






Initial Development and Validation of the Coping Styles Questionnaire for Traumatic 

Events (CSQTE) 

by 

Erin M. Broderick 

A thesis submitted to the 

School of Graduate Studies 

in partial fulfillment of the 

requirements for the degree of 

Master of Science 

Department of Psychology 

Memorial University ofNewfoundland 

August, 20 1 0 

St. John's, Newfoundland 



II 

Abstract 

A questionnaire that assesses monitoring and blunting coping strategies used by 

individuals who have experienced a traumatic event was developed and validated. The 

Coping Styles Questionnaire for Traumatic Events (CSQTE) was evaluated in a clinical 

sample of II individuals (9 women and 2 men), all of whom were seeking medical advice 

as a result of experiencing a traumatic event. It was found that 18 of the 21 initial items 

from each of the monitoring and blunting scales of the CSQTE were useful for measuring 

monitoring and blunting. In addition, each scale exhibited good internal consistency and 

convergent validity. The CSQTE has the potential to become a useful tool for 

understanding the coping strategies individuals use after experiencing a traumatic event. 

Future studies might want to consider another item analysis with a larger sample of 

clinical and non-clinical participants. 
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Initial Development and Validation of the Coping Styles Questionnaire for Traumatic 

Events 

The current study focuses on the development and validation of a questionnaire 

designed to assess monitoring and blunting coping strategies that are used by individuals 

in reaction to a traumatic event. Studies have supported the usefulness of monitoring and 

blunting coping strategies in stress-provoking situations (Miller & Managan, 1983). More 

specifically, there is evidence that the use of these coping strategies may be positively 

related to the success of long-term recovery after a traumatic event (Solomon, Mikulincer, 

& Arad, 1989). To date, a questionnaire designed to measure both monitoring and 

blunting, specifically for trauma-related anxiety, has not been developed. The 

development of a tool that is able to measure accurately the coping strategies an 

individual uses would help health professionals devise effective treatment plans. 

Overview o_[Trauma 

A traumatic experience is defined by the Diagnostic and Statistical Manual of 

Mental Disorders (American Psychiatric Association, 2000) as one that is both life 

threatening and can cause the individual to experience fear, horror, or helplessness. 

Traumatic experiences are distinguished from other forms of stressors by their higher 

level of seriousness (Krause Shaw, & Cairney 2004). Examples of traumatic events 

include sexual and physical abuse, witnessing or being involved in a violent crime, 

witnessing a death, prematurely losing a parent, loss of a child, and participation in 

combat, to name a few (Krause et al. , 2004). Researchers have shown significant interest 

in the study of traumatic events over the past several decades, presumably due to the high 

prevalence of reported traumatic experiences (Krause et al. , 2004). A national random 



probability sample of 4,008 American women, found that 69% of them were exposed to 

trauma at some point in their life (Resnick, Kilpatrick, Dansky, Saunders, & Best, 1993). 

When these results were extrapolated to the entire population, they estimated that 66 

million women in the U.S. had experienced at least one major traumatic event. In 1995, 

the first large American national survey regarding the psychological effects of trauma 

found that the majority of people had experienced at least one major traumatic event and 

that around 20% of women and just over 8% of men were likely to develop Acute Stress 

Disorder or Post-Traumatic Stress Disorder (PTSD; Resick, Monson, & Rizvi, 2008). 

2 

Effects of Trauma on Life. As a result of experiencing a traumatic event, post­

traumatic stress can present itself in various ways which include both emotionally and 

physiologically challenging symptoms. For example, research has shown that exposure to 

traumatic events can significantly lower an individual's ability to develop and maintain 

close personal relationships (Bowlby 1980), lower one's sense of control and mastery 

(Brown & Harris, 1978), and increase the likelihood of engaging in health-risk behaviours 

such as alcohol abuse (Davis Combs-Lane, & Smith 2004). Furthermore, research has 

indicated that exposure to traumatic stressors often leads to a compromise in one's 

immune functioning (McEwen & Lasley, 2002). 

Individuals also tend to experience a wide range of emotionally challenging 

symptoms in reaction to threat-related information. Examples of such challenges include 

physiological hyperarousal, avoidance and emotional numbing, and reexperiencing 

symptoms (Hunt & Evans, 2004 ). Trauma survivors' experience of physiological 

hyperarousal is often expressed as a constant state of "fight or flight" (Resick, et al. , 

2008). In this alert state, the individual is prepared constantly to respond to new perceived 
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threats from people or environments, even in non-dangerous situations (Resick eta!., 

2008). The individual may, for example, constantly scan their environment and prepare to 

defend themselves or to run away at any time, even when they are in a situation where 

they would normally feel safe. This coping response has been shown to interfere with 

daily functioning, social interactions, and lead to exhaustion (Kulka et al., 1990). 

Avoidance represents the individual 's effort to create emotional and psychological 

distance from the traumatic event (Creamer, Burgess, & Pattison, 1992). When memories 

of the traumatic event encroach into the individual's consciousness, so can the negative 

emotional experiences associated with the trauma (Resick et al., 2008). Therefore, the 

individual may attempt to avoid thoughts, feelings, situations, and people associated with 

the event so they can avoid reexperiencing the emotions (Resick et al., 2008). Likewise, 

emotional numbing is often seen as an attempt to eliminate the aversive feelings 

associated with invasive recollections (Astin, Layne, Camilleri, & Foy, 1994). According 

to Resick et al. (2008), reexperiencing symptoms are normally experienced as distressing 

and intrusive because the individual has little control over how or when the symptoms 

will occur. They also argue that these symptoms bring out strong negative emotions 

associated with the original traumatic event, and that if any of these emotional and 

behavioural symptoms arc experienced excessively (or are not treated properly or in a 

timely manner) the individual may be diagnosed with PTSD . 

PTSD is an anxiety disorder resulting from experiencing a traumatic event and 

involves the same reactions that are associated with traumatic events in general. However, 

PTSD symptoms must be experienced simultaneously for at least one month, and must be 
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distressing or cause functional impairment (Resick et al., 2008). A considerable 

percentage of trauma survivors show full symptoms of PTSD immediately after the 

traumatic event; however, these rates drop to almost half after 3 months and then stabilize 

(Resick et al. , 2008). Past research has found a wide range of factors that can affect the 

likelihood of an individual becoming traumatised after experiencing a stress-creating 

event (Hunt & Evans, 2004). For example, some factors include nearness to the event, 

perceived threat of death or injury, expectedness, as well as individual factors such as 

neuroticism (Hunt & Evans, 2004). According to Hunt and Evans (2004), however, 

research on these factors is inconsistent, possibly for the reason that PTSD has not yet 

shown any direct link to pm1icular personality characteristics. Both individuals diagnosed 

and not diagnosed with PTSD after experiencing a traumatic event have been shown to 

present symptoms and coping behaviours in reaction to the event (Resick et al., 2008). 

Miller 's Theory of Coping with Threat- Related Information 

According to Miller (1979), when individuals are threatened by an aversive, 

stress-creating event, their behavioural reaction can vary along two dimensions: 

monitoring and blunting. Monitoring and blunting are two separate strategies that 

individuals use to cope with threat related information. Miller defined monitoring as an 

individual ' s tendency to seek out information regarding a threatening situation and attend 

to it. By contrast, she defined blunting as an individual ' s tendency to avoid informational 

cues about a threat and distract themselves when confronted by a threatening situation. 

Although these constructs may seem related, monitoring and blunting are considered 

separate strategies because individuals scoring high on one of these coping strategies tend 



not to obtain corresponding low scores on the other (Miller, 1987). Miller argued that 

these two coping strategies have an impact on peoples' psychological and physical well­

being. 

5 

Further to Miller' s theory Van Zuuren and Wolfs (1991) suggested that 

monitoring may be related to internal locus of control and the individual's ability to use 

problem-focused coping. They showed that individuals who use monitoring as a means to 

cope with a situation do not spend more time thinking about the event than do blunters, 

but do use more problem-focused skills. I· or example, monitors tend to focus intently on 

the situations they are in and the people around them that make them emotional, so that 

they feel prepared to react to unexpected circumstances. Conversely, blunters tend to 

distract themselves or avoid people and situations that make them emotional. 

Miller's (1979) theory supports the suggestions made by Van Zuuren and Wolfs 

(1991) that high blunters tend to use more emotional avoidance strategies and less 

problem-focused coping. In contrast, high monitors cope through information seeking but 

do not use this information in active behavioural coping (Miller, 1979). Miller contends 

that avoidance allows blunters to achieve better adaptational outcomes than monitors. 

Consider the following example of a young woman (Jane) who has been sexually 

assaulted. As a result of the traumatic event, Jane may find certain people, places, or 

things to be threatening or cause her to become emotional. To cope with these threats, 

Jane may use monitoring and/or blunting strategies. If Jane was higher in blunting, she 

may avoid places that remind her of where she was assaulted, or she may avoid talking 

about the assault with friends and family. Furthermore, Jane may try to distract herself 

while going to sleep in an attempt to not have nightmares about the event. On the other 
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hand, if Jane was a higher monitor, she would not necessarily avoid places or people, but 

rather be very aware of her surroundings while in the threatening situations. She may be 

aware of exit routes when in large groups of people, or around men, or she may walk in 

well-lit areas so as to see her surroundings. Furthermore, Jane may talk with friends about 

her traumatic event, but she would be consciously aware of how to stop the conversation 

if she became emotional. According to Miller's theory, Jane would have a better 

emotional outcome if she primarily used blunting as a coping strategy. This is also the 

case for various other threat-related and anxiety-provoking situations. 

Numerous studies have examined the role of these coping styles in various 

anxiety-provoking situations (for example, Mezo, McCabe, Antony, & Burns, 2005; 

Miller & Managan, 1983). In general, a preponderance of evidence supports Miller's 

(1979) theory (i.e. high blunting results in better emotional outcomes than does high 

monitoring). For example, Miller and Managan (1983) found that when experiencing 

gynaecologic stress, monitors experienced greater distress before, during, and after seeing 

a gynaecologist and took longer to recover from the impact of this situation than did 

blunters. In other words, individuals who primarily used blunting as a coping strategy 

showed less distress before, during, and after seeing a gynaecologist. 

Monitoring and blunting were initially studied in non-clinical samples (Miller 

1987); however, studies eventually transitioned to clinically based studies of monitoring 

and blunting in relation to short-term anxiety provoking situations. Exploration of these 

strategies has helped in understanding various facets of anxiety, such as social anxiety 

(Mezo, McCabe, Antony, & Burns, 2005). A study by Mezo et al. (2005) examined the 

use of monitoring and blunting in socially anxious situations by administering the Coping 
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Styles Questionnaire for Social Situations (CSQSS) to a non-clinical sample of 443 

college students. This study showed the efficacy of monitoring and blunting as 

mediational variables, and individuals that primarily use blunting as a coping mechanism 

result in significantly better emotional outcomes when confronted with a stress-provoking 

social situation (Mezo et a!., 2005). These findings are comparable to those found by 

Miller ( 1987) and correspond with Miller's (1979) theory. 

A more recent study of monitoring and blunting in socially anxious situations 

examined a clinical sample of socially phobic individuals (Persadie, Rowa, McCabe, 

Antony, & Swinson, 2008). Participants with a principal diagnosis of social phobia were 

asked to complete the CSQSS as well as measures of social phobia and depressive 

symptom severity (Persadie eta!., 2008). In this study, monitoring (vs. blunting) scores 

showed a stronger relationship with anxiety ratings made during stressful behavioural 

tasks. In other words, individuals with higher monitoring scores also had higher anxiety 

ratings. Furthermore, when groups of purely high monitors and high blunters were 

compared, it was found that anticipatory anxiety before a speech task was strongly related 

to a monitoring coping style in social phobia. The researchers contended that a 

monitoring coping style in relation to social phobia may be related to greater anticipatory 

anxiety regarding stressful tasks. 

Monitoring and blunting have also been investigated in relation to dental fear. 

Muris, DeJongh, Van Zuuren, and Schoenmakers (1996) administered a cognitive control 

questionnaire as well as a measure of monitoring and blunting (Miller Behavioural Style 

Scale; Miller, 1987) to 85 dental phobics who were awaiting treatment in a dental fear 

clinic, as well as 70 non-phobic control participants. They found that monitoring was 
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related positively to the occunence and acceptance of negative thoughts about dental 

treatments and related negatively to the ability to control those thoughts. The researchers 

also found the opposite pattern for individuals high in blunting. Specifically, blunting 

correlated negatively with the occunence and acceptance of negative thoughts about 

dental treatments and correlated positively with cognitive control. The authors concluded 

that monitors, as compared to blunters, generally display greater distress and arousal 

because of the methods these individuals use to process threat-related information. That 

is, on the basis of these findings, individuals who experience anxiety in relation to dental 

treatments will likely have a healthier emotional outcome if they use a blunting strategy. 

Taken together, these studies illustrate the utility of understanding these strategies 

for the implementation of treatment plans for individuals experiencing anxiety related to 

dental fear, gynaecologic stress, and social anxiety, along with many other anxiety­

provoking situations. Based on the aforementioned studies, it is predicted that assessment 

of monitoring and blunting coping strategies will be useful in helping to understand the 

coping styles of anxious individuals who have experienced traumatic events. 

Monitoring and Blunting in Relation to Trauma 

Little is known about the use of monitoring and blunting coping strategies of 

individuals who have experienced a traumatic event. A review of the literature revealed 

that only one study has focused on the use of monitoring and blunting by individuals who 

have experienced trauma. In that study, monitoring and blunting coping strategies used by 

soldiers who were diagnosed with war-related PTSD were explored by Solomon eta!. 

(1989). Contrary to Miller' s ( 1979) theory, Solomon and colleagues found that soldiers 

who relied primarily on monitoring strategies suffered the least from trauma-related 



9 

psychopathology, and that the use of blunting (with or without monitoring) was 

associated with more severe psychopathology. However, coinciding with Miller's (1987) 

findings, the researchers also found that monitors tend to rely on problem-focused coping 

strategies, whereas blunters rely more on emotion-focused coping strategies. Consider 

again the example of Jane, the victim of sexual assault. According to Solomon and 

colleagues' findings, Jane would have a better outcome if she used a monitoring strategy. 

The reason why Solomon and colleagues' findings run counter to Miller' s theory is 

currently unknown. 

The Current Study 

Despite the development of several scales to measure monitoring and blunting 

coping strategies, there is currently no means to measure those two strategies in relation 

to traumatic events. For instance, Miller (1987) designed the Miller Behavioural Style 

Scale (MBSS) to measure the use of monitoring and blunting coping strategies. This scale 

was designed for use with threatening or anxiety-provoking situations in general- not 

specific to a phobia or anxiety. The MBSS consists of very general questions regarding 

threatening life situations. There is no reference to trauma, traumatic events or coping 

with those events throughout the scale. As such, it is unknown whether the scale actually 

taps into all types of phobia and anxieties. On the other hand, Mezo et al. (2005) created 

the CSQSS to measure the use of monitoring and blunting coping strategies in socially 

anxious individuals. The lack of a scale to measure the use of monitoring and blunting 

coping strategies by individuals who have experienced a traumatic event ultimately limits 



the depth at which monitoring and blunting can be explored in individuals experiencing 

anxiety in reaction to a traumatic event. 
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The current study is a pilot study attempting to bridge the gap caused by this 

limitation, through developing and validating the Coping Styles Questionnaire for 

Traumatic Events (CSQTE), which is designed to assess coping strategies in reaction to a 

traumatic event. This study is designed to answer the following two questions: (I ) ls the 

CSQTE a reliable and valid measure of monitoring and blunting coping strategies used by 

individuals who have experienced a traumatic event?, and (2) Do individuals 

experiencing trauma-related anxiety use monitoring and blunting as active coping 

mechanisms? The study evaluates the reliability and validity of the CSQTE via 

comparison to five other measures. 
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Method 

Participants 

The study population focuses on individuals generally experiencing anxiety as a 

result of reacting to a traumatic event, not necessarily on those who have a clinical 

diagnosis for a Traumatic Stress Disorder. More specifically, the study concentrates on 

the assessment of the use of monitoring and blunting coping strategies in reaction to 

experiencing a traumatic event. This is accomplished through the development of the 

CSQTE and the initial assessment of the reliability and validity of the measure. For the 

purposes of this study, a traumatic event is defined as a situation where an individual has 

"experienced, witnessed, or been confronted with an event or events that involved actual 

or threatened death, serious injury," (Beckham, Davidson, & March, 2003) or cruel, 

inhuman, or degrading treatment for themselves or others. The individual ' s response to 

the traumatic event must include "intense fear, helplessness, or horror" (Beckham et al. , 

2003). 

Thirteen participants were recruited from the Waterford Hospital, St. John's, NL. 

One participant was removed from the study because over half of the CSQTE was left 

blank. A second participant was removed because the answer "not at all" was provided to 

the entire Impact of Event Scale. No participant was removed on the basis of exhibiting a 

socially desirable response set, which was determined by scores on the Marlowe-Crowne 

Social Desirability Scale (Crowne & Marlowe, 1960). 

The remaining eleven participants consisted of nine women and two men, ranging 

in age from 19 to 53 years of age (M = 36.18, SD = 11. 77). A psychologist working at the 
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Waterford Hospital in St. John's, NL, assisted in distributing the questionnaire packets to 

participants. To be included in the study, individuals needed to be 19 years of age or older 

and seeking medical advice as a result of experiencing a traumatic event. However, these 

individuals did not need to be diagnosed with a Traumatic Stress Disorder (e.g. , PTSD) as 

a result of their experiences. Each participant was admitted into the healthcare center and 

was seeking advice from a health professional. For some participants, their primary 

reason for admission into the Waterford Hospital was a result of experiencing a tratunatic 

event. However, other participants had experienced a traumatic event in the past and were 

seeking medical advice for this, which was secondary to their primary admission reason. 

Materials and Design 

Participants received a packet of questionnaires consisting of (a) an informed 

consent form (see Appendix A), (b) demographic questionnaire section (see procedure 

section), (c) the newly developed Coping Styles Questionnaire for Traumatic Events, (d) 

the Coping Styles Questionnaire for Social Situations (Mezo eta!. , 2005), (e) Miller 

Behavioural Style Scale (Miller, 1987), (f) Impact of Event Scale (Horowitz, Wilner, & 

Alvarez, 1979), (g) Social Interaction Anxiety Scale (Mattick & Clarke, 1998), and (h) 

Marlowe-Crowne Social Desirability Scale (Crowne & Marlowe, 1960). The 

questionnaires in each packet were organized using a Williams Design which is a 

generalized Latin Square design that is also balanced for first order carryover effects 

(Williams, 1949). 

Coping Styles Questionnaire for Traumatic Events (CSQTE). The CSQTE (see 

Appendix B) consists of three sections. Section I contains questions regarding the age and 
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gender of the participant. Section II is composed of three questions designed to ensure 

that the participant's experience meets the criteria for designating it as a clinically defined 

traumatic experience. These questions were designed using criteria A from the DSM-IV­

TR (American Psychiatric Association, 2000) for experiencing a traumatic event (see 

Appendix C). For example, in order to be considered a traumatic event, the experience 

must fit the definition of a traumatic event, as well as include intense fear, helplessness, 

or horror. The second section also includes a list of 12 events considered to be 

"traumatic" (Krause et al., 2004). Instructions explain that participants are to indicate 

which traumatic event they had experienced. If they had experienced multiple events, 

they were asked to indicate the most recent event experienced. 

Section III describes seven hypothetical situations requiring a response regarding 

how likely individuals are to use monitoring and blunting when presented with the 

threatening experiences. These situations were developed using criteria B from the DSM­

IV -TR for experiencing a traumatic event (see Appendix C). Criteria B lists various ways 

that individuals reexperience the traumatic event; for example, by constantly dreaming of 

the event. In this section, instructions direct participants to envision themselves in each 

described situation. Each of the seven situations is followed by a list of six coping 

strategies, three monitoring and three blunting. Participants rate (on a 5-point Likert 

scale) how likely it is that they would use each coping strategy if they were in the 

described situation. These coping strategies were also developed using the DSM-IV-TR, 

specifically, criteria C for experiencing a traumatic event, which describes reactions that 

individuals may experience after a traumatic event. For example, individuals who have 
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experienced a traumatic event often exhibit avoidance behaviours and emotional numbing 

(see Appendix C). 

The CSQTE is scored by summing the scores on the monitoring questions and the 

blunting questions separately, that is a monitoring scale score and a blunting scale score is 

calculated for each individual. 

Coping Styles Questionnaire for Social Situations (CSQSS). The CSQSS was 

developed to measure monitoring and blunting coping styles in social situations (see 

Appendix D). The CSQSS consists of scenarios describing stressful situations concerning 

interacting socially with others, being the centre of attention, or being judged by others 

(Mezo et al. , 2005). Each scenario is followed by items that assess the degree to which 

each situation is feared or avoided and the frequency at which they are encountered. 

Three monitoring and three blunting items also follow each scenario which assesses the 

degree to which each of these coping skills would be used. All items are rated on a 5-

point Likert scale where scoring consists of summing items separately to produce 

monitoring scale and blunting scale scores. The CSQSS has exhibited very strong 

evidence for the reliability and validity of measuring monitoring and blunting in reaction 

to social evaluative situations (Mezo et aL, 2005). More specifically the CSQSS 

exhibited a coefficient a of .81 for the monitoring scale and . 78 for the blunting scale 

(Mezo et al. , 2005). 

Miller Behavioural Style Scale (MESS) . The MBSS (see Appendix E; Miller, 

1987) was designed to measure the use of monitoring and blunting coping styles when 

confronted with threatening situations in general. The MBSS consists of four dangerous 

scenarios in which participants are to imagine themselves. After each scenario, 
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participants are asked to indicate which of eight coping responses they would consider 

using in each situation. Four of the coping style responses are monitoring responses and 

four are blunting responses. Thus, two scale scores are obtained from the measure for 

monitoring and blunting with scores ranging from 0 to 16. The MBSS has good support 

for internal consistency: a = .79 for the Monitoring scale and a = .69 for the Blunting 

scale (Miller, 1987). Furthermore, test-retest analyses with a sample of 110 subjects 

showed the MBSS subscales to be highly stable over a 4 month period: for the monitoring 

subscale r(98) = .72,p < .01 ; for the blunting subscale, r(98) = .75,p < .01 (Miller & 

Managan, 1983). 

Impact of Event Scale (IES). The IES is a 15-item scale which measures the 

experience of post-traumatic stress for any specific life event (Horowitz et al., 1979; see 

Appendix F). This scale measures two categories of experiences in response to a stressful 

event: intrusive experiences such as ideas and feelings and avoidance of certain ideas, 

feelings, and situations. Based on two separate samples, the subscales of the IES show 

very good internal consistency (coefficients ranging from .79 to .92; Horowitz et al., 

1979). The IES is scored by summing responses on both the intrusive and avoidance 

subscales separately, as well as summing all responses to receive an overall score. 

Social Interaction Anxiety Scale (SJAS). The SIAS (Mattick & Clarke, 1998) was 

designed to measure fears associated with social interaction (see Appendix G). This 

measure is a 16-item instrument which has been shown to be reliable and valid in both 

clinical and non-clinical samples with coefficient alphas ranging from .86 to .94 (Orsillo, 

2001 ). Items on the SIAS describe cognitive, affective, and behavioural reactions to 

social interaction situations (Matttick & Clarke, 1998). The SIAS takes approximately 
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five minutes to complete, items are rated on a 5-point Likert scale, and positively worded 

items are reverse coded for scoring. 

Marlowe-Crowne Social Desirability Scale (MCSD). Since participants were 

administered the questionnaire packet by their health professional the MCSD (see 

Appendix H; Crowne & Marlowe, 1960) was administered to control for socially 

desirable answers. The MCSD is a 33-item instrument, with higher scores indicating 

higher degrees of social desirability The MCSD was designed to assess social desirability 

in terms of an individual's tendency to act in a manner that avoids the disapproval of 

others (Crowne, 1979). Very high scorers on the MCSD are considered to be exhibiting a 

socially desirable response set. Scoring the MCSD consists of assigning 1 point for 

socially desirable responses and 0 to non-socially desirable responses. The internal 

consistency coefficient for the scale, using Kuder-Richardson formula 20, is .88 and the 

scale has a test-retest correlation of .89 (Crowne & Marlowe, 1960). 

Procedure 

Participants were approached about the study during a regular meeting with the 

psychologist. For those individuals willing to participate in the study, questionnaire 

packets were given to them to complete at their convenience. Participants first read the 

informed consent form, then the questionnaires. It is estimated that it took approximately 

20 minutes to complete the packet, based on feedback from the Psychologist who 

administered them. Once participants completed the questionnaire packet, it was sealed in 

a separate envelope and returned to the psychologist. 
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Data Analysis Procedure: Item responses were screened for outliers and missing 

data on a case-by-case basis. The CSQTE began with a total of 21 blunting items and 21 

monitoring items; however, question F under Situation 3 (referred to as item S3F), a 

blunting item, was not answered by 6 of the 11 participants. This is believed to be a result 

of a photocopying error since the item was very difficult to see at the top of the 

questionnaire page. Therefore, since this could skew results, the item was removed from 

the study before analyses began. Furthermore, among the responses from the II 

participants, there were missing items. Since the number of missing items was minimal, 

the mean of the item was used for substitution of the missing data. This is preferred over 

substituting the missing values with the participant's mean response score because the 

assumption that all variables are measuring the same construct is violated (Huisman, 

1999). 

Descriptive Statistics: All participants answered "yes" to experiencing a traumatic 

event, indicating they should meet the criteria to participate in the study. Furthermore all 

participants endorsed 'yes" to at least one of the three traumatic responses (fear, 

helplessness, or horror). However, most participants endorsed two or more of the 

responses, as 81.8% of participants experienced a fear response, 90.9% experienced 

helplessness, and 81.8% experienced horror. To further determine whether or not each 

participant fit the criteria to be included in this study, total scores on the Impact of Event 

Scale were used. These totals classify individuals into one of four possible stress ranges, 

specifically, subclinical, mild, moderate, and severe stress. Of the 11 participants in the 

study two were considered mildly stressed eight moderately stressed, and one participant 

was classified as severely stressed. Since no participant was classified as subclinical, all 
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asked to indicate, what type of specific traumatic event they had experienced from a list 

of 12 possible events. 
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Item Reliability Analyses: To explore the reliability for each of the remaining 20 

blunting items and 21 monitoring items on the CSQTE, analyses focused mainly on item 

discrimination indices. According to classical item analysis, item discrimination refers to 

a test item's ability to statistically distinguish between patticipants with more or less of 

the trait one is attempting to measure (Hogan, 2007). In this case, the trait would be either 

monitoring or blunting coping styles. For the purposes of this study, item-total correlation 

was used to determine the discrimination indices of items on the CSQTE. The item-total 

correlation test is performed to check whether any item is inconsistent with the rest of the 

scale and thus can be discarded (Shultz & Whitney, 2005). Typically, researchers aim for 

a positive, low-to-moderate item-total correlation. More specifically, correlations between 

r = 0.1 and 0.5 are acceptable when conducting item analyses (Shultz & Whitney, 2005). 

Therefore, a lower cut-off score of r = 0.1 was used to determine the usability of each 

item. If this cut-off was violated, the item was removed and analyses were conducted 

again without this item. 

Coefficient alpha was also investigated for each scale as a whole and each item 

within the scales. Coefficient alpha, more commonly known as alpha, is a measure of 

consistency or reliability used to explore whether a set of items believed to measure the 

same construct are correlated (Vogt, 2007). Alpha ranges from zero when the items do 

not correlate at all to 1.0 when the items correlate perfectly (Vogt, 2007). An alpha of0.7 



19 

or higher is usually considered satisfactory because if it were any lower, the R2
, or 

coefficient of determination, or percentage of variance explained, would be less than 50% 

(.70 x .70 = .49 or 49% variance explained; Vogt, 2007). That is, an alpha coefficient of 

0. 7 or higher indicates a reliable scale or a reliable item within a scale. Since the alpha for 

each of the scale items were all very close in value, and since items would be evaluated in 

relation to one another, three decimal places were used when reporting coefficient alpha. 

Change in alpha if each item was individually deleted was also calculated to 

explore what alpha would be, for each scale, if each item was deleted. An increase in the 

overall reliability statistic for each scale after an item has been deleted indicated that that 

item did not correlate well with answers to other items. This was not used as criteria for 

removing an item, but rather as additional support for whether an item should be removed 

and as an indicator to further investigate that item in later studies. For example, if an item 

violated the item-total correlation cut-off of 0.1 , an increase in alpha if that item removed 

provided additional support that the item was of poor value and should be removed from 

the scale. 

Since the CSQTE calculates two separate scale scores for monitoring and 

blunting, as opposed to an overall test score, item-total correlations and alpha were 

calculated for each scale of items separately. For clarification purposes, when referring to 

any item on the scales, each are labelled by situation number, then item letter. For 

example, for question 'A' in Situation 1 the label would be S 1 A. 

Item Means and Standard Deviations: Items on a scale should measure a range of 

answers from participants, therefore tapping in to the natural variability that occurs in a 
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deviations, as well as response histograms, were examined. 
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Construe/ Validity Analyses: To explore the construct validity of the CSQTE, the 

convergence with matching criterion measures of monitoring and blunting and with 

measures of subjective stress/distress, and divergence with non-matching criterion 

measures of monitoring and blunting were investigated. Convergence was investigated 

through correlations between the monitoring and blunting scales ofthe CSQTE and the 

CSQSS, MBSS, and IES. Divergence was investigated with correlations between the two 

scales of CSQTE and the SIAS. Table 10 contains the bivariate correlations between the 

two scales of the CSQTE with each of these measures. It should be noted that 

correlations are presented from a small clinical sample size and, as such, strong 

conclusions cannot be drawn. 
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Results 

CSQTE Data Analysis 

Descriptive Statistics: Table 1 contains the percentages of participants who stated 

they had experienced each of the 12 events listed on the questionnaire. 

Table 1 

Frequencies ofTraumatic Event Experience 

Traumatic Event 

Physical Abuse 

Sexual Harassment 

Loss of Child 

Loss of Parent 

Violent Crime 

Automotive Accident 

A TV /Snowmobile/Boating Accident 

Homicide 

Other 

Combat 

Natural/Manmade Disaster 

N 

8 

7 

3 

3 

2 

2 

2 

0 

0 

Percentage (%) 

72.7 

63.7 

27.3 

27.3 

18.2 

18.2 

18.2 

9.1 

9.1 

0.0 

0.0 

Note. Total numbers exceed participant numbers since some participants endorsed more 

than one option. 

As can be seen, most participants endorsed more than one traumatic event; 

therefore, for each single event, the number is out of the 11 participants. As can be seen 

from Table 1, in order of highest to lowest percentage of reported experiences, the two 

most frequently experienced events were physical abuse (72. 7%) and sexual harassment 
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(63.7%). To a lesser extent, participants experienced loss of a parent (27.3%) and loss of 

a child (27.3%). The events with the next highest percentage rates were automotive 

accidents (18.2%) and A TV/snowmobiling/boating accidents (18.2%). Lastly, 

participants reported experiencing homicide (9.1 %) and other (9.1 %). No participants 

reported experiencing combat or natural/manmade disasters. 

Item Reliability Analyses 

Blunting Scale Item Analysis: Reliability analyses were conducted for the 20 

blunting items on the CSQTE. Overall, alpha for the initial 20 items of the blunting scale 

was 0.864. Table 2 contains item-total correlations and change in alpha if item removed 

for each of the 20 blunting scale items. 

Items S2C and S4E both have alpha levels less than 0.1, as such these items were 

removed from the CSQTE blunting scale. Alpha also increased with each of these items 

deleted, therefore adding additional support for their removal. Item S2C was removed 

first, since its item-total correlation value was a larger negative value then S4E. 

Furthermore, by removing S2C first, this allowed for exploration of whether the item­

total correlation value of S4E may change. Alpha also increased when items S30 and 

S6A were removed; however, item-total correlations for these items are well above the 

cut-off score of 0.1 and were not removed. 

With item S2C removed, the overall alpha for the blunting scale increased to 

0.877. Table 3 contains item-total correlations and change in alpha for each of the 

remaining 19 items on the blunting scale of the CSQTE. The item-total correlation value 

for item S4E decreased further with the removal of item S2C and still violated the 0.1 cut­

off. 
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Table 2 

Item-Total Correlations and Alphafor Initial 20 Blunting Scale Items 

Item Item-Total Correlation Alpha if 
I tern Deleted 

SlA .63 .851 

SIB .38 .861 

SIC .81 .847 

S2A .64 .85 I 

S2B .86 .841 

S2C -.17 .877 

S30 .22 .865 

S3E .50 .857 

S4D .63 .852 

S4E -.05 .873 

S4F .45 .859 

S5A .64 .850 

S5B .35 .862 

sse .46 .859 

S6A .24 .865 

S6B .60 .853 

S6C .36 .862 

S7D .33 .863 

S7E .66 .853 

S7F .54 .855 

ole. Balded items indicate violation of the item-total correlation cut-off of 0. I and an 

increase in alpha if item deleted. 



Table 3 

Item-Total Correlations and Alpha for I9 Blunting Scale Items (Item S2C removed) 

Item Item-Total Correlation Alpha if 
Item Deleted 

SIA .62 .867 

SIB .37 .876 

SIC .80 .862 

S2A .65 .865 

S2B .87 .856 

S30 .22 .879 

S3E .53 .870 

S40 .64 .867 

S4E -.10 .888 

S4F .47 .872 

SSA .65 .865 

SSB .32 .877 

sse .47 .873 

S6A .25 .879 

S6B .60 .867 

S6C .37 .876 

S70 .35 .877 

S7E .67 .867 

S7F .55 .869 

Note. Balded items indicate violation of the item-total correlation cut-off of 0.1 and an 

increase in alpha if item deleted. 
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The value of alpha also increased when item S4E is removed, adding additional 

support for removing the item. No other item total-correlation value changed to the point 

of violating the cut-off. However, alpha increased again when items S3D and S6A were 

removed, though the item-total correlation values were still above the cut-off. Therefore, 

these items were retained. 

Reliability analyses were conducted again with both S2C and S4E removed. The 

overall alpha value of .888 was found for the blunting scale. Table 4 contains the item­

total correlations and change in alpha for the remaining 18 items on the blunting scale of 

the CSQTE. All remaining 18 items were above the item-total correlation cut-off of 0.1 

and deemed reliable items for the blunting scale of the CSQTE. Items S 1 B, S3D, S5B, 

S6A and S6C resulted in an increase in the overall alpha value when each item was 

removed; however, because the increases were minimal this value was not used as criteria 

for removal of an item but rather as support in addition to item-total correlation values. 

See Appendix I for a list of the remaining 18 items considered usable for the blunting 

scale of the CSQTE. 

Monitoring Scale Item Analysis 

Reliability analyses were also conducted for the 21 monitoring scale items to 

identify items not sufficient for use on the CSQTE. For these initial 21 items, the scale' s 

reliability based on alpha was 0.819. 

Table 5 contains the item-total correlations and change in alpha if item deleted for 

the 21 monitoring scale items. Items S 1 D and S7B both violated the 0.1 cut-off score; 

therefore, each were removed. Each item also resulted in an increase in alpha when 
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Table 4 

Item-Total Correlations and Alpha for 18 Blunting Scale Items (Items S2C and S4E 
removed) 

Item Item-Total Correlation Alpha if 
Item Deleted 

SlA .63 879 

SIB .34 .889 

SIC .79 .875 

S2A .68 .877 

S2B .87 .869 

S3D .20 .890 

S3E .54 .882 

S4D .65 .879 

S4F .49 .884 

S5A .64 .878 

S5B .27 .891 

sse .51 .883 

S6A .24 .890 

S6B .60 .880 

S6C .35 .889 

S7D .37 .888 

S7E .68 .879 

S7F .59 .880 

Note. Bolded items indicate an increase in alpha if item deleted. 



Table 5 

Item-Total Correlations and Alpha for Initial 21 Monitoring Scale Items 

Item Item-Total Correlation Alpha if 
Item Deleted 

SID -.06 .830 

SlE .40 .810 

SlF .32 .815 

S2D .33 .815 

S2E .76 .791 

S2F .26 .817 

S3A .33 .815 

S3B .70 .796 

S3C .35 .813 

S4A .52 .805 

S4B .36 .813 

S4C .56 .803 

SSD .56 .802 

SSE .78 .787 

SSF .64 .797 

S6D .21 .821 

S6E .11 .826 

S6F .18 .821 

S7A .48 .809 

S7B .00 .824 

S7C .19 .822 

Note. Bolded items indicate violation of the item-total correlation cut-off of 0.1 and an 

increase in alpha if item deleted. 

27 



28 

deleted, showing additional support for each item's removal. However, since item SID's 

item-total correlation value was of a lesser value then S7B, this item was removed first. 

This was done to explore whether or not item S7B's value would change to above the cut­

off after removing item SID. Items S6D, S6E, S6F and S7C also resulted in an increase 

in alpha after removal; however, since item-total correlations for each item did not violate 

the cut-off, this was not considered sufficient evidence for each item's removal. 

Once item SID was removed, reliability analyses were conducted again for the 

remaining 20 items. This resulted in an overall alpha value of 0.830 for the monitoring 

scale, an increase from the previous value. Table 6 contains the item-total correlations 

and change in alpha values for the remaining 20 items of the monitoring scale, with item 

S 1 D removed. Item S7B' s item-total correlation value increased with the removal of item 

SID; however, this increase was not large enough to place it above the cut-off score. 

Alpha also increased when item S7B was removed and thus, it was deleted. Item-total 

correlation for S6E also decreased to below the cut-off of O.I when item SID was 

removed. Item S6E also resulted in an increase in alpha when removed and was deleted. 

Items S6D, S6F and S7C resulted in increased alpha levels upon removal, however, item­

total correlations were still above 0.1. As such, these items remained in the monitoring 

scale. 

After items S7B and S6E were removed, reliability analyses were conducted for 

the remaining 18 items. Alpha for the monitoring scale increased from a value of 0.830 to 

a value of0.845. Table 7 contains the item-total correlations and change in alpha for the 

remaining 18 items ofthe monitoring scale. Al118 items were above 0.1 and considered 

reliable items for the CSQTE. Items S6D, S6F and S7C resulted in an increased alpha 

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 



Table 6 

Item-Total Correlations and Alpha.for 20 Monitoring Scale Items (Item Sf D removed) 

Item Item-Total Correlation Alpha if 
Item Deleted 

SlE .40 .823 

SlF .35 .826 

S20 .27 .830 

S2E .80 .802 

S2F .29 .828 

S3A .37 .826 

S3B .67 .810 

S3C .36 .825 

S4A .52 .818 

S4B .36 .825 

S4C .59 .814 

S5D .58 .814 

SSE .78 .801 

S5F .62 .810 

S6D .20 .834 

S6E .09 .839 

S6F .18 .834 

S7A .47 .822 

S7B .02 .835 

S7C .19 .835 

Note. Bolded items indicate violation of the item-total correlation cut-off of 0.1 and an 

increase in alpha if item deleted. 
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Table 7 

Item-Total Correlations and Alpha for 18 Monitoring Scale Items (Items Sl D, S6E and 
S7 B removed) 

Item 

S1E 

S1F 

S2D 

S2E 

S2F 

S3A 

S3B 

S3C 

S4A 

S4B 

S4C 

S5D 

SSE 

S5F 

S6D 

S6F 

S7A 

S7C 

Item-Total Correlation 

.46 

.36 

.33 

.83 

.31 

.30 

.68 

.32 

.48 

.35 

.57 

.57 

.83 

.64 

.11 

.18 

.44 

.28 

Alpha if 
Item Deleted 

.836 

.841 

.843 

.817 

.842 

.843 

.825 

.842 

.835 

.841 

.831 

.830 

.814 

.826 

.854 

.849 

.838 

.846 

Note. Bolded items indicate an increase in alpha if item deleted. 
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level after removal; however, this was still not sufficient support to remove the items and 

each were still included in the monitoring scale of the CSQTE. See Appendix I for a list 

of the 18 items which are considered useful for the monitoring scale of the CSQTE 
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Item Means and Standard Deviations 

Each item on the CSQTE is rated on a 5-point Likert scale where I = probably not 

use and 5 = definitely use. Item means and standard deviations for the items in the 

blunting scale of the CSQTE are contained in Table 8. As can be seen, the item with the 

highest mean was item S3D (M = 4.55) of the blunting scale, which also had the lowest 

standard deviation (SD = 0.52). Upon further exploration, participants all endorsed 

'probably use' and 'definitely use' on item S3D, showing a ceiling effect for this item, 

which is Jess than ideal. Inspection of response distribution histograms for each item also 

indicated that item S5A (M = 3.91, SD = 1.86) of the blunting scale revealed limited 

variation in responses among participants. For this item, all participants answered 

'definitely not use' or 'definitely use'. While this evidence may support removing these 

items they were not removed during these analyses since the participant size was very 

small, therefore limiting the ability to make sound conclusions. These items should be 

looked at further in future studies. 

Table 9 contains the means and standard deviations for the items of the 

monitoring scale. As can be seen from the table, the item with the highest mean was item 

S3A (M = 4.09) of the monitoring scale, which also exhibits the lowest standard deviation 

(SD = 0.831 ). This shows a ceiling effect, or reduced response variability, for this item. In 

other words participants ' responses to this item were all very similar which indicates that 

the item may not measure the differences which naturally occur within a population. 
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Table 8 

Means and Standard Deviations for the Blunting Scale Items of the CSQTE (N = II) 

Item Mean Standard Deviations 

SlA 3.45 1.57 

SIB 2.64 1.69 

SIC 3.64 1.29 

S2A 4.09 1.58 

S2B 3.64 1.69 

S30 4.55 0.52 

S3E 3.18 1.60 

S4D 3.82 1.40 

S4F 3.27 1.62 

S5A 3.91 1.87 

S5B 3.73 1.56 

sse 3.00 1.95 

S6A 4.45 1.21 

S6B 3.91 1.58 

S6C 2.98 1.61 

S7D 3.18 1.66 

S7E 4.18 1.17 

S7F 3.45 1.5 I 



Table 9 

Means and Standard Deviations for the Monitoring Scale Items of the CSQTE (N = 11) 

Item Mean Standard Deviation 

SIE 3.73 1.79 

S1F 3.27 1.68 

S2D 2.91 1.76 

S2E 2.82 1.66 

S2F 4.27 1.27 

S3A 4.09 0.83 

S3B 3.18 1.54 

S3C 3.82 1.25 

S4A 3.36 1.50 

S4B 3.18 1.66 

S4C 2.82 1.54 

S5D 3.55 1.81 

SSE 2.91 1.87 

S5F 3.18 1.72 

S6D 3.36 1.80 

S6F 3.36 1.57 

S7A 4.27 1.10 

S7C 3.36 1.80 

Furthermore all participants endorsed ' may use ', 'probably use ', and ' definitely use ' on 

item S3A which shows a ceiling effect for this item as well. Again, this item was not 

removed during this study, since the small, clinical sample size limits the ability to make 

definitive conclusions. 
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Construct Validity Analyses 

With respect to convergent validity, the correlations between the monitoring and 

blunting scales of the CSQTE and the CSQSS were all positive, represented in Table 10. 

Table 10 

Correlations between the CSQTE Monitoring and Blunting Scales and CSQSS, MBSS, 

IES and SIAS (N = I 1) 

CSQTE Monitoring CSQTE Blunting 

CSQSS Monitoring .36 .60 

CSQSS Blunting .52 .55 

MBSS Monitoring -.13 .29 

MBSS Blunting -.42 -.26 

IES Intrusive .37 .60* 

IES A voidance .23 .31 

IES Total .34 .52 

SIAS Total .51 .76* 

MCSD -.68* -.57 

Note. * Correlation is significant at the p < .05 level (2-tailed) 

The CSQSS monitoring scale correlated more strongly with the blunting scale of the 

CSQTE than the monitoring scale ofthe CSQTE. However, comparison of these two 
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correlations through conducting a Meng test (Meng, Rosenthal, & Rubin, 1992), indicated 

that these correlations are not significantly different, p = 0.37. Since these two scales both 

measure reactions to anxiety-provoking situations, positive, moderate correlations are 

expected. 

Additionally, the correlation between the CSQTE blunting scale and the MBSS 

monitoring scale was positive, whereas the correlation between the CSQTE monitoring 

scale and the MBSS monitoring scale was negative. These results are opposite to what 

was expected. It should be noted that the correlation between the MBSS monitoring scale 

and the scales of the CSQTE were found not to be significantly different, p = 0.18. 

Correlations between the MBSS blunting scale and the scales of the CSQTE were both 

found to be negative. 

Correlations with the IES intrusive scale, avoidance scale, and total score were all 

positive. The CSQTE blunting scale correlated significantly with the IES intrusive scale 

at the .05 level. All correlations with the IES subscales were stronger for the CSQTE 

blunting scale than for the monitoring scale, suggesting that the blunting scale is 

measuring aspects of blunting. These results were as expected the IES measures 

subjective stress/distress and since avoidance and intrusiveness are more prominently a 

part of the blunting coping mechanism. 

With respect to divergent validity, correlations with the SIAS were not as 

expected. The CSQTE monitoring and blunting scales were both positively correlated 

with the SIAS and the blunting scale was correlated with the SIAS at the .0 I significance 

level. 
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General Discussion 

The purpose of the present investigation was to develop and validate a scale to 

measure the use of monitoring and blunting by individuals who have experienced a 

traumatic event. It was found that 18 of the 21 initial items from each of the separate 

monitoring and blunting scales of the CSQTE were useful for measuring the coping 

strategies. Furthermore, each scale exhibited good internal consistency, as well as 

convergent validity with the CSQSS and IES. It is evident from this study that individuals 

experiencing trauma-related anxiety do use monitoring and blunting for active coping. 

These results have implications for the usefulness of the CSQTE as a tool for measuring 

monitoring and blunting in relation to experiencing a traumatic event. 

The blunting scale item analysis resulted in two items being removed for violating 

the item-total correlation cut-off of 0.1 , leaving 18 reliable items (one blunting item was 

removed before analysis began). Both items which were removed, S2C and S4E, were 

items with similar content. Specifically, item S2C stated "You stay in the situation, but 

distract yourself to avoid thinking about the traumatic event" and item S4E stated "You 

stay in the environment, but avoid thinking about the traumatic event by distracting 

yourself with other things." Both items are an attempt to explore ' avoidance' and 

' distraction ' response behaviours while remaining in the threatening environment. There 

are three possible reasons why these similar items were not sufficient for use on the 

CSQTE. First, it is possible that the wording of these specific items was not clear enough 

to allow the participant to fully understand what the item meant. This is especially 

possible since there are other items regarding the same content which were not removed 

from the scale. A second possibility is that staying in these threatening situations is not 
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common in the specific situations these items were referring to on the scale. Specifically, 

these two items were placed in the context of taking a walk by yourself and being 

reminded of the traumatic event after seeing, smelling, or hearing something. A third 

possibility is that it is uncommon for individuals who have experienced a traumatic event 

to stay in these situations and distract themselves. Perhaps the common coping 

mechanism for these situations is to remove oneself from the situation completely (i.e., 

more so blunting then monitoring). In future studies, an option for improvement may be 

to remove any items regarding these topics. Conversely, another option would be to try 

several different wordings of the items, perhaps for a panel of both experts and non­

experts. 

The monitoring scale item analysis resulted in three items being removed for 

violating the item-total correlation cut-off of 0.1 , leaving 18 reliable items. All three items 

which were removed, SID, S6E, and S7B, were also similar items. Each item focused on 

the behavioural aspect of monitoring where the individual may aJlow themselves to stay 

in a threatening situation but not allow themselves " to become emotional" as a coping 

mechanism. For example, item S6E stated, "You do not allow yourself to become 

emotional during the actual recollections." Similar to the blunting items, there are at least 

two reasons why this topic was problematic on the monitoring scale. Firstly, since items 

regarding this topic still remain on the monitoring scale, the wording of these three items 

may not have been written clearly enough for the participants to fully understand what the 

items meant. Secondly, it may also be possible that individuals find it difficult to refrain 

from becoming emotional in the three situations in which these items were placed. For 

example, the three items were placed in the context of having dreams about the traumatic 
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event, having upsetting recollections, and being reminded of the event by certain people 

or activities. Future studies could include different wordings of these items, for both a 

panel of experts and non-experts. 

Once all problematic items were removed from the CSQTE, both the monitoring 

and blunting scales of the CSQTE exhibited good internal consistency. Specifically, the 

overall alphas for the monitoring and blunting scales were 0.85 and 0.89 respectively. 

This is a desirable outcome since an alpha of .70 or higher is considered to be satisfactory 

(Vogt, 2007). Furthermore, if the alpha was too high, this may indicate that each scale is 

only measuring a single concept within monitoring and within blunting. In reality, this is 

not the case. As can be seen from the CSQTE, there are many different ways to use both 

monitoring and blunting as coping mechanisms. Therefore, the alpha levels found in this 

study indicate that the scales are measuring the range of differing coping mechanisms that 

are present in the population. 

As hypothesized, the correlations between the monitoring and blunting scales of 

the CSQTE and the CSQSS were all positive. Correlations with the IES intrusive scale, 

avoidance scale, and overall total score were all positive with the CSQTE as well. 

Furthermore, the correlations with the IES were stronger for the blunting scale than the 

monitoring scale. Since intrusiveness is a prominent symptom of trauma-related anxiety 

and avoidance is a major aspect of the blunting coping strategy, this offers support that 

the items on the CSQTE are actually measuring trauma-related monitoring and blunting. 

Therefore, with further development and analyses, the CSQTE will be a useful tool for 

measuring an individual's coping styles and, in turn, assist in creating treatment plans for 

these individuals. 
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Contrary to predictions, however, the correlations with the MBSS were all 

negative, except for correlations with the MBSS monitoring and the CSQTE blunting 

scales. This is an interesting finding because the CSQTE and CSQSS correlated 

positively, and the MBSS and CSQSS were found to correlate positively in past research 

(Mezo et al. , 2005). These results were not as expected since Miller's (1987) MBSS is 

meant to measure monitoring and blunting in a very general sense; therefore, moderate, 

positive correlations were expected between scales measuring the same construct 

(monitoring or blunting). However, this result may be tapping into something similar to 

what Solomon et al. (1989) found in past research regarding individuals experiencing 

war-related trauma anxiety, which was the opposite results to what Miller's (1987) theory 

would have predicted. Specifically, Miller's theory assumes that the use of monitoring as 

a general primary coping strategy would result in more distress before, during, and after 

an event (Miller, 1979). In contrast, Solomon et al (1989) found that monitoring as a 

primary coping strategy from trauma-related anxiety would result in less distress. 

Therefore, it is possible that the usefulness of a coping strategy is different for specific 

anxieties, such as those related to trauma. As such, Miller' s general measure of anxiety 

may not be useful for measuring trauma-related monitoring and blunting 

With respect to divergent validity, correlations with the SIAS were not as 

expected. That is, the CSQTE monitoring and blunting scales were correlated positively 

with the SIAS. This is likely because social anxiety can play a large part in how an 

individual copes with a traumatic event. If the individual primarily uses blunting, they 

may avoid social situations. In hindsight, the SIAS was possibly not a good tool to use to 
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measure divergent validity because it is probable that participants were also experiencing 

social anxiety or avoidance as a result of their experiences. 

The CSQTE has the potential to be a useful tool for understanding the coping 

strategies an individual uses after experiencing a traumatic event. It is important to 

understand that, while the DSM-IV TR was used in the creation of the CSQTE, it is not 

intended to be used as a diagnostic tool like the DSM-IV TR. The DSM-IV TR is a tool 

that health professionals use to determine whether or not an individual meets the criteria 

to be diagnosed with a psychological disorder; for example, schizophrenia, obsessive 

compulsive disorder, or post-traumatic stress disorder. On the other hand, once validated 

with future studies, the CSQTE may be able to be used to measure whether an individual 

who has experienced a traumatic event (and may or may not be diagnosed with PTSD) 

uses monitoring or blunting as their primary coping strategy and, in what type of 

situations they may use one strategy more than the other. This type of information can be 

very useful for health care professionals who are treating individuals who have 

experienced traumatic events. 

Health care professionals often create specified treatment plans for their individual 

patients since each patient differs on many levels. For example, patients may differ in the 

severity of their experiences, reactions, and ability to adapt to treatment. They also differ 

in their abilities to cope and their mechanisms of coping. Therefore, having knowledge of 

how each individual copes in different anxiety-provoking situations will further allow 

these professionals to specify an individual ' s treatment plan. Refer to the earlier example 

of Jane, a victim of sexual assault. If Jane were seeking medical advice from a health 

professional after her experiences, the doctor may decide to give her a battery of 
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interviews and tests, which may include the CSQTE. After Jane takes the tests, her health 

professional may begin to create a treatment plan designed only for her. If Jane's CSQTE 

test results explained that she primarily used blunting as her coping strategy, her health 

professional may include this in the treatment plan. Jane, for example, may have a 

tendency to avoid being alone with men, or she may avoid talking with friends and family 

about her experiences because she is afraid of becoming emotional. Jane's health 

professional may take these behaviours into account and may not ask Jane to talk to her 

friends and family, but rather to write in a journal where she can start writing whenever 

she wants, and stop whenever she feels too emotional. Conversely, if Jane's CSQTE 

results indicated that she primarily used monitoring as her coping strategy; her health 

professional would include this in the treatment plan. Jane may have a tendency to stop 

herself from becoming emotional or she may constantly scan her environment and, as a 

result, Jane' s health professional may ask Jane to allow herself to express her emotions, 

perhaps alone at first and then with family and friends. Often individuals such as Jane 

would not recognize that their behaviours can be a result of their experiences; therefore, a 

scale like the CSQTE can help make the individual more self-aware as well. 

Once validated, this measure may be able to be used to assess coping strategies 

used by individuals who have experienced a traumatic event and, as a result, this measure 

will facilitate more specific treatment plans for these individuals. Research using the 

CSQTE may help to find reasons that may account for the differences between Miller' s 

( 1979) theory of monitoring and blunting and the findings by Solomon et al. ( 1989). In 

addition, the current study can further the knowledge of the application and usefulness of 

monitoring and blunting in evaluating coping strategies and will aid in showing how these 



strategies are used in traumatic situations. This study can give further understanding of 

the experiences these individuals endure and assist in explaining why they exhibit such 

behaviours as avoidance, heightened arousal, or low affect (Beckham eta!., 2003). 
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With this knowledge, and the developed questionnaire, it may be possible that 

more targeted treatment plans can be implemented for individuals who have experienced 

a traumatic event. For example, individuals who primarily use monitoring as a coping 

strategy tend to cope by constantly seeking out (monitoring) safety from threatening 

situations, whereas those who use blunting as their primary coping strategy tend to cope 

by avoiding and escaping threatening situations. Having an instrument which can allow a 

health professional to know which coping strategy an individual primarily uses will allow 

the professional to target the treatment plan to include, and work with, the individual's 

coping style. 

Limitations 

There are at least four limitations ofthis study. The first issue relates to the small 

sample size. Collecting data from clinical populations is often very difficult and, with 

time constraints, the population size available for this study was unfortunately very small. 

However, this study was a pilot investigation of an initial pool of items used to create the 

CSQTE. Therefore, the small sample size was considered sufficient for the purposes of 

this study. Future studies which replicate the current study, and studies which may look 

deeper into the specific aspects of the CSQTE using a larger sample size are needed. 

Further to this, the second issue regards the recruitment process. While a clinical 

population can be chosen at random, given the constraints of data collection for the 
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current study, the participants were not chosen at random. Rather, participants had to be 

chosen on the basis of whether they fit the criteria for this study. 

A third limitation regards question S3F, a blunting item, which was not answered 

by 6 of the 11 participants. This item was removed before any analyses were conducted. 

It is believed that the low response rate was a result of a photocopying error, since the 

item was very difficult to see at the top of one of the questionnaire pages. It is unknown 

whether this item would have been a useful addition to the blunting scale of the CSQTE; 

therefore it is suggested for future studies, that this item be used again to test its 

reliability. It should also be ensured that the questionnaire packets are as easy to read as is 

possible. 

Lastly, a fourth limitation of this study was the use of the SIAS for divergent 

validity. This measure was chosen initially because it was not a measure of trauma, 

monitoring, or blunting. However, perhaps a measure of social anxiety would not be 

useful for divergent validity, especially with such small sample numbers, since social 

anxiety and trauma-related anxiety may overlap. For example, individuals experiencing 

anxiety in reaction to a traumatic event may avoid certain situations or places, or crowds 

of people which remind them ofthe traumatic event. Therefore, the individual may 

exhibit some symptoms of social anxiety as well. Furthermore, since the participants may 

or may not have been primarily seeking medical advice as a result of experiencing a 

traumatic event, the participants may also have had comorbid diagnoses of social anxiety. 

Future studies should involve a measure that is more useful for exploring divergent 

validity, such as a measure of attitude; for example, attitudes toward ethical activity, 

sexuality, or religiosity. 
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Future Directions 

Future research on the CSQTE should focus on gathering more data to support its 

reliability and validity. Studies may include another item analysis with more items used to 

replace those that were removed. As mentioned earlier, the items may be reworded to 

make it clear what is meant by each item. Another measure, or two, should be used in 

place of the SIAS to explore divergent validity again. Furthermore, to explore convergent 

validity, the MBSS and CSQSS should be included again to test whether larger 

population sizes, with more random sampling, will change the results. 

The CSQTE can also be used in future research to measure normative data 

regarding the usefulness and prevalence of coping strategies in the population. As a 

result, the general and scientific populations will have a better understanding of how and 

why individuals cope with situations the way that they do. It would also be useful to use a 

measure which would explore the effectiveness of the participant's coping strategy. Since 

this measure, once validated, can be used to facilitate treatment plans, knowing what 

coping strategy, on average, results in less trauma-related psychopathology, would be 

very useful. 

It is clear from this study that individuals experiencing anxiety as a result of a 

traumatic event do, in fact, use monitoring and blunting as active coping methods. As 

such, having a measure that can allow health professionals to understand how their clients 

cope would be very useful. This information can help create treatment plans for 

individuals to help resolve their psychological distress, as well as give themselves, their 

health professional, and the general population a better understanding of the experiences 

these individuals endure. 
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Appendix A 

Informed Consent Form 



Assessing the Use of Monitoring and Blunting Coping Strategies by 
Individuals Who Have Experienced a Traumatic Event. 

Investigators: Erin M. Broderick, Dr. Peter G. Mezo, Dr. Jennifer Stapleton 

Sponsor: Department of Psychology, Memorial University ofNewfoundland 
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You have been invited to take part in a research study. It is up to you to decide whether 
to be in the study or not. Before you decide, you need to understand what the study is for, 
what risks you might take and what benefits you might receive. This information sheet 
explains the study. 
The researchers wi II : 
• discuss the study with you 
• answer your questions 
• keep confidential any information which could identify you personally 
• be available during the study to deal with problems and answer questions 

If you decide not to take part or to leave the study this will not affect your usual health care. 

The purpose of this study is to validate a questionnaire which was developed to assess 
coping methods used by individuals who have experienced a traumatic event. Having this 
questionnaire will allow a medical professional to know which coping method an 
individual uses most often. The questionnaire will allow the professional to apply a more 
targeted treatment plan for that individual. It is not known whether this study will benefit 
you specifically. 
This study is being conducted for completion of a Masters degree in Experimental 
Psychology at Memorial University ofNewfoundland. It will involve voluntarily 
completing a packet of six short questionnaires. The questionnaire packet will take 
approximately 15 minutes to complete. Once you have completed the questionnaires, you 
will not be contacted again. 
Please be aware that your participation in this study is completely voluntary and you are 
free to withdraw at any time and remove any data you may have contributed. After 
reading this information sheet, if you would like to participate in this study please 
complete the six questionnaires. Completing the questionnaire packet and returning it to 
your medical professional gives us your consent to be in this study. When you consent to 
participate in this study, you do not give up your legal rights. Researchers involved in 
this study still have their legal and professional responsibilities. Please do not place any 
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identifying marks on any of the pages so your answers cannot be identified. To ensure 
that individual information cannot be identified the information obtained from this study 
will be analyzed and reported on a group basis. 
After you have completed the questionnaires, if you feel you would like to speak to 
someone, your medical professional is available for consult. You can also contact the 
Newfoundland and Labrador Help Line at 1-888-899-4357 (HELP) at any time. 
If you have any questions about taking part in this study, you can meet with the 
investigator who is in charge of the study at this institution. That person is: 

Erin M. Broderick at 1-709-737-8876 

Or you can talk to someone who is not involved with the study at all, but can advise you on 
your rights as a participant in a research study. This person can be reached through: 

Office of the Human Investie;ation Committee (lllC) at 709-777-6974 
Email: hic@mun.ca 
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Appendix B 

Coping Styles Questionnaire for Traumatic Events 



Participant #: 

Coping Styles Questionnaire for Traumatic 
Events 

Section 1: 

What is your age? ____ _ 

What is your gender? Male Female 

Section II: 
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The following questionnaire is designed to assess one' s reactions to stressful situations 
in the context of having experienced a traumatic event. Have you ever experienced, 
witnessed, or been confronted with one or more events that involved actual or threatened 
death, serious injury, or cruel, inhuman, or degrading treatment for yourself or others? 

Yes No 

If yes, please continue to complete the following questionnaire. 

Did your experience include you witnessing or being involved in any of the following? 
(If you have experienced multiple traumatic events, please choose the most recent) 

Sexual Harassment Combat Workplace Accident_ 
Violent Crime Physical Abuse_ Loss of Parent 
Loss of Child Natural/Manmade Disaster Homicide 
Automotive Accident ATV /Snowmobile/Boating Accident_ 
Other (please specify) ________ _ 

Did your response to this situation include: 

Intense fear? Yes No 
Helplessness? Yes No 
Horror? Yes No 



Section Ill: 

Please read the following scenarios and imagine yourself experiencing them. 
Following each scenario are statements 

regarding coping strategies for each situation. Please rate how likely you would be 
to use each strategy as honestly 

and accurately as possible using the following scale: 

1 = Definitely would not use this strategy 
2 = Probably would not use this strategy 
3 = May not use this strategy 
4 = Probably would use this strategy 
5 = Definitely would use this strategy 

Situation 1: You find yourself constantly having 
dreams about the traumatic event. 

A You try to think of other things before falling asleep 
(i.e your day, 
upcoming events). 

8 You avoid discussing your dreams with other 
people. 

c You keep yourself occupied to avoid thinking about 
your dreams throughout the day. 

D You allow yourself to discuss your dreams with 
others, but do not allow yourself to become 
emotional while doing so. 

E You attempt to find ways to avoid having the 
dreams again. 

F You allow yourself to think about and discuss your 
dreams, but are consciously prepared to leave 
the conversation if you become too emotional. 
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Situation 2: You are going about your daily activities when you find yourself in a 
situation where you see, smell, or hear something that makes you fee/like the 
traumatic event is happening all over again. 

A You immediately remove yourself from the 1 2 3 4 5 
situation. 

B You avoid the sight, smell or sound in the future. 1 2 3 4 5 

c You stay in the situation, but distract yourself to 1 2 3 4 5 
avoid thinking about the traumatic event. 

D You stay in the situation, but you do not allow 1 2 3 4 5 
yourself to become emotional. 

E You stay in the situation, but ensure that you know 1 2 3 4 5 
a way to leave; in case it may become too difficult 
to stay. 

F You find ways to help you avoid the situation in the 1 2 3 4 5 
future. 

Situation 3: You are having a heated discussion with someone when you start to 
become very emotional. 

A You pay attention to the situation so you can 2 3 4 5 
ensure to avoid it in the future. 

8 You keep talking to the person but you do not allow 1 2 3 4 5 
yourself to become emotional again. 

c You keep talking to the person but ensure that you 1 2 3 4 5 
have a way to leave if the need arises. 

D You change the subject of the discussion. 1 2 3 4 5 

E You completely leave the situation immediately. 1 2 3 4 5 

F You stop talking to the person. 1 2 3 4 5 

Situation 4: You are taking a walk by yourself when you find you are in an 
environment that reminds you of the traumatic event. 

A You stay in the environment but ensure that you 1 2 3 4 5 
know a quick route to leave. 

8 You stay in the environment but you do not allow 1 2 3 4 5 
yourself to become emotional while there. 
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c You study the environment to ensure you will not 1 2 3 4 5 
be in that type of environment again. 

D You avoid the environment and other similar 1 2 3 4 5 
environments in the future. 

E You stay in the environment but avoid thinking 1 2 3 4 5 
about the traumatic event by distracting yourself 
with other things. 

F You quickly leave the environment. 1 2 3 4 5 

Situation 5: You are asked by a friend or family member to talk about the 
traumatic event. 

A You avoid the conversation completely. 1 2 3 4 5 

B You distract yourself during the conversation; for 1 2 3 4 5 
example, by having a drink or thinking of other 
things. 

c You avoid that friend or family member in the 1 2 3 4 5 
future. 

D You have the conversation but ensure you have a 1 2 3 4 5 
reason to leave if the need arises. 

E You pay attention to the friend, family member, and 1 2 3 4 5 
situation to ensure that you do not find yourself 
in this situation in the future. 

F You have the conversation but do not allow 1 2 3 4 5 
yourself to become emotional during it. 

Situation 6: You experience upsetting recollections of the traumatic event (for 
example thoughts and images). 

A You avoid telling anyone about the recollections 1 2 3 4 5 
and try to forget them. 

B You avoid situations that may trigger the 1 2 3 4 5 
recollections. 

c You take medications/alcohol/drugs to try to forget 1 2 3 4 5 
about the traumatic event and the recollections. 

D You allow yourself to talk about the recollections 1 2 3 4 5 
with others but stay emotionless while doing 
so. 
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E You do not allow yourself to become emotional 1 2 3 4 5 
during the actual recollections. 

You try to understand what caused the 1 2 3 ' 5 
recollections to enable you to avoid them in the 
future. 

Situation 7: You realize that certain people or activities remind you of the 
traumatic event 

A You allow yourself to interact with these people or 1 2 a ' 5 
engage in these activities, but you always 
ensure you have a way to remove yourself from 
the situation if the need arises. 

8 You do not avoid the people or activities, but you 1 2 3 4 5 
do not allow yourself to become emotional around 
them. 

c You try to understand the situations so that you will 1 2 a 4 5 
not experience these activities or see these 
people in the future. 

D You completely avoid these people or activities. 1 2 3 4 5 

E When you find yourself in a situation with these 1 2 3 ' 5 
people or activities you constantly distract 
yourself. 

F You avoid talking or thinking about these people or 1 2 3 4 5 
activities in the future. 
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Appendix C 

DSM-IV-TR Diagnostic Criteria for PTSD 
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A. The person has been exposed to a traumatic event in which both of the following 
have been present: 

(1) the person experienced, witnessed, or was 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 

(2) the person's response involved intense fear, helplessness, or horror. 

B. The traumatic event is persistently reexperienced in one (or more) of the 
following ways: 

(1) recurrent and intrusive distressing recollections of the event, including images, 
thoughts, or perceptions. 

(2) recurrent distressing dreams of the event. 

(3) acting or feeling as if the traumatic event were recurring (includes a sense of reliving 
the experience, illusions, hallucinations, and dissociative flashback episodes, including 
those that occur upon awakening or when intoxicated). 

(4) intense psychological distress at exposure to internal or external cues that symbolize 
or resemble an aspect of the traumatic event. 

(5) physiological reactivity on .exposure to internal or external cues that symbolize or 
resemble an aspect of the traumatic event. 

C. Persistent avoidance of stimuli associated with the trauma and numbing of 
general responsiveness (not present before the trauma), as indicated by three (or 
more) of the following: 

(1) efforts to avoid thoughts, feelings, or conversations associated with the trauma 

(2) efforts to avoid activities, places, or people that arouse recollections of the trauma 

(3) inability to recall an important aspect of the trauma 

( 4) markedly diminished interest or participation in significant activities 

(5) feeling of detachment or estrangement from others 



(6) restricted range of affect (e.g., unable to have loving feelings) 

(7) sense of a foreshortened future (e.g., does not expect to have a career, marriage, 
children, or a normal life span) 

D. Persistent symptoms of increased arousal (not present before the trauma), as 
indicated by two (or more) of the following: 

(1) difficulty falling or staying asleep 
(2) irritability or outbursts of anger 
(3) difficulty concentrating 
(4) hypervigilance 
(5) exaggerated startle response 

60 

E. Duration of the disturbance (symptoms in Criteria B, C, and D) is more than one 
month. 

F. The disturbance causes clinically significant distress or impairment in social, 
occupational, or other important areas of functioning. 
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Appendix 0 

Coping Styles Questionnaire for Social Situations 



Participant #: 

Coping Styles Questionnaire for Social 
Situations 

Situation #1: Imagine that a friend set you up on a blind date. You are really hoping this 
works out. Below are a number of coping strategies that could be used to cope with this 
situation. Rate how likely you would be to use each strategy to cope with the situation 
described above. Using the following scale, circle the number (ranging from 0 to 4) indicating 
your response in the space provided after each item ('a' through 'f). 

0 = Definitely Not Use 
I = Probably Not Use 0 -o C1) 

~ 0 -o c 
2 = May Use :::1 tT 0 ID 

~ Dl 3: :::!! 

3 = Probably Use C1) tT Dl tT S: -< -< '< Dl 
tT ID 

4 = Definitely Use z z c -< -< 
2. "' 0 ID c c - c "' "' c "' 

ID ID 
Ill ID 
C1) 

a. Before the date, I would try and find out a lot of 0 1 2 I 4 

information about the other person. 

b. During the date, I would seek reassurance from the 0 1 2 3 4 
person to see if he or she is enjoying him or herself. 

c. After the date, I would call the friend for information 0 1 2 3 4 

on how the date went and what the person thought 
of me. 

d. Before the date, I would try not to think about it. 0 1 2 3 4 

e. After the date, I would discourage my friend from 0 1 2 a 4 
discussing the date. 

f. During the date I would distract myself from feeling 0 1 2 3 4 
too nervous by having a drink or thinking of other 
things. 

i ~ ~ z 
~ 

0 
ID cC -Dl 3 -< ~ 

=r -ID ~ ~ -< -< 
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How anxious, fearful or nervous would you expect to 0 1 2 3 4 

be in this situation? 

How likely would you be to avoid this situation? 0 1 2 3 4 

How frequently do you find yourself in this situation? 0 1 2 3 4 

Situation #2: Imagine going to a party given by a co-worker/classmate. There will be a lot of 
people you don't know. Below are a number of coping strategies that could be used to cope 
with this situation. Rate how likely you would be to use each strategy to cope with the situation 
described above. Using the following scale, circle the number (ranging from 0 to 4) indicating 
your response in the space provided after each item ('a' through 'f). 

:i' "l "V :i' :!I 
::1 2' a ::I' f = Ill r:r 2' ::1 

-< .::c '< ::I' r:r Ill 
z z c: .::c -< "' 2. 2. Ill c: c: 
c: c: "' "' Ill Ill 

"' "' Ill Ill 

a. Before the party I would call my co-worker or 0 2 3 4 
classmate and see who else would be at the party. 

b. When meeting new people at the party, I would try 0 1 2 3 
and read their responses (e.g., how they look, what 
they say) to see if they are enjoying talking to me. 

c. After the party, I would replay events to see if I made 0 1 2 3 4 
a good impression on others. 

d. During the party, I would not pay attention to how 0 1 2 3 4 
others are reacting to me. 

e. Before the party, I would avoid talking about it very 0 1 2 3 4 
much to my co-worker or classmate. 

f. The next day at work/school I would steer the 0 1 2 
conversation with my co-worker or classmate away 
from last night's party. 

m 3: z 
~ 0 ~ 

~ 
a. 2. ;;; Ill .a· 

3 -< Al ;?; ~ 
Ill c:; .;:: ~ .;:: .;:: 

How anxious, fearful or nervous would you expect to 0 1 2 3 4 
be in this situation? 



How likely would you be to avoid this situation? 0 1 2 3 • 
How frequently do you find yourself in this situation? 0 1 2 3 4 

Situation #3: Imagine that the day before attending a large family gathering you are asked to 
give a toast before dinner. Below are a number of coping strategies that could be used to cope 
with this situation. Rate how likely you would be to use each strategy to cope with the situation 
described above. Using the following scale, circle the number (ranging from 0 to 4) indicating 
your response in the space provided after each item ('a' through ' f). 

c "tJ 
Ill 0 "tJ c :::!! 
::J C'" 0 Ill 
;:;: Col 3: :::!! 
Ill C'" Col C'" ::J 

-< -< '< Col ;:;: 
C'" Ill 

z z c:: -< -< "' 0 ~ Ill c:: c:: -c:: c:: "' "' Ill Ill 

I would purposely have an extra drink just before the "' "' a. Ill Ill 

toast. 

b. I would try not to think about it beforehand. 0 1 2 3 • 
c. I would carefully plan every aspect of the toast I 1 2 I 4 

beforehand. 

d. During the toast, I would pay close attention to 0 1 2 3 • 
people's reactions to what I say. 

e. After, I would ask a close family member how I did I 1 2 3 4 
and if they thought the toast was a success. 

f. Afterward, I would avoid bringing up the topic of the 0 1 2 3 • 
toast, to avoid hearing other people's reactions. 

~ 
3C z 0 ~ 

~ 
a. ~ 
01» ur 

!!1. 3 -< i ~ Ill 01» ~ -< -< 

How anxious, fearful or nervous would you expect to 0 1 2 3 • 
be in this situation? 

How likely would you be to avoid this situation? I 1 2 I 

How frequently do you find yourself in this situation? 0 1 2 3 • 
Situation #4: Imagine that you have to give a very important, 30 minute, formal presentation at 
work or school. Below are a number of coping strategies that could be used to cope with this 
situation. Rate how likely you would be to use each strategy to cope with the situation 
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described above. Using the following scale, circle the number (ranging from 0 to 4) indicating 
your response in the space provided after each item ('a' through 'f'). 

~ ~ ., 
~ ~ go ! a :::.: .. c:r go ~ 

-< -< '< ::a: c:r 
~ z z c: -< Ill 

~ ~ .. c: c: 

f c: = 
Ill 

: .. 
a. I would avoid eye contact with the people in the 0 2 3 • 

audience because I wouldn't want to see their 
reactions 

b. I would try not to think about the presentation a 1 z a • 
beforehand. 

c. I would try to find out as much as possible about who 0 2 a • 
would be at the presentation. 

d. I would leave the room as quickly as possible after I 1 2 a 4 
the presentation, to avoid having to talk about my 
performance. 

e. I would watch the audience members' faces 0 1 2 3 • 
throughout the presentation, looking for signs of how 
I was doing. 

f. After the presentation I would ask my co-workers or 0 1 z a 
classmates for their reactions to my presentation. 

m 3: z 
~ 0 ~ < a. 2. ;;; "' "' us· 

~ 3 -< ~ =r -"' "' .;: ~ .;: .;: 

How anxious, fearful or nervous would you expect to a 1 z a • 
be in this situation? 

How likely would you be to avoid this situation? 0 2 3 • 
How frequently do you find yourself in this situation? 0 1 z a 4 

Situation #5: Imagine that you are sitting in the middle of a room filled with people listening 
to a presentation or lecture. It is well known that this speaker asks questions of audience 
members. You suspect that you could be called upon to answer a question. Below are a number 
of coping strategies that could be used to cope with this situation. Rate how likely you would 
be to use each strategy to cope with the situation described above. Using the following scale, 
circle the number (ranging from 0 to 4) indicating your response in the space provided after 
each item ('a' through ' f). 

0 -a 
"' a -a 0 :::!1 

S: C" a "' ... 3: :::!1 

"' C" ... C" :::1 
.;: -< '< ... ;: C" 
z z c: .;: .;: 
2. 2. "' "' c: c: 
c: c: "' Ul 

"' "' Ul Ul 

"' "' 
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a. Before the presentation, I would pre-read the lecture 0 1 2 a 4 
notes or seek out information to familiarize myself 
with the content of the presentation in order to 
prepare for any questions that may be directed my 
way. 

b. I would listen carefully during the presentation taking 0 2 3 4 
notes and anticipating possible questions. 

c. If I were asked a question, after the presentation I 0 1 2 a 
would ask other people whether my response was 
okay. 

d. I would avoid thinking about the presentation 0 2 3 4 
beforehand. 

e. I would avoid eye contact with the speaker or 0 1 2 I 4 
instructor. 

f. I would leave quickly after the presentation to avoid 0 2 3 4 
finding out what others thought of my response. 

~ ~ (I) z 

3 
Q. 

~ a Cil Ill 
~ 3 i ::r 

Ill ~ ~ '< '< 

How anxious, fearful or nervous would you expect to 0 1 2 3 4 
be in this situation? 

How likely would you be to avoid this situation? 0 1 2 I 

How frequently do you find yourself in this situation? 0 1 2 3 

Situation #6: Imagine that tomorrow you have an interview for a new job that is very 
important to you. Below are a number of coping strategies that could be used to cope with this 
situation. Rate how likely you would be to use each strategy to cope with the situation 
described above. Using the following scale, circle the number (ranging from 0 to 4) indicating 
your response in the space provided after each item ('a' through 'f) 

l? "tl 
::::1 a "tl l? :::s c:r a ;:;: I» 3: ::::1 
Ill c:r I» c:r :::s 
'< '< '< I» ;:;: c:r Ill 
z z c:: '< '< .., 
0 a Ill c:: c:: -c:: c:: Ul Ul 

Ul Ul Ill CD 
Ill Ill 
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a. I would try and anticipate questions and then 0 1 2 3 
rehearse answers. 

b. As people exit the interview ahead of me I would not • 1 2 a 
ask them what kind of questions they received. 

c. After, I would compare my interview experience with 0 1 2 3 4 
similar experiences by others (e.g., my friends). 

d. I would try and divert my attention to other activities, 0 1 2 a • to avoid thinking about the interview beforehand. 

e. I would watch my evaluators carefully and change 0 1 2 3 
my responses based on their facial expressions. 

f. After the interview, I would avoid talking or thinking 0 1 2 a 
about it until after I found out whether I got the job. 

~ 
3: 
0 ~ .... < CL .a· CD CD CD 

3 -< jjJ =r e CD ib '< -< -< 

How anxious, fearful or nervous would you expect to I 1 2 a 
be in this situation? 

How likely would you be to avoid this situation? 0 1 2 3 4 

How frequently do you find yourself in this situation? 0 1 2 a • 
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Appendix E 

Miller Behavioural Style Scale 



Participant#: 

Miller Behavioural Style Scale 

1. Vividly imagine that you are afraid of the dentist and have to get some dental 
work done. Which of the following would you do? Check all of the 
statements that might apply to you. 

__ I would ask the dentist exactly what he or he 
was going to do. 

I would take a tranquilizer or have a drink before 
going. 

I would try to think about pleasant memories. 

I would want the dentist to tell me when I would 
feel pain. 

__ I would try to sleep. 

I would watch all the dentist's movements and listen for the sound 
of the drill. 

__ I would watch the flow of water from my mouth to see if it 
contained blood. 

__ I would do mental puzzles in my mind. 

2. Vividly imagine that you are being held hostage by a group of armed 
terrorists in a public building. Which of the following would you do? 
Check all of the statements that might apply to you. 

__ I would sit by myself and have as many daydreams and fantasies 
as I could. 

__ I would stay alert and try to keep myself from 
fall ing asleep. 

__ I would exchange life stories with the other 
hostages. 
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__ If there was a radio present, I would stay next to it and listen to the 
bulletins about what the 

police were doing. 

__ I would watch every movement of my captors and keep an eye on 
their weapons. 

I would try to sleep as much as possible. 

I would think about how nice it's going to be when I get home. 

I would make sure I knew where every possible 
exit was. 

3. Vividly imagine that, due to a large drop in sales, it is rumoured that several 
people in your department at work will be laid off. Your supervisor has turned 
in an evaluation of your work for the past year. The decision about layoffs 
has been made and will be announced in several days. Check all of the 
statements that might apply to you. 

__ I would talk to my fellow workers to see if they knew anything about 
what the supervisor's 

evaluation of me said. 

__ I would review the list of duties for my present job and try to figure out 
if I had fulfilled them 

all. 

__ I would go to the movies to take my mind off 
things. 

__ I would try to remember any arguments or disagreements I might 
have had with the 

supervisor that would have lowered his opinion of me. 

__ I would push all thoughts of being laid off out of 
my mind. 

__ I would tell my spouse that I'd rather not discuss my chances of 
being laid off. 

__ I would try to think which employees in my department the supervisor 
might have thought 

had done the worst job. 

__ I would continue doing my work as if nothing special was happening. 

4. Vividly imagine that you are on an airplane, thirty minutes from your 
destination, when the plane unexpectedly goes into a deep dive and then 
suddenly levels off. After a short time, the pilot announces that nothing is 
wrong, although the rest of the ride may be rough. You, however, are not 
convinced that all is well. Check all of the statements that might apply to you. 
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__ I would carefully read the information provided about safety features 
in the plane and make 

sure I knew where the emergency exits were. 

__ I would make small talk with the passenger 
beside me. 

I would watch the end of the movie, even if I had seen it before. 

I would call for the flight attendant and ask exactly what the problem 
was. 

I would order a drink or a tranquilizer from the 
flight attendant. 

_ _ I would listen carefully to the engines for unusual noises and would 
watch the crew to see 

if their behaviour was out of ordinary. 

I would talk to the passenger beside me about what might be wrong. 

I would settle down and read a book or magazine or write a letter. 
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Appendix F 

Impact of Event Scale 
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Participant# : 

Impact of Events Scale 
Below is a list of comments made by people about stressful life events and the context 

surrounding them. Read each item and decide how frequently each item was true for you during 
the past seven (7) days, for the event and its context, about which you are dealing in treatment. If 
the item did not occur during the past seven days, choose the "Not at all" option. Circle the 
number that best describes that item. Please complete each item. 

0 = Not at all 
I = Rarely 
2 = Sometimes en z 0 

3 = Often a " 3 ~ 
~ ;;; ~ 

3" ... 
~ -< ::I ... 

"' 
1. I thought about it when I didn't mean to. 0 1 2 3 

2. I avoided letting myself get upset when I thought about 0 1 2 3 
it or was reminded of it. 

3. I tried to remove it from memory. 0 1 2 3 

4. I had trouble falling asleep or staying asleep, because 0 1 2 3 
of pictures or thoughts that came into my mind. 

5. I had waves of strong feelings about it. 0 1 2 3 

6. I had dreams about it. 0 1 2 3 

7. I stayed away from reminders of it. 0 1 2 3 

8. I felt as if it hadn't happened or wasn't real. 0 1 2 3 

9. I tried not to talk about it. 0 1 2 3 

10. Pictures about it popped into my mind. 0 1 2 3 

11. Other things kept making me think about it. 0 1 2 3 
12. I was aware that I still had a lot of feelings about it, but 0 1 2 3 

I didn't deal with them. 



13. I tried not to think about it. 

14. Any reminder brought back feelings about it. 

15. My feelings about it were kind of dumb. 

0 1 

0 1 

0 1 

2 3 

2 3 

2 a 
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Appendix G 

Social Interaction Anxiety Scale 
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Participant #: 

For each question, please circle a number to indicate the degree to which you feel the 
statement is characteristic or true of you. The rating scale is as follows: 

0 = not at all characteristic of me 
I = slightly characteristic of me 
2 = moderately characteristic of me 
3 = very characteristic of me 
4 = extremely characteristic of me z 3: 

i !Q 0 
~ 0. < 
!!!. 

cE" CD CD =r iii -< 3 
~ ~ lD CD 

-< '< 

1. I get nervous if I have to speak with someone in 0 1 2 3 4 
authority (teacher, boss, etc.). 

2. I have difficulty making eye-contact with others. 0 1 2 3 4 

3. I become tense if I have to talk about myself or my 0 1 2 3 4 
feelings. 

4. I find difficulty mixing comfortably with the people I work 0 1 2 3 4 
with. 

5. I find it easy to make friends of my own age. 0 1 2 3 4 

6. I tense-up if I meet an acquaintance on the street. 0 1 2 3 4 

7. When mixing socially, I am uncomfortable. 0 1 2 3 4 

8. I feel tense if I am alone with just one person. 0 1 2 3 4 

9. I am at ease meeting people at parties, etc. 0 1 2 3 4 

10. I have difficulty talking with other people. 0 1 2 3 4 

11. I find it easy to think of things to talk about. 0 1 2 3 4 

12. I worry about expressing myself in case I appear 0 1 2 3 4 
awkward. 

13. I find it difficult to disagree with another's point of view. 0 1 2 3 4 

14. I have difficulty talking to an attractive person of the 0 1 2 3 4 



opposite sex. 

15. I find myself worrying that I won't know what to say in 
social situations. 

16. I am nervous mixing with people I don't know well . 
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0 1 2 3 4 

0 1 2 3 4 
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Marlowe- Crowne Social Desirability Scale 
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Pat1icipant #: 

MCSD 
Listed below are a number of statements concerning personal attitudes and traits. Read each 

item and decide whether the statement is true or false as it pertains to you personally. 

True False 
1. Before voting I thoroughly investigate the qualifications of all 1 2 

the candidates. 

2. I never hesitate to go out of my way to help someone in 1 2 
trouble. 

3. It is sometimes hard for me to go on with my work if I am not 1 2 
encouraged. 

4. I have never intensely disliked anyone. 1 2 

5. On occasion I have had doubts about my ability to succeed in 1 2 
life. 

6. I sometimes feel resentful when I don't get my way. 1 2 

7. I am always careful about my manner of dress. 1 2 

8. My table manners at home are as good as when I eat out in a 1 2 
restaurant. 

9. If I could get into a movie without paying and be sure I was 1 2 
not seen I would probably do it. 

10. On a few occasions, I have given up doing something 1 2 
because I thought too little of my ability. 

11. I like to gossip at times. 1 2 

12. There have been times when I felt like rebelling against 1 2 
people in authority even though I knew they were right. 

13. No matter who I'm talking to, I'm always a good listener. 1 2 

14. I can remember "playing sick" to get out of something. 1 2 

15. There have been occasions when I took advantage of 1 2 
someone. 

16. I'm always willing to admit it when I make a mistake. 1 2 
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17. I always try to practice what I preach. 1 2 

18. I don't find it particularly difficult to get along with loud 1 2 
mouthed, obnoxious people. 

19. I sometimes try to get even rather than forgive and forget 1 2 

20. When I don't know something I don't at all mind admitting it. 1 2 

21. I am always courteous, even to people who are disagreeable. 1 2 

22. At times I have really insisted on having things my own way. 1 2 

23. There have been occasions when I felt like smashing things. 1 2 

24. I would never think of letting someone else be punished for 1 2 
my wrong-doings. 

25. I never resent being asked to return a favor. 1 2 

26. I have never been irked when people expressed ideas very 1 2 
different from my own. 

27. I never make a long trip without checking the safety of my car. 1 2 

28. There have been times when I was quite jealous of the good 1 2 
fortune of others. 

29. I have almost never felt the urge to tell someone off. 1 2 

30. I am sometimes irritated by people who ask favours of me. 1 2 

31. I have never felt that I was punished without a cause. 1 2 

32. I sometimes think when people have a misfortune they only 1 2 
got what they deserved. 

33. I have never deliberately said something that hurt someone's 1 2 
feelings. 
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Remaining Items of the CSQTE 
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~ 1 ;I 

'~8f>MI \)\, 

Participant#: 

Coping Styles Questionnaire for Traumatic 
Events 

Section 1: 

What is your age? ____ _ 

What is your gender? Male __ Female 

Section II: 

The following questionnaire is designed to assess one's reactions to stressful situations in the 
context of having experienced a traumatic event. Have you ever experienced, witnessed, or been 
confronted with one or more events that involved actual or threatened death, serious injury, or 
cruel, inhuman, or degrading treatment for yourself or others? 

Yes No 

If yes, please continue to complete the following questionnaire. 
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Did your experience include you witnessing or being involved in any of the following? (If you 
have experienced multiple traumatic events, please choose the most recent) 

Sexual Harassment Combat Workplace Accident_ 
Violent Crime Physical Abuse _ Loss of Parent 
Loss of Child Natural/Manmade Disaster Homicide 
Automotive Accident A TV /Snowmobile/Boating Accident_ 
Other (please specify) _ _ ______ _ 

Did your response to this situation include: 

Intense fear? Yes No 
Helplessness? Yes No 
Horror? Yes No 

Section ill: 



Please read the following scenarios and imagine yourself experiencing them. Following 
each scenario are statements 

regarding coping strategies for each situation. Please rate how likely you would be to use 
each strategy as honestly 

and accurately as possible using the following scale: 

1 = Definitely would not use this strategy 
2 = Probably would not use this strategy 
3 = May not use this strategy 
4 = Probably would use this strategy 
5 = Definitely would use this strategy 

Situation 1: You find yourself constantly having 
dreams about the traumatic event. 

A You try to think of other things before falling asleep (i.e 
your day, 
upcoming events). 

8 You avoid discussing your dreams with other people. 

c You keep yourself occupied to avoid thinking about your 
dreams throughout the day. 

D Removed from Scale 

E You attempt to find ways to avoid having the dreams 
again. 

F You allow yourself to think about and discuss your 
dreams, but are consciously prepared to leave the 
conversation if you become too emotional. 

"'0 ... 
0 
C' 
II) 
C' 

< 
::J 
0 -c: 
en 
Cll 

1 

1 

1 

1 

1 

"'0 ... 
3: 0 
II) C' 
'< 

II) 

C' 
c: o<: en 
Cll c: 

en 
Cll 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

Situation 2: You are going about your daily activities when you find yourself in a 

0 
Cll 
::!l 
::J 
;::;: 
Cll 

o<: 
c: 
en 
Cll 

5 

5 

5 

5 

5 
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situation where you see, smell, or hear something that makes you fee/like the traumatic 
event is happening all over again. 

A You immediately remove yourself from the situation. 1 2 3 4 5 

8 You avoid the sight, smell or sound in the future. 1 2 3 4 5 
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c Removed from Scale 

D You stay in the situation, but you do not allow yourself 1 2 3 4 5 
to become emotional. 

E You stay in the situation, but ensure that you know a 1 2 3 4 5 
way to leave; in case it may become too difficult to stay. 

F You find ways to help you avoid the situation in the 1 2 3 4 5 
future. 

Situation 3: You are having a heated discussion with someone when you start to 
become very emotional. 

A You pay attention to the situation so you can ensure to 1 2 3 4 5 
avoid it in the future. 

B You keep talking to the person but you do not allow 1 2 3 4 5 
yourself to become emotional again. 

c You keep talking to the person but ensure that you have 1 2 3 4 5 
a way to leave if the need arises. 

D You change the subject of the discussion. 1 2 3 4 5 

E You completely leave the situation immediately. 1 2 3 4 5 

F Removed from Scale 

Situation 4: You are taking a walk by yourself when you find you are in an environment 
that reminds you of the traumatic event. 

A You stay in the environment but ensure that you know a 1 2 3 4 5 
quick route to leave. 

B You stay in the environment but you do not allow 1 
yourself to become emotional while there. 

c You study the environment to ensure you will not be in 1 2 3 4 5 
that type of environment again. 

D You avoid the environment and other similar 1 2 3 4 5 
environments in the future. 

E Removed from Scale 

F You quickly leave the environment. 1 2 3 4 5 

Situation 5: You are asked by a friend or family member to talk about the traumatic 
event. 
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A You avoid the conversation completely. 1 2 8 4 5 

8 You distract yourself during the conversation; for 1 2 3 4 5 
example, by having a drink or thinking of other things. 

c You avoid that friend or family member in the future. 1 2 3 4 5 

D You have the conversation but ensure you have a 1 2 3 4 5 
reason to leave if the need arises. 

E You pay attention to the friend, family member, and 1 2 3 4 5 
situation to ensure that you do not find yourself in 
this situation in the future. 

F You have the conversation but do not allow yourself to 1 2 3 4 5 
become emotional during it. 

Situation 6: You experience upsetting recollections of the traumatic event (for example 
thoughts and images). 

A You avoid telling anyone about the recollections and try 1 2 3 4 5 
to forget them. 

8 You avoid situations that may trigger the recollections. 1 2 3 4 5 

c You take medications/alcohol/drugs to try to forget 1 2 3 4 5 
about the traumatic event and the recollections. 

D You allow yourself to talk about the recollections with 1 2 3 4 
others but stay emotionless while doing so. 

E Removed from Scale 

F. You try to understand what caused the recollections to 
enable you to avoid them in the future. 

Situation 7: You realize that certain people or activities remind you of the traumatic 
event 

A You allow yourself to interact with these people or 1 2 3 4 5 
engage in these activities, but you always ensure 
you have a way to remove yourself from the 
situation if the need arises. 

8 Removed from Scale 

c You try to understand the situations so that you will not 1 2 3 4 5 
experience these activities or see these people in 
the future. 

D You completely avoid these people or activities. 1 2 3 4 5 



E When you find yourself in a situation with these people 
or activities you constantly distract yourself. 

F You avoid talking or thinking about these people or 
activities in the future. 
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Appendix J 

Human Investigations Committee Ethics Approval Letter 



January JO. 2009 

Rdncncc #01!.174 

\lb. E. Bro<k rick 
Department f Psychology 
1\fcmnnal Un1vcrsity 

Dear Ms. Brodcnck: 

RE: ''Assessing the use of monitoring :111d blunting coping stntlcgics b) irulividu:tls"' 

This " ill acknowlcdgt n:ccipt uf your email corTcspondence. dated January 2~. 2009. 

This corn.:spondcnce has been reviewed by the co-chai r under the di rection of the Committee Full 
appro\ nl of th is rl·~carch study has been grant.;:d fo r one year cffecti\ c January 2-. 200<J. 

fh1s IS to conlinn that the Human Investigation Committee revie\ cd and approvt:d or ack nowledged 
tht: l(lllowing documents (as ind icated): 

• Information ·heel, approved 

This approval will lapse on January 22, 2010. It is your responsibil ity to ensun: that the Ethics 
Rcncwal li.mn 1s forwarded to the H IC office prior to the renewal date. The injormmiun providecl i11 
tllis.frmn IIIIlS/ he current to the time of submission and .~uhmifled ro HJC not le.u than 30 nor more 
than .J5 days t~/tlt~· anniversru y q(your approval clare. Thl.' Eth ics RencwalliJrm can be downloaded 
from the IIIC wcbsitc !@I: 1W\\ w.med .mun . c.:a: hic. do~J.!!Q!!SISI t\nnual ''\,20lip!lah.''~~~2.!l_F~1.P.!.h!.!tJ.;: 

ThL' llumun lm·,•stigatirm Commlllee adl'ise1· TIIA T IF YOU DO 1 OT rc' /111'11 I he completed Ethics 
R.:lll'Wcd form pnor to date ufrel/c!ll'a!: 

Your ethics approvolu'illlapsc 
l'ou will he requirerlltJ .Hop research actiVIIV 111111/ediately 

l'o11 may 1101 " " permifled to reslar/ the srudr lltllif.roll reopp~l' for and rec L'/1'1.' approval ro 
undertake the st11dy again 

Lilfl.'~' 111 ethi, ·~· Clf'('ro vol may rt?~ ulr in interntption or termmclfion o({imrl111p 

For a hospi t :~ l -based study. it is vour responsibility to ~eek the ncccssarv approval from Eastern 
ll cnllh and/or olhcr hos pilal huards as a(lpropriate. 
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r\lodifk1ttiuns of the protocol/consent arc not permitted without prior appro~·al from th~ !·Iuman 
ln~cstigation Committee. Implementing changes in the prolocol/const·nl ''ilhout IIIC approntl 
may result in the :tpproval of your rcs~arch study being re' okcd, ncccssil:lling cessation of all 
n·latcd r~sc:trch artivily. Rcqut·st for modification to the protocoUconscnt must be outlined on 1111 
amendment form (available on the HIC website) and submitted to the HI C for review. 

This research erhics bo:1rd (the H!C) has reviewed and approved the n:search protocol and 
dl•cumcntation as noted above lor the study which is lobe conducted by you a~ the qualified 
im e~tigator named above at the speci fied Site. This approval and the views of th1s Research Ethics 
Hoard have been documented in writing. In addition. plca:;c be advised that the Human Investigation 
'ummittee currently operates according to Tri-Council Pol tel' Srarcmenr: Ethical Conduc:r )i"· Rescarl'li 

ltll'olvmg Humans and applicable law· and regulations. The memb~rsh1p of this re ·earch ethics board 
is Cl•nstituted 111 complian..:e with the rncmht:rship requirements for research ethics boards as per these 
g u iJcl i ncs. 

1 U(\\ith~t:mding the :tpproval of the IIIC. the prim;ny re;.pon ·ibilily for the ethic~ l conduct oflh.: 
invcsllgallon rcmam!-. with you. 

We wish you every success with your study. 

Sin..:crcly. 

ltlhn D. Hamett. MD. FRCPC 
Co-Chair 
Human In vestigation Committee 

Fern Bnmger, PhD 
Co-Chair 
Human lnv.:st1gation Committee 

C C Dr. C. Loomis, c/o Office of Rescarch. lVIUN 
Mr. W. Miller, c/o Patient Research Centre, Eastern llcalth 
HIC mc..:ting dat..:: February 5, 2009 
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Eastern Health Ethics Approval Letter 



n .. 
... 

. lt 

·~ 

Eastern 
Health 

Date: 

To: Mr. Wayne Miller, Senior Director, Corporate Strategy and Research 

RE: Request for Interim Approval for Research 

Re: HIC Ref. # 08.174 HIC Approval Date: January , 2009 

Title: Assessing the Use of Monitoring and Blunting Copying Strategies by Individuals 
who have Experienced a Traumatic Event 

Investigator: E. Broderick 

Interim Approval given: 

Signed: 
Dr. Michael Doyle 
Director of Research 
Corporate Strategy & Research 
Chair, RPAC 

Date: ~ 5". 2 ' "'l:i l --
This decision will be ratified at the next scheduled meeting of 

The Research Proposal Approval Committee 
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