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The Adaptation of the Estonian Version of the Clinician-Administered PTSD Scale: A Pilot
Study
Abstract

The aim of the current Bachelor’s thesis was to produce a comprehensible Estonian version of
the Clinician-Administered PTSD Scale for DSM-5 (CAPS-5), as part of a more extensive
adaptation process. To achieve this objective, the original English version of the CAPS-5 was
translated into Estonian and then reviewed and revised by a team of experts comprising of three
clinical psychologists with experience in trauma related work and a psychiatrist. The Estonian
version of the CAPS-5 was then reviewed by a clinical psychologist and expert in the field in
question who did not participate in previous discussion and editing of the Estonian CAPS-5.
The final version of the Estonian CAPS-5 was tested with a small community sample of six
individuals who had endorsed trauma exposure, in order to examine its comprehensibility and
draw primary conclusions about whether or not it indicates the presence or absence of post-
traumatic stress disorder (PTSD). The results indicated that the Estonian CAPS-5 was generally

clear and understandable and enables to establish a diagnosis.

Keywords: Clinician-Administered PTSD Scale, DSM-5, CAPS-5, posttraumatic stress

disorder, adaptation, translation, structured interview
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CAPS-5 intervjuu adapteerimine eesti keelde: pilootprojekt
Kokkuvote

Kédesoleva bakalaureusetod eesmérgiks oli tdlkida ja piloteerida cestikeelset versiooni
posttraumaatilist stresshiiret diagnoosida voimaldavast CAPS-5 Kliinilisest intervjuust. Selleks
teostati antud t60 raames koigepealt tolge inglise keelest eesti keelde, millele jargnes tdlke
toimetamine ja arutelu ekspertide to6riihmaga, kuhu kuulusid kolm traumat6é kogemusega
kliinilist psiihholoogi ja tliks psiihhiaater. Jarnevalt vaatas valminud versiooni iile veel {iks
valdkonna ekspert, kliiniline psiihholoog, kes ei osalenud esialgses arutelus. Loppversiooni
eestikeelsest CAPS-5 intervjuust piloteeriti kuuest trauma kogemusega katseisikust koosneva
valimi peal hindamaks selle arusaadavust ning saamaks esmast informatsiooni selle toimivuse
kohta diagnostilise vahendina. Testimise tulemusena ilmnes, et eestikeelne CAPS-5 intervjuu

on selgesti moistetav ning voimaldab diagnoosida posttraumaatilist héiret.

Marksonad: posttraumaatiline stresshdire, CAPS-5, DSM-5, struktureeritud kliiniline

intervjuu, adapteerimine, tolkimine
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INTRODUCTION

The aim of the current Bachelor’s thesis was to complete the first three steps in the process of
the adaptation of the Clinician-Administered PTSD Scale for DSM-5 (CAPS-5) into Estonian.
This included (1) the translation of the original, English CAPS-5 into Estonian, (2) the revision
of the Estonian version in collaboration with a panel of clinical specialists, and (3) piloting the
Estonian CAPS-5 on a small sample in order to examine its comprehensibility and acquire
primary information about its diagnostic capability. The importance of the adaptation of the
CAPS-5 into Estonian lies in providing Estonia’s clinical psychologists with a valuable and
effective instrument for diagnosing posttraumatic stress disorder and thereby enabling a greater

number of PTSD sufferers to receive a diagnosis and therefore appropriate treatment.

Post-traumatic Stress Disorder (PTSD) is a psychiatric disorder which may develop after
experiencing a traumatic event or series of events either through direct exposure as a victim or
witness; by learning about its occurrence to a close family member or close friend, or by
recurrent work-related exposure to aversive details (APA, 2013; WHO, 2018). As defined in
the 5™ edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5), a trauma
is actual or threatened death, serious injury, or sexual violence (APA, 2013). The characteristics
of PTSD include (1) re-experiencing symptoms, such as intrusive thoughts, flashbacks or
nightmares connected to the traumatic event(s), (2) avoidance of thoughts, feelings, people and
other reminders of the trauma, (3) negative alterations in cognitions and mood, such as inability
to remember important aspects of the trauma, estrangement from other people, diminished
interest in activities, blame of self or others, and negative beliefs about self, the world or others,
persistent negative emotional state and inability to feel positive feelings, (4) hyperarousal, such
as problems with sleeping, concentration, emotion regulation resulting in aggression toward
others, increased startle response and hypervigilance (APA, 2013; Rendon, 2015). In addition,
some individuals may present with dissociative symptoms (APA, 2013, WHO, 2018). PTSD
symptoms may vary in intensity and frequency from mildly distressing to severely
incapacitating. In addition, there is a great variation in both symptoms exhibited by different
individuals, as well as in the onset of symptoms (Institute of Medicine, 2006). Typically, the
onset of symptoms occurs shortly after the traumatic experience, but in case of a delayed onset,
symptoms may not commence for over six months after the trauma (APA, 2013; WHO, 2018;
Institute of Medicine, 2006).
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Even though PTSD can occur alone, it is often comorbid with other mental disorders, such as
for instance, major depressive syndrome, anxiety and mood disorders, and substance abuse
(Institute of Medicine, 2006), worse physical health (Rendon, 2015), and a higher risk of
“functional role impairment, such as unemployment or marital instability (Rendon, 2015)”.
PTSD is also known for its potentially chronic nature (Liivamégi, 2011; Foa, Yadin, 2011;
Institute of Medicine, 2006).

It is estimated that 40-60% of community adults will experience some sort of trauma during
their lifetime, however, only about 9% of them will develop PTSD (Taylor, 2017; APA, 2013).
This indicates that even though the occurrence of a traumatic event is a necessary precursor to
developing PTSD, it is not sufficient. Its development depends on the combination of several
protective and risk factors prior to, during and after the traumatic event. Some of the
pretraumatic factors include the genetic characteristics of an individual (including gender and
ethnocultural background, as well as certain gene variations), age, marital status, preexisting
psychopathology, family history of psychopathology, low intelligence, previous exposure to
traumatic experiences, past PTSD episodes, aversive social environment (economic
deprivation, family instability prior to the traumatic event), social relations with others, social
conflict, addiction problems, socioeconomic status, education and social support (Ford , 2015;
Taylor, 2017). Some peritraumatic risk factors include the “dose” of trauma exposure and
peritraumatic dissociation (Taylor, 2017). As for posttraumatic risk factors, maladaptive
coping, aversive posttrauma environments providing low social support and financial or other
burdens, as well as new or ongoing aversive life events increase the risk of developing PTSD
(Taylor, 2017). However, it is significant to note that none of the aforementioned risk factors

are necessary or sufficient for PTSD development.

A significant number of studies have shown that even though women are less likely than men
to experience a traumatic event, they are more likely to develop PTSD as a result (Stein,
Friedman, Blanco, 2011). There is not a clear and unanimous explanation to this, but it is
believed that PTSD rates can be higher among women due to higher frequency of sexual trauma
or repeated exposure to the same type of trauma; genetic, biological, social, and cultural aspects
may also play an important role (Stein, 2011; Ford , 2015). Moreover, studies have shown that
the type of trauma, too, influences the probability of acquiring PTSD. Namely, victims of
natural disasters, for instance, have shown lower PTSD rates than victims of interpersonal
violence, such as sexual violence, torture or terrorist attacks (Liivamégi, 2011; Breslau, 2009).

Although PTSD is a culturally universal syndrome, meaning that it takes similar forms across
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diverse cultures, cultural factors can still influence beliefs and interpretations associated with
PTSD. For instance, in Cambodian culture, nightmares are interpreted as though the dreamer
has a wandering soul which has encountered the dead or is being attacked by evil spirits (Taylor,
2017).

When it comes to global prevalence of PTSD, it is hard to bring out a certain number, as there
are numerous factors which affect the prevalence of PTSD in different countries, such as
differences in general prevalence, number of studies conducted on the topic, the overall
qualities of the environment where people live and work and so forth. That being said, most
studies conducted on the topic of PTSD have been carried out in Canada and the United States
of America, as well as in bigger Western European countries (Stein, Friedman, Blanco, 2011).
In North America, the lifetime prevalence of PTSD is estimated to be 9% (APA, 2013), being
higher in some subgroups, such as military or law enforcement workers, emergency services
workers, sex-trade workers etc. To illustrate, PTSD prevalence among combat veterans is found
to be 22-31% (Taylor, 2017). An extensive European study encompassing 11 countries found
that PTSD prevalence ranged from 0,56% to 6,67% (Burri, Maercker, 2014). The results by
country were as follows: 0,38% in Romania, 0,56% in Spain, 0,70% in Switzerland, 0,73% in
Italy, 0,76% in Belgium, 0,94% in Bulgaria, 2,31% in Germany, 2,32% in France, 3,00% in the
UK, 3,30% in the Netherlands, and 6,67% in Croatia (Burri, Maercker, 2014).

In countries where there are ongoing armed conflicts, PTSD rates are naturally higher. To
illustrate, lifetime PTSD prevalence is found to be 16% in Ethiopia, 18% in Gaza, 28% in
Cambodia, and 37% in Algeria (Taylor, 2017). In the Baltics, there have not been many studies
conducted on the topic of trauma and PTSD prevalence. A study covering all three Baltic
countries, that is Estonia, Latvia and Lithuania, found that the reported prevalence of traumatic
events was 70-75% and the prevalence of PTSD between 2-7% (Kazlauskas, Zelviene, 2015).
In Estonia, data about trauma and PTSD prevalence is very scarce, therefore it is very hard to
bring out reliable data concerning this topic. As of 2017, the number of patients diagnosed
within the diagnostic category of Reaction to severe stress, and adjustment disorders (F43.0 -
F43.9) is, according to the National Institute for Health Development, 6296 in total, of which
2997 are new cases, but PTSD diagnoses are not accounted for separately (National Institute
for Health Development, 2018). This might suggest that currently, PTSD is not sufficiently
applied as a diagnosis in Estonia, or that limitations are caused by the lack of effective
diagnostic instruments which complicate the diagnostic process. Because of its complex nature,

PTSD might remain unnoticed due to the patient seeking help in connection to other health
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problems comorbid with PTSD, such as, for instance, substance abuse or major depressive

disorder, or be confused with other disorders such as anxiety disorders.

It is important to bear in mind that PTSD as a clinical diagnosis, is barely four decades old. This
means, that although the term “post-traumatic stress disorder” or “PTSD” is fairly novel, the
symptomatic phenomena constituting what we now refer to as PTSD are by no means new. It
has been recognized throughout history, that experiencing significant trauma can lead to long-
term physiological and psychological problems. Recognized since ancient times, it has emerged
in literature throughout history. For instance, Greek historian Herodotus described an Athenian
soldier in the Marathon battle becoming permanently blind, regardless of having no physical
injury, after seeing the soldier next to him being killed, and Homer portrayed in his Iliad
soldiers’ reactions to war traumatization, including experiencing grief, withdrawal and feelings

of guilt toward fallen brothers-in-arms (Gournay, 2015; Ray, 2008).

Since the 19" century, a wide variety of terms has been used to label and describe this disorder,
from “railway spine/ brain”, “spinal irritation”, ‘“traumatic neurosis”, ‘“hysterical
hemianaesthesia”, and “soldier’s heart” to “shell shock™ and “war neuroses”, among many, until
finally acquiring the name “post-trauma syndrome” during World War I1. Such terminological
abundance depicts the evolutionary course of PTSD, providing an overview of how it has been
understood and regarded over the course of its development. Initially PTSD symptoms were
thought to be caused by somatic strain or injuries such as concussion to the brain or spinal cord
in railroad accidents or flying shrapnel embedded into soldiers’ skulls inflicting brain damage
which in turn would lead to experiencing symptoms such as fatigue, tremor, confusion,
nightmares and visual or auditory impairment, as well as general dysfunction. Since the
symptoms exhibited by soldiers suffering from, what was then referred to as “shell shock”, were
mainly physical, it wasn’t regarded as a psychogenic disorder (Jones, 2012). One of the first to
argue against such theories was H. Page, stating that it was unlikely that minute injuries to the
spinal cord would produce abnormalities of psychological functioning after railroad accidents.
Instead, he stated that fright, alarm and fear contributed to the formation of the disorder (Ray,
2008). For a long time, it was also assumed, that the symptoms would recede once the individual
retired from the stressor and returned to normal life. This however was proven wrong after the
Vietnam War, when a number of veterans who returned home continued to exhibit PTSD

symptoms and some did so even months or years later (Egan , 2010).

It was only in 1980 that the term “posttraumatic stress disorder” or “PTSD” was adopted, the

phenomenon officially recognized as a diagnosable disorder and published in the third edition
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of the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental
Disorders (DSM-I111; Cantor, 2005; Egan, 2010; Ray, 2008). Since then, PTSD criteria have
attracted controversy and substantial changes have been carried out with each revision of the
DSM (Pai, Suris, North, 2017). After the publication of the DSM-1V in 1994, deriving from
advances in clinical practise and the increasing amount of literature on the topic of PTSD, there
was an inundation of criticism, polemical arguments and proposals for change, regarding
matters such as the definition of trauma, symptoms to be included in the PTSD criteria,
symptom classification and even questions about the validity of PTSD as a diagnosis. In 2000
the text revision edition of the DSM-IV, which bore the name DSM-IV-TR (APA, 2000), the
text accompanying the PTSD criteria was revised, but the diagnostic criteria remained the same
(Pai , 2017). In 2013, another substantial revision, the 5" edition of the DSM (DSM-5) was
published (APA, 2013). Several remarkable changes have been made in the criteria of PTSD
since the last version of the manual. Perhaps the most substantial conceptual change regarding
PTSD in the DSM-5 is its removal from the anxiety disorders’ category and reclassification in
the new diagnostic category “Trauma and Stressor-related Disorders” alongside reactive
attachment disorder, disinhibited social engagement disorder, acute stress disorder and
adjustment disorder (Weathers, Marx, Friedman, Schnurr, 2014; Levin, Kleinman, Adler, 2014;
Pai et al, 2017). This is due to a considerable amount of research indicating that PTSD entails
emotions reaching outside of the anxiety spectrum, such as for instance guilt, shame and anger,
as well as dysphoria, anhedonia, dissociation or the combination of all the aforementioned
symptoms, making its inclusion in the anxiety disorders category inconsistent with the new
scientific understanding of PTSD (Pai , 2017; Weathers , 2014). All the disorders within the
trauma and stressor-related disorders’ category require exposure to a stressful event as a

precursor to the onset of symptoms (Pai , 2017; Levin , 2014).

In addition, some important changes have been made in criterion A, which requires the
individual to have been exposed to a traumatic event. To begin with, stressors qualifying as
traumatic experiences have been narrowed, specified and precisely defined in DSM-5 (Pai ,
2017). The definition of a traumatic event was very broad in DSM-IV, causing a “conceptual
bracket creep” or in other words, making “too many people eligible for a PTSD diagnosis based
on exposure to relatively minor stressors or indirect exposure to major stressors (Weathers ,
2014)”. In DSM-5 trauma is defined as “actual or threatened death, serious injury, or sexual
violence (APA, 2013)”. The term “threat to physical integrity” in the definition of trauma was
removed in DSM-5 due to its vagueness (Weathers et al, 2014). Furthermore, the DSM-1V A2
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criterion which required that the individual must experience intense fear, helplessness or horror
during the traumatic event, was eliminated in DSM-5 with the implication that not all
individuals, such as, for instance, trained military personnel experience fear, helplessness, or
horror during or immediately after the traumatic event (Friedman, Resick, Bryant, Brewin,
2010). Therefore, such subjective judgement would exclude individuals who did not experience
these emotions yet meet the rest diagnostic criteria for PTSD. Additionally, individuals who
have experienced a mild traumatic brain injury (TBI) during the traumatic event, might be
unaware of their peritraumatic emotional response to the event due to loss of consciousness
(Friedman et al, 2010). However, studies have indicated that individuals with severe TBI have
developed PTSD following to traumatic events, even though they were unaware of their
emotional response not only during the event but several weeks or months after the incident
(Friedman et al, 2010). Therefore, there is strong evidence that people can develop PTSD even
without the presence of criterion A2. That being said, another important aspect to consider is
that most PTSD sufferers who seek treatment often refer to doctors and clinicians months or
years after the occurrence of the traumatic event and therefore do not remember their exact
emotional reaction at the time or following the event, thus providing unreliable responses
influenced by both ability of recollection and emotional state during evaluation (Friedman et
al, 2010).

Lastly, specifications in the definitions of eligible exposure types were made. Not only is the
occurrence of a traumatic event required, the individual must also have had a qualifying
exposure to the trauma, as stipulated in criterion A. In DSM-IV-TR, the phrase used to refer to
the three types of exposure was “experienced witnessed, or was confronted with” (APA, 2000).
DSM-5 has retained all three types of exposure, listing and defining them explicitly as A1-A3,
i.e. the person must have experienced the trauma personally, witnessed the event, in person, as
it was happening to somebody else, or learned about traumatic events that happened to a family
member or a close friend (APA, 2013). A fourth exposure type has been added, named A4,
encompassing “repeated or extreme exposure to aversive details of the traumatic event(s)” and
concerns primarily work-related exposure by professionals such as for instance first responders
collecting human remains, military mortuary workers, forensic child abuse investigators etc
(Pai et al, 2017; Friedman et al, 2010).

Changes have been made to other criteria as well. To begin with, contrary to DSM-1V-TR, there
are four instead of three symptom clusters (re-experiencing, avoidance, numbing and

hyperarousal) in DSM-5 (APA, 2013). This is due to the separation of avoidance and numbing
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symptoms which were both under Criterion C in DSM-IV-TR. In DSM-5, Criterion C only
contains symptoms of avoidance and numbing symptoms are contained in Criterion D (Levin
et al, 2014). In addition to the removal or addition of items, DSM-5 contains a multitude of

alternations in wording. Subsequently, a review of the most important changes will be provided.

In Criterion B, which measures intrusion symptoms (intrusive thoughts, nightmares,
dissociative reactions, psychological and physiological reactions to reminders), the most
important change concerns B1 where the phrase “recurrent and intrusive recollections of the
event” has been replaced by “recurrent, involuntary, and intrusive distressing memories of the
traumatic event(s)”, emphasizing the involuntary nature of these memories and distinguishing
it from ruminations containing some voluntariness (Weathers et al, 2014). Also, the word

“recollections” was replaced with “memories”. Some other changes in Criterion B include:

e B2 now clarifies that distressing dreams need to be related to the trauma but must not
necessarily be a precise replaying of it;

e B3 emphasizes the dissociative nature of flashbacks, which can include a total loss of
awareness of the present surroundings and occur on a continuum;

e B4 which assesses cued distress has undergone a change in wording from “intense
psychological distress” to “intense or prolonged psychological distress”, suggesting that
to satisfy this criterion, the reactions could be either short but intense or less intense but
sustained over a longer period of time;

e In BS5, which measures cued physiological reactivity, the term “physiological reactivity”
was replaced with “marked physiological reactions”, raising the threshold for clinical

significance (Weathers et al, 2014; Levin et al, 2014)

As mentioned above, avoidance symptoms have been placed in a separate symptom cluster,
Criterion C. In this cluster, there are two symptoms: the avoidance of activities and other
stimuli associated with the traumatic event(s) (C2), and the avoidance of distressing memories,
thought and feelings (C1; APA, 2013; Weathers et al, 2014). Of the four DSM-5 symptom
clusters, the new cluster named Criterion D, has undergone the most extensive revision. From
DSM-IV-TR, only three of the seven symptoms in this cluster have remained unchanged:
amnesia (D1), diminished interest or participation in important activities (D5), and the feeling
of detachment or estrangement from others (D6; Weathers et al, 2014; APA, 2013). Of the
remaining fours symptoms two are new: distorted cognitions leading to blame of self or others
(D3) and persistent negative emotional state (D4); one has been significantly broadened: instead
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of DSM-IV-TR’s “foreshortened future”, which was difficult to comprehend by patients and
clinicians alike, it is phrased as “exaggerated negative beliefs about self, others or world” (D2);
and one symptom (D7) has been substantially narrowed: “inability to experience positive
emotions”, as opposed to “restricted range of affect” in DSM-IV-TR (Weathers et al, 2014;
Levin et al, 2014; APA, 2013).

Next, hyperarousal and reactivity criteria which are now contained in Criterion E have remained
largely unchanged. Here, two new symptoms have been added: reckless or self-destructive
behaviour (E2) and verbal or physical aggression (E1; Levin et al., 2014). Anger has been
covered more extensively in D4, in DSM-5 (Weathers et al, 2014). The rest of the Criterion E
symptoms include hypervigilance (E3), exaggerated startle reaction (E4), concentration
problems (E5), and sleep disturbance (E6; APA, 2013; Schupp, 2015; Weathers et al., 2014).

Criterion F, which requires the disturbance to persist more than one month is relatively
unchanged. The only alteration in this criterion is that the classifications “acute” and “chronic”
have been removed (Levin et al., 2014). According to Criterion G, the disturbance must cause
clinically significant distress or functional impairment. This criterion has also remained
virtually unchanged, there have been minor specifying alterations in wording (Schupp, 2015).
Another criterion, Criterion H, has been added which requires that disturbance is not caused by
any substance (e.g. drugs, alcohol, medication) or other medical conditions (Levin et al, 2014).
Lastly, there are two specifiers, one of them is new and refers to the subtype “with dissociative
symptoms” where the individual recurrently experiences symptoms of derealisation and
depersonalization. This addition is important because it “strengthens the recognition of
dissociation in PTSD” and suggests that individuals within this subset may not respond well to
treatment (Levin et al, 2014). The second specifier, already present in DSM-IV-TR, states that
if the onset of symptoms is at least six months after the traumatic event, it should be counted as
delayed expression. Here there have been changes made in wording, further specifying the
concept (Levin et al, 2014; Schupp, 2015).

According to DSM-5, an individual aged seven years or older can be diagnosed with PTSD if

they meet:

e Criterion A, i.e. the so-called gateway traumatic stressor;
e at least one of the five possible re-experiencing symptoms in Criterion B;

e at least one of the two Criterion C avoidance symptoms;
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e at least two of the seven Criterion D symptoms indicating negative alteration in
cognition and mood,;

e at least two of six possible hyperarousal symptoms as stipulated in Criterion E.

Also, these symptoms must persist for longer than one month, cause clinically significant
distress or functional impairment and not be caused by substances or medical conditions, hence
meeting Criteria F, G, and H. Clinicians can also note whether the symptoms have a delayed
expression and whether the individual meets the additional criteria for dissociative symptoms
(Rendon, 2015; Schupp, 2015).

In contrast to DSM-5, ICD-11 (revision published in 2018) offers a much more compact
diagnostic description of PTSD (WHO, 2018). Like in DSM-5, PTSD among other stressor or
trauma related disorders, are situated in their own category labeled “Disorders specifically
associated with stress” (WHO, 2018). In comparison to the previous edition, ICD-11 offers two
conceptualizations of PTSD: one of them is labeled as “PTSD” and the other “Complex PTSD”
(Rendon, 2015). The latter aims to capture, among other aspects, the experience of individuals
who have experienced chronic traumas (e.g. torture, childhood sexual abuse, genocide)
(Rendon, 2015). These however are not conditions for Complex PTSD, but merely risk factors.
Both types require a traumatic event as a precursor to the symptoms, a duration of at least one
month, and significant functional impairment. However, which type of diagnosis is given
depends on the symptoms the individual exhibits. For a simple PTSD diagnosis, the patient
must meet the criteria for at least:

e 0ne re-experiencing symptom (trauma-related nightmares or flashbacks);

e one of two avoidance symptoms (avoidance of people, activities or places which remind
of the traumatic event(s); avoidance of thoughts and feelings related to the traumatic
event(s));

¢ one of two hyperarousal symptoms (hypervigilance, heightened startle response).

To be diagnosed with Complex PTSD, the individual must present with, in addition to the
aforementioned simple PTSD symptoms falling into three classical PTSD symptom clusters,

the following:

e Affect dysregulation (heightened emotional reactivity, violent outbursts, reckless or

self-destructive behavior, stress-induced dissociative states, emotional numbing);
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e Negative self-concept (feelings of worthlessness or guilt related to overcoming the
trauma or protecting others);

e Social impairment (detachment from other people, diminished interest or avoidance of
relationships, difficulty maintaining emotional engagement in existing relationships)
(WHO, 2018; Rendon, 2015).

After a traumatic event, there is known to be a substantial variation among patients both in
terms of the timing of the onset of symptoms and the type of symptoms. In addition, there might
me a delay between the onset of the symptoms and the referral of the patient to a mental health
professional (Institute of Medicine, 2006). To enable the best possible treatment, it is important
that the patient is adequately assessed first. There are several diagnostic tools available for
diagnosing PTSD, most of which are available in English. The assessment of PTSD consists of
two steps: first, trauma exposure must be evaluated, and then the evaluation of the symptom
clusters follows (Rendon, 2015). Measures are available for both the evaluation of trauma
exposure and symptoms of PTSD. Some examples of trauma exposure measures, such as for

instance the Life Events Checklist (LEC) (also available in Estonian) are listed in Table 1.

Measures which aim to evaluate PTSD symptoms can be categorized as (1) biopsychological
measures, (2) self-report measures, and (3) semi-structured interviews (Rendon, 2015; Institute
of Medicine, 2006). The two latter are widely used in both clinical and research practice.
Examples of the most commonly used self-report and semi-structured interviews are provided
in Table 1. In contrast to self-report measures which are normally presented in paper-and-
pencil or computer format, allow assessment of PTSD using the full DSM diagnostic criteria,
are brief and with relatively short administration time (usually 5-20 minutes), semi-structured
interviews provide a comprehensive evaluation of symptoms and the nature of the trauma in a
face-to-face interview situation with a trained clinician. These are lengthier in terms of
administration time, usually lasting between 40-120 minutes, as they utilize the full scale of
DSM or ICD diagnostic criteria and are carried out in the form of an interview, where the
clinician asks questions and scores the patient on a rating scale developed specifically to
measure the subjective information obtained from the patient, as well as observations made
during the interview. These measures feature standardized prompts which can be followed by
clarification questions. A higher level of training is required for administration of such

interviews, in order to ensure standardized administration and scoring (Rendon, 2015).



The Adaptation of the Estonian CAPS-5 14

Table 1. PTSD Assessment measures for English speakers.

PTSD Assessment Measures for English speakers (Rendon, 2013; Foa, Yadin, 2011)
TRAUMA EXPOSURE SCALES
The Life Events Checklist (LEC)
Life Stressor Checklist-Revised (LSC-R)
The Trauma History Questionnaire (THQ)
Trauma Assessment for Adults (TAA)
The Brief Trauma Questionnaire (BTQ)
PTSD SYMPTOM SEMI-STRUCTURED INTERVIEWS
PTSD-Only  Clinician-Administered PTSD Scale (CAPS)

Interviews Structured Interview for PTSD
PTSD Symptom Scale Interview (PSS-I)
PTSD Interview

PTSD Structured Clinical Interview

Modules in Composite International Diagnostic Interview (WHO CIDT)
Diagnostic The Psychiatric Research Interview for Substance and Mental Health
Tests Disorders (PRISM)

Diagnostic Interview Schedule (DIS)

Anxiety Disorders Interview Schedule — Revised (ADIS-R)
PTSD SYMPTOM SELF-REPORT MEASURES
PTSD-Only  PTSD Symptom Scale — SELF-Report (PSS-S)
Scales Posttraumatic Stress Disorder Checklist

Posttraumatic Stress Disorder Diagnostic Scale

PTSD Checklist (PCL)

Posttraumatic Diagnostic Scale (PTDS)

Davidson Trauma Scale (DTS)

Impact of Event Scale-Revised (IES-R)

Mississippi Scale for Combat-related PTSD (M-PTSD)

Short PTSD Rating Interview (SPRINT)
PTSD Minnesota Multiphasic Personality Inventory 2, Keane PTSD Scale (PK)
Subscales in  Personality Assessment Inventory, Traumatic Stress subscale in the
Psychometric Anxiety-Related Disorder scale
Tests

One of the most widely used structured interview for diagnosing PTSD is the Clinician-
Administered PTSD Scale or CAPS. Often referred to as the “golden standard” for the
assessment of PTSD, CAPS has been extensively used in both clinical and research practice
since its conception in 1990 by the National Center for Posttraumatic Stress Disorder in the
USA (Blake et al., 1995; Rendon, 2015; Elhai, 2005). CAPS measures exclusively PTSD
symptoms, i.e. it is not part of a larger diagnostic instrument, such as the Structured Clinical
Interview. Even though it was first validated on combat veterans, it is now used in different
samples for both civilians and military service members. For instance, studies have been
conducted on motor vehicle accident victims, sexual assault domestic violence survivors, and
severe mental health patients (Blake et al., 1995; Rendon, 2015).

In addition to being the primary measure for PTSD among practitioners, the CAPS has been
used very extensively within the research realm as well. Already in 2000, it had been used in
more than 200 studies (Weathers, 2001). Additionally, the CAPS has been widely used as the

standard measure against which new PTSD measures are evaluated (Rendon, 2015).
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Until the most current, i.e. fifth revision of DSM and thus CAPS, CAPS-IV-TR enjoyed
widespread use, had been translated into 15 languages and shown good validity and reliability
in multiple studies. CAPS-5 is expected to continue to be used widely as the gold standard of
PTSD assessment and has already been translated into several languages, including Turkish,
Spanish, and German (Rendon, 2015; Boysan et al, 2016; Miiller-Engelmann et al, 2018).

The CAPS-5 is in accordance with the DSM-5 criteria for PTSD, reflecting the symptom criteria
and allowing for a direct comparison of the measures against the symptoms presented in the
DSM-5 (Rendon, 2015). Other features which make CAPS-5 a comprehensive tool for PTSD
assessment include carefully phrased questions and “explicit rating scale anchors with clear
behavioral referents (Weathers, 2001)”, which aim to standardize administration across
different trauma populations, settings and raters (Rendon, 2015). Furthermore, the rating
system, which is based on symptom frequency/ amount and severity, allows multidimensional
symptom assessment. Severity and presence/absence scores can be qualified at either symptom,
cluster, or overall syndrome level (Rendon, 2015). Finally, the CAPS-5 enables the evaluation
of PTSD over the past month, past week, or lifetime, thus providing greater flexibility and

taking into account the goals of the assessment.

The CAPS-5 interview takes approximately 30-60 minutes to administer and features 30 items,
27 of which reflect the DSM-5 criteria for PTSD. Usually, the administration of CAPS-5 is
preceded by the administration of a trauma assessment scale, most commonly the Life Event
Checklist (LEC; Rendon, 2015). This is necessary in order to identify a traumatic event which
will be the base for all further evaluation. In addition to reflecting and evaluating the 20 PTSD
symptoms as presented in DSM-5, CAPS-5 also measures the onset, duration, and intensity of
the symptoms as well as their effect on social and professional functioning, subjective distress,
overall improvement since previous rating, and dissociative reactions (derealization and

depersonalization; Weathers et al., 2015).

The first item, corresponding with DSM-5 Criterion A, assesses trauma exposure. ltems 1-20
evaluate the 20 PTSD symptoms as proposed by DSM-5 (Criteria B-E), items 21 and 22
(Criterion F) inquire about symptom onset and duration, items 23-25 measure subjective
distress, impairment in social, occupational, or other important areas of functioning (Criterion
G). Items 26-28 assess global validity, severity and improvement and are useful for longitudinal
evaluation. Finally, items 29 and 30 evaluate dissociative symptoms and are used in the
specification of the dissociative PTSD subtype. All symptoms must be connected to the

traumatic event rather than other types of life events.
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Items 2-30 are rated on a 0 to 4 severity scale (absent, mild/subthreshold, moderate/threshold,
severe/markedly elevated) and is the combined score of the intensity and severity ratings of the
symptom. Frequency is rated as either the number of occurrences or the percent of the time in
which the symptom has occurred during the evaluated time period (e.g. past month). Severity
scores are derived from self-reported symptom intensity or distress caused by it and can also be

dichotomized as present or absent.

Clinicians are trained to read the standardized prompts verbatim, as much as possible, in order
to ensure interrater and test-retest reliability. Clinicians conducting the CAPS-5 interview
should have formal training in structured clinical interviewing, have competence in conducting
differential diagnoses and must have a thorough understanding of the phenomenology of PTSD
symptoms. They must also be very familiar with the items presented in CAPS-5 in order to
facilitate administration and make it as smooth as possible (Rendon, 2015; Weathers et al.,
2015).

The CAPS-5 was first validated with a veteran sample and showed a good internal consistency
for the total severity score (o = .88), high interrater reliability (intraclass correlation coefficient
[ICC] = .91), and good test-retest reliability (ICC = .78; Weathers et al, 2018). Moreover, the
convergent and discriminant validity were also good and there was a strong correspondence
with the PTSD diagnoses based on CAPS-IV (Weathers et al., 2018).

Its applicability across different samples has made the CAPS an excellent candidate for cultural
adaptation. As of April 2019, it has been translated into at least 18 other languages, including
German (Miiller-Engelmann, 2018), Turkish (Boysan, 2017), Spanish (Rendon, 2015),
Portuguese (Pupo, 2011), Serbian (Priebe, 2010), Croatian (Priebe, 2010), Luo (Ertl, 2010),
Bosnian (Charney, Keane, 2007; Priebe , 2010), Cambodian (Hinton, 2006), Japanese (Asukai,
2003), Swedish (Paunovic, Ost, 2005), Korean (Lee, 1999), Farsi (Malekzai, 1996; Renner,
2006), Pushto (Malekzai, 1996), Dutch (Hovens, 1994). Of these the first three are translations
of the newest CAPS version, the remaining ones, with the exception of Dutch, Farsi and Pushto
versions, are translations of the 1998 CAPS revision (i.e. CAPS-1V).

The psychometric properties of the Turkish version of the CAPS-5 were examined by Boysan
and colleagues (2017) in a study enrolling 90 patients (30 with PTSD, 30 with major depressive
disorder, and 30 healthy controls) who had endorsed trauma exposure. The participants
completed a socio-demographic questionnaire, self-report questionnaires such as the Life
Events Checklist for DSM-5 (LEC-5), the Dissociative Experiences Scale (DES), the Beck
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Depression Inventory (BDI), the Beck Anxiety Inventory (BAI), and the PTSD Checklist for
DSM-5 (PCL-5), prior to the administration of the Turkish CAPS-5. PTSD scores for the
CAPS-5 and PLC-5 were compared against each other and both measures demonstrated very

good psychometric properties.

A similar study was conducted by Miiller-Engelmann and colleagues (2018), where the
psychometric properties of the German version of the CAPS-5 were examined in a trauma-
exposed sample of 274 individuals (223 with PTSD and 51 without PTSD). The German
version of the CAPS-5 was found to have high internal consistency (as = .65-.93) and high
interrater reliability (ICCs = .81-.89). High correlations between the CAPS severity score and
both the Posttraumatic Diagnostic Scale sum score (r = .87) and the Beck Depression Inventory
total score (r =.72) were found and the German CAPS-5 was deemed a psychometrically sound

measure.

In her doctoral dissertation, Rendon (2015) provides a detailed description about the adaptation
process of the Spanish version of the CAPS-5 which was directed to Latinos with limited
English proficiency. This dissertation does not include an analysis of the psychometric
properties of the CAPS-5, but provides a detailed insight to the process of the adaptation and
piloting on a small sample to examine the comprehensibility of the translated interview. Some
of the changes employed to meet the needs of the target population included changes in
wording, modification of some terms and phrases to a more colloquial form to facilitate
understanding by people with lower formal education levels, use of visual aids for the
clarification of the concepts of percentage in the frequency questions about “how much of the
time” and to clarify the referent period of “the past month”, reducing the length of question
prompts, using either shorter words in sentences or separating longer sentences into several
shorter ones, in order to reduce the burden on working memory and taking into consideration
that a big proportion of the target group has lower levels of literacy and formal education. The
analysis of the psychometric properties of this version of the Spanish CAPS-5 were not a part
of Rendon’s dissertation and hence are subject to further testing and examination. However, the
comprehensibility of the Spanish CAPS-5 for Latinos with limited English proficiency was
sufficiently tested and deemed clear and easy to understand and has the potential to increase the
accuracy of PTSD assessment within the Spanish-speaking Latino population in the United

States of America.

In conclusion, even though the topic of PTSD is well researched in the English speaking world,
with the United States and Canada at the head of PTSD-related research, it is still deficient in
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many other countries, including Estonia. The cultural adaptation of the CAPS-5 into Estonian
would provide a valuable and accurate diagnostic instrument for PTSD and would hopefully
increase the number of people who receive the correct diagnosis and thereby appropriate

treatment in Estonia.
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METHOD

The aim of the current thesis was to translate the original, English version of the Clinician-
Administered PTSD Scale for DSM-5 (CAPS-5) into Estonian, retaining its items’ original
meaning and achieving content, semantic and technical equivalence with the original English
version. The translation and adaptation of this measure requires a multistep approach, of which
the first important steps - the translation, revision and piloting of the interview on a small
community sample have been carried out and described in the current research paper.

To begin with the adaptation process, the English version of the CAPS-5 was translated into
Estonian by the author of the current thesis. This was followed by a series of meetings with a
team of experts in order to review and edit the initial Estonian version. The team of experts
included three clinical psychologists, each of whom had experience in trauma related work, and
one psychiatrist. The Estonian version was reviewed and edited over the course of three
meetings. In addition, after the final corrections had been made, these experts were asked to
review the final version once more, in order to assure that it was of good quality and ready for
piloting. The same was requested from another clinical psychologist, who had not participated
in the previous discussion and revision of the Estonian CAPS-5. Thereupon, six adult
individuals who had had a traumatic experience in their adulthood were asked to participate as
interviewees in the piloting of the Estonian CAPS-5. The principal aim of this procedure was
to acquire feedback about the Estonian version and about its linguistic comprehensibility, as

well as to acquire primary information about its diagnostic capability.

The participants were recruited from two clinics located in Tartu - the Katriito Counseling and
Psychotherapy Center and the Tartu Sexual Health Clinic. The patients were first contacted by
their psychologists and those who were ready to participate were thereafter contacted by the
researchers. Additionally, three participants were already participating in a parallel study which,
too, included the CAPS-5 interview, and gave an informed consent to partake in the current
study as well. Participants were given more information about the procedure prior to
participation. The following chapter will provide a detailed overview of the translation process

as well as the process of piloting the Estonian CAPS-5.
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Translation process

Some of the principal challenges in the process of translating the original English version into
Estonian, were differences in the linguistic structure of these two languages, affluence of
vocabulary, the lack of a dictionary for specific psychological terms, maintaining the original
meaning and essence of questions and terms even if the wording had to be altered when
translated, and selecting the best way to say something, in case there were several possible

options for translating a phrase or sentence.

As the structure of English and Estonian is rather different at times, the translation of some
more complex and long sentences, especially in the rating instructions’ part of the CAPS-5
required harder work and creativity. For instance, in the phrase “exposure to actual or threatened
death, serious injury, or sexual violence”, word order had to be changed in order to constitute a
logical and natural-sounding phrase in Estonian, placing the part of “actual or threatened death”
first and the experiential part of the phrase last. Also, since it was impossible to use “exposure”
for all the traumatic exposure types in Estonian, the phrase was further separated into two parts,
and some additional words had to be added. Hence, in Estonian it sounded like this: “contact
with actual or potential death, or being in mortal danger, experiencing serious injury or sexual
violence” (Tegeliku voi potentsiaalse surma voi surmaohuga kokkupuude, tosiste vigastuste voi
seksuaalvigivalla kogemine). Additionally, a great number of the questions in CAPS-5 begin
with the words “In the past month”. In Estonian, it would, in most cases, sound unnatural or
clumsy to begin a sentence with this phrase, so in most cases it would be placed in the middle
of the sentence, for a smoother and more natural result, e.g. the word order in the sentence “In
the past month, have you tried to avoid thoughts or feelings about (EVENT)?” would be
rearranged like this: “Have you, in the past month, tried to avoid (EVENT)-related thoughts or
feelings?” (Kas te olete viimase kuu jooksul piitidnud vdiltida [T]-ga seonduvaid métteid voi
tundeid?). Another big difference between the two languages is the extensive use of declensions
in Estonian. Thus, some English sentences would have to be translated into either longer or

separate sentences in Estonian.

Some other sentences or questions where wording had to be changed were for example “Can
you give some examples?” and “How so?”. The first could be directly translated, however, after
consulting with the expert team, the decision was made to concretize it to simply “Bring some
examples!” (Tooge moni ndide!). The purpose of this was to avoid possible situations where a
patient who is not very collaborative or particularly eager to answer, could give provocative

answers such as, for instance, say they can’t, while actually simply not being willing to. The
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latter, “How so?” which was an additional question for the main question inquiring about
whether or not the individual attributes the occurrence of symptoms to the traumatic event,
though initially translated as either “How so0?”, “Why?”, or “Why so0?”, was eventually
presented as “Why do you think that?” (Miks te nii arvate?). The reason for this was primarily
that “How so?” (Miks nii?) tends to be perceived as slightly judgemental, and appears in
everyday conversations with an inquiring, often slightly judgemental intonation. This is
something that should be avoided in a clinical interview, especially one addressing such
sensitive topics. Another question which demanded slightly more attention in order not to be
perceived as judgemental or deprecative, was in Item 25, and inquired about whether or not the
person is currently working. Namely, the question “Why is that?” following a negative response
to the question “Are you working now?” attracted some debate during one of the meetings with
the group of experts. It was proposed to form the questions as “What is preventing you (from
working)? (Mis teid takistab?), but this version was discarded due to its potentially judgemental

nature. Instead, a direct translation was maintained (Miks see nii on?).

Another interesting aspect emerged when translating words such as “problems with
concentration”. In Estonian, these could be translated either using one compound word or two
separate words, i.e. either “keskendumisprobleemid”, which translates into “concentration
problems” or “probleemid keskendumisega” which means “problems with concentration”. In
the context of the CAPS, the first was chosen. In general, there was an enormous amount of
phrases and wordings that could be said in several different ways, so one of the most important
tasks for the expert group was to choose and modify the best wordings for each question,
producing a result which would be understood by a wide variety of people in the population
(i.e. with different levels of education, language proficiency, and so forth). Moreover, in many
cases, several English terms with a slightly different nuance translate into one word in Estonian

due to differences in abundance of vocabulary between the two languages.

The translation of specific diagnostic terms was also challenging. For example, “reminders”
was a difficult term to translate, as there wasn’t an exact word like this in Estonian. After some
contemplation and discussion, a term “traumameenutajad” was introduced, which translates
into “trauma reminders” in English. Sometimes the difficulty didn’t lay in translating the word,
but in choosing a term used by clinicians and assuring it is unambiguously understood. One
such term was for example “loss of sleep”, which was first translated as “unekadu”, literally
meaning “loss of sleep”, but after consulting with a sleep specialist, it was changed to “unevolg”

which would translate directly into English as “sleep debt”. This is however the official term
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used by clinicians to refer to this issue and was therefore included in the Estonian version of
the CAPS-5.

In some cases, the influence of the English way to name or say something posed a bit of a
hindrance when finding an appropriate Estonian term. Then it was necessary to ignore the exact
way it was said in English and translate it by meaning or by the essence of the meaning, e.g.
“key rating dimensions” wasn’t something that could be directly translated into Estonian, as
there is simply no such way of saying it like this. Instead, it was translated as “evaluation
criteria” (hindamiskriteerium). Another such example is “sleep disturbance”. Initially there
were many translations proposed for this, ranging from “sleep disturbance” (unehdired) to
“sleep problems” (uneprobleemid). This was one of the terms which raised much contemplation
and debate and was evaluated to be best approached by the definition of it and the perception
of the used term. Hence, it was important to establish that sleep disturbance is not something
that occurs as a result to outward disturbance, i.e. it is not caused by someone else (like a crying
baby, for example), but a spontaneous and autonomic occurrence (i.e. the individual himself
has difficulty falling or staying asleep). In addition, in Item 5, there was a question about
whether or not there are any physical reactions experienced in connection to remembering the
traumatic event, and a part of it inquired about whether one’s heart races or whether their
breathing changes. Again, this required some thought, as to find the best possible wording
which would be understood by a wide variety of people. The members of the expert team came
up with several ways to refer to a “racing heart”, but eventually it was decided to phrase it like
this: “Have you noticed changes in the frequency of heartbeats or breathing?” (Kas olete
mdrganud muutusi siidame l6ogisageduses voi hingamises?). This allowed a clearly
understandable and also congruent phrasing of the question while maintaining its original

meaning.

Another cause for contemplation was whether to use native Estonian words or borrowed foreign
words for some terms. For example, “physical reactions” could be translated as both “kehalised
reaktsioonid” (native Estonian word) or “fiiiisilised reaktsioonid” (borrowed word). The

meaning of both is exactly the same. It was decided to use native Estonian words.

Additionally, as opposed to a single way to say “you” in English, there are two different words
for singular and plural/polite “you” in Estonian. Normally, in official settings, the plural version
is used, as it also serves the role of a polite and formal way to address someone whom one is
either on formal terms with or not very familiar with. In therapy work, the singular or more

familiar “you” (sina/sa) is often used, to create a more comfortable atmosphere and help break
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down barriers between therapist and client and thus encourage the development of trust and
convenience, but official and printed documents as well as clinical materials are normally
presented using the formal form of “you” (teie/te). Therefore, the Estonian CAPS-5 utilizes the
formal form of addressing the interviewee, but the clinician could, if appropriate, choose to
address the client in the singular form, if this would support the process and create a better

atmosphere.

In case of the questions about whether a symptom started or got worse after the traumatic event,
an idea introduced by Rendon (2015) in the adaptation of the Spanish version of CAPS-5, was
partially adopted. Namely, in the English version, those two aspects are both in one sentence,
as in “Did this trouble experiencing positive feelings start or get worse after (EVENT)?”. After
extensive testing during the piloting process of her Spanish version of the CAPS-5, Rendon
found that people found it easier or more effective if separated into two sentences, i.e. “Did this
trouble experiencing positive feelings start after the (EVENT)?” or in case the symptoms in
question had been present already before the traumatic event, “Did this trouble experiencing
positive feelings get worse after the (EVENT)?” could be added. In the Estonian version it was
decided that it will remain intact, i.e. in one sentence, but a note was added for the interviewers

that it could be asked as two separate questions if necessary.

Once the Estonian version of the CAPS-5 was ready, an application to the Research Ethics
Committee of the University of Tartu was submitted. A permit was granted to proceed with the
administration of the Estonian CAPS-5 on a small sample of trauma patients in order to examine
the comprehensibility of the Estonian CAPS-5.

Piloting the Estonian CAPS-5 for comprehensibility

Of the six interviewees four were women, two were men. The age ranged from 23 to 64 years
(average age: 39 years). The criteria for participation were that the individuals had to be adult
and have had a traumatic experience in their adulthood, or the potential to meet the PTSD
criteria as estimated either by their therapist or themselves. In addition, the participants had to
be fluent in Estonian. Each participant was first contacted by their psychologist and then, after
they had agreed to participate, contacted by the researchers. They were given information about
the thesis and the procedure of piloting the Estonian CAPS-5 and appointments were made for
its administration. The interviews were carried out in the rooms of the Institute of Psychology

of the University of Tartu. Each participant was tested individually. First, participants were



The Adaptation of the Estonian CAPS-5 24

asked to read and sign an informed consent form where the procedure and aim of study were
introduced. Subsequently they were asked to fill in three self-report questionnaires: the
Emotional State Questionnaire (EST-Q), the Life Events Questionnaire (LEC), and the
Posttraumatic Stress Disorder Checklist-Civilian version (PCL). This was followed by the
administration of the Estonian CAPS-5 by a trained clinical psychologist with experience in
trauma work. Immediately following the interview each participant had the opportunity to get
feedback about their results. Lastly, after the interview, the participants were asked questions
about the comprehensibility of the Estonian version of the CAPS-5 by the author of the current

thesis. The entire procedure ranged from 1,5 to 2 hours per participant.
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RESULTS AND DISCUSSION

The findings of the piloting of the Estonian version of the CAPS-5 are presented and discussed
in the following chapter. Even though conducted on a small sample, the piloting of the Estonian
CAPS-5 provided important information and aspects to take into consideration in the process
of the development of the Estonian CAPS-5. To begin with, it provided a first insight into the
experience of both the interviewer and interviewee, as well as produced some initial

understanding of its potential to accurately diagnose PTSD within an Estonian sample.

The Estonian CAPS-5 was validated against the Estonian version of the PTSD Checklist for
DSM-5 (PCL). The PCL was purposely scored after administering the CAPS-5, in order to
avoid biases in the administration and scoring of the CAPS-5 due to knowledge of the expected
diagnostic outcome. The cut-point score of the PCL is 44 and four of the participants in the
current study scored more than 50 points, meeting the criteria for a diagnosis and two

participants scored less than 40. The precise scores are presented in Table 2.

As mentioned previously, the participants in this study were individuals who had endorsed a
traumatic experience and were suspected to meet the criteria for PTSD either by their mental
health professional or by themselves. The types of traumatic experiences of the participants in
this study were domestic violence, accident, work-related exposure to death (death of a patient),
severe illness, and a case of workplace bullying by a colleague. The latter two did not produce
a PTSD diagnosis according to neither the Estonian CAPS-5 nor the Estonian PCL. However,
these results were anticipated, as neither qualifies as an eligible exposure type according to the
DSM-5 (APA, 2013). The diagnosis was indicated by both the Estonian CAPS-5 and the

Estonian PCL and the results were in accordance with each other on each occasion.

To establish a diagnosis according to the CAPS-5, the number of symptoms in each cluster must
be in accordance with DSM-5 requirements, i.e. one must present with at least one symptom
from criteria B and C, at least two symptoms from clusters D and E, meet criterion F and G.
For this, severity scores and the number of symptoms met are summarized for each symptom
cluster using the summary sheet in the end of the CAPS-5 interview. First the severity scores
are summarized for each symptom cluster and then all severity scores are summarized in order
to obtain the total severity score. The same applies for summarizing the number of symptoms
met by the respondent. A symptom is considered present if its severity score is equal or higher

than 2. First, it is determined whether or not a symptom is present and then the score of
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symptoms that have been met is summed, and finally the total number of met symptoms is
calculated. The same model applies for the two dissociation symptoms, which are calculated
separately from the rest in order to find out whether the criteria for the dissociative subtype are
met. The scores of the EST-Q indicated general disturbance and are presented in Table 2 along

with the scores of the remaining self-report questionnaires and the Estonian CAPS-5.
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Table 2. Results from the Self-Report Questionnaires and the Estonian CAPS-5.
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In terms of content and structure, the Estonian CAPS-5 proved to be comfortable to administer
for both the clinician and the interviewees. The structure of the CAPS-5 provided a logical and

supportive framework, allowing a smooth and organized administration.

Before the administration of the CAPS-5, it is part of the procedure that the interviewees must
fill in the Life Events Checklist (LEC) in order to determine the most traumatic and disturbing
event which will serve as the index event for the CAPS-5 interview. The individuals who
participated in the piloting of the Estonian version of the CAPS-5 filled in the Estonian version
of the LEC prior to the administration of the Estonian CAPS-5. Some of the items in the
Estonian LEC caused confusion among the participants, particularly the first item inquiring
about whether the individual has experienced a natural disaster such as a flood, hurricane,
tornado, or earthquake. The cause of such confusion and difficulty to answer, was the fact that
there are no such natural phenomena as hurricanes, tornadoes, and earthquakes in Estonia. This
indicates that the Estonian version of the LEC should be further revised and adapted to better
match the local conditions and context of Estonia.

The traumatic event used as the index event for all the questions in the CAPS-5 is instructed to
be the most severe or horrifying traumatic event experienced by the individual. However, in
case of multiple traumatic experiences, it became apparent that the most severe in a lifetime
scale might no longer be actual in the person’s daily life nor produce PTSD symptoms. Instead,
a less severe but more recent traumatic event may cause significant distress or impairment at
the time the screening for PTSD. Therefore, in case of many traumatic experiences, it might be
better to determine which of those is currently most influential and has caused PTSD symptoms
or distress and impairment during the past month. The same suggestion was made by Rendon
(2015) regarding the Spanish version directed towards Latinos with limited English proficiency
living in the USA.

While administering the Estonian CAPS-5, the traumatic event, which is referred to as
(EVENT) in the script of the CAPS-5 and can be substituted with the most suitable word, was
referred to as either “the traumatic event” (traumaatiline siindmus), “that event” (see siindmus)
or addressed directly, by the interviewer. The idea of following Rendon’s example of separating
the question about whether a symptom begun or worsened after the traumatic event into two
separate sentences proved to be unnecessary, as it was very natural and effective to ask it as one

question.
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All six participants found the Estonian CAPS-5 to be clear and comprehensive in general. They
also brought out that the structure of the interview was clear, the questions were appropriate
and the complementary questions completed the main questions very well, helping the
interviewee to go further into detail. However, there were some aspects that need further
consideration and development. Most of the difficulties were connected to the questions
measuring the D cluster symptoms. Many of the questions in D Items were slightly vague or
too general and needed either further explanation in order to help the interviewee understand
the question, or examples and more structural support from the interviewer for the interviewees
to understand exactly how detailed of an explanation is expected from them. 50% of the
participants mentioned problems with comprehending some questions in the D section. The
issues mentioned were mainly vagueness and therefore difficulty answering due to poor
understanding, as well as in one particular question, in Item 9 (D2), it was sometimes confusing
what exactly is meant by “negative beliefs” which was translated into Estonian as “negatiivsed
uskumused”. Several of the participants mentioned that examples would have been helpful and
made it clear. This was also noticed by the interviewer that in Item 9 (D2) the respondents had
notable difficulty answering and most answered only about one of the tree categories (“negative
beliefs about yourself, other people, or the world”). The solution to this issue could lie in
encouraging the interviewers to bring more examples in this item. In general, the CAPS-5
manual suggests that examples should be scarce and only given if the respondent has serious
difficulty answering, but it appears that in Item 9 (D2) they are necessary in order to give the

respondent a clearer understanding of what is expected of them and thus avoid confusion.

The clinical psychologist who conducted the interview also brought out a few problematic
aspects concerning the D cluster of the CAPS-5. In addition to the D2 question, there are some
suggestions regarding Items 11 (D4) and 12 (D5). Namely, in Item 11 (D4), there is a
complementary question inquiring about how well one is able to manage strong negative
feelings (fear, horror, anger, guilt, shame). The question is posed like this: “How well are you
able to manage them?” or “Kui hdsti te nendega toime tulete?” in Estonian. This however
usually cultivates an answer like “more or less” or “fairly well” which does not give any
substantial information about the actual severity of the symptom. Instead, it is proposed that
this question be changed into “Mida te teete, et nendega toime tulla?” meaning “What do you
do in order to manage them?”. This would urge the respondent to give a more specific and
informative response which would allow conclusions to be made about the severity of the

symptom. In Item 12 (D5), the question “In the past month, have you been less interested in
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activities that you used to enjoy?” or “Kas teil on viimase kuu jooksul vihenenud huvi tegevuste
suhtes, mida varem nautisite?” would probably be more effective if posed like this: “Kas teil

on viimase kuu jooksul esinenud huvi vidhenemist tegevuste suhtes, mida varem nautisite?”

translating into “In the past month, have you experienced loss of interest towards activities you

used to enjoy?”. This would emphasize the loss of interest, which would, with the initial
construction of the sentence, receive less attention due to the natural flow of the sentence, which
in turn minimizes the emphasis on the “loss” of interest. Therefore, some of the questions in
the D cluster require changes in wording and more examples in order to increase

comprehensibility and clarity, as well as effectiveness.

Some other suggestions for changes in wording include Items 16 (E2) and 6 (C1). In the first
case, in Item 16 (E2) which inquires about risk taking, the question “In the past month, have
there been times when you were taking more risks or doing things that might have caused you
harm?” (Kas te olete viimase kuu jooksul kditunud riskeerivamalt voi teinud ohtlikke asju, mille
tagajdrjel oleksite voinud viga saada?) would probably serve its purpose better if posed like
this: “In the past month, have there been times when you were taking more risks or doing things

that have or might have caused you harm?” (Kas te olete viimase kuu jooksul kditunud

riskeerivamalt voi teinud ohtlikke asju, mille tagajdrjel saite voi oleksite voinud viga saada?),

hence adding actual harm to the possibility of being harmed. This suggestion is made due to the
fact that often, when it comes to risky or self-harming behaviour, there is actual harm caused,
even if it is not severe. For instance, if an individual attempts suicide by jumping off a roof but
lands on a life net set up by rescue workers, serious harm is avoided, but the individual will
most probably still be concussed. In case of Item 6 (C1), it could prove helpful to add
“memories” to the following question: “In the past month, have you tried to avoid thoughts or
feelings about (EVENT)?” (Kas te olete viimase kuu jooksul piitidnud vidltida [T]-ga

seonduvaid métteid véi tundeid?), hence “In the past month, have you tried to avoid memories

thoughts or feelings about (EVENT)?” (Kas te olete viimase kuu jooksul piitidnud viiltida [T] -
ga seonduvaid mdlestusi, motteid voi tundeid?). This proposition is made because sometimes
people, especially individuals with lower intelligence or simply lower formal education levels,
seem to have difficulty distinguishing between those three concepts of thoughts, feelings, or

memories.

Another important aspect to consider is the possible use of visual aids in the form of scales in
order facilitate answering to “how much of the time, as a percentage” (protentuaalselt, kui tihti),

“How much of a problem is this for you?” (Kui suur probleem see teie jaoks on?), “How much
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does this bother you?” (mil mddral see teid hdirib?) type of questions. A 10-point scale would
probably be the best option, as most people tend to naturally think about such things on a 10
point scale. This would not only facilitate answering these questions, but would also provide a
more uniform answering style, as all respondents would use the same scale and will not have
to come up with their own. One of the participants in the piloting of the Estonian CAPS-5 also
mentioned that a scale would have been helpful and that he had to come up with his own, which
he chose to be a 10-point scale (participant nr 022). The questions which inquire about the
percentage of the time a symptom has occurred in the past month, were the most difficult for
both the interviewer and the respondents. The interviewer mentioned that it always required an
additional question to clarify what exactly is expected, and it was also mentioned by the
participants that it was difficult to think of a percent, especially when thinking back to the extent
of the past month. This problem could also potentially be solved by the addition of visual aids,
for instance, in the form of a scale. Rendon (2015) also encountered this issue and solved this
problem by adding a visual aid containing pie charts of 0%, 25%, 50%, 75%, and 100% of the
time. Therefore, it would be necessary to take this approach, i.e. using visual aids to explain the

above-mentioned questions and concepts, into consideration and further examine its efficacy.

In conclusion, the current study has produced a generally clear and understandable Estonian
version of the Clinician-Administered PTSD Scale for DSM-5 and its piloting has indicated
shortcomings and aspects that require further revision. A base has hereby been established for
the development of the Estonian adaptation of the CAPS-5. Subsequently, the back-translation
process from Estonian to English is to be carried out and revisions in the Estonian CAPS-5 to
be made in order to proceed with the process of examining the psychometric properties of the
Estonian CAPS-5.
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APPENDIX A: The Estonian Version of the Clinician-Administered PTSD Scale (CAPS-5).

A Kriteerium

Tegeliku voi potentsiaalse surma voi surmaohuga kokkupuude, tosiste vigastuste voi seksuaalvagivalla
kogemine iihel (voi rohkemal) viisil alljargnevatest:

1. Traumaatilis(t)e siindmus(t)e ise kogemine.

2. Teis(t)e inimes(t)ega juhtunud traumaatilis(t)e siindmus(t)e pealtndgemine.

3. Lahedase pereliikme v3i sdbraga juhtunud traumaatilis(t)est sindmus(t)est teada saamine. Juhul kui
tegu on pereliitkme voi sdbra surma voi surmaohtu sattumisega, siis peab tegu olema kas vigivaldse voi
juhusliku siindmuse voi siindmustega.

4. Korduv traumaatilis(t)e sindmus(t)ega seonduvate héirivate detailidega kokku puutumine (nt.
Pédsteteenistujad, kes puutuvad vahetult kokku onnetuspaigaga; politseinikud, kes puutuvad kokku
laste vdarkohtlemisega jne). NB! A-4 kriteeriumi alla ei loeta elektronmeedia, televisiooni, filmide ja
piltide vahendusel traumaatilis(t)e siindmus(t)ega kokkupuuteid arvatud juhul, kui need on td6alased.

[Patsiendile anda koigepealt tditmiseks Elustindmuste kiisimustik. ]

Intervjuu kiigus kiisin teilt kiisimusi nende vastuste kohta, mida andsite Elusiindmuste kiisimustikku tiites.
Koigepealt palun teil rddkida tipsemalt sellest siindmusest, mis oli teie jaoks kdige raskem. Seejirel soovin
tapsustada, kuidas see siindmus teid viimase kuu jooksul on mdjutanud. Te ei pea rddkima viga detailselt, ainult
nii palju, et saaksin aru, milliseid probleeme voi raskusi teil ette on tulnud. Palun andke mulle teada, kui te ennast
intervjuu ajal vdga halvasti tunnete, siis saame sellest rddkida. Samuti andke mérku, kui teil tekib kiisimusi voi
kui midagi jadb arusaamatuks. Soovite te praegu midagi kiisida, enne kui alustame?

Te titlesite, et teie jaoks oli kdige raskem siindmus . Rédkige mulle lithidalt, mis juhtus.

Intervjuu aluseks olev siindmus (tdpsustage):

Mis juhtus? (Kui vana te olite? Kuidas olite teie juhtunuga seotud? Keda | Kogetud trauma tiiiip:

see veel puudutas? Kas keegi sai tdsiselt vigastada vdi surma? Kas kellegi

elu oli ohus? Mitu korda see juhtus?) ____lsiklik kogemus
_____ Pealtndgemine
_____ Teada saamine
_ Kokku puutumine
héirivate detailidega

Oht elule?
El JAH (Enesele
Teistele_ )

Tosine vigastus?
El JAH (Enesele
Teistele_ )

Seksuaalvigivald?
El JAH (Enesele
Teistele_ )

Vastavus A-kriteeriumile?
EI TOENAOLINE JAH

Edasise intervjuu kéigus esitan ma teile kiisimusi vdimalike probleemide kohta, mida traumaatilised siindmused
voivad tekitada. Vastamisel 1dhtuge palun sellest siindmusest, mida te just kirjeldasite. Teil v3ib olla esinenud neid
probleeme ka varem, kuid keskendume selle intervjuu ajal ainult viimasele kuule. Ma kiisin teilt iga probleemi
kohta, kas ja kui tihti see viimase kuu jooksul on esinenud ning mil méédral see teid on héirinud.
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B kriteerium

Uhe voi enama taaskogemise siimptomi esinemine, mis on seotud traumaatilise siindmusega ja on alanud
traumajargselt.

Punkt 1 (B1): Korduvad, tahtmatud ja pealetiikkivad héiritust tekitavad mélestused traumaatilis(t)est
stindmus(t)est. NB! Ule kuueaastastel lastel vib see avalduda traumaatilist siindmust kordava ménguna.

Kas teil on viimase kuu jooksul édrkvel olles esinenud [T]-ga seonduvaid 0 puudub
soovimatuid milestusi? Uneniod ei lihe praegu arvesse. (Hinnake 0 =

puudub, kui esinevad vaid unendigudes) 1 kerge/ alaldvine
Kuidas teile need traumaatilise siindmusega seotud milestused 2 mdddukas/ piiripealne
meenuvad?

3 tdsine/ toimetulekut pérssiv

[Kui jédib selgusetuks:] (Kas need on soovimatud ja tekivad iseenesest voi

tekivad need siis, kui métlete siindmuse peale tahtlikult?) (Hinnake 0, kui ;‘ elks”eem“e/ toimetulekut
need on tahtlikud) alvav

Mil méiral need mélestused teid héirivad? . T
Hindamiskriteerium =

héirituse sagedus/

~ e o . . o _ I
Kas te suudate need korvale jatta ja moelda millelegi muule? intensiivsus

[Kui jidb selgusetuks:] (Kui suur probleem see iildiselt teie jaoks on? Palun
tipsustage.)

Mooddukas = vihemalt 2 korda
kuus / selge héirituse
avaldumine, mdningane raskus
maélestuste korvale jitmisega

Margi: Hdirituse tase = minimaalne mdrgatav tugev ekstreemne
Tésine = vihemalt 2 korda
Kui tihti on teil viimase kuu jooksul selliseid méilestusi esinenud? nidalas/ korge héirituse tase,
Kordade arv: maérgatavad raskused
maélestuste korvale jaitmisega

Punkt 2 (B2): Korduvad héirivad unendod, mille sisu ja/vdi afekt on seotud traumaatilise sindmusega. NB!
Lastel voib esineda hirmutavaid arusaamatu sisuga unenigusid.

Kas teil on viimase kuu jooksul esinenud ebameeldivaid unenzigusid selle | 0 puudub
siindmusega seoses?
1 kerge/ alaldvine
Kirjeldage tiiiipilist unenéigu. (Mis seal toimub?)
2 moddukas/piiripealne
Kas te drkate nende peale iiles? . . o
[Kui jah:] (Mida te kogete, kui nende peale iiles dirkate? Kui kaua 3 tosine / toimetulekut parssiv
teil aega kulub, et uuesti magama jiida?)
[Kui iitleb, et ei ldhegi tagasi magama:] (Kui palju und te
sellepirast kaotate?)

4 ekstreemne/ toimetulekut
halvav

Mil méiral need uneniod teid hiirivad? Hindamiskriteerium =

héirituse esinemissagedus/
intensiivsus

Margi: Hdirituse tase = minimaalne mdrgatav ~ tugev  ekstreemnes

Kui tihti teil viimase kuu jooksul sellised unenégusid esinenud on?

Kordade arv: Moo6dukas = vihemalt 2 korda

kuus/unevdlg vahem kui 1 tund

Tésine = vidhemalt 2 korda
nidalas/ unevolg rohkem kui 1
tund
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Punkt 3 (B3): Dissotsiatiivsete reaktsioonide esinemine, mille ajal inimene tunneb vdi kditub, nagu toimuks
stindmus uuesti. (Sellised reaktsioonid vdivad esineda kontiinuumina, mille kdige dédrmuslikum avaldumisviis on
taielik teadlikkuse kadu timbritsevas keskkonnas toimuvast.)) NB! Lastel véib see avalduda traumaatilise

mdnguna.

Kas viimase kuu jooksul on esinenud olukordi, kus olete jiarsku |0 puudub

tundnud voi kiitunud nii, nagu kogeksite [T] uuesti?

[Kui jddb selgusetuks:] (See erineb [T] peale motlemisest
voi selle unes nigemisest - praegu tahan ma teada, kas
teil on esinenud miluséihvatusi, mille ajal te tunnete,
nagu oleksite taas selles olukorras, nagu kogeksite seda
uuesti?)

Kui tdelihedane see kogemus on, kui tunnete, nagu juhtuks see
siindmus uuesti? (Kas te olete segaduses ja ei saa aru, kus te
parasjagu Vviibite?)

Mida te sellises olukorras teete? (Kas teised mirkavad teie
kéitumist? Mida nad iitlevad?)

Kui kaua see kestab?

Mrgi: Dissotsiatsiooni tase = minimaalne mdrgatav tugev
ekstreemne

Kui tihti on seda viimase kuu jooksul esinenud? Kordade arv:

1 kerge/ alaldvine
2 moddukas/ subkliiniline/piiripealne
3 tdsine / toimetulekut parssiv

4 ekstreemne/ toimetulekut halvav

Hindamiskriteerium =
dissotsiatsiooniepissoodide esinemissagedus
/ intensiivsus

Moodukas = vihemalt 2 korda kuus/ selgelt
esinev dissotsiatiivsus; vOib siilida
moningane teadlikkus iimbritsevast
keskkonnast, kuid elab siindmust taas 1abi
viisil, mis eristub selgelt mdtetest ja
unendgudest

Tosine = vihemalt 2 korda nédalas/ tugev
dissotsiatiivsus; vastaja kirjeldab elavalt
siindmuse taas lébielamist (kujutluspiltide,
helide, 16hnadega)

Punkt 4 (B4): Ulitundlikkus sisemiste vdi viliste stiimulite suhtes, mis meenutavad vdi siimboliseerivad mdnda

traumaatilise siindmuse aspekti.

Kas te olete viimase kuu jooksul endast vilja ldinud, kui miski on teile |0 puudub

[T] meenutanud?

Millised siindmust meenutavad asjaolud voi tegurid ehk
traumameenutajad teid endast vilja viivad?

Mil méiral need traumameenutajad teid héirivad?

Kas te suudate end maha rahustada, kui see juhtub? (Kui kaua teil

selleks aega laheb?)

Kui suur probleem see teie jaoks iildiselt on?

Margi: Hdirituse tase = minimaalne mdrgatav tugev ekstreemne

Kui tihti on viimase kuu jooksul seda esinenud? Kordade arv:

1 kerge/ alaldvine

2 moddukas/
subkliiniline/piiripealne

3 tdsine / toimetulekut pérssiv

4 ekstreemne/ toimetulekut halvav

Hindamiskriteerium = hiirituse
esinemissagedus/ intensiivsus

Moddukas = vihemalt 2 korda
kuus/ selgelt véljendunud hairitus,
moningane raskus taastumisega

Tosine = viahemalt 2 korda nddalas/
tugev hiiritus, markimisvaérsed
raskused taastumisega
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Punkt 5 (B5): Tugevad fiisioloogilised reaktsioonid sisemistele vi vélistele stiimulitele, mis siimboliseerivad v3i
meenutavad traumaatilise siindmuse mingit aspekti.

Kas teil on viimase kuu jooksul esinenud kehalisi reaktsioone, kui 0 puudub
miski on teile [T] meenutanud?

1 kerge/ alaldvine
Tooge moni niide. (Kas te olete sel ajal mdrganud muutusi siidame

166gisageduses voi hingamises? Kas esineb higistamist, tunnete end pinges |2 mo0dukas/
olevana voi vérisete?) subkliiniline/piiripealne

Millised traumameenutajad selliseid reaktsioone esile kutsuvad? 8 tbsine / toimetmlekut parssiv

Kui kaua aega teil taastumiseks kulub? 4 ekstreemne/ toimetulekut halvav

Margi: Fiisioloogilise reaktsiooni tugevus= minimaalne mdrgatav

Hindamiskriteerium =
tugev ekstreemne

fiisioloogilise erutusseisundi

s .. . . esinemissagedus/ intensiivsus
Kui tihti on seda viimase kuu jooksul esinenud? g

Kordade arv: Moddukas = vihemalt 2 korda

kuus/ selgelt avalduv reaktsioon,
moningad raskused taastumisega

Tésine = vihemalt 2 korda
nddalas/ tugev reaktsioon, piisiv
erutusseisund, olulised

raskused taastumisega

C kriteerium

Pérast traumat alanud traumaatilise stindmusega seonduvate stiimulite piisiv valtimine, millele viitab kas iiks
vOi molemad jargnevaist:

Punkt 6 (C1): TS seotud héirivate mélestuste, mdtete v3i tunnete véltimine vai piiiid neid véltida.

Kas te olete viimase kuu jooksul piiiidnud viltida [T]-ga seonduvaid 0 puudub
motteid voi tundeid?

1 kerge/ alaldvine
Milliseid motteid voi tundeid te viildite?

2 mdddukas/piiripealne

Kui suurt pingutust nende motete voi tunnete viltimine teilt nduab? . . o
(Mida te selleks teete?) 3 tdsine / toimetulekut parssiv

[Kui jddib selgusetuks:] (Mis oleks teie elus teisiti, kui te ei peaks 4 ekstreemne/ toimetulekut halvav

neid motteid voi tundeid véltima?)

Hindamiskriteerium = viltimise

Mdrgi: Viltimise tase = minimaalne mdrgatav tugev ekstreemne sagedus / intensiivsus

Kui tihti on seda viimase kuu jooksul esinenud? Modédukas = vihemalt 2 korda
Kordade arv: kuus/ selgelt avalduv véltimine
Tosine = vidhemalt 2 korda

nddalas/ tugevalt viljendunud
viltimine
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Punkt 7 (C2): Traumaatilist siindmust meenutavate hiirivaid mélestusi, tundeid vo6i mdtteid tekitavate véliste
stiimulite (inimesed, kohad, vestlused, tegevused, asjad, olukorrad) véltimine vdi piilid neid véltida.

Kas te olete viimase kuu jooksul piiiidnud viltida [T] meenutavaid 0 puudub
inimesi, kohti voi olukordi?

1 kerge/ alaldvine
Mida voi keda te vildite?

2 moddukas/ piiripealne
Kui palju vaeva te selleks niiete, et viltida traumat meenutavaid
inimesi voi asju? (Kas peate selleks oma tegevust ette planeerima voi
oma plaane muutma?)

3 tdsine/ toimetulekut pérssiv

4 ekstreemne/ toimetulekut halvav

[Kui jddb selgusetuks:] (Mis oleks teie elus teisiti, kui te ei peaks

neid traumameenutajaid viltima?) Hindamiskriteerium = viltimise

sagedus / intensiivsus

Margi: Viltimise tase = minimaalne mdrgatav tugev ekstreemne . .
Moo6dukas = vihemalt 2 korda kuus/

Kui tihti on seda viimase kuu jooksul esinenud? selgelt avalduv viltimine

Kordade arv: Tésine = vihemalt 2 korda nidalas/

tugevalt viljendunud véltimine

D kriteerium

Traumaatilise siindmusega seotud negatiivsed muutused kognitsioonides ja meeleolus, mis algasid voi dgenesid
parast traumaatilist siindmust ning millele viitab {iks vdi enam jérgnevaist:

Punkt 8 (D1): Vdimetus meenutada traumaatilise stindmuse olulisi aspekte (tavaliselt seotud dissotsiatiivse
amneesiaga, MITTE teiste teguritega, nagu peatrauma, alkoholi v3i uimastite moju.

Kas teil on viimase kuu jooksul olnud raskusi mdne T-ga seotud 0 puudub

olulise detaili meenutamisega? (Kas teile tundub, et teie mélestustes on

liingad?) 1 kerge/ alaldvine
Milliseid detaile on teil raske meenutada? 2 mdddukas/ piiripealne

Kas teile tundub, et peaksite neid asju miletama? 3 tosine / toimetulekut parssiv

[Kui jddb selgusetuks:] (Miks te arvate, et te ei suuda neid asju 4 ekstreemne/ toimetulekut halvav
meenutada? Kas te saite T kidigus peatrauma? Olite

teadvusetu? Olite alkoholi voi uimastite méju all?) Hindamiskriteerium =

mittemeenuvate trauma detailide arv

[Kui endiselt jidb selgusetuks:] ( Mis te arvate, kas see 0N | jneenutamisraskuste intensiivsus

tavapirane unustamine voi olete te need detailid oma
miilus blokeerinud, kuna nende meenutamine oleks liiga | Mggdukas = viihemalt 1 olulist osa

valus?) raske meenutada, pingutuse korral
vOimeline méiletama

Mirgi: Raskus meenutamisega = minimaalne mdrgatav

tugev  ekstreemne Tésine = raske meenutada mitut

) ) N ) o olulist trauma osa, isegi ka pingutuse
Mitme T-ga seotud olulise detaili meenutamisega on teil viimase Kuu | korral raskused piisivad

jooksul raskusi olnud? (Milliseid detaile te méletate?)
Mittemeenuvate detailide arv:

Kui te pingutaksite, kas te siis suudaksite neid detaile meenutada?
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Punkt 9 (D2): Piisivad ja liialdatud negatiivsed uskumused vdi ootused enda, teiste vdi maailma kohta (nt “Ma
olen halb”, “Kedagi ei saa usaldada”, “Maailm on vdga ohtlik™, ,,Kogu minu nérvisiisteem on piisivalt
kahjustunud”).

Kas teil on viimase kuu jooksul esinenud tugevaid negatiivseid
uskumusi enda, teiste voi maailma kohta?

Tooge méni nédide. (Néiteks "ma olen halb", "minuga on midagi
tosiselt valesti", "kedagi ei saa usaldada", "maailm on viga ohtlik®.)
Kui tugevad need uskumused on? (Kui veendunud te olete, et need
uskumused on pariselt toesed? Kas te kujutate ette, et teie voiksite
sellest ka teisiti moelda?)

Mdrgi: Uskumusteste tugevus ja jdikus = minimaalne mdrgatav
ekstreemne

tugev

Kui suure osa ajast, protsentuaalselt, olete te viimase kuu jooksul
niimoodi moelnud? % ajast:

Kas need uskumused tekkisid v6i voimendusid pirast T? (Kas te
arvate, et need on T-ga seotud? Miks te nii arvate?)

Mdrgi: Seotus traumaga: kindel téendoline ebatdendoline

0 puudub

1 kerge/ alaldvine

2 moddukas /piiripealne

3 tdsine / toimetulekut pérssiv

4 ekstreemne/ toimetulekut halvav

Hindamiskriteerium = uskumuste
avaldumise sagedus / intensiivsus

Moddukas = aeg-ajalt (20-30%)/
selgelt véljendunud liialdatult
negatiivsed ootused, moningad
raskused realistlikumate alternatiivide
leidmisega

Tosine = suurem osa ajast (50-60%)/
markimisvéarselt liialdatud negatiivsed
ootused, arvestatavad raskused
realistlikumate uskumuste leidmisega

Punkt 10 (D3): Piisivad moonutatud kognitsioonid traumaatilise siindmuse pdhjuse voi tagajérgede kohta, mis

viivad enda vai teiste siilidistamiseni.

Kas te olete viimase kuu jooksul end [T] véi selle tagajirgede
pérast siiiidi tundnud? Ri‘kige mulle sellest liihemalt. (Kuidas te
enda arvates selle siindmuse pdhjustajaks olite? Kas see on seotud
millegagi, mida te tegite voi tegemata jatsite? Vo6i on pdhjus hoopis
teie olemuses iildiselt?)

Kas te siiiidistate kedagi teist T-s voi selle tagajirgedes? Raikige
mulle sellest liihemalt. (Kuidas teie arvates (TEISED) [T]-s siitidi on?
Kas millegi parast, mida nad tegid voi tegemata jétsid?)

Mil méiral te ennast voi (TEISI) juhtunus siiiidistate?
Kui veendunud te olete, et teie (voi TEISED) on tdesti siiiidi selles,

mis juhtus? (Kas teised inimesed ndustuvad teiega? Kas te suudate
sellest ka kuidagi teisiti mdelda?)

Margi: Uskumuste jdikus ja tugevus = minimaalne mdrgatav
ekstreemne

tugev

Kui suure osa ajast, protsentuaalselt, olete te viimase kuu jooksul
niimoodi moelnud? % ajast:

0 puudub

1 kerge/ alaldvine

2 moddukas/ piiripealne

3 tdsine / toimetulekut pérssiv

4 ekstreemne/ toimetulekut halvav

Hindamiskriteerium = siilidistamise

sagedus / intensiivsus

Moddukas = aeg-ajalt (20-30%)/ selgelt
esinev enda vdi teiste juhtunus
pohjendamatu siitidistamine, moningad
raskused realistlikumate uskumuste
kaalumisega

Tosine = suurem osa ajast (50-
60%)/arvestatavad raskused
realistlikumate uskumuste leidmisega
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Punkt 11 (D4): Piisiv negatiivne emotsionaalne seisund (nt hirm, dud, viha, siiiitunne, hébi).

Kas te olete viimase kuu jooksul tundnud tugevaid negatiivseid
tundeid nagu hirm, dud, viha, siiii voi hibi?

Tooge moni niide. (Milliseid negatiivseid tundeid te olete viimase kuu
jooksul kogenud?)

Kui tugevad need negatiivsed tunded on?
Kui hiisti te nendega toime tulete?

[Kui jddib selgusetuks:] (Kui suur probleem see teie jaoks
iildiselt on? Selgitage!)

Mdirgi: Negatiivsete emotsioonide tugevus = minimaalne mdrgatav tugev
ekstreemne
Kui suure osa ajast, protsentuaalselt, olete te viimase kuu jooksul

niimoodi tundnud? % ajast:

Kas need negatiivsed tunded said alguse voi voimendusid parast T?
(Kas te arvate , et need on T-ga seotud? Miks te nii arvate ?)

Margi: Seotus traumaga: kindel téendoline ebatoendioline

0 puudub

1 kerge/ alaldvine

2 mdoddukas/ piiripealne

3 tosine / toimetulekut parssiv

4 ekstreemne/ toimetulekut halvav

Hindamiskriteerium = negatiivsete
emotsioonide esinemissagedus/
intensiivsus

Moddukas = aeg-ajalt (20-
30%)/selgelt avalduvad negatiivsed
emotsioonid, moningane raskus
nendega hakkama saamisel

Tosine = suurem osa ajast (50-60%)/
tugevad negatiivsed emotsioonid,
markimisvéarsed raskused nendega
hakkama saamisel

Punkt 12 (D5): Mérgatavalt vahenenud huvi v3i osavott olulistest tegevusvaldkondadest.

Kas teil on viimase kuu jooksul viihenenud huvi tegevuste suhtes,
mida varem nautisite?

Milliste asjade vastu teil huvi kadunud on voi milliseid tegevusi te
enam nii sageli ei tee kui varem? (Kas on veel midagi?)

Miks see nii on?

Mil miiral see huvi vihenenud on? (Kas te naudiksite neid tegevusi,
kui oleksite juba alustanud?)

Mairgi: Huvi vihenemise mddr = minimaalne mdrgatav tugev ekstreemne

Protsentuaalselt, kui suure hulga tegevuste suhtes teil viimase kuu
jooksul huvi kadunud on? % tegevustest:

Milliseid tegevusi teile siiani teha meeldib?

Kas huvi kadus vdi vihenes pirast T? (Kas te arvate, et see on T-ga
seotud? Miks te nii arvate?)

Margi: Seotus traumaga: kindel téendoline ebatéendioline

0 puudub

1 kerge/ alaldvine

2 modddukas/ piiripealne

3 tdsine/ toimetulekut pérssiv

4 ekstreemne/ toimetulekut halvav

Hindamiskriteerium = mojutatud
tegevuste protsent / huvi vihenemise
madr

Moddukas = aeg-ajalt (20-30%)/
huvi selgelt vihenenud, kuid
moningane nauding on siilinud

Tosine = suurem osa ajast (50-60%)/
huvi maérkimisvaarselt vidhenenud,
viaga vidhene huvi ja osalemine
tegevustes
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Punkt 13 (D6): Eraldatuse- vdi voordumistunne teistest inimestest.

Kas te olete viimase kuu jooksul tundnud end teistest inimestest
voordununa voéi eraldatuna?

Réikige mulle sellest lihemalt.

Kui tugev see tunne on, et olete teistest inimestest justkui ira 16igatud voi
kaugeks jadnud? (Kellega te kdige ldhedasem olete? Kui paljude inimestega

te isiklikest asjadest rdadkides end mugavalt tunnete?)

Margi: eraldumise voi voordumise mddr= minimaalne mdrgatav
ekstreemne

tugev

Kui suure osa ajast, protsentuaalselt, olete te viimase kuu jooksul
niimoodi tundnud? % ajast:

Kas need tunded said alguse voi véimendusid pérast T? (Kas te arvate ,
et need on T-ga seotud? Miks te nii arvate ?)

Margi: Seotus traumaga: kindel téendoline ebatoendoline
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0 puudub

1 kerge/ alaldvine

2 modddukas/ piiripealne

3 tdsine/ toimetulekut pérssiv

4 ekstreemne/ toimetulekut halvav

Hindamiskriteerium =
eraldatuse- voi vodrdumistunde
esinemissagedus / intensiivsus

Moddukas = aeg-ajalt (20-30%)/
esineb selgelt eraldatusetunnet
teistest,  kuid  sdilinud  on
modningane seotusetunne teiste
inimestega

Tosine = suurem osa ajast (50-
60%)/ tugev eraldatuse- v&i
voordumistunne enamik
inimestest, tunneb seotust veel
vaid mone iiksiku inimesega
inimesega

Punkt 14 (D7): Piisiv vdimetus kogeda positiivseid emotsioone (nt suutmatus kogeda dnnetunnet, rahulolu

armastustunnet).

Kas teil on viimase kuu jooksul olnud raske kogeda positiivseid
tundeid nagu armastus- ja dnnetunne?

Réikige mulle sellest 1ihemalt. (Milliseid tundeid on teil raske kogeda?)

Kui raske on teil positiivseid emotsioone tunda? (Kas te iildse suudate
positiivseid emotsioone enam tunda?)

Margi: Positiivsete emotsioonide vihenemise mddr = minimaalne mdrgatav
tugev ekstreemne

Kui suure osa ajast, protsentuaalselt, olete te viimase kuu jooksul
niimoodi tundnud? % ajast:

Kas raskused positiivsete emotsioonide kogemisega said alguse voi
voimendusid pirast T? (Kas te arvate , et see on seotud T-ga? Miks te nii
arvate ?)

Margi: Seotus traumaga: kindel téendoline ebatéendioline

0 puudub

1 kerge/ alaldvine

2 moddukas/ piiripealne

3 tosine/ toimetulekut pérssiv

4 ekstreemne/ toimetulekut halvav

Hindamiskriteerium =
positiivsete emotsioonide
kogemise vahenemise sagedus /
maar

Moddukas = aeg-ajalt (20-30%)/
selgelt vahenenud, kuid mdnevorra
sdilinud voime kogeda positiivseid
emotsioone

Tosine = suurem osa ajast (50-
60%)/ positiivsete emotsioonide
kogemine tugevalt héiritud
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E kriteerium
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Mairkimisvaarsed muutused erutusseisundis ning reaktiivsuses, mis on alanud voi halvenenud traumajérgselt

ning millele viitavad 2 (v0i enam) jargnevaist:

Punkt 15 (E1): Arrituvus ja vihapursked (ilma pdhjuseta voi viihesest provokatsioonist tingituna), mis
véljenduvad tavaliselt verbaalse voi fiiiisilise agressioonina teiste inimeste vOi asjade suhtes.

Kas viimase kuu jooksul on esinenud olukordi, kus olete tundnud
end eriti kergesti drrituva v6i vihasena ning see on ka teie
kéitumises viljendunud?

Tooge moni niide. (Kuidas see viljendub? Kas te tdstate haalt voi
karjute? Kas te viskate voi 106te asju? Kas te tdukate voi 166te teisi
inimesi?)

Mrgi: Agressiivsuse tase = minimaalne mdrgatav tugev ekstreemne

Kui tihti seda viimase kuu jooksul juhtunud on?

Kordade arv:

Kas selline kiiitumine sai alguse voi voimendus pérast T? (Kas te
arvate, et see on T-ga seotud? Miks te nii arvate?)

Mdrgi: Seotus traumaga: kindel téendoline ebatdendoline

Punkt 16 (E2): Hooletu voi ennastkahjustav kditumine.

0 puudub

1 kerge/ alaldvine

2 moddukas/ piiripealne

3 tdsine/ toimetulekut parssiv

4 ekstreemne/ toimetulekut halvav

Hindamiskriteerium = agressiivse
kéitumise esinemissagedus / intensiivsus

Moddukas = vihemalt 2 korda
kuus/ selgelt viljenduv, peamiselt
verbaalne agressioon

Toésine = vidhemalt 2 korda nidalas/
selgelt véljenduv, tugev agressiivsus,
vihemalt osaliselt fiiiisiline agressioon

Kas te olete viimase kuu jooksul Kkiitunud riskeerivamalt voi teinud |0 puudub

ohtlikke asju, mille tagajirjel oleksite voinud viga saada?
Tooge moni niide.

Kui ohtlikud need asjad on? (Olete te mingil viisil viga saanud?)

Margi: Riski tase = minimaalne mdrgatav tugev ekstreemne

Kui tihti te viimase kuu jooksul selliseid riske votnud olete?
Kordade arv:

Kas selline kéditumine sai alguse voi voimendus pérast T? (Kas te arvate

, et see on T-ga seotud? Miks te nii arvate ?)

Margi: Seotus traumaga: kindel téendoline ebatéendioline

1 kerge/ alaldvine
2 moddukas/ piiripealne
3 tosine/ toimetulekut pérssiv

4 ekstreemne/ toimetulekut halvav

Hindamiskriteerium =
riskikditumise esinemissagedus/
riski tase

Moddukas = vihemalt 2 korda
kuus/ riskikditumine selgelt
véljendunud, voib olla saanud viga

Tosine = vdhemalt 2 korda niddalas/
tugevalt véljendunud riskikditumine,
on saanud viga voi selleks on olnud
suur tdendosus
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Punkt 17 (E3): Ulivalvsus.

Kas te olete olnud viimase kuu jooksul eriliselt valvas ja ohu suhtes
tahelepanelik, isegi kui otsest ohtu pole? (Kas te olete tundnud, et peate
pidevalt valvel olema?)

Tooge méni niide. (Kuidas te siis kditute, kui olete valvas?)
[Kui jidb selgusetuks:] (Mis teid selliselt reageerima paneb? Kas

teile tundub, et teid Ahvardab méni oht? Kas te tunnete seda
tugevamalt kui teised inimesed samas olukorras tunneksid)

Méirgi: Ulivalvsuse tase = minimaalne mdrgatav tugev ekstreemne

Kui suure osa ajast, protsentuaalselt, olete te viimase kuu jooksul
niimoodi tundnud? % ajast:

Kas selline valvsus ja tihelepanelikkus ohu suhtes said alguse voi
voimendusid pérast T? (Kas te arvate, et see on T-ga seotud? Miks te nii
arvate ?)

Madrgi: Seotus traumaga: kindel téendoline ebatdendoline

Punkt 18 (E4): Suurenenud ehmumisvalmidus.

Kas te olete viimase kuu jooksul viga tugevalt ehmunud millegi
peale?

Mis asjad teid ehmatavad?
Kui tugevalt te ehmute? (Kas teistega vorreldes ehmute te samade asjade
peale tugevamalt? Kas te teete siis midagi, mida teised inimesed v3ivad

mérgata?)

Kui kaua teil rahunemiseks aega kulub?

Mdrgi: Ehmumisreaktsiooni tugevus = minimaalne mdrgatav —tugev
ekstreemne

Kui tihti seda viimase kuu jooksul juhtunud on?
Kordade arv:

Kas selline ehmumine sai alguse voi voimendus pérast T? (Kas te
arvate, et see on T-ga seotud? Miks te nii arvate ?)

Margi: Seotus traumaga: kindel téendoline ebatéendioline
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0 puudub

1 kerge/ alaldvine

2 moddukas/ piiripealne

3 tdsine/ toimetulekut pérssiv

4 ekstreemne/ toimetulekut halvav

Hindamiskriteerium = ilivalvsuse
esinemissagedus / intensiivsus

Moddukas = aeg-ajalt (20-30%)/
iilivalvsus selgelt véljendunud, ohu
seiramine avalikus kohas,
korgenenud ohutunne

Tosine = suurem osa ajast (50-60%)/
tugevalt viljendunud iilivalvsus,
pidev ohu seiramine, vdib esineda
turvalisuskaitumisi, ilemédérane
téhelepanu ja liigne muretsemine
enda, perekonna, kodu turvalisuse
suhtes

0 puudub

1 kerge/ alaldvine

2 moddukas/ piiripealne

3 tdsine/ toimetulekut pérssiv

4 ekstreemne/ toimetulekut halvav

Hindamiskriteerium = ehmumise
esinemissagedus / intensiivsus

Moddukas = vihemalt 2 korda
kuus/ selgelt viljendunud
ehmumine, moningased raskused
rahunemisega

Tosine = vihemalt 2 korda nidalas/
tugevalt viljendunud ehmumine,
plisiv erutusseisund,
méarkimisvéirsed raskused
rahunemisega



The Adaptation of the Estonian CAPS-5

Punkt 19 (E5): Keskendumiraskused.
Kas teil on viimase kuu jooksul olnud raskusi keskendumisega?
Tooge méni niide.

Kui te pingutate, kas te siis suudate keskenduda?

[Kui jddib selgusetuks:] (Mis oleks teie elus teisiti, kui kui teil ei

oleks raskusi keskendumisega?

Margi: Keskendumisraskuste tase = minimaalne mdrgatav tugev

ekstreemne

Kui suure osa ajast, protsentuaalselt, olete te viimase kuu jooksul
niimoodi tundnud? % ajast:

Kas sellised keskendumisprobleemid said alguse voi voimendusid

pirast T? (Kas te arvate, et need on T-ga seotud? Miks te seda arvate ?)

Margi: Seotus traumaga: kindel téendoline ebatoendoline
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0 puudub

1 kerge/ alaldvine

2 moddukas/ piiripealne

3 tdsine / toimetulekut parssiv

4 ekstreemne/ toimetulekut halvav
Hindamiskriteerium =
keskendumisraskuste esinemise
sagedus / intensiivsus

Moddukas = aeg-ajalt (20-
30%)/selgelt avalduvad

keskendumisraskused, pingutuse
korral suudab keskenduda

Tésine = suurem osa ajas (50-60%)/

tugevalt viljendunud
keskendumisraskused,
markimisvaarsed raskused
keskendumisega isegi  pingutuse
korral

Punkt 20 (E6): Uneprobleemid (nt uinumisraskused, sagedane drkamine voi rahutu uni).

Kas teil on viimase kuu jooksul olnud raskusi uinumise voi
magamisega?

Milliseid probleeme teil esineb? (Kui kaua teil magama jaamine aega
votab? Kui tihti te 66sel iiles drkate? Kas te drkate iiles varem kui
sooviksite?)

Mitu tundi te kokkuvdttes 60siti magate?

Mitu tundi te arvate, et peaksite magama?

Mrgi: Uneprobleemide tase= minimaalne mdrgatav tugev ekstreemne

Kui tihti teil viimase kuu jooksul selliseid uneprobleeme esinenud
on? Kordade arv:

Kas need probleemid unega said alguse v6i véimendusid péirast T?
(Kas te arvate , et need on T-ga seotud? Miks te nii arvate ?)

Mrgi: Seotus traumaga: kindel tdendoline ebatéendoline

0 puudub

1 kerge/ alaldvine

2 moddukas/ piiripealne

3 tosine/ toimetulekut pérssiv

4 ekstreemne/ toimetulekut halvav

Hindamiskriteerium =
uneprobleemide esinemissagedus /
intensiivsus

Moddukas = viahemalt 2 korda

kuus/ selgelt viljendunud
uneprobleemid, selgelt véljendunud
uinumisraskused, unevolg 30-90 minutit

Tosine = vihemalt 2 korda néddalas/ uni
tugevalt héiritud, tugevalt véljendunud
uneprobleemid, unevolg 90 minutit kuni
3 tundi
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F kriteerium
Haire (kriteeriumite B, C, D ja E) kestus iiletab 1 kuud.

Punkt 21: Stimptomite avaldumise algus.

[Kui jéddb selgusetuks.:] Hilistunud algus
kuudes: #
Millal need siimptomid algasid, millest mulle selle intervjuu jooksul
riafikinud olete? (Kui palju hiljem peale trauma kogemist need siimptomid Hilistuva algusega (> 6
algasid? Kas rohkem kui 6 kuud?) kuud)?
El JAH

Punkt 22: Stimptomite kestus.

[Kui jidb selgusetuks:] Kui kaua need siimptomid kokkuvottes kestnud on? | Kogukestus kuudes:
#

kestus enam kui 1 kuu?

El JAH

G kriteerium

Haire pohjustab kliiniliselt olulist héiritust voi raskusi sotsiaalses, tdalases voi muus olulises
valdkonnas tegutsemisel.

Punkt 23: Subjektiivne héiritu.

Kokkuvotlikult, mil mééral need (PTSH) 0 Puudub
siimptomid teid viimase kuu jooksul hiirinud on? 1 Kerge; minimaalne héiritus

2 mdddukas; selgelt avalduv héiritus, kuid
[Arvesta ka eelnevates vastustes viljendunud héiritust] inimene tuleb siimptomaatikaga siiski toime

3 Tdsine; arvestatav hiiritus
4 Adrmuslik; toimetulekut pérssiv héiritus

Punkt 24: Sotsiaalse funktsioneerimise kahjustumine.

Kas need siimptomid, mis teil esinevad, on viimase 0 Negatiivset mdju puudub
kuu jooksul mojutanud teie suhteid teiste 1 Vidhene mdju, minimaalne hiiritus sotsiaalses
inimestega? Kuidas? funktsioneerimises.

2 Mdddukas mdju; selgelt avaldunud kahjustus,
kuid inimene tuleb mitmetes sotsiaalse
[Vétke arvesse ka varasemates vastustes vilja toodud funktsioneerimise aspektides toime

raskusi sotsiaalses funktsioneerimises.] 3 Tugev mdju; mérkimisvédrne kahjustus,
inimene tuleb vihestes sotsiaalse

funktsioneerimise aspektides toime
4 Adrmuslik mdju; sotsiaalne funktsioneerimine
suures osas voi tdielikult kahjustunud
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Punkt 25: Raskuses tooalases funktsioneerimises vdi mdnes muus olulises tegevusvaldkonnas.

[Kui jdi selgusetuks:] Kas te kiite praegu t661?

[KUI JAH:] Kas need PTSH siimptomid on viimase
kuu jooksul mdjutanud teie to66voimet? Kuidas?

[KUI EI:] Miks see nii on? ( Kas te arvate, et need
PTSH siimptomid on sellega seotud? Kuidas?)

[Kui patsient ei to6ta PTSH siimptomite tottu, siis hinda
raskusastet vihemalt 3-ga. Kui mittet66tamine ei ole
seotud PTSD siimptomitega vdi seos ei ole selge, ldhtu
hindamisel vaid raskustest teistes olulistes
tegevusvaldkondades]

Kas need PTSH siimptomid on méjutanud teie elu

teisi olulisi valdkondi? [ Kui vaja, siis pakkuge nditeid nagu
vanema roll, majapidamise eest hoolitsemine, oppetod, vabatahtlik
t66 vmt] Kuidas?

Uldised niitajad

Punkt 26: Uldine valiidsus.

Hinnake vastuste iildist usaldusvéirsust/valiidsust. Votke
arvesse jargmisi tegureid:
e vastamisvalmidus
e vaimne seisund (nt keskendumisraskused, védidetest
arusaamine, dissotseerumine) ja
e tdendid siimptomite suurendamise voi vihendamise
kohta.

Punkt 27: Uldine raskusaste.

Hinnake {ildist PTSH stimptomite raskusastet. Votke arvesse
subjektiivset héiritust, funktsionaalset kahjustumise méira,
inimese kditumist intervjuul ja tema vastamisstiili.

0 Negatiivne mdju puudub

1 Vdhene moju, todalases voi mones
muus olulises valdkonnas tegutsemise
minimaalne kahjustumine

2 Mdddukas moju; selgelt avaldunud
kahjustus, kuid inimene tuleb mitmetes
todalastes voi muudes olulises
tegevusvaldkondades toime

3 Tugev moju; mirkimisvidrne
kahjustus, inimene tuleb

vihestes toodalastes vOoi muudes olulises
tegevusvaldkondades toime

4 Adrmuslik mdju; todalane vai mdnes
muus olulises valdkonnas
funktsioneerimine suures osas voi
taielikult kahjustunud

0 Suurepidrane; puudub pohjus
kahelda vastuste digsuses.

1 Hea; esineb tegureid, mis voivad
valiidsust negatiivselt mdjutada

2 Rahuldav; on tegureid, mis selgelt
viahendavad valiidsust

3 Kesine; oluliselt madal valiidsus

4 Kehtetud vastused, tosiselt hdirunud
vaimne seisund vOi voimalik tahtlik
vastuste moonutamine halvemuse voi
paremuse poole.

0 Ei esine Kliiniliselt olulisi

stimptomeid héiritust  ega funktsionaalset
kahjustust

1 Vihene; minimaalne héiritus voi
funktsionaalne kahjustus

2 Moddukas; selgelt avalduv hiiritus voi
funktsionaalne kahjustus, kuid pingutuse korral
funktsioneerimine rahuldav

3 Tugev; arvestatav hdiritus vai funktsionaalne
kahjustus, funktsioneerimine piiratud ka
pingutuse korral.

4 Adrmuslik; markimisvédrne hairitus voi
kahjustus kahes v0i enamas tdhtsamas
funktsioneerimise valdkonnas.
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Punkt 28: Uldine seisundi paranemine.

Hinnake {ildist seisundi paranemist vorreldes eelmise hindamisega. 0 Aslimptomaatiline

1 arvestatav paranemine
Hinnake muutuse miira ja seda, kas see muutus on teie arvates 2 mdddukas paranemine
tingitud ravist. 3 mdningane paranemine

4 ei ole paranenud iildse
5 puudub informatsioon hindamiseks

Tapsustage, kas esineb dissotsiatiivseid siimptomeid: isikul esinevad posttraumaatilise stressihdire
stimptomid ja lisaks kogeb isik vastusena stressoritele piisivaid voi korduvaid siimptomeid jargneva kahe
seast:

Punkt 29 (1): Depersonalisatsioon: piisivad voi korduvalt esinevad kogemused, kus inimene tunneb end iseenda
isiksusest vOi kehast eraldatuna, tunneb end justkui nende vilise vaatlejana (nt unenéos viibimise tunne, enese
voi oma keha ebareaalsena tajumine voi tunne, et aeg moddub aeglasemalt).

Kas te olete viimase kuu jooksul tundnud nagu oleksite iseendast 0 puudub
eraldunud, nagu vaataksite end viljastpoolt voi nagu jélgiksite oma .
métteid ja tundeid kdrvalseisjana? 1 kerge/ alalévine

2 moddukas/piiripealne
[Kui ei:] (Aga kas te olete tundnud nagu viibiksite unenzios
ehkKi olete tegelikult dirkvel? Vi olete te tundnud nagu miski
teie juures poleks piris? Voi tundnud, nagu liiguks aeg
justkui aeglasemalt?)

3 tdsine / toimetulekut pérssiv

4 ekstreemne/toimetulekut halvav

Réiikige mulle sellest lihemalt.

. . Hindamiskriteerium =
Kui tugev see tunne on? (Kas te kaotate vdime aru saada, kus te dissotsieerumise esinemissagedus /
tegelikult olete vOi mis teie timber toimub?) intensiivsus

Mobddukas = vihemalt 2 korda kuus/
Kuidas te sellistes olukordades kiitute? (Kas teised inimesed dissotsieerumine selgelt viljendunud,
mérkavad teie kditumist? Mida nad {itlevad?) kuid kiiresti mo6duv, séilib moningane
reaalsustaju endast ja timbritsevast
Kui kaua see kestab?
Tosine = vihemalt 2 korda nédalas/
[Kui jddb selgusetuks:] (Kas see vois olla tingitud alkoholi voi

uimastite mdjust? Vi monest haigusest?) tugevalt véljendunud dissotsiatiivsus,
méarkimisvadrne eemaldumise ja

ebareaalsustunne

Miirgi: dissotseerumise tase = minimaalne mdrgatav tugev ekstreemne
Kui tihti seda viimase kuu jooksul juhtunud on? Kordade arv:

Kas see sai alguse véi voimendus pérast T? (Kas te arvate, et see on T-
ga seotud? Miks te nii arvate?)

Mrgi: Seotus traumaga: kindel tdendoline ebatéendoline
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Punkt 30 (2): Piisivad vdi korduvad kogemused, kus inimene tajub iimbrust ebareaalsena (nt tundub timbritsev
maailm ebareaalne, unenéolaadne, kauge v6i moonutatud).

Kas te olete viimase kuu jooksul olnud olukorras, kus teile 0 puudub
tundub, et teie iimber toimuv on ebareaalne vdi viiga kummaline
ja vooras? 1 kerge/ alaldvine
[Kui ei:] (Kas teie iimber toimuv oleks justkui filmis voi 2 mdddukas/piiripealne

unenfios? Kas see tundub kuidagi kauge véi moonutatud?) . . o
3 tdsine / toimetulekut pérssiv
Kui tugev see tunne on? (Kas te kaotate vdime aru saada, kus te .

. P . 4 ekstreemne/toimetulekut halvav
tegelikult olete vOi mis teie iimber toimub?)

Kuidas te sellistes olukordades Kiitute? (Kas teised inimesed Hindamiskriteerium =

mérkavad teie kiitumist? Mida nad iitlevad?) dissotsieerumise esinemissagedus /
intensiivsus
Kui kaua see kestab? Moddukas = vihemalt 2 korda kuus/

dissotseerumine selgelt véljendunud,
Margi: dissotseerumise tase = minimaalne mdrgatav tugev ekstreemne | kuid kiiresti mé6duv, séilib mdningane
reaalsustaju endast ja timbritsevast

[Kui jddb selgusetuks:] (Kas see vois olla tingitud alkoholi

vOi uimastite mojust? Voi monest haigusest?) Tésine = vihemalt 2 korda nidalas/
s . . ] tugevalt viljendunud dissotsiatiivsus,
Kui tihti seda viimase kuu jooksul juhtunud on? mirkimisvidrne eemaldumise ja

ebareaalsustunne
Kordade arv:

Kas see sai alguse voi voimendus pirast T? (Kas te arvate, et see on
T-ga seotud? Miks te nii arvate?)

Mirgi: Seotus traumaga: kindel téendoline ebatéendoline
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CAPS-5 SKOORIMISLEHT
Tegeliku voi potentsiaalse surma v6i surmaohuga kokkupuude, tosiste vigastuste voi
seksuaalviigivalla kogemine
Vastavus A kriteeriumile | 0=El 1=JAH
B. Pealetiikkivused siimptomid (diagnoosiks vajalik 1) Méodunud kuu
Siimptom Intensiivsus | Sx (Int. > 2)?
1. B1 — pealetiikkivad méilestused 0=ElI 1=JAH
2 B2 — hiirivad unendod 0O=El 1=JAH
3 B3 — dissotsiatiivsed reaktsioonid 0=El 1=JAH
4. B4 — tugev psiithholoogiline hiiritus 0=ElI 1=JAH
5 B5 — tugevad kehalised reaktsioonid 0=El 1=JAH
B kokku | B Int. = #B Sx =
C. viltimise siimptomid?? (diagnoosiks vajalik 1) Moéédunud kuu
Intensiivsus | Sx (Int. > 2)?
Stimptom 0=ElI 1=JAH
6. C1 — milestuste, motete, tunnete viltimine 0=El 1=JAH
7. C2 — viliste traumat meenutavate stiimulite viltimine 0O=El 1=JAH
C kokku | Cnt = #CSx=
D. Negatiivsete uskumuste ja meeleolu siitmptomid (diagnoosimiseks Moodunud kuu
vajalikud 2)
Siimptom Intensiivsus | Sx (Int. > 2)?
8. D1 — voimetus meenutada siindmuse olulisi aspekte 0=ElI 1=JAH
9. D2 —tugevad negatiivsed uskumused voi eeldused 0=ElI 1=JAH
10. D3 — siifitunnet tekitavad moonutatud uskumused O0=El 1=JAH
11. D4 — piisiv negatiivne emotsionaalne seisund 0=El 1=JAH
12. D5 — vihenenud huvi vdi osavott tegevustes 0=El 1=JAH
13. D6 — teistest eraldatuse voi voordumistunne O0=El 1=JAH
14. D7 — piisiv vdoimetus kogeda positiivseid emotsioone 0=ElI 1=JAH
D kokku | D Sev = #D Sx =
E. Erutusseisundi ja reaktiivsuse siimptomid (diagnoosiks vajalikud 2) Moéodunud kuu
Stimptom Intensiivsus | Sx (Int. > 2)?
15. E1 — &rrituvus ja vihapursked 0=El 1=JAH
16. E2 — hooletu vdi ennastkahjustav kditumine 0=ElI 1=JAH
17. E3 —iilivalvsus 0=El 1=JAH
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18. E4 — suurenenud ehmumisvaldmidus 0=El 1=JAH
19. E5 — keskendumisraskused 0=El 1=JAH
20. E6 — uneprobleemid 0=El 1=JAH
E kokku | E Int = E# Sx =
PTSD koond Moodunud kuu
Koondskoor Int kokku Sx kokku
Kokku (B+C+D+E)
Siimptomaatika avaldumise Kestus Kéesolev
(22) Stimptomaatika avaldumise Kkestus> 1 kuu 0=ElI 1=JAH
G. Haiirituse kestus (diagnoosiks vajalik 1) Moéédunud kuu
Stimptom Intensiivsus | Sx (Int. > 2)?
(23) subjektiivne hairitus 0=El 1=JAH
(24) sotsiaalse funktsioneerimise kahjustumine 0=El 1=JAH
(25) tooalase funktsioneerimise kahjustumise 0=ElI 1=JAH
G kokku | G Sev = G# Sx =
Uldised niitajad Moéodunud kuu
(26) iildine valiidsus

(27) tldine raskusaste

(28) iildine seisundi paranemine

Dissotsiatiivsed siimptomid (alatiiiibi jaoks vaja 1)

Moodunud kuu

Stimptom Intensiivsus | Sx (Int. > 2)?
(29) 1 — depersonalisatsioon 0=El 1=JAH
(30) 2 - derealisatsioon 0=El 1=JAH
Dissotsiatiivsus kokku | Diss Int = # Diss Sx =
PTSH diagnoos Moodunud kuu
Koik kriteeriumid tiidetud (A-G)? 0=El 1=JAH
Dissotsiatiivsete simptomitega 0=ElI 1=JAH
(21) Hilistuva algusega (> 6 kuud) 0=El 1=JAH
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Kdesolevaga kinnitan, et olen korrektselt viidanud koigile oma toos kasutatud teiste autorite
poolt loodud kirjalikele toddele, lausetele, motetele, ideedele voi andmetele. Olen nous oma

166 avaldamisega Tartu Ulikooli digitaalarhiivis DSpace.
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