
as outlined by the DSM-IV-TR (e.g., Repeated, disturbing memories, thoughts, or images
of a stressful experience from the past?). Using a Likert scale ranging from 1 (not at all)
to 5 (extremely), respondents indicate the degree to which they have experienced
symptoms in the past month. A total score of 44 or higher on the PCL-C is typically
associated with a probable diagnosis of PTSD (Smith, Egert, Winkel, & Jacobson, 2002).
The PCL-C has a diagnostic sensitivity of .82 and has good reliability and validity
(Cordova et al., 1995) and has demonstrated good specificity (0.83- 0.99), and sensitivity
(0.60 to 0.82) (Andrykowski, Cordova, Studts, & Miller, 1998; Blanchard, JonesAlexander, Buckley, Forneris, 1996; Stein, McQuaid, Pedrelli, Lenox, & McCahill, 2000;
Weathers et al., 1993). The internal consistency for the PCL-C total score was excellent
(α = .94) and the average inter-item correlation was .49 for the current sample. Scoring of
the PCL-C produces a dichotomous (presence or absence of PTSD) and continuous
(severity) outcome. The PCL-C can readily be modified to fit specific time frames or
events, instead of asking about “past month”.
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Posttraumatic Cognitions Inventory (PTCI; Foa et al., 1999; Appendix I). The
PTCI contains 33 items, rated on Likert-type scales from 1 (totally disagree) to 7 (totally
agree), which form three subscales: negative cognitions about self, negative cognitions
about the world, and self-blame. Ratings are averaged within each scale and subscale
totals are summed providing an overall total score. Control subjects are asked to rate
items with regard to their most stressful life-event. The PTCI demonstrated good
reliability. Foa et al. (1999) reported Cronbach α for the three scales and total scores as:
Self, α=.97: World, α=.88; Self-Blame, α=.86; and Total, α=.97. Similar results have been
found with a sample of MVA survivors (Beck et al., 2004). Test-retest reliabilities for the
subscales were between .75 and .89 for one week and between .80 and .86 for a three
week interval. As outlined previously, the PTCI reliably discriminates between
traumatised individuals with and without PTSD; Startup, Makgekgenene, and Webster
(2007) reported significant differences in total scores between a PTSD group (M =
121.05, SD = 40.45) and a non PTSD group (M = 94.96, SD = 32.24) in a community
sample of 63 individuals. The internal consistency for the PTCI total score was excellent
(α = .96) and the average inter-item correlation was .41 for the current sample.
Social Interaction Phobia Scale (SIPS; Carleton et al., 2009; Appendix J). The
SIPS is a 14-item self-report measure designed to assess symptoms specific to SAD. Each
item is measured on a 5-point Likert scale, ranging from 0 (not at all) to 4 (extremely).
Respondents indicate how much each item bothered them during the past week. The
items were derived as a subset of items from the Social Interaction Anxiety Scale and the
Social Phobia Scale (Mattick & Clarke, 1998). The SIPS is designed to measure three
symptom dimensions (i.e., social interaction anxiety, fear of overt evaluation, fear of
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attracting attention). The total score has been shown to provide optimal sensitivity and
specificity for discerning clinical and nonclinical samples - a cut-off score of 21 can
typically be used to distinguish persons reporting clinically significant social distress
(Carleton et al., 2009). In a community sample the internal consistency reported was
acceptable for the total score (α = .96) and the average inter-item correlation was .60
(Carleton et al., 2011). The internal consistency for the current sample was acceptable (α
= .96) and the average inter-item correlation was .63.
Procedure
Quantitative phase. Regardless of the method of recruitment, each potential
participant was directed to an online survey. An informed consent form (Appendix A)
was presented at the outset before continuing to the questionnaires. If consent was not
given, or inclusion criteria for age was not met, the survey was terminated and
participants were thanked and asked whether they wish to be contacted for future studies.
Participants who meet inclusion criteria filled out the online portion of the study
comprising the questionnaire battery described above. Prior to completing the survey,
participants were asked if they would be interested in taking part in a follow-up phone
interview about their traumatic experiences. Participants meeting inclusion criteria for the
qualitative portion (i.e., the worst event that happened to them is a non life-threatening
event, their PCL-C score is 44 or above, and endorsing at least one item representing a
reexperiencing symptom, three items from avoidance and numbing, and one item from
hyperarousal) and indicating interest were contacted to arrange a phone interview.
Qualitative phase. The qualitative component was an integral adjunct for this
study for several reasons. The detailed exploration of trauma lends itself to a qualitative
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approach because the central focus of the narrative is on process (Strauss & Corbin,
1998) and development (e.g., a traumatic event is organized into a coherent narrative).
Rich and in-depth information was required for the current study, primarily with respect
to exploring the content of trauma-related cognitions in non life-threatening
circumstances. The personal nature of the research question also necessitated a
qualitative approach to data collection. Participants would be asked to divulge sensitive
information; accordingly, a live, interpersonal interaction (via telephone) was expected to
help participants to feel comfortable sharing their experiences. Participants provided
feedback regarding the phone format that indicated it was indeed easier to disclose details
about the event. Finally, this program of research was concerned with individualized
outcomes (i.e., an individual’s subjective posttrauma thoughts). For all these reasons, a
qualitative approach was essential for answering the current research questions (Corbin &
Strauss, 2008; Mertens, 2005).
Interviews. Prior to conducting the phone interview, each participant was made
aware of his or her rights via informed consent (i.e., a different consent form was used
that was separate from the online survey consent form). Each participant was sent the
interview schedule as well as the consent form via email (Appendix B). The consent form
outlined the purpose of the study, the right to withdraw at any point without penalty,
voluntary participation, and the consent to share their information with the researcher.
Also, each participant gave permission for the interview to be audio-recorded and for
notes to be taken. Finally, participants were informed that their identifying information
would be kept in the strictest confidence (each participant was also assigned a random
identification number to further safeguard confidentiality). In order to ensure that consent
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was appropriate for the qualitative interviews, consent was revisited and obtained
throughout the study (i.e., process consent) after the interviews were conducted
(Hadjistavropoulos & Smythe, 2001; Smythe & Murray, 2000). Specifically, participants
were sent a copy of the analyzed data in order to ensure that they felt comfortable with
my thematic interpretation of their data. They were also asked whether the data, having
undergone some transformation since the interview, was still reflective of their
experience. Participants were invited to make any changes or additions at that point and
were reminded of their right to withdraw from the study and have their information
removed.
Each semi-structured phone interview lasted approximately 20 to 60 minutes (M =
33.71, SD = 17.96), depending on the participant. The interview guide (Appendix K) was
constructed according to recommendations put forth by my committee as well as Rubin
and Rubin (2005), and, finally, informed by the quantitative data. More specifically, the
interview was composed of main questions, follow-up questions, and probes. The same
basic interview guide was implemented with each participant; however, each interview
differed in the extent to which certain lines of inquiry were elaborated upon. Consistent
with theoretical sampling (Corbin & Strauss, 2008), each interview was slightly different
in that certain questions became more focused as categories were further developed. Data
gathering and specific questions grew more purposeful as a result, and interviews taking
place later had slightly richer and fuller descriptions. The first interview was transcribed
and analyzed prior to conducting subsequent interviews to ensure that questions were
relevant to the experience of participants (Rubin & Rubin, 2005).
Each interview began with me disclosing how the research idea was developed
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and the rationale behind its importance as an area for further study. The explanation was
expected to help establish rapport, given the personal nature of the subject matter and the
fact that I was a stranger to the participants. Once I positioned myself in the research
process and a context for the interviews was created, participants seemed very eager to
share their experiences.
Transcription. All interviews were transcribed verbatim. The transcriptions did
not follow a purely naturalistic approach in that all stutters and utterances were not
included. Instances of laughter or other inflections were recorded in order to capture
important nuances like sarcasm (such nuances can significantly alter the meaning of a
word or phrase). Given that grounded theory is primarily concerned with meanings,
transcribing in a more denaturalized way seemed appropriate in order to ensure that
content was central (Oliver, Serovich, & Mason, 2005).
Epistemological foundations. The qualitative aspect of this study was
approached from a social constructivist theoretical perspective. To constructivists, reality
is not absolute and multiple or conflicting truths can and do exist (Rubin & Rubin, 2005).
Furthermore, knowing is not a passive process; instead, we are actively involved in the
interpretation of information. Knowledge is seen as something that is actively co-created
rather than something that is discovered (Schwandt, 2003). Construction and
interpretation is carried out in a sociocultural and historical context – a context of shared
understandings, meanings, and practices.
The constructivist stance was also applied to the method of analysis – grounded
theory (Corbin & Strauss, 2008). Adopting a constructivist position was appropriate
because the process of grounded theory involves interpretive and creative agency by the
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researcher, since the researcher will undoubtedly bring some pre-existing presupposition
to the research process (Henwood & Pidgeon, 2003). The current research adhered to the
constructivist grounded theory advanced by Charmaz (2003; 2008). According to this
modified approach, grounded theory can be implemented while stressing constructivist
elements. Charmaz’s (2003) constructivist grounded theory rests on three arguments: (a)
grounded theory methods can be used as flexible strategies; (b) by focusing on meaning,
grounded theory supports interpretive understanding; and (c) grounded theory can be
employed without adopting positivist ideologies. In such a system, the simultaneous
interpretation of and adherence to data is not mutually exclusive, as long as the researcher
remains mindful that anything purporting to be knowledge inevitably involves
interpretation from socioculturally embedded perspectives (Henwood & Pidgeon, 2003).
For these reasons, a constructivist epistemological approach was congruent with the
method of analysis (i.e., grounded theory) and necessary to maintain the integrity of that
method of analysis.
Mixed methods in trauma research. Mixed methods represent a research
process consisting of the collection, analysis, and integration or combination of both
quantitative and qualitative data and analysis (Creswell & Plano Clark, 2007).
Quantitative approaches have been dominant in trauma research (e.g., Blanchard et al.,
1996; Ruggiero, Rheingold, Resnick, & Kilpatrick, 2006), although mixed methods have
recently been implemented more frequently (Creswell & Zhang, 2009; Regehr, Goldberg,
& Hughes, 2002). Mixed method designs should ideally be applied to lines of inquiry that
are complex, novel, and demand a more complete understanding. Given the multifaceted
nature of trauma, mixed method designs represent valuable tools for investigation in this
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domain. The current study employed an explanatory sequential design (i.e., quantitative
data is collected and subsequent qualitative follow-up interviews supplement the data). In
this approach, a qualitative portion is used to elucidate quantitative results, as a subset of
participants is chosen for interviews based on quantitative data. For the present study,
seven to eight individuals with high PCL-C scores participated in a semi-structured
interview (qualitative phase) in order to explain the data in more depth. In addition to
providing an excellent framework for elucidating the current research questions, the
explanatory sequential design is acclaimed for its uncomplicated structure and
manageability for single researchers (Creswell & Zhang, 2009).
Analyses and Results (Chapter 3)
Quantitative Analyses
Analyses for the questionnaire battery were performed using SPSS version 16
(SPSS, Chicago, Illinois). Descriptive statistics were conducted for the frequency and
types of trauma. Group distinctions were made based on PCL-C scores as mentioned
above. Dependent variable data from the questionnaire battery were compared between
groups (i.e., non life-threatening trauma, life-threatening trauma) using analysis of
variance (ANOVA). Post hoc analyses followed as necessary to identify specific between
group differences. Between group comparisons were made with independent t-tests
comparing relative endorsements of posttraumatic cognitions (i.e., as measured by the
PTCI) and PTSD symptomatology (i.e., as measured by the PCL-C).
Quantitative Results
Participants. The final sample consisted of 128 participants who met criteria for
PTSD caseness in response to a traumatic event, 87% women, ages 18-65, Mage = 44.64,
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SD = 12.09. A total of 96 participants were excluded from the initial sample of 229
because they did not complete the survey for various reasons. The final sample of 128
participants was comprised of exclusively community members. Approximately half of
participants (54%) reported being diagnosed with an anxiety disorder (23% PTSD, 77%
other), 43% reported being diagnosed with depression, 22% migraine headaches, 21%
irritable bowel syndrome, 14% chronic pain, and a small percentage disclosed being
diagnosed with cancer 6%.
Preliminary analyses. Prior to conducting the main analyses, preliminary
analyses were carried out. In order to assess for differences based on sex, t-tests were
performed to compare mean differences for these groups on key dependent measures (i.e.,
symptoms of posttraumatic stress, posttraumatic cognitions, depression, generalized
anxiety symptoms, panic symptoms, social anxiety symptoms). No statistically
significant differences were found for sex (p > .05).
PTSD symptoms. Posttraumatic symptoms, though germane to the results, were
not the primary focus of the current study. However, data on PTSD symptomology was
collected to contextualize the overall symptom picture of those experiencing non lifethreatening events. The subsequent analyses reflect a general overview of PTSD
symptomatology in the current sample.
PTSD severity between trauma groups. An independent-samples t-test was
carried out to compare PTSD symptom severity scores from the PCL-C for both the lifethreatening trauma and non life-threatening trauma groups. The means and standard
deviations are presented in Table 1. There was no significant difference between lifethreatening and non life-threatening trauma groups on PTSD symptom severity scores,
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Mdifference = 2.30, SD = 3.09; t(126) = -.74, p = .46, r2 = .002.
PTSD symptoms in non life-threatening trauma group. A variable of interest
was the PTSD symptom presentation of those endorsing non life-threatening trauma. In
order to provide a more fine-grained analysis, scores on the PCL-C subscales were
compared to examine the relative endorsement of PTSD symptoms in the non lifethreatening trauma group. There was a significant effect for the avoidance subscale, with
participants endorsing higher scores on this subscale compared to the other three, Wilks’
Lambda = .82, F (3, 50) = 3.70, p < 0.017, r2 = .18.
Prevalence of traumatic events. The intention for data collection was to
maintain a focus on the content and severity of posttrauma cognitions. Though it is
outside the scope of this study to assess frequency and specific type of trauma in detail,
presenting some basic data on events participants endorsed as traumatic should help to
characterize the sample. Accordingly, the prevalence of traumatic exposure and
prevalence of the most distressing traumatic events are reported in Tables 2 and 3,
respectively.
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Table 1. Results of independent-samples t-tests comparing life-threatening and non-lifethreatening trauma on posttraumatic stress symptoms using the PTSD Checklist Civilian
Version (PCL-C)
Lifethreating

Non lifethreatening

df

t

M (SD)

M (SD)

p

Re-experiencing

126

-1.28

13.53 (5.66)

14.83 (5.58)

.20

Numbing

126

-.30

13.52 (5.79)

13.83 (5.69)

.76

Hyperarousal

126

-.06

14.55 (5.86)

14.60 (5.29)

.96

Avoidance

126

-1.32

5.84 (2.56)

6.47 (2.81)

.19

Total Score

126

-.74

47.44 (17.07) 49.74 (17.46)

.46
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Table 2. Reported traumatic exposure by category
Traumatic Event Category (experienced or
witnessed)
Natural disaster
Motor vehicle accident
Other accident
Combat or warfare
Sudden death of a loved one
Life-threatening/disabling event to a loved one
Life-threatening illness
Robbery/weapon used
Assaulted by stranger/acquaintance
Witness assault to stranger/acquaintance
Threatened with death/serious harm
Witness family violence growing up
Physically punished growing up
Physically hurt by intimate partner
Unwanted sexual contact before 13 years –
someone 5 years older
Unwanted sexual contact before 13 years –
someone close in age
Unwanted sexual contact as a teen
Unwanted sexual contact as an adult
Sexual harassment*
Stalked
Abortion
Miscarriage
Being publically humiliated (worse than
others)*
Being physically bullied (worse than others)
Being ridiculed/very badly teased (worse than
others)*
A distressing end to a significant friendship*
A distressing break-up with romantic partner*
Divorce*
Parents divorce*
Work distress (worse than others)*
Distressing romantic relationship problems*
(e.g., a partner cheated)
Distressing friendship problems*
Some other traumatic event
*Non life-threatening event

Total n/category

Men/Women within
category

9
61
16
5
63
39
29
6
32
4
29
45
48
34
19

Men
2
13
1
1
9
4
4
1
3
1
2
4
6
0
1

Women
7
48
15
4
54
35
25
5
29
3
27
41
42
34
18

15

1

14

33
32
22
21
26
20
28

2
1
2
0
0
0
2

31
31
20
21
26
20
26

23
36

4
4

19
32

39
43
40
26
46
52

4
5
2
2
5
5

35
38
38
24
41
47

36
51

3
3

33
48
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Table 3. Most distressing reported traumatic event by category
Traumatic Event Category (experienced or
Total n/category
witnessed)
Natural disaster
Motor vehicle accident
Other accident
Combat or warfare
Sudden death of a loved one
Life-threatening/disabling event to a loved one
Life-threatening illness
Robbery/weapon used
Assaulted by stranger/acquaintance
Witness assault to stranger/acquaintance
Threatened with death/serious harm
Witness family violence growing up
Physically punished growing up
Physically hurt by intimate partner
Unwanted sexual contact before 13 years –
someone 5 years older
Unwanted sexual contact before 13 years –
someone close in age
Unwanted sexual contact as a teen
Unwanted sexual contact as an adult
Sexual harassment*
Stalked
Abortion
Miscarriage
Being publically humiliated (worse than
others)*
Being physically bullied (worse than others)
Being ridiculed/very badly teased (worse than
others)*
A distressing end to a significant friendship*
A distressing break-up with romantic partner*
Divorce*
Parents divorce*
Work distress (worse than others)
Distressing romantic relationship problems
(e.g., a partner cheated)
Distressing friendship problems*
Some other traumatic event
*Non life-threatening event

Men/Women within
category

1
5
1
2
14
6
4
1
4
0
1
3
2
2
2

Men
1
4
1
1
2
0
0
0
0
0
0
0
0
0
0

Women
0
1
0
1
12
6
4
1
4
0
1
3
2
2
2

0

0

0

5
4
0
0
1
1
2

1
1
0
0
0
0
0

4
3
0
0
1
1
2

1
2

0
0

1
2

3
3
3
2
7
14

0
1
0
1
1
4

3
2
3
1
6
10

3
30

0
1

3
29
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Posttrauma cognitions. As discussed earlier, the primary purpose of the
quantitative phase was to examine posttrauma cognitions in non life-threatening
traumatic events. As such, the majority of the statistical analyses were aimed at
elucidating the presence, nature, and severity of posttrauma cognitions. As a result, some
analyses involve comparisons with those experiencing life-threatening traumatic events.
Severity of posttraumatic cognitions between trauma groups. A total of 128
participants who met criteria for PTSD caseness (PCL-C score of 44 or above) were
grouped based on what type of event was endorsed as the most distressing event ever
experienced; life-threatening trauma (n = 75) and non life-threatening trauma (n = 53). In
order to examine the severity of posttrauma cognitions, individuals in the non lifethreatening trauma group were compared to those reporting a life-threatening event as the
worst experienced. The life-threatening trauma group was expected to report significantly
higher scores on measures of distorted posttraumatic cognitions relative to the other
group. Accordingly, an independent samples t-test was conducted to compare relative
endorsements of posttraumatic cognitions between life-threatening and non lifethreatening groups (Table 4). There was no significant difference in scores between the
two groups; that is, scores for those endorsing a life-threatening event as the worst ever
experienced (M = 112.23, SD = 43.48) did not statistically significantly differ from
participants endorsing a non life-threatening event as the worst event experienced (M =
115.11, SD = 43.23); t(126) = -.371, p = .71, r2 = .001.
In addition, a two-way between-groups ANOVA was conducted to assess impact
of the independent variables PTSD severity (i.e., PCL-C score of 44 or above) and worst
trauma type (i.e., life-threatening or non life-threatening) on posttrauma cognitions;
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dependent measures were posttrauma cognitions scores (i.e., PTCI scores) for the trauma
groups. There was a statistically significant main effect for PTSD severity F (1, 124) =
44.68, p = .00, r2 = .26. The main effect for trauma type F(1, 124) = .315, p = .58, r2 =
.002 did not reach statistical significance, and it is worth noting that the effect size was
very small (eta squared = .003). The interaction effect between PTSD severity and trauma
type was not statistically significant, F(1, 124) = 2.58, p = .11, r2 = .02.
Nature of posttrauma cognitions between trauma groups. In order to assess for
differences in types of posttrauma cognitions between trauma types, an independentsamples t-test was conducted to compare differences between trauma type (i.e., lifethreatening, non life-threatening) on the three PTCI subscales (i.e., self, world, self-blame
subscales). The means and standard deviations for these subscales are presented in Table
4. There was no statistically significant difference between those endorsing a lifethreatening trauma and those endorsing a non life-threatening trauma as the worst event
experienced on all subscales, i.e., the self subscale, (Mdifference = .05, SD = .25; t(126) =
.21, p = .84, r2 = .00); world subscale, (Mdifference = -.23, SD = .29; t(126) = -.80, p = .43,
r2 = .002); and self-blame subscale (Mdifference = -.47, SD = .27; t(126) = -1.73, p = .86, r2
= .008).
Posttrauma cognitions within the non life-threatening group. The relative
endorsements of posttrauma cognitions were assessed within the group of interest – those
experiencing non-life-threatening trauma. To that end, PTCI subscales were examined to
see whether individuals endorse some types of thoughts more than others. As such, a oneway repeated measures analysis of variance was conducted to compare scores on the
three PTCI subscales (i.e., self, world, self-blame subscales) in the non life-threatening
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trauma group. There was a significant effect for the world subscale, such that participants
endorsed higher scores on this subscale relative to the other two subscales, Wilks’
Lambda = .50, F(2, 51) = 25.64, p < 0.001, r2 = .50.
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Table 4. Results of independent-samples t tests comparing life-threatening and non lifethreatening trauma groups on severity of posttrauma cognitions with the Posttraumatic
Cognitions Inventory (PTCI)
Lifethreatening

Non lifethreatening

df

t

M (SD)

M (SD)

p

Self

126

.21

3.30 (1.38)

3.25 (1.47)

.84

World

126

-.80

4.23 (1.65)

4.47 (1.61)

.42

Self-blame

126

-1.73

2.67 (1.51)

3.14 (1.51)

.86

Total Score

126

-.37

112.23 (43.48)

115.11 (43.23)

.71
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Qualitative Analyses
Participants. Participants included six community members who were recruited
from across Canada. The distribution of sex was skewed, with four females and two
males participating in the interviews. Due to concerns about confidentiality, only three
participants identified their ages. Respondents were primarily Caucasian, with one who
did not self-identify with any ethnicity. All participants were employed at the time of the
interview, while two were married, three had been divorced, and three were single.
Analysis. A grounded theory approach according to Corbin and Strauss (2008)
was utilized for the qualitative method. Given that the area of cognitions in non lifethreatening trauma is relatively under-explored, a grounded theory approach seemed
highly appropriate. Grounded theory stresses the importance of collecting data until
“saturation” has occurred; that is, gathering data to a point at which a) no new relevant
data emerge in a category, b) categories are well developed with respect to properties and
dimensions, and c) relationships between categories are well validated. There is no
recommended guideline for sample size in such an approach (Corbin & Strauss, 2008;
Strauss & Corbin, 1998). Given that saturation can occur in as few as six interviews, the
specific number of interviews could not be explicitly specified prior to the study (Guest,
Bunce, & Johnson, 2006). Saturation was reached subsequent to the sixth interview in
this study. The point of saturation was determined through theoretical sampling and the
constant comparison method, wherein incidents deemed to be conceptually similar were
grouped together under the same category. By comparing codes in this way throughout
the analysis, properties and dimensions of categories were further developed and refined.
While minor variations occurred – and always will occur (Corbin & Strauss, 1998) – each
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higher-order theme or code appeared to have sufficient breadth and depth at the seventh
interview.
Coding was done manually by organizing interview text into codes and themes
using paper copies of transcripts, and then writing codes in the margins of the transcripts.
Finally, relevant sections were selected, copied, and pasted into Microsoft Word
documents. The coding process began by micro-analyzing each line of text to identify
discrete units of meaning, which produced a multitude of codes. Each code was
underlined and represented in the margin by a phrase that captured the meaning of the
code. At this stage, efforts were made to reduce my interpretive input and adhere closely
to the participants’ language to minimize construction. Once each significant unit of
meaning was labelled, I compiled a list of these codes. I then organized these codes into
meaningful groups and assigned a thematic label to each group that reflected their
common, defining feature. This process was repeated for each interview.
In the following stage, I reviewed the aforementioned subthemes in each
interview and began grouping common subthemes together across interviews. I then
assigned an abstract label to capture the meaning of these grouped subthemes.
Subsequently, representative excerpts were selected for each theme and subtheme. The
themes were reviewed again to refine the categorizations. Thereafter, additional
consultative reviews were conducted with two colleagues who had experience in
qualitative analysis. Participants were also contacted to offer input regarding the
accuracy of these themes. Following the feedback from the participants, a theory was
conceptualized and constructed in an initial attempt to explain the interrelationships
between the themes. The data were analysed according to the most recent edition of
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Corbin and Strauss (2008). The most notable feature of this method of analysis is that it
collapses coding stages and removes the label “axial coding”. This stage, which consists
of connecting smaller units of meaning derived in the initial coding stage, is subsumed
under the “open coding” phase.
Triangulation. Establishing rigour and trustworthiness in qualitative research is
crucial to ensuring data analysis is reliable and valid (Johnson, 1997). To minimize bias
and formulate valid propositions, different methods of triangulation were used in different
phases of this study. First, participants were involved in the process of reviewing my
thematic interpretation. A total of three respondents read interview transcripts and offered
feedback regarding accuracy of the themes, categories, and the researcher-assigned
category labels. Two of those three participants emphasized the themes involving
interpersonal trust. Aside from this emphasis, participants described the themes as highly
relevant and reflective of their individual experiences. Second, an independent doctorallevel psychology researcher experienced in qualitative data analysis cross-checked the
thematic interpretations. To increase the integrity of the analysis, this researcher reviewed
the themes and offered feedback regarding the initial coding phase, subthemes, and
themes. There was a high level of agreement between both conceptualizations and the
suggested additions were minimal; however, some alterations did occur, primarily in
terms of organizing the themes and sub-themes. The sub-theme self-protective thoughts
originally was an independent theme but, after some consideration, it was subsumed
under the theme thoughts about recurrence because self-protective thoughts seemed to
grow out of a desire to avoid traumatic recurrence. Similarly, the theme self-blame was
categorized under needing to find meaning, given that the two bore close categorical
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resemblance to each other and, therefore, self-blame was conceptualized as a way of
finding meaning. After consulting with participants and the independent researcher and
incorporating feedback, themes were finalized.
In light of the constructivist paradigm employed in this study, involving other
perspectives into the process of interpretation established validity by increasing multiple
realities into the formulation of knowledge (Golafshani, 2003). My intention was to
increase the rigor of the qualitative analyses by applying different methods of
triangulation at different phases of data analysis. The final interpretation of the data was
the result of numerous different perspectives, including the researcher, the respondents,
an expert in the field of trauma, and an accomplished qualitative researcher. By engaging
in multiple methods of triangulation, the constructed knowledge in this study ultimately
possesses greater validity given the diversity of the realities reflected therein.
Qualitative Results and Themes
Following the data analysis outlined above, five themes were formulated based on
participants’ accounts. These five themes reflected what cognitions individuals discussed
in response to non life-threatening traumatic events. The themes included trust, needing
to find meaning, low self-worth, perceptions of social interactions, and thoughts about
traumatic recurrence.
Trust. Thoughts surrounding trust dominated every participant account and such
ideas, by far, were the most prominent theme across interviews. Participants described
that their ideas about trust had either been fundamentally altered or completely
invalidated as a result of their traumatic experiences. More specifically, many described
thoughts about the inability to trust others as being the most salient belief that emerged
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from their experience. Despite some variations, individuals generally described thinking
that others could be trusted prior to the traumatic event, but believing people could not be
trusted after the event.
People cannot be trusted. For many, trust was seen in absolute terms – others
cannot be trusted. When explicating the rationale for this belief, individuals explained that others cannot be trusted because people that they did trust were personally
responsible for bringing about a traumatic event (e.g., abandonment, betrayal). According
to participants, the individuals one should be able to trust the most (those they did trust)
perpetrated the worst event they ever experienced. Many described generalizing from that
core belief, concluding that if those closest to them cannot safeguard their feelings or
protect them, then no one can. One participant who described the years of emotional
neglect from caregivers reported,
I gotta go back to the trust thing, you know I look at the world and I go, you
can’t trust anybody… well they don’t give a damn either, you know everybody
that you thought should have helped and didn’t, so you really just thought no
body in the world gave a damn.
It seemed that because trusted individuals did not intervene to help, then clearly no one in
the world would ever care. Underlying these emotionally charged descriptions is an
expectation that was violated, an implicit understanding that those individuals whom they
trusted would prevent harm. An interesting feature of these thoughts is the tendency to
use a singular occurrence to create a global belief.
Trust as a complex phenomenon. While some participants, like those described
above, reported dichotomous beliefs about trust (i.e., you either can or can’t trust
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anyone), others described a more variegated and textured perception of trust. Some
explained ambivalence about trust, in that it is possible that some people can be trusted,
perhaps. In one case, a participant who experienced the sudden dissolution of an eightyear marriage talked about different categories of trust,
I don’t I think it is a 50 50 split. I don’t trust women anymore because they
tell you all of these great things at the start, and you know when I put trust in
them, and then basically what it is now is that I don’t like being blind sided, I
don’t like surprises, um I like to know what is coming and when it is coming
and that is where the trust issue comes in, because I don’t want to go through
this again…I trust myself, I trust my family, I trust my friends, but I don’t
trust relationships, they always seem to let you down some how. It is sort of
me trying to protect myself somehow, and me also losing faith and trusting
what people say.
The notion of trust here is multilayered; women in general cannot be trusted in the
context of romantic relationships but women who are part of his family and who are his
friends can be trusted. For others, trust is reserved for one or two individuals who have
proved their worth, regardless of the sex. After years of emotional abuse by a male, one
participant described thinking that only her current husband can be trusted. Thus, these
individuals described that trust was not something that is black-and-white, but shifts,
changes, and can be won or lost. According to some participants, their notions about trust
became more complex and refined as a result of their traumatic experience. One
participant explained this point,
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But I no longer really believe in the, you know the you can trust me, and then
you trust the person and I think that the one thing that I think now is that it
doesn’t matter what somebody says, you can say you can trust me, but it’s just
a word, trust is much more about communication and action, and I think that at
the end of the day you can never be certain, yah I just don’t know if you can
ever be certain when it comes to that kind of thing. It has affected the idea of
trust, I don’t know if it was the breakup, or just getting older but I think that the
idea of trust is different in my mind now.
Putting faith in an individual, just because that person claims they are trustworthy, is no
longer sufficient – trust and fidelity is something that is revealed through behaviour. For
this individual, trust can only be given after observable, demonstrable actions. Another
participant echoed similar thoughts when reflecting on how her perception of trust had
evolved,
I think that in the past I was giving, or that I would give people too much
confidence in their kind of, like their core traits, kind of like he’s a trustworthy
person, and I don’t know if I would give enough weight to situational effects,
or situational environments, and I think that trust for, even decision making, is
I guess I am much more open to the variable nature to things that I used to
think were more stable traits. They are much more fluid, based on your
environment than what I kind of would like to believe, it’s difficult for trust to
be stable across all situations and environments…
This participant spoke to the relationship between environmental factors and a concept
like trust. The emphasis shifts to seeing trust more in terms of situational dimensions, and
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largely determined by context, rather than the individual. In this way, the participant
articulates a rather sophisticated perception of trust, emphasizing the fluidity of trust.
Such descriptions underscore the malleable nature of trust and poignantly relate the
subtlety underlying these beliefs. There is the notion that trust is a very complex
phenomenon that is constantly evolving and dependent, in part, on each individual,
context, and relationship. I saw that for some participants, trust is simply far too elusive
and others simply cannot be trusted. In all cases, however, faith in another human being is
an exceedingly deliberate and delicate process that is reserved for precious few.
Regardless of the traumatic event, participants’ descriptions reveal that trust is something
closely guarded.
Needing to find meaning. In response to distressing events, ideas about the
meaning or purpose underlying the traumatic event figured prominently in participant
descriptions. When reflecting on the event, lingering questions were raised about why the
event happened, what caused it, and what its purpose was. Such thoughts about meaning
were salient across trauma narratives for several individuals, even after two decades in
some cases. One participant described,
but as I got older I mean, I still, even though I know, it’s hard to explain, I
don’t think I understand why they did it, I mean I know we weren’t clean, I
know we weren’t attractive, I know we weren’t, I know there was a lot of
things that just weren’t cool to be seen with at that age, but at the same time,
you know I had trouble speaking, because they didn’t look at me as a person,
you know they focused on very shallow things...

57
These sentiments were echoed by other participants wherein there seemed to be a belief
that the traumatic event simply did not “make sense” on some level. As is evident from
the excerpt above, participants experienced a profound sense of confusion that seemed to
defy reasoning. On one level, some explanations “made sense” (e.g., it was
understandable because they were kids), but on another profound level, these reasons
were insufficient to legitimately explain the trauma. In fact, many discussed holding
similar ambivalent beliefs, describing that part of them could intellectualize the problem
and understand what may have contributed; however, on an emotional level, the
explanations did not “feel” right. In this way, a sort of dichotomy seemed to exist
between thinking and feeling, in that some explanations made sense rationally but lacked
affective conviction.
Some participants discussed a slightly different notion of meaning, thinking
instead that they needed some type of closure regarding the events. Given the nature of
the traumatic event in some instances, there was no opportunity for closure or an
explanation about the event for individuals. In the case of romantic relationship
dissolution, for example, there was no moment that adequately marked the end of the
relationship but, rather, a situation wherein a participant’s partner simply “was gone the
next day”. As such, it was thought that adequate closure would confer meaning upon the
event, and would provide an explanation. An explanation was seen as necessary because
it was the confusion that was maintaining emotional pain; participants attributed being
“stuck” on the traumatic event precisely because the meaning could not be deciphered,
it was really tough because there was no closure to it, it was a tough thing to
deal with it when there is no closure, and I know you have to make your own
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closure and stuff, but it triggered a lot of stuff from my childhood… You know
if she would have passed away, God forbid, I would have had some sort of
closure, over time I would have dealt with that, but this when it just sort of
vanishes and disappears it is hard because it is like I am seeking closure where
I shouldn’t… An explanation. Like why I was basically ranked beneath her
family and her job, and it was just like 12 years was just wiped out. Some sort
of closure like an explanation to say we had a good time and I wish you the
best, just to signify the time we did spend together.
This excerpt illustrates the centrality of meaning and closure in the process of healing,
specifically the absence of meaning that is preventing understanding and subsequent
moving past the event, so to speak.
Self-blame. Central in descriptions about their thinking involved thoughts and
beliefs regarding self-blame about the event(s) in question. For participants, recurring
thoughts about their role in bringing about the traumatic event dominated their internal
world. In many cases, these thoughts seemed to possess a ruminative character, given
they were described as recurring and almost obsessive. Participants described believing
that there were things they could have done differently, and a sense of regret that they
were not able to do those things. Blame was ascribed to the self for many because they
failed to act in certain ways (e.g., my partner left because I did nothing to improve the
quality of the relationship).
What could I have done differently? Participants attributed agency to the traumatic
event, thinking that it was something about them, or what they did, that caused the event
in question. One participant stated,
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the biggest thing was that I started to question my self-worth in the sense that if
someone, you know, what was it about me that forced or caused that person to
break my trust and go behind my back in that way. I started asking myself what
I was not able to provide or contribute to the relationship that she had to go
elsewhere.
Several participants highlighted similar thoughts, focusing on their perceived
shortcomings and inadequacies as being the singular reason for being rejected,
abandoned, or hurt by another.
A high degree of ambivalence was also described in several cases wherein
participants described that, although they thought they were not responsible, thoughts
about their own responsibility continued to intrude.
It was really her issue, she was going to do it regardless, I very much knew on
one level, like consciously, but that being said, kind of on an unconscious level
I was still questioning myself and wondering what I could’ve done differently.
Even in spite of evidence or clear indications that they were not fully responsible,
participants continued to wonder if they had caused the event in question. The sense of
responsibility and fault directed inward served to contribute, according to participants, to
their feelings of low self-worth in that they deserved the betrayal. Among these beliefs
were thoughts that people simply do not just decide to emotionally abuse them, there was
something they did to bring on such mistreatment,
but then I’d wonder well, you know you always wonder as a kid, what am I
doing wrong, because so much of it was, you know I remember my father one
time saying you’ll never find anyone to love, these words are so engrained in
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my head, you’ll never find somebody to love you, because I’m your dad and
I’m supposed to love you and I don’t…they’re fighting, and there was a lot of
times, you know you could hear them yelling about the kids, so I was the
youngest, and I’d be like ok, so what’s going on, what did we do to make you
guys fight this bad?
As described in this excerpt, there seemed to be an overriding theme of self-blame and
personal responsibility that persists, even to this day. The centrality of attributing fault to
the self was prevalent throughout several narratives and emerged numerous times in the
course of interviews.
Reflecting on the meaning of, or explanation for, a traumatic event contributed to
the formation of certain thoughts and beliefs about the potential causes. In the absence of
being able to locate a single cause or reason why, participants were left to devise an
explanation. Some were convinced, for one reason or another, that they caused the
traumatic event (as discussed under self-blame). For others, the blame lay with the
unpredictable nature of individuals and their failings. Still for others the fault belonged in
the world, since certain events just happen to us “for a reason”. In all cases, participants
were motivated to find legitimate explanations as to why the events unfolded as they did
in an attempt to impose some aspect of meaning on the seemingly incomprehensible
traumatic event. Recovering from the event necessitated finding a sufficient explanation
for its occurrence, and the inability to understand the causation of the event kept the
trauma at the forefront of their narrative.
Low self-worth. Participants discussed thoughts regarding their self-worth as being
prominent in their post event processing. Regardless of the specific nature of the event
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(e.g., childhood emotional abuse, infidelity), participants uniformly described thinking
that they had little or no worth as a human being as a result of their experience.
Interestingly, participants described that the event precipitated thoughts about low selfworth and these thoughts were not salient before the event. Beliefs about their worth were
not contained in specific areas (e.g., I am inadequate in relationships), but, rather, these
beliefs were global in that they were entirely deficient as human beings. One participant
explained,
I went to see a psychiatrist, oh it was 10 years ago, it was a long time ago,
and he said to me, he said you come across as very positive, very together,
and intelligent, he said, how do you really feel inside, and I said I don’t feel
like I am a worthy person at all, I’m here quaking in my boots and terrified,
and he said why are you unworthy, and I said I am not.
Although the rejection was domain-specific, the thoughts about self-worth permeated
almost every aspect of their self-image across situations. Despite being successful in
certain areas (e.g., owning a lucrative business), there was a persistent sense that the
participants were unworthy. Even when participants were able to identify areas in which
they were efficacious (e.g., career), this was insufficient to challenge core beliefs about
the self being ineffective. Positive feedback or praise from co-workers or friends was
discounted and fragmented from their self-image. One participant summarized her
perspective about herself, stating “when I say self-esteem to this day it still … I don’t see
what other people necessarily see in me”. Several participants, in fact, similarly noted the
intractability of their beliefs about low self-worth, speaking to the strength of these
thoughts.
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Self as unlovable. In the context of specific distressing events, participants
described thinking, and truly believing, that they were unlovable. The nature of the
interpersonal rejection or abandonment prompted specific beliefs that participants were
not worthy of love, affection, or humane treatment. Often, the reasoning for not being
capable of being loved included questioning why else would they have been treated as
they had, unless they were unlovable as human beings. “If my parents don’t want me and
love me, why would anyone else want to? If someone likes me, there has got to be
something wrong with them for them to like me, so they must be unworthy too”. For
these individuals, the abandonment and rejection experienced left a very profound
imprint. The event became a deeply ingrained truth around which all subsequent thoughts
and beliefs would be organized and structured.
Underscoring the conviction of beliefs regarding their deficiency as people,
certain risky or self-destructive behaviours were carried out by participants to prove they
truly were worthless. One participant poignantly described his situation as “a pattern of
self-destruction, which is better now, you know for example like, I will mention one more
thing, cutting myself, I mean I cut my face up, not to hurt myself, just to prove how ugly
I am on the outside as I am on the inside”. Others intimated similar patterns of behaviour
following traumatic events, one in particular who noted her gravitation toward abusive
and neglectful partners,
So those childhood traumas never leave you, they are always there. And this is
when I think children grow up and gravitate to husbands or wives who are like
their parents because they figure they don’t deserve anything better, well I
started doing that…my boyfriend that I had at the time who I eventually
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married, we had broken up and I talked to dad about it and he said, and you
know I told him I treated him just the same way that you and mom behave and
that, we’d fight and we’d do that and we’d do this, you know we are nasty to
each other and we’re unpleasant to each other, I said just like you and mom.
It appears that beliefs about the self as being unworthy of love prompt these individuals
to act in ways that confirmed these beliefs. Here, the dynamic nature of these negative
thoughts can be seen, clearly driving certain behaviours and reinforcing destructive
patterns of behaviour.
In sum, a recurring theme across accounts involved recalcitrant beliefs and
thoughts involving low self-worth, feeling like they were not worthy human beings. Such
beliefs were described as being very ingrained and affected how they saw themselves
across countless domains, whether it be in social interactions or work performance. For
some, there was a deep sense that they simply were not lovable, or deserving of another’s
love or affection. Though not directly related to the content of cognitions, several also
highlighted that these beliefs prompted self-destructive behaviour that further reinforced
these beliefs.
Perceptions of social interactions. Participants described a change in thinking
regarding how they relate to others in social interactions. After their respective distressing
events, participants reported thinking and feeling as if they were unable to relate to
others. In the context of social situations, the perceived deficits in interpersonal
interactions were attributed to thinking that there is something wrong with them.
Participants discussed uncertainty and anxious thinking about how they are perceived by
others, and such thoughts were exclusively negative in nature. When reflecting on how he
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thought about himself in social interactions after the traumatic event (infidelity), one
participant stated,
in social situations I was quite uncomfortable, just not at ease, and then long
term it was much more, I think it was just you know, I guess I just didn’t, I
don’t know maybe it was confusion or just not settled feeling or, uneasiness
about maybe myself and the way I interacted with others, I think it was most
prevalent in social situations.
The traumatic social event in question induced a sense of discomfort when relating to
others, even in settings and among people with whom he used to feel comfortable. Others
described thinking that there is something about them that prompts rejection from others.
In this vein, a general mistrust about others and their motives dominated social
interactions to the point where even positive or encouraging interpersonal moments
would trigger negative and maladaptive thoughts that further undermined social
effectiveness. One participant commented on this tendency,
So it’s, you know it’s still kind of there, it’s still there, I find even at work you
know, if somebody says oh you did a really good job on that, I get very, you
know I’ll text my husband and go “what the fuck” oh sorry “what’s going on,
what do you think they are saying that for? Do you think I’m getting fired?”,
and he’s telling me to calm down, and it’s, you know it’s, there’s always got to
be a reason I guess I think.
In other cases, reasons for difficulty relating to others were attributed to a lack of
knowledge or social skills, primarily due to learning experiences.
And you know I really feel as if I have been the one that broke up the
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marriages because I am testing testing testing, as to whether or not they are
going to abandon me or not, and even though they probably weren’t, I would
push them… Yah, I was the one rocking the boat, which was really stupid on
my part, but there’s a book out called “Come here, Go away” and that would be
me, come here go away, giving all the wrong signals, and it could be because I
don’t know how to behave in a relationship.
It seemed that these individuals did not have a sense of how to relate to others, either in
friendships or romantic relationships. As the previous excerpt indicates, thoughts about
interpersonal effectiveness were further amplified by subsequent experiences. Thus, the
traumatic event induced an unhealthy pattern of thinking about others. These thoughts, in
turn, prompted subsequent behaviour that invited rejection or unhealthy thinking,
strengthening the associated beliefs. Again, this pattern highlights the relationship
between these negativistic patterns of thinking and behavioural actions similar to that
described under low self-worth.
Seeking solitude. A prominent theme discussed by participants involved thoughts
surrounding being alone. The difficulty experienced in social interactions outlined
previously was too distressing. Moreover, the potential for abandonment and repeat of
events convinced many that it is far better to be alone.
Yah, the way to control myself is to control the situation; not to date. I mean to
me it is just not worth it in the end. I keep it on a very superficial level, I never
delve into anything of importance about myself. I avoid crowded places, I try
to limit driving, it seems like when I am alone in my little crappy bachelor pad
here I feel safe. I am really isolated, from where I was very out going, was a
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teacher, lost my career because of this, I couldn’t handle it anymore, so yah it
had really changed my life. And it affects me, because to this day I will not
date, I will not, I have no interest, its to the point now where I am not even
remotely interested, and you know being 41 I should still be interested, but I
am absolutely not, so I have been celibate for 3 years.
For this participant, being alone contributed to feelings of safety and predictability, given
the social demands of the workforce and everyday life proved to be excessively
distressing. Instead, very limited contact was a preferable alternative, despite feelings of
isolation. Social contact and the potential of being connected with others in a meaningful
way were seen as something threatening. While this participant intimates that the social
withdrawal has also detracted from his life (e.g., leaving the workforce) in several ways,
he still finds solitude to be a more acceptable and comfortable way of being. Another
participant summarized her behaviour with others by saying “In all due fairness to others,
I just don’t encourage relationships”.
Many experienced significant disillusionment about other individuals and their
trustworthiness. One participant emphasized that her perception of others had become
tremendously skewed, such that she questioned being in relationships that were healthy
for her. She stated,
Well and even my husband when he tells me, ok I’m going to help you work
through this, I’ll lay in bed at night and go why is he doing this? And I really
got to catch myself; you know it goes that far. And he’s probably the only one
in the world that I do trust, you know and I still question it.
An interesting aspect to this line of thinking was recurring thoughts about being alone;
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that is, uninvolved romantically despite being in reportedly fulfilling relationships.
Although some participants described being in very healthy, supportive, and positive
relationships, thoughts continued to surface about leaving or abandoning a relationship
preemptively.
You know in marriages you have your problems, and if you have a conflict, the
first thing out of my mind is, and it’s so stupid because the first thing I think of
is “Oh my husband is going to leave me”, and then I stop and think, “well does
that really matter?” I would have what I wanted – to be alone - just prove
myself right that I should have stayed alone.
Thus, thinking about being better off alone endured even in the face of fulfilling current
life circumstances, underscoring the strength of these beliefs. It seemed as if the prospect
of any abandonment or rejection was driving these individuals to seek solitude.
In general, thoughts about relating to other individuals, even in very basic
interactions (e.g., coworkers), were central in the narratives of participants. Beliefs about
relationships and social interactions typically focused on feeling socially inept or
uncomfortable as a result of the traumatic experience. Questions surfaced about their own
ability to relate to others. Other participants described such interpersonal discomfort and
fear about rejection that they preferred to be alone rather than risk being hurt again by
someone.
Thoughts about traumatic recurrence. Following the traumatic events,
participants revealed overpowering thoughts about experiencing another emotionally
traumatic event. Given the impact of the event, significant worry and fear about the event
recurring were discussed at length. Not surprisingly, the potential that this could happen
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again was a daunting epiphany for most. Along with the anxiety about recurrence came
thoughts about self-protection in order to avoid being hurt again.
Preoccupation with recurrence. In the aftermath of a traumatic event, a
substantively salient theme was concern and fixation about the possibility of experiencing
the event again. In this vein, participants discussed preoccupation with preventing an
emotionally damaging experiencing from recurring. When explaining his state of mind
shortly after discovering his partner of four years had been unfaithful for over a year, one
participant stated,
I think that I was burnt out emotionally, I think that I, I just didn’t want to be in
that situation again, it was enough, and I didn’t want to be connected to
somebody in that way. I would say probably for the first year, maybe year and a
half, I was consciously trying to avoid relationships, I didn’t want to create or
get into another relationship in that way, you know friends that’s no problem but
I thought a romantic relationship was really out of the question for about the first
year, year and a half afterwards.
Concern over placing himself in a similar situation again was unimaginable. Closely tied
to these thoughts were behavioural markers of avoidance (i.e., disinterest and avoidance
of relationships). The notion of connectedness also marks this type of thinking in that it is
not the relationship per se that is fear provoking, but the feeling of closeness that will be
lost again. Another participant experiencing similar situation summarized her sentiments
about the potential to be involved in another experience bluntly stated “I just don’t want
to hurt like before”.
The previous descriptions connote anxious thinking about a potential future
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occurrence. There was no actual scenario that participants were expressing concern over
or avoiding. Anxious thinking, for many, evolved as life circumstances changed. Given
that patterns of avoidance were not sustainable (e.g., avoiding meeting new people), new
relationships began to form. As a result, anxious thinking progressed and became
centered more on fear that the traumatic event was happening again. As new relationships
formed, anxiety (i.e., concern regarding future-oriented outcomes) moved more towards
fear (i.e., thoughts and feelings focused on a current, identifiable situation). Discussing
this shift in thinking as a result of interacting with a potential romantic partner, one
participant reflected,
But then in my next relationship, which would have been close to three and a
half years afterwards, I was so very much aware of how my last relationship
ended and I, you know, that I was kind of on edge constantly, I never really felt
comfortable, I was kind of always maybe worried, or expecting the same thing
to happen again.
Another participant described thinking along similar lines when becoming involved
romantically after a two-year break since his distressing relationship dissolution,
I don’t want to go through and because when I did go through it, it brought
back everything from Janette again, no closure, up and go, and it’s one of those
things now that I’m scared that I’m gonna go through all of this shit again.
Here, the intrusion of thoughts about being re-traumatized into current relationships is
seen, transitioning from anxiety about a future occurrence to more fear-based thinking.
The sense that one was re-experiencing a traumatic event, or were being re-victimized
crossed over into other areas outside romantic relationships. One participant recounted

70
feeling like she was being victimized by clients of her business,
because what happens you kinda crash into another situation or person and all
of a sudden you realize that this is a repeat of the childhood trauma. For
example, I run my own business, and I’ve got multiple clients and I got some
clients that when they come in the house and want certain things done, I realize
that all of a sudden my stomach is in knots, and I don’t really want to do the
work because they reminded me of it [the emotional abuse suffered as a child].
These explanations seem to suggest, at least to me, a sense of being triggered – a
tendency to interpret neutral stimuli as threatening. This realization occurred for many
who reflected on some metacognitive thoughts they possess. Some expressed the
realization that they have a “negative filter” or biased perception that had them
misinterpreting social cues,
you get to the point where you almost can’t trust yourself because you know
the stories you told and you get to the point where you almost start believing
them. It’s just, you get really get a really distorted and negative view of
everything because it was just all so wrong and the more wrong it was the more
it lead to more destructive things.
Need to protect myself. In response to the concern about experiencing subsequent
traumatic experiences, some participants reported thoughts about protecting the self from
further harm. Not all participants were prompted in such a way, though several did
indicate actively thinking that they needed to safeguard themselves when they perceived
social threats. One participant who experienced long-standing emotional abuse and
neglect elaborated on how her attention to and detection of threat cues elicited certain
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thoughts,
I realize that all of a sudden my stomach is in knots, and I don’t really want
to do the work because they reminded me of it (the emotional abuse suffered
as a child). And I have reached the point in my business that I can pick and
choose who my clients are, and I have this year said no to three clients, that
I don’t want their business, so I have fired three clients, because they took
me back 30 years to when I was being abused, as a child, I don’t want this
anymore. It is very therapeutic. So those childhood traumas never leave you,
they are always there.
For this participant, the thought lead to an overt behaviour for the purpose of removing
the threat, as she stated, because she could and it was restorative for her in the sense that
it was described as “therapeutic”. In this instance, there is a clear link between the
thought and the action tendency. Other participants described instances in which they
were able to detect thoughts about self-protection, and attempt to restructure the thoughts
in some form,
I still sometimes think you know it would just be better off and this sounds
wrong because I love my husband to pieces, so don’t get me wrong but
sometimes I still think that I should have just left my ex-husband, and not got
involved with anybody because it would be so much simpler if I could just be
by myself… I’ve forced myself to stop thinking that because I can’t, I would
never want to be without my husband but I still sometimes when I get these
feelings, I still think you know it would just be so much simpler to not have
gone down this road.
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These narratives seem to contain an element of intolerance in the sense that the mere
perception that these individuals are being victimized again, even though they are aware
that it is not happening, is sufficient to prompt major escape and avoidance behaviours
(e.g., dissolve a healthy functional relationship). The automatic nature of the selfprotective thoughts is also another salient feature highlighted by participants. Often these
thoughts were described as being elicited out of awareness and had an involuntary nature.
One participant described her tendency to be very guarded and defensive in terms of her
thinking when reminded of her mistreatment,
You know and even I’m on a second marriage and you know my husband and I
know where it comes from like I gets very defensive when he says something
like “Well how come” you know it’s like something really simple around the
house you know like I’m a little clumsy, and you know I’ll forget to do
something or I’ll spill something and he’ll go “why do you always do that” you
know kind of jokingly – and I get really defensive right away because my
whole life I always had to be on the defense with my mother my father my
friends, you know, and my husband now, you know he knows everything and
he kind of laughs and he goes I know exactly why you do this, it’s very clear
to, you know, and I never saw it before.
The urgency of these concerns also seems evident in the emotional tenor of these
descriptions as well, highlighting the participant’s sensitivity to being re-traumatized.
The participants’ narratives consistently contained elements of very specific
thoughts, usually in the form of worry, about being re-traumatized. These individuals are
attuned and vigilant for any sign of threat, with several adopting a cautious self-protective
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posture. Concern about experiencing another emotionally traumatic event (e.g.,
experiencing infidelity) and the disastrous impact this would have were central themes in
participants’ thoughts. Such catastrophic thinking about the consequences of subsequent
events, and in particular their perceived inability to cope, intimates a sense of their
fragility as human beings. Therein, respondents paint a portrait of themselves as being
emotionally raw and defenseless as a result of the traumatic experience.
Discussion (Chapter 4)
The current study of cognitions in non life-threatening traumatic events sought to
explore how and what individuals think in response to traumatic stressors. Accordingly,
the purpose of this study was to determine the dimensions along which such cognitions
are organized. Both quantitative and qualitative methods of inquiry were used to elucidate
the research question. The quantitative analyses were largely descriptive in nature,
providing data on the nature and severity of posttrauma cognitions and symptoms. Rich
descriptions of what, exactly, individuals think about in response to non life-threatening
traumatic events were obtained through the qualitative interviews and analyses. The
following sections will expand on certain findings and place the results in the larger
context of existing literature and, where possible, discuss the implications of the data.
Severity of Posttraumatic Cognitions
The severity and type of posttraumatic cognitions are considered below. In
particular, there will be a specific focus on what individuals experiencing non lifethreatening traumatic events typically think about posttrauma. I will also be making
comparisons, when necessary, to those experiencing life-threatening events and PTSD in
order to bring attention to certain key findings.
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Cognitions across trauma groups. It was expected that participants reporting a
life-threatening traumatic event as the worst event experienced and meeting criteria for
PTSD caseness would report significantly higher scores on measures of distorted
posttraumatic cognitions (i.e., comparing total scores on the PTCI) relative to the non
life-threatening group. This hypothesis was not confirmed; that is, no differences in
cognitions were found between those endorsing a life-threatening event as the worst ever
experienced and participants endorsing a non life-threatening event as the worst event
experienced. It is worth noting that the effect size was quite small (r = 0.01); however, it
is likely that even with a much larger sample size, a larger effect would still not be
observed. What might explain the hypothesis being disconfirmed? As outlined in the
introduction, there is a growing body of evidence showing that the way individuals think
about traumatic events – regardless of the event – seems to be generally similar (Andrews
et al., 2000; McCann & Pearlman, 1990). Across a multitude of traumatic events (i.e., life
threatening events such as assault, combat exposure, MVAs), substantial evidence
suggests that trauma invalidates and, in some cases, shatters, previously held beliefs
(Janoff-Bulman, 1985; 1989; 1992). These beliefs are generally organized along three
dimensions, including beliefs about the self (e.g., I am worthless), beliefs about others
(e.g., others cannot be trusted), and beliefs about the world (e.g., the world is dangerous).
Theoretically, given that non life-threatening stressors can precipitate PTSD-like
symptoms (Avina & O’Donohue, 2002; Carleton et al., 2011; Mol et al., 2005), it stands
to reason that posttrauma cognitions in response to non life-threatening stressors and lifethreatening events would also bear close similarity. This study is the first, to my
knowledge, to provide empirical evidence that, regardless of what the traumatic event is,
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individuals tend to have very similar distressing thoughts.
Posttrauma cognitions were also analyzed by looking at subscales on the PTCI to
see if any differences existed between trauma groups. Again, the non life-threatening
trauma group did not significantly differ from the life-threatening trauma group on the
three PTCI subscales (i.e., self, world, self-blame). Looking at within-group differences,
the PTCI world subscale (e.g., the world is a dangerous place) had higher endorsements
in the non life-threatening trauma group relative to the two other subscales. The high
endorsement of items on PTCI world subscale is somewhat incongruous with the
qualitative results, wherein beliefs about the world were not particularly salient.
Specifically, those individuals experiencing non life-threatening events as their worst
experience did not emphasize (in interviews) thinking that the world is a dangerous place
or that the world is unsafe. This discrepancy could be a function of classification;
specifically, the PTCI collapses beliefs about others and the world into the same subscale
(e.g., beliefs about the dangerousness of the world is combined with thoughts about the
trustworthiness of others). It is therefore likely that individuals obtained elevated scores
on this subscale because they were endorsing beliefs about both others and the world.
Perhaps if the subscale discriminated between thoughts about others and the world, then
endorsements of world items would not have been as salient. Another possibility is that
beliefs about the world were not salient regarding non life-threatening events precisely
because such events do not endanger one’s life. Life-threatening, PTSD-inducing events
typically prompt individuals to question the world and existence itself since such events
confront one with the prospect of death; indeed, it is well documented that when one’s
life or physical integrity is threatened, existential questions inevitably arise (Davis,
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Nolen-Hoeksema, & Larson, 1998). Perhaps believing the world is generally dangerous
and threatening does not occur in non life-threatening traumatic events precisely because
existence is not at stake – discovering that one’s wife committed infidelity does not
directly threaten one’s life. Finally, it may be that because non life-threatening stressors
are so circumscribed (e.g., relationship dissolution) to a discrete situation with a known
individual, thoughts do not generalize beyond the self and the other. In every qualitative
interview, participants described a traumatic stressor with someone they knew and loved.
Individuals were not traumatized by a stranger in a sexual assault, MVA, or by something
less interpersonal such as a natural disaster. Since the stressor did not occur from some
unknown individual in the world, assumptive beliefs about the world and life itself were
not invalidated. Perhaps if the stressor was not attributed to a particular individual, a
pattern of beliefs about the dangerousness of the world may have been more prominent.
Content of Posttrauma Cognitions
Existing trauma literature is replete with information regarding what or how
individuals think in response to an event that threatened one’s physical integrity or life
(Dunmore et al., 1999; Ehlers et al., 1998; Foa & Rothbaum, 1998). Much less is known
about the content of cognitions in response to events that are distressing, but not
necessarily life-threatening. The richness and depth of information that I sought to obtain
necessitated a qualitative approach, and so the majority of the results discussed in the
following section are findings from the qualitative phase of this study.
Thoughts about low self-worth. Thoughts surrounding low self-worth were
described as the most enduring and salient posttrauma cognitions. The pervasiveness of
these thoughts across all the different types of events was also notable. Whether
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experiencing a difficult divorce or being severely bullied growing up, participants
discussed a deeply held belief that they were “not worth it” as a result of the experiences.
All participants underscored the strength of these beliefs, emphasizing how intransigent
and resistant to change these thoughts were. Further, beliefs about the worthlessness of
the self were very global in their application – these individuals perceived themselves as
worthless across all situations at all times. Given how similar these beliefs were across
participants, it seems that there is something about interpersonal rejection that
precipitates beliefs about low self-worth; indeed, the element of interpersonal rejection
was common to all the events reported in the interviews. Moreover, the traumatic event
typically involved a close friend, family member, or partner - someone with whom the
participant had a close personal connection.
The rigid negativistic thinking about the self that was observed in this study is
highly congruous with patterns of thinking in individuals with PTSD. Individuals
experiencing a range of trauma have their sense of self compromised and have their
implicit beliefs about their worthiness shattered by trauma (Wilson, 2006). Substantial
evidence suggests that trauma induces global, implicit beliefs about the self as being
incompetent and incapable (Janoff-Bulman, 1985). As a result of a traumatic experience
(e.g., child abuse, sexual assault, life-threatening illness), the individual comes to see him
or herself as blameworthy and unworthy across time and situations (Janoff-Bulman,
1985; 1989; 1992). Beliefs about the self are also implicated in explanatory models of
PTSD and trauma. Schema (e.g., Epstein, 1991) and emotional-processing models (Foa &
Kozak, 1986) of PTSD emphasize that beliefs about the self get invalidated and distorted
by trauma. For instance, according to schema models, trauma invalidates beliefs about the
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self and one’s ability to cope with adverse life events. Similarly, emotional-processing
models suggest that trauma reinforces negative perceptions about the self. Thus,
posttrauma emotions and interpretations of the event (e.g., it was my fault) lead to faulty
beliefs about the self (e.g., I deserve what happened, I am worthless) that become
persistent and resistant to change. An almost identical pattern of thinking was found in
the current study, wherein participants described longstanding and rigid beliefs about the
self.
The impact of such beliefs on functioning cannot be understated. In line with
previous research (Leary, Schreindorfer, & Haupt, 1995), negativistic thinking about the
self was reported to influence risky behaviours (e.g., sexual promiscuity, excessive
substance use, suicidal ideation), as participants described feeling completely worthless
as human beings. Beliefs about the self impacted other areas as well, such as their social
and occupational functioning. To illustrate, several participants in this study indicated
beliefs about their own inadequacy led to poor work performance and eventual
termination or, in some cases, inability to secure employment. Beliefs about their
worthlessness also contributed to social withdrawal, and strained personal and work
relationships. Participants reported believing that they were useless and that they would
fail at anything they attempted, and so they did. Rather importantly, negative beliefs
about the trauma and the self seemed to reinforce negative thinking, and further
exacerbate posttrauma symptoms (e.g., prolonged distress, ruminative thinking). Indeed,
negative beliefs about trauma and the self (e.g., self-blame) are strongly associated with
posttrauma reactions over time, resulting in slower recovery from and persistence of
PTSD symptoms (Dunmore et al., 1999; Steil & Ehlers, 2000). The current results lend

79
further support that posttrauma thinking about the self, regardless of the event, is central
to symptomatology and reduced functioning in other domains of life.
The fragility of trust. Notions of trust and how perceptions of trust had been
fundamentally altered by traumatic experiences were emphasized strongly in both phases
of this study. Variation existed in beliefs about the relative trustworthiness of other
people. Some believed unequivocally that no one can be trusted, given their traumatic
experience. Other participants explained that trust is attainable yet they emphasized how
difficult it would be to truly trust another. Still, for others trust had to be re-defined after
their experience, and they came to conceptualize trust as a much more complex
phenomenon than previously thought. One common feature described by participants was
the fragility of trust, how it will never be given implicitly again, and, importantly, how
tenuous trust can be if it is extended to another. There was a clear sense that participants’
assumptions about trust were invalidated, and shattered in some cases, as a result of the
traumatic experience. Interestingly, despite differences in the chronic or acute nature of
events (e.g., singular relationship dissolution or long-standing emotional abuse), thoughts
about trust did not seem to differ. This is consistent with some research indicating that
faulty trust can develop in a single traumatic event (e.g., assault) or long-term
environmental conditions (Mitchell, 1990). Nader (2001) further posits that any
environment characterized by emotional neglect, abuse, betrayal, or unreliability
contributes to negative schemas about the trustworthiness of others. The results from the
current study certainly lend further support to this body of literature.
Though participants differed in the acute or chronic nature of the event, one
common element in each event was interpersonal betrayal or abandonment. In almost
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every interview, participants described how they trusted another very deeply, and it was
this very individual who was responsible for the traumatic event. Trust denotes thoughts
or beliefs about the reliability of others (Hardin, 2001; King, 2002) and components of
interpersonal trust include refraining from causing emotional harm and the absence of
deception (Regehr, 2001). Indeed, participants emphasized the event was revelatory in
that it taught them a fundamental truth—other people whom they should be able to trust
can and will hurt them. The centrality of interpersonal betrayal in trauma has received
some empirical attention. Traumatic incidents involving betrayal by another (e.g., sexual
abuse) correspond to higher rates of PTSD than trauma that does not involve
interpersonal trust or betrayal (e.g., natural disaster) (Tang & Freyd, 2012). Similarly,
early family violence been shown to induce lack of trust and undermine one’s ability to
formulate trust with someone close (Putnam, 1997). The results of the current study are,
therefore, inline with PTSD literature involving how a distressing event, in particular
interpersonal betrayal, comes to shatter trust.
Though it is beyond the purview of this study to consider behavioural phenomena
in great detail, the salience of the relationship between cognitions about trust and
subsequent behaviours warrants mentioning. Results suggested that thoughts about the
trustworthiness of others possessed particular significance because of the behavioural
sequelae associated with such beliefs. PTSD-like beliefs about trust also contributed to
recurrent and maladaptive behavioural patterns. Typical behavioural sequelae of mistrust
that can often occur in PTSD (e.g., relationship distress, difficulty forming relationships;
Nietlisbach & Maercker, 2009) were described by participants in this study. In every
account, participants explained how their particular beliefs about trust led to social
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estrangement, difficulty forming close relationships, or disruption in interpersonal
relationships with family and friends. Moreover, participants discussed how their
maladaptive behaviours often prompted further rejection and abandonment, thereby
strengthening their negative beliefs even further – a finding underscoring the selfperpetuating relationship between thoughts, feelings, and behaviour as suggested in CBT
models of PTSD (see Taylor, 2006). Evidence from the current study suggests that any
betrayal or abandonment by a close individual can severely invalidate one’s sense of trust
and ability to form subsequent relationships (even if that event does not threaten one’s
physical integrity or life). Further and, importantly, one’s posttrauma beliefs and thoughts
about trust, far from being restricted to the cognitive sphere, exert a very substantive
influence on an individual’s subsequent behaviour and thinking.
The cumulative results from existing literature and the current study highlight the
role of interpersonal betrayal, trust, and posttrauma symptoms. Indeed, the experiences of
participants were at their very core experiences centering on betrayal, emotional neglect,
and abandonment. The survival of participants was not itself at risk; but, the data revealed
that their reported traumatic event was sufficient to produce a similar patterns of mistrust
in thinking (e.g., others will let me down, I cannot trust others) and subsequent
behaviours (e.g., interpersonal difficulty). As such, the physically threatening nature of an
event seems to be somewhat irrelevant for trust; rather, it seems that both life-threatening
and non life-threatening events share a basis in evoking a sense of betrayal, and it is this
betrayal that shatters one’s sense of trust.
Explanation of beliefs. Results from this study lend further support to a growing
body of literature showing that posttrauma reactions to non life-threatening and life-
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threatening events do not differ tremendously (e.g., Carleton et al., 2011). However, few
investigations, if any, have attempted to explain why these similarities may exist. What
might explain the severity and endurance of the beliefs found in this study, given that the
events are not physically threatening or life-threatening? I would argue that attachmentrelated phenomena (Bowlby, 1969/1982) might be operating in response non lifethreatening events seen in this study. More specifically, the strength of the schemas about
worthlessness, lack of trust, and the inadequacy of the self can perhaps be explained by
an attachment disruption. Quintessential traumata (e.g., life or physically threatening
events) induce a sense of danger in an individual, given that trauma threatens one’s safety
and security (Calhoun & Tedeschi, 2004). This violation of safety activates our
attachment system in an attempt to access ways of coping in order to restore safety and
security. Such coping includes internal representations of security (e.g., reframing, selftalk) or external sources of support (e.g., seeking physical proximity to a partner). In
conditions of optimal attachment, a sense of security can be easily restored, even under
severe threat, leading to hopeful beliefs and coping strategies (e.g., affect regulation). By
contrast, suboptimal attachment system functioning can lead to prolonged distress
through failure to find safety through internal representations of safety or actual objects
of safety. In response to trauma, some research suggests that one’s attachment functioning
moderates the extent to which one experiences PTSD symptoms (e.g., Mikulincer &
Shaver, 2007). For instance, attachment related mental processes are important in
regulating the intensity and frequency of posttraumatic intrusions. Horowitz (1982) found
that suboptimal attachment styles maintain the posttraumatic response. That is, avoidant
attachment promotes avoidance of trauma cues or reminders, thereby prolonging the
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distressing trauma response, whereas anxious attachment styles serve to reactivate the
distress repeatedly through ruminative thinking. On the other hand, secure attachment
encourages processing of the event. More recently, research has supported the link
between attachment distress and PTSD among various trauma samples. Insecure
attachment and PTSD symptom severity has been observed in adults who were physically
or sexually abused as children (Muller & Lemieux, 2000; Twaite & Rodriguez-Srednicki,
2004), combat veterans (Dekel, Solomon, Ginzburg & Neria, 2004), and prisoners of war
(Dieperink, Leskela, Thuras, & Engdahl, 2001). Taken together, research in this area
suggests that attachment moderates PTSD response, serving to prolong posttrauma
symptoms in instances of ineffective attachment and coping.
Perhaps attachment-related issues might be contributing to the maintenance and
severity of the beliefs observed in the current study. I would argue that the events
discussed by participants (e.g., abandonment, abuse) were, in fact, threatening because
they invalidated one’s sense of security and safety – one’s emotional safety. Indeed, if
these individual’s had anxious or avoidant attachment styles, that would perhaps explain
the chronicity of their symptoms as well as the severity. In fact, the maladaptive coping
and prolonged symptomatology would suggest that attachment-related distress would be
implicated. In this vein, it seems that even though individuals’ lives are not threatened,
these distressing events provoke severe attachment disruption. Given how fundamental
the attachment system is at determining how an individual copes (e.g., emotional
regulation; Fuendeling, 1998; Mikulincer, 1998), the powerful and lengthy posttrauma
thinking observed in this study may be best explained by attachment-related disruption
(i.e., non life-threatening events threaten one’s sense of safety and emotional security).
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PTSD Symptoms
Though an ancillary finding, an interesting result from this study was that trauma
groups did not significantly differ in PTSD symptom severity. In several cases, both life
and non life-threatening traumatic stressors were attributed to chronic and severe PTSD
symptoms (e.g., re-experiencing). These findings are consistent with a small body of
literature demonstrating that some stressors may provoke intense emotional reactions
despite being non life-threatening. Victims of sexual harassment have been found to
frequently meet symptom criteria for PTSD (Avina & O’Donohue, 2002; Dansky et al.,
1997), with individuals reporting hallmark PTSD symptoms (e.g., flashbacks, sleep
disturbances, and emotional numbing; Koss, 1990). Mol and colleagues (2005) found that
individuals who identified their worst event as a life event (e.g., chronic illness, marital
discord, or unemployment) on average reported more PTSD symptoms from this event
than individuals endorsing a life-threatening traumatic event (e.g., disaster or MVA) as
their worse event. Similarly in the current study, some individuals endorsing a non lifethreatening event as the worst event rated this as more distressing than a major lifethreatening event (e.g., individuals who had experienced a serious MVA in which they
sustained major injuries identified the emotional stressor as being more distressing).
On a conceptual level, the current data cumulatively suggest that criterion A1
might not be encompassing enough to accommodate various stressors (as, indeed, several
researchers have argued in the Current Diagnostic Controversies section). It is beyond the
scope of this study to make any definitive statements about PTSD as a diagnostic
category, since this is not the purpose of the current study. Nevertheless, this study raises
some interesting issues that are relevant to the overall discussion of classification
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(especially in light of the DSM-5). As such, I think a more pertinent question to consider
is where do the current findings fit in the larger context of classification and how could
they inform nosological questions? Cumulative findings from this study and literature
clearly indicate that non life-threatening stressors are associated with diffuse impairment
and PTSD-like symptomatology. The current classification system cannot accommodate
these events under a PTSD diagnosis, as non life-threatening events do not satisfy
criterion A1. In order for PTSD to include non life-threatening events, the category would
have to be broadened and become more inclusive. The expansion of PTSD is problematic
for several reasons as outlined in the Diagnostic Controversy section, among them
observations that the category is already too heterogeneous (e.g., there are a possible
79,794 configurations of PTSD diagnoses; Zoellner, Rothbaum, & Feeny, 2011).
Expanding the category to include non life-threatening trauma would only increase this
number; thus, expanding PTSD will likely create as many problems as it will solve.
Diagnostically speaking, what happens to individuals who fail to meet criterion
A1, such as the people in this study? Currently, such individuals should receive a
diagnosis of adjustment disorder (AD). AD is a phenomenologically nonspecific
category, designed to accommodate stress-related alterations in mood, anxiety, and
conduct (Strain & Friedman, 2011). An option recently brought forth by Strain and
Freedman (2011) suggests creating a subtype of AD, rather than altering PTSD.
Accordingly, individuals in this study would receive a diagnosis of AD subtype PTSD
(i.e., the specific type of stressor precipitating the symptoms would be included in the
diagnosis). The subtype option seems to possess several advantages. First, this would not
create any diagnostic change, as the proper diagnosis for these individuals would always
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be AD. Second, the addition of a PTSD subtype would enable further research in this
area, as the AD literature is currently underdeveloped. The PTSD subtype AD diagnosis
would permit clinical trials on individuals with this diagnosis, because, currently, we do
not know about responsivity to treatment for individuals with partial/subsyndromal
PTSD. As noted by Strain and Freedman (2011), the field of AD is largely
underdeveloped precisely because distinctions like the PTSD subtype do not exist. Third,
the proposed AD subtype would explicitly link symptoms to an identifiable stressor. As
we have seen from this study, it seems decidedly important to attach the distressing event
to the diagnosis. For many, it is invalidating to suggest that because their life was not
threatened physically, they were not truly “traumatized”. Indeed, a divorce after many
years of marriage due to infidelity was, in some ways, like a death for participants. The
inclusion of a subtype would provide a much more specific syndrome, thereby
communicating an understanding of suffering as a stress response syndrome, though not
PTSD. The traumatic stressor is central to one’s trauma narrative and symptoms, and
when this information is excluded in a diagnosis, a significant piece is lost. Fourth, restructuring the AD category would mean that PTSD itself, and the definition of “trauma”,
do not have to be altered. Trauma is a particularly loaded term that is reserved for a
special class of events that are incredibly serious. Altering this definition to incorporate
non life-threatening events could, in some ways, trivialize the severity of other
quintessential traumatic stressors (McNally, 2003; Weathers & Keane, 2007). There is an
unmistakable sense of incongruity when equating rape with the dissolution of a
relationship. The inclusion of a PTSD subtype for AD would circumvent these labeling
issues.
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Limitations
The current study has limitations worth considering when interpreting the results.
First, the clinical significance of PTSD was measured by self-report rather than clinical
interview. This limitation is attenuated by the generally accepted quality of the measures
used to assess diagnostic categories. Future research should consider using clinical
interviews to augment self-report measures. Second, the chronological sequence of
traumatic events was not included in the analyses. Participants frequently endorsed
numerous traumatic events and where the worst event fit in this sequence was not taken
into account. The placement of the worst event might have an impact on severity (e.g., if
it was the twentieth traumatic event experienced or the first distressing event ever
experienced). Participants attributed development of PTSD symptoms to one discrete
traumatic event, although it may be that some symptoms existed prior. Future
investigations may consider obtaining a more detailed chronology of traumatic events.
Third, the nature of the data in this study was cross-sectional. Some studies have
demonstrated similar results between longitudinal and cross-sectional designs (Hawker &
Boulton, 2000), though longitudinal studies still appear increasingly warranted, especially
with traumatic stress. Fourth, the distinctions made between trauma groups were quite
broad. Dichotomizing trauma into either life-threatening or non life-threatening, while
useful, in some ways, obscures the complexity within each category. For example, in the
non life-threatening group, events such as divorce, public humiliation, work stress, and
financial stress were grouped together. The result of such grouping was broad trauma
categories with highly heterogeneous composition of traumata. Future research should
consider grouping non life-threatening events into more specific categories. Fifth,
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although vulnerability factors for PTSD were assessed in this study (e.g., depression),
there may be other factors that contributed to reported PTSD symptom development (e.g.,
anxiety sensitivity, pain; Asmundson, Coons, Taylor, & Katz, 2002). A more thorough
clinical interview may have circumvented some of these issues by obtaining a more
thorough history of psychopathology. Future investigations might also consider
neurobiological and neuroimaging approaches. Given that PTSD has been conceptualized
by some as a fear disorder (e.g., Zoellner et al., 2011), neuroimaging studies could be
useful at discerning to what extent, if at all, fear circuitry plays a role in non lifethreatening traumatic events (e.g., whether those endorsing emotional trauma
demonstrate elevated amygdala response to threat-relevant stimuli). Comparative studies
involving neuroimaging would elucidate to what extent certain stressors are traumatic
with respect to fear conditioning. Finally, limited demographic information regarding
ethnicity and employment status was obtained; consequently, the generalizability of the
results is somewhat restricted and, as such, the findings should be interpreted with this
limitation in mind.
Conclusion
Despite the aforementioned limitations, the current study offers novel insights into
a growing body of literature examining events that, while not life-threatening, are
nevertheless experienced as traumatic. The totality of the findings suggests that
individuals who suffer non life-threatening stressors typically suffer similar symptoms,
severity of symptomatology, and, most importantly, have very similar characteristic
cognitions to those whose experience life-threatening traumatic events. As discussed
earlier, the current diagnostic classification system (i.e., DSM-IV) does not have a
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category that fully captures all the nuances of the responses to stressors outlined by
participants in this study. PTSD encapsulates the symptom presentation yet it cannot fully
account for the nature of the traumatic stressor. AD provides sufficient latitude as a
diagnostic category, allowing for the inclusion of variegated traumatic stressors, yet the
symptom picture captured in this diagnosis does not accurately reflect the
symptomatology.
Placing the issue of diagnosis aside, this study further demonstrated that certain
distressing life events are common, pervasive, and lead to diffuse impairment. Trauma is
a destabilizing event, and it is the response to these events – the emotional upheaval - that
is treated, not the events themselves. Further, this study highlighted that we are all subject
to the unfortunate reversals of life. Tragedy can befall us all, in different forms, and the
task of any psychologist is to guide the client in picking up the pieces and re-establishing
a sense of meaning and agency in their world. It is my hope that this study has provided
further support for that notion.
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Appendix A
Informed Consent Form

Department of Psychology
TITLE OF RESEARCH: Cognitions in non life-threatening traumatic events.
INVITATION TO PARTICIPATE: We are inviting you to participate in this study if
you have experienced an event that you consider to be traumatic. Daniel Peluso and Dr.
Gordon Asmundson at the University of Regina Anxiety and Illness Behaviour Lab are
conducting the study. Daniel Peluso is a doctoral student in the clinical psychology
program at the University of Regina and Gordon Asmundson is an associate professor at
the University of Regina department of psychology.
PURPOSE OF THE STUDY: Previous research has shown that the way we think about
events considered to be traumatic influences how we feel and act. Research shows that
experiencing these events can be common and distressing, however the thoughts people
have in response are not well understood. Therefore, to improve our understanding, we
are asking questions about your thoughts and experiences regarding traumatic events.
ROLE OF PARTICIPANTS: Should you agree to participate, you will be asked to fill
out brief questionnaires regarding your physical, emotional, and psychological responses.
No special computer skills or computer familiarity is required. The questionnaires take
about 25 minutes to complete, depending on your reading speed.
POTENTIAL BENEFITS: This information will increase our understanding of how
people think about and deal with traumatic events, however, there are no extrinsic
benefits to you the participant.
POTENTIAL RISKS AND DISCOMFORTS: There are no anticipated risks involved
in your participation in this study. While answering some questions, you may experience
some increased emotionality. This will be temporary. In the event that your increased
emotionality persists and you have questions or would like assistance, Dr. Asmundson or
a qualified member of the Anxiety and Illness Behaviour Lab will be available to help.
The only inconvenience will be the time required for participation.
CONFIDENTIALITY: Participation and all responses (questionnaire items) will be
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completely confidential. Consent forms will be stored separately from the completed
questionnaires and electronic data. Only the researcher (and any assistants as required to
help the participants) and his supervisor will have direct access to the original data. Other
researchers may obtain an anonymous copy of the data by request for verification and/or
research purposes only.
WITHDRAWAL FROM THE STUDY: Your decision to participate is entirely
voluntary. If you choose to withdraw from the study, you may do so at any time without
question or penalty.
OFFER TO ANSWER QUESTIONS: If you have any questions, please feel free to ask.
If you have any questions later, you may contact one of the investigators below. If you
wish to have a copy of the general results, please check the box below and provide your
contact information. You will also be provided with a debriefing session that explains the
specific nature of the study.
UNDERSTANDING AND CONSENT: By giving your informed consent to participate
in this study, you are indicating that you understand this study has been approved by the
Research Ethics Board at the University of Regina (Approval number 60S1011). You are
also acknowledging an awareness that any questions or concerns you may have about
your rights or treatment as a research participant can be directed to the Chair of the Ethics
Board via telephone: 306-585-4775 or e-mail: research.ethics@uregina.ca. You are also
acknowledging an understanding that if you require help or assistance as a result of your
participation in this study you can contact any member of the research team and be
provided with, or guided to the assistance you require.
□

I would like a copy of the results of this investigation.

Contact Information: _______________________________________________
_______________________________________________

Thank you for your participation in our study.
Researchers:
G. J. G. Asmundson, Ph.D. 306-337-2473
Daniel Peluso, M.A. 306-337-2473
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Appendix B
Informed Consent Form (Qualitative Interview)

Department of Psychology
TITLE OF RESEARCH: Cognitions in non life-threatening traumatic events.
INVITATION TO PARTICIPATE: We are inviting you to participate in this part of the
investigation if you are interested in commenting further on a distressing life event that
happened to you. Daniel Peluso and Dr. Gordon Asmundson at the University of Regina
Anxiety and Illness Behaviour Lab are conducting the study. Daniel Peluso is a doctoral
student in the clinical psychology program at the University of Regina and Gordon
Asmundson is an associate professor at the University of Regina department of
psychology.
PURPOSE OF THE STUDY: Previous research has shown that the way we think about
events considered to be traumatic influences how we feel and act. Research shows that
experiencing these events can be common and distressing, however the thoughts people
have in response are not well understood. Therefore, to improve our understanding, we
are asking questions about your thoughts regarding traumatic events.
ROLE OF PARTICIPANTS: If you choose to participate in this study you will be asked
to participate in a telephone interview that will last approximately 30 to 60 minutes.
During this interview, we will discuss your thoughts and feelings about a distressing
event, how it may have impacted you, any other information that you feel is important to
share about that experience. During the interview you have the right to refuse to answer
any questions that you are not comfortable answering, without having to provide any
explanation. Your identity will remain confidential and all identifying information will be
removed from the interview transcript. For the purposes of transcription, we request your
permission to audio-record this interview. If you are not comfortable with this interview
being audio-recorded, we request your permission to take notes during the interview.
Please indicate your preference by checking one or both of the boxes below:
□
I give my consent for this interview to be audio-recorded for the purposes of
transcription.
□
I give my consent for the researcher to take notes during this interview.
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POTENTIAL BENEFITS: This information will increase our understanding of how
people think about distressing events, however, there are no extrinsic benefits to you the
participant.
POTENTIAL RISKS AND DISCOMFORTS: There are no anticipated risks involved
in your participation in this study. While answering some questions, you may experience
some increased emotionality. This will be temporary. In the event that your increased
emotionality persists and you have questions or would like assistance, Dr. Asmundson or
a qualified member of the Anxiety and Illness Behaviour Lab will be available to help.
The only inconvenience will be the time required for participation.
CONFIDENTIALITY: Participation and all responses will be completely confidential.
Consent forms will be stored separately from the interview transcripts. No identifying
information will be on the interview transcripts. Only the researcher (and any assistants
as required to help the participants) and his supervisor will have direct access to the
original data. Other researchers may obtain an anonymous copy of the data by request for
verification and/or research purposes only.
WITHDRAWAL FROM THE STUDY: Your decision to participate is entirely
voluntary. If you choose to withdraw from the study, you may do so at any time without
question or penalty.
OFFER TO ANSWER QUESTIONS: If you have any questions, please feel free to ask.
If you have any questions later, you may contact one of the investigators below. If you
wish to have a copy of the general results, please check the box below and provide your
contact information.
I understand that the Research Ethics Board at the University of Regina has approved this
project. If I have any questions or concerns about my rights or treatment as a research
participant, I may contact the Chair of the Ethics Board at 585-4775 or by e-mail:
research.ethics@uregina.ca (Approval number 60S1011). I further understand that in the
event that I require assistance related in any way to the events of this study I can contact
any member of the research team and will thereafter be provided or guided to a provider
of, the assistance I require.
I, _____________________________ have read the above and voluntarily agree to
participate. The researcher has explained the procedure and objectives of the study to me
and I understand them. I understand that I am free to withdraw from this study at any
time without penalty. I also understand that my identity will be kept completely
confidential, and signed consent forms will be stored separately from the data. I have
received a copy of this consent form for my records.
Participant Signature___________________________ Date ______________________
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Researcher Signature___________________________ Date ______________________
I wish to receive a summary of this study when it is completed: ___ YES ____ NO
Contact Information: _______________________________________________
_______________________________________________
Thank you for your participation in our study.
Researchers:
G. J. G. Asmundson, Ph.D. 306-337-2473
Daniel Peluso, M.A. 306-337-2473
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Appendix C
Demographic Questions
1. How old are you
2. Please indicate your sex: Male; Female
3. Please indicate your employment status (check one or more categories, as
appropriate): Student; Part-time employed; Unemployed seeking work; Disability;
Full-time Employed; Full-time Homemaker; Retired; Rather not say.
4. Please indicate your education level (If more than one apply, please select the
most advanced/highest level): Grade 8 or less; Grade 9-12 without graduating
High School; Graduated High School or Equivalent (e.g., GED); Some university
or college education; Graduated 2-yr College program; Graduated 4-yr
College/University Program; Some graduate or professional school; Completed
graduate or professional school.
5. Please indicated your ethnicity: White (Caucasian); First Nations; African; Asian;
South Asian; Hispanic; Rather not say; Other (Please specify).
6. Please indicate your marital status: Single; Separated or Divorced; Married or
Common Law; Widowed; In a dating relationship; Rather not say.
7. Have you ever been Have you ever been diagnosed with a chronic medical or
psychological condition? Please select each condition that you have been
officially diagnosed with. I have never been diagnosed with any of these
conditions or any other chronic medical or psychological condition; Alcohol or
drug abuse / dependence; Cancer; HIV/AIDS; Migraine headaches;
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Fibromyalgia; Irritable Bowel Syndrome; Myofascial pain syndrome;
Hypertension; Diabetes; Depression; Posttraumatic Stress Disorder; Other
anxiety disorder (obsessive compulsive disorder, specific phobia, social anxiety,
panic disorder with or without agoraphobia, generalized anxiety disorder);
Eating disorder (e.g., anorexia nervosa, bulimia nervosa); other.
8. Please indicate which, if any, of these diagnoses are problems that you still have.
None of the conditions I selected in the previous question are currently a problem
OR I have never been diagnosed with any of these conditions or any other chronic
medical or psychological condition; Alcohol or drug abuse / dependence;
Cancer; HIV/AIDS; Migraine headaches; Fibromyalgia; Irritable Bowel
Syndrome; Myofascial pain syndrome; Hypertension; Diabetes; Depression;
Posttraumatic Stress Disorder; Other anxiety disorder (obsessive compulsive
disorder, specific phobia, social anxiety, panic disorder with or without
agoraphobia, generalized anxiety disorder); Eating disorder (e.g., anorexia
nervosa, bulimia nervosa); other.
9. Do you regularly take any medication for psychological or psychiatric conditions?
Yes; No; Describe
10. During the last three months, have you started taking, stopped taking, or made any
changes to the amount or frequency of taking any medications related to
psychological or psychiatric conditions? No, I haven't taken any medications for
psychological or psychiatric conditions in the past three months; No, I take
medication for psychological or psychiatric conditions, but I haven't started,
stopped or changed my dosage in the past three months; Yes, I have started,
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stopped, or changed my medication for psychological or psychiatric conditions in
the last three months.
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Appendix D
Centre for Epidemiological Studies Depression Inventory (CES-D)
For each statement, please circle the number in the column that best describes how you
have been feeling in the past week.
Rarely or Some or a Occasionally Most or all
none of the little of the
time

time

or a

of the time

moderate

(5-7 days)

(less than (1-2 days) amount of
1 day)

the time
(3-4 days)

1. I was bothered by things that usually
don’t bother me.
2. I did not feel like eating; my appetite
was poor.
3. I felt that I could not shake off the
blues, even with the help from family
or friends.
4. I felt that I was just as good as other
people.
5. I had trouble keeping my mind on
what I was doing.
6. I felt depressed.
7. I felt that everything I did was an
effort.
8. I felt hopeful about the future.
9. I thought my life had been a failure.
10. I felt fearful.
11. My sleep was restless.

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3
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12. I was happy.
13. I talked less than usual.
14. I felt lonely.
15. People were unfriendly.
16. I enjoyed life.
17. I had crying spells.
18. I felt sad.
19. I felt that people dislike me.
20. I could not get “going”.

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3
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Appendix E
Generalized Anxiety Disorder Scale-7 (GAD-7)
Over the last 2 weeks, how often have you been bothered by the following problems?
Not at all

Several

More than

Nearly

Days

Half the

Every Day

Days
1. Feeling nervous, anxious, or on edge.

0

1

2

3

2. Not being able to stop or control worrying.

0

1

2

3

3. Worrying too much about different things.

0

1

2

3

4. Trouble relaxing.

0

1

2

3

5. Being so restless that it’s hard to sit still.

0

1

2

3

6. Becoming easily annoyed or irritable.

0

1

2

3

7. Feeling afraid as if something awful might
happen.

0

1

2

3

Not

Somewh

Very

Extremel

Not

difficul

at

difficul

y

Applicabl

t at all

difficult

t

difficult

e

0

1

2

3

4

If you checked off any
problems in the previous
question, how difficult have
these problems made it for
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you to do your work, take
care of things at home, or get
along with other people?
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Appendix F
Lifetime Traumatic Events Questionnaire
1. Many people have witnessed or experienced events (or a series of events) that are
very distressing or traumatic, events where you may have felt helpless, horrified,
very frightened, or humiliated. We are interested in knowing about distressing or
traumatic events that you have witnessed or experienced.
Please put a check mark beside all the events you have witnessed or experienced.
If you have not experienced any of these events, please check the “None of these
events has happened to me” box.
Natural disaster; motor vehicle accident; other serious accident (e.g., industrial,
farm); fire; seeing someone being seriously injured or killed; sexual assault;
physical assault; military combat or peacekeeping in a war zone; civilian (i.e.,
non-military) living in a war zone; terrorist attack; torture; unexpected death of a
loved one; armed robbery; serious illness (e.g., cancer, AIDS); being publically
humiliated (worse than others) being severely bullied (worse than others); being
ridiculed (very badly teased, worse than others); moving away from home; breakup or divorce; parents divorce; job stress; romantic relationship problems (e.g., a
partner cheated); friendship problems; none of these has happened to me; other
(please specify).
2. How many of times in your life have you experienced these events?
3. Please indicate which one event (check the same as above if you only checked
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one) you are or were most distressed or traumatized by. If you did not check any
of the events above, please check the “None of these events has happened to me”
circle.
Natural disaster; motor vehicle accident; other serious accident (e.g., industrial,
farm); fire; seeing someone being seriously injured or killed; sexual assault;
physical assault; military combat or peacekeeping in a war zone; civilian (i.e.,
non-military) living in a war zone; terrorist attack; torture; unexpected death of a
loved one; armed robbery; serious illness (e.g., cancer, AIDS); being publically
humiliated (worse than others) being severely bullied (worse than others); being
ridiculed (very badly teased, worse than others); moving away from home; breakup or divorce; parents divorce; job stress; romantic relationship problems (e.g., a
partner cheated); friendship problems; none of these has happened to me; other
(please specify).
4. Thinking about the event that you were most distressed or traumatized by, please
answer the following questions: Did the event involve actual or threatened death,
serious injury, or a threat to physical integrity? Yes; No.
5. Please answer the following questions with respect to the most distressing or
traumatic event you reported above. When did this event first occur? Within the
last month, 1-3 months ago, 4-6 months ago, 7 months- 1 year ago, 1-3 years ago,
4 or more years ago.
6. If the event occurred more than once, when did it last occur? It happened only
once Within the last month, 1-3 months ago, 4-6 months ago, 7 months- 1 year
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ago, 1-3 years ago, 4 or more years ago.
7. PCL-C
8. Thinking about the symptoms you describe above, how recently have they
bothered you? I was not bothered by any of these symptoms, within the past 30
days; within the past 90 days; within the past 6 months; within the past year;
more than 1 year ago.
9. Thinking about the symptoms described above, how long have they bothered you?
I was not bothered by any of these symptoms, within the past 30 days; within the
past 90 days; within the past 6 months; within the past year; more than 1 year
ago.
10. Continuing to think about the most distressing or traumatic event you identified
above, please indicate how much each of the above problems interfered with the
following areas of your life. Rate as 1 for not at all; 2 a little bit; 3 moderately; 4
quite a bit; and 5 would be extremely.
Indicate in the far right column in the far right column if the interference has
happened during the PAST SIX MONTHS. Work activities; leisure activities;
romantic relationships; family relationships; friendships.
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Appendix G
Panic Disorder Severity Scale (PDSS)

Several of the following questions refer to panic attacks and limited symptom attacks. For
this questionnaire, we define a panic attack as a sudden rush of fear or discomfort
accompanied by at least 4 of the symptoms listed below. In order to qualify as a sudden
rush, the symptoms must peak within 10 minutes. Episodes like panic attacks but having
fewer than 4 of the listed symptoms are called limited symptom attacks. Here are the
symptoms to count:
 Rapid or pounding
heartbeat
 Sweating
 Trembling or shaking
 Breathlessness
 Feeling of choking
 Chest pain or discomfort
 Nausea
 Dizziness or faintness
 Feelings of unreality
 Numbness or tingling
 Chills or hot flashes
 Fear of losing control or
going crazy
 Fear of dying
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For each of the following questions, please circle the number of the answer that best
describes your experience during the past week.
1. How many panic and limited symptoms attacks did you have during the past week?
0—No panic or limited symptom episodes
1—Mild: no full panic attacks and no more than 1 limited symptom attack/day
2—Moderate: 1 or 2 full panic attacks and/or multiple limited symptom attacks/day
3—Severe: more than 2 full attacks but not more than 1/day on average
4—Extreme: full panic attacks occurred more than once a day, more days than not

2.

If you had any panic attacks during the past week, how distressing

(uncomfortable, frightening) were they while they were happening? (If you had more
than one, give an average rating. If you didn’t have any panic attacks but did have
limited symptom attacks, answer for the limited symptom attacks.)
0—Not at all distressing, or no panic or limited symptom attacks during the past week
1—Mildly distressing (not too intense)
2—Moderately distressing (intense, but still manageable)
3—Severely distressing (very intense)
4—Extremely distressing (extreme distress during all attacks)

3. During the past week, how much have you worried or felt anxious about when your
next panic attack would occur, or about fears related to the attacks (for example, that
they could mean you have physical or mental health problems or could cause you
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social embarrassment)?
0—Not at all
1—Occasionally or only mildly
2—Frequently or moderately
3—Very often or to a very disturbing degree
4—Nearly constantly and to a disabling extent

4. During the past week, were there any places or situations (e.g., public transportation,
movie theaters, crowds, bridges, tunnels, shopping malls, being alone) you avoided, or
felt afraid of (uncomfortable in, wanted to avoid or leave), because of fear of having a
panic attack? Are there any other situations that you would have avoided or been
afraid of if they had come up during the week, for the same reason? If yes to either
question, please rate your level of fear and avoidance this past week.
0—None: no fear or avoidance
1—Mild: occasional fear and/or avoidance, but I could usually confront or endure the
situation. There
was little or no modification of my lifestyle due to this.
2—Moderate: noticeable fear and/or avoidance, but still manageable. I avoided some
situations but I could confront them with a companion. There was some
modification of my lifestyle because of this, but my overall functioning was not
impaired.
3—Severe: extensive avoidance. Substantial modification of my life style was required
to accommodate the avoidance, making it difficult to manage usual activities.
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4—Extreme: pervasive disabling fear and/or avoidance. Extensive modification in my
lifestyle was
required, such that important tasks were not performed.
5. During the past week, were there any activities (e.g., physical exertion, sexual
relations, taking a hot shower or bath, drinking coffee, watching an exciting or scary
movie) that you avoided, or felt afraid of (uncomfortable doing, wanted to avoid or
stop), because they caused physical sensations like those you feel during panic attacks
or that you were afraid might trigger a panic attack? Are there any other activities that
you would have avoided or been afraid of if they had come up during the week, for
that reason? If yes to either question, please rate your level of fear and avoidance of
those activities this past week.
0—No fear or avoidance of situations or activities because of distressing physical
sensations
1—Mild: occasional fear and/or avoidance, but usually I could confront or endure
with little distress
activities that cause physical sensations. There was little modification of my
lifestyle due to this.
2—Moderate: noticeable avoidance, but still manageable. There was definite, but
limited, modification of my lifestyle, such that my overall functioning was not
impaired.
3—Severe: extensive avoidance. There was substantial modification of my life style or
interference in
my functioning.
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4—Extreme: pervasive and disabling avoidance. There was extensive modification in
my lifestyle due to this, such that important tasks or activities were not performed.
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6. During the past week, how much did the above symptoms altogether (panic and
limited symptom attacks, worry about attacks, and fear of situations and activities
because of attacks), interfere with your ability to work or carry out your
responsibilities at home? (If your work or home responsibilities were less than usual
this past week, answer how you think you would have done if the responsibilities had
been usual.)
0—No interference with work or home responsibilities
1—Slight interference with work or home responsibilities, but I could do nearly
everything I could if I didn’t have these problems
2—Significant interference with work or home responsibilities, but I still could manage
to do the things I needed to do
3—Substantial impairment in work or home responsibilities; there were many
important things I couldn’t do because these problems
4—Extreme, incapacitating impairment, such that I was essentially unable to manage
any work or home responsibilities
7. During the past week, how much did panic and limited symptom attacks, worry about
attacks, and fear of situations and activities because of attacks, interfere with your
social life? (If you didn’t have many opportunities to socialize this past week, answer
how you think you would have done if you did have opportunities.)
0—No interference
1—Slight interference with social activities, but I could do nearly everything I could if
I didn’t have these problems
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2—Significant interference with social activities, but I could manage to do most things
if I made the effort
3—Substantial impairment in social activities; there are many social things I couldn’t
do because these problems
4—Extreme, incapacitating impairment, such that there was hardly anything social I
could do
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Appendix H
PTSD Check List – Civilian (PCL-C)
Below is a list of problems and complaints that people sometimes have in response to
stressful life experiences. Please indicate how much you have been bothered by that
problem in the past month. Please rate as 1 for not at all; 2 a little bit; 3 moderately; 4
quite a bit; and 5 would be extremely.
Not

A
Quite

at

little Moderately

Extremely
a bit

1. Repeated, disturbing memories,
thoughts, or images of a stressful
experience from the past?
2. Repeated, disturbing dreams of a
stressful experience from the past?
3. Suddenly acting or feeling as if a
stressful experience from the past were
happening again (as if you were reliving
it)?
4. Feeling very upset when something
reminded you of a stressful experience
from the past?
5. Having physical reactions (e.g., heart
pounding, trouble breathing, sweating)
when something reminded you of a
stressful experience from the past?
6. Trouble remembering important parts
of a stressful experience from the past?
7. Loss of interest in activities that you
used to enjoy?
8. Feeling emotionally numb or being
unable to have loving feelings for those
close to you?
9. Feeling as if your future somehow will
be cut short?

all

bit

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5
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10. Trouble falling or staying asleep?
11. Feeling irritable or having angry
outbursts?
12. Having difficulty concentrating?
13. Being “superalert” or watchful or on
guard?
14. Feeling jumpy or easily startled?
15. Not wanting to think about a stressful
experience from the past?
16. Avoiding certain activities or places
because they reminded you of a stressful
experience from the past?
17. Not wanting to talk about a stressful
experience from the past?
18. Avoiding having feelings about a
stressful experience from the past?
19. Avoiding situations because they
reminded you of a stressful experience
from the past?
20. Avoiding certain people because they
reminded you of a stressful experience
from the past?
21. Feeling isolated or distant and cut off
from friends?
22. Feeling isolated or distant and cut off
from family?

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5
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Appendix I
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Appendix J
Social Interaction Phobia Scale (SIPS)
For each statement below, please check the circle that best represents how well the
statement describes you.
Not at all; Slightly; Moderately; Very; Extremely
1. When mixing socially I am uncomfortable.
2. I have difficulty talking with other people.
3. I find myself worrying that I won’t know what to say in social situations.
4. I am nervous mixing with people I don’t know well.
5. I am tense mixing in a group.
6. I get nervous that people are staring at me as I walk down the street.
7. I feel self-conscious if I have to enter a room where others are already seated.
8. I would get tense if I had to sit facing other people on a bus or a train.
9. I am worried people will think my behaviour odd.
10. I would get tense if I had to carry a tray across a crowded cafeteria.
11. I worry I’ll lose control of myself in front of other people.
12. I worry I might do something to attract the attention of others.
13. When in an elevator I am tense if people look at me.
14. I can feel conspicuous standing in a queue.
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Appendix K
Interview Schedule


You mentioned a very distressing event that happened to you. Can you tell me
what that was?
o When was this? What other things were happening in your life?



Did anything like this (i.e. very distressing) happen before?
o If so, how many times



You indicated that this event was the worst thing you’ve ever experienced, why
was that?



As previously mentioned, we are trying to learn more about what people think in
response to a traumatic event. Focusing on that one event in more detail, what was
going through your mind after it happened?
o What kinds of thoughts were you having?
o What were you feeling?



Did this event impact you, if yes, how so?
o Prompt: did it impact relationships, how you see yourself (blame, guilt,
shame), thoughts about others?



Is there anything you want to add that you feel is important regarding your
thoughts about this event?
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Appendix L
Ethics Approval

