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The aim of the article is to present the results of research on the psychometric proper-
ties of the Polish version of the Cognitive Processing of Trauma Scale (CPOTS), used to
assess cognifive trauma processing. The study involved 640 people aged 189-73 years
(M = 32.00, 5D = 12.72) who had experienced various traumatic events. 57% of the
rezpondents were women and 43% were men. A factor analysis was run which con-
firmed the 5-factor structure of the scale. The factor Downward comparison explained
the most of the variance (33%) and the factor Resclution/acceptance explained the
least of the variance (6.1%). The reliability of the Polish version of CPOTS was satis-
factory. Cronbach’s alpha coefficients ranged from .56 to .83, and absolute stability
(test-retest) values ranged from .65 to 82. Negative correlations between adaptive
coping strategles (Downward Comparison, Pesitive Cognitive Restructuring, and Reso-
lution/Acceptance) and PTSD symptoms and positive correlations between maladap-
tive coping strategies (Regrets, Denial) and PTSD symptoms confirmed the validity of
the adapted instrument. The Cognitive Processing of Trauma Scale can be a useful tool
both in scientific research and in clinieal practice, especially for tracking changes dur-
ing therapy.
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INTRODUCTION

Many people experience traumatic events in their lives. They are primarily
associated with a threat or exposure to death or serious injury, viclence, or a
threat of sexual abuse (APA, 2013). As a rule, an experience of trauma entails
the emergence of various mental health disorders, most often in the form of
severe anxiety and depression. as well as symptoms which fall into the cate-
gory of posttraumatic stress disorder (PTSD). These symptoms, according to
the new classification. DSM-5 (APA, 2013), include intrusions, avoidance,
negative changes in cognitive and emotional processes, as well as increased
reactivity and arousal.

It should be emphasized. however, that an experience of a traumatic event
and the related adaptation processes may also be associated with the occur-
rence of positive changes, referred to as posttraumatic growth (PT(G). These
positive changes are manifested first of all in three areas of human activity,
namely, self-perception, relations with others, and the philosophy of life
(Tedeschi and Calhoun, 1996; 2004; Oginska-Bulik, 2013; 2015).

A traumatic event threatens the integrity of the individual's beliefs about
the world as well as his own person and increases the risk of the occurrence of
negative outcomes of trauma. These consequences depend primarily on the
cognitive processes involved in dealing with the trauma one has experienced.
Horowitz (1976) emphasizes that the information which an individual blocks
out from his/her consciousness, cannot be assimilated, and so it manifests
itself in the form of intrusions or causes the perzon to avoid thoughts, feelings
or memories related to the situation.

In turn, Pennebaker (1993) suggests that refraining from expressing one’s
own thoughts related to the traumatic situation one has experienced increases
one's sense of stress, makes adaptation difficult, and involves the risk of vari-
ous types of disorders. Many researchers (e.g., Foa & Rothbaum, 1998; Foa,
Ehlers, Clark, Tolin. and Orsillo, 1999; Ehlers & Clark, 2000) emphasize that
maintaining dysfunctional beliefs (cognitive distortions) promotes the occur-
rence and persistence of PTSD symptoms.

A threat to the integrity of one’s beliefs about oneself and the world
prompts one to take action in the form of cognitive processing of trauma. It is
one of the most important factors affecting the consequences, both negative
and positive, that one has to confront (Tedeschi & Calhoun, 2004). The process
of cognitive processing of trauma refers first of all to the integration of the
information about the experienced event with already possessed. previously
developed cognitive schemas (Janoff-Bulman, 2004; Williams, Davis, & Mill-
sap, 2002).

Some of the indicators of effective processing of trauma, according to Wil-
liams, Davis and Millsap (2002), include reduced intensity of PTSD symptoms
and negative emotions, in particular feelings of guilt and shame. Other hall-
marks of effective processing are greater organization of thoughts, better as-
similation of information about the experienced traumatic event, desensitiza-
tion. manifested by agradual reduction of distress and negative emotions
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caused by recalling the event, acceptance of what has happened, and the ahil-
ity to notice the positive sides of the situation.

Cognitive processing of trauma. the purpose of which is to endow the ex-
perienced event with sense and meaning, and as a consequence—to adapt to
the new, changed reality, is often expressed in the form of cognitive coping
strategies. This approach refers to Taylor's (1984, 1989) concept of cognitive
adaptation and de facto relies on the cognitive distortion of reality. The author
distinguishes three categories of effort an individual can make in a threaten-
ing situation to restore or extend the earlier level of psychological functioning.
The first is the search for meaning, consisting in finding a causal explanation
of the event and reformulating the assessment of the meaning of one’s life,
attitudes and goals from the perspective of current experiences. The second
type of cognitive effort is to master the situation in order to gain control over
events and increase the sense of personal influence on the course of events in
general Finally, the third type is the strengthening of one's own self, based on
positive self-assessment, mainly by comparing oneself with people who are in
an even worse situation.

Cognitive coping strategies are related to both the negative and the posi-
tive consequences of a trauma. RHesearch carried out among railway employees
who had been exposed to traumatic events showed that negative cognitive
strategies, including denial and regret, played the role of predictors of PTSD
(Pinarowicz, 2012). Similar results were obtained in studies of people who had
experienced natural disasters (Nalipay, Mordeno and Saavedra. 2015). The
importance of denial as a strategy conducive to the oeccurrence of PTSD symp-
toms has also been revealed in studies of people infected with HIV (Oginszka-
Bulik and Kraska, 2017).

In turn, positive (adaptive) coping strategies favor the occurrence of posi-
tive posttraumatic changes. In studies of people with ischemic heart disease,
there was a positive correlation between such strategiez as positive reap-
praizal. positive refocusing and putting things into perspective, and post-
traumatic growth after trauma (Garnefsky, Kraaij, Schroevers, and Somsen
(2008). The role of positive reappraisal in the occurrence of positive posttrau-
matie changes has been confirmed in Polish studies of HIV patients (Oginska-
Bulik and Krazka, 2017). In Pinarowicz’s study (2012), the railway workers's
scores on the Cognitive Processing of Trauma Scale showed that positive cop-
ing strategies, such as cognitive restructuring, resolution/acceptance and
downward comparison, were predictors of posttraumatic growth.

It should be noted that cognitive processing of trauma also invelves other
cognitive activities, including rumination and the ahility to revise one’s be-
liefs. What is more, these activities are related to the coping strategies (Ogin-
ska-Bulik, 2017).
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COGNITIVE PROCESSING
OF TRAUMA SCALE—CPOTS

There are few instruments available which measure cognitive processing of
trauma. One of them is the Cognitive Processing of Trauma Scale (CPOTS)
(see Appendix). whose adaptation is presented below. The authors of the scale
are Rhonda Williams from the University of Washington and Mary Davis and
Roger Millsap from the University of Arizona. The scale consists of 17 items
and iz used to azzess the cognitive proceszing of trauma in the form of cogni-
tive strategies for dealing with a traumatic experience. According to the in-
structions, the participant first names the traumatic event he/she has experi-
enced, and then responds to the 17 statements by rating them on a Likert-
tyvpe seale:

—3J strongly disagree

—2 moderately disagree

—1 slightly disagree

0 neither mainly agree nor disagree

+1 slightly agree

+2 moderately agree

+3 strongly agree

When scoring, 3 points are added to each score, which results in an easier
to-caleulate distribution of scores from 0 to 6 points.

Validity studies of the original version of the scale (Williams, Davis, and
Millsap, 2002) were based on scores of 229 people aged 18 to 48 who had re-
ported an experience of a highly stressful or traumatic event. Multiple confir-
matory factor analysis showed that a b-factor model was the best fit (x2(109) =
= 18557, p = .001, EMSEA = 056, CFI = .95). The five factors representing
cognitive strategies of coping with trauma were denial, positive cognitive re-
structuring, rezolution/acceptance, regret and downward comparison. Two of
these strategies, namely denial and regret, contribute to the negative process-
ing of trauma (maladaptive strategies), the other three are part of the positive
processing of trauma (adaptive strategies).

VALIDATION OF THE POLISH VERSION OF CPOTS

In our study. a total of 640 people aged from 19 to 73 years (M = 32.00,
SED =1272) were examined; 43% were men and 57% were women. Individuals
with secondary education prevailed. The participants were divided into sev-
eral different groups by type of traumatic event (Table 1). The surveys were
conducted in crisis intervention and support centers, in hospital wards, and in
an emergency room. A group of students who reported an experience of at
least one traumatic event was also examined. The most frequently cited
events were experiences of a traffic accident and sudden (acecidental) death.
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Table 1.

Characteristics of the participants

Gender (%) Age (1n vears)
Participantgroups N

Men Women M sD
Women—victims of domestic violence 90 0.0 100.0 43.19 13.91
Men with paraplema 40 100.0 0.0 34.33 857
Parents of oncologically ill children &0 46.7 83.3 35.52 8.30
Eiz;ir;l‘if:;hﬂd“n with physical 30 33.3 66.7 42.07 9.65
People after transport accidents 150 487 813 36.52 12.81
Medical rescuers 60 233 48.7 31.53 6.92
Touth 60 46.7 33.3 16.72 0.49
Students 150 487 51.3 22.03 227
Total 640 43.0 57.0 31.97 12.69

All the respondents completed the Cognitive Processing of Trauma Seale.
Apart from CPOTS, several other tools were also used to assess the external
validity of the adapted tool. The basic information about the instruments used
in the study is given below.

The Posttraumatic Stress Disorder Checklist (PCL-3) by Weathers
et al. PCL-5 contains descriptions of 20 PTSD symptoms assigned to 4 factors,
l.e. intrusion, avoidance, negative changes in the cognitive and/or emotional
sphere, and svmptoms of increased arousal and reactivity. The subjects rate to
what extent the problems described have worried them during the last month
on a b-point scale, from 0 (not at all) to 4 (extremely). A total symptoms ever-
ity score is the sum of the scores for each of the 20 PCL-5 items.

The Posttraumatic Growth Inventory (PTGI) by Tedeschi and Cal-
houn: Polish adaptation: Oginska-Bulik and Juczynski (2010). The inventory
contains 21 statements describing positive changes that occurred as a result
of a traumatic experience. The degree of changes is assessed on a 6-point
scale. The participants are asked to rate changes in self-perception, relation-
ships with others, appreciation of life, and spiritual changes.

The Posttraumatic Cognitions Inventory (PTCI) by Foa et al.; Polish
adaptation: Dragan, Gulez and Wajtowicz (2005). The tool consists of 36
statements describing posttraumatic cognitions included in three scales, ie.
negative cognitions about the self negative cognitions about the world, and
self-blame. The participants respond to the statements on a 7-point scale. The
higher the zcore, the higher the degree of negative cognitions.

The Core Beliefs Inventory (CBI) by Cann et al., adapted to Polish
conditions by Juczynski and Oginska-Bulik (2018). The tool consists of
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9 statements about disruption in the assumptive world (one’s beliefs). The
higher the score, the greater the disruption of the participant’s beliefs.

The Event Related Rumination Inventory (ERRI) by Cann et al;
Polish adaptation: Oginska-Bulik and Juczynski (2015). The instrument con-
tains two 10-item scales. A first zcale relates to intrusive ruminationz and
a second to deliberate ruminations. The subjects rate the items on a 4-point
Likert scale.

The Positive and Negative Affect Schedule (PANAS) by Watson and
Clark; Polish adaptation by Brzozowski, Watson and Clark (2010). The scale
1s used to measure the intensity of negative and positive emotions. Based on
a list of 20 adjectives, the subject rates his relatively constant affective char-
acteristics ("I usually feel this way") on a scale from 1 ("not at all”) to 5 (“very
much”™).

RESULTS

Psychometric properties
of the Cognitive Processing of Trauma Scale

The reliability of the Polish version of CPOTS, aszessed by estimating the
internal consistency of the scale measured using Cronbach’'s alpha coefficient,
1z satisfactory. The coefficients range from .89 to .56 and are higher for the
positive trauma processing strategies than for the negative strategies. De-
tailed data are provided in Table 2. In the original version. Cronbach’s alpha
coefficients were 83, 81, and .72 for positive strategies, and .85 and .74 for
negative ones (Williams et al., 2002).

Absolute stability, determined by four-week test-retest in a sample of
30 people, turned out to be satisfactory; it was higher for the positive trauma
processing strategies (Downward comparison—.82, Positive cognitive restruec-
turing— 78, Resolution/acceptance—74) than for the negative strategies (Re-
gret—. 74, Denial— 65). All correlations were significant at < .001). In the
original version, the consistency coefficients determined four weeks apart in
a group of 67 subjects ranged from .70 (Downward comparison) to .85 (Posi-
tive restructuring) (Williams et al., 2002).

Factor analysis

CPOTS was developed on the basis of a preliminary version consisting of
53 items. By using factor analysis and eliminating weak items (below .40) or
1items which fell under more than one factor, the authors obtained a 17-item
inventory with a five-factor structure.

In our study, the Bartlett sphericity index (x> = 4975.03. df = 136,
p = 001) and the Kaizser-Mever-Olkin test (EMO = 86) confirmed the ade-
gquacy of matrix analysis for the existence of common factors. Principal com-
ponents analysis with variance-maximizing rotation (varimax) in our own
study (IV = 320), confirmed a 5-factor structure similar to that of the original
version, but with a changed order. The first factor—(1) Downward comparison
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(the last in the original version) explained 33% of the variance, and was fol-
lowed by (2) Regret (fourth in the original version)—15.9%. (3) Positive cogni-
tive restructuring (second in the original CPOTS)—7.2%, (4) Denial (first in
the original CPOTS)—6.6%, and (5) Resolution/acceptance (third in the origi-
nal version}—6.1%. In sum, all the factors explained 68 8% of the total vari-
ance. Factor loadings of the individual items of the scale (see Table 2) are
high: the weakest two items (numbers 3 and 9) belong to the factor Denial.

2
Factor structure of the Cognitive Processing of Trauma Scalet faple2.
Subscales
and Cronbach’s Item number and content
alpha
1. Downward 11. Other people have had worze experiences than mine (.81)
EDE%?imn 13. Even though my experience was difficult, I can think of ways that it could
have been worse ((81)
14. My zituation is not =0 bad compared to other people’s situations ((82)
2. Regret 7. I often think “If only I had done something different™ (. 78)
@= .12 8. I blame myzelf for what happened (.73)
10. I wish I could have handled this differently (.75)
3._ l_:‘nsitive cog- 1. There 15 ultimately more good than bad in thiz experience ((79)
;:l::li':'iegrestruc- 15. I am able to find positive aspects of thiz experience ((78)
a=.584 16. I have been able to find a _zilver lining” in this event ((81)
4 De_nia.l 3. I say to myself this “this isn't real” (.43)
@= .36 9. I refuse to believe that thiz really happened to me (.43)
12. I act as if this event never really happened ( 61)
17. I pretend this didn't really happen (.82)
5. Resolution/ 2. I have figured out how to cope (.53)
Eoiég';me 4 T have moved on and left this event in the past (.80)

8. Owerall, this event feelz resolved for me ((79)

6. I have come to terms with this experience (.74)

In the next step, confirmatory factor analysis was used to test the recon-
struction of the observed correlation matrix of the test scores of groups
(N = 300) other than those for which the calculations were performed in the
exploratory analysis. Several different models were tested to find the best fit.
The models were compared using Akaike’s information criterion (AIC = 1.21),
Schwartz's Bayesian information eriterion (BIC = 1.53), and the comparative

! Factor loadings are given in brackets.
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fit index (CFI = 92). The highest model selection scores were obtained for
the b-factor model. Goodness of fit indexes such as GFI (92). AGFI (90). the
Watkins index (5.87). and the EMSEA value (_08) indicated an acceptable fit.

Factors 1 (Downward comparison), 3 (Positive cognitive restructuring)
and 5 (Resolution/acceptance) represent positive strategies of coping with
trauma and show high correlations between each other ((52—-57, p = .001). In
turn, factors 2 (Regret) and 4 (Denial) characterize strategies of negative
trauma processing and are also quite strongly interrelated (r = 45, p < .001).
By contrast, the relationships between positive and negative strategies are
very low (—05—17).

Validity of the Cognitive Processing
of Trauma Scale

The theoretical validitv of the zcale was estimated by comparing CPOTS
scores with a measurement of those properties with which it should be associ-
ated, i.e. the negative and positive consequences of trauma. It was assumed
that both strategies of negative processing of trauma would positively corre-
late with PTSD symptoms measured by PCL-5. In turn, the three positive
CPOTS strategies were expected to correlate positively with posttraumatic
growth, assessed by PTGIL. Distributions of seale scores justified the use of
parametric tests. Pearson’s r was used to calculate the correlation coefficients.
The results are presented in Table 3.

Positive strategies of coping with trauma correlated negatively with the
severity of PTSD symptoms. In particular, the correlation coefficients of Reso-
lution/acceptance with changes in the cognitive and emotional sphere as well
as changes in stimulation and reactivity were high. It is worth mentioning
that the latest diagnostic classification—DSM-5 (APA, 2013) clearly appreci-
ates the importance of negative changes in the cognitive sphere in the diagno-
sis of PTSD as it includes them as a separate diagnostic criterion. Among
negative strategies, Regret correlated positively with the symptoms of intru-
sion and avoidance.

Similarly, the oceurrence of positive changes as a result of an experience
of a traumatic event, especially in the form of greater appreciation of life and
changes in the philozophy of life, is associated with cognitive processing of
trauma, including primarily such strategies as Resolution/acceptance and
Positive restructuring. Among the negative strategies of coping with trauma,
only Denial is associated—albeit poorly—with poszitive posttraumatic changes.

The scores obtained for the five subscales (factors) confirm the theoretical
assumptions regarding both convergent and discriminatory validity. The for-
mer is confirmed—on the one hand, by the close relationship between the
positive coping strategies and a low severity of PTSD symptoms and high
posttraumatic growth, and on the other hand—hy the strong correlations be-
tween the negative coping strategies (Regret and Denial) and a high severity
of PTSD symptoms. Discriminatory validity is confirmed by the weaker corre-
lations between negative coping strategies and posttraumatic growth.
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Table 3.
Correlation coefficients between trauma coping strategies (CPOTS) and
PTSD symptoms and PTG

Coping with trauma strategies

Pozitive MNegative

Downward Pozitive

ompri | tomive e | B Dol
PT3D (PCL-5; n = 310)
Intrusion — B — Bg*** — 3T gyrx A7
Avoidance —.3a*** —2gF** —41%** i A1*
Cognitive and emotional- —.38%** —.3gF** — 4gF* .3b** .08
changes
Changes in arousal —.51*** —.4gF=* —5T*** 15 —.06
PCL-5 — Total —4g*** —41*=* —5T*** g 07
PTG (PTGI; n = 420)
Self-perception 05 J18** DgFr* —.06 05
Relations with others 03 10* 12+ 01 10~
Appreciation of life g% D= a7 06 A7
Spiritual changes el B a5*** 05 14+
PTGI - Total 5% b Dgr=* 01 13%*

Note. * = 05; ** = 01; *** = 001.

Criterion validity was confirmed by correlating CPOTS scores with the
scores on other tests that measure similar properties. The correlations ob-
tained on the basis of scores of several different groups of people are pre-
sented in Table 4.

The results show that the cognitive trauma processing strategies of Regret
and Denial are positively correlated with negative assessment of the self and
the world, and self-blame (PTCI) as well as the tendency to change previous
beliefs related to trauma (CBI). Among the positive strategies, only comparing
oneself with people in an even worse situation correlated negatively with
negative self-assessment.
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Table 4.
Correlation coefficients of CPOTS with other variables
Coping with trauma strategies
Pozitive Negative
Dm!.-‘nwa._rd. Pnsi_ti_'.re Resolution/ _
compari- cognitive Repgret Denial
so0n restructuring acceptance

PTCI (V= 60)
Self-blame —-.18 -.15 —-.05 ATFEE 2g*=
;‘;fff&?;immm —27** —17 —.12 48**= 30+
?;ffftf:‘fﬁ;m““ 05 -.10 01 26+ a7
PTCI—total —.03 086 A3 H2* .19
CBI (N = 330)
Total —.05 -.07 —.06 2 1%
ERRI (W = 180)
Intrusive ruminations —22** —-09 —.25%*= I -.02
Deliberate ruminations = —.16 06 —-.10 23w —.06
PANAS (N = 130)
Pozitive affect Ha== T BT — 26 24*=
Negative affect —.BE** S - — BoF® glEes —.25%*

It is believed that experiences of both negative and positive consequences
of traumatic events are associated with the invelvement of cognitive proe-
esses, in particular ruminations. understood as recurrent thoughts of an in-
trusive and repetitive nature, which occur without a clear cause. Deliberate
ruminations are used to search for ways of dealing with a negative life event,
while intrusive ruminations are dysfunctional cognitions about the situation
one has experience. As can be seen from Table 4. intrusive ruminations corre-
late positively with Regret, and negatively with the positive strategies of
Eesolution/acceptance and Downward comparison. Deliberate rumination is
associated with Regret (positively) and Downward comparison (negatively).

The results presented in Table 4 also indicate that there exists a relation-
ship between the cognitive strategies of coping with trauma and positive and
negative emotions. It turns out that these connections are stronger and more
important than the previously discussed relationships with beliefs or rumina-
tions. This mainly applies to positive strategies. Acceptance and resolution of
a traumatic experience, seeing it in a positive light (positive restructuring),
and comparing oneself with others to strengthen one’s own “self” are associ-
ated positively with positive emotions. In turn, the relationships between
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negative strategies of coping with trauma and emotions are more complex.
Eegret correlates negatively with positive affect, and positively with negative
affect. The reverse is true of Denial: good mood is conducive to denyving that
a traumatic event really happened, or vice versa. denial as a cognitive strategy
of coping with trauma enhances the mood. Because the PANAS uses the “as is
usually felt” scale, i.e. it examines relatively constant affective characteristics,
the first relationship seems more likely.

Mormalization

Application of CPOTS as an instrument for identifyving ways of cognitive proe-
essing of trauma, which may be especially useful in therapeutic settings, re-
quires the establishment of norms based on the distribution of standardiza-
tion group scores, or in the form of means cores for different groups. which can
serve as reference values.

Table 5 shows the mean scores of several groups of subjects who experi-
enced different traumatic events. Before the means were calculated, the
scores for all five strategies were converted to a common denominator by di-
viding their sums by 4 or 3, depending on the number of items in a given
strategy scale. Owing to this procedure, it is possible to compare the scores for
the various strategies with each other and locate them on a 7-point scale from
0—7T strongly disagree” to 6—"1 strongly agree”.

Table 3.
Aean scores on the coping with trauma strategy scales of CPOTS in various
groups of repondents

Coping with trauma strategies

Pozitive
Downward cognitive HResolution/

Cﬂmparj."aﬂn restructur- B.Cceptﬂ.'ﬂce R'EETEt DEmﬂl
ing
N M SD M SD M SD M SD M SD
Women victims of 90 308 1909 268 179 363 160 329 195 295 157

domestic violence
Men with paraplegia 40 494 146 357 180 403 176 225 154 192 117

Parents of oncologi-
cally i1l children

Parents of children

60 267 180 102 132 268 154 263 172 220 128

with physical disabili- 30 511 104 380 148 374 138 307 142 208 149
ties

vl':.t’m“_’f“ﬁ‘: 150 430 223 272 207 361 211 273 169 249 124
accidents

Paramedics 60 3.87 127 2924 138 335 142 262 171 181 139
Adolescents 60 444 151 242 188 319 160 232 180 207 129
Students 150 432 166 248 108 375 148 2924 152 187 120
Total 640 416 187 253 192 353 171 262 171 213 133
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In general. the highest scores were obtained for adaptive cognitive proc-
eszing strategies, in particular Downward comparison, ie. interpretation of
one’s traumatic experiences as being less harmful than those experienced by
others, and Resolution/acceptance. ie. dealing and reconciliation with one’s
traumatic experience. The third adaptive strategy, Cognitive restructuring,
i.e. finding positive aspects of a traumatic event, was less well expressed. Of
the two maladaptive strategies, Denial of the occurrence of the incident was
less frequent. The respondents were more likely to repeatedly think about
what could have been done to avoid what had happened (Regret).

Sex significantly differentiated some of the strategies. Men zcored lower
than women on the Regret secale (men: M = 2.34, SD = 1.59, women: M = 2 .83,
SED =178, p = 001). Converzely, women had lower scores on the Resolution/
acceptance scale (men: M = 370, 5D = 1.73, women: M = 3.40, 5D = 1.69,
p < .01) and Cognitive restructuring scale (men: M = 3.40, 5D = 1.69, women:
M=272 5D =196, p < 01). Age only differentiated the strategy of RHegret.
The level of thiz variable was higher in older people (over 30 wvears old)
(M =282, 8D=1.71, younger: M =247 SD =170, p = .01). Both maladap-
tive strategies of cognitive processing were more common in people with lower
levels of education. The differences were statistically significant for both Re-
gret (for primarv and secondary eduecation: M = 3.18, 5D = 1.70, for higher
education: M =242 5D =170, p = 001), and Denial (respectively: M = 2.70,
SD=142and M =202, SD=1.25, p = .001).

An analysis of variance revealed significant differences in the intensity of
cognitive processing of trauma between the examined groups. Parents of chil-
dren with oncological diseases differed the most from the other groups in rela-
tion to the strategies of Cognitive restruecturing (F(7,632) = 10.30, p = .001)
and Downward comparisons (F(7,652) = 9.02 p < 001). Interestingly, while
the parents of children suffering from cancer had the lowest scores on these
two seales (1.02 and 2 .67, respectively), parents of physically disabled children
achieved the highest scores (3.80 and 5.11, respectively). The latter, as one
may suppose, had already been able to adapt and find positive sides of the
event, which they generally judged as being less harmful than other tvpes of
trauma. On the other hand. for parents of child cancer patients, the disease
was probably a new experience which they had not yet completely come to
terms with, to which they had not adapted and for which they do not find
a proper comparison. The strategy of Hesolution and acceptance, which also
involves reconciliation with a traumatic experience, is most prominent in the
paraplegic group (4.03), and the least =zo in parents of oncological patients
(2.68). In turn, Regret is most strongly expressed by women victims of domes-
tic violence.

DISCUSSION

CPOTS is uszed to assess cognitive processing of trauma construed as cognitive
strategies of dealing with traumatic events. The results obtained so far prove
that cognitive proceszing should be considered in the form of several separate
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factors and not as a single construct. The results obtained for both the original
verzion of the CPOTS scale and the Polish adaptation support the adoption of
a 5-factor model, which provides the best fit, explaining regularities in the
collected data. The scale has good psychometric properties both in terms of
reliability and validity. In order to preserve face validity, the rating scale from
—3 to +3 was preserved in the worksheet, even though it makes scoring
slightly more difficult.

The five coping strategies of CPOTS have been classified as positive or
negative trauma processing. However, while a positive meaning can be rather
unambiguously attributed to strategies such as Resolution/acceptance and
Cognitive reztructuring, the Downward comparison strategy is not so easily
evaluated. As Tavlor (1989) argues, this last strategv is a distortion of reality,
a form of illusion which—as she admits—also brings positive effects, enabling
the individual to adapt. It is worth paving attention to the varied significance
of the Regret strategv. It is associated with blame and represents negative
emotions, but while regret expresses the sadness rezulting from a failure to
cope with the situation one has experienced, self-blame is more than that and
can be related to self-agoressive behavior.

Cognitive processing of trauma is associated with PTSD syvmptoms. Nega-
tive coping strategies, such as Regret and Denial. correlate positively with
PTED symptoms. In turn, positive strategies for cognitive processing, such as
Downward comparison, Pozitive cognitive restructuring and Resolution/
acceptance are negatively related to PTSD symptoms. Such relationships con-
firm the assumptions of the model formulated by Ehlers and Clark (2000),
according to which negative cognitive processing of information related to
trauma (autobiographical memory) contributes to the production and formula-
tion of negative cognitionsz concerning oneself and the world and plays a sig-
nificant role in the occurrence of PTSD symptoms. The results of the present
study confirm the positive relationships of maladaptive coping strategies in-
volved in the cognitive processing of trauma with negative beliefs about the
self and self-blame.

The relationship between cognitive processing and PTSD symptoms has
been demonstrated in wvarious studies conducted in groups of amputees
(Phelps, Williams, Raichle, Turner, and Ehde, 2008), stroke patients (Gang-
stad, Norman, and Barton, 2009) as well as among students with various
traumatic experiences (Boals and Schuettler, 2011; Williams et al., 2002). It is
worth mentioning that what cognitive coping strategies are used depends to
a large extent on the type of traumatic experience and causzal attribution, ie.
the way one explains the causes of the event. For instance, if a person attrib-
utes a traumatic experience to external factors, which are fundamentally in-
dependent of them, as in the situation of natural disasters. thev find it is eas-
ler to reduce intrusive or aveiding thoughts by seeking a solution, accepting
the situation, restructuring it or comparing down. In turn searching for
causes in oneself usually leads to excessive self-blame and feelings of regret.

A positive relationship between positive cognitive processing and post-
traumatic growth has also been confirmed. Strategies such as Resclution/
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acceptance, Positive cognitive restructuring or Downward comparison seem to
favor the occurrence of positive consequences of trauma. The present results
are confirmed by data reported in the literature (Garnefsky et al., 2008, Ogin-
ska-Bulik and Kraska, 2017, Pinarowicz, 2012).

The conzequences of traumatic events borne by the individual are con-
nected with the invelvement of cognitive processes, in particular ruminations.
However, while deliberate ruminations are used to search for ways to cope
with a negative life event, intrusive ruminations are manifestations of dys-
functional thoughts about a situation one has experienced, which may support
the maintenance of PTSD symptoms (Cann et al., 2011). As demonstrated in
the present study, intrusive ruminations, defined as dysfunctional thinking
about oneself and reality, correlate positively with Regret and negatively with
Resolution/acceptance and Downward comparison.

The results of our investigations also show there is a close connection be-
tween cognitive strategies of coping with trauma and the intensity of negative
and positive emotions. Accepting a traumatic experience and perceiving some
positive sides in it (positive restructuring) as well as comparing with others in
order to strengthen one’s own self is associated with positive emotions. In
turn, Regret correlates negatively with positive affect, and positively with
negative affect.

The CPOTS adapted to Polish conditions may be useful in scientific re-
search as well as in clinical work, primarily in tracking changes during ther-
apy. Outcomes of therapy conducted among rape victims (Iverson, King, Cun-
ningham, and Resick, 2015), victims of torture (Kaysen, Lindgren, Zangana,
Murray Bass, and Bolton, 2013), refugees (Schulz, Resick, Huber, and Griffin,
2006), and war veterans (Alvarez. McLean, Harris, Rosen, Ruzek, and EKimer-
ling, 2011) confirm the importance of changes in cognitive processing in im-
proving mental health, including the reduction of PTSD symptoms.

However, further research seems to be necessary, particularly for indi-
viduals who have experienced other types of events, to analyze the links be-
tween cognitive processing of trauma and behavioral coping strategies and
personality predispositions.
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APPENDIX

Cognitive Processing of Trauma Scale—CPOTS
R M Williams, M. C. Davis and E. E. Millsap
Polish adaptation: N. Ogifiska-Bulik and Z_ Juezynski

ceeeeeeeee Gender: M F Ager

People sometimes experience highly stressful life events. Remember the most stress-

ful/traumatic event for you and write about what it involved:

Referring to this event, rate to what extent you agree with each of the following state-
ments, using the following rating seale:

In each sentence, mark (surround the circle) only one number

— 3. strongly disagree
— 2. moderately disagree
— 1. =lightly disagree

0. neither mainly agree nor disagree

1. slightly agree
2. moderately agree
3. strongly agree

1. There 1= ultimately more good than bad 1n this experience 53 2 1 0 1 2 3
2. I have figured out how to cope S5 2 1 0 1 2 3
3. I say myself ‘thisisn’t real &3 2 1 0 1 2 3
4 T have moved on and left this event in the past S5 2 1 0 1 2 3
5. Overall, this event feels rezolved for me G4 -2 a1 0 1 2 3
6. I have come to terms with this experience 3 2 a1 0 1 2 3
7. I often think ‘if only I had done something different’ 53 2 1 0 1 2 3
8. I blame myself for what happensd 53 2 1 0 1 2 3
9. Irefuse to believe that this really happened to me 3 2 a1 0 1 2 3
10. I wish I could have handled this differently &3 2 1 0 1 2 3
11. Other people have had worse experiences than mine S5 2 1 0 1 2 3
12. I act as if thiz event never really happened &3 2 1 0 1 2 3
13. Even thouch my experience was difficult, I can think of A
ways that it could have been worse 3 2101 23
1_4. My situation iz not so bad compared to other people’s situa- 3 92 1 0 1 2 3
tions
15. I am able to find positive aspects of this experience &3 2 1 0 1 2
16. I have heen able to find a “zilver lining’ in this event S5 2 1 0 1 2
17. I pretend thiz didn’t really happen &3 2 1 0 1 2




