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Abstract 

Extensive research suggests script-driven imagery procedures employed with traumatic event-

exposed adults produce reliable reactions that map onto contemporary models of posttraumatic 

stress, including increased physiological (Carson et al., 2000; Orr et al., 1998; Ramón et al., 

2006) and negative affective (Pitman et al., 1987) responses to trauma scripts. Therefore, such 

procedures can be utilized in a controlled, laboratory-based setting, supporting mechanism-

oriented research designed to better understand the nature, correlates, and consequences of 

traumatization and posttraumatic stress symptoms (PTSS). Unfortunately, only one study has 

begun to evaluate the validity of script-driven imagery procedures for use with youth, making 

further investigation of this important methodology crucial for developmental 

psychopathologists seeking to use script-driven imagery procedures among youth. The current 

study examined responding to script-driven imagery in relation to PTSS within a sample of 60 

traumatic event-exposed adolescents, ages 10 to 17 years. Results showed that PTSS predicted 

self-reported fear, disgust, and distress responses to the script, as well as re-experiencing and 

dissociation symptoms elicited. However, PTSS did not predict self-reported anxiety, avoidance 

or total PTSD symptoms elicited by the script, or any physiological variables, including heart 

rate, facial EMG, or skin conductance. As expected, adolescents’ self-reported thought problems 

did not predict any affective, physiological, or PTSD symptom outcomes in response to the 

script-driven imagery procedure, suggesting a degree of divergent validity for PTSS as a 

predictor. Unexpectedly, there were no significant effects of gender on any affective, 

physiological, or PTSD symptom outcomes. Implications will be discussed in terms of the 

developmental stage of adolescence, the differences in using script-driven imagery with youth 

compared to adults, and the importance of this new methodology for youth PTSD research. 
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An Evaluation of the Validity of a Script-Driven Imagery Procedure among Traumatic 

Event Exposed Adolescents 

Available evidence supports the utility of script-driven imagery procedures in the study 

of posttraumatic stress phenomena among adults (McTeague et al., 2010; Orr et al., 1998; 

Pitman, Orr, Forgue, de Jong, & Claiborn 1987; Ramón et al., 2006). For example, such 

procedures have allowed for the real-time assessment of the interplay between negative 

affectivity produced by memories of a traumatic experience and substance-related cravings 

(Beckham et al., 2007). Such research is critical for informing both prevention and treatment-

oriented interventions for individuals experiencing traumatization, posttraumatic stress disorder 

(PTSD), and related conditions. Unfortunately, the validity of script-driven imagery procedures 

has not been thoroughly evaluated for use with adolescent populations despite evidence 

suggesting that more than 60% of youth experience a traumatic event by age 16 years (Copeland, 

Keeler, Angold, & Costello, 2007), and such exposure constitutes a risk factor for 

psychopathology (e.g., Buka, Stichick, Birdthistle, & Earls, 2001; Nader, 2008). Indeed, only 

one study (Kirsch, Wilhelm, & Goldbeck, 2015) has examined script-driven imagery use among 

youth. The overarching objective of the current study was, therefore, to empirically evaluate the 

validity of a script-driven imagery procedure for use with adolescents. 

PTSD: Nature and Prevalence 

The Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR; American 

Psychiatric Association [APA], 2000) enumerates five criteria necessary for the diagnosis of 

PTSD. Criterion A states that an individual must have been exposed to an event in which they 

experienced: significant threat to self or others (A1), as well as subjective feelings of horror, 

helplessness and/or fear (A2). Posttraumatic stress disorder is comprised of three groups of 
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symptom clusters that can occur after experiencing a traumatic event. These are 1) re-

experiencing (e.g., recurrent distressing dreams, memories, or flashbacks related to the trauma; 

Criterion B), 2) avoidance (e.g., avoiding thoughts, people, or places associated with the trauma; 

Criterion C), and 3) increased arousal (e.g., increased startle, hyperarousal, or difficulty 

concentrating or sleeping; Criterion D). Additionally, these symptoms must cause clinically 

significant distress or impairment for at least one month to meet the diagnosis of PTSD 

(Criterion E). Posttraumatic stress disorder is conceptualized as a chronic and debilitating 

condition (Kessler, Chiu, Demler, & Walters, 2005; World Health Organization, 2008), and 

available data converge to suggest that attendant disability is comparable to, or greater than, any 

other psychological problem (Kessler, 2000). It is, therefore, imperative that we obtain a 

sophisticated understanding of the etiology and maintenance of this condition, including among 

adolescents, who evidence particular vulnerability to anxiety-related psychopathology. 

Adolescence is conceptualized as a “core risk” (Beesdo, Knappe, & Pine, 2009) period, 

during which anxiety-related vulnerability is transformed into clinically relevant 

psychopathology. Indeed, research suggests that understanding and modifying problems during 

this time is especially beneficial to preventing poor future outcomes (Dahl, 2004). In terms of 

traumatic event exposure, data from the Great Smoky Mountains Study, a representative sample 

of 1,420 adolescents, ages 9 to 16 years, suggest that traumatic events are relatively common in 

childhood and adolescence, with about two thirds of all adolescents experiencing one or more 

traumatic event of any kind by the age of 16 years (Copeland et al., 2007). As with other anxiety 

disorders, available evidence suggests that as youth move from childhood through adolescence, 

increases in traumatic event exposure, as well as posttraumatic stress symptom severity and 

impairment, can be observed (Copeland et al., 2007). 
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It warrants mention that traumatic event exposure is a risk factor that can precipitate 

multiple trajectories, depending on individual and/or contextual characteristics (i.e., 

multifinality; Cicchetti & Toth, 2009). Indeed, consistent with developmental theory, 

traumatization exemplifies the type of experience that can produce an array of developmental 

problems (e.g., altered functioning of the Hypothalamic Pituitary Adrenal Axis, which plays a 

role in stress reactivity; Yehuda & Ledoux, 2007) and contribute to a negative “developmental 

cascade” in which the effects can accumulate and disperse across developmental domains (Buka 

et al., 2001; Masten & Cicchetti, 2010). For instance, traumatic event exposure is associated with 

elevated risk for anxiety psychopathology (e.g., specific phobia, social phobia) and major 

depressive disorder, as well as difficulties with school and relationships, higher likelihood of 

substance abuse, and increased suicide attempts (Boney-McCoy & Finkelhor, 1996; Buka et al., 

2001; Cortes et al., 2005; Nader, 2008). While these data underscore the idea that developmental 

trajectories following traumatic event exposure are varied, traumatic event exposure is typically 

studied in relation to PTSS or PTSD, as traumatization is a hallmark feature of PTSD (APA, 

2000). Indeed, a substantial minority of trauma-exposed adolescents go on to develop subclinical 

or clinical symptoms of PTSD, with the characteristic symptomatology and functional 

impairment described above. Current 12-month prevalence estimates, based on epidemiological 

data from the adolescent supplement of the National Comorbidity Study Replication (NCS-A), 

suggest approximately 4% of youth, ages 13 to 17 years, meet diagnostic criteria for PTSD 

(Kessler et al., 2012). Collectively, the serious negative consequences that can follow traumatic 

event exposure among youth highlight the importance of having sophisticated methodologies 

designed to better understand the numerous pressing questions regarding the developmental 

sequelae of traumatic event exposure, including PTSS/PTSD. Next, we turn our attention to 
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conceptual models of PTSD and the utility of script-driven imagery procedures for better 

understanding the consequences of traumatization.  

Conceptual Models of PTSD 

Posttraumatic stress disorder is a complex psychological condition that results from 

altered biopsychosocial functioning precluding recovery from a traumatic event (Feldner, 

Monson, & Friedman, 2007). Evidence exists for information processing (Ehlers & Clark, 2000), 

memory formation (McCleery & Harvey, 2004), and psychobiological (Friedman & McEwen, 

2004) mechanisms, and such theories are not mutually exclusive. One of the most widely studied 

conceptual models of PTSD is derived from Mowrer’s (1947) two-factor learning theory of fear 

and anxiety. Mowrer hypothesized that anxiety disorders are classically conditioned fear 

responses learned from the pairing of stimuli and negative outcomes, and these disorders are 

maintained via negative reinforcement afforded by avoiding anxiety-relevant cues. In particular, 

avoidance precludes the extinction of such conditioned fear responses. Keane, Zimering, and 

Caddell (1985) applied two-factor theory to posttraumatic stress disorder more specifically. They 

posited that, via classical conditioning, interoceptive and exteroceptive stimuli present during a 

traumatic event (e.g., an alleyway where an individual was assaulted) become associated with the 

event. Foa and Kozak (1986), drawing from Peter Lang’s (1979) bioinformational theory, further 

suggest that stimuli associated with a traumatic event are connected within a mental information 

structure, referred to as a “fear network” that also contains affective, physiological, cognitive, 

and environmental phenomena related to the event. Associations are formed between traumatic 

event stimuli, fear responses, and negative emotions, as well as interpretations, including broader 

negative meanings regarding network components, which themselves become part of the fear 

network (Foa & Kozak, 1986). Subsequently, trauma-exposed individuals avoid circumstances, 
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memories, and stimuli that remind them of the trauma. Additionally, stimulus generalization 

occurs such that new stimuli (not present during the traumatic event) come to elicit conditioned 

fear responding. Over time, a more consolidated fear network is formed and an increasing 

number of stimuli, emotions, and responses in the network can be interpreted as being dangerous 

(Foa & Kozak, 1986). Fear can even be increased after the initial traumatic event conditioning 

when feared stimuli are re-evaluated by the individual or when more threatening information 

about the danger of the feared stimulus is learned (Mineka & Sutton, 2006). Reminders of the 

trauma cause increased fear and anxiety because trauma memories have been avoided rather than 

processed (Keane et al., 1985). This increased fear and the physiological arousal that accompany 

it are central features of PTSD. 

Learning-related theoretical models of PTSD highlight the importance of the fear 

network described above, which is activated in the presence of trauma-related behavioral, 

psychophysiological, or interpretative information (Foa & Kozak, 1986). Mentally imagining 

past experiences can activate this network, but to do so effectively, it is necessary to incorporate 

physiological reactions, behavioral responses, and vivid stimuli representations into scripts used 

to visualize during the procedure (Lang, 1979). Script-driven imagery procedures, therefore, 

represent a powerful, theoretically-relevant methodological tool pertinent to the study of 

traumatic event exposure and PTSS/PTSD.  

Script-Driven Imagery Procedures  

Script-driven imagery procedures, which involve the presentation of trauma-related cues, 

allow for the evaluation of trauma-related responding and “state” PTSS. The experience is akin 

to the naturalistic encounter of a trauma-related cue (e.g., brakes screeching for a motor vehicle 

accident survivor). A script-driven imagery procedure involves converting a written trauma 
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script, based on the memory of the trauma, into a 30 second audio recording. This recording is 

then used in a four-segment imagery procedure in which each of the segments (i.e., baseline, 

playing of the audio script, silent rehearsal of the script, and recovery) is 30 seconds in length 

(see Procedure; Pitman et al., 1987). Although idiographic and standardized approaches to script-

driven imagery procedures have been used, idiographic procedures are more common and well-

accepted as they are consistent with assertions of the bioinformational theory suggesting specific 

physiological reactions, stimuli, and responses more effectively activate the mental fear network 

(Lang, 1979), as well as empirical evidence indicating processing of self-relevant information 

elicits stronger emotional and neurobiological reactions in the context of PTSD (Liberzon & 

Martis, 2006). 

Script-driven imagery has proven to be a very useful tool in research on PTSD. Adults 

with PTSD, as compared to individuals without PTSD who have or have not experienced a 

traumatic event, show increased physiological reactivity and negative affect in response to 

trauma scripts (McTeague et al., 2010; Orr et al., 1998; Pitman et al., 1987). Facial 

electromyography (EMG), which is used to measure emotional reactivity (e.g., fear and anxiety) 

to trauma scripts, is one method of measuring increased physiological responding in individuals 

with PTSD. For instance, individuals with PTSD, compared to trauma-exposed individuals 

without PTSD, have shown increased facial EMG responses to trauma scripts (Carson et al., 

2000; Orr et al., 1998). This effect has also been shown with PTSD resulting from various types 

of trauma compared with individuals without PTSD who have and have not been exposed to a 

trauma (McTeague et al., 2010). Similarly, individuals with PTSD show increased skin 

conductance (i.e., galvanic skin response; Carson et al., 2000; Pitman et al., 1987) and heart rate 

(Orr et al., 1998; Ramón et al., 2006) reactivity in response to trauma scripts in studies with 
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several types of trauma exposure. Finally, individuals with PTSD show increased negative affect, 

such as self-reported fear, anxiety, and disgust, following script-driven trauma imagery as 

compared to trauma-exposed individuals without PTSD (Orr et al., 1998; Pitman et al., 1987; 

Ramón et al., 2006). Collectively, these findings are consistent with conceptual models and 

diagnostic criteria for PTSD and suggest script-driven imagery procedures are effective in 

producing trauma-related physiological and psychological reactivity. 

Given the usefulness of the procedure, adult researchers have been able to evaluate 

numerous correlates and consequences of traumatic event reminders and PTSS induction 

(Hopper, Frewen, van der Kolk, & Lanius, 2007b; Lanius et al., 2010). For instance, a script-

driven imagery procedure was used to examine real-time, substance-related cravings during 

trauma reminders in a laboratory setting (Beckham et al., 2007). This study found that 

presentation of trauma-related cues enhanced drug use cravings. Such data are critical in terms of 

understanding maladaptive strategies for managing PTSS (e.g., substance use to reduce distress; 

Stewart, 1996), as well as more complex clinical presentations (e.g., amelioration of co-morbid 

PTSD and substance use disorder).  

Only one study by Kirsch and colleagues (2015) has examined the use of a script-driven 

imagery procedure in youth, 6-17 years of age. This study obtained measures of anxiety and 

physiological arousal before and after neutral and trauma scripts. Results suggested that 

adolescents who met criteria for PTSD had significantly higher anxiety responses and facial 

EMG responses to the trauma script compared to trauma-exposed youth without PTSD. 

However, contrary to hypotheses, heart rate, skin conductance, and respiratory sinus arrhythmia 

response levels did not differ between groups, in contrast with previous adult research (Kirsch et 

al., 2015). While this research began to address the notable gap in the literature, there are 
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important limitations of the study that should be addressed by additional research. First, Kirsch 

and colleagues (2015) used a modified script-driven imagery procedure, which did not include 

rehearsal of the scripts, recovery, or pre-script baseline periods, making it difficult to make 

comparisons with adult research or baseline responding for each individual script. Second, self-

reported anxiety was the only affective variable measured in the study; however, research 

suggests that several affective states (e.g., fear, disgust, anger, shame) are often associated with 

traumatic events (Hathaway, Boals, & Banks, 2010; Lee, Scragg, & Turner, 2001). Therefore, 

additional research examining script-driven imagery in youth is needed. 

Developmental Considerations 

Given the profound biopsychosocial changes that characterize adolescence, findings 

observed in adult script-driven imagery research cannot be assumed to hold for youth (Dahl, 

2004). Indeed, consistent with the basic tenants of science, empirical evidence is necessary to 

draw developmentally sensitive conclusions. For instance, the prefrontal cortex, which continues 

to develop beyond adolescence (Casey, Tottenham, Liston, & Durston, 2005), has been shown to 

play a key role in the ability to label and manage emotions (Lieberman et al., 2007). Therefore 

adolescents’ ability to identify, label, and regulate emotions is still developing, a factor that 

needs to be taken into consideration when interpreting self-reported affectivity elicited by the 

script-driven imagery procedure (Pynoos et al., 2009; Zeman, Cassano, Perry-Parrish, & Stegall, 

2006).  

It is, therefore, necessary to obtain empirical data regarding the validity of script-driven 

imagery procedures for use with youth. The availability of such procedures in the “toolbox” of 

developmental psychopathologists will allow for greater methodological rigor in the study of 

trauma and PTSS/PTSD among youth including the ability to 1) test causally-oriented 
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hypotheses in a controlled, laboratory setting, 2) reduce biases associated with retrospective self-

report by utilizing “real-time” assessment, and 3) obtain data across multiple modalities (e.g., 

psychophysiological, psychological; Olatunji, Leen-Feldner, Feldner, & Forsyth, 2008; 

Zvolensky, Lejuez, Stuart, & Curtin, 2001). In addition, laboratory-based study of trauma and 

PTSS among youth stands to enhance extant theories of PTSD. For example, as compared to 

adults, adolescents have underdeveloped abilities in terms of emotion regulation (Garnefski & 

Kraaij, 2006; Zeman et al., 2006). Pynoos and colleagues (2009) propose that children may take 

longer to return to baseline emotional states following exposure to a trauma cue. Empirical 

evidence for this assertion, afforded by the use of script-driven imagery procedures, would be 

conceptually important, given basic learning studies suggesting that the formation and 

consolidation of fear networks may be affected by such elongated affective states (Wagner & 

Brandon, 1989). Taken together, our understanding of the developmental psychopathology of 

traumatization and PTSS/PTSD would clearly benefit from an ability to elicit trauma-related 

responding and PTSS in the laboratory.  

Current Research 

The overarching goal of the current study was to evaluate the validity of an idiographic 

script-driven imagery procedure for use with traumatic event exposed adolescents. Importantly, 

despite the developmental differences between trauma-exposed adolescents and adults, 

developmental trauma literature suggests that adolescents are likely to show similar patterns of 

responding to trauma as adults (Pynoos et al., 2009). Similarly, developmental 

psychopathologists assert that, given appropriate acknowledgement of relevant parameters (e.g., 

reading comprehension; developmental task; neurodevelopment), it is acceptable to use adult 

research to guide hypotheses in the context of adolescent research (Cicchetti & Rogosch, 2002). 
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Drawing from published work, several hypotheses guided the investigation.  

First, to address the convergent validity of the procedure, it was hypothesized that PTSD 

symptom severity (as indexed by a clinician-administered interview) would correlate positively 

with responding to an idiographic script-driven imagery procedure. It was expected that 

symptoms of posttraumatic stress would predict: 

 psychophysiological reactivity to the procedure, as indexed via facial EMG, skin 

conductance, and heart rate,   

 affective reactivity to the procedure, measured via self-report ratings of fear, 

anxiety, disgust, and general distress, and 

 level of self-reported posttraumatic stress symptoms elicited by the script-driven 

imagery procedure. 

Second, to evaluate divergent validity, adolescent thought problem symptoms, as indexed 

by the Youth Self Report (YSR; Achenbach & Rescorla, 2001; Yasick et al., 2001), were not 

expected to relate to psychophysiological or affective reactivity elicited by the script driven 

imagery procedure.  

 Finally, to address known-groups validity, it was hypothesized that girls would evidence 

increased affective and physiological reactivity to idiographic trauma scripts as compared to 

boys. Research on gender differences in response to script-driven imagery procedures is lacking. 

However, available work suggests that stress reactivity increases across the course of puberty 

(Edwards, Rose, Kaprio, & Dick, 2011; Ladouceur, 2012; Susman, Dorn, & Chrousos, 1991), 

and that this effect is more pronounced among girls, as compared to boys (Sanborn & Hayward, 

2003; Stroud, Papandonatos, Williamson, & Dahl, 2004). 
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Method 

Participants 

Descriptive statistics of sample characteristics are presented in Table 1. Forty-three 

traumatic event exposed adolescents between the ages of 10 and 17 years, with an average age of 

approximately 14 years (M = 14.12, SD = 2.36), were recruited from the Northwest Arkansas 

region. Participants included 21 girls (48.8%) and were enrolled in 4
th

 through 11
th

 grade at the 

time of participation (M = 7.86, SD = 2.31). Racial composition of participants represented the 

local community: 72.1% Caucasian, 16.3% Biracial or “Other”, 7.0% African American, 2.3% 

Native American, and 2.3% declined to answer. The sample was relatively well-educated, with 

the majority of parents (79.2%) reporting at least some higher education. 

Recruitment procedures included posting flyers in the community (including school-

based flyering), assembling information booths at community functions (e.g., farmer’s market), 

and advertising in local bulletins (e.g., University of Arkansas Newswire), on internet websites 

(e.g. Facebook), and at local organizations (e.g., Boys and Girls Club). Although there is no 

evidence to suggest that traumatic cue presentation following recent trauma exposure has 

negative effects for youth, we took a conservative approach in the current study by screening out 

potential participants with traumatic event exposure within the past month.  

Measures 

Posttraumatic stress symptoms and traumatic event exposure. Participants were 

administered the Clinician-Administered PTSD Scale, Child and Adolescent Version (CAPS-CA; 

Nader et al., 1996) in order to assess traumatic event exposure and PTSS. For those participants 

with multiple traumatic event exposures, the most distressing and impairing traumatic event was 

selected as the index event for that participant. The CAPS-CA is a structured clinical interview, 
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designed for use with children and adolescents ages 8 to 18 years old. It includes 33 questions, 

which address traumatic event exposure, as well as three posttraumatic stress symptom clusters 

of re-experiencing, numbing or avoidance, and arousal (Ohan, Myers, & Collett, 2002). These 

symptoms align with DSM-IV-TR criteria for the diagnosis of PTSD (APA, 2000), and scores 

from the CAPS-CA were used as a continuous measure of PTSS severity (Kassam-Adams, 

Garcia-España, Fein, & Winston, 2005; Nugent, Christopher, & Delahanty, 2006). The CAPS-

CA was derived from the adult version of the scale (the Clinician-Administered PTSD Scale; 

[CAPS]), which evidences excellent validity and reliability (Weathers, Keane, & Davidson, 

2001). The CAPS-CA was modified from the adult version to be developmentally appropriate, 

and it includes practice examples, pictorial rating scales, and other age-appropriate modifications 

(Ohan et al., 2002). There is limited research on the psychometric properties of the CAPS-CA; 

however, preliminary studies of reliability and validity are promising (Nadar, 1997; Ohan et al., 

2002), including high inter-rater reliability (r = 0.95- 0.99), high internal consistency (α = 0.90), 

and good convergent validity with the Children’s PTSD Inventory (CPTSDI; r = .74) and the 

Child PTSD Symptom Scale (CPSS; r = .84), similar interview and questionnaire-based 

measures of PTSS in youth (Harrington, 2008). 

The Principal Investigator (PI) administered all CAPS-CA interviews in the current 

study. The PI completed a CAPS training presented by a certified trainer (Dr. Jennifer Price) at 

the Laureate Institute for Brain Research in Tulsa, Oklahoma. Dr. Leen-Feldner provided 

additional training in the CAPS-CA, including: 1) an overview of the interview (e.g., 

development, psychometrics), 2) general considerations in conducting structured interview 

assessments with adolescents (e.g., rapport building, human subjects considerations), 3) specific 

instruction in the interview items and scoring, and 4) role play and practice in administering and 
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scoring the interview. Training continued until the PI evidenced mastery. Further, all interviews 

were audiotaped, and reliability ratings were made on a random selection of 10% of the 

protocols, which resulted in 100% agreement on PTSD diagnosis, as well as number of 

symptoms endorsed. 

Physiological Reactivity. All physiological data were gathered using a BIOPAC MP 150 

data acquisition system (BIOPAC Systems Inc., Goleta, CA, USA). This system uses 

AcqKnowledge 4 software, which is compatible with the Mac operating system. BIOPAC allows 

data to be collected for several physiological measures, including a single-channel biopotential 

electrocardiogram amplifier (ECG100C) to measure heart rate, two channels of biopotential 

electromyogram amplifiers (EMG100C) to measure facial EMG, and a single channel 

electrodermal activity amplifier (GSR100C) to measure skin conductance (BIOPAC Systems 

Inc., n.d.).  

In order to measure facial EMG, disposable Ag/AgCl electrodes were placed on the 

levator labii and lateral frontalis, which are areas of the face associated with fear and disgust 

responsivity (Orr & Roth, 2000; Fridlund & Cacioppo, 1986). Heart rate was also measured in a 

method consistent with previous research and recommended guidelines (Berntson, Quigley, & 

Lozano, 2007; Segerstrom & Nes, 2007) using disposable Ag/AgCl electrodes, which were 

placed in a Lead II configuration on the chest. Finally, skin conductance was measured by 

attaching Ag/AgCl electrodes to the participant’s non-dominant hand on the palmar surface of 

the medial phalanges of the index and middle fingers (Khalfa, Isabelle, John-Pierre, & Manon, 

2002; Khambam, Naidu, Rani, & Rao, 2012). Heart rate, facial EMG, and skin conductance were 

measured throughout all phases of the script-driven imagery procedure. 
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Affective Reactivity. Subjective Units of Distress Scales (SUDs; Wolpe, 1958) were 

used to index self-reported changes in affect before and after each script-driven imagery 

procedure. Participants reported levels of fear, anxiety, disgust, and distress on a scale from 0 (no 

fear, no anxiety, no disgust, or no distress) to 100 (extreme fear, extreme anxiety, extreme 

disgust, or extreme distress). This approach has been utilized in multiple laboratory-based studies 

of anxiety-relevant responding among youth (e.g., Leen-Feldner, Feldner, Bernstein, 

McCormick, & Zvolensky, 2005; Ollendick, Lewis, Cowart, & Davis, 2012) and has also been 

used in the context of previous script-driven imagery research to measure emotional responses 

(Orr et al., 1998; Pitman et al., 1987). 

Post-script Level of PTSS. The Reponses to Script-Driven Imagery Scale (RSDI; 

Hopper, Frewen, Sack, Lanius, & van der Kolk, 2007a) has been commonly used in adult 

research on PTSD as a self-report measure of PTSS evoked by a trauma script during a script-

driven imagery procedure (e.g., “state-like” PTSS; Hopper et al., 2007a). Participants report the 

extent to which they experienced PTSD symptoms on a scale from 0 (not at all) to 6 (a great 

deal). The RSDI includes 11 questions, which address PTSD symptom clusters of re-

experiencing, avoidance, and dissociation. A confirmatory factor analysis showed strong support 

for the predicted three-factor model, and the RSDI has shown strong construct validity and 

adequate to high internal reliability (α = 0.69- 0.93; Hopper et al., 2007a). The RSDI was 

adapted for use with youth in the current study; words were adapted for age appropriateness 

(e.g., “re-experiencing” was changed to “happening again”), and the revised measure (RSDI-A) 

was submitted to the Flesch-Ease Reading Index, which suggested it was comprehensible by a 

4.6 grade-level reader (please see Appendix). 
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The RSDI-A evidenced good reliability in the current study (α = .89). On average, 

adolescents reported approximately 32 total posttraumatic stress symptoms in response to the 

script-driven imagery procedure (M = 32.10, SD = 13.79), including re-experiencing (M = 

12.07, SD = 5.62), avoidance (M = 8.10, SD = 5.16), and dissociation (M = 11.93, SD = 5.62) 

symptoms. Scores on the RSDI-A in the current sample were comparable to RSDI scores among 

adults with clinical and subthreshold levels of PTSD (Hopper et al., 2007a). 

Trait Vividness of Imagery. The Vividness of Visual Imagery Questionnaire (VVIQ; 

Marks, 1973) is a 16 item scale commonly used in adult imagery research to measure individual 

differences in vividness of visual imagery. Participants visualize several images and rate the 

vividness of those images on a scale from 0 (perfectly clear and as vivid as normal vision) to 5 

(no image at all, you only “know” that you are thinking of the object). The VVIQ was originally 

completed twice (with eyes open and with eyes closed); however, these conditions have not 

shown significant differences in scores (McKelvie, 1995), so the questionnaire was completed 

once with participants’ eyes closed in the current study (Allbutt, Ling, Rowley, & Shafiullah, 

2011). The VVIQ evidences good test-retest reliability (r = 0.74) and split-half reliability (r = 

0.85). In the current study, the wording of the VVIQ was modified for use with youth, and the 

revised measure (VVIQ-A) was submitted to the Flesch-Ease Reading Index, which suggested it 

was comprehensible by 3.7 grade-level readers.  

In the current study, the VVIQ-A evidenced good reliability (α = .86), and participants 

reported that their visualization abilities allowed them to imagine “clear and quite vivid” imagery 

on average (M = 2.01, SD = .62). The VVIQ-A was used as a covariate when examining the 

relations between PTSS and psychophysiological and affective reactivity to a trauma-script in 
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order to examine these associations above and beyond individual differences in imagery 

vividness. 

Thought Problems. The Youth Self-Report form for ages 11-18 (YSR; Achenbach & 

Rescorla, 2001) measures clinically relevant symptomotology and was employed in the current 

study to index child-reported thought problems. Adolescents rate 112 items (e.g., “I hear sounds 

or voices that other people think aren’t there”) on a three-point Likert-type scale (0 = not true, 1 

= somewhat or sometimes true, and 2 = very true or often true). The YSR is made up of eight 

syndrome or problem scales (i.e., Anxious/Depressed, Withdrawn/Depressed, Somatic 

Complaints, Social Problems, Thought Problems, Attention Problems, Rule-breaking Behavior, 

Aggressive Behavior) and an optional Competence Scale. In addition, two overarching scales 

index psychopathology (i.e., the Internalizing and Externalizing Scales). The YSR evidences 

good psychometric properties, with good test-retest reliabilities (r ≥ .72) and good concurrent 

validity (Achenbach & Rescorla, 2001; Grisso, Barnum, Fletcher, Cauffman, & Peuschold, 

2001). 

Procedure 

          A visual depiction of the study procedures is presented in Figure 1. First, a telephone 

screener (please see Appendix) was administered to prospective adolescent participants to 

determine whether they had experienced a traumatic event. Eligible adolescent participants (and 

a parental guardian) were invited to the Arkansas Interdisciplinary Sciences Laboratory for a 

single session lasting approximately 3 hours. Upon arrival, adolescents completed written, 

informed assent, and their parental guardian provided written, informed consent for personal and 

adolescent participation. Aspects of consent and assent forms, such as limits of confidentiality 
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and voluntary participation, were explained and reviewed. Next, adolescents were administered 

the CAPS-CA by the PI. Following the interview, participants completed a battery of 

questionnaires, including those described above. The battery was randomized to limit order 

effects. Next, adolescents performed a computerized puzzle Tetris game online for 5 minutes. 

While multiple distractor tasks have been utilized in the literature (e.g., word searches; Baldwin 

& Main, 2001), Tetris was selected for the current study because it provides a relatively pleasant 

task for youth. The game involves mentally rotating objects to fit together and then pressing 

computer keys to rotate and fit the objects. This game has been used in previous literature as a 

cognitive distraction task (Kang, McDermott, & Cohen, 2008). This task was introduced as a 

break from the research study and served as a distraction task to minimize priming of the 

traumatic event between the CAPS-CA and the script-driven imagery procedure. Two brief 

training sessions were then completed, including a) the experimenter explaining emotional 

awareness and labeling of emotions and b) an audio recording of response to imagery training to 

increase vividness of imagining during the scripts.  

Emotional Awareness Training. During the emotional awareness training, the 

participant worked together with the PI to identify and understand meanings of 9 emotions (i.e., 

fear, anxiety, disgust, anger, sadness, excitement, relaxation, happiness, and surprise). Both 

positive and negative emotions were included in the training to avoid priming for a negative 

emotional response bias. Emotion training included adolescents matching emotions with the 

appropriate definition, hearing and giving examples of each emotion, and taking a brief 

emotional understanding post-test to ensure that emotion training was effective (see Appendix 

for a copy of the training protocol and post-test).  
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Response to Imagery Training. All participants received standardized imagery training, 

the goal of which was to enhance the vividness of scenes imagined during the script-driven 

imagery procedure. Lang (1979) contends that increased imagery vividness leads to increased 

physiological responses (e.g. muscle tension, eye movement, EMG activity) when remembering 

an event. He theorized that this increased physiological response is due to sensory organs and 

muscles reproducing the original responses to the event during imagery and a network (e.g., fear 

network; Foa & Kazak, 1986) that controls behavior and links behavior to context. The 

effectiveness of the script-driven imagery procedure, therefore, should increase with more vivid 

imagery, which is associated with stronger physiological responses to the script and greater 

participation in the context of the memory. Indeed, adult research suggests that this is the case 

(Bauer & Craighead, 1979; Miller et al., 1987). In the context of the current study, the response 

to imagery training was used to guide participants through imagining and reacting to three 

separate imagery scenes, in which they were encouraged to be an active participant. The training 

involved using physiological reactions to increase participation in and vividness of participants’ 

imagery (see Appendix for a copy of the training protocol). 

Script-Driven Imagery Procedure. All participants completed a neutral script-driven 

imagery procedure, followed by a trauma-related script-driven imagery procedure.  The neutral 

script-driven imagery procedure allowed for comparison to the trauma script, and data from 

neutral imagery procedures indicated reactivity patterns to non-emotional scripts. For both the 

neutral and trauma-related procedures, the PI worked with the adolescent to generate a script 

based on a traumatic event or an event that the participant considered to be neutral (e.g., did not 

elicit positive or negative affect, such as riding in the car or eating lunch). Participants selected 

neutral script topics from a standardized list, and only topics rated less than 10 on a 100-point 
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SUDs arousal scale were used. Scripts were written to include sensory information, bodily 

sensations, and action responses in order to increase vividness of imagery, as suggested in the 

emotional imagery literature (Foa & Kozak, 1986; Lang, 1979). The experimenter then used the 

written scripts to create two 30-second audio recordings for the neutral and trauma-related script-

driven imagery tasks, respectively. 

Prior to script administration, participants were fitted with BIOPAC physiological 

measurement equipment in order to measure heart rate, facial EMG, and skin conductance during 

the imagery procedure. During an initial baseline period, participants were asked to relax for five 

minutes in order to obtain accurate baseline physiological readings. Although baseline periods 

with adult script-driven imagery have ranged from three (Carson et al., 2000; Orr et al., 1998, & 

Pitman et al, 1987) to ten (Badour & Feldner, 2013; Olatunji, Babson, Smith, Feldner & 

Connolly, 2009) minutes, a five-minute baseline was chosen for the current study to allow for 

accurate physiological readings while reducing artifact related to participant boredom (e.g., limb 

movement). This period was followed by a baseline SUDs measurement of anxiety, fear, disgust, 

and distress. Consistent with previous research, each script-driven imagery procedure included 

four periods (Pitman et al., 1987). The pre-script baseline period lasted 30 seconds and was used 

to obtain physiological measurements prior to each script. The script period was 30 seconds long, 

and participants were asked to listen carefully to the audio recording of the script. Next, 

participants engaged in a rehearsal period, during which they were asked to vividly imagine the 

scenario for an additional 30 second period of silence. Finally, there was a 30 second period at 

the end of the script for recovery and continued physiological data collection. A two-minute 

between-script interval separated the neutral and trauma script, and SUDs ratings were measured 

prior to the trauma script. After participants completed both scripts, they completed additional 
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measurements of affective reactivity (SUDs) and PTSS elicited (RSDI-A; trauma script only), as 

well as a measure of task engagement for use as a manipulation check. 

Neutral and trauma scripts were not counterbalanced; each adolescent completed the 

neutral script prior to the trauma script. Due to time constraints, an additional distraction task 

was not added between scripts. Therefore, it was expected that, had adolescents completed the 

trauma script first, the subsequent neutral script would have been contaminated by continuing 

negative affect from the trauma script. 

After completing the scripts, BIOPAC physiological equipment was detached from the 

adolescent. Next, to ensure participants did not leave the laboratory in a negative affective state, 

adolescents engaged in a positive affect induction, consisting of 18 positive slides from the 

International Affective Picture System (Lang, Bradley, & Cuthbert, 1999) with an average 

valence rating of above 7.5 on a 9 point scale. Slides included positive images such as cute 

animals and babies. Positively valenced music (“Brandenberg Concertos 2 and 3” by Bach) was 

played during the viewing of the slides (Conklin & Perkins, 2005; Goodwin & Sher, 1993). 

Following the positive affect induction, participants and their parent or guardian were thoroughly 

debriefed, and adolescents were compensated $40 for their participation. 

Results 

Data Analytic Approach 

 To address the first hypothesis, hierarchical linear model regression analyses were 

performed to examine the relation between PTSS and physiological (heart rate, skin 

conductance, and facial EMG) and affective (fear, anxiety, disgust, and distress) reactivity, as 

well as state-like PTSS elicited by the script-driven imagery procedure. At step 1, age, gender, 

trait vividness of imagery, and, when appropriate, relevant baseline responding (e.g., baseline 
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affective and physiological variables) were entered in order to evaluate the incremental validity 

of PTSS in predicting script response (Sechrest, 1963). At step 2, PTSS, as indexed via the 

CAPS-CA, was entered. A similar procedure was undertaken to address the second hypothesis, 

except that the broad-based dimension of thought problems served as the primary predictor, 

entered at step 2. The unique variance explained by child-reported thought problems, after 

controlling for age, gender, and VVIQ-A scores was evaluated. Divergent validity was evaluated 

by examining differences in magnitude between convergent and divergent validity analyses. 

Finally, in terms of the third hypothesis, ANCOVAs were performed to compare each 

physiological and affective variable between genders, with age and VVIQ scores as covariates. 

 Prior to analyses, all data were checked for outliers and assumptions of linearity, 

normality, and homoscedasticity. In order to correct for positive skewness and kurtosis of 

affective responding variables (i.e., SUDs anxiety, fear, disgust, and distress), a square root 

transformation was employed for all affective responding variables throughout analyses. All 

assumptions were otherwise met. 

 Also prior to analyses, all physiological data were visually inspected for problematic 

signals (e.g., poor signal due to excessive movement, recording noise, electrode connectivity 

problems), and problematic data were filtered. A few recordings were removed from analyses 

completely, including 4 heart rate, 3 skin conductance, 4 EMG Frontalis, and 2 EMG Levator 

recordings. Otherwise, only small sections (e.g., 1.5 seconds or less) of data were removed from 

recordings. As recommended (Reaz, Hussain, & Mohd-Yasin, 2006; Tassinary, Cacioppo, & 

Vanman, 2007), facial EMG data was rectified via a Fast Fourier Transformation, and average 

volts across the neutral and trauma script intervals were calculated. Also as recommended 

(Berntson et al., 2007; Porges & Byrne, 1992), raw electrocardiogram data was used to calculate 
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average heart rate across script intervals. Finally, raw skin conductance data was used to 

calculate average levels across script intervals after subtracting the relevant baseline interval 

(i.e., neutral script minus neutral script baseline, trauma script minus trauma script baseline) in 

order to control for baseline drift (Boucsein et al., 2012; Figner & Murphy, 2011). 

Descriptive Statistics  

 Means and standard deviations of predictor and outcome variables are presented in Table 

1. Adolescents in the current sample displayed low to moderate PTSS, with an average PTSS 

level (i.e., number of symptoms meeting both frequency and severity criteria) of 5-6 symptoms 

(M = 5.63). Additionally, 10 participants met diagnostic criteria for PTSD (23.3%). In addition, 

adolescents in the current sample reported YSR-assessed thought problems significantly below 

clinical levels and only slightly higher than findings from other normative samples (Abad, Forns 

& Gomez, 2002; Broberg et al., 2001). No significant differences were found between boys and 

girls on any covariates or demographic or predictor variables, including PTSS level or thought 

problems; means are reported in Table 1. 

 On all SUDs scales, participants reported higher levels of affective arousal following the 

trauma script compared to the neutral script. Regardless of PTSS level, paired-samples 

comparisons showed that trauma script SUDs ratings were significantly greater than neutral 

script SUDs ratings for all affective states, including anxiety, t(42) = -3.35, p = .002, fear, t(42) = 

-4.09, p < .001, disgust, t(42) = -3.92, p < .001, and distress, t(42) = -4.40, p < .001. In addition, 

participants had increased physiological responding following the trauma script compared to the 

neutral script on all measurements. However, pair-samples comparisons revealed that only heart 

rate responding to the script-driven imagery procedure was significantly higher following the 

trauma script compared to the neutral script, t(38) = -4.61, p < .001. While means were in the 



  
 

23 
 

 

expected direction, differences between trauma script and neutral script responding were not 

significant for EMG Frontalis, t(38) = -1.67, p = .10, EMG Levator, t(40) = -1.74, p = .09, or 

skin conductance, t(40) = -1.72, p = .09, measurements. 

 Zero-Order Correlations. Zero-order correlations among covariates, predictor variables, 

and outcome variables are displayed in Table 2. All subscales within measures (i.e., RSDI-A, 

SUDs) were significantly correlated with one another. As expected, thought problems were not 

associated with any other variables. Also as expected, PTSS level was positively associated with 

self-reported disgust and number of total, re-experiencing, and dissociation symptoms 

experienced in response to the script-driven imagery procedure. However, contrary to 

expectations, PTSS level was not significantly correlated with any other outcome variable (e.g., 

other affective, physiological, or PTSS variables). Not surprisingly, given that responding across 

different modes of measurement (physiological, self-report) tends to be desynchronous (Lang, 

Levin, Miller, & Kozak, 1983; Meier, 2013), some outcome variables were significantly 

positively correlated (e.g., re-experiencing symptoms elicited and all affective scales) while 

others were not significantly correlated or were negatively correlated (e.g., VVIQ-A scores 

negatively correlated with self-reported disgust). 

 

Convergent Validity 

 Regression analyses examining the effect of PTSS level on affective responding are 

summarized in Table 3. Imagery vividness ability significantly predicted self-reported changes in 

anxiety, but not fear, disgust, or distress, to the script-driven imagery procedure, and no other 

step 1 variables (age, gender, baseline responding) were significant predictors. As hypothesized, 

higher levels of PTSS significantly predicted greater fear, t (32) = 2.52, p = .02, disgust, t (32) = 

3.08, p = .004, and distress, t (32) = 2.38, p = .02, responding to the trauma scripts. However, 
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PTSS levels did not significantly predict SUDs anxiety, t (32) = 1.46, p = .16, in response to the 

script-driven imagery procedure (see Table 3). 

 Hierarchical regressions examining the effect of PTSS level on psychophysiological 

responding are summarized in Table 4. Baseline psychophysiological responding significantly 

predicted all psychophysiological responding to the trauma script. No other step 1 variables were 

significant predictors. Contrary to expectations, PTSS level did not significantly predict any 

psychophysiological outcomes, including EMG Frontalis, t (28) = -0.49, p = .63, EMG Levator, t 

(30) = -0.34, p = .73, heart rate, t (28) = 1.15, p = .26, or skin conductance, t (29) = 0.99, p = .33. 

 Regression analyses examining the effect of PTSS level on PTSD symptom responding 

are summarized in Table 5. No step 1 variables significantly predicted PTSS elicited by the 

trauma script. As expected, increased levels of PTSS were significantly associated with higher 

self-reported re-experiencing, t (32) = 2.24, p = .03, and dissociation, t (32) = 2.28, p = .03, 

symptoms in response to the trauma script. PTSS level did not significantly predict the number 

of overall PTSD, t (32) = 1.92, p = .06, or avoidance, t (32) = 0.33, p = .74, symptoms elicited. 

Divergent Validity 

 Similar to tests of convergent validity, regression analyses examining the effects of YSR 

thought problems on affective, physiological, and PTSD symptom responding to the script-

driven imagery procedure were conducted for divergent validity hypotheses. As expected, self-

reported youth thought problems did not significantly predict affective responses to the script, 

including anxiety, t (30) = -0.80, p = .43, fear, t (30) = 0.29, p = .78, p = .81, disgust, t (30) = -

1.33, p = .20, or distress, t (30) = -0.35, p = .73, responses. Also as hypothesized, thought 

problems did not predict psychophysiological responding to the script-driven imagery procedure, 

including changes in EMG Frontalis, t (26) = 0.04, p = .97, EMG Levator, t (28) = -0.25, p = .81, 
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heart rate, t (27) = -0.28, p = .78, or skin conductance, t (27) = 0.96, p = .35, in response to the 

scripts. Finally, YSR thought problems did not significantly predict overall PTSS, t (30) = 0.19, 

p = .85, re-experiencing symptoms, t (30) = 0.03, p = .98, avoidance symptoms, t (30) = -0.89, p 

= .38, or dissociation symptoms, t (30) = 1.27, p = .21, experienced in response to the trauma 

script. 

Convergent and Divergent Validity Differences in Magnitude 

 The magnitude of difference between convergent (PTSS level) and divergent (YSR 

thought problems) factors and reactivity to the script-driven imagery procedure was evaluated by 

comparing indices of effect size. Please see Table 6 for comparison statistics. PTSS level, but not 

thought problems, significantly predicted self-reported changes in fear, disgust, and distress 

responding, accounting for 16%, 12%, and 13% more variance in affective responses, 

respectively, than thought problems. In addition, PTSS level, but not thought problems, 

significantly predicted re-experiencing and dissociation symptoms elicited by the trauma script, 

both accounting for 13% more variance in PTSS responses than thought problems. 

Gender Differences in Script Responsivity 

 Several ANCOVAs were conducted to examine the effect of gender on affective, 

physiological, and PTSD symptom responding to the script-driven imagery procedure and are 

summarized in Table 7. Age and vividness of visual imagery ability were entered as covariates 

for all analyses. Contrary to expectations, there was no significant effect of gender on any 

affective, physiological, or PTSD symptom responding. 

Discussion 

 The current study was the first among youth to examine the validity of the standard 

script-driven imagery procedure used with adults. In addition, it is one of only two studies 
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evaluating the use of any script-driven imagery procedure with youth. Results suggest the script 

driven imagery procedure is a promising tool for use in the elicitation of PTSS among youth.  

 First, a series of convergent validity hypotheses were addressed. Findings were partially 

consistent with hypotheses. Youth displayed significantly greater levels of anxiety, fear, disgust, 

and distress following a trauma script, compared to a neutral script, regardless of their PTSS 

level. As expected, greater PTSS levels significantly predicted higher levels of fear, disgust, and 

distress responses to the trauma script. However, PTSS level did not predict anxiety levels. 

Kirsch and colleagues (2015) used self-reported anxiety as their single affective measure of 

script reactivity [i.e., rate “anxiety” from 0 (not at all) to 10 (extremely)]. Contrary to current 

results, youth with PTSD in the Kirsch study evidenced significantly higher anxiety levels 

following the trauma script compared to youth without PTSD. One possible explanation for this 

unexpected finding in the current study is that adolescents differentiated between fear and 

anxiety temporally during the script-driven imagery procedure. When listening to the scripts, it is 

possible that children felt fear in the moment as they remembered the traumatic event but did not 

feel anxiety about the future, knowing that the traumatic event had already occurred and the 

script-driven imagery procedure would soon be over. In fact, the emotion training completed by 

participants may have contributed to this finding as the temporal distinction between fear and 

anxiety had been discussed just prior to the scripts. Notably, Kirsch and colleagues did not 

conduct an emotion training.  

 Surprisingly, PTSS levels among youth were not significantly correlated with any 

physiological outcomes (heart rate, skin conductance, facial EMG), nor did PTSS level 

significantly predict any physiological outcomes. Adolescents’ did have higher heart rate 

following the trauma script, compared to the neutral script, regardless of PTSS level. Although 
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means for skin conductance and facial EMG were also in the expected direction, there were no 

other significant differences between trauma and neutral script physiological outcomes. One 

factor that may have contributed to this unexpected finding is that physiological responses of 

youth may differ somewhat from adults. Research suggests that youth display increased heart 

rate, skin conductance, and cortisol levels in response to fear or stress, similar to adults; 

however, slight differences such as different heart rate patterns have been observed in youth 

(Beidel, 1989; McManis, Bradley, Berg, Curthbert & Lang, 2001; Silvetti, Drago, & Ragonese, 

2001). However, it does not seem that these minor differences would fully account for the 

findings of the current study. Alternatively, it is possible that youth have greater difficulty clearly 

visualizing the scripts. Although youth in the current study had VVIQ-A scores comparable to 

adult scores (Kozhevnikov, Kosslyn, & Shephard, 2005), these self-reported scores likely also 

represent other factors, such as participants’ beliefs about their imagery abilities and how vivid a 

specific image is for someone in comparison to others images they have had. In fact, research 

suggests that youth have greater difficulty generating imagery, particularly complex imagery, 

compared to adults, and that this ability may continue to develop through adolescence (Kosslyn, 

Margolis, Barrett, Goldknopf & Daly, 1990). In addition, research shows that it takes longer for 

youth to generate and process imagery than adults (Kosslyn et al., 1990); therefore, it may be 

useful to have longer visualization time periods in youth than in adults, and future studies should 

examine this possibility. These differences in imagery ability may contribute to less vivid 

remembering of the trauma during the script and less associated physiological responsivity, 

consistent with previous PTSD theory and research, including Lang’s bioinformational theory 

(Bryant & Harvey, 2006; Lang, 1979). Finally, differing presentations of PTSS between adults 

and youth may have contributed to the divergent physiological findings. Many experts contend 
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that DSM criteria for PTSD poorly captures posttraumatic reactions of youth and many youth 

with subthreshold PTSD experience equivalent distress and impairment to those meeting criteria 

(Copeland et al., 2007; Pynoos et al., 2009; Smith et al., 2013). Therefore, PTSS may not 

correlate with physiological responses due to the adult PTSS symptom structure not clearly 

representing youth PTSS severity. In addition, PTSD severity level may have impacted 

physiological results of the current study. Kirsch and colleagues (2015) found significantly 

higher facial EMG and skin conductance reactivity to the trauma script among youth with PTSD 

than without PTSD. Greater severity of symptoms may be necessary to yield higher levels of 

physiological script responsivity. 

Next, the current study found that PTSS levels were significantly positively correlated 

with total PTSD symptoms, re-experiencing symptoms, and dissociation symptoms elicited by 

the trauma script, although avoidance symptoms experienced were not associated with PTSS 

level. Similarly, PTSS level significantly predicted re-experiencing and dissociation symptoms 

elicited by the trauma script but not avoidance or total symptoms. Interestingly, of the three 

PTSD symptom clusters included in the RSDI-A measure, avoidance symptoms are the only 

cluster that the script-driven imagery directions specifically asked youth not to engage in during 

the scripts. For instance, the RSDI-A questions ask whether the participant tried not to have 

pictures, thoughts, or feelings about the event, which is in direct opposition to the script-driven 

imagery directions of imagining the event and the related emotions and sensations as clearly as 

possible. One interpretation of these results is that adolescents were carefully following 

directions and therefore did not engage in avoidance behaviors during the script-driven imagery. 

It is also possible that, while participants did engage in avoidance behaviors, they also engaged 

in desirable reporting biases, making it seem as if they were following directions. Importantly, 
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Kirsch and colleagues (2015) did not include an index of PTSD symptom responding in their 

study, and the current study is the first to examine PTSD symptom responsivity to a script-driven 

imagery procedure among youth. 

 In regards to divergent validity of the script-driven imagery procedure, adolescent 

thought problems were not correlated with and did not significantly predict any outcome 

variables, including affective, physiological, or PTSD symptom responses to the scripts. This 

difference between PTSS level and thought problems as a predictor for script responding 

suggests some specificity of PTSS as a useful predictor of script-driven imagery outcomes. In 

addition, of those outcomes that were significantly predicted by PTSS, PTSS level accounted for 

12-16% more variance than thought problems, again suggesting a level of specificity for PTSS as 

a predictor. 

 Unexpectedly, there were no significant gender differences for any affective, 

physiological, or PTSD symptom script response outcomes. It is possible that the current study 

was underpowered to test for such gender effects, particularly after including age and VVIQ-A 

scores as covariates. Future studies should enroll a greater number of adolescents to examine 

possible gender differences in script-driven imagery responding. It is also possible that boys and 

girls within this age range respond similarly to script-driven imagery procedures, even though 

stress reactivity increases more among girls than boys during this developmental period (Sanborn 

& Hayward, 2003; Stroud et al., 2004). There is a lack of research on gender differences in 

script-driven imagery, even among adults, making it difficult to draw conclusions about the lack 

of gender differences in the current study. While many gender differences are emerging during 

this period, and women go on to have significantly higher rates of PTSD following a traumatic 
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event than men (Breslau, 2001; Breslau 2009), the adolescents in the current study may have 

been too young to see the effects of the ongoing biopsychosocial developmental changes. 

 Some important limitations of the current study should be considered. First, the study 

included a relatively small sample size. It is possible that some analyses, such as gender 

differences, were underpowered due to this limitation. A second limitation is that the current 

adolescent sample displayed low to moderate levels of PTSS, and only 10 individuals met 

criteria for PTSD. While subthreshold PTSS causes significant distress and impairment for many 

youth, it is possible that adolescents with and without PTSD may display markedly different 

responses to the script-driven imagery procedure. A majority of adult script-driven imagery 

procedure studies compare trauma-exposed participants with and without PTSD (Carson et al., 

2000; Orr et al., 1998; Pitman et al., 1987; Ramón et al., 2006), which may explain some 

divergence in results of the current study. Future research should examine differences in 

responding to a script-driven imagery procedure among youth with and without full PTSD 

diagnoses. A third limitation is that, while every effort is made to include many types of 

information (e.g., emotions, thoughts, senses) and make the script-driven imagery procedure as 

realistic as possible, there are obvious differences between a trauma script and a naturalistic 

trauma cue. Trauma cues in an individual’s day-to-day life are often unpredictable and 

uncontrollable, which are important factors in how a person responds; unpredictable and 

uncontrollable cues are known to elicit more fear than predictable, controllable cues, for instance 

(Hartley, Gorun, Reddan, Ramirez, & Phelps, 2014; Rosellini, Warren, & DeCola, 1987; Wood 

et al., 2015). A final limitation is that many measures and procedures associated with the script-

driven imagery have not been validated for use with youth. For instance, the RSDI and VVIQ 

measures and the imagery vividness training were developed for use with adults. Measures and 
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methods associated with the script-driven imagery procedure must also be validated for use with 

youth in order to fully understand the similarities and differences between adult and adolescent 

responding to the procedure. Given the developmental differences, findings may be influenced 

by factors such as wording of measure items or amount of time given to process imagery.  

 Despite these limitations, the current study provides preliminary evidence for the utility 

of a script-driven imagery procedure among adolescents. As discussed above, script-driven 

imagery allows for testing of causally-oriented hypotheses in a controlled laboratory setting, as 

well as reducing biases of retrospective reporting with real-time assessment of reactivity. This 

procedure has been valuable in understanding correlates and consequences of PTSS and PTSD 

among adults and could greatly add to the available tools for researching PTSD among youth. 

For instance, research using a script-driven imagery procedure among youth could test the effects 

of different regulatory strategies on script responsivity to help understand the impact of trauma 

exposure and regulatory strategies within the context of child and adolescent emotional 

development. Importantly, although PTSD treatment in youth has begun to receive considerably 

more research and attention, youth treatment continues to lag behind treatment for adults, and 

adult treatments are often adapted for use with youth rather than developed with youth in mind 

(Schneider, Grilli, & Schneider, 2013; Silverman et al., 2008). The script-driven imagery 

procedure is a promising tool that may aid in our understanding of how specific treatment 

practices impact youth with PTSD. Overall, the addition of this tool to the “toolbox” of youth 

PTSD researchers would likely greatly contribute to innovative, impactful research in this area. 

 

 

 



  
 

32 
 

 

References 

Abad, J., Forns, M., & Gomez, J. (2002). Emotional and behavioral problems as measure by the 

YSR. European Journal of Psychological Assessment, 18, 149-157. doi: 10.1027//1015-

5759.18.2.149 

 

Achenbach, T. M., & Rescorla, L. A. (2001). Manual for the ASEBA School-Age Forms & 

Profiles. Burlington, VT: University of Vermont Research Center for Children, Youth, 

and Families. 

Allbutt, J., Ling, J., Rowley, M., & Shafiullah, M. (2011). Vividness of visual imagery and social 

desirable responding: Correlations of the vividness of visual imagery questionnaire with 

the balanced inventory of desirable responding with the Marlowe-Crowne scale. 

Behavior Research and Therapy, 43, 791-799. doi: 10.3758/s13428-011-0086-8 

American Psychiatric Association. (2000). Diagnostic and Statistical Manual of Mental 

Disorders, Fourth Edition, Text Revision. Washington, DC: American Psychiatric 

Association. 

Badour, C. L., & Feldner, M. T. (2013). Trauma-related reactivity and regulation of emotion: 

Associations with posttraumatic stress symptoms. Journal of Behavior Therapy and 

Experimental Psychiatry, 44, 69-75. doi: 10.1016/j.jbtep.2012.07.007 

Baldwin, M. W., & Main, K. J. (2001). Social anxiety and the cued activation of relational 

knowledge. Personality and Social Psychology Bulletin, 27, 1637-1647. doi: 

10.1177/01461672012712007 

Bauer, R. M., & Craighead, W. E. (1979). Psychophysiological responses to the imagination of 

fearful and neutral situations: The effects of imagery instructions. Behavior Therapy, 10, 

389-403. doi: 10.1016/S0005-7894(79)80027-1 

Beckham, J. C., Dennis, M. F., McClernon, F. J., Mozley, S. L., Collie, C. F., & Vrana, S. R. 

(2007). The effects of cigarette smoking on script-driven imagery in smokers with and 

without posttraumatic stress disorder. Addictive Behaviors, 32, 2900-2915. doi: 

10.1016/j.addbeh.2007.04.026 

Beesdo, K., Knappe, S., & Pine, D. S. (2009). Anxiety and anxiety disorders in children and 

adolescents: Developmental issues and implications for DSM-V. Psychiatric Clinics of 

North America, 32, 483-524. doi: 10.1016/j.psc.2009.06.002 

Beidel, D. C. (1989). Assessing anxious emotion: A review of psychophysiological assessment 

in children. Clinical Psychology Review, 9, 717-736. doi: 10.1016/0272-7358(89)90019-

6 

Berntson, G. G., Quigley, K. S., & Lozano, D. (2007). Cardiovascular psychophysiology. In J. T. 

Cacioppo, L. G. Tassinary, & G. G. Berntson (Eds.), The handbook of psychophysiology: 

Third edition (182-205). New York, NY: Cambridge University Press. 



  
 

33 
 

 

BIOPAC Systems Inc. (n.d.) Complete systems for life science research and education. Retrieved 

from http://www.biopac.com. 

Boney-McCoy, S., & Finkelhor, D. (1996). Is youth victimization related to trauma symptoms 

and depression after controlling for prior symptoms and family relationships? A 

longitudinal, prospective study. Journal of Consulting and Clinical Psychology, 64, 

1406-1416. doi: 10.1037//0022-006X.64.6.106 

Boucsein, W., Fowles, D. C., Grimnes, S., Ben-Shakhar, G., Roth, W. T., Dawson, M. E., & 

Filion, D. L. (2012). Committee report: Publication recommendations for electrodermal 

measurements. Psychophysiology, 49, 1017-1034. doi: 10.111/j.1469-8986.2012.01384.x 

Breslau, N. (2001). Gender differences in trauma and posttraumatic stress disorder. The Journal 

of Gender-Specific Medicine, 5, 34-40. 

Breslau, N. (2009). The epidemiology of trauma, PTSD, and other posttrauma disorders. 

Trauma, Violence, and Abuse, 10, 198-210. doi: 10.1177/1524838009334448 

Broberg, A. G., Ekeroth, K., Gustafsson, P. A., Hansson, K., Hagglof, B., Ivarsson, T., & 

Larsson, B. (2001). Self-reported competencies and problems among Swedish 

adolescents: A normative study of the YSR. European Child and Adolescent Psychiatry, 

10, 186-193. doi: 10.1007/s007870170025 

Bryant, R. A., & Harvey, A. G. (2006). Visual imagery in posttraumatic stress disorder. Journal 

of Traumatic Stress, 9, 613-619. doi: 10.1002/jts.2490090317 

Buka, S. L., Stichick, T. L., Birdthistle, I., & Earls, F. J. (2001). Youth exposure to violence: 

Prevalence, risks, and consequences. American Journal of Orthopsychiatry, 71, 298-310. 

doi: 10.1037/0002-9432.71.3.298 

Carson, M. A., Paulus, L. A., Lasko, N. B., Metzger, L. J., Wolfe, J., Orr, S. P., & Pitman, R. K. 

(2000). Psychophysiologic assessment of posttraumatic stress disorder in Vietnam nurse 

veterans who witnessed in injury or death. Journal of Consulting and Clinical 

Psychology, 68, 890-897. doi:10.1037//0022-006X.68.5.890 

Casey, B. J., Tottenham, N., Lisotn, C., Durston, S. (2005). Imaging the developing brain: What 

have we learned about cognitive development. Trends in Cognitive Sciences, 3, 104-110. 

doi: 10.1016/j.tics.2005.01.011 

Cicchetti, D., & Rogosch, F. A. (2002). A developmental psychopathology perspective on 

adolescence. Journal of Consulting and Clinical Psychology, 70, 6-20. doi: 

10.1037//0022-006X.70.1.6 

Cicchetti, D., & Toth, S. L. (2009). The past achievements and future promises of developmental 

psychopathology: The coming of age of a discipline. The Journal of Child Psychology 

and Psychiatry, 50, 16-25. doi: 10.1111/j.1469-7610.2008.01979.x 

Conklin, C. A., & Perkins, K. A. (2005). Subjective and reinforcing effects of smoking during 

negative mood induction. Journal of Abnormal Psychology, 114, 153-164. doi: 

10.1037/0021-843X.114.1.153 



  
 

34 
 

 

Copeland, W. E., Keeler, G., Angold, A., & Costello, J. (2007). Traumatic events and 

posttraumatic stress in childhood. Archives of General Psychiatry, 64, 577-584. doi: 

10.1001/archpsyc.64.5.577 

Cortes, A. M., Saltzman, K. M., Weems, C. F., Regnault, H. P., Reiss, A. L., & Carrion, V. G. 

(2005). Development of anxiety disorders in a traumatized pediatric population: A 

preliminary longitudinal evaluation. Child Abuse and Neglect, 29, 905-914. 

doi:10.1016/j.chiabu.2004.12.010 

Dahl, R. E. (2004). Adolescent brain development: A period of vulnerabilities and opportunities. 

Annals of the New York Academy of Sciences, 1021, 1-22. doi:10.1196/annals.1308.001 

Edwards, A. C., Rose, R. J., Kaprio, J., & Dick, D. M. (2011). Pubertal development moderates 

the importance of environmental influences on depressive symptoms in adolescent girls 

and boys. Journal of Youth and Adolescence, 40, 1383-1393. doi: 10.1007/s10964-010-

9617-3 

Ehlers, A., & Clark, D. M. (2000). A cognitive model of posttraumatic stress disorder. Behaviour 

Research and Therapy, 38, 319-345. doi: 10.1016/S0005-7967(99)00123-0 

Feldner, M. T., Monson, C. M., & Friedman, M. J. (2007). A critical analysis of approaches to 

targeted PTSD prevention. Behavior Modification, 31, 80-116. doi: 

10.1177/0145445506295057 

Figner, B. & Murphy, R. O. (2011). Using skin conductance in judgment and decision making 

research. In M. Schulte-Mecklenbeck, A. Kuhberger, & R. Ranyard (Eds.), A handbook 

of process tracing methods for decision research: A critical review and user’s guide 

(163-184). New York, NY: Psychology Press. 

Foa, E. B., & Kozak, M. J. (1986). Emotional processing of fear: Exposure to corrective 

information. Psychological Bulletin, 99, 20-35. doi:10.1037//0033-2909.99.1.20 

Fridlund, A. J. & Cacioppo, J. T. (1986). Guidelines for Human Electromyographic Research. 

Psychophysiology, 23, 567-589. doi: 10.1111/j.1469-8986.1986.tb00676.x 

Friedman, M. J., & McEwen, B. S. (2004). Posttraumatic stress disorder, allostatic load, and 

medical illness. In P. P. Schnurr & B. L. Green (Eds.), Trauma and health: Physical 

health consequences of exposure to extreme stress (pp. 157-188). Washinton, DC: 

American Psychological Association. 

Garnefski, N, & Kraaij, V. (2006). Relationships between cognitive emotion regulation strategies 

and depressive symptoms: A comparative study of five specific samples. Personality and 

Individual Differences, 40, 1659-1669. doi:10.1016/j.paid.2005.12.009 

Goodwin, A. H., & Sher, K. J. (1993). Effects of induced mood on diagnostic interviewing: 

Evidence for a mood and memory effect. Psychological Assessment, 5, 197-202.  doi: 

10.1037/1040-3590.5.2.197 

Grisso, T., Barnum, R. Fletcher, K. E., Cauffman, E., & Peuschold, D. (2001). Massachusetts 

Youth Screening Instrument for mental health needs of juvenile justice youths. Journal of 



  
 

35 
 

 

the American Academy of Child and Adolescent Psychiatry, 40, 541-548. doi: 

10.1097/00004583-200105000-00013 

Harrington, T. L. (2008). The Clinician-Administered PTSD Scale for Children and Adolescents: 

A validation study. Retrieved from ProQuest Dissertations and Theses Global. 

(304429778) 

Hartley, C. A., Gorun, A., Reddan, M. C., Ramirez, F., Phelps, E. A. (2014). Stressor 

controllability modulates fear extinction in humans. Neurobiology of Learning and 

Memory, 113, 149-156. doi: 10.1016/j.nlm.2013.12.003 

Hathaway, L. M., Boals, A., & Banks, J. B. (2010). PTSD symptoms and dominant emotional 

response to a traumatic event: An examination of DSM-IV Criterion A2,. Anxiety, Stress 

& Coping, 23, 119-126. doi: 10.1080/10615800902818771 

Hopper, J. W., Frewen, P. A., Sack, M., Lanius, R. A., & van der Kolk, B. A. (2007a). The 

responses to script-driven imagery scale (RSDI): Assessment of state posttraumatic 

symptoms for psychobiological and treatment research. Journal of Psychopathology and 

Behavioral Assessment, 29, 249-268. doi: 10.1007/s10862-007-9046-0 

Hopper, J. W., Frewen, P. A., van der Kolk, B. A., & Lanius, R. A. (2007b). Neural correlates of 

reexperiencing, avoidance, and dissociation in PTSD: Symptom dimensions and emotion 

dysregulation in responses to script-driven trauma imagery. Journal of Traumatic Stress, 

20, 713-725. doi: 10.1002/jts.20284 

Kang, S. H. K., McDermott, K. B., & Cohen, S. M. (2008). The mnemonic advantage of 

processing fitness-relevant information. Memory and Cognition, 36, 1151-1156. doi: 

10.3758/MC.36.6.1151 

Kassam-Adams, N., Garcia-España, F., Fein, J. A., & Winston, F. K. (2005). Heart rate and 

posttraumatic stress in injured children. Archives of General Psychiatry, 62, 335-340. 

doi: 10.1001/archpsyc.62.3.335 

Keane, T. M., Zimering, R. T., & Caddell, J. M. (1985). A behavioral formulation of 

posttraumatic stress disorder in Vietnam veterans. The Behavior Therapist, 8, 9-12. 

Retrieved from http://psycnet.apa.org/psycinfo/1985-20292-001 

Kessler, R. C. (2000). Posttraumatic stress disorder: The burden to the individual and to society. 

The Journal of Clinical Psychiatry, 61, 4-12. Retrieved from 

http://psycnet.apa.org/psycinfo/2000-15312-001 

Kessler, R. C., Avenevoli, S., Costello, J., Georgiades, K., Green, J. G., Gruber, M. J., . . . 

Merikangas, K. R. (2012). Prevalence, persistence, and sociodemographic correlates of 

DSM-IV disorders in the national comorbidity survey replication adolescent supplement. 

Archvies of General Psychiatry, 69, 372-380. doi: 10.1001/archgenpsychiatry.201.160 

Kessler, R. C., Chiu, W. T., Delmer, O., & Walters, E. E. (2005). Prevalence, severity, and 

comorbidity of 12-month DSM-IV disorders in the national comorbidity survey 

replication. Archives of General Psychiatry, 62, 617-709. doi: 10.1001/archpsyc.62.6.617 



  
 

36 
 

 

Khalfa, S., Isabelle, P., Jean-Pierre, B., & Manon, R. (2002). Event-related skin conductance 

responses to musical emotions in humans. Neuroscience Letters, 328, 145-149. doi: 

10.1016/S0304-3940(02)00462-7 

Khambam, S. K. R., Naidu, M. U. R., Rani, P. U., & Rao, T. R. K. (2012). Effect of cold 

stimulation-induced pain on pharmacodynamic responses in healthy human volunteers. 

International Journal of Nutrition, Pharmacology, Neurological Disease, 1, 26-30. 

doi:10.4103/2231-0738.93129 

Kirsch, V., Wilhelm, F. H., & Goldbeck, L. (2015). Psychophysiological characteristics of 

pediatric posttraumatic stress disorder during script-driven traumatic imagery. European 

Journal of Psychotraumatology, 6, 1-10. doi: 10.3402/epjpt.v6.25471 

Kosslyn, S. M., Margolis, J. A., Barrett, A. M., Goldknopf, E. J., & Daly, P. F. (1990). Age 

difference in imagery abilities. Child Development, 6L, 995-1010. doi: 10.2307/1130871 

Kozhevnikov, M., Kosslyn, S., & Shephard, J. (2005). Spatial versus object visualizers: A new 

characterization of visual cognitive style. Memory and Cognition, 33, 710-726. doi: 

10.3758/BF03195337 

Ladouceur, C. D. (2012). Neural systems supporting cognitive affective interactions in 

adolescence: The role of puberty and implications for affective disorders. Frontiers in 

Integrative Neuroscience, 6. doi: 10.3389/fnint.2012.00065 

Lang, P. J. (1979). A bio-informational theory of emotional imagery. Psychophysiology, 16(6), 

495- 512. doi: 10.1111/j.1469-8986.1979.tb01511.x 

Lang, P. J., Bradley, M. M., & Cuthbert, B. N. (1999). International affective picture system 

(IAPS): Instruction manual and affective ratings. The Center for Research in 

Psychophysiology, University of Florida. 

Lang, P. J., Levin, D. N., Miller, G. A., & Kozak, M. J. (1983). Fear behavior, fear imagery, and 

the psychophysiology of emotion: The problem of affective response integration. Journal 

of Abnormal Psychology, 92, 276-306. doi: 10.1037/0021-843X.92.3.276 

Lanius, R. A., Vermetten, E., Lowenstein, R. J., Brand, B., Schmal, C., Bremmer, J. D., & 

Spiegel, D. (2010). Emotion modulation in PTSD: Clinical and neurobiological evidence 

for a dissociative subtype. American Journal of Psychiatry, 167, 640-647. doi: 

10.1176/appi.ajp.2009.09081168 

Lee, D. A., Scragg, P., & Turner, S. (2001). The role of shame and guilt in traumatic events: A 

clinical model of shame-based and guilt-based PTSD. British Journal of Medical 

Psychology, 74, 451-466. doi: 10.1348/000711201161109 

Leen-Feldner, E. W., Feldner, M. T., Bernstein, A., McCormick, J. T., & Zvolensky, M. J. 

(2005). Anxiety sensitivity and anxious responding to bodily sensations: A test among 

adolescents using a voluntary hyperventilation challenge. Cognitive Therapy and 

Research, 29, 593-609. doi: 10.1007/s10608-005-3510-5 

http://dx.doi.org/10.3389%2Ffnint.2012.00065


  
 

37 
 

 

Liberzon, I., & Martis, B. (2006). Neuroimaging studies of emotional responses in PTSD. Annals 

of the New York Academy of Sciences, 1071, 87-109. doi: 10.1196/annals.1364.009 

Lieberman, M. D., Eisenberger, N. I., Crockett, M. J., Tom, S. M., Pfeifer, J. H., & Way, B. M. 

(2007). Putting feelings into words: Affect labeling disrupts amygdala activity in 

response to affective stimuli. Psychological Science, 18, 421-428. doi: 10.1111/j.1467-

9280.2007.01916.x 

Marks, D. F. (1973). Visual imagery differences in the recall of pictures. British Journal of 

Psychology, 64, 17-24. doi: 10.1111/j.2044-8295.1973.tb01322.x 

Masten, A. S., & Cicchetti, D. (2010). Editorial: Developmental cascades. Development and 

Psychopathology, 22, 491-495. doi: 10.1017/S0954579410000222 

McCleery, J. M., & Harvey, A. G. (2004). Integration of psychological and biological 

approaches to trauma memory: Implications for pharmacological prevention of PTSD. 

Journal of Traumatic Stress, 17, 485-496. doi: 10.1007/s10960-004-5797-5 

McKelvie, S. J. (1995). The VVIQ and beyond: Vividness and its measurement. Journal of 

Mental Imagery, 19, 197-252. Retrieved from http://psycnet.apa.org/psycinfo/1996-

29152-001 

McManis, M. H., Bradley, M. M., Berg, K. W., Cuthbert, B. N., & Lang, P. J. (2001). Emotional 

reactions in children: Verbal, physiological, and behavioral responses to affective 

pictures. Psychophysiology, 38, 222-231.  

McTeague, L. M., Lang, P. J., Laplante, M. C., Cuthbert, B. N., Shumen, J. R., & Bradley, M. 

M. (2010). Aversive imagery in posttraumatic stress disorder: Trauma recurrence, 

comorbidity, and physiological reactivity. Biological Psychiatry, 67, 346-356. 

doi:10.1016/j.biopsych.2009.08.023 

Meier, S. (2013). The chronic crisis in psychological measurement and assessment: A historical 

survey.  San Diego, CA: Academic Press. 

Miller, G. A., Levin, D. N., Kozak, M. J., Cook, E. W., McLean, A., & Lang, P. J. (1987). 

Individual differences in imagery and the psychophysiology of emotion. Cognition and 

Emotion, 1(4), 367-390. doi: 10.1080/02699938708408058 

Mineka, S. & Sutton, J. (2006). Contemporary learning theory perspectives on the etiology of 

fears and phobias. In M. G. Craske, D. Hermans, & D. Vansteenwegen (Eds.), Fear and 

learning: From basic processes to clinical implications (pp. 75-97). Washington DC: 

American Psychological Association. doi: 10.1037/11474-004 

Mowrer, O. H. (1947). On the dual nature of learning- a re-interpretation of ‘conditioning’ and 

‘problem-solving.’ Harvard Educational Review, 17, 102-148. Retrieved from 

http://psycnet.apa.org/psycinfo/1950-03076-001 

Nader, K. O. (1997). Assessing traumatic experiences in children. In J. P. Wilson & T. M. Keane 

(Eds.), Assessing psychological trauma and PTSD (pp. 291-348). New York, NY: 

Guilford Press. 



  
 

38 
 

 

Nader, K. (2008). Understanding and assessing trauma in children and adolescents: Measures, 

methods, and youth in context. New York, NY: Taylor and Francis Group. 

Nader, K., Kriegler, J. A., Blake, D. D., Pynoos, R. S., Newman, E., & Weathers, F. W. (1996). 

Clinician administered PTSD scale, child and adolescent version. White River Junction, 

VT: National Center for PTSD. 

Nugent, N. R., Christopher, N. C., & Delahanty, D. L. (2006). Initial physiological responses and 

perceived hyperarousal predict subsequent emotional numbing in pediatric injury 

patients. Journal of Traumatic Stress, 19, 349-359. doi: 10.1002/jts 

Ohan, J. L., Myers, K. M., & Collett, B. R. (2002). Ten-year review of rating scales. IV: Scales 

assessing trauma and its effects. Journal of the American Academy of Child and 

Adolescent Psychiatry, 41, 1401-1422. doi: 10.1097/01.CHI.0000024867.60748.46 

Olatunji, B. O., Babson, K. A., Smith, R. C., Feldner, M. T., & Connolly, K. M. (2009). Gender 

as a moderator of the relation between PTSD and disgust: A laboratory test employing 

individualized script-driven imagery. Journal of Anxiety Disorders, 23, 1091-1097. doi: 

10.1016/j.janxdis.2009.07.012 

Olatunji, B. O., Leen-Feldner, E. W., Feldner, M. T., & Forsyth, J. P. (2008) Experimental 

psychopathology. In D. McKay (Ed.), Handbook of Research Methods in Abnormal and 

Clinical Psychology (pp. 47-59). Thousand Oaks, CA: Sage Publications. 

Ollendick, T. H., Lewis, L. M., Cowart, M. J. W., & Davis, T. (2012). Prediction of child 

performance on a parent-child behavioral approach test with animal phobic children. 

Behavior Modification, 36, 509-524. doi: 10.1177/0145445512448191 

Orr, S. P., Lasko, N. B., Metzger, L. J., Berry, N. J., Ahern, C. E., & Pitman, R. K. (1998). 

Psychphysiologic assessment of women with posttraumatic stress disorder resulting from 

childhood sexual abuse. Journal of Consulting and Clinical Psychology, 66, 906-913. 

doi: 10.1037//0022-006X.66.6.906 

Orr, S. P. & Roth, W. T. (2000). Psychophysiological assessment: Clinical applications for 

PTSD. Journal of Affective Disorders, 61, 225-240. doi 10.1016/S0165-0327(00)00340-2 

Pitman, R. K., Orr, S. P., Forgue, D. F., de Jong, J. B., & Claiborn, J. M. (1987). 

Psychophysiologic assessment of posttraumatic stress disorder imagery in Vietnam 

combat veterans. Archives of General Psychiatry, 44, 970-975. doi: 

10.1001/archpsyc.1987.01800230050009 

Porges, S. W. & Byrne, E. A. (1992). Research methods for measurement of heart rate and 

respiration. Biological Psychology, 34, 93-130. doi: 10.1016/0301-0511(92)90012-J 

Pynoos, R. S., Steinberg, A. M., Layne, C. M., Briggs, E. C., Ostrowski, S. A., & Fairbank, J. A. 

(2009). DSM-V PTSD diagnostic criteria for children and adolescents: A developmental 

perspective and recommendations. Journal of Traumatic Stress, 22, 391-398. 

doi:10.1002/jts.20450 



  
 

39 
 

 

Ramón, T. L, Lindauer, M. A., Els, P. M., van Meijel, M. A., Jalink, M., Olff, M., Carlier, I. V., 

& Gersons, B. P. (2006). Heart rate responsivity to script-driven imagery in posttraumatic 

stress disorder: Specificity of response and effects of psychotherapy. Psychosomatic 

Medicine, 68, 33-40. doi:10.1097/01.psy.0000188566.35902.e7 

Reaz, M. B. I., Hussain, M. S., & Mohd-Yasin, F. (2006). Techniques of EMG signal analysis: 

Detection, processing, classification, and applications. Biological Procedures Online, 8, 

11-35. doi: 10.1251/bpo115 

Rosellini, R. A., Warren, D. A., & DeCola, J. P. (1987). Predictability and controllability: 

Differential effects upon contextual fear. Learning and Motivation, 18, 392-420. doi: 

10.1016/0023-9690(87)90005-1 

Sanborn, K. & Hayward, C. (2003). Hormonal changes at puberty and the emergence of gender 

differences in internalizing disorders. In C. Hayward (Ed.), Gender differences at puberty 

(pp. 29-58). Cambridge, United Kingdom: Cambridge University Press. 

Schneider, S. J., Grilli, S. F., & Schneider, J. R. (2013). Evidence-based treatments for 

traumatized children and adolescents. Current Psychiatry Reports, 15,  332-341. doi: 

10.1007/s11920-012-0332-5 

Sechrest, L. (1963). Incremental validity: A recommendation. Educational and Psychological 

Measurement, 23, 153-158. doi: 10.1177/001316446302300113 

Segerstrom, S. C. & Nes, L. S. (2007). Heart rate variability reflects self-regulatory strength, 

effort, and fatigue. Psychological Science, 18, 275-281. doi: 10.1111/j.1467-

9280.2007.01888.x 

Silverman, W. K., Oritz, C. D., Viswesvaran, C., Burns, B. J., Kolko, D. J., Putnam, F. W., & 

Amaya-Jackson, L. (2008). Evidence-based psychosocial treatments for children and 

adolescents exposed to traumatic events. Journal of Clinical Child and Adolescent 

Psychology, 37, 156-183. doi: 10.1080/15374410701818293 

Silvetti, M. S., Drago, F., & Ragonses, P. (2001). Heart rate variability in healthy children and 

adolescents is partially related to age and gender. International Journal of Cardiology, 

81, 169-174. doi: 10.1016/S0167-5273(01)00537-X 

Smith, P., Perrin, S., Dalgleish, T., Meiser-Stedman, R., Clark, D. M., & Yule, W. (2013). 

Treatment of posttraumatic stress disorder in children and adolescents. Current Opinion 

in Psychiatry, 26, 66-72. doi: 10.1097/YCO.0b013e32835b2c01 

Stewart, S. H. (1996). Alcohol abuse in individuals exposed to trauma: A critical review. 

Psychological Bulletin, 120, 83-112. doi: 10.1037//0033-2909.120.1.83 

Stroud, L. R., Papandonatos, G. D., Williamson, D., & Dahl, R. E. (2006). Sex differences in the 

effects of pubertal development on responding to a corticotrophin-releasing hormone 

challenge: The Pittsburgh psychobiological studies. Annals of the New York Academy of 

Science, 1021, 348-351. doi: 10.1196/annals.1308.043 



  
 

40 
 

 

Susman, E. J., Dorn, L. D., & Chrousos, G. P. (1991). Negative affect and hormone levels in 

young adolescents: Concurrent and predictive perspectives. Journal of Youth and 

Adolescence, 20, 167-190. doi: 10.1007/BF01537607 

Tassinary, L. G., Cacioppo, J. T., & Vanman, E. J. (2007). The skeletomotor system: Surface 

electromyography. In J. T. Cacioppo, L. G. Tassinary, & G. G. Berntson (Eds.), The 

handbook of psychophysiology: Third edition (182-205). New York, NY: Cambridge 

University Press. 

Wagner, A. R., & Brandon, S. E. (1989). Evolution of a structured connectionist model of 

Pavlovian conditioning (AESOP). In S. B. Klein & R. R. Mowrer (Eds.), Contemporary 

Learning Theories: Pavlovian Conditioning and the Status of Traditional Learning 

Theory (pp. 149-189). Hillsdale, NJ: England Lawrence Erlbaum Associates, Inc. 

Weathers, F. W., Keane, T. M., & Davidson, J. R. T. (2001). Clician-administered PTSD scale: 

A review of the first ten years of research. Depression and Anxiety, 13, 132-156. 

doi:10.1002/da.1029 

Wolpe, J. (1958). Psychotherapy by reciprocal inhibition. Stanford, CA: Stanford University 

Press. R. C. Kessler & T. B. Ustun (Eds.). New York, NY: Cambridge University Press. 

Wood, K. H., Wheelock, M. D., Shumen, J. R., Bowen, K. H., Ver Hoef, L. W., & Knight, D. C. 

(2015). Controllability modulates the neural response to predictable but not unpredictable 

threat in humans. NeuroImage, 119, 371-381. doi: 10.1016/j.neuroimage.2015.06.086 

World Health Organization. (2008). The WHO world mental health survey: Global perspectives 

on the epidemiology of mental disorders.  

Yasik, A. E., Saigh, P. A., Oberfield, R. A., Green, B., Halamandaris, P., & McHugh, M. (2001). 

The validity of the children’s PTSD inventory. Journal of Traumatic Stress, 14, 81-94. 

doi: 10.1023/A:1007887615685 

Yehuda, R., & LeDoux, J. (2007). Response variation following trauma: A translational 

neuroscience approach to understanding PTSD. Neuron, 56, 19-32. 

doi:10.1016/j.neuron.2007.09.006 

 

Zeman, J., Cassano, M., Perry-Parrish, C., & Stegall, S. (2006). Emotion regulation in children 

and adolescents. Developmental and Behavioral Pediatrics, 27, 155-168. doi: 0196-

206X/06/2702-0155 

Zvolensky, M. J., Lejuez, C. W., Stuart, G. L., & Curtin, J. J. (2001). Experimental 

psychopathology in psychological science. Review of General Psychology, 5, 371-381. 

doi: 10.1037//1089-2680.5.4.371 

 

 



  
 

41 
 

 

Figure 1. 

         



  
 

 

 

4
2
 

Table 1. 

Descriptive statistics of covariates, predictor variables, and outcome variables. 

Covariates 
M (SD) Girls 

M (SD) 

Boys 

M(SD) 

    

Age 14.12 (2.36) 14.38 (2.11) 13.86 (2.61)     

VVIQ-A 2.01 (0.62) 2.17 (0.58) 1.86 (0.62)     

        

Predictor 

Variables 

M (SD) Girls 

M (SD) 

Boys 

M(SD) 

    

PTSS Level 5.63 (3.97) 6.43 (4.42) 4.86 (3.41)     

Thought Problems 3.15 (2.72) 3.26 (2.47) 3.05 (2.99)     

Outcome 

Variables 

Neutral 

Script  

M (SD) 

Trauma 

Script 

M(SD) 

Δ M (SD) Girls 

Neutral 

Script  

M (SD) 

Boys 

Neutral 

Script 

M(SD) 

Girls 

Trauma 

Script M 

(SD) 

Boys 

Trauma 

Script 

M(SD) 

SUDs Anxiety 17.44 (17.57) 29.63 (21.47) 12.19 (23.83) 19.00 (20.50) 15.95 (14.57) 34.57 (25.38) 24.91 (16.15) 

SUDs Fear 
10.74 (20.06) 29.09 (29.20) 18.35 (29.46) 10.19 (19.98) 11.27 (20.59) 29.71 (30.34) 28.50 (28.77) 

SUDs Disgust 5.28 (13.26) 19.40 (26.15) 14.12 (23.61) 4.14 (11.33) 6.36 (15.07) 17.33 (22.18) 21.36 (29.85) 

SUDs Distress 11.70 (17.50) 31.02 (28.60) 19.33 (28.78) 11.86 (15.83) 11.55 (19.33) 32.81 (26.20) 29.32 (31.25) 

RSDI-A Total  32.10 (13.79)    34.57 (13.14) 29.62 (14.30) 

RSDI-A 

Reexperiencing 

 12.07 (5.62)    12.71 (5.08) 11.43 (6.16) 

RSDI-A Avoidance  8.10 (5.16)    8.76 (5.50) 7.43 (4.84) 

RSDI-A 

Dissociation 

 11.93 (5.62)    13.10 (5.20) 10.76 (5.90) 

EMG Frontalis (μV) 1.06 (1.38) 1.70 (3.97) 0.81 (3.01) 1.33 (1.76) 0.81 (0.84) 2.61 (5.49) 0.82 (1.05) 

EMG Levator (μV) 0.40 (0.25) 0.45 (0.32) 0.08 (0.28) 0.41 (0.29) 0.39 (0.21) 0.42 (0.18) 0.48 (0.43) 

Heart Rate (bpm) 74.28 (11.55) 78.18 (13.30) 3.90 (5.29) 77.29 (8.86) 71.11 (13.34) 81.00 (10.67) 75.22 (15.34) 

Skin Conductance  

(μS) 

0.16 (0.88) 0.43 (0.88) 0.59 (2.20) 0.32 (0.79) -0.005 (0.95) 0.47 (0.91) 0.39 (0.87) 

Note: 10 participants (23.3%) met diagnostic criteria for PTSD. 
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Table 2. 

Zero-order correlations. 

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

1. Age - .21 .07 .13 -.01 -.01 -.13 -.05 -.15 -.06 -.20 -.12 .09 .14 .06 -.20 

2. VVIQ-A - - -.13 .04 -.26 -.07 -.34
*
 -.26 -.08 -.18 -.14 .11 .32 -.37

*
 -.28 -.08 

3. PTSS Level - - - .15 .13 .26 .43
**

 .20 .37
*
 .43

**
 .14 .35

*
 -.09 -.01 .23 .19 

4. Thought Problems - - - - -.15 .01 .21 -.13 -.02 -.06 -.20 .19 -.06 -.07 -.02 -.12 

5. Δ SUDs Anxiety - - - - - .64
**

 .45
**

 .69
**

 .30 .47
**

 .21 .09 -.14 -.08 .32
*
 .07 

6. Δ SUDs Fear 
- - - - - - .52

**
 .55

**
 .28 .42

**
 .18 .10 -.20 -.21 .40

*
 -.05 

7. Δ SUDs Disgust - - - - - - - .45
**

 .34
*
 .55

**
 .13 .16 -.07 .12 .31 -.09 

8. Δ SUDs Distress - - - - - - - - .23 .32
*
 .22 .05 -.12 .13 .33

*
 .13 

9. RSDI-A Total - - - - - - - - - .85
**

 .82
**

 .86
**

 -.21 -.23 .09 .07 

10. RSDI-A 

      Reexperiencing 

- - - - - - - - - - .54
**

 .60
**

 -.28 -.13 .28 .02 

11. RSDI-A 

      Avoidance 

- - - - - - - - - - - .55
**

 -.09 -.01 -.00 .12 

12. RSDI-A 

      Dissociation 

- - - - - - - - - - - - -.15 -.44
**

 -.07 .05 

13. Δ EMG Frontalis - - - - - - - - - - - - - .09 .08 -.16 

14. Δ EMG Levator - - - - - - - - - - - - - - .22 .03 

15. Δ Heart Rate - - - - - - - - - - - - - - - -.06 

16. Δ Skin 

      Conductance 

- - - - - - - - - - - - - - - - 

Note: *p <   .05, **p < .01; VVIQ-A: Vividness of Visual Imagery Questionnaire-Adolescent Version; PTSS: Posttraumatic 

Stress Symptom; Δ Change in neutral script responding subtracted from trauma script responding; SUDs: Subjective Units of 

Distress scales; RSDI-A: Responses to Script-Driven Imagery Scale- Adolescent Version; EMG: Electromyography.
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Table 3. 

Summary of hierarchical regression analyses for PTSS level predicting affective responding. 

Variable R
2
 β t sr

2
 p 

DV: SUDs Anxiety Step 1 .25     

     Age  .03 0.18 .00 .86 

     Gender  .25 1.56 .05 .13 

     Trait Imagery Vividness  -.36 -2.25 .11 .03* 

     Baseline Anxiety  .17 1.13 .03 .27 

Step 2 .29     

     PTSS Level  .23 1.46 .05 .16 

DV: SUDs Fear Step 1 .05     

     Age  -.03 -0.16 .00 .87 

     Gender  -.05 -0.27 .00 .79 

     Trait Imagery Vividness  -.08 -0.47 .01 .64 

     Baseline Fear  .05 0.33 .00 .74 

Step 2 .21     

     PTSS Level  .43 2.52 .16 .02* 

DV: SUDs Disgust Step 1 .29     

     Age  -.11 -0.78 .01 .44 

     Gender  -.05 -0.37 .00 .71 

     Trait Imagery Vividness  -.15 -1.06 .02 .30 

     Baseline Disgust  .30 2.03 .07 .06 

Step 2 .45     

     PTSS Level  .47 3.08 .16 .004** 

DV: SUDs Distress Step 1 .12     

     Age  -.09 -0.55 .01 .59 

     Gender  .10 0.61 .01 .55 

     Trait Imagery Vividness  -.17 -1.00 .02 .33 

     Baseline Distress  .02 0.12 .00 .91 

Step 2 .25     

     PTSS Level  .42 2.38 .13 .02* 

 Note: *p <   .05, **p < .01
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Table 4. 

Summary of hierarchical regression analyses for PTSS level predicting psychophysiological responding. 

Variable R
2
 β t sr

2
 p 

DV: EMG Frontalis Step 1 .81     

     Age  .09 1.08 .01 .29 

     Gender  .07 0.80 .00 .43 

     Trait Imagery Vividness  .14 1.54 .02 .14 

     Baseline EMG Frontalis  .85 10.03 .70 <.001** 

Step 2 .81     

     PTSS Level  -.04 -0.49 .00 .63 

DV: EMG Levator Step 1 .45     

     Age  .15 1.06 .02 .30 

     Gender  -.15 -1.03 .02 .31 

     Trait Imagery Vividness  -.31 -2.08 .08 .05* 

     Baseline EMG Levator  .62 4.42 .35 <.001** 

Step 2 .46     

     PTSS Level  -.05 -0.34 .00 .73 

DV: Heart Rate Step 1 .85     

     Age  .05 0.63 .00 .54 

     Gender  -.01 -0.13 .00 .90 

     Trait Imagery Vividness  -.12 -1.46 .01 .16 

     Baseline Heart Rate  .90 11.79 .72 <.001** 

Step 2 .85     

     PTSS Level  .09 1.15 .01 .26 

DV: Skin Conductance Step 1 .67     

     Age  -.24 -1.74 .06 .09 

     Gender  -.07 -0.46 .00 .65 

     Trait Imagery Vividness  -.07 -0.47 .00 .64 

     Baseline Skin Conductance  .64 4.61 .39 <.001** 

Step 2 .69     

     PTSS Level  .14 0.99 .02 .33 

 Note: *p <   .05, **p < .01 
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Table 5. 

 Summary of hierarchical regression analyses for PTSS level predicting PTSD symptom responding. 

Variable R
2
 β t sr

2
 p 

DV: RSDI-A Total Step 1 .07     

     Age  -.14 -0.84 .02 .41 

     Gender  .17 0.98 .02 .34 

     Trait Imagery Vividness  -.05 -0.31 .00 .76 

Step 2 .17     

     PTSS Level  .33 1.92 .10 .06 

DV: RSDI-A Reexperiencing Step 1 .06     

     Age  -.02 -1.79 .00 .86 

     Gender  .08 0.48 .01 .63 

     Trait Imagery Vividness  -.15 -0.85 .02 .40 

Step 2 .19     

     PTSS Level  .36 2.24 .13 .03* 

DV: RSDI-A Avoidance Step 1 .07     

     Age  -.14 -0.82 .02 .42 

     Gender  .19 1.04 .03 .31 

     Trait Imagery Vividness  -.15 -0.84 .02 .41 

Step 2 .08     

     PTSS Level  .06 0.33 .00 .74 

DV: RSDI-A Dissociation Step 1 .08     

     Age  -.18 -1.12 .03 .27 

     Gender  .16 0.95 .02 .35 

     Trait Imagery Vividness  .15 0.90 .02 .37 

Step 2 .21     

     PTSS Level  .38 2.28 .13 .03* 

 Note: *p <   .05
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Table 6. 

 Quantification of convergent and divergent validity tests. 

Outcome Variable Convergent sr
2
 Divergent sr

2
 

SUDs Anxiety .05 .01 

SUDs Fear .16* .00 

SUDs Disgust .16* .04 

SUDs Distress .13* .00 

RSDI-A Total .10 .00 

RSDI-A Reexperiencing .13* .00 

RSDI-A Avoidance .00 .02 

RSDI-A Dissociation .13* .05 

EMG Frontalis .00 .00 

EMG Levator .00 .00 

Heart Rate .01 .00 

Skin Conductance .02 .02 

Note: *p <   .05; PTSS was the predictor variable for all convergent validity hypotheses. 

Thought problems was the predictor for all divergent validity hypotheses. 
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Table 7. 

 Gender differences in affective, physiological, and PTSD symptom responding. 

Outcome Variable F p 

SUDs Anxiety 1.74 .20 

SUDs Fear 0.10 .76 

SUDs Disgust 0.05 .83 

SUDs Distress 0.34 .56 

RSDI-A Total 2.10 .16 

RSDI-A Reexperiencing 1.04 .32 

RSDI-A Avoidance 1.38 .25 

RSDI-A Dissociation 2.19 .15 

EMG Frontalis 1.24 .28 

EMG Levator 1.66 .21 

Heart Rate 0.10 .75 

Skin Conductance 0.44 .51 
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Appendix 

Phone Screener 

Thanks for your interest in this study. I’m going to start by explaining the study procedures to 

you. Then, if you’re interested in participating, I’ll ask you a few questions. Okay? 

The purpose of this study is to understand adolescents’ reactions to stressful events.  You and 

your parent/guardian will be asked to come to the laboratory to take part in a research study. 

Here, we will first ask you and your parent/guardian to complete some questionnaires. Next, you 

will be asked to remember and write down memories or things that have happened to you, 

including a past stressful event. Then, you will listen to and think about recordings of these 

memories. We will also take measurements of your heart rate, skin responses, and face muscle 

movements.  In total, this study will take three hours to complete; for your participation, you will 

be compensated $40. 

 

Do you have any questions? (Address all questions). Does this sound like a study in which you 

and your child would be interested in taking part? 

If no: Okay. Thank you kindly for your time and have a nice day.  

If yes: continue 

I’d like to continue now by asking you a few questions that will determine your eligibility for the 

study.  

First, are you between the ages of 8 and 16 years?  

If no: okay. Unfortunately, this is a requirement for the study so we are not able to invite 

you to participate at this time. I thank you very much for your time and look forward to 

working with you in future studies.  
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 If yes: continue 

Next, will your parent/parental guardian be able to come with you to the laboratory to sign a 

permission form for you to participate? We will also ask that s/he fill out a few questionnaires; it 

will take approximately 15 minutes.  

If no: okay. Unfortunately, this is a requirement for the study so we are not able to invite 

you to participate at this time. I thank you very much for your time and look forward to 

working with you in future studies.  

 If yes: continue 

 

Now, can you tell me if anything particularly stressful or traumatic has happened to you?  I’m 

talking about something that was really frightening or upsetting and you felt like there was 

nothing you could do to stop it from happening (for example: serious accident, fire, or explosion, 

natural disaster, getting beat up, life threatening illness…things like that). 

If no: okay. Unfortunately, this is a requirement for the study so we are not able to invite 

you to participate at this time. I thank you very much for your time and look forward to 

working with you in future studies.  

If yes: continue 

Y     N   Were you physically injured? 

Y     N     Was someone else physically injured? 

 Y     N     Did you think that your life was in danger? 

 Y     N     Did you think that someone else’s life was in danger? 

 Y     N     Did you feel helpless? 

 Y     N     Did you feel terrified? 
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 Y     N  Did you feel horrified? 

 

Obtain information related to the experience of 1) subjective threat, 2) helplessness, 3) horror, 

and 4) fear. If all are present, the participant has experienced a traumatic event. Continue. 

Otherwise inform the participant that she is not eligible and thank her for her time using the 

script above.  

Thanks so much for answering these questions. What I’d like to do now if you’re still 

interested is schedule a time that would be convenient for you and your parental guardian to 

come to the lab for the session. 
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Responses to Script-Driven Imagery Scale- Adolescent Version (RSDI-A) 

 

This form asks about your feelings while you listened to and imagined the script. 

 

  Not at all             A lot 

0 ---------- 1 ---------- 2 ---------- 3 ---------- 4 ---------- 5 ---------- 6 

 

Don’t worry if you have trouble remembering. Just make the best guess you can based on what 

you remember now. 

 

1. Did you feel like the event was happening again? 

 

Not at all       A lot 

0 ---------- 1 ---------- 2 ---------- 3 ---------- 4 ---------- 5 ---------- 6 

 

 

2. Were you worried or unhappy? 

 

Not at all       A lot 

0 ---------- 1 ---------- 2 ---------- 3 ---------- 4 ---------- 5 ---------- 6 

 

 

3. Did you feel upset? 

 

Not at all       A lot 

0 ---------- 1 ---------- 2 ---------- 3 ---------- 4 ---------- 5 ---------- 6 

 

 

4. Did you have reactions in your body? (Examples: sweaty, racing heart, short of breath) 

 

Not at all       A lot 

0 ---------- 1 ---------- 2 ---------- 3 ---------- 4 ---------- 5 ---------- 6 

 

 

5. Did you try not to have (avoid) pictures in your head, sounds, or smells that had to do with the 

event? 

 

Not at all       A lot 

0 ---------- 1 ---------- 2 ---------- 3 ---------- 4 ---------- 5 ---------- 6 

 

 

6. Did you try not to have thoughts about the event? 

 

Not at all       A lot 

0 ---------- 1 ---------- 2 ---------- 3 ---------- 4 ---------- 5 ---------- 6 
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7. Did you try not to have feelings about the event? 

 

Not at all       A lot 

0 ---------- 1 ---------- 2 ---------- 3 ---------- 4 ---------- 5 ---------- 6 

 

 

8. Did what you feel like things were not real, like you were in a dream or watching a movie? 

 

Not at all       A lot 

0 ---------- 1 ---------- 2 ---------- 3 ---------- 4 ---------- 5 ---------- 6 

 

 

9. Did you feel like you were watching what was happening to you from outside your body? 

 

Not at all       A lot 

0 ---------- 1 ---------- 2 ---------- 3 ---------- 4 ---------- 5 ---------- 6 

 

 

10. Did you feel separate or apart from your body? 

 

Not at all       A lot 

0 ---------- 1 ---------- 2 ---------- 3 ---------- 4 ---------- 5 ---------- 6 

 

 

11. Did you feel like you were in a fog? 

 

Not at all      A lot 

0 ---------- 1 ---------- 2 ---------- 3 ---------- 4 ---------- 5 ---------- 6 
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Response Vividness Training 

Remember how I talked about vivid pictures of memories and things that have happened 

to you are going to be part of our study? We will start this part of the study now.  I’d like you to 

imagine some events.  I’ll be reading descriptions of the events to help you imagine them.  It is 

just like daydreaming but I want you to have more control over the things you think about, to 

imagine specific events, for a certain amount of time.  It will be easier to do this if you are 

relaxed first. 

 As you sit there, relaxed and calm, try to imagine the situations as clearly and with as 

much detail as you can.  By this I mean to try to involve yourself fully in the picture as if you 

were there and actually doing the things in the situation. For example, the first scene I will ask 

you to imagine involves lying on a beach watching people play in the water; I want you to try to 

move your eyes while you imagine, just like if you were really looking at all the people in the 

water and all the way down the beach. The idea of a clear and detailed image is that you get the 

feeling of a real, actual experience. 

 Now I’ll set up the image.  As I describe the situation, create the image in your mind, and 

act just like you would in the real situation.  When I finish the description, keep imagining the 

scene until I tell you to stop.  Close your eyes and focus on relaxing your muscles.  We’re ready 

for the first image.  

You are lying on a sandy beach on a warm summer day. People in bright colored swimsuits 

splash around in the water, and closer by, two children are throwing a beach ball. You feel 

relaxed and happy, enjoying the warmth of the sun and the wet, squishy sand under your hands. 

You can hear sounds of people laughing and playing, and the steady sound of waves washing up 

on the shore. 
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(30 sec. imagine) Please continue to imagine this scene… 

 Relax and release these images (30 sec. relax) 

 Now open your eyes and see yourself back in the lab here today. 

 What did you do while you were imagining?  

Did you move your eyes while you were imagining? 

Could you feel the warm sun on your skin or the wet sand in your hands? 

Could you hear the sounds of the people or the waves? 

Did your breathing change or did your heart beat faster or slower? 

It’s very important to do as part of your image what you would do in the real situation.   

This means things like actually tensing your muscles, moving your eyes, and breathing 

deeply as part of the imagining process.  Many of us aren’t used to this way of imagining things 

clearly and in detail, and the point of these sessions is for you to learn and practice how to feel 

like you are in the scene that you are imagining.  As part of imagining, you need to do what you 

would do in the real situation. This can make the image feel more real to you. 

All right, now that we’ve reviewed the idea of imagining more clearly, let’s practice the 

same scene again.  Don’t worry if you didn’t feel all the changes and actions, like your eyes 

moving or your breathing slowing down before.  Some people are better than others at this at 

first, but practice will help you imagine events, feeling as if they were really happening. 

 Close your eyes and focus on relaxing your body.  We’re ready for the next image.  

You are lying on a sandy beach on a warm summer day. People in bright colored swimsuits 

splash around in the water, and closer by, two children are throwing a beach ball. You feel 

relaxed and content, enjoying the warmth of the sun and the wet, squishy sand under your hands. 
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You can hear sounds of people laughing and playing, and the steady sound of waves washing up 

on the shore. 

 (30 sec. imagine) Please continue to imagine this scene… 

 Relax and release these images (30 sec. relax) 

 Now open your eyes and see yourself back in the lab here today. 

 What did you do while you were imagining?  

Did you move your eyes while you were imagining? 

Could you feel the warm sun on your skin or the wet sand in your hands? 

Could you hear the sounds of the people or the waves? 

Did your breathing change or did your heart beat faster or slower? 

Remember, what we’re trying to learn is clearly imagining by being a part of the image or scene 

that you are imaging.  Just like with the last scene, this means doing what you would normally do 

in the real situation.  I want to try imagining something else this time but adding in the way your 

body would feel in the real situation.  The first thing is that I want you to use the clear and 

detailed imagining you have practiced to help you experience situations as real.  Things like 

facial expressions, heart changes, sweating, and breathing changes are a part of how you would 

react in the real situation, and doing these things during your imagery can help you to really 

experience situations as real.  So, as we practice the images today, I want you to have the same 

kind of changes in your body as the last image, and to let this help you really be a part of the 

image, as much as you can.   

Let’s try an image now.  Try to involve yourself in the image as much as you can, as if it 

were really happening. Close your eyes and focus on relaxing your body.  We’re ready for the 

next image. 
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You have decided to give a speech to a class that you really need a better grade in. You have 

never spoken in front of such a big group before. Your palms become sweaty, and you scrunch 

up the muscles of your forehead. It is almost time for the class to start and your heart starts 

beating faster as the buzzer in the hall rings for the start of class. As you walk to the front of the 

room, you start breathing quickly, and you look around at the faces of the people waiting for you 

to give your speech. The whole group looks at you quietly, moving around in their seats while 

they wait for you to start. 

Relax and release these images (30 sec. relax) 

Now open your eyes and see yourself back in the lab here today. 

How did you react during the image? What did you do while you were imagining? 

Did you breathe faster and scrunch up your muscles? 

Did you feel heart beat faster or slower or did you start to feel sweaty? 

Close your eyes again and relax for a few seconds.  Before we do the next image, I want 

to remind you again of why we’re practicing imagining; so that you let yourself act like you are 

really in the situation while you are imagining and your body is reacting and changing like it 

would in the real situation. Okay, let’s try the next image.   

On a clear Saturday morning, you are riding your bicycle on a quiet country road. You breathe 

heavily and sweat runs down your face while you peddle quickly over the road. Ahead of you is a 

steep hill, and you scrunch up your face and neck muscles, working hard to peddle up the hill. 

Your eyes look to the right at several chickens run away when you pass a big, red barn. A 

rooster crows loudly from inside the barn. Your heart beats fast as you get close to the top of the 

hill. 

Relax and release these images (30 sec. relax) 
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Now open your eyes and see yourself back in the lab here today. 

How did you react during the image? What did you do while you were imagining? 

Did you scrunch up your muscles in your body or move your eyes? 

What about breathing get faster or slower or did your heart beat faster or slower? 

Did you feel any change in sweating? 

You’ve practiced how to imagine a clear and detailed situation by feeling and acting as if 

you are in the situation yourself. In a little while you will be imagining another situation.  I’d like 

you to remember the things that you learned during this training and how to be a part of the 

scene that you are imagining when you imagine the next time.   
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Emotion Training 
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1. Introduce emotion words in the order below, and have the participant write the words in 

the appropriate blank. 

- Angry 

- Disgusted 

- Sad 

- Excited 

- Relaxed 

- Happy 

- Surprised 

- Fearful 

- Anxious 

 

2. Have a discussion about the definition of each emotion in the following order (starting 

with relaxed, moving clockwise): 

- Angry 

Angry is how you feel when something happens that you do not like and you 

get mad. You might scrunch up your fists and your eyebrows, and your heart 

might beat a little faster when you are angry. [Can you think of a time when 

you have felt angry?] If another student at school says something mean to you 

or your little brother or sister breaks one of your favorite things, you might 

feel angry. 

- Surprised 

Surprised is when something happens that you were not expecting. You 

might jump or yell or put your hand over your mouth like this 

[demonstrate]. [Can you think of a time when you have felt surprised?] You 

might feel surprised if your friend throws you a birthday party that you did 

not know about or if you get a present that you did not expect. 

- Excited 

Excited is when you are waiting for something good to happen and you are 

really looking forward to it or when something really good just happened. 

When you are excited, you might yell or smile or jump up and down. [Can 

you think of a time when you have felt excited?] If you just found out that you 

won a new bike or you know that you are going on a fun vacation soon, you 

might feel excited. 

- Happy 

Happy is a good feeling you have when something is how you wanted it to be 

or you are feeling glad about something. You smile and feel good when you 

are happy. [Can you think of a time when you have felt happy?] You might feel 

happy if you just got an ice cream cone from your mom or dad or you got a 

good grade on a test. 
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- Relaxed 

Relaxed is a good feeling you have when you are calm and not worried or 

busy. When you are relaxed, your muscles will feel loose and you might even 

close your eyes or lean back in your chair. [Can you think of a time when you 

have felt relaxed?] If you are sitting on a beach enjoying the sunshine or going 

for a slow walk outside, you might feel relaxed. 

- Sad 

Sad is how you feel when something is not how you wanted it to be or you 

wish something was different. You might frown or even cry if you are feeling 

sad. [Can you think of a time when you have felt sad?] If your dog runs away or 

your friend moves to a new school, you might feel sad. 

- Disgusted 

Disgusted is how you feel when something gross or yucky happens. You 

might scrunch up your nose or feel your stomach flip-flop if you are 

disgusted. [Can you think of a time when you have felt disgusted?] If you see 

someone digging in the mud and playing with worms or if you smell a skunk, 

you might feel disgusted. 

- Anxious 

Anxious is how you feel when you are worried about something that is going 

to happen later. If you are anxious, your hands might feel sweaty or you 

might feel nervous, like you have butterflies in your stomach. [Can you think 

of a time when you have felt anxious?] If you have to give a speech in front of 

your class or you get in trouble and have to tell your parents later, you might 

feel anxious. You get anxious when you are worried that something scary will 

happen later. 

- Fearful 

Fearful is how you feel when something scary happens. Your heart might 

beat faster or you might scream if you are fearful. You might even feel like 

hiding or running away. [Can you think of a time when you have felt fearful?] If 

you are in the woods and see a mean-looking dog, or you are outside away 

from your house and a big storm starts, you might feel fearful. You get 

fearful when something scary is happening right now. 

 

3. Administer emotional understanding test. 
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Understanding Emotions 

1. Which emotion do you feel when you are waiting for something good to happen and you 

are really looking forward to it? 

a. Surprised 

b. Excited 

c. Scared 

 

2. Which emotion do you feel when you are worried that something scary is going to 

happen later? 

a. Anxious 

b. Relaxed 

c. Excited 

 

3. Which emotion do you feel when something gross or yucky happens? 

a. Happy 

b. Angry 

c. Disgusted 

 

4. Which emotion do you feel when you are calm and not worried or busy? 

a. Relaxed 

b. Disgusted 

c. Fearful 

 

5. Which emotion do you feel when something scary is happening right now? 

a. Anxious 

b. Happy 

c. Fearful 
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