PTSD Symptom Scale (PSS)

Name ' Date (Side One)

Below is a list of traumatic events or situations. Please mark YES if you have experienced or witnessed
the following events or mark NO if you have not had that experience.

1. Serious accident, fire or explosion JYes —_ No
2. Natural disaster (tornado, flood, hurricane, major earthquake) _Yes JNo
3. Non-sexual assault by someone you know (physically attacked/injured) _Yes _No
4. Non-sexual assault by a stranger ~Yes INo
5. Sexual assault by a family member or someone you know Z“Yes JNo
6. Sexual assault by a stranger JYes _No
7. Military combat or a war zone T Yes 1No
8. Sexual contact before you were age 18 with someone who was 5 or more years older than you T Yes "1No
9. Imprisonment JYes _No
10. Torture ZJYes _No
11. Life-threatening illness _~Yes _INo
12. Other traumatic event J4Yes _No

13. If “other traumatic event” is checked YES above; please write what the event was
14. Of the question to which you answered YES, which was the worst

(Please list the question #)

15. Which of the above incidences is the reason for which you are currently seeking treatment?

(Please list the question #)

If you answered NO to all of the above questions, STOP
If you answered YES to any of the above questions, please complete the rest of the form

Please check YES or NO regarding the event listed in question 15.

Were you physically injured?

“Yes " No
Was someone else physically injured? TYes "1 No
Did you think your life was in danger? —Yes 1No
Did you think someone else’s life was in danger? J Yes  No
Did you feel helpless? —~Yes _No
Did you feel terrified? JYes _INo

Please complete both sides of this document if you answered YES to any of the first series of questions (1-14)

Foa, Riggs, Dancu, Rothbaum (1993) HCSATS 2/11
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PTSD Symptom Scale (PSS)

(Side 2)

Below is a list of problems that people sometimes have after ¢xperiencing a traumatic event. Please rate
on a scale from 0-3 how much or how often these following things have occurred to you in the last two

W N =0

weeks:

Not at all

Once per week or less/ a little bit/ one in a while

2 to 4 times per week/ somewhat/ half the time

3 to S or more times per week/ very much/ almost always

1. Having upsetting thought or images about the traumatic event that come into your | g 1 2 3
head when you did not want them to
2. Having bad dreams or nightmares about the traumatic event 1
3.  Reliving the traumatic event (acting as if it were happening again) 1
4.  Feeling emotionally upset when you are reminded of the traumatic event 1
5. Experiencing physical reactions when reminded of the traumatic event (sweating, | 1 2 3
increased heart rate)
6. Trying not to think or talk about the traumatic event 0 1 2 3
7.  Trying to avoid activities or people that remind you of the traumatic event 0 1 2 3
8.  Not being able to remember an important part of the traumatic event 0 1 5 3
9.  Having much less interest or participating much less often in important activities 0 1 2 3
10. Feeling distant or cut off from the people around you 0 1 2 3
11.  Feeling emotionally numb (unable to cry or have loving feelings) 0 1 2 3
12.  Feeling as if your future hopes or plans will not come true 0 1 2 3
13.  Having trouble falling or staying asleep 0 1 5 3
14.  Feeling irritable or having fits of anger 0 y 2 3
15. Having trouble concentrating 0 1 2 3
16. Being overly alert 0 4 2 3
17. Being jumpy or easily startled 0 1 2 3
Please mark YES or NO if the problems above interfered with the following:
L. Work _ ~“Yes _No 6 Family relationships JYes JNo
2. Household duties 1Yes " No 7. Sex life 1Yes 1No
3. Friendships “Yes 7 No 8 General life satisfaction TYes "1No
4, Fun/leisure activities ZYes T No 9 Overall functioning JYes JNo
5. Schoolwork ZYes JINo

Foa, Riggs, Dancu, Rothbaum (1993)
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This depression inventory can be self-scéred. The scoring scale is at the end of the questionnaire.
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Beck's Depression Inventory

I do not feel sad.

I feel sad . : -

I am sad all the time and I can't snap out of it.
I am so sad and unhappy that I can't stand it.

I am not particularly discouraged about the future.

I feel discouraged about the future.

I feel I have nothing to look forward to.

I feel the future is hopeléss and that things cannot improve.

1 do not feel like a failure.

I feel I have failed more than the average person.
As I look back on my life, all I can see is a lot of failures.
I feel I am a complete failure as a person.

I get as much satisfaction out of things as I used to.
I don't enjoy things the way I used to.

I don't get real satisfaction out of anything anymore.
I am dissatisfied or bored with everything.

I don't feel particularly guilty

I feel guilty a good part of the time.
I feel quite guilty most of the time.
I feel guilty all of the time.

I don't feel I am being punished.
I feel I may be punished.

I expect to be punished.

I feel I am being punished.

I don't feel disappointed in myself.
I am disappointed in myself.

1 am disgusted with myself.

I hate myself.

I don't feel I am any worse than anybody else.

I am critical of myself for my weaknesses or mistakes.
I blame 'myself all the time for my faults.

I blame myself for everything bad that happens.

I don't have any thoughts of Killing myself.
1 have thoughts of killing myself, but I would not carry them out.
I would like to kill myself.

I would kill myself if I had the chance.

I don't cry any more than usual.
I cry more now than I used to.
I cry all the time now.

I'used to be able to cry, but now I can't cry even though I want to.
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I am no more irritated by things than 1 ever was.

I am slightly more irritated now thun usual.

I am quite annoyed or irritated a good deal of the time.
I feel irritated all the time.

I have not lost interest in other people.

I am less interested in other pecple than T used to be.
I have lost most of my intecest it other people. :
I have lost all of my interest in aiher people;

I make decisions about as well as | ever zould.

I put off making decisions more than 1 used to.

I have greater difficulty in making decisions more than I used to.
I can't make decisions at all anymore.

1 don't feel that I look any worse than i used to.

1 am worried that I am looking ¢id ot unatiractive.

I feel there are permanent changes ir my appearance that make me look
unattractive

I believe that I look ugly.

I can work about as well as before.

It takes an extra effort to get started at doing something.
I have to push myself very hard tc do anything.

I can't do any work at all.

I can sleep as well as usual.

I don't sleep as well as I used to

I wake up 1-2 hours earlier thar usua’ and find it hard to get back to sleep.
I wake up several hours earlier than } used to and cannot get back to sleep.

I don't get more tired than usual.

I get tired more easily than I used io.

I get tired from doing almost anything.
I am too tired to do anything.

My appetite is no worse than usual.

My appetite is not as good as it used t¢ be.
My appetite is much worse now.

I have no appetite at all anymore.

I haven't lost much weight, if any. lately.
I have lost more than five pounds.
I'have lost more than ten pounds.

I have lost more than fifteen pounds.




20. : : ;
0 I am no more worried about my health than usual.

1 I am worried about physical problems like aches, pains, upset stomach, or
constipation.
2

[ am very worried about physical problems and it's hard to think of much else.

3 I am so worried about my physical problems that I cannot think of anything else.
2],

0 I have not noticed any recent change in my interest in sex.

1 I am less interested in sex than I used to be.

2 [ have almost no interest in sex.

3 I have lost interest in sex completely.

INTERPRETING THE BECK DEPRESSION INVENTORY

Now that you have completed the questionnaire, add up the score for each of the twenty-one
questions by counting the number to the right of each question you marked. The highest possible
total for the whole test would be sixty-three. This would mean you circled number three on all
twenty-one questions. Since the lowest possible score for each question is zero, the lowest
possible score for the test would be zero. This would mean you circles zero on each question.
You can evaluate your depression according to the Table below.

Total Score Levels of Depression

1-10 These ups and downs are considered normal
11-16 Mild mood disturbance

17-20 Borderline clinical depression

21-30 Moderate depression

31-40 Severe depression

over 40 Extreme depression

http://mww.med.navy.mil/sites/NMCP2/PatientServices/
SleepClinicLab/Docu ments/Beck_Depression_Inventory.pdf
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Patient Name: Date:

instructions: For each iiem, piease circie the number {

incicate the degree to which you feei the siatement
is characieristic or true for you. The raling scale is as foliows:

ot
Q

C = Netatall characieristic or frue of me

1 = Siighty characteristic or rue of me.

2
3 =
4

= Extremety characlerisuc or irue or me.

Noderaiely characteristic or true of me

Yery characieristic or rug of me.

| ! ; 3
| 1. igetnervous if i have to speak witn scmeone in | i ; '
| zuthority {teacher, boss, &ic.). 1 0 i 1 | > | | %
T T e T 4 ] | { |
b2l haue,dxrﬂcquymamng eye coniact with others. 3] ! 1 . 2 5 2l 4
i : z : i '
i 3. ibecome tense if i have to taik ebout myself or ¢ ! ? } !
| my feelings. ! 0 | 1 2 | 3 4
R i { i : ‘ |
1 4. i find it drmcaxz to mcomrort:mv with the : : | ! i 1
| people | work with. ! o] i 1 2 3. 4
. 5. lfinditeasy o make friends my Own age. o] : 1 2 3 4 |
| . {tense up if | meet an acquaintance in the strest. | & b g 2. I 3 4
“ 7. When mixing socially, | am uncomfortabie. o i 1 2 ( 3 4
8. |feel tense if | am slone with just one ciher perscn.; 0 i 1 1 2 . 80 i 4 ;
{ v s $ H { 1
| 9. lam at ease meeting people 2t parties, etc. : 0 1 i 2 i3 ¢
| 10. i have Gifficulty talking with othsr peopie. 1 ) 1 > ; gl g |
! 11. Ifind it easy fo think of things to talk about ! 0 | 1 I D ! 3 5 4 1
i i { g i
T i T T T T s
}‘ 12 !worry about ext 'ess.ng mysef in case | appear i i ! I ’
U awkward: T S O S R TE RS
| 13. |find it difficult to disagree with another’s point | i ; ‘ , i
| of view. . 0 ' 1 i > 3 ¢ |
e 0 - !
; 14, 1 have cx‘.cuﬁ:v‘ak.ng o ziraciive persons ¢f | ! |
[ the opposite sex. ; o 1 2 i 2 ! 4
i 15. 1{ind myseif worrying that | won't know whai ic i . i
o T g i | i !
| sayin social siuations. 0 1 2 i3 4
i 16: tam nervous mixing with pecple | don't know we 6] 1 2 Py 3 | 4 '
i feel Ili $hi ~ <z i ~ ; ' . I
17. [ feei Il say ?cme;n.ng embparrassing when aiking. 8] 1 : 2 3 i 4 i
18, Whenmixing in.a groug, | find myssif worrying i f
will be ignored. i A i z
4 G 1 ! 2 3
i 18. iam tense mixing in a2 group. o) 4 T
f == 1
‘ 4
j 2C. iam unsure whether to greet scmecne | know H ! ) i i
i only siigntiy. o ' - i i
L v 2 i 3 4 !
CO-OCCURRING DISORDERS PROGRAN: SC o A EES
Doc - S ISORDERS PROGRAM: SCREENING AND ASSESSMENT
ument s in the public domain. Dupiicating inis maisral ior personal or
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i1} Symptom Checkiist

T T
Dadi H | i LS N
Patient Name | ; Togay's Date
Slezse answer the questions below, rating yourseif on each of the criteria snown using the 2 e
scaie on the right side of the page. As you answer each question, piace an X in the box that £ =
best describes how you have felt and conducted yourseif over the past $ months. Please give 5 = 2 £ =
this compieted checklist to your heaithcare professional to discuss during today’s | % = g 6-; = |
(Bt ' 4 .
appointment. e >
|. How often do you have trouble wrapping up the finai detalis of 2 project, :
once the challenging parts have been done? |
2. How often do you have difficuity geting things in order when you have to do
a task that requires organization?
3. How often do you have problems remembering zppointments or obligations?
4. When you have 2 task that requires 2 ot of thought, how cften do you avoid
or deiay getting started?
|
5. How often do you fidget or squirm with your hancs or feet wnen you nave
1o sit down for a iong time? ;
6. How often do you feel overly active and compeiied to co things, like you
were driven by a motor? |
Part A |
T 1
7. How often do you make careless mistakes when you have to work on a boring or ‘ ‘ ‘
difficult project? | I =
- s e ’ : ; . |
8. How often do you have difficuity keeping your attention wi i are doing boring
or repetitive work?
1
9. How often do you have difficuity concentrating on what peopie say o you, i
Oy ) - ating ; y Wy
even when they are speaking to you directly? -
i0. How often do you misplace or have difficuity finding things at home or at work?
{1. How often are you distracted by activity or noise arounc you!?
12. How often do you ieave your seat in meetings or other sitizdons in which
you are expected to remain seated?
1
i3. How often de you feel restiess or fidgety?
H
14. How often do you have difficuity unwingding and reiaXing when you have time p
to yourself? |
5. How often do you find yourseif talking toc much when you are in sccial situations?
{6. When you're in a conversation, how often de you find yourself finishi
6.V ! ation, ! iten do you find yourself finishing
the sentences of the peopie you are talking tc, before they can finish
them themselves?
17. How often do you have difficuity waiting your twurn in situations when
turn taking is required?
1
I8. How often do you interrupt cthers when they are busy?
L
Part B
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Generalized Anxisty Discrder 7-item (GAD-7) scale

Auhwiil

Over the last 2 weeks, how often have you peen  Notat  Several  Over half Nearly
bothered by the following problems? all sure days the days  every day
it i r i G 1 2 3
1. Feeling nervous, anxious, Or oo GgC S 3
i 5. 4 . n ~
2. Not being able to stop or cOnird: Worrying Y 1 < 3
X 3 5 giv - o n 1 7 ~
3. Worrying too much about different things 2 < 3
P 1 . n b ~
4. Troubie relaxing Y 1 2 3
- . - (AT 3 DI 0 1
\ 5. Being so restiess thatit's hard o sit stii 4 . 2 E
l . . - et 3 1 ) 3
6. Becoming easily annoyed Or 1r1ilasie v i Z
‘7. Feeling afraid as if something awful might o 1 2 3
| happen
Add the score jor each coiumi - - +
Total Score (add your coluinn scores) =

l

If you checked off any problems, tow di it have these made it for you to do your work, take
care of things at home, or get along with other people?

Not difficuit at all

Somewhat difficult
Very difficult
Extremely difficult

Source: Spitzer RL, Xroenke X, Williams JBW, Lowe B. A brief measure for assessing generalized anxiety
disorder. Arch Inern Med. 2006;166:1092-1057.




