Package: Time 1
DATE:

Study ID:

Pre-Session Questionnaire Package

Thank you for agreeing to take part in this important study. There are a few
questionnaires in this package that will help us investigate a new trauma therapy. There
are no “right” or “wrong” answers to these questions; we are interested in your views
and experiences. Although we ask that you answer all of the questions as best as you
can, if any question makes you feel uncomfortable, you are free to skip it.
This package should take about 45 minutes to complete. All of the answers you
provide will be kept in the strictest confidence.

*** Pages are double sided***

Flip Page
1 of 10

DEMOGRAPHIC QUESTIONNAIRE
1.

Age (years): ___________

2.

Gender:
Female
Male
Prefer not to respond

3.

In what country were you born? ____________________________

4.

What is your citizenship? ______________________________

5.

Which ethnic background do you identify with:
Caucasian
Black
Hispanic
Pacific Islander
European
West Indian
Middle Eastern
East Asian
South Asian
First Nation

6.

What is the highest level of education you have completed?
Some high school
High school graduate
Some college
Trade/technical/vocational training
College graduate
Some postgraduate work
Post graduate degree

7.

Average Household Income:
0-20,000
21,000 - 40,000
41,000- 60,000
61,000 - 80,000
81,000 - 100,000
101,000 +

8.

Marital status:
Married
Separated
Divorced
Common Law
Never married
Widowed

9.

Do you have any dependents?

Yes

No

10. If so how many, and what are their ages?:
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LEC-5
Instructions: Listed below are a number of difficult or stressful things that sometimes happen to people. For
each event check one or more of the boxes to the right to indicate that: (a) it happened to you personally; (b) you
witnessed it happen to someone else; (c) you learned about it happening to a close family member or close
friend; (d) you were exposed to it as part of your job (for example, paramedic, police, military, or other first
responder); (e) you’re not sure if it fits; or (f) it doesn’t apply to you.
Be sure to consider your entire life (growing up as well as adulthood) as you go through the list of events.

Event

Happened
to me

Witnessed
it

Learned
about it

Part of
my job

Not
sure

Doesn’t
apply

1. Natural disaster (for example, flood, hurricane,
tornado, earthquake)
2. Fire or explosion
3. Transportation accident (for example, car
accident, boat accident, train wreck, plane crash)
4. Serious accident at work, home, or during
recreational activity
5. Exposure to toxic substance (for example,
dangerous chemicals, radiation)
6. Physical assault (for example, being attacked, hit,
slapped, kicked, beaten up)
7. Assault with a weapon (for example, being
shot, stabbed, threatened with a knife, gun,
bomb)
8. Sexual assault (rape, attempted rape, made to
perform any type of sexual act through force or
threat of harm)
9. Other unwanted or uncomfortable sexual
experience
10. Combat or exposure to a war-zone (in the
military or as a civilian)
11. Captivity (for example, being kidnapped,
abducted, held hostage, prisoner of war)
12. Life-threatening illness or injury
13. Severe human suffering
14. Sudden violent death (for example, homicide,
suicide)
15. Sudden accidental death
16. Serious injury, harm, or death you caused to
someone else
17. Any other very stressful event or experience
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PCL-5
Instructions: Below is a list of problems that people sometimes have in response to a very stressful experience.
Please read each problem carefully and then circle one of the numbers to the right to indicate how much you
have been bothered by that problem in the past month.
Not at
all

A little
bit

Moderately

Quite
a bit

Extremely

1. Repeated, disturbing, and unwanted memories of the
stressful experience?

0

1

2

3

4

2. Repeated, disturbing dreams of the stressful experience?

0

1

2

3

4

3. Suddenly feeling or acting as if the stressful experience were
actually happening again (as if you were actually back there
reliving it)?

0

1

2

3

4

4. Feeling very upset when something reminded you of the
stressful experience?

0

1

2

3

4

5. Having strong physical reactions when something reminded
you of the stressful experience (for example, heart
pounding, trouble breathing, sweating)?

0

1

2

3

4

6. Avoiding memories, thoughts, or feelings related to the
stressful experience?

0

1

2

3

4

7. Avoiding external reminders of the stressful experience (for
example, people, places, conversations, activities, objects, or
situations)?

0

1

2

3

4

8. Trouble remembering important parts of the stressful
experience?

0

1

2

3

4

9. Having strong negative beliefs about yourself, other people,
or the world (for example, having thoughts such as: I am
bad, there is something seriously wrong with me,
no one can be trusted, the world is completely dangerous)?

0

1

2

3

4

10. Blaming yourself or someone else for the stressful
experience or what happened after it?

0

1

2

3

4

11. Having strong negative feelings such as fear, horror, anger,
guilt, or shame?

0

1

2

3

4

12. Loss of interest in activities that you used to enjoy?

0

1

2

3

4

13. Feeling distant or cut off from other people?

0

1

2

3

4

14. Trouble experiencing positive feelings (for example, being
unable to feel happiness or have loving feelings for people
close to you)?

0

1

2

3

4

15. Irritable behavior, angry outbursts, or acting aggressively?

0

1

2

3

4

16. Taking too many risks or doing things that could cause you
harm?

0

1

2

3

4

17. Being “superalert”or watchful or on guard?

0

1

2

3

4

18. Feeling jumpy or easily startled?

0

1

2

3

4

19. Having difficulty concentrating?

0

1

2

3

4

20. Trouble falling or staying asleep?

0

1

2

3

4

In the past month, how much were you bothered by:
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WSAS
People's problems sometimes affect their ability to do certain day-to-day tasks in their lives. To
rate your problems look at each section and determine on the scale provided how much your
problem impairs your ability to carry out your daily activities.

1. Because of my [problem] my ability to do my daily work is impaired.
0 ------------1------------ 2------------ 3----------- 4----------- 5---------- 6---------- 7 -----------8
Not at all
Slightly
Definitely
Markedly
Very severely

2. Because of my [problem] my home management (cleaning, tidying, shopping, cooking,
looking after home or children, paying bills) is impaired.
0 ------------1------------ 2------------ 3----------- 4----------- 5---------- 6---------- 7 -----------8
Not at all
Slightly
Definitely
Markedly
Very severely

3. Because of my [problem] my social leisure activities (with other people e.g. parties, bars,
clubs, outings, visits, dating, home entertaining) are impaired.
0 ------------1------------ 2------------ 3----------- 4----------- 5---------- 6---------- 7 -----------8
Not at all
Slightly
Definitely
Markedly
Very severely

4. Because of my [problem], my private leisure activities (done alone, such as reading,
gardening, collecting, sewing, walking alone) are impaired.
0 ------------1------------ 2------------ 3----------- 4----------- 5---------- 6---------- 7 -----------8
Not at all
Slightly
Definitely
Markedly
Very severely

5. Because of my [problem], my ability to form and maintain close relationships with others,
including those I live with, is impaired.
0 ------------1------------ 2------------ 3----------- 4----------- 5---------- 6---------- 7 -----------8
Not at all
Slightly
Definitely
Markedly
Very severely
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RSES

Below is a list of statements dealing with your general feelings about yourself. Please circle one:
0------------------------------1------------------------------2------------------------------3
Strongly disagree
Disagree
Agree
Strongly Agree

1.

On the whole, I am satisfied with myself.

0 ---1 ---2---- 3

2.

At times, I think I am no good at all.

0 ---1 ---2---- 3

3.

I feel that I have a number of good qualities.

0 ---1 ---2---- 3

4.

I am able to do things as well as most other people.

0 ---1 ---2---- 3

5.

I feel I do not have much to be proud of.

0 ---1 ---2---- 3

6.

I certainly feel useless at times.

0 ---1 ---2---- 3

7.

I feel that I’m a person of worth, at least on an equal plane with others.

0 ---1 ---2---- 3

8.

I wish I could have more respect for myself.

0 ---1 ---2---- 3

9.

All in all, I am inclined to feel that I am a failure.

0 ---1 ---2---- 3

10. I take a positive attitude toward myself.

0 ---1 ---2---- 3
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DERS
Please circle how often the following statements apply to you.
1-------------------------2--------------------------3--------------------------4-------------------------5
Almost never
(0-10%)

sometimes
(11-35%)

about half the time
(36-65%)

most of the time
(66-90%)

1) I am clear about my feelings.

almost always
(91-100%)

1----2----3----4----5

2) I pay attention to how I feel.

1----2----3----4----5

3) I experience my emotions as overwhelming and out of control.

1----2----3----4----5

4) I have no idea how I am feeling.

1----2----3----4----5

5) I have difficulty making sense out of my feelings.

1----2----3----4----5

6) I am attentive to my feelings.

1----2----3----4----5

7) I know exactly how I am feeling.

1----2----3----4----5

8) I care about what I am feeling.

1----2----3----4----5

9) I am confused about how I feel.

1----2----3----4----5

10) When I’m upset, I acknowledge my emotions.

1----2----3----4----5

11) When I’m upset, I become angry with myself for feeling that way.

1----2----3----4----5

12) When I’m upset, I become embarrassed for feeling that way.

1----2----3----4----5

13) When I’m upset, I have difficulty getting work done.

1----2----3----4----5

14) When I’m upset, I become out of control.

1----2----3----4----5

15) When I’m upset, I believe that I will remain that way for a long time.

1----2----3----4----5

16) When I’m upset, I believe that I will end up feeling very depressed.

1----2----3----4----5

17) When I’m upset, I believe that my feelings are valid and important.

1----2----3----4----5

18) When I’m upset, I have difficulty focusing on other things.

1----2----3----4----5

19) When I’m upset, I feel out of control.

1----2----3----4----5

20) When I’m upset, I can still get things done.

1----2----3----4----5

21) When I’m upset, I feel ashamed at myself for feeling that way.

1----2----3----4----5

22) When I’m upset, I know that I can find a way to eventually feel better. 1----2----3----4----5
23) When I’m upset, I feel like I am weak.

1----2----3----4----5

24) When I’m upset, I feel like I can remain in control of my behaviors.

1----2----3----4----5

25) When I’m upset, I feel guilty for feeling that way.

1----2----3----4----5

26) When I’m upset, I have difficulty concentrating.

1----2----3----4----5

27) When I’m upset, I have difficulty controlling my behaviors.

1----2----3----4----5

28) When I’m upset there is nothing I can do to make myself feel better. 1----2----3----4----5
29) When I’m upset, I become irritated at myself for feeling that way.

1----2----3----4----5

30) When I’m upset, I start to feel very bad about myself.

1----2----3----4----5

31) When I’m upset, I believe that wallowing in it is all I can do.

1----2----3----4----5

32) When I’m upset, I lose control over my behavior.

1----2----3----4----5

33) When I’m upset, I have difficulty thinking about anything else.

1----2----3----4----5

34) When I’m upset I take time to figure out what I’m really feeling.

1----2----3----4----5

35) When I’m upset, it takes me a long time to feel better.

1----2----3----4----5

36) When I’m upset, my emotions feel overwhelming.

1----2----3----4----5
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TSC- 40
How often have you experienced each of the following in the last month? Please circle one number, 0-3.
Never - - - - - - - - - - - Often
0
1
2
3

Symptom
1. Headaches
2. Insomnia
3. Weight loss (without dieting)
4. Stomach problems
5. Sexual problems
6. Feeling isolated from others
7. “Flashbacks” (sudden, vivid, distracting memories)
8. Restless sleep
9. Low sex drive
10. Anxiety attacks
11. Sexual overactivity
12. Loneliness
13. Nightmares
14. “Spacing out” (going away in your mind)
15. Sadness
16. Dizziness
17. Not feeling satisfied with your sex life
18. Trouble controlling your temper
19. Waking up early in the morning
20. Uncontrollable crying
21. Fear of men
22. Not feeling rested in the morning
23. Having sex that you didn’t enjoy
24. Trouble getting along with others
25. Memory problems
26. Desire to physically hurt yourself
27. Fear of women
28. Waking up in the middle of the night
29. Bad thoughts or feelings during sex
30. Passing out
31. Feeling that things are “unreal”
32. Unnecessary or over-frequent washing
33. Feelings of inferiority
34. Feeling tense all the time
35. Being confused about your sexual feelings
36. Desire to physically hurt others
37. Feelings of guilt
38. Feeling that you are not always in your body
39. Having trouble breathing
40. Sexual feelings when you shouldn’t have them
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CES-SF

Please think about the traumatic experience that led you to seek services at
this time and answer the following questions in an honest and sincere way,
by circling a number from 1 to 5.
1. I feel that this event has become part of my identity.
Totally Disagree

1

2

3

4

5

Totally Agree

2. This event has become a reference point for the way I understand myself and
the world.
Totally Disagree

1

2

3

4

5

Totally Agree

3. I feel that this event has become a central part of my life story.
Totally Disagree

1

2

3

4

5

Totally Agree

4. This event has colored the way I think and feel about other experiences.
Totally Disagree

1

2

3

4

5

Totally Agree

3

4

5

Totally Agree

5. This event permanently changed my life.
Totally Disagree

1

2

6. I often think about the effects this event will have on my future.
Totally Disagree

1

2

3

4

5

Totally Agree

3

4

5

Totally Agree

7. This event was a turning point in my life.
Totally Disagree

1

2
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THANK YOU!

You have completed all questionnaires!

PLEASE PLACE THIS PACKAGE IN THE ENVELOPE PROVIDED AND SEAL THE
ENVELOPE. THIS WILL HELP US MAINTAIN YOUR PRIVACY.

Sara or Kristina from York University will be contacting you within the next few weeks to
ask about your experiences with the research project so far.

We look forward to speaking with you!

-The Trauma Practice Research Team
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