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Problem

Identifying the possibility of a significant relationship between childhood sexual
abuse, symptoms of Post-Traumatic Stress Disorder (PTSD), and episodes of dissociative
amnesia is both relevant and useful in the therapeutic setting. Identifying indicative
factors for a history of childhood sexual abuse and including them in a standardized
therapeutic assessment will assist therapists in planning future treatment. This study used
secondary data to examine the relationship between childhood sexual abuse,
symptomology of PTSD, episodes of dissociative amnesia, and selected demographic

characteristics.

Method

This quantitative study used a therapist-completed data collection tool which

compiled brief client demographics, episodes of dissociative amnesia, symptomology



indicative of PTSD, reported childhood sexual abuse, and a data specifier available on the
client’s risk assessment form. Results were compiled through the use of logistic
regression, utilizing a convenience sample of 350 adults previously referred to Bethany
Christian Services by the State of Michigan Child Protective Services (N=149; response

rate, 43%).

Results

A binary logistic regression analysis was conducted to examine the relationship
between childhood sexual abuse, symptomology of PTSD, episodes of dissociative
amnesia, and selected demographic characteristics. Findings indicated that women are
more likely than men to have experienced childhood sexual abuse (p <0.039). Additional
findings indicated that the relationship between PTSD and childhood sexual abuse was
statistically significant (“least” PTSD p < 0.001; “greatest” PTSD p <0.001). Also, the
relationship between episodes of dissociative amnesia and PTSD was statistically
significant (“least” PTSD p < 0.001; “greatest” PTSD p <0.01). Childhood sexual abuse

and dissociative amnesia are moderately correlated (0.43).

Conclusions
The data interpretation suggests that there are certain PTSD symptoms that
predict childhood sexual abuse. Subjects who were sexually abused are more likely to
have experienced traumatic events, more likely to avoid activities, places, or people who
remind them of these traumatic events, more likely to feel detached or estranged from
other people, and more likely to exhibit irritability and outbursts of anger. The data

additionally suggest that certain PTSD symptoms predict dissociative amnesia. Subjects



who experienced episodes of dissociative amnesia are more likely to have experienced
traumatic events, more likely to experience recurrent distressing dreams, more likely to
exhibit irritability and/or outbursts of anger, and more likely to have difficulty
concentrating. The results of research indicate a need for clinicians to be trauma-
informed in providing services to individuals. Recommendations include addition of
standardized trauma screening tools such as the PC-PTSD to therapist intake assessments,

as well as further study.
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CHAPTER ONE

INTRODUCTION

This study originated as the result of the experience of a very dear friend of mine,
whom I’1l call “John.” John, on two separate occasions, in the course of everyday
working and living, experienced periods of severe dissociative amnesia to the point
where he did not remember his name, his wife, where he lived, what he did for a living,
and so forth. The first episode was fairly brief, lasting a matter of days. The second
episode, prior to entering counseling, lasted for approximately 3 weeks, and ended as the
result of John incidentally viewing an object that triggered his memory.

When looking at John’s history, it became apparent that he had been experiencing
symptoms of Post-Traumatic Stress Disorder (PTSD) for years, which had been
untreated. John routinely experienced nightmares, hypervigilance to the point of not
sleeping, and exaggerated startle reflex; he struggled with the ability to attend to a task at
hand, reported feeling detached from others (especially his relationship with his spouse),
and was extremely irritable at times, which occasionally led to angry outbursts. In
addition, John had no recollection of much of his childhood, but immediately prior to the
dissociative episodes he had begun to experience flashbacks regarding severe physical
and sexual abuse by his mother throughout his childhood. In seeking to provide
appropriate assistance to John and his wife during the dissociative episodes, it began to

occur to me that this would have been easier to prevent than to treat after-the-fact. As



such, I began to look at the possibility of establishing a simple therapeutically oriented
checklist that would help clinicians recognize symptomology associated with a history of
childhood sexual abuse. This would have the ultimate goal of identifying victims prior to
any severe episodes of dissociative amnesia. Such a tool could serve as a starting point
for the treatment process by helping the client identify and deal with a history of trauma.
In the years of my work with victims of trauma (having a diagnosis of PTSD), |
have repeatedly noticed a link between a client’s lack of childhood memories and the
reality of childhood sexual abuse. As a result, I set out to discover if, in fact, a
statistically significant relationship existed between these two variables. If so, I also
wanted to know if that relationship was supported by other professionals as well as the
professional literature available on PTSD, dissociative amnesia, and childhood sexual

abuse.

Background of the Study

Through personal experience, anecdotal reference, and review of professional
literature, it is theorized that there appears to be a direct relationship between PTSD and
dissociative amnesia (Briere, 1989; Burgess, 1995; Dryden-Edwards, 2007; Flannery,
1995; Linehan, 1993; Parkinson, 2000; Tomb, 1994; Tull, 2008). When a person has
been through a traumatic event, unless immediate intervention is utilized, there is a high
likelihood that the individual will develop PTSD (Briere, 1989; Burgess, 1995; Walker,
1994). At some point, the companion to PTSD (dissociative amnesia) will develop in one
form or another (whether event-related or encompassing the entire person). By
dissociating all memory of the event or of one’s entire life, the brain allows itself a buffer

zone in which to process the information it is receiving or recalling (Weber & Reynolds,



2004). Often, dissociative amnesia will result from recurring flashbacks to the traumatic
event or from glimpses of suppressed memories of the traumatic event. Thus there exists
the high potential for victims of childhood sexual abuse to experience an amnestic
episode at some point in their lives (Yoe, Russell, Ryder, Perez, & Boustead, 2005). “In
recent years in the United States, there has been an increase in reported cases of
dissociative amnesia that involves previously forgotten early childhood traumas”

(American Psychiatric Association, 2000, p. 521).

Rationale

Identifying the possibility of a significant relationship between childhood sexual
abuse, symptoms of PTSD, and episodes of dissociative amnesia is both relevant and
useful in the therapeutic setting (Kezelman, 2011). Therapists frequently offer
inappropriate therapeutic interventions based upon inaccurate and incomplete client
information (Hanson, Hesselbrock, & Tworkowski, 2002; Kezelman, 2011). It is
common practice for therapists to gather historical data from clients and determine
diagnoses based upon that information (Cooper, Masi, Dababnah, Aratani, & Knitzer,
2007). Unless a therapist is providing assessment for documentation purposes (such as
for court or a paid evaluation), therapists typically do not use standardized instruments to
assess client symptomology. ldentifying indicative factors for a history of childhood
sexual abuse and including them in a standardized therapeutic assessment will assist
therapists by alerting them to this possibility at the beginning of the therapeutic
relationship as opposed to several months into therapy. Ko et al. (2008) state that
“effective trauma screening and assessment protocols are needed at every level” (p. 398).

In addition, Taylor, Wilson, & Igelman (2006) emphasize that service providers in child



welfare systems need to have expertise in trauma treatment services that are research-

based.

Setting of the Problem

For over 25 years Bethany Christian Services has provided home-based
counseling services through the Early Impact Program under continuously renewed
contracts with child protective services. Referrals are received from child protective
services for children who have been found to have been abused and/or neglected, and
Master’s-level therapists provide weekly counseling, parental education and support,
clinical intervention, and case management services that specifically address family
problems and issues that put children at risk for future or continued instances of child
abuse and/or neglect. Thirty percent of cases require court involvement and 60% of
families struggle with a substance abuse problem (Bethany Christian Services, 2003).
Counseling services are provided once a week, for an average of 4 to 6 months, and are
intended to prevent the removal of children from their homes by strengthening families
and reducing the ongoing risk of child endangerment. The long-term goal of the program
is to reduce the risk that abuse or neglect will continue to occur by breaking the
generational cycle of child abuse and neglect (Bethany Christian Services, 2003).

At the time of the study, Bethany’s Early Impact Program was serving
approximately 350 families per year. Of these families, 35-40% represented families of
minority color and culture, 60% demonstrated difficulties related to substance abuse,
30% were challenged by undiagnosed or untreated mental health issues, 45% struggled
with physical and mental health challenges, and up to 60% of adults reported child abuse

and/or neglect within their own childhood histories (Bethany Christian Services, 2003).



In other words, childhood trauma appeared to account for up to 60% of the families that

are referred after abusing and/or neglecting children.

Statement of the Problem

Due to inaccurate and incomplete client information, therapists may be unaware
of the likelihood of childhood traumas (including childhood sexual abuse), thereby
providing inappropriate treatment recommendations (Hanson et al., 2002; Kezelman,
2011). Unreported childhood sexual abuse is a hindering factor to client progress in
therapy (Briere, 1989; Linehan, 1993; Walker, 1994; Weber & Reynolds, 2004).
Childhood sexual abuse is pervasive, and is one of the most intimate crimes against a
person (Briere, 1989; Burgess, 1995; Kezelman, 2011; Linehan, 1993; Walker, 1994).
My prior work experience with child protective services has provided information that
childhood sexual abuse often occurs in generational cycles. Without acknowledgment of
past abuse, there is little hope of complete recovery, and thus a risk of abuse continues to
exist for the children of the victim (Bethany Christian Services, 2003; Briere, 1989;
Burgess, 1995; Linehan, 1993; Walker, 1994). Through recovery, it is hoped that the
generational cycle of abuse can be broken, creating a safer home environment for

children.

Purpose of the Study
This study used secondary data to examine the relationship between childhood
sexual abuse, symptomology of post-traumatic stress disorder, episodes of dissociative

amnesia, and selected demographic characteristics.



Research Questions

The core questions of this study were:

1. What is the incidence of childhood sexual abuse in the study sample?

2. What is the incidence of episodes of dissociative amnesia in the study sample?

3. What is the incidence of PTSD symptoms in the study sample?

4. What is the relationship between childhood sexual abuse and the demographic
characteristics of gender, ethnicity, age, educational level, and handedness?

5. What is the relationship between childhood sexual abuse, symptoms of PTSD,

and episodes of dissociative amnesia?

Conceptual Framework

This study utilized the conceptual framework of the trauma-informed care model
for mental health in that helping professionals need to be able to identify and understand
an individual's history of trauma before appropriate intervention can be provided
(Kezelman, 2011). The trauma-informed care model focuses on the importance of
understanding both the trauma itself, and how the experience of trauma shapes an
individual's experience of the world. It is "an approach to engaging people with histories
of trauma that recognizes the presence of trauma symptoms and acknowledges the role
that trauma has played in their lives” (SAMHSA, 2012, para. 4). The trauma-informed
care model advocates for the education and awareness of organizations in providing care
to traumatized individuals “so that . . . services and programs can be more supportive and
avoid re-traumatization” (SAMHSA, 2013, Trauma-Informed Care section, para. 2).
Kezelman (2011) emphasizes the importance of the trauma-informed care model by

pointing out that



systems . . . need to integrate awareness and understanding around trauma and

traumatic stress in their work and approach people from a trauma informed

perspective—that is, to consider the possibility of unaddressed childhood trauma at
the root of presentations. . . . Being cogniscent of the possibility can make an
enormous difference to the way a survivor reacts, copes going forward and

recovers. (para. 34)

The trauma-informed care model includes five main components: "appropriate
screening and assessments, effective interventions and supports, culturally and
linguistically competent strategies, family and youth engagement, and strong
organizational capacity (including outcomes monitoring)™ (Cooper et al., 2007, p. 2). Of
particular note in relation to this study is the focus on utilizing screening tools and

assessments that are designed to identify a history or likelihood of trauma. Such

screening tools need to be evidence-based and standardized (Cooper et al., 2007).

Significance of the Study

As recently as 2011, Kezelman stated that “few service systems or workers have
the insight and awareness needed to appropriately acknowledge and support [a] survivor's
fundamental needs” (para. 4). Kezelman (2011) also emphasized that “frequently the
possibility of underlying trauma is not on a health professional's radar at all or if known
about, is not viewed as pivotal. Agencies should routinely consider the possibility of
trauma even when it hasn't been disclosed” (para. 15). A history of trauma is important
in determining type and length of treatment (Briere, 1989; Burgess, 1995; Chu, 2011;
Lanktree & Briere, 2011; Linehan, 1993; Walker, 1994). Conducting research into ways
to help mental health providers assess and identify a client's trauma history early on in
treatment is a best practice method, which is currently highlighted as a need by the

trauma-informed care agencies and literature (Kezelman, 2011; Ko et al., 2008;



SAMHSA, 2012, 2013). As such, the goal of this study is to demonstrate that there is a
relationship between childhood sexual abuse, symptoms of PTSD, and episodes of
dissociative amnesia, and because of that relationship it is important that clinicians work

with clients from a trauma-informed care perspective.

Limitations and Delimitations

This study deals with the relationship between three major variables involved in
trauma, as reported by Master’s-level therapists. It is limited to families with open child-
protective-services cases in Kent County, Michigan, because that was the convenience
sample group utilized. It is limited to pre-existing client data already maintained in
agency files, and as such the pre-existing data were not gathered for the purpose of this
research. Thus, the therapists were not specifically looking for nor asking for data with
regard to episodes of dissociative amnesia, gaps in historical memory, or exploring the
possibility of childhood sexual abuse without client statements to the contrary. Also, an
additional limitation may be the therapist uncertainty in recognizing symptomology of
PTSD. Although the therapists providing the data are Master's-level therapists, they did
not specifically receive specialized training in recognizing PTSD. This study is limited to
reports from generalist Master’s-level therapists because they will ultimately be the
beneficiaries of the research, and the research needs to be understandable and useful to
them in everyday practice. Lastly, a limitation may be the generalizability of this study,
due to the utilization of both a convenience sample and the low number of subjects

disclosing episodes of dissociative amnesia.



Definition of Terms

Before one can begin a discussion of PTSD and the correlation with childhood
sexual abuse and dissociative amnesia, these things must be defined in such a way as to
be clear to the reader. According to the DSM-IV-TR, PTSD can be defined as follows:

1. The person has been exposed to a traumatic event in which both of the
following were present:
a. The person experienced, witnessed, or was confronted with an event or
events that involved actual or threatened death or serious injury, or a threat
to the physical integrity of self or others.
b. The person’s response involved intense fear, helplessness, or horror.
2. The traumatic event is persistently reexperienced in one (or more) of the
following ways:
a. Recurrent and intrusive distressing recollections of the event, including
images, thoughts, or perceptions
b. Recurrent distressing dreams of the event
c. Acting or feeling as if the traumatic event were recurring (includes a
sense of reliving the experience, illusions, hallucinations, and dissociative
flashback episodes, including those that occur on awakening or when
intoxicated)
d. Intense psychological distress at exposure to internal or external cues
that symbolize or resemble an aspect of the traumatic event
e. Physiological reactivity on exposure to internal or external cues that
symbolize or resemble an aspect of the traumatic event.
3. Persistent avoidance of stimuli associated with the trauma and numbing of
general responsiveness (not present before the trauma), as indicated by three (or
more) of the following:
a. Efforts to avoid thoughts, feelings, or conversations associated with the
trauma
b. Efforts to avoid activities, places, or people that arouse recollections of
the trauma
c. Inability to recall an important aspect of the trauma
d. Markedly diminished interest or participation in significant activities
e. Feeling of detachment or estrangement from others
f. Restricted range of affect (e.g., unable to have loving feelings)
g. Sense of a foreshortened future (e.g., does not expect to have a career,
marriage, children, or a normal life span).
4. Persistent symptoms of increased arousal (not present before the trauma), as
indicated by two or more of the following:
Difficulty falling or staying asleep
Irritability or outbursts of anger
Difficulty concentrating
Hypervigilance
Exaggerated startle response.

®o0 o
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5. Duration of the disturbance is more than 1 month.

[In addition] The disturbance causes clinically significant distress or impairment

in social, occupational, or other important areas of functioning. (American

Psychiatric Association, 2000, pp. 467-468)

With regard to dissociative amnesia, it is important to understand there are
different types of amnesia. Webster’s New Universal Unabridged Dictionary (1983)
defines dissociation as “in psychology, the process in which a group of mental activities
breaks away from the main stream of consciousness and functions as a separate unit: an
intensified dissociation can lead to multiple personality” (p. 532). Webster’s (1983) also
defines amnesia as “partial or total loss of memory caused by brain injury, or by shock,
repression” (p. 59). This study focused on the DSM-IV-TR definition of dissociative
amnesia:

an inability to recall important personal information, usually of a traumatic or

stressful nature, that is too extensive to be explained by normal forgetfulness.

This disorder involves a reversible memory impairment in which memories of

personal experience cannot be retrieved in a verbal form (or, if temporarily

retrieved, cannot be wholly retained in consciousness). (American Psychiatric

Association, 2000, p. 520)

Having experienced one amnestic episode is not an absolute indicator that subsequent
amnestic episodes will result. However, “individuals who have had one episode of
dissociative amnesia may be predisposed to develop amnesia for subsequent traumatic
circumstances” (American Psychiatric Association, 2000, p. 521).

For the purpose of this study, childhood sexual abuse was defined according to
the State of Michigan, Department of Human Services (2009):

Sexual abuse means:

1. Sexual contact which includes but is not limited to the intentional touching of

the victim's or alleged perpetrator's intimate parts or the intentional touching of

the clothing covering the immediate area of the victim's or alleged perpetrator's

intimate parts, if that touching can be reasonably construed as being for the
purposes of sexual arousal, gratification, or any other improper purpose.
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2. Sexual penetration which includes sexual intercourse, cunnilingus, fellatio,
anal intercourse, or any other intrusion, however slight, of any part of a person's
body or of any object into the genital or anal openings of another person's body.
(Emission of semen is not required.)

3. Accosting, soliciting or enticing a minor child to commit, or attempt to
commit, an act of sexual contact or penetration, including prostitution.

4. Knowingly exposing a minor child to any of the above acts. (p. 4)

General Method

As the purpose of this study is to examine the relationship between variables, the
major methodology applied was binary logistic regression analysis. According to
StatSoft, Inc. (2010), “In general, . . . regression allows the researcher to ask (and
hopefully answer) the general question 'what is the best predictor of . . .”” (General
Purpose section, para. 4). Logistic regression also allows for modeling the likelihood of a
“yes” response when comparing the dependent variable to items such as demographics
and independent variables. Additionally, binary logistic regression is used when the
dependent variable is dichotomous (i.e., the only possible responses are either “yes” or
“no”). It is important to clarify that regression analysis does not determine causality, but
only indicates relationship between variables. For the purposes of this study, the
independent variables of dissociative amnesia and PTSD were compared to the dependent
variable of childhood sexual abuse.

A convenience sample for this study was utilized, which included 350 individual
adults from a population of 350 families, all of whom were referred for therapeutic
intervention to Bethany Christian Services by the State of Michigan Child Protective
Services. A convenience sample was utilized due to the availability and likelihood of

relevant data for this study. As the referred individuals were referred to Bethany
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Christian Services on a mandatory basis, the 350 individuals represented the entire
referral population for the year and thus was representative of the general population of
active child protective services families in Kent County, Michigan. Given the
generational cycle of child abuse (Bethany Christian Services, 2003), it was highly likely
that the convenience sample would contain individuals with prior childhood sexual abuse
history. According to Ko et al. (2008), “perhaps no other child-serving system
encounters a higher percentage . . . with a trauma history than the child welfare system”
(p. 397).

Data were collected by Master's-level therapists for each child-protective-
services-referred adult client within the past year. Data were collected via a data-
collection tool from pre-existing client data already maintained in agency files and not
collected for this researcher. Data-collection tools were submitted anonymously to a
general agency mailbox and were not able to be linked back to either the therapist
completing the tools or to any specific client file maintained in agency records. As this
researcher was an agency administrator, the data was subsequently reviewed by

epidemiologists and clinicians outside of the agency in order to avoid researcher bias.

Relevance to Leadership

As a clinician and program manager, this study demonstrates the application of
leadership through job-embedded innovation and advocacy. The development and use of
a PTSD screening tool, as well as emphasis on the importance of therapist education in
recognizing a client’s past traumas, provide an ethical framework to ensure that clients

are provided appropriate services. In my current leadership capacity, creating an
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environment for clinicians to assess and treat clients according to the trauma-informed

care model is a daily aspiration and one made possible through this study.

Organization of the Study

Chapter 1 discussed the purpose and rationale for the study, the conceptual
framework for the study, and hypothesized a relationship between the variables of
childhood sexual abuse, symptoms of PTSD, and episodes of dissociative amnesia.
Chapter 2 contains a review of the literature outlining the three major research variables
individually, as well as presents indicators of diagnosis and treatment options. Chapter 3
describes the methodology and the data-collection tool itself. Chapter 4 reports the
results of this quantitative study through the use of binary logistic regression analysis.
Lastly, Chapter 5 summarizes and interprets the study, as well as suggesting continuing

research endeavors.
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CHAPTER TWO

THE THREE MAJOR RESEARCH VARIABLES IN THE CONTEXT

OF HISTORICAL LITERATURE

Introduction

Chapter 1 presented the problem of determining whether trauma, in fact, does
have three distinctive characteristics, and as such, hypothesized whether it is possible
through this research study to determine the likelihood of childhood sexual abuse by
episodes of dissociative amnesia and symptomology of PTSD. Chapter 1 also briefly
discussed the study rationale and conceptual framework, as well as the core research
questions, sampling, and methodology. This chapter presents a review of the literature
outlining the three major research variables individually and jointly. It also presents

research dealing with present indicators of diagnosis, and treatment methods.

Childhood Sexual Abuse
Characteristics
Characteristics of childhood sexual abuse have been identified by Briere (1989)
and should be well ingrained in the mind of the therapist when treating a client. Briere’s
(1989) characteristics are as follows:
1. Intrusive memories of flashbacks to and nightmares of the abuse

2. Abuse-related dissociation, derealization, depersonalization, out-of-body
experiences, and cognitive disengagement or ‘spacing out’
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3. General posttraumatic stress symptoms, such as sleep problems, concentration
problems, impaired memory, and restimulation of early abuse memories and
emotions by immediate events and interactions

4. Guilt, shame, negative self-evaluation, and self-invalidation related to the
abuse

5. Helplessness and hopelessness

Distrust of others

Anxiety attacks, phobias, hypervigilance, and somatization

Sexual problems

9. Long-standing depression

10. Disturbed interpersonal relatedness, including idealization and
disappointment, overdramatic behavioral style, compulsive sexuality,
adversariality, and manipulation

11. ‘Acting out’ and ‘acting in,” including parasuicidal acts and substance abuse
12. Withdrawal

13. Other-directedness

14. Chronic perception of danger

15. Self-hatred

16. Negative specialness -- that is, an almost magical sense of power

17. Impaired reality testing

18. A heightened ability to avoid, deny, and repress. (p. 10)

o N

Diagnosis
As stated previously in Chapter 1, for the purposes of this study, childhood sexual
abuse can be diagnosed according to the definition provided by the State of Michigan,
Department of Human Services (2009):

Sexual abuse means:

1. Sexual contact which includes but is not limited to the intentional touching of
the victim's or alleged perpetrator's intimate parts or the intentional touching of
the clothing covering the immediate area of the victim's or alleged perpetrator's
intimate parts, if that touching can be reasonably construed as being for the
purposes of sexual arousal, gratification, or any other improper purpose.

2. Sexual penetration which includes sexual intercourse, cunnilingus, fellatio,
anal intercourse, or any other intrusion, however slight, of any part of a person’s
body or of any object into the genital or anal openings of another person's body.
(Emission of semen is not required.)

3. Accosting, soliciting or enticing a minor child to commit, or attempt to
commit, an act of sexual contact or penetration, including prostitution.

4. Knowingly exposing a minor child to any of the above acts. (p. 4)
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As many as 50% of the children in the child-welfare system have experienced
trauma, including childhood sexual abuse (Yoe et al., 2005). Of an estimated 794,000
U.S. children who were determined to be victims of abuse or neglect, 7.6% children
experienced childhood sexual abuse (U.S. Department of Health and Human Services,
2007). Of the estimated 794,000 child victims of abuse or neglect, 51.5% were girls and
48.2% were boys (U.S. Department of Health and Human Services, 2007). Additionally,
46.1% of victims were White, 21.7% were African-American, and 20.8% were Hispanic
(U.S. Department of Health and Human Services, 2007). Many of these children,
however, have either not reported the abuse or do not remember the abuse. Williams
(1994) reported that in 68% of cases, individuals with documented histories of childhood
sexual abuse did not report the abuse. “The closer the relationship to the perpetrator and
the younger the child at the time, the greater the likelihood an incident was (apparently)
not remembered” (Hopper, 2006, p. 17). Widom and Shepard (1996) reported
“substantial underreporting by . . . abused respondents” (p. 412). In other words,
“approximately 40% of individuals with documented histories of . . . abuse did not

report” (Widom & Shepard, 1996, p. 419).

Treatment

Bethany Christian Services’ Early Impact Program works to provide therapeutic
intervention at the time trauma occurs and is centered around a theoretical model of
solution-focused, strengths-based, cognitive-behavioral therapy. It has been well-
documented that a cognitive-behavioral model is highly beneficial in working with

victims of trauma (Allen, 2005; Chard, 2005; Foa, Rothbaum, Riggs, & Murdock, 1991;
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Litz, Engel, Bryant, & Papa, 2007; McDonagh et al., 2005; Rothbaum et al., 2006;
Shalev, Bonne, & Eth, 1996; Tarrier et al., 1999). Research has additionally supported a
cognitive-behavioral model in reducing the incidence of child abuse and/or neglect, as
well as family violence (Fraser, Pecora, & Haapala, 1991; Veerman, de Kemp, and Brink,
1997). Altering a client’s perception of the event is as important as altering the course of
events themselves. Brewin (1989) outlines that “cognitive-behavioral therapy is based on
the premise that symptoms develop and are maintained, at least in part, by conditioned
and learned behavioral responses as well as maladaptive cognitions” (p. 379). In other
words, the intensity of the trauma may not be as important as an individual’s perception
of the trauma. According to Bush (2003), cognitive-behavioral therapy combines two
major types of therapy: behavior therapy and cognitive therapy. Behavior therapy “helps
[one] weaken the connections between troublesome situations and [one’s] habitual
reactions to them. It also teaches [one] how to calm [one’s] mind and body” (Bush,
2003, para. 4) to aid in clarity of thought, more positive affect, and improved decision-
making. Cognitive therapy “teaches [one] how certain thinking patterns are causing
[one’s] symptoms — by giving [one] a distorted picture of what’s going on in [one’s] life”
(para. 5). Important components of cognitive-behavioral therapy include a
comprehensive assessment, as well as being highly structured and focused (Beck, 1983;
Brewin, 1996; Clark, Beck, & Alford, 1999; Harvey, Watkins, Mansell, & Shafran, 2004;
Roth & Fonagy, 2005). It is additionally necessary that any treatment plan involve the

active participation of the client (Linehan, 1993; Walker, 1994).
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PTSD
Characteristics
As described in Chapter 1, characteristics of PTSD include the following:

1. The person has been exposed to a traumatic event in which both of the
following were present:
a. The person experienced, witnessed, or was confronted with an event or
events that involved actual or threatened death or serious injury, or a threat
to the physical integrity of self or others.
b. The person’s response involved intense fear, helplessness, or horror.
2. The traumatic event is persistently reexperienced in one (or more) of the
following ways:
a. Recurrent and intrusive distressing recollections of the event, including
images, thoughts, or perceptions
b. Recurrent distressing dreams of the event
c. Acting or feeling as if the traumatic event were recurring (includes a
sense of reliving the experience, illusions, hallucinations, and dissociative
flashback episodes, including those that occur on awakening or when
intoxicated)
d. Intense psychological distress at exposure to internal or external cues
that symbolize or resemble an aspect of the traumatic event
e. Physiological reactivity on exposure to internal or external cues that
symbolize or resemble an aspect of the traumatic event.
3. Persistent avoidance of stimuli associated with the trauma and numbing of
general responsiveness (not present before the trauma), as indicated by three (or
more) of the following:
a. Efforts to avoid thoughts, feelings, or conversations associated with the
trauma
b. Efforts to avoid activities, places, or people that arouse recollections of
the trauma
c. Inability to recall an important aspect of the trauma
d. Markedly diminished interest or participation in significant activities
e. Feeling of detachment or estrangement from others
f. Restricted range of affect (e.g., unable to have loving feelings)
g. Sense of a foreshortened future (e.g., does not expect to have a career,
marriage, children, or a normal life span).
4. Persistent symptoms of increased arousal (not present before the trauma), as
indicated by two or more of the following:
a. Difficulty falling or staying asleep
b. Irritability or outbursts of anger
c. Difficulty concentrating
d. Hypervigilance
e. Exaggerated startle response.
5. Duration of the disturbance is more than 1 month.
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[In addition] The disturbance causes clinically significant distress or impairment
in social, occupational, or other important areas of functioning. (American
Psychiatric Association, 2000, pp. 467-468)

Diagnosis

Diagnosing PTSD can be difficult. Individual factors weigh heavily on the
development of this disorder, including stress, external factors, and the unique
physiological makeup of the person. Elliott and Briere (1995) found that “subjects who
had recently recalled aspects of their abuse reported particularly high levels of
posttraumatic symptomology and self difficulties” (p. 629). Brewin, Dalgleish, and
Joseph (1996) additionally state that “traumas experienced after early childhood give rise
to 2 sorts of memory. ... These different types of memory are used to explain the
complex phenomenology of PTSD, including the experiences of reliving the traumatic
event and of emotionally processing the trauma” (p. 670). Van der Kolk and Fisler
(1995) implicated dissociation as the “central pathogenic mechanism that gives rise to . . .
PTSD” (p. 505).

According to Flannery (1995), there may be three factors involved in determining
individual risk for the development of PTSD—factors related to the person, the traumatic
event, and the individual's environment (see Table 1). Brewin et al. (1996), Brewin,
Andrews, & Valentine (2000), Kessler, Sonnega, Bromet, Hughes, & Nelson (1995),
Macklin et al. (1998), and Ozer, Best, Lipsey, & Weiss (2003) identify similar risk
factors represented throughout the trauma literature. In addition, Harvey and Bryant
(1998) reported that PTSD rates are influenced not only by type of trauma, but also

gender—more females are diagnosed with PTSD than are males. This gender difference
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is supported by Fullerton et al. (2001), Prigerson, Maciejewski, & Rosenheck (2001), and

Riggs, Byrne, Weathers, & Litz (1998).

Table 1

Risk Factors for Development of PTSD

Person Event Environment
Biological Predisposition Nature of the Event Safety and Protection
Age/Stage of Development Severity of the Event Community Resources
Dysfunctional Family Frequency of the Event Community Values
Past History of Abuse Duration of the Event
Relationship to Offender Alone/With Others

Pre-Trauma Coping Skills
Values and Meaning

Note. From Post-traumatic stress disorder: The victim’s guide to healing and recovery (p. 71), by R.B.
Flannery, 1995, New York, NY: Crossroad.

PTSD is the disorder most frequently either misdiagnosed or missed completely
by professionals (Schonfeld et al., 1997). It is estimated that between 12 to 39% of
individuals in medical primary care settings meet the criteria for PTSD (Samson, Bensen,
Beck, Price, & Nimmer, 1999; Stein, McQuaid, Pedrelli, Lenox, & McCabhill, 2000).
Inconsistent criterion identification of symptoms of PTSD is consistent with the literature
on the relationship of childhood sexual abuse and PTSD (Bremner, Krystal, Southwick,
& Charney, 1995; Elliott & Briere, 1995). Van der Kolk (1994) reported that “[PTSD],
by definition, is accompanied by memory disturbances consisting of both hypermnesias
[inability to forget] and amnesias” (p. 253). Additionally, Burgess (1995) indicates that
dissociative amnesia may actually be a significant first indicator of PTSD.

Recent research has determined that the likelihood of PTSD can be indicated by

sole endorsement of Criterion 1a, which asks the question, “Has the individual
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experienced a traumatic event?” (National Research Council, 2008). McFarlane,
Atchison, Rafalowicz, & Papay (1994) and Solomon (1988) identify somatic concerns
that may indicate traumatic exposure. The National Research Council (2008) found that
the endorsement of the symptom of “irritability” (Criterion 4b) was a positive indicator of
the presence of PTSD. Harvey and Bryant (1998) discuss a “partial” PTSD diagnosis
where the individual has experienced a traumatic event, but may not endorse all needed
criteria for a diagnosis of PTSD. As such, the National Research Council (2008)
recommended a multimodal approach toward diagnosing PTSD and reviewed a primary
care PTSD screen (PC-PTSD) consisting of an introductory statement (PTSD Criteria 1
a/b) and four questions (PTSD Criteria 2b, 3 a/b, 4 d/e, and 3e) (Prins et al., 2003). The
instrument has been determined to have good specificity, where a positive response on

two to three questions indicates a likelihood of PTSD (Prins et al., 2003).

Treatment

“PTSD is associated with significant deficits in physical health functioning and
quality of life that exceed those of other mental disorders” (Prins et al., 2003, p. 10). The
pervasive impacts of PTSD on an individual are also noted by Zayfert, Dums, Ferguson,
& Hegel (2002). As such, a concern for the therapist-client relationship lies in treatment
options for PTSD (Herman & Harvey, 1997). There are a variety of treatments and
treatment plans available; each one must be individually tailored to meet the needs of the
client, and sometimes results in combining two or more evidence-based methods to
achieve the greatest possible outcome (Bryant, Moulds, Guthrie, Dang, & Nixon, 2003;
Cloitre, Koenen, Cohen, & Han, 2002; Foa et al., 2005; Glynn et al., 1999; Rothbaum et

al., 2006). “The aim of therapy with traumatized patients is to help them move from
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being haunted by the past and interpreting subsequent emotionally arousing stimuli as a
return of the trauma, to being fully engaged in the present” (Van der Kolk, 1996, p. 419).
Treatments that have demonstrated success include psychotherapy (either individual,
group, or family) (Glynn et al., 1999; Litz et al., 2007; Schnurr, 2007; Schnurr et al.,
2003), eye-movement desensitization and reprocessing [EMDR] (Cusak & Spates, 1999;
Rothbaum, 1997; Rothbaum, Astin, & Marsteller, 2005; Taylor et al., 2003), cognitive
behavioral therapy (Allen, 2005; Chard, 2005; Ehlers, Clark, Hackmann, McManus, &
Fennell, 2005; Foa et al., 1991; Litz et al., 2007; McDonagh et al., 2005; Rothbaum et al.,
2005; Schnurr et al., 2007; Shalev et al., 1996; Tarrier et al., 1999) (including cognitive
processing therapy [Monson et al., 2006; Resick, Nishith, Weaver, Astin, & Feuer, 2002;
Resick et al., 2008] and prolonged exposure therapy [Bryant et al., 2003; Difede et al.,
2007; Foa et al., 1999; Foa et al., 2005; Resick et al., 2002; Rothbaum et al., 2005;
Simon et al., 2008; Taylor et al., 2003]), and the usage of selective serotonin reputake
inhibitor [SSRI] medication (Brady et al., 2000; Davidson, Rothbaum, Van der Kolk,
Sikes, & Farfel, 2001; Friedman & Davidson, 2007; Friedman, Davidson, & Stein, 20009;
Marshall, Beebe, Oldham, & Zaninelli, 2001; Rothbaum et al., 2006; Simon et al., 2008;
Tucker et al., 2001). The National Center for Complementary and Alternative Medicine
(2012) additionally lists resources for the use of natural and alternative treatments such as
yoga, meditation, tai chi, acupuncture, ayurveda, and others. A recent research study
highlighted the particular effectiveness of acupuncture in treating PTSD (Hollifield,
Sinclair-Lian, Warner, & Hammerschlag, 2007). In addition, several new alternative
treatment modalities are emerging that are focused on the reduction of hyperarousal and

irritability through the use of guided meditation (Root et al., 2001; Strauss, Marx, &
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Calhoun, 2009) and heart coherence (Ginsberg, Berry, & Powell, 2010; McCraty,

Atkinson, Tomasino, & Bradley, 2009).

Dissociative Amnesia
Characteristics

It is estimated that in the general population there is a 2% to 6% likelihood of the
presence of dissociative amnesia (Mulder, Beatrais, Joyce, & Fergusson, 1998; Sar,
Akyuz, & Dogan, 2007; Seedat, Stein, & Forde, 2003). Dissociative amnesia is more
commonly reported in women (Putnam et al., 1996; Saxe et al., 1993; Widom & Morris,
1997). “Dissociative amnesia most commonly presents as a retrospectively reported gap
or series of gaps in recall for aspects of the individual’s life history. These gaps are
usually related to traumatic or extremely stressful events” (American Psychiatric
Association, 2000, p. 520). Researchers have found that individuals who experience
dissociative amnesia have also experienced childhood sexual abuse (Coons, 1994; Goff,
Brotman, Kindlon, Waites, & Amico, 1991; Hopper, 2006; Modestin, Ebner, Junghan, &
Erni, 1996; Saxe et al., 1993) (see Table 2). In cases of childhood sexual abuse,
researchers have propounded the idea of dissociation as a protective defense (Middleton,
2004). “Children who are severely physically, sexually, and psychologically abused in
early childhood . . . are at high risk to develop a . . . dissociative disorder" (Walker,
1994, p. 100). Walker (1994) also states that "dissociation is a psychological technique
used as a defense mechanism, unconsciously protecting the mind from the impact of
severe abuse” (p. 100). Additionally, when an individual is unable to recall periods of
time, it is most often the time period of the trauma which the individual is unable to recall

(Degun-Mather, 2002). “Every known study [on dissociative amnesia] has found

23



amnesia for childhood sexual abuse in at least a portion of the sampled individuals”

(Scheflin & Brown, 1996, pp. 178-179).

Table 2

Selected Studies of Amnesia and Delayed Recall for Experiences of
Childhood Sexual Abuse

Author(s) and Date of Study =~ Number of subjects with % with a period of possible

abuse or trauma histories amnesia
Elliott (1997) 357 17 partial/15 total
Williams (1995) 75 16
Widom & Morris (1997) 96 Females 32/males 58
Elliott & Briere (1995) 116 22 partial/20 total
Loftus, Polonsky, & Fullilove (1994) 52 12 partial/19 total
Feldman-Summers & Pope (1994) 79 40.5
Briere & Conte (1993) 450 59.3
Herman & Schatzow (1987) 53 64

Note. From “Recovered memories of sexual abuse: Scientific research and scholarly resources,” by J.
Hopper, 2006, Retrieved from http://www.jimhopper.com/abstats/

Flannery (1995) emphasizes that “intense biochemical changes that occur in the
victim at the time of the traumatic event may lead to permanent alterations in the victim's
nervous system” (p. 45). Burgess (1995) points out that “the importance of trauma is the
method by which it affects the brain, in particular the key regulatory processes that
control memory, aggression, sexuality, attachment, emotion, sleep, and appetite” (p. 16).
Because of the changes in the hormonal systems in the brain,

alterations occur in memory systems. The individual becomes immobilized and

as the level of autonomic arousal increases, the body moves into a numbing state

through the release of opiates in the brain. This numbing state accounts for

disconnection of the processing and encoding of information. (Burgess, 1995, p.
16)
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McEwen and Mendelson (1993) state that trauma can cause significant, permanent
changes in the brain systems responsible for memory, information processing, and
learning. Based upon this information, there would appear to be a specific link between
the biochemistry of trauma and the causative factors of dissociative amnesia. Due to the
alteration of portions of the brain through the reduction of chemicals within the brain,
dissociative amnesia is a likely candidate. As a result of the differences in brain
physiology from altered brain chemistry, there could be a higher prevalence of the
development of dissociative amnesia. ‘“While we have tried to look at dissociation as a
psychological defense, we find that dissociation, in fact, may be better understood as a
first-line biological adaptation to trauma” (Burgess, 1995, p. 21).

It is important to be cognizant of the fantasy model of dissociation, which
contends that dissociation is caused by factors such as suggestibility, cognitive
difficulties, and imaginative proclivity (Dalenberg et al., 2012; Lynn et al., 2014).
Schacter (2001) also references suggestibility, which predicates the likelihood of
inaccurate memories due to implanted ideas during clinical interviews, retelling of
traumatic events, and other origins. However, in a review of available information
regarding encoding of memories during traumatic events, Lynn et al. (2014), Kluemper &
Dalenberg (2014), and Dalenberg et al. (2012) support a trauma causation model for
dissociative amnesia.

Diagnosis

Some individuals with dissociative amnesia report depressive symptoms,
depersonalization, trance states, analgesia, and spontaneous age regression. . . .
Other problems that sometimes accompany this disorder include sexual
dysfunction, impairment in work and interpersonal relationships, self-mutilation,
aggressive impulses, and suicidal impulses and acts. (American Psychiatric
Association, 2000, pp. 520-521)
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In one study, 42% of inpatients in a psychiatric hospital met the criteria for dissociative
amnesia (Lipsanen et al., 2004).
For most victims abused by other persons, such human viciousness and cruelty
cannot be easily explained away as givens. In cases of sexual abuse, battery,
murder and so forth, we do not seem to be facing the randomness of natural
catastrophe, but rather the deliberate acts of twisted human beings. In the face of
malice, madness, and perversion, the search for meaning becomes more difficult.
(Flannery, 1995, p. 187)
It is this difficulty in searching for meaning that may be a precursor to the prevalence of
episodes of dissociative amnesia for trauma victims. When circumstances no longer
make sense, a person has an increased risk of withdrawing from the situation (a
dissociative episode) in order to attempt to control the effects of the traumatic event.
“Early trauma is much more likely to produce a pattern of . . . dissociation” (Tomb,
1994, p. 247). “The reports of therapists who specialize in the treatment of sexually
abused women have shown that women who were sexually abused often experience
periods of time during which they cannot remember the abuse” (Walker, 1994, p. 84).
Brewin and Andrews (1998) state that “amnesia may be partial or profound, and
individuals can often give accounts of deliberate strategies they use to banish distressing

memories from consciousness. Recovered memories may be fragmented, emotion-laden,

and similar to intrusive memories of the PTSD patient” (p. 958).

Treatment
Treatment of dissociative amnesia can be complicated, given that some mental
health professionals do not believe that the disorder exists (Lalonde, Hudson, Gigante, &
Pope, 2001; Pope, Oliva, Hudson, Bodkin, & Gruber, 1999). Some treatments for

dissociative amnesia involve hospitalization; other treatments can be conducted safely in

26



an outpatient setting (Middleton & Higson, 2004). The intent of treatment for
dissociative amnesia is to help restore the individual's lost memories as quickly as
possible without causing additional trauma. Treatments that have demonstrated success
include psychodynamic treatments (Burton & Lane, 2001), hypnotherapy (Degun-
Mather, 2001, 2002), eye-movement desensitization and reprocessing [EMDR]
(Twombly, 2000), cognitive behavioral therapy (Fine, 1999; Goldstein, Deale, Mitchell-
O’Malley, Toone, & Mellers, 2004), and antianxiety and antidepressant medications (Sno

& Schalken, 1999; Ballew, Morgan, & Lippmann, 2003).

Research Studies on the Relationship Between
Childhood Sexual Abuse, Symptoms of PTSD,
and Dissociative Amnesia
“Every known study [on dissociative amnesia] has found amnesia for childhood

sexual abuse in at least a portion of the sampled individuals” (Scheflin & Brown, 1996,
pp. 178-179). Mulder et al. (1998) found that childhood sexual abuse was two-and-a-half
times more likely in individuals who were experiencing dissociative amnesia. Linehan
(1993) emphasizes that there is typically an absence of memory for individuals who have
been severely traumatized. Horowitz (1986) also points out that in the denial phase of the
traumatic event, complete or partial amnesia is often a component. It is important to note
that Briere's (1989) symptoms 1-3, 7, and 18 outlined in this chapter overlap with both
dissociative amnesia and PTSD. Mulder et al. (1998) found, however, that childhood
sexual abuse was only related to dissociative amnesia in the presence of another mental

disorder. “Childhood sexual abuse was related to current mental state . . . which was in

turn related to dissociation” (Mulder et al., 1998, pp. 808-809).
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As stated previously, dissociative amnesia is most often an indicator of childhood
sexual abuse (Coons, 1994; Goff et al., 1991; Modestin et al., 1996; Saxe et al., 1993).
Linehan (1993) discusses the fact that most of the individuals presenting with PTSD will
report at least one incidence of childhood sexual abuse. Burgess (1995) states that
“etiologic processes [physical changes in the brain] are the first line of memory
disturbance in post-traumatic stress disorder” (p. 21). Additionally, “these alterations
may be linked to any of the PTSD symptoms that may appear later on in the victim's life”
(Flannery, 1995, p. 45). Briere and Conte (1993) found that the “variables most
predictive of abuse-related amnesia were greater current psychological symptoms” (p.
21). Also, the relationship between trauma and ongoing emotional problems is often
overlooked and undertreated (Chadwick Center for Children and Families, 2004; Chaffin
& Friedrich, 2004).

It appears that the question that must be asked is “which came first?” Does a
person have a dissociative experience as a result of a traumatic event, and then develop
PTSD, or is PTSD the response to the traumatic event, and dissociative amnesia develops
in the course of the disorder? PTSD may develop as the response to a traumatic event
(Bremner et al., 1995; Briere, 1989; Elliott & Briere, 1995; Linehan, 1993), and it is that
response, resulting in the suppression of traumatic memories, that may eventually bring
about a dissociative episode, namely, dissociative amnesia (Coons, 1994; Goff et al.,
1991; Modestin et al., 1996; Saxe et al., 1993). That is not to say that every person who
is diagnosed with PTSD will have a dissociative episode; however, the chances are very
good that memories may be suppressed as a coping method (Burgess, 1995). It is this

memory suppression that may lead to dissociative amnesia. “Dissociation is a biological
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adaptive process arising out of physiological changes associated with the response to the
trauma events” (Burgess, 1995, p. 24). “Schemas develop that either avoid internal
tension or attempt to contain higher levels of internal tension” (p. 24). It is this “attempt
to contain higher levels of internal tension” that may spark a dissociative episode.

“PTSD can be considered as an expression of, or to overlap with, dissociation and
dissociative disorders” (Tomb, 1994, p. 243). As such, identifying overlapping
characteristics can lead to a more timely and effective PTSD diagnosis (Dryden-Edwards,
2007; Parkinson, 2000; Tull, 2008).

Some interventions to prevent PTSD, and as a result, dissociative amnesia, are
education, coping skills training, sleep management, self-and-buddy care, social support,
and health care provider education and training (Ursano & Norwood, 1996). Of
particular importance is accurate assessment and effective treatment recommendations
(Perry, 2006). In fact, recent studies indicate that adequate social support by itself can
significantly reduce the likelihood of an individual's development of PTSD (Erbes,
Polusny, Arbisi, & Koffel, 2012; Kiecolt-Glaser & Greenberg, 1994; Pietrzak, Johnson,

Goldstein, Malley, & Southwick, 2009; Prati & Pietrantoni, 2009).

Research Studies of Additional Interest
Toward gathering information on cognitive processing in individuals who have
experienced trauma, a demographic category of “handedness” was included in this study.
Of additional interest in the relationship between biology and dissociative amnesia may
be determining handedness in individuals. According to Broca (1865) and Annett (1970),
handedness has been correlated to brain lateralization. In other words, it may be possible

to draw correlations between the likelihood of an individual to develop dissociative
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amnesia simply according to the individual’s dominant hand preference (Annett, 1970;
Broca, 1865). Individuals who are predominantly right-handed typically utilize the left
side of their brain more heavily (Sommer, Ramsey, Mandl, & Kahn, 2002). The left side
of the brain is responsible for “understanding and use of language (listening, reading,
speaking and writing), memory for spoken and written messages, detailed analysis of
information, and control of the right side of the body” (Centre for Neuro Skills, 2010, p.
2). “Underfunction of the left hemisphere produces different memory traces, and
experience is stored and interpreted in a different manner” (Burgess, 1995, p. 19). Thus,
any treatment interventions may need to take into account brain lateralization differences

as well as how trauma may affect spoken and receptive language (Sommer et al., 2002).
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CHAPTER THREE

METHODOLOGY

Introduction
The prior chapter briefly discussed the variables of dissociative amnesia, PTSD,
and childhood sexual abuse through a review of the literature. Table 1 outlined risk
factors for the development of post-traumatic stress disorder; Table 2 outlined selected
studies of dissociative amnesia for experiences of childhood sexual abuse. This chapter
describes the sample/population, response rate, the data-collection process, the data-

collection tool itself, and the selected methodology used in the study.

Research Design
This quantitative, non-experimental study used a therapist-completed data
collection tool. The data collection tool compiled brief client demographics, episodes of
dissociative amnesia, symptomology of PTSD, reported childhood sexual abuse, and
previously documented abuse obtained from child protective services records. Analysis
was conducted through the use of binary logistic regression in order to determine the
nature of the relationship between the two independent variables of dissociative amnesia

and PTSD and the dependent variable of childhood sexual abuse.
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Purpose and Research Questions

This study used secondary data to examine the relationship between childhood
sexual abuse, symptomology of post-traumatic stress disorder, episodes of dissociative
amnesia, and selected demographic characteristics toward educating clinicians about the
importance of working with clients from a trauma-informed care perspective. The core
questions of this study were:

1. What is the incidence of childhood sexual abuse in the study sample?

2. What is the incidence of episodes of dissociative amnesia in the study sample?

3. What is the incidence of PTSD symptoms in the study sample?

4. What is the relationship between childhood sexual abuse and the demographic
characteristics of gender, ethnicity, age, educational level, and handedness?

5. What is the relationship between childhood sexual abuse, symptoms of PTSD,

and episodes of dissociative amnesia?

Sample/Population
The population for this study consists of families that were currently actively

involved with the State of Michigan Child Protective Services in Kent County, Michigan.
In this county these services are administrated by the Bethany Christian Services' Early
Impact Program. Bethany’s Early Impact Program is currently serving approximately
350 families per year. Of these families, 35-40% represent families of minority color and
culture: 60% demonstrate difficulties related to substance abuse, 30% are challenged by
undiagnosed or untreated mental health issues, 45% struggle with physical and mental
health challenges, and up to 60% of adults report child abuse and/or neglect within their

own childhood histories (Bethany Christian Services, 2003). A convenience sample for
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this study was utilized, which included 350 individual adults from a population of 350
families, all of whom were referred for therapeutic intervention through the State of
Michigan’s Kent County Child Protective Services. A convenience sample was utilized
due to the availability and likelihood of relevant data for this study. As the referred
individuals were referred to Bethany Christian Services on a mandatory basis, 350 was
the entire referral population for the year and thus representative of the general
population of active child protective services families in Kent County, Michigan. Given
the generational cycle of child abuse (Bethany Christian Services, 2003), it was highly
likely that the convenience sample would contain individuals with prior childhood sexual
abuse history. According to Ko et al. (2008), “perhaps no other child-serving system
encounters a higher percentage . . . with a trauma history than the child welfare system”

(p. 397).

Instrumentation

The data-collection tool (see Appendix E) consists of three pages and is a
researcher-designed checklist that records general demographic information, episodes of
dissociation and/or amnesia, symptoms of PTSD as listed by the DSM-IV-TR, a data-
specifier from the client’s risk assessment form previously completed by the State of
Michigan Child Protective Services, and a “yes” or “no” response on whether the client
previously disclosed childhood sexual abuse during the therapist’s clinical interview.
Page 1 of the data-collection tool is a demographic page to record information on the
subject’s sex, age, handedness, highest degree completed, and racial origin. Page 2 of the
data-collection tool requests information of the subject’s history of episodes of

dissociation/amnesia in the form of a list. Specifically, information is requested
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regarding the subject’s age at the time of the occurrence and the event itself. No
identifying subject information is requested. Continuing on page 2, and concluding on
page 3 of the data-collection tool, is a checklist of questions recorded from the DSM-1V-
TR as the diagnostic criteria for determining whether an individual has PTSD (American
Psychiatric Association, 2000). Finally, the conclusion on page 3 gathers information
from the subject’s risk assessment form completed by the State of Michigan Child
Protective Services (history of abuse [as victim]—yes or no) (see Appendix J), and
whether the subject disclosed sexual abuse (as victim) during the therapist’s clinical
interview (yes or no). A categorical breakdown of the data-collection tool is listed in
Table 3.

The process of determining usability of the data-collection tool was accomplished
through utilizing information from two anonymous initial clinical assessments
(Appendices G and I), and requesting that five Master’s-level therapists complete a data-
collection tool for each case. The number of therapists was selected based upon usability
research, which indicates that five individuals are capable of finding 85% of the errors
(Dumas & Redish, 1993; Nielsen & Landauer, 1993; Rubin, 1994). The two anonymous
initial clinical assessments were selected specifically so that one case contained all three
of the research variables, while the other case did not. Upon completion of scoring the
therapist-completed data-collection tools for these anonymous assessments using the
data-collection-tool scoring-template (see Appendix F), it was determined that all of the
therapists had correctly identified and classified both assessments. It is important to note
that content validity of the data-collection tool was not required, as the diagnostic items

are in common usage via the DSM-1V-TR, the primary diagnostic and statistical manual
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Table 3

Data-Collection Tool Variable Measures

Iltem

Response Choices

Subject’s sex
Subject’s age
Is subject (handedness)

Highest degree subject completed

Subject’s racial origin

Demographics

Male; female

18-24; 25-34; 35-44; 45-54; 55-64; 65+

Right-handed; left-handed; dual-handed (ambidextrous)

High school or equivalent; vocational/technical school (2
year); some college; college graduate (4 year); master’s degree
(MA, MS, MSW); doctoral degree (PhD); professional degree

(MD, JD, etc.); other (please describe: )

Caucasian/white; African American; Indigenous or aboriginal;
Asian/Pacific Islander; Hispanic; Latino; Multiracial; Other
(please describe: )

Dissociative Amnesia

Episodes of Dissociation/amnesia (please
list/describe)

(Narrative) Client’s age at time of occurrence; event

Has the client (please check as appropriate)

If either of the above is checked, does the
client have any of the following (please check
as appropriate)

PTSD

Experienced, witnessed, or was confronted with an event or
events that involved actual or threatened death or serious
injury, or a threat to the physical integrity of self or others;
response involved intense fear, helplessness, or horror

Recurrent and intrusive distressing recollections of the event,
including images, thoughts, or perceptions; recurrent
distressing dreams of the event; acting or feeling as if the
traumatic event were recurring (includes a sense of reliving the
experience, illusions, hallucinations, and dissociative flashback
episodes, including those that occur on awakening or when
intoxicated); intense psychological distress at exposure to
internal or external cues that symbolize or resemble an aspect
of the traumatic event; physiological reactivity on exposure to
internal or external cues that symbolize or resemble an aspect
of the traumatic event
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Table 3—Continued.

ltem

Response Choices

Does the client have any of the following
(please check as appropriate)

Does the client have any of the following
(please check as appropriate)

Has this lasted for more than 1 month
Does the above cause clinically significant

distress or impairment in social, occupational,
or other important areas of functioning

Efforts to avoid thoughts, feelings, or conversations associated
with the trauma; efforts to avoid activities, places, or people
that arouse recollections of the trauma; inability to recall an
important aspect of the trauma; markedly diminished interest
or participation in significant activities; feeling of detachment
or estrangement from others; restricted range of affect (e.g.,
unable to have loving feelings); sense of a foreshortened future
(e.g., does not expect to have a career, marriage, children, or a
normal life span)

Difficulty falling or staying asleep; irritability or outbursts of
anger; difficulty concentrating; hypervigilance; exaggerated
startle response

Yes; no

Yes; no

Childhood Sexual Abuse

Did client’s risk assessment form list history
of abuse (as victim)

Did client disclose sexual abuse (as victim)
during clinical interview

Yes; no

Yes; no

utilized by mental health clinicians (American Psychiatric Association, 2000), and as

such have already been validated for diagnostic purposes.

Data-Collection Process

Research utilizing the data-collection tool based on initial assessment data

was conducted at Bethany Christian Services in Grand Rapids, Michigan. The data-

collection process was conducted via an agency-wide email invitation to therapists
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currently providing services to active Child Protective Services clients who were
employed in Bethany Christian Services' Early Impact or Advanced Impact programs
(see Appendix C). The email invitation included the research letter (see Appendix D)
and the data-collection tool (see Appendix E). The research letter emphasized the data-
collection process, in that the data were being collected by Master's-level therapists for
each child-protective-services-referred adult client within the past year. In addition, the
research letter emphasized that data were being collected via a data-collection tool from
pre-existing client data already maintained in agency files and not collected for this
researcher. Master’s-level therapists provided anonymous information via the data-
collection tool for each initial assessment completed within a 12-month period prior to
the study timeframe, which began in May 2007, and continued through October 2007,
thus utilizing secondary data sources. The data-collection tools were placed in a mailbox
labeled “Research Study” in the central mailroom of the agency. The data-collection
tools were then forwarded to me via US mail at the conclusion of the research time period
(approximately December 2007). No identifying information for either the therapist or
the subject was included with the data-collection tools, so as to ensure compliance with
Institutional Review Board guidelines. Additionally, the data were subsequently
reviewed by external epidemiologists and clinicians in order to avoid researcher bias.

Response rate for completed data-collection tools was 43% (n=149).

Data-Collection Tool Coding
In order to analyze data collected via the data-collection tool, it was necessary to
code the data utilizing a binary system (0, 1) and classify each data point for “scale”

analysis in the selected statistical reporting software. Data coding conversion resulted in
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73 data points, which were coded according to the following classifications:

Demographics, Dissociative Amnesia, PTSD, and Childhood Sexual Abuse (see Table 4).

Data Sets for Primary Hypothesis
With regard to data sets for the primary hypothesis (symptomology of PTSD and
dissociative amnesia as indicators of childhood sexual abuse), the data points compared
were Amnesia 1 = yes, Client 1a = yes, Client 1b = yes, 1 of any of Client 2a, 2b, 2c, 2d,
2e = yes, 3 of any of Client 3a, 3b, 3c, 3d, 3e, 3f, 3g = yes, 2 of any of Client 4a, 4b, 4c,

4d, 4e = yes, Duration = yes, Distress = yes, and History = yes (see Table 5).

Data Analysis

Data were analyzed utilizing SPSS 16.0 for Windows (2008). In order to examine
the relationship between variables, | primarily utilized binary logistic regression analysis.
According to StatSoft, Inc. (2010), “In general, . . . regression allows the researcher to
ask (and hopefully answer) the general question ‘what is the best predictor of” (General
Purpose section, para. 4). Logistic regression also allows for modeling the likelihood of a
“yes” response when comparing the dependent variable to items such as demographics
and independent variables. Additionally, binary logistic regression is used when the
dependent variable is dichotomous (i.e., the only possible responses are either “yes” or
“no”). Itis important to clarify that regression analysis does not determine causality, but
only indicates relationship between variables. For the purposes of this study, the
independent variables of episodes of dissociative amnesia and symptomology of PTSD

were compared to the dependent variable of childhood sexual abuse.
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Table 4.

Data Coding Conversion

ltem

Data Coding Options

Subject’s sex

Subject’s age

Is subject (handedness)

Highest degree subject completed

Subject’s racial origin

Demographics

Gender 1 (Male) -No =0, Yes=1
Gender 2 (Female) —-No =0, Yes=1

Age 1 (18-24 Years)—No =0, Yes=1
Age 2 (25-34 Years) —No =0, Yes=1
Age 3 (35-44 Years) —No =0, Yes=1
Age 4 (45-54 Years) —No =0, Yes=1
Age 5 (55-64 Years) —No =0, Yes=1
Age 6 (65+ Years) —No =0, Yes=1

Hand 1 (right-handed) — No =0, Yes =1
Hand 2 (left-handed) — No =0, Yes =1
Hand 3 (dual-handed/ambidextrous) — No =0, Yes =1

Degree 1 (High school or equivalent) — No =0, Yes=1

Degree 2 (Vocational/technical school/2 year) —-No =0, Yes=1
Degree 3 (Some college) —No =0, Yes=1

Degree 4 (College graduate/4 year) —No =0, Yes=1

Degree 5 (Master’s degree/MA, MS, MSW) —No =0, Yes=1
Degree 6 (Doctoral degree/PhD) — No =0, Yes =1

Degree 7 (Professional degree/MD, JD, etc.) -No =0, Yes=1
Degree 8 (Other/please describe:) - No =0, Yes =1

Race 1 (Caucasian/white) —No =0, Yes =1

Race 2 (African American) —No =0, Yes=1

Race 3 (Indigenous or aboriginal) —No =0, Yes=1
Race 4 (Asian/Pacific Islander) - No =0, Yes =1
Race 5 (Hispanic) —No =0, Yes =1

Race 6 (Latino) —No =0, Yes=1

Race 7 (Multiracial) -No =0, Yes=1

Race 8 (Other/please describe:) - No =0, Yes=1

Episodes of Dissociation/amnesia

Dissociative Amnesia

Amnesia 1 (Episodes of Dissociation/Amnesia) - No =0, Yes =1
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Table 4—Continued.

Item Data Coding Options

Client’s Age at Time of Occurrence Amnesia 2a (Age 0-4) —No =0, Yes=1
Amnesia 2b (Age 5-9) —No =0, Yes=1
Amnesia 2¢ (Age 10-14) —No =0, Yes=1
Amnesia 2d (Age 15-19) - No =0, Yes =1
Amnesia 2e (Age 20-24) —-No =0, Yes=1
Amnesia 2f (Age 25-34) - No =0, Yes=1
Amnesia 29 (Age 35-44) —-No =0, Yes=1
Amnesia 2h (Age 45-54) —No =0, Yes =1
Amnesia 2i (Age 55-64) —No =0, Yes=1
Amnesia 2j (Age 65+) -No =0, Yes=1
Amnesia 2k (Unspecified childhood) — No =0, Yes =1
Amnesia 2l (Unspecified adulthood) —No =0, Yes =1

Type of amnestic event Amnesia 3a (Blackouts) —No =0, Yes=1
Amnesia 3b (Blanks in memory) —No =0, Yes =1
Amnesia 3¢ (Complete loss of memory) —No =0, Yes=1
Ammesia 3d -3j (To be determined) —No =0, Yes =1

PTSD
Client experienced, witnessed, or was Client 1a (Experienced) —No =0, Yes=1
confronted with an event or events that
involved actual or threatened death or
serious injury, or a threat to the physical
integrity of self or others
Client's response involved intense fear, Client 1b (Response involved) —No =0, Yes =1
helplessness, or horror
Recurrent and intrusive distressing Client 2a (Recurrent and intrusive) — No =0, Yes=1

recollections of the event, including images,
thoughts, or perceptions

Recurrent distressing dreams of the event  Client 2b (Recurrent distressing) — No =0, Yes =1

Acting or feeling as if the traumatic event  Client 2c (Acting) —No =0, Yes=1
were recurring (includes a sense of reliving

the experience, illusions, hallucinations,

and dissociative flashback episodes,

including those that occur on awakening or

when intoxicated)

Table 4—Continued.

40



Iltem

Data Coding Options

Intense psychological distress at exposure
to internal or external cues that symbolize
or resemble an aspect of the traumatic event
Physiological reactivity on exposure to
internal or external cues that symbolize or
resemble an aspect of the traumatic event

Efforts to avoid thoughts, feelings, or
conversations associated with the trauma

Efforts to avoid activities, places, or
people that arouse recollections of the
trauma

Inability to recall an important aspect of
the trauma

Markedly diminished interest or
participation in significant activities

Feeling of detachment or estrangement
from others

Restricted range of affect (e.g., unable to
have loving feelings)

Sense of a foreshortened future (e.g., does
not expect to have a career, marriage,
children, or a normal life span)

Difficulty falling or staying asleep
Irritability or outbursts of anger

Difficulty concentrating

Hypervigilance

Exaggerated startle response

Has this lasted for more than 1 month

Client 2d (Intense) —No =0, Yes =1

Client 2e (Physiological) - No =0, Yes =1

Client 3a (Efforts to avoid thoughts) — No =0, Yes =1

Client 3b (Efforts to avoid activities) — No =0, Yes =1

Client 3c (Inability) - No =0, Yes =1

Client 3d (Markedly) —No =0, Yes=1

Client 3e (Feeling of detachment) - No =0, Yes =1

Client 3f (Restricted) - No =0, Yes =1

Client 3g (Sense of a foreshortened) — No =0, Yes =1

Client 4a (Difficulty falling) —No =0, Yes =1

Client 4b (Irritability) — No =0, Yes = 1

Client 4c¢ (Difficulty concentrating) —No =0, Yes =1

Client 4d (Hypervigilance) —No =0, Yes =1

Client 4e (Exaggerated) —No =0, Yes=1

Duration (month) —No =0, Yes =1
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Table 4—Continued

Item Data Coding Options

Childhood Sexual Abuse

Did client’s risk assessment form list History (Risk assessment form) —No =0, Yes =1
history of abuse (as victim)

Did client disclose sexual abuse (as Disclose (Disclose sexual abuse) —No =0, Yes =1
victim) during clinical interview

As stated previously, research questions were identified that looked at the
incidence of childhood sexual abuse, episodes of dissociative amnesia, and
symptomology of PTSD in the study sample. The research questions additionally looked
at the relationship between childhood sexual abuse and demographic characteristics of
the sample including gender, ethnicity, age, educational level, and handedness. Finally,
the research questions assisted in examining the relationship between the three variables

of childhood sexual abuse, episodes of dissociative amnesia, and symptoms of PTSD.
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Table 5.

Variable Data Set Classification

Data Set Triad Sexual PTSD Dissociative
Interaction Abuse Amnesia
Amnesia 1 = yes = yes (alone)

(episodes of
dissociation/amnesia)

Client 1a yes =yes
(experienced, witnessed, or
was confronted)

Client 1b = yes = yes
(response involved intense

fear)

Client 2a-2e 1 of any = yes 1 of any = yes

(recurrent and intrusive
recollections, recurrent
distressing dreams, acting or
feeling as if the traumatic
event were recurring, intense
psychological distress at
exposure, physiological
reactivity on exposure)

Client 3a-3g 3 of any = yes 3 of any = yes 3c = yes (with
(efforts to avoid thoughts, History = yes and
efforts to avoid activities, Disclose = no)

inability to recall, markedly
diminished interest, feeling of
detachment, restricted range
of affect, sense of a
foreshortened future)

Client 4a-4e 2 of any = yes 2 of any = yes
(difficulty with sleep,

irritability, difficulty

concentrating, hypervigilance,

exaggerated startle)

Duration = yes = yes
(lasted more than 1 month)

Distress = yes = yes
(clinically significant distress)

History = yes = yes (either/or) = yes (with Disclose

(risk assessment form listed =no)
history of abuse)
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Table 5—Continued.

Data Set Triad Sexual PTSD Dissociative
Interaction Abuse Amnesia
Disclose = yes (either/or) = no (with History =

(client disclosed history of
sexual abuse)

yes)
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CHAPTER FOUR

RESULTS

Introduction

The prior chapter described the sample/population, response rate, the data-
collection process, the data-collection tool itself, and the selected methodology used in
the study. The purpose of this study was to examine (a) the incidences of childhood
sexual abuse, episodes of dissociative amnesia, and symptoms of Post-Traumatic Stress
Disorder (PTSD) and (b) the extent to which commonality of episodes of dissociative
amnesia and symptomology of PTSD are related to childhood sexual abuse in a sample of
149 adult subjects toward educating clinicians about the importance of working with
clients from a trauma-informed care perspective. This chapter presents demographic
characteristics of subjects and results of the analyses for each of the five research

questions.

Demographic Characteristics of the Sample

Table 6 outlines the demographic characteristics of the sample. Demographic
characteristics were divided into categories of gender, age group, level of education,
racial group, and handedness.

Subjects in this study were predominantly female (90.6%). With regard to age
group, those most commonly represented were 18-24 (35.6%), 25-34 (35.6%), and 35-44

(22.8%), with approximately 2/3 of the sample (71.2%) being aged 18-34.
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Approximately 40% of the subjects reported their highest level of education as “high
school or equivalent.” Most subjects (61.1%) indicated that they are “Caucasian/White,”
although almost one-third of subjects (28.9%) identified themselves as “African
American.” About 87% of the subjects identified themselves as being predominantly

right-handed.

Data Analysis
Research Question 1

Research question 1 asks, “What is the incidence of childhood sexual abuse in the
study sample?” In this study, sexual abuse was defined as whether an individual has
experienced childhood sexual abuse by either disclosing that experience or a history of
childhood sexual abuse that was previously documented by Child Protective Services.
The purpose for this definition is that an individual may disclose a history of abuse but
Child Protective Services has no historical record of such abuse (Bethany Christian
Services, 2003). Also, an individual may have a history of abuse, but not disclose any
abuse during the clinical interview (Linehan, 1993; Walker, 1994). This may signify that
the individual is experiencing some level of amnesia surrounding the event (Briere, 1989;
Horowitz, 1986; Linehan, 1993; Tomb, 1994; Walker, 1994). As such, data regarding an
individual’s disclosure of sexual abuse were compared with whether the individual had a
documented history of sexual abuse. Frequency analysis indicates that 71 subjects (or
47.7% of the sample) experienced childhood sexual abuse. Thus, the incidence of
childhood sexual abuse in the study sample is 71 out of 149 subjects. Frequency analysis

is delineated in Table 7.
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Table 6

Demographic Characteristics of the Sample (n=149)

Characteristics n %
Gender
Male 14 9.4
Female 135 90.6
Age Group
18-24 53 35.6
25-34 53 35.6
35-44 34 22.8
45-54 9 6.0
Level of Education
High School/Equivalent 59 39.6
Vocational/Technical School 6 4.0
Some college 11 7.4
College Graduate 1 0.7
Master’s Degree 3 2.0
Other 1 0.7
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Table 6—Continued.

Characteristics n %
Racial Group
Caucasian/White 91 61.1
African American 43 28.9
Indigenous/Aboriginal 2 1.3
Asian/Pacific Islander 1 0.7
Hispanic 7 4.7
Multiracial 3 2.0
Other 1 0.7
Handedness
Right-handed 129 86.6
Left-handed 18 12.1
Ambidextrous 1 0.7

Note. Percentages for some categories may not equal 100 due to missing responses.

Research Question 2

Research question 2 asks, “What is the incidence of episodes of dissociative
amnesia in the study sample?” In this study, dissociative amnesia was defined as those
subjects who identified either a specific amnestic event or who had a documented history
of childhood sexual abuse by Child Protective Services but who did not disclose the
abuse. Frequency analysis indicates that one subject identified specific amnestic events,
and another 20 subjects (or 13% of the sample) (for a total of 21 subjects) possessed a
documented child protective services history of abuse but did not either report or indicate

memory of childhood abuse. The lack of memory of childhood abuse is measured by

48



Table 7

Frequency of Childhood Sexual Abuse (n=149)

Variable n %
No history of childhood sexual abuse 78 52.3
History of childhood sexual abuse 71* 47.7

History of Childhood Sexual Abuse
Disclosed in intake 52 34.9

By Child Protective Service History 64 43.0

*1t is important to note that the sub-items for “History of Childhood Sexual Abuse” ("disclosed in intake"
and "by child protective service history") do not equal 71 due to the numbers not being mutually exclusive
when measuring “history of childhood sexual abuse” as a data set. Of the 71 individuals who were
categorized as having a “history of childhood sexual abuse,” 64 of the 71 had a documented child
protective service history for abuse, and an additional 7 individuals disclosed sexual abuse but did not have
a documented child protective service history for abuse. In other words, individuals identified with a
“history of childhood sexual abuse” were categorized by a) a documented child protective service history or
b) a disclosure of childhood sexual abuse during therapist intake that was undocumented by Child
Protective Services.

symptom “inability to recall important aspect” and as such was included as a criterion for
episodes of dissociative amnesia. Thus, the incidence of episodes of dissociative amnesia
in the study sample is 21 out of 149 subjects. Frequency analysis is delineated in Table

8.

Research Question 3

Research question 3 asks, “What is the incidence of PTSD symptoms in the study
sample?” In this study, individuals were categorized on a continuum from “least” to
“greatest” PTSD, which was determined by the number of PTSD symptoms as outlined in
the following sections. In addition, there were individuals who presented various

combinations of PTSD symptomology but did not meet specific criteria for “greatest”
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Table 8

Frequency of Episodes of Dissociative Amnesia (n=149)

Variable n %
No episodes of dissociative amnesia 128 85.90
Episodes of dissociative amnesia 21 14.10

Episodes of Dissociative Amnesia
Reported specific amnestic events 1 0.01

Child Protective Service history/ 20 13.40
no disclosure

PTSD (see Appendix K). The delineation of “least” to “greatest” PTSD is based upon
research by Harvey and Bryant (1998), which reported gradations of PTSD or “partial”
PTSD. The National Research Council (2008) found that positive responses on two to
three PTSD criteria yielded a strong likelihood of PTSD. The National Research Council
(2008) also found that the endorsement of the symptom of “irritability” (Criterion 4b)

was a positive indicator of the presence of PTSD.

“Least” PTSD

The data points utilized in determining whether an individual met criteria for
“least” PTSD were whether an individual had experienced a traumatic event (data
collection tool item Client 1a) and whether the individual’s response involved intense
fear (data collection tool item Client 1b). Frequency analysis for “least” PTSD indicates

that 83 subjects (or 55.7% of the sample) met criteria for “least” PTSD.
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“Greatest” PTSD

The data points utilized in determining whether an individual met criteria for
“greatest” PTSD were consistent with DSM-IV-TR diagnostic criteria, that is, the
individual met the criteria for “least” PTSD stated above, in addition to one symptom
from PTSD Cluster 2 (recurrent and intrusive recollections [data collection tool item
Client 2a], recurrent distressing dreams [data collection tool item Client 2b], acting or
feeling as if traumatic event were recurring [data collection tool item Client 2c], intense
psychological distress at exposure [data collection tool item Client 2d], physiological
reactivity on exposure [data collection tool item Client 2e]), three symptoms from PTSD
Cluster 3 (efforts to avoid thoughts [data collection tool item Client 3a], efforts to avoid
activities [data collection tool item Client 3b], inability to recall important aspect [data
collection tool item Client 3c], markedly diminished interest [data collection tool item
Client 3d], feeling of detachment [data collection tool item Client 3e], restricted range of
affect [data collection tool item Client 3f], sense of a foreshortened future [data collection
tool item Client 3g]), two symptoms from PTSD Cluster 4 (difficulty with sleep [data
collection tool item Client 4a], irritability [data collection tool item Client 4b], difficulty
concentrating [data collection tool item Client 4c], hypervigilance [data collection tool
item Client 4d], exaggerated startle response [data-collection tool item Client 4e]), the
symptoms have lasted longer than one month (data-collection tool item Duration), and
the symptoms are causing the client clinically significant distress (data collection tool
item Distress). Frequency analysis for “greatest” PTSD indicates that 24 subjects (or

16.1% of the sample) met full PTSD diagnostic criteria as listed above.

51



“One-off” PTSD

In the process of data analysis, it was discovered that 12 subjects (or 8%) were
missing only one criterion (“one-off”) from full PTSD diagnostic criteria listed above.
The concept of "one-off" PTSD is consistent with Harvey and Bryant (1998). Of the 12
subjects who met the "one-off" standard, no subjects were missing the criterion of
Duration (sole criterion). Approximately 41% of subjects (5; n=12) were missing 1
criterion from PTSD Cluster 3 (need 3 in this cluster). Twenty-five percent of subjects
(3; n=12) were missing 1 criterion from PTSD Cluster 2 (need 1 in this cluster), 25% of
subjects (3; n=12) were missing 1 criterion from PTSD Cluster 4 (need 2 in this cluster),

and 8.3% of subjects (1; n=12) were missing the criterion of Distress (sole criterion).

“Other Combination” PTSD

Of the 83 subjects who met “least” PTSD criteria, additional frequency analysis
indicated that 56 subjects experienced at least one symptom from PTSD Cluster 2, 77
subjects experienced at least one symptom from PTSD Cluster 3, and 71 subjects
experienced at least one symptom from PTSD Cluster 4 (see Table 9).

In summary, the incidence of PTSD in the study sample is that there were 83
subjects who met "least" PTSD criteria, 24 subjects who met "greatest" PTSD criteria,

and 12 subjects who met "one-off" PTSD criteria.

Research Question 4

Research question 4 asks, “What is the relationship between childhood sexual

abuse and the demographic characteristics of gender, ethnicity, age, educational level,
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Table 9

Incidence of PTSD (n=149)

Categories n %
“Least” PTSD 83 55.7
“Greatest” PTSD 24 16.1
“One-off” PTSD 12 8.0

“Other Combination” PTSD

PTSD Cluster 2 56 37.6
PTSD Cluster 3 77 51.7
PTSD Cluster 4 71 47.7

and handedness?” Listed in Table 10 are the results of frequency analysis for subjects
who experienced childhood sexual abuse compared to demographic characteristics.
Listed in Table 11 are the results of chi-square analysis for subjects who experienced
childhood sexual abuse compared to demographic characteristics. The results of
frequency analysis indicate that more females (68 subjects out of 71 subjects)
experienced childhood sexual abuse than did males (3 subjects). Additionally, 55
subjects who experienced childhood sexual abuse were aged 18-34, and 58 subjects who
experienced childhood sexual abuse were right-handed. Twenty-eight subjects who
experienced childhood sexual abuse had at least a high-school education, and 43 subjects
who experienced childhood sexual abuse were Caucasian. The results of chi-square
analysis indicate that, among females, 50.4% experienced childhood sexual abuse

compared to only 21.4% among males. This difference is statistically significant
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Table 10

Frequency Relationship Between Demographic Variables and Subjects Who Experienced
Childhood Sexual Abuse (n=149)

Variable n %
Gender
Female 68 45.6
Male 3 2.0
Age Group
18-24 25 16.8
25-34 30 20.1
35-44 14 9.4
45-54 2 13
Handedness
Right 58 38.9
Left 11 74
Ambidextrous 1 0.7

Level of Education

High School/equivalent 28 18.8
Vocational/technical school 3 2.0
Some college 5 34
College graduate 0 0.0
Master’s degree 0 0.0
Other 1 0.7

54



Table 10—Continued.

Variable n %
Racial Group
Caucasian/white 43 28.9
African American 18 12.1
Indigenous/Aboriginal 1 0.7
Asian/Pacific Islander 1 0.7
Hispanic 5 34
Multiracial 2 13
Other 0 0.0

(p=0.039). Childhood sexual abuse was not significantly related to other demographic
characteristics such as ethnicity, age, educational level, and handedness.

In summary, the relationship between childhood sexual abuse and the
demographic characteristics of gender, ethnicity, age, educational level, and handedness
in the study sample is that a significantly larger proportion of females (50.4%) than males
(21.4%) had experienced childhood sexual abuse. These findings are consistent with
prior research regarding gender (U.S. Department of Health and Human Services, 2007).
Childhood sexual abuse was not significantly related to the other demographic

characteristics.

Research Question 5
Research question 5 asks, “What is the relationship between symptoms of PTSD,
childhood sexual abuse, and episodes of dissociative amnesia?"
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Table 11

Childhood Sexual Abuse and Selected Demographic Characteristics (n=149)

Abuse
Variables n No Yes X2 df p
Gender
Female 135 49.6 50.4 4.26* 1 0.039
Male 14 78.6 21.4
Ethnicity
White 91 52.7 47.3 0.34 1 0.558
Black 43 58.1 41.9
Age Group
18-24 53 52.8 47.2 4.61 3 0.202
25-34 53 43.4 56.6
35-44 34 58.8 41.2
45-54 9 77.8 22.2
Education
High School/Equivalent 59 52.5 47.5 0.28 1 0.599
Other 22 59.1 40.9
Handedness
Right 129 55.0 45.0 1.65 1 0.198
Left 18 38.9 61.1

Note. Totals for some characteristics may not equal sample size due to missing responses.
*
p<.05.
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Childhood Sexual Abuse and PTSD

Frequency analysis for PTSD indicates that of the individuals who met criteria for
“least” PTSD (n=83), 85.5% experienced childhood sexual abuse. Frequency analysis
also indicates that of the subjects who qualified for “greatest” PTSD (n=24), 100%
experienced childhood sexual abuse. Additional frequency analysis indicates that of the
subjects who met criteria for “one-off” PTSD (n=12), 91.7% experienced childhood
sexual abuse. Of particular interest from frequency analysis is that several symptoms of
PTSD were present in the majority of individuals who had experienced childhood sexual
abuse (see Table 12). Such symptoms include “recurrent and intrusive recollections”
(53.5%), “recurrent distressing dreams” (54.9%), “efforts to avoid thoughts” (85.9%),
“efforts to avoid activities” (70.4%), “feeling of detachment™ (64.8%), and “difficulty
with sleep” (62%).

To fully examine the relationships between childhood sexual abuse and PTSD
symptoms, hierarchical (sequential) logistic regression analysis was employed. First-
stage predictors were the ‘least’ PTSD symptoms while second-stage predictors were the
‘greatest” PTSD symptoms.

In Stage 1, a test of the full model versus a model with intercept only was
statistically significant, y2 (1, n=149) = 79.21, p<0.001. The model correctly classified
76.9% of those with no history of sexual abuse and 91.5% of those with history of sexual
abuse for an overall correct classification of 83.9%. In Stage 2, the full model against a
model with intercept only was statistically significant, y? (16, n=149) = 52.51, p<0.001.
The model correctly classified 93.6% of those with no history of sexual abuse and 87.3%

of those with history of sexual abuse for an overall correct classification of 90.6%.
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Table 12

PTSD Symptoms in Subjects Compared to Childhood Sexual Abuse (n=149)

Childhood Sexual Abuse

No Childhood Sexual Abuse

(n=71) (n=78)

PTSD Symptoms n % n %
Experienced traumatic event 65 915 18 23.1
Response involved intense fear 65 915 18 23.1
Recurrent and intrusive recollections 38 53.5 5 6.4
Recurrent distressing dreams 39 54.9 4 51
Acting or feeling as if traumatic event were 2 2.8 0 0.0
recurring
Intense psychological distress at exposure 24 33.8 3 38
Physiological reactivity on exposure 8 11.3 1 13
Efforts to avoid thoughts 61 85.9 12 154
Efforts to avoid activities 50 70.4 3 3.8
Inability to recall important aspect 9 12.7 1 13
Markedly diminished interest 3 4.2 0 0.0
Feeling of detachment 46 64.8 2 2.6
Restricted range of affect 2 2.8 0 0.0
Sense of a foreshortened future 0 0.0 0 0.0
Difficulty with sleep 44 62.0 12 154
Irritability 29 40.8 4 5.1
Difficulty concentrating 34 47.8 4 51
Hypervigilance 15 211 2 2.6
Exaggerated startle response 4 5.6 1 13
Lasted more than 1 month 60 100.0* 19 24 4%*
Causes clinically significant distress 37 60.7 7 9.0%**

*11 data collection tools were missing a response to this item.
** 59 data collection tools were missing a response to this item.
***58 data collection tools were missing a response to this item.
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Regression coefficients, Wald statistics, p value, and Odds-Ratio results of the logistic
regression analysis are shown in Table 13.

In Stage 1, the model explained about 55% (Negelkerke R?=0.55) of the variance
in sexual abuse. However, the only significant predictor of childhood sexual abuse was
whether or not the subject experienced traumatic event(s). With a negative regression
coefficient (-3.59), the inverted Odds-Ratio (OR=0.03) indicates that subjects who
experienced traumatic events were approximately 33 times more likely to have been
sexually abused.

In Stage 2, the model explained about 78% (Negelkerke R?=0.783) of the variance
in childhood sexual abuse. Significant predictors are efforts to avoid activities (p=0.007),
feeling of detachment (p=0.028), and irritability (p=0.023). With a negative regression
coefficient (-2.85), an inverted Odds-Ratio (OR=0.058) for ‘efforts to avoid activities’
suggests that subjects who avoid activities, places, or people that arouse recollection of
the trauma are about 17 times more likely to have been sexually abused. Similarly, an
inverted Odds-Ratio (OR=0.049) for ‘feeling of detachment” shows that subjects who feel
detached or estranged from others are about 20 times more likely to have been sexually
abused. Finally, an inverted Odds-Ratio (OR=0.128) for ‘irritability’ indicates that
subjects who are irritable and/or burst into anger are approximately eight times more
likely to have been sexually abused.

Thus, taken together, it appears that subjects who were sexually abused are more
likely (a) to have experienced traumatic events, and that they are more likely (b) to avoid

activities, places, or people that remind them of these traumatic events, (c) to feel
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Table 13

Results of Hierarchical Logistic Regression of PTSD Symptoms in Individuals Who Have
Experienced Childhood Sexual Abuse (n=71)

“Least” PTSD “Greatest” PTSD

PTSD Symptoms b Wald p OR b Wald p OR

Stage 1
Experienced traumatic -3.5687***  50.59 0.000 0.03
event
Nagelkerke R? 0.55
Chi-Square 79.21
df 1
p .000

Stage 2
Experienced traumatic -1.06 1.07 0.30 0.35
event
Recurrent and intrusive 0.81 0.59 0.44 2.24
recollections
Recurrent distressing -0.29 0.07 080 0.75
dreams
Acting or feeling as if -16.63 0.00 1.00 .00
traumatic event were
recurring
Intense psychological 1.11 0.51 0.48 3.05
distress at exposure
Physiological reactivity 1.39 039 054 401
on exposure
Efforts to avoid thoughts -0.64 035 056 053
Efforts to avoid activities -2.85* 7.33 0.01 0.06
Inability to recall -0.40 0.03 0.86 0.67

important aspect
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Table 13—Continued.

“Least” PTSD “Greatest” PTSD
PTSD Symptoms b Wald p OR b Wald p OR
Markedly diminished -15.06 0.00 1 .00
interest
Feeling of detachment -3.02* 4.81 0.03 0.05

Restricted range of affect 12.20 0.00 1.00 .00

Difficulty with sleep -0.51 045 050 0.60
Irritability -2.06* 518 0.02 0.3
Difficulty concentrating -0.97 0.91 0.34 0.38
Hypervigilance 1.26 0.36 0.55 3.52
Exaggerated startle -1.54 0.36 0.55 0.21
response

Negelkerke R2 0.78

Chi-Square 52.51

df 16

p .000

*p<.05. **p<.01, ***p<.001.

detached or estranged from other people, and (d) exhibit irritability and/or outbursts of

anger.

Dissociative Amensia and PTSD

With regard to episodes of dissociative amnesia, frequency analysis for PTSD and
dissociative amnesia indicates that of the 83 individuals who met the criteria for “least”
PTSD, 19 (22.9%) experienced episodes of dissociative amnesia. Frequency analysis
also indicates that of the 24 individuals who met criteria for “greatest” PTSD, six (25%)

experienced episodes of dissociative amnesia. Additional frequency analysis for “one-

61



off” PTSD indicates that 4 out of 12 (33.3%) individuals experienced episodes of
dissociative amnesia. It should be noted that several symptoms of PTSD were present in
the majority of individuals who experienced dissociative amnesia (see Table 14). Such

99 <6

symptoms include “efforts to avoid thoughts,” “efforts to avoid activities,” “feeling of
detachment,” “difficulty with sleep,” and “difficulty concentrating."

To fully examine the relationships between episodes of dissociative amnesia and
PTSD symptoms, hierarchical (sequential) logistic regression analysis was employed.
First-stage predictors were the ‘least” PTSD symptoms while second-stage predictors
were the ‘greatest’ PTSD symptoms.

In Stage 1, a test of the full model versus a model with intercept only was
statistically significant, y2 (1, n=149) = 13.96, p<0.001. The model correctly classified
100% of those with no history of episodes of dissociative amnesia and 0% of those with
history of episodes of dissociative amnesia for an overall correct classification of 85.9%.
In Stage 2, the full model against a model with intercept only was statistically significant,
x? (16, n=149) = 35.48, p<0.01. The model correctly classified 96.1% of those with no
history of episodes of dissociative amnesia and 47.6% of those with history of episodes
of dissociative amnesia for an overall correct classification of 89.3%. Regression
coefficients, Wald statistics, p value, and Odds-Ratio results of the logistic regression
analysis are shown in Table 15.

In Stage 1, the model explained about 16% (Negelkerke R2=0.16) of the variance
in episodes of dissociative amnesia. However, the only significant predictor of episodes
of dissociative amnesia was whether or not the subject experienced traumatic event(s).

With a negative regression coefficient (-2.25), the inverted Odds-Ratio (OR=0.11)
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Table 14

PTSD Symptoms in Subjects Compared to Dissociative Amnesia (n=149)

Dissociative Amnesia No Dissociative Amnesia

(n=21) (n=128)

PTSD Symptoms n % n %
Experienced traumatic event 19 90.5 64 50.0
Response involved intense fear 19 90.5 64 50.0
Recurrent and intrusive recollections 9 42.9 34 26.6
Recurrent distressing dreams 7 33.3 36 28.1
Acting or fe_eling as if traumatic event 2 9.5 0 0.0
were recurring
Intense psychological distress at exposure 6 28.6 21 16.4
Physiological reactivity on exposure 2 9.5 7 55
Efforts to avoid thoughts 16 76.2 57 44.5
Efforts to avoid activities 15 71.4 38 30.0
Inability to recall important aspect 1 4.8 9 7.0
Markedly diminished interest 1 4.8 2 1.6
Feeling of detachment 12 57.1 36 28.1
Restricted range of affect 2 95 0 0.0
Sense of a foreshortened future 0 0.0 0 0.0
Difficulty with sleep 11 52.4 45 35.2
Irritability 9 42.9 24 18.8
Difficulty concentrating 11 52.4 27 21.1
Hypervigilance 3 14.3 14 10.9
Exaggerated startle response 2 95 3 2.3
Lasted more than 1 month 17 81.0 62 48.4
Causes clinically significant distress 13 61.9 31 24.2
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indicates that subjects who experienced traumatic events were approximately nine times
more likely to have experienced episodes of dissociative amnesia.

In Stage 2, the model explained about 51% (Negelkerke R?=0.507) of the variance
in experienced episodes of dissociative amnesia. Significant predictors are experienced
traumatic event (p=0.037), recurrent distressing dreams (p=0.025), irritability (p=0.023),
and difficulty concentrating (p=0.037). With a negative regression coefficient (-2.42), an
inverted Odds-Ratio (OR=0.09) for ‘experienced traumatic event’ suggests that subjects
who have experienced a traumatic event are about 11 times more likely to have
experienced episodes of dissociative amnesia. Similarly, an Odds-Ratio (OR=19.04) for
‘recurrent distressing dreams’ shows that subjects who experience dreams that recur and
are distressing are about 19 times more likely to have experienced episodes of
dissociative amnesia. Additionally, an inverted Odds-Ratio (OR=0.14) for ‘irritability’
shows that subjects who are irritable and/or burst into anger are approximately seven
times more likely to have experienced episodes of dissociative amnesia. Finally, an
inverted Odds-Ratio (OR=0.12) for ‘difficulty concentrating’ indicates that subjects who
have difficulty concentrating are approximately eight times more likely to have
experienced episodes of dissociative amnesia. Thus, taken together, it appears that
subjects who have experienced episodes of dissociative amnesia are more likely (a) to
have experienced traumatic events, and that they are more likely (b) to experience
recurrent distressing dreams, (c) to exhibit irritability and/or outbursts of anger, and (d)

have difficulty concentrating.

Childhood Sexual Abuse and Dissociative Amnesia

The relationship between childhood sexual abuse and dissociative amnesia is
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Table 15

Results of Hierarchical Logistic Regression of PTSD Symptoms in Individuals Who Have
Experienced Episodes of Dissociative Amnesia (n=19)

“Least” PTSD “Greatest” PTSD

PTSD Symptoms b Wald p OR b Wald p OR

Stage 1
Experienced traumatic -2.25** 8.68 0.003 0.11
event
Nagelkerke R2 0.16
Chi-Square 13.96
df 1
p .000

Stage 2
Experienced traumatic -2.42* 433 0.04 0.09
event
Recurrent and intrusive 1.38 1.69 0.19 3.96
recollections
Recurrent distressing 2.95* 5.00 0.03 19.04
dreams
Acting or feeling as if -21.32 0.00 1.00 0.00
traumatic event were
recurring
Intense psychological -1.06 0.73 0.39 0.35
distress at exposure
Physiological reactivity on 1.46 0.94 0.33 4.29
exposure
Efforts to avoid thoughts 0.71 047  0.49 2.03
Efforts to avoid activities -1.39 2.30 0.13 0.25
Inability to recall important 2.42 3.13 0.08 11.24
aspect
Markedly diminished 21.08 0.00 1.00 1.43
interest
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Table 15—Continued.

“Least” PTSD “Greatest” PTSD
PTSD Symptoms b Wald p OR b Wald p OR
Feeling of detachment -1.27 2.03 0.16 0.28
Restricted range of affect -24.06 0.00 1.00 0.00
Difficulty with sleep 1.05 2.00 0.16 2.87
Irritability -1.97* 519 0.02 0.14
Difficulty concentrating -2.09* 4.37 0.04 0.12
Hypervigilance 1.90 1.73 0.19 6.66
Exaggerated startle -3.37 2.63 0.11 0.03
response
Negelkerke R2 0.51
Chi-Square 35.48
df 16
p .003

*p<.05. **p<.01. ***p<.001.

shown in Table 16. No subjects who were not sexually abused experienced dissociative

amnesia. However, 21 of the 71 subjects who were sexually abused were also diagnosed

with dissociative amnesia. This relationship between childhood sexual abuse and

dissociative amnesia is statistically significant (x*=26.86, df=1, p<0.001, Cramer's

V=0.43). The magnitude of this relationship is moderate at 0.43.

The table also indicates that all 21 subjects who were diagnosed with dissociative

amnesia were sexually abused. Additionally, of those 21 subjects, 6 (28.6%) met

“greatest” PTSD criteria; 19 (90.5%) met “least” PTSD criteria. In other words, 90.5%
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Table 16

Relationship Between Childhood Sexual Abuse and Dissociative Amnesia (n=149)

Dissociative Amnesia

Group No Yes pa p Vv
No 78 0
(100.0) (0.0
Sexual Abuse 26.9 0 0.4
Yes 50 21

(70.4)  (29.6)

Note. df=1.

of the subjects who experienced dissociative amnesia and childhood sexual abuse also
experienced “least” PTSD symptoms (see Table 17).

In summary, the relationship between symptoms of PTSD, childhood sexual
abuse, and episodes of dissociative amnesia is that childhood sexual abuse and
dissociative amnesia are moderately correlated at 0.43. Additionally, 78% of the
variation in childhood sexual abuse can be explained by variation in PTSD symptoms.
Subjects who experienced childhood sexual abuse were (a) more likely to have
experienced traumatic events, (b) more likely to avoid activities, places, or people that
remind them of these traumatic events, (c) more likely to feel detached or estranged from
other people, and (d) more likely to exhibit irritability and/or outbursts of anger.
Approximately 51% of the variation in dissociative amnesia can be explained by
variation in PTSD symptoms. Subjects who have experienced episodes of dissociative
amnesia are (a) more likely to have experienced traumatic events, (b) more likely to
experience recurrent distressing dreams, (c) more likely to exhibit irritability and/or

outbursts of anger, and (d) more likely to have difficulty concentrating.
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Table 17

PTSD Symptoms Related to Childhood Sexual Abuse for Subjects Who
Experienced Episodes of Dissociative Amnesia (n=21)

PTSD Symptoms n %
Experienced traumatic event 19 90.5
Response involved intense fear 19 90.5
Recurrent and intrusive recollections 9 42.9
Recurrent distressing dreams 7 33.3
Acting or feeling as if traumatic event were recurring 2 9.5
Intense psychological distress at exposure 6 28.6
Physiological reactivity on exposure 2 9.5
Efforts to avoid thoughts 16 76.2
Efforts to avoid activities 15 714
Inability to recall important aspect 1 4.8
Markedly diminished interest 1 4.8
Feeling of detachment 12 57.1
Restricted range of affect 2 9.5
Sense of a foreshortened future 0 0.0
Difficulty with sleep 11 52.4
Irritability 9 42.9
Difficulty concentrating 11 52.4
Hypervigilance 3 14.3
Exaggerated startle response 2 9.5
Lasted more than 1 month 17 81.0
Causes clinically significant distress 13 61.9
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Summary of Major Findings

This chapter has discussed the results of the data analyses with regard to the major
research questions. Subjects in this study were predominantly: female (90.6%), aged 18-
44, Caucasian, and right-handed. Approximately 40% of the subjects reported a high-
school diploma or equivalent level of education. The incidence of childhood sexual
abuse among subjects was 47.7%. The incidence of episodes of dissociative amnesia
among subjects was 14.1%. The incidence of PTSD symptoms among subjects was 56%
for “least” PTSD, and 16.1% for “greatest” PTSD. Eight percent of subjects were
missing only one criterion for a full PTSD diagnosis. A significantly larger proportion of
females (50.4%) than males (21.4%) in the study sample experienced childhood sexual
abuse.

With regard to the relationship between symptoms of PTSD, childhood sexual
abuse, and episodes of dissociative amnesia, childhood sexual abuse and dissociative
amnesia are moderately correlated at 0.43. There are certain PTSD symptoms that
predict childhood sexual abuse. Of the subjects who met criteria for “least” PTSD,
85.5% had experienced childhood sexual abuse. Of the subjects who met criteria for
“greatest” PTSD, 100% experienced childhood sexual abuse. Of the subjects who met
criteria for “one-off” PTSD, 91.7% experienced childhood sexual abuse. Subjects who
were sexually abused are more likely to have experienced traumatic events, more likely
to avoid activities, places, or people that remind them of these traumatic events, more
likely to feel detached or estranged from other people, and more likely to exhibit

irritability and/or outbursts of anger.

69



Additionally, certain PTSD symptoms predict dissociative amnesia. Of the
subjects who met criteria for “least” PTSD, 22.9% had experienced episodes of
dissociative amnesia. Of the subjects who met criteria for “greatest” PTSD, 25% had
experienced episodes of dissociative amnesia. Of the subjects who met criteria for “one-
off” PTSD, 33.3% had experienced episodes of dissociative amnesia. Subjects who
experienced episodes of dissociative amnesia are more likely to have experienced
traumatic events, more likely to experience recurrent distressing dreams, more likely to
exhibit irritability and/or outbursts of anger, and more likely to have difficulty

concentrating.
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CHAPTER FIVE

SUMMARY, DISCUSSION, RECOMMENDATIONS,

AND CONCLUSIONS

Summary
Purpose
This study used secondary data to examine the relationship between childhood
sexual abuse, symptomology of post-traumatic stress disorder, episodes of dissociative

amnesia, and selected demographic characteristics.

Research Questions

The core questions of this study were:

1. What is the incidence of childhood sexual abuse in the study sample?

2. What is the incidence of episodes of dissociative amnesia in the study sample?

3. What is the incidence of PTSD symptoms in the study sample?

4. What is the relationship between childhood sexual abuse and the demographic
characteristics of gender, ethnicity, age, educational level, and handedness?

5. What is the relationship between childhood sexual abuse, symptoms of PTSD,
and episodes of dissociative amnesia?

In this study, childhood sexual abuse was defined as whether an individual had
experienced such abuse by either disclosing that experience or a history of childhood

sexual abuse was previously documented by Child Protective Services. Additionally, an

71



individual may have a history of abuse, but not disclose any abuse during the clinical
interview (Linehan, 1993; Walker, 1994). This lack of disclosure may signify that the
individual is experiencing some level of amnesia surrounding the event (Briere, 1989;
Horowitz, 1986; Linehan, 1993; Tomb, 1994; Walker, 1994). As such, data regarding an
individual's disclosure of sexual abuse was compared with whether the individual had a
documented history of sexual abuse. This comparison was included in the category of
“dissociative amnesia,” as all subjects in the study who experienced episodes of
dissociative amnesia also experienced childhood sexual abuse due to the above

classification.

Literature Review

Unreported childhood sexual abuse is a hindering factor to client progress in
therapy (Briere, 1989; Linehan, 1993; Walker, 1994). Childhood sexual abuse is
pervasive, and is one of the most intimate crimes against a person (Briere, 1989; Burgess,
1995; Kezelman, 2011; Linehan, 1993; Walker, 1994). My prior work experience with
Child Protective Services provided information that abuse often occurs in generational
cycles. Without acknowledgment of past abuse, there is little hope of complete recovery,
and thus a risk of abuse continues to exist for the children of the victim (Bethany
Christian Services, 2003; Briere, 1989; Burgess, 1995; Linehan, 1993; Walker, 1994).
Through recovery, it is hoped that the generational cycle of abuse can be broken, creating
a safer home environment for children.

It is estimated that in the general population there is a 2 to 6% likelihood of the
presence of dissociative amnesia (Mulder et al., 1998; Sar et al., 2007; Seedat et al.,

2003). Dissociative amnesia is more commonly reported in women (Putnam et al., 1996;
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Saxe et al., 1993; Widom & Morris, 1997). “Dissociative amnesia most commonly
presents as a retrospectively reported gap or series of gaps in recall for aspects of the
individual’s life history. These gaps are usually related to traumatic or extremely
stressful events” (American Psychiatric Association, 2000, p. 520). Researchers have
also found that individuals who experience dissociative amnesia have also experienced
childhood sexual abuse (Coons, 1994; Goff et al., 1991; Hopper, 2006; Modestin et al.,
1996; Saxe et al., 1993). In fact, Linehan (1993) emphasizes that there is typically an
absence of memory for individuals who have been severely traumatized. In cases of
childhood sexual abuse, researchers have propounded the idea of dissociation as a
protective defense (Middleton, 2004). “Children who are severely physically, sexually,
and psychologically abused in early childhood . . . are at high risk to develop a.. . .
dissociative disorder” (Walker, 1994, p. 100). Additionally, when an individual is unable
to recall a period of time, that time period is most often the time period of the trauma
(Degun-Mather, 2002). “Every known study [on dissociative amnesia] has found
amnesia for childhood sexual abuse in at least a portion of the sampled individuals”
(Scheflin & Brown, 1996, pp. 178-179). Horowitz (1986) points out that in the denial
phase of the traumatic event, complete or partial amnesia is often a component.

Difficulty in the search for meaning related to a traumatic event may be a precursor to the
prevalence of episodes of dissociative amnesia for trauma victims. When circumstances
no longer make sense, a person has an increased risk of withdrawing from the situation (a
dissociative episode) in order to attempt to control the effects of the traumatic event. The

ultimate method of withdrawal is dissociative amnesia, in that the person can create an
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entirely new identity, apart from the one who experienced the traumatic event (Tomb,
1994; Walker, 1994).

PTSD results from an individual’s experience of a traumatic event and the lack of
the individual’s ability to appropriately synthesize that information. The key component
for the initiation of PTSD assessment is whether or not an individual experienced a
traumatic event that caused the individual to experience intense feelings of fear,
helplessness, or horror (American Psychiatric Association, 2000). Additionally, Burgess
(1995) indicates that dissociative amnesia may actually be a significant first indicator of
PTSD. PTSD is the disorder most frequently either misdiagnosed or missed completely
by professionals (Schonfeld et al., 1997). It is estimated that between 12 to 39% of
individuals in medical primary care settings meet the criteria for PTSD (Samson et al.,
1999; Stein et al., 2000). Inconsistent criterion identification of symptoms of PTSD is
consistent with the literature on the relationship of childhood sexual abuse and PTSD
(Bremner et al., 1995; Elliott & Briere, 1995). Van der Kolk (1994) reported that
“[PTSD], by definition, is accompanied by memory disturbances consisting of both
hypermnesias [inability to forget] and amnesias” (p. 253).

Identifying the possibility of a significant relationship between childhood sexual
abuse, symptoms of PTSD, and episodes of dissociative amnesia is both relevant and
useful in the therapeutic setting (Kezelman, 2011). Therapists frequently offer
inappropriate therapeutic interventions based upon inaccurate and incomplete client
information (Hanson et al., 2002; Kezelman, 2011). It is common practice for therapists
to gather historical data from clients and determine diagnoses based upon that

information (Cooper et al., 2007). Unless a therapist is providing assessment for
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documentation purposes (such as for court or a paid evaluation), therapists typically do
not use standardized instruments to assess client symptomology. Identifying indicative
factors for a history of childhood sexual abuse and including them in a standardized
therapeutic assessment will assist therapists by alerting them to this possibility at the
beginning of the therapeutic relationship as opposed to several months into therapy. Ko
et al. (2008) state that “effective trauma screening and assessment protocols are needed at
every level” (p. 398). In addition, Taylor et al. (2006) emphasize that service providers
in child welfare systems need to have expertise in trauma treatment services that are
research-based. As recently as 2011, Kezelman stated that “few service systems or
workers have the insight and awareness needed to appropriately acknowledge and
support [a] survivor's fundamental needs” (para. 4). Kezelman (2011) also emphasized
that “frequently the possibility of underlying trauma is not on a health professional's radar
at all or if known about, is not viewed as pivotal. Agencies should routinely consider the
possibility of trauma even when it hasn't been disclosed” (para. 15). A history of trauma
is important in determining type and length of treatment (Briere, 1989; Burgess, 1995;
Chu, 2011; Lanktree & Briere, 2011; Linehan, 1993; Walker, 1994). Conducting
research into ways to help mental health providers assess and identify a client's trauma
history early on in treatment is a best-practice method which is currently highlighted as a
need by the trauma-informed care agencies and literature (Kezelman, 2011; Ko et al.,
2008; SAMHSA, 2012, 2013).

This study used secondary data to examine the relationship between childhood
sexual abuse, symptomology of post-traumatic stress disorder, episodes of dissociative

amnesia, and selected demographic characteristics. Based on literature review and
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secondary data available, it was predicted that childhood sexual abuse would be

significantly related to symptomology of PTSD and episodes of dissociative amnesia.

Methods

For more than 25 years Bethany Christian Services has provided home-based
counseling services through the Early Impact program under continuously renewed
contracts with Child Protective Services. Referrals are received from Child Protective
Services for children who have been found to have been abused and/or neglected, and
Master’s-level therapists provide weekly counseling, parental education and support,
clinical intervention, and case management services that specifically address family
problems and issues that put children at risk for future or continued instances of child
abuse and/or neglect. Of the family services provided, 30% of the cases require court
involvement and 60% of families struggle with a substance abuse problem (Bethany
Christian Services, 2003). Counseling services are provided once per week, for an
average of 4 to 6 months, and are intended to prevent the removal of children from their
homes by strengthening families and reducing the ongoing risk of child endangerment.
The long-term goal of the program is to reduce the risk that abuse or neglect will continue
to occur, by breaking the generational cycle of child abuse and neglect (Bethany
Christian Services, 2003).

Data for this study were collected from pre-existing client data already maintained
in agency files out of an annual subject pool of 350. A total of 149 data-collection tools
were returned (43% response rate). Therapists provided anonymous information via a
data-collection tool which compiled brief client demographics, episodes of dissociative

amnesia, symptomology indicative of PTSD, reported childhood sexual abuse, and a
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data-specifier available on the client’s risk assessment form previously completed by
Child Protective Services. The data-collection tool is a researcher-designed checklist that
recorded general demographic information, episodes of dissociation and/or amnesia,
symptoms of post-traumatic stress disorder as listed by the DSM-IV-TR, a data-specifier
from the client’s risk-assessment form previously completed by Child Protective
Services, and a “yes or no” response on whether the client previously disclosed childhood
sexual abuse during the therapist’s clinical interview. The usability of the data-collection
tool was assessed with practicing Master’s-level Child Protective Services therapists.

Therapists affiliated with Bethany Christian Services’ Early Impact Program were
requested to participate in the study via research letter. Demographic information for
subjects was gathered, but in no way to identify a specific individual. Participation in the
research project was entirely voluntary. Therapists did not identify themselves when
completing data-collection tools, thus providing additional protection for both participant
and therapist confidentiality. There was no reimbursement for therapist participation.
Data collection occurred between May 2007, and October 2007, and data were gathered
from cases that were initiated with Bethany Christian Services for the 12-month period
prior to May 2007. Data were analyzed using frequency distribution, Chi-Square

analysis, and binary logistic regression.

Results
Sample Representativeness
At the time of the study, Bethany’s Early Impact Program was serving
approximately 350 families per year. Of those families, 35-40% represent families of

minority color and culture, 60% demonstrate difficulties related to substance abuse, 30%
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are challenged by undiagnosed or untreated mental health issues, 45% struggle with
physical and mental health challenges, and up to 60% of adults report child abuse and/or
neglect within their own childhood histories (Bethany Christian Services, 2003). A
convenience sample for this study was utilized, which included 350 individual adults, all
of whom were referred for therapeutic intervention through the State of Michigan’s Kent
County Child Protective Services. A convenience sample was utilized due to the
availability and likelihood of relevant data for this study. Since the referred individuals
were referred to Bethany Christian Services on a mandatory basis, 350 was the entire
referral population for the year and thus representative of the general population of active
Child Protective Services families in Kent County, Michigan. Given the generational
cycle of child abuse (Bethany Christian Services, 2003), it was highly likely that the
convenience sample would contain individuals with prior childhood sexual abuse history.
According to Ko et al. (2008), “perhaps no other child-serving system encounters a

higher percentage . . . with a trauma history than the child welfare system” (p. 397).

Summary of Results

Subjects in this study were predominantly female (90.6%), right-handed (87%),
aged between 18-34 (71.2%), and Caucasian (61.1%). Approximately 40% of subjects
reported their highest level of education as “high school or equivalent.” The incidence of
childhood sexual abuse among subjects was 47.7%. A significantly larger proportion of
females (50.4%) than males (21.4%) had experienced childhood sexual abuse (see Table
18). However, according to the data, the only area of significance indicated was that it is

more likely individuals who have experienced childhood sexual abuse will be female.
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Research findings are consistent with prior research with regard to gender (U.S.
Department of Health and Human Services, 2007).

The incidence of PTSD among subjects was 55.7% for “least” PTSD, and 16.1%
for “greatest” PTSD. Eight percent of subjects were missing only one criterion for a full
PTSD diagnosis ("one-off" PTSD) (see Table 19).

The incidence of episodes of dissociative amnesia among subjects was 14.1% (see
Table 20), with one individual reporting specific amnestic events and 20 individuals
possessing a Child Protective Services history of abuse.

With regard to the relationship between childhood sexual abuse, symptoms of
PTSD, and episodes of dissociative amnesia, childhood sexual abuse and dissociative
amnesia are moderately correlated at 0.43. Additionally, 78% of the variation in
childhood sexual abuse can be explained by variation in PTSD symptoms. Also,
approximately 51% of the variation in dissociative amnesia can be explained by variation
in PTSD symptoms. There are certain PTSD symptoms that predict childhood sexual
abuse including avoiding activities, places, or people that remind them of traumatic
events, feeling detached or estranged from other people, and exhibiting irritability and/or
outbursts of anger. There are also certain PTSD symptoms that predict dissociative
amnesia including the experience of recurrent distressing dreams, exhibiting irritability

and/or outbursts of anger, and difficulty concentrating.
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Table 18

Childhood Sexual Abuse and Selected Demographic Characteristics (n=149)

Abuse
Variables n No Yes X2 df p
Gender
Female 135 49.6 50.4 4.26* 1 0.039
Male 14 78.6 21.4
Ethnicity
White 91 52.7 47.3 0.34 1 0.558
Black 43 58.1 41.9
Age Group
18-24 53 52.8 47.2 4.61 3 0.202
25-34 53 43.4 56.6
35-44 34 58.8 41.2
45-54 9 77.8 22.2
Education
High School/Equivalent 59 52.5 47.5 0.28 1 0.599
Other 22 59.1 40.9
Handedness
Right 129 55.0 45.0 1.65 1 0.198
Left 18 38.9 61.1

Note. Totals for some characteristics may not equal sample size due to missing responses.
*
p<.05.
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Discussion
History of Childhood Sexual Abuse

Out of a sample group of 149, 71 subjects (47.7%) reported (or were documented
to have) a history of childhood sexual abuse. This was determined by either a self-report
of childhood sexual abuse or Child Protective Services records that indicated a history of
childhood sexual abuse. Additionally, a significantly larger proportion of females
(50.4%) than males (21.4%) had experienced childhood sexual abuse. Such numbers are
reinforced through research conducted by the U.S. Department of Health and Human
Services (2007), as out of an estimated 794,000 U.S. children who were determined to be
victims of abuse or neglect, 7.6% children experienced childhood sexual abuse, of whom

51.5% were girls and 48.2% were boys.

Symptomology of PTSD

With regard to the incidence of symptomology PTSD in the study sample, out of a
sample group of 149, 24 subjects (16.1%) endorsed enough criteria to qualify for a full
diagnosis of PTSD according to the DSM-IV-TR. Twelve subjects (8.1%) were missing
only one criterion for a full PTSD diagnosis (“one-off” PTSD). As discussed in Chapter
4, the data sets for PTSD were expanded in order to measure PTSD on a continuum from
“least” to “greatest” (“greatest” being full DSM-1V-TR PTSD diagnosis). Once the data
sets were expanded, 83 subjects (55.7%) qualified for “least” PTSD diagnosis. It is
important to note that simply because criteria were not endorsed for PTSD does not mean
the individual would not qualify for a diagnosis of PTSD. The intake assessment
currently in use by Bethany Christian Services' therapists does not specifically ask for

symptomology of PTSD, nor did the subjects or therapists complete a standardized
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Table 19

Incidence of PTSD (n=149)

Categories n %
“Least” PTSD 83 55.7
“Greatest” PTSD 24 16.1
“One-off” PTSD 12 8.0

“Other Combination” PTSD

PTSD Cluster 2 56 37.6
PTSD Cluster 3 77 51.7
PTSD Cluster 4 71 47.7

PTSD-specific measurement scale. Thus, if symptoms of PTSD were endorsed in the
data-collection tool, either the client disclosed symptoms of PTSD unsolicited, or the
therapist was familiar enough with PTSD to determine that the client was disclosing
symptoms of PTSD. It is additionally important to note that one of the criteria for
“greatest” PTSD diagnosis is a positive response to the question, “Does the above cause
clinically significant distress or impairment in social, occupational, or other important
areas of functioning?” This question may not be positively endorsed by clients if the

PTSD symptoms are by history as opposed to currently being experienced.

Episodes of Dissociative Amnesia
Only one subject out of the sample group of 149 reported specific episodes of

dissociative amnesia. In order to have increased data available for analysis and to
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Table 20

Frequency of Episodes of Dissociative Amnesia (n=149)

Variable n %
No episodes of dissociative amnesia 128 85.90
Episodes of dissociative amnesia 21 14.10

Episodes of dissociative amnesia
Reported specific amnestic events 1 0.01

Child Protective Service history/no disclosure 20 13.40

incorporate any outliers, the data sets for the variable of dissociative amnesia were
expanded to include those subjects who answered “yes” to data-collection tool item
Client 3¢ (“inability to recall an important aspect of the trauma”) and who also had a
Child Protective Services documented history of childhood sexual abuse but who did not
disclose childhood sexual abuse during the intake assessment. This expanded data set
yielded one additional subject. Again, in order to have increased data available for
analysis and to incorporate any outliers, the data sets were further expanded to also
include subjects who had a Child Protective Services documented history of childhood
sexual abuse and who did not disclose childhood sexual abuse during the intake
assessment. This yielded an additional 19 subjects, for a total of 21 subjects or 14.1% of
the sample. These numbers are consistent with other research findings (Hopper, 2006).
Additionally, Williams (1994) reported that in 68% of cases, individuals with

documented histories of childhood sexual abuse did not report the abuse. “The closer the
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relationship to the perpetrator and the younger the child at the time, the greater the
likelihood an incident was (apparently) not remembered” (Hopper, 2006, p. 17). Widom
and Shepard (1996) reported “substantial underreporting by . . . abused respondents” (p.
412). In other words, “approximately 40% of individuals with documented histories of
.. . abuse did not report” (Widom & Shepard, 1996, p. 419). “Every known study [on
dissociative amnesia] has found amnesia for childhood sexual abuse in at least a portion
of the sampled individuals” (Scheflin & Brown, 1996, pp. 178-179).

With regard to possible interpretation regarding why only one subject reported
specific episodes of dissociative amnesia, it is important to remember that the intake
assessment completed by the therapist does not ask specific questions designed to elicit
responses regarding episodes of dissociative amnesia. For the purposes of the data-
collection tool, the therapist only recorded episodes of dissociative amnesia if the subject
disclosed such information unsolicited. The initial data set expansion to include data-
collection tool item Client 3c was purposeful in that Client 3c is the component of PTSD
that inquires about whether the subject has an inability to recall an important aspect of the
trauma (i.e., amnesia). It is important to note, however, that the single subject reporting
specific episodes of dissociative amnesia did not endorse data point Client 3c, but did
endorse both a Child Protective Services history of childhood sexual abuse and did not
disclose childhood sexual abuse during the intake assessment, consistent with Williams
(1994) and Widom and Shepard (1996). Because of this, the data set for dissociative
amnesia was further expanded to include the final two data points of Child Protective
Services history of childhood sexual abuse and no disclosure of childhood sexual abuse

during the intake assessment.
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Childhood Sexual Abuse and Comparison With Symptomology of
PTSD and Episodes of Dissociative Amnesia

With regard to the relationship between childhood sexual abuse and symptoms of
PTSD in the study sample, out of a sample group of 149, 83 subjects (55.7%) endorsed
criteria for a “least” diagnosis of PTSD. Of those 83 subjects, 85.5% experienced
childhood sexual abuse. Of the 24 subjects (16.1%) who qualified for a “greatest”
diagnosis of PTSD, 100% experienced childhood sexual abuse. Of the 12 subjects
(8.1%) who qualified for a “one-off” diagnosis of PTSD, 91.7% experienced childhood
sexual abuse. Frequency analysis indicated that several symptoms of PTSD were present
in the majority of subjects who had experienced childhood sexual abuse. Those
symptoms include “recurrent and intrusive recollections” (53.5%), “recurrent distressing
dreams” (54.9%), “efforts to avoid thoughts” (85.9%), “efforts to avoid activities”
(70.4%), “feeling of detachment” (64.8%), and “difficulty with sleep” (62%). Regression
analysis indicated that subjects who were sexually abused are more likely to have
experienced traumatic events; they are also more likely to avoid activities, places, or
people that remind them of these traumatic events, they are more likely to feel detached
or estranged from other people, and they are more likely to exhibit irritability and/or
outbursts of anger. Thus, the data suggest a prediction can be made that if an individual
has experienced childhood sexual abuse, that individual will also meet criteria for a
diagnosis of “least” PTSD, as well as will also experience one or more symptoms of
PTSD including “efforts to avoid activities" (p<.01), “feeling of detachment” (p<.05),
and “irritability” (p<.05). These symptoms of PTSD are consistent with the literature on
the relationship of childhood sexual abuse and symptoms of PTSD (Bremner et al., 1995;

Elliott & Briere, 1995). In addition, two of the symptoms (PTSD Criteria 3b and 3e) are
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consistent with the findings of the National Research Council (2008) which highlighted a
primary care PTSD screen (PC-PTSD) consisting of an introductory statement (PTSD
Criteria 1 a/b) and four questions (PTSD Criteria 2b, 3 a/b, 4 d/e, and 3e) (Prins et al.,
2003). The results are also supported by recent research, which has determined that the
likelihood of PTSD can be indicated by sole endorsement of Criterion 1a that asks the
question, “Has the individual experienced a traumatic event?” (National Research
Council, 2008). Additionally, the National Research Council (2008) found that the
endorsement of the symptom of “irritability” (Criterion 4b) was a positive indicator of the
presence of PTSD.

With regard to the relationship between symptoms of PTSD and reported episodes
of dissociative amnesia in the study sample, out of a sample group of 149, of the 83
subjects who qualified for “least” PTSD, 19 subjects (22.9%) experienced episodes of
dissociative amnesia. Of the 24 subjects who qualified for “greatest” PTSD, six subjects
(25%) experienced episodes of dissociative amnesia. Of the 12 subjects who were “one-
off” from “greatest” PTSD, four subjects (33.3%) experienced episodes of dissociative
amnesia. It is important to note that with regard to the one subject who reported specific
episodes of dissociative amnesia, that subject qualified for a diagnosis of “least” PTSD.
Frequency analysis indicated that several symptoms of PTSD were present in the
majority of subjects who had experienced episodes of dissociative amnesia. Those

29 ¢

symptoms include “efforts to avoid thoughts,” “efforts to avoid activities,” “feeling of
detachment,” “difficulty with sleep,” and “difficulty concentrating.” Regression analysis

indicated that subjects who experienced episodes of dissociative amnesia are more likely

to have experienced traumatic events, and they are also more likely to experience
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recurrent distressing dreams, more likely to exhibit irritability and/or outbursts of anger,
and more likely to have difficulty concentrating. Thus, the data suggest that for those
individuals who have experienced episodes of dissociative amnesia, they are more likely
to also have the following symptoms of PTSD: “recurrent distressing dreams” (p<.05),
“irritability” (p<.05), and “difficulty concentrating” (p<.05). These symptoms of PTSD
are also consistent with Van der Kolk’s (1994) research which reported that “[PTSD], by
definition, is accompanied by memory disturbances consisting of both hypermnesias
[inabilities to forget] and amnesias” (p. 253). In addition, Elliott and Briere (1995) found
that “subjects who had recently recalled aspects of their abuse reported particularly high
levels of posttraumatic symptomology and self difficulties” (p. 629). Brewin and
Andrews (1998) stated that “amnesia may be partial or profound, and individuals can
often given accounts of deliberate strategies they use to banish distressing memories from
consciousness. Recovered memories may be fragmented, emotion-laden, and similar to
intrusive memories of the PTSD patient” (p. 958). Brewin et al. (1996) additionally state
that “traumas experienced after early childhood give rise to 2 sorts of memory. . . . These
different types of memory are used to explain the complex phenomenology of PTSD,
including the experiences of reliving the traumatic event and of emotionally processing
the trauma” (p. 670). Van der Kolk and Fisler (1995) implicated dissociation as the
“central pathogenic mechanism that gives rise to . . . PTSD” (p. 505).

With regard to the nature of the joint relationship between the variables of
childhood sexual abuse, symptomology of PTSD, and episodes of dissociative amnesia in
the study sample, childhood sexual abuse and dissociative amnesia are moderately

correlated at 0.43. Out of a sample group of 149, of the 21 subjects who experienced
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dissociative amnesia, 21 (or 100%) also experienced childhood sexual abuse. Also of
those 21 subjects, six (28.6%) met “greatest” PTSD criteria; 19 (90.5%) met “least”
PTSD criteria. In other words, 90.5% of the subjects who experienced dissociative
amnesia and childhood sexual abuse also experienced “least” PTSD symptoms (see Table
21). As such, the data suggest that if an individual has experienced dissociative amnesia,
it is likely that individual will meet “least” PTSD criteria, in addition to PTSD symptoms
of “recurrent distressing dreams,” “irritability,” and “difficulty concentrating.” Further,
the data suggest that if an individual has experienced childhood sexual abuse it is likely
that individual will meet “least” PTSD criteria, in addition to PTSD symptoms of “efforts
to avoid activities,” “feeling of detachment,” and “irritability.”

Thus, the data support the primary research hypothesis that the combination of
symptoms of PTSD and episodes of dissociative amnesia can be indicators of childhood
sexual abuse, specifically the overlapping PTSD symptom cluster 1 (“traumatic event”
and “response involved intense fear”) and the individual PTSD symptom of “irritability.”
This has important treatment implications in that any symptoms of PTSD and reported
episodes of dissociative amnesia should warrant further investigation and the likelihood

of treatment for childhood sexual abuse trauma alongside other presenting reasons for

treatment.

Research Limitations
With reference to research limitations, one limitation that may be present
with regard to data collection is the therapist’s uncertainty in recognizing symptomology

of PTSD. When the group of Master’s-level therapists were field testing the data-
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Table 21

PTSD Symptoms Related to Childhood Sexual Abuse for Subjects Who Experienced
Episodes of Dissociative Amnesia (n=21)

PTSD Symptoms n %
Experienced traumatic event 19 90.5
Response involved intense fear 19 90.5
Recurrent and intrusive recollections 9 42.9
Recurrent distressing dreams 7 33.3
Acting or feeling as if traumatic event were recurring 2 9.5
Intense psychological distress at exposure 6 28.6
Physiological reactivity on exposure 2 9.5
Efforts to avoid thoughts 16 76.2
Efforts to avoid activities 15 714
Inability to recall important aspect 1 4.8
Markedly diminished interest 1 4.8
Feeling of detachment 12 57.1
Restricted range of affect 2 9.5
Sense of a foreshortened future 0 0.0
Difficulty with sleep 11 52.4
Irritability 9 42.9
Difficulty concentrating 11 52.4
Hypervigilance 3 14.3
Exaggerated startle response 2 9.5
Lasted more than 1 month 17 81.0
Causes clinically significant distress 13 61.9
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collection tool, they were provided with a test case (see Appendix H) to determine
familiarity with symptoms of PTSD. None of the test group was able to correctly classify
this test case, despite the diagnosis of PTSD clearly present in the case. The test group
was able to identify some of the criteria for PTSD diagnosis, but not all of the criteria.
This could be a limiting factor in having the data-collection tool completed on the basis
of intake assessment information. The hypothesis for this would be that although the
therapist group was comprised of Master’s-level therapists, the overall understanding of
the therapists with regard to concrete application of PTSD symptoms is not
comprehensive, which can thus lead to incorrect identification and treatment of client
symptoms.

A second limitation may be that only one subject specifically endorsed episodes
of dissociative amnesia, which may affect the generalizability of this study.

A third limitation may be that a convenience sample was utilized, which was
limited to families with open Child Protective Services cases in Kent County, Michigan,
which may affect the generalizability of this study.

A fourth limitation may be that pre-existing client data already maintained in
agency files were utilized; thus, the pre-existing data were not gathered for the purpose of
this research. As such, the therapists were not specifically looking for nor asking for data
with regard to episodes of dissociative amnesia, gaps in historical memory, or exploring
the possibility of childhood sexual abuse without client statements to the contrary.

A fifth limitation may be that the DSM was updated in May of 2013 following the
conclusion of this research study. The DSM-IV-TR (American Psychiatric Association,

2000) was used for this research; the criteria for diagnosing PTSD have subsequently
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been altered with the updated DSM (DSM-V) and as such, the revised criteria may impact

on future PTSD diagnosis.

Recommendations
Recommendations for Practice

The trauma-informed care model for mental health “is an approach to engaging
people with histories of trauma that recognizes the presence of trauma symptoms and
acknowledges the role that trauma has played in their lives” (SAMHSA, 2012, para. 4).
The trauma-informed care model advocates for the education and awareness of
organizations in providing care to traumatized individuals “so that . . . services and
programs can be more supportive and avoid re-traumatization” (SAMHSA, 2013,
Trauma-Informed Care section, para. 2). The core components of the trauma-informed
care model advocate for appropriate screening and assessments and effective
interventions and supports (Cooper et al., 2007). Kezelman (2011) emphasizes the
importance of the trauma-informed care model by pointing out that:

systems . . . need to integrate awareness and understanding around trauma and

traumatic stress in their work and approach people from a trauma informed

perspective-that is, to consider the possibility of unaddressed childhood trauma at

the root of presentations. . . . Being cogniscent of the possibility can make an

enormous difference to the way a survivor reacts, copes going forward and

recovers. (para. 34)
With regard to recommendations for practice, an important component for therapists to
implement would be ensuring that any client-intake assessment tool utilized incorporates
questions specifically designed to elicit any history of periods of amnesia (such as “Are

there periods of time in your life that you do not remember?”), as well as specific

questions regarding whether the client has experienced the specific PTSD symptoms of
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“recurrent distressing dreams,” “efforts to avoid activities,” “feeling of detachment,” and
“irritability.” Integration of a standardized tool such as the PC-PTSD screen (Prins et al.,
2003) into a standard therapist assessment could be a low-impact and effective way to
document a client's PTSD symptoms. Conducting an appropriate and comprehensive
client-intake assessment is a key component in the therapist establishing an appropriate
treatment plan for the client. If the assessment is missing pieces, then the treatment plan
will not be fully applicable, thus hindering the client’s progress in therapy. Of additional
assistance may be a recently published guide for child welfare administrators, which
provides a step-by-step process for building an effective trauma-informed care system for
child welfare (The Chadwick Trauma-Informed Systems Project, 2012).

Additionally, the therapists should receive training specific to identifying and
classifying symptomology of PTSD. Training specific to PTSD is not highlighted in
graduate school programs, and because of this, Master’s-level therapists may not be
qualified to accurately diagnose symptomology of PTSD without further training. Also,
data indicating handedness can be important in a treatment setting. For each of the
primary variables, it is more likely that clients will be right-handed, which typically
means that those clients will more heavily utilize the left side of their brain (Broca,
1865). The left side of the brain is responsible for “understanding and use of language
(listening, reading, speaking and writing), memory for spoken and written messages,
detailed analysis of information, and control of the right side of the body” (Centre for
Neuro Skills, 2010, p. 2), which may indicate that treatments involving psychoeducation,

bibliotherapy, and cognitive-behavioral techniques will be more effective.
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Recommendations for Further Study

With regard to recommendations for further study, this study should be replicated
on a larger scale, but with three key changes. First, the therapists who will be completing
the data-collection tool should receive specific training on symptomology of PTSD.
Second, the client-intake assessment completed by the therapists should be expanded to
include additional questions specifically to determine the presence of dissociative
amnesia. Although the data set for dissociative amnesia was expanded, further study
with regard to a larger sample may be warranted in order to verify prediction results. It is
also possible that adding some questions to the therapist-intake assessment specifically
designed to inquire about dissociative amnesia may be helpful in expanding the subject
pool. Third, the client-intake assessment completed by the therapists should be expanded
to include additional questions specifically to determine the presence of PTSD, such as
the questions contained in the standardized PC-PTSD screen (Prins et al., 2003).

Additional recommendations for further study include investigations into
treatment modalities that are specifically designed to reduce symptoms of PTSD,
particularly symptoms of hyperarousal and irritability, which may be evidenced by client
responses to the data-collection tool items of Client 4b (“irritability”) and Client 4c
(“difficulty concentrating”). Herman and Harvey (1997) stressed that “future clinical
research is needed in order systematically to document treatment outcome and establish
preferred modalities of psychotherapy for patients with histories of childhood trauma” (p.
569). Several new treatment modalities are emerging that are focused on the reduction of
hyperarousal and irritability through the use of guided meditation (Root et al., 2001,

Strauss et al., 2009) and heart coherence (Ginsberg et al., 2010; McCraty et al., 2009).
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These new treatment modalities are promising in that they are self-directed, inexpensive,

and appear to be as effective or more so than current traditional interventions.

Conclusions

This study used secondary data to examine the relationship between childhood
sexual abuse, symptomology of post-traumatic stress disorder, episodes of dissociative
amnesia, and selected demographic characteristics. The core questions of this study
were:

1. What is the incidence of childhood sexual abuse in the study sample?

2. What is the incidence of episodes of dissociative amnesia in the study sample?

3. What is the incidence of PTSD symptoms in the study sample?

4. What is the relationship between childhood sexual abuse and the demographic
characteristics of gender, ethnicity, age, educational level, and handedness?

5. What is the relationship between childhood sexual abuse, symptoms of PTSD,
and episodes of dissociative amnesia?

Subjects in this study were predominantly: female (90.6%), aged 18-34,
Caucasian, and right-handed. Approximately 40% of the subjects reported a high-school
diploma or equivalent level of education. The incidence of childhood sexual abuse
among subjects was 47.7%. The incidence of episodes of dissociative amnesia among
subjects was 14.1%. The incidence of PTSD among subjects was 55.7% for “least”
PTSD, and 16.1% for “greatest” PTSD. Eight percent of subjects were missing only one
criterion for a full PTSD diagnosis. A significantly larger proportion of females (50.4%)

than males (21.4%) experienced childhood sexual abuse.
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With regard to the relationship between symptoms of PTSD, childhood sexual
abuse, and episodes of dissociative amnesia, childhood sexual abuse and dissociative
amnesia are moderately correlated at 0.43. There are certain PTSD symptoms that
predict childhood sexual abuse. Of the subjects who met criteria for “least” PTSD,
85.5% had experienced childhood sexual abuse. Of the subjects who met criteria for
“greatest” PTSD, 100% experienced childhood sexual abuse. Of the subjects who met
criteria for “one-off” PTSD, 91.7% experienced childhood sexual abuse. Subjects who
were sexually abused are more likely to have experienced traumatic events, more likely
to avoid activities, places, or people that remind them of these traumatic events, more
likely to feel detached or estranged from other people, and more likely to exhibit
irritability and/or outbursts of anger.

Additionally, certain PTSD symptoms predict dissociative amnesia. Of the
subjects who met criteria for “least” PTSD, 22.9% had experienced episodes of
dissociative amnesia. Of the subjects who met criteria for “greatest” PTSD, 25% had
experienced episodes of dissociative amnesia. Of the subjects who met criteria for “one-
off” PTSD, 33.3% had experienced episodes of dissociative amnesia. Subjects who had
experienced episodes of dissociative amnesia are more likely to have experienced
traumatic events, more likely to experience recurrent distressing dreams, more likely to
exhibit irritability and/or outbursts of anger, and more likely to have difficulty
concentrating.

Recommendations for further practice include the addition of questions to client-
intake assessment forms that are specifically designed to elicit any history of periods of

amnesia (such as “Are there periods of time in your life that you do not remember?”), as
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well as specific questions regarding whether the client has experienced the specific PTSD
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symptoms of “recurrent distressing dreams,” “efforts to avoid activities,” “feeling of
detachment,” “irritability,” and "difficulty concentrating," such as through the integration
of the PC-PTSD screen (Prins et al., 2003) into a therapist's standard assessment.
Additionally, the therapists should receive training specific to identifying and classifying
symptomology of PTSD. Training specific to PTSD is not highlighted in graduate school
programs, and because of this Master’s-level therapists may not be qualified to accurately
diagnose symptomology of PTSD without further training. Also, data regarding
handedness can be important in a treatment setting as it may indicate that treatments
involving psychoeducation, bibliotherapy, and cognitive-behavioral techniques will be
more effective.

Recommendations regarding further study include the need for replication on a
larger scale, but with three key changes: (a) therapist-specific training on symptomology
of PTSD, (b) the expansion of the client-intake assessment form to include additional
questions specifically designed to determine the presence of dissociative amnesia, and (c)
the expansion of the client-intake assessment form to include additional questions
specifically designed to determine the presence of PTSD, such as through the integration
of the PC-PTSD screen (Prins et al., 2003). Additional recommendations include
investigations into treatment modalities that are specifically designed to reduce symptoms
of PTSD, particularly symptoms of hyperarousal and irritability. Several new treatment
modalities are emerging that are focused on the reduction of hyperarousal and irritability.
These new treatment modalities are promising in that they are self-directed, inexpensive,

and appear to be as effective or more so than current traditional interventions.

96



97



APPENDIX

98



APPENDIX A

AGENCY RESEARCH PROPOSAL

99



ABSTRACT OF GRADUATE STUDENT RESEARCH

Dissertation

Andrews University

School of Education

Title: DOES TRAUMA HAVE THREE FACES? A STUDY TO DETERMINE
WHETHER CHILDHOOD SEXUAL ABUSE CAN BE PREDICTED BY
COMMONALITY OF A HISTORY OF DISSOCIATIVE AMNESIA AND
SYMPTOMOLOGY OF POST-TRAUMATIC STRESS DISORDER

Name and address of researcher: Jennifer E. VanDerTuuk-Perkins
301 Crescent NE
Grand Rapids, M1 49503

Name, degree, and telephone number of faculty chair:  Elsie P. Jackson, Ph.D.
(269) 471-3200

Category of Human Subjects Review Board (HSRB): Exempt from Full HSRB Review
(Code of Federal Regulations for the protection of human subjects from research risk)
due to this research being a project involving the collection or study of existing data,
documents, and/or records which information is recorded by the researcher in such a way
that the subjects CANNOT be identified directly or through identifiers linked to the
subjects.

Summary of Project: To predict the likelihood of childhood sexual abuse through
evidence of commonality of dissociative amnesia and symptomology of post-traumatic
stress disorder (PTSD). Families will be identified by therapists contracted by child
protective services in Kent County, Michigan. Once identified, the family’s therapist will
complete a family assessment including a family risk assessment and diagnostic checklist
(CSAP-TR). A simple quantitative comparison will be made between reported historical
childhood sexual abuse, identified history of dissociative amnesia, and symptomology of
PTSD (diagnosable using DSM-1V criteria).

Problem
Unreported childhood sexual abuse is a major hindering factor to client progress

in therapy during child protective services involvement. When a person has been through
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a traumatic event, unless immediate intervention is utilized, there is a high likelihood that
the individual will develop post-traumatic stress disorder (PTSD). At some point, the
companion to PTSD (dissociative amnesia) will develop in one form or another (whether
event-related or encompassing the entire person). By dissociating all memory of the
event or of one’s entire life, the brain allows itself a buffer zone in which to process the
information it is receiving or recalling. Often dissociative amnesia will result from
recurring flashbacks to the traumatic event or from glimpses of suppressed memories of
the traumatic event. Thus, there exists the high potential for victims of childhood sexual
abuse to experience an amnestic episode at some point in their lives. The American
Psychiatric Association (1994) notes that there are increasing reports of episodes of
dissociative amnesia involving previously forgotten childhood memories.

Childhood sexual abuse is pervasive, and is one of the most intimate crimes
against person. During current work with child protective services, the generational cycle
of abuse is overwhelmingly apparent. Without acknowledgement of past abuse, there is
little hope of complete recovery, and thus a risk of abuse continues to exist for the
children of the victim. Through recovery, it is hoped that the generational cycle of abuse

can be broken, creating a safer home environment for children.
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Characteristics of Childhood Sexual Abuse

As stated previously, dissociative amnesia is most often an indicator of childhood

sexual abuse. Marsha Linehan (1993) discusses the fact that most of the clients

[presenting with PTSD] will report at least one incidence of childhood sexual abuse.

“Information about the facts of previous sexual, physical, or emotional trauma and/or

physical or emotional neglect should be obtained on a continuing and as-needed basis as

therapy progresses” (Linehan, 1993). Characteristics of childhood sexual abuse have

been identified by Briere (1989) and should be well ingrained in the mind of the therapist

when treating a client who presents with PTSD. Briere’s (1989) characteristics are as

follows:

Intrusive memories of flashbacks to and nightmares of the abuse.

Abuse-related dissociation, derealization, depersonalization, out-of-body experiences,
and cognitive disengagement or ‘spacing out.’

General posttraumatic stress symptoms, such as sleep problems, concentration problems,
impaired memory, and restimulation of early abuse memories and emotions by immediate
events and interactions.

Guilt, shame, negative self-evaluation, and self-invalidation related to the abuse.
Helplessness and hopelessness.

Distrust of others.

Anxiety attacks, phobias, hypervigilance, and somatization.

Sexual problems.

Long-standing depression.

Disturbed interpersonal relatedness, including idealization and disappointment,
overdramatic behavioral style, compulsive sexuality, adversariality, and manipulation.
‘Acting out’ and ‘acting in,” including parasuicidal acts and substance abuse.
Withdrawal.

Other-directedness.

Chronic perception of danger.

Self-hatred.

Negative specialness -- that is, an almost magical sense of power.

Impaired reality testing.

A heightened ability to avoid, deny, and repress.

“Individuals who have been severely traumatized often have little memory of the

experience” (Linehan, 1993). Horowitz (1986) also points out that in the denial phase of

the traumatic event, complete or partial amnesia is often a component. “In individual ...
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sessions, when cues associated with the trauma are brought up, the individual may

become mute and stare blankly into space” (Linehan, 1993).

Trauma Causation Model of Dissociation

There is a tendency for each person, having experienced a traumatic event, to ask
“why me?” “For most victims abused by other persons, such human viciousness and
cruelty cannot be easily explained away as givens. In cases of sexual abuse, battery,
murder and so forth, we do not seem to be facing the randomness of natural catastrophe,
but rather the deliberate acts of twisted human beings. In the face of malice, madness,
and perversion, the search for meaning becomes more difficult” (Flannery, 1995, p. 187).
It is this difficulty in searching for meaning that may be a precursor to the prevalence of
episodes of dissociative amnesia for trauma victims. When circumstances no longer
make sense, a person has an increased risk of withdrawing from the situation (a
dissociative episode) in order to attempt to control the effects of the traumatic event. The
ultimate method of withdrawal is dissociative amnesia, in that the person can create an
entirely new identity, apart from the one that experienced the traumatic event. “Early
trauma is much more likely to produce a pattern of ... dissociation ...” (Tomb, 1994,
p. 247). “The reports of therapists who specialize in the treatment of sexually abused
women have shown that women who were sexually abused often experience periods of
time during which they cannot remember the abuse” (Walker, 1995, p. 84). “[w]hile
experiencing trauma children may dissociate, and this will interfere with the perception

of and attention paid to the ongoing abuse. It is suggested that memories that arise from a
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dissociative state are perceived subcortically through visual and kinesthetic somatization
rather than through cognitive attention” (Walker, 1995, p. 95).

“Children who are severely physically, sexually, and psychologically abused in
early childhood ... are at high risk to develop a ... dissociative disorder. Unable to
integrate the pain and both ‘good’ and ‘bad’ images of themselves, they develop
fragmented personalities. Their feelings are separated from the reality of what is
happening to them. Dissociation is a psychological technique used as a defense

b

mechanism, unconsciously protecting the mind from the impact of severe abuse’

(Walker, 1995, p. 100).

Method

The core questions of this study are:

1. Is there a correlation between common diagnoses of dissociative amnesia
and PTSD and the likelihood of childhood sexual abuse?

2. Can a simple checklist serve as measurement of predictors of childhood
sexual abuse?

3. If a correlation exists between the three major variables, what is the

percentage of correlation, and is this statistically significant?
This quantitative study will utilize a therapist-completed checklist regarding a client’s
history of dissociative amnesia, childhood sexual abuse, and symptomology that would
support a diagnosis of PTSD (according to DSM-IV criteria), as well as compiling a data
specifier available on the client’s risk assessment form completed by child protective
services. Therapists affiliated with Bethany Christian Services’ Early Impact Program
will be requested to participate in the study, as Bethany’s Early Impact Program is
currently serving approximately 300 families per year referred from child protective

services. Of these families, 35-40% represent families of minority color and culture, 60%
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demonstrate difficulties related to substance abuse, 30% are challenged by undiagnosed
or untreated mental health issues, 45% struggle with physical and mental health
challenges, and up to 60% of adults report child abuse and/or neglect within their own
childhood histories (Bethany Christian Services, 2003). In other words, childhood
trauma appears to account for up to 60% of the families that are referred after abusing
and/or neglecting their children. This is a serious generational problem that must be
stopped through the treatment of childhood traumas at the time of occurrence.

No identifying client information is requested, other than whether the client is
male or female. Participation in this research project is entirely voluntary. There is no
reimbursement for the therapist’s participation. Information is requested from each
participating therapist for each referred adult client (approximately 150 during the term of
the research study) for whom the therapist gathers intake information between September
15, 2003 and February 15, 2004.

The therapists will be asked via research letter (see attached Appendix 1) to
complete a diagnostic checklist (CSAP-TR) (see attached Appendix 2). The CSAP-TR is
an original checklist that was validated among practicing Master’s-level child protective
services therapists. The CSAP-TR simply gathers anonymous client information with
regard to history of dissociation, symptoms of PTSD, whether the client’s risk assessment
form indicates a history of abuse, and whether the client disclosed childhood sexual abuse
during the clinical interview. A simple quantitative comparison will be made between
reported historical childhood sexual abuse, identified history of dissociative amnesia, and

symptomology of PTSD (diagnosable using DSM-1V criteria).
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Delimitations

This study deals with the correlation between three major variables involved in
trauma, as reported by Master’s-level therapists. It is limited to families with open child
protective services cases in Kent County, Michigan because that is the focus of the
research benefit. It is limited to reports from Master’s-level therapists because they will
ultimately be the beneficiaries of the research and the research needs to be
understandable and useful to them in everyday practice. In addition, these therapists
bring combined years of experience in working with victims of trauma and have not only

the expertise needed for the study, but the heart commitment as well.
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Bethany

CHRISTIAN SERVICES

901 Eastern Avenue NE
PO Box 294
Grand Rapids, Ml 49501-0294

To Whom It May Concern:

The Grand Rapids Branch Directors have examined the research proposal that has been
submitted by Dr. Jennifer Perkins for her Andrews University Doctoral Study entitled
Predictors of Childhood Sexual Abuse and believe that the project as proposed is a
worthy endeavor that will produce data and analysis that will benefit the clients that this
organization provides service to, as well as provide pertinent data for the field of Child
Welfare. It has long been Bethany’s position to support research efforts that are
conducted on behalf of our profession as it adds to the body of knowledge and
understanding from which best practice treatment protocols can be developed and
implemented. As an organization, we have supported the use of staff time and specified
branch resources to support these types of research efforts and look forward to the
implementation and research conclusions that will result from this project.

It is our understanding that this research will be conducted by way of information
collected by participating therapists and submitted on the data collection form. The data
collection process will begin in approximately January of 2004 and continue until the
Summer of 2004. Bethany looks forward to receiving a copy of the research findings

when published.

Sincerely,

/ ! 1 | ) '

1 | { 17 B

Wl HLre g

Debra Peters

Director of Kent County Program Operations

Bethany Christian Services

Every Life a Promise®

(616) 224-7550 « Fax: (616) 224-7589 « Web site: www.bethany.org
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MEMO TO: Jennifer VanDerTuuk-Perkins
FROM: Grand Rapids Branch Director, Debra Peters
RE: Trauma Research Proposal

Protocol for research:

1. Dr. Jennifer Perkins will send out an invitation (in the form of a letter) to
participate in the research project to Bethany-Grand Rapids Master’s-level
therapists that may provide counseling services to adult parents that have become
involved with the Child Welfare system following substantiation of Child
Abuse/Neglect by Children’s Protective Services. As such, an invitation to
participate in this research project will be sent to therapists currently employed in
the Early Impact and Advanced Impact programs.

2. The informational packet will contain information on the research project, the
data collection tool and the following:

The assurance and confirmation that any and all participation in this
research project is and will be throughout the course of the project
totally and completely voluntary. Any and all participation in the
research project will be completely anonymous and confidential
allowing there to be no means of identifying those who chose to
participate or decline participation in the research project to either Dr.
Perkins, or anyone else within the Bethany system. Further, there will
be no knowledge of what level or intensity of involvement that any
given therapist will have had in the collection of data for this project.

There will be no identifying information of any type requested on or
within the research tool used to collect research information. As such
there will be no way to relate or connect a specific research response
to a specific client. Nor will there be any way to connect a specific
research response to an individual therapist.

Ms. Peters will establish a secure location within the mailbox area of
the Early Impact Program that is easily accessible to staff where
completed and collected research responses (i.e. checklists) can be
deposited. Participating therapists can deposit completed checklists to
this location directly or through interoffice mail at any time during
regular business hours. The mailroom staff will be made aware that
there will be a new mail slot labeled “Trauma Research” and that any
envelope addressed as such should be deposited there. Early Impact
Training Supervisor Shannon Maddox will be assigned the
responsibility to gather any forms that collect in this location and
forward them on to Dr. Perkins via US Mail.
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It will be noted that the research will be continuing from approximately
May, 2007 through November, 2007, and that the therapists can complete
as many or as few checklists as they so desire. This affords the therapist
full control over level of participation in the event that he or she becomes
too busy to continue participation at a given time period during the study
period. Thus, the therapists have the flexibility and complete decision-
making control to limit, discontinue or renew their participation within the
study at any time throughout the study.

Completed checklists will be gathered by Early Impact Training
Supervisor Shannon Maddox periodically as the mailbox fills. Ms.
Maddox will then immediately send them to Dr. Perkins. Dr. Perkins will
have no other contact with therapists regarding this research during the
research process with the exception of being available to answer any
technical questions regarding the checklist as initiated by the therapists.

A copy of the published research results and conclusions as prepared by
Dr. Perkins will be provided to Bethany Christian Services by Dr. Perkins
and made available to any interested employee within the above-named
programs.
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Jennifer VanDerTuuk-Perkins, Ph.D. candidate
7853 Grasmere Dr., Land O’Lakes, FL 34637/(616) 633.6771
Date

Contract CPS Therapist
Bethany Christian Services
Kent County, Michigan

Re: Andrews University Doctoral Study on Predictors of Childhood Sexual Abuse

Dear Therapist:

I am a Ph.D. candidate in Educational Leadership at Andrews University in Berrien Springs, Michigan.
The purpose of my research is to determine whether a significant relationship exists between episodes of
dissociative amnesia, symptomology of post-traumatic stress disorder, and historical childhood sexual
abuse, and whether that relationship can be used to predict historical childhood sexual abuse in the absence
of one of the other variables. My research will compile pre-existing client data, as well as the professional
clinical opinions of CPS contract therapists at Bethany Christian Services, who will ultimately be the
beneficiaries of the research.

Attached to this letter is a therapist checklist to record demographic information, episodes of dissociative
amnesia and symptomology of post-traumatic stress disorder, as well as to record an abuse specifier from
the Family Risk Assessment form and any history of childhood sexual abuse disclosed during the clinical
interview. Basic demographic information is requested, but nothing that will identify any client
specifically.

As a participant in this research project, it is important to understand that participation in this research
study is completely voluntary, and refusal to participate or withdrawal from the study will have no impact
on each individual therapist’s relationship with Bethany Christian Services. There is no reimbursement for
your participation.

It is my policy to ensure your anonymity and confidentiality during the research project and thereafter with
respect to any identifying information and privacy in all phases of research conducted. As such, completed
checklists will not be numbered or labeled so as to identify the completing therapist, and will be deposited
into a designated mail slot in the Early Impact department at Bethany Christian Services.

If you wish to participate in this research, | would ask that you complete the attached checklist for each
child protective services referred adult client for whom you have gathered intake information for the past
year, and return the checklists to the assigned mailbox in the Early Impact Center at Bethany Christian
Services before November 15, 2007. If you do not wish to participate, simply do nothing.

Should you have any questions or concerns that you would like to discuss, please do not hesitate to contact

me at the above telephone number, or send me an email at: perkinsjen@yahoo.com. You are also
welcome to contact my committee chairperson, Dr. James Tucker, at (423) 425-5261.

Thank you in advance for your time and for assisting with this research.
Sincerely,
Jennifer VanDerTuuk-Perkins

Att.
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Data Collection Tool
Bethany Christian Services Research Study

Subject’s sex: O Male o Female

Subject’s age: O 18-24 years

O 25-34 years
O 35-44 years
m 45-54 years
O 55-64 years
i 65+ years
Is subject: O right-handed
m left-handed
m dual-handed (ambidextrous)
Highest degree subject completed? O High School or equivalent
O Vocational/Technical School (2
year)
O Some College
m College Graduate (4 year)
i Master’s Degree (MA, MS, MSW)
m Doctoral Degree (Ph.D.)
O Professional Degree (MD, JD, etc.)
m Other (please
describe: )
Subject’s racial origin: m Caucasian/White
i African American
O Indigenous or Aboriginal
m Asian/Pacific Islander
O Hispanic
m Latino
m Multiracial
m Other (please describe:

)
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Episodes of Dissociation/Amnesia (please list/describe):

Client’s Age at Time of Occurrence Event

Has the client (please check as appropriate):

O

O

experienced, witnessed, or was confronted with an event or events that involved

actual or threatened death or serious injury, or a threat to the physical integrity of
self or others

response involved intense fear, helplessness, or horror

If either of the above is checked, does the client have any of the following (please check
as appropriate):

O

O

recurrent and intrusive distressing recollections of the event, including images,
thoughts, or perceptions

recurrent distressing dreams of the event

acting or feeling as if the traumatic event were recurring (includes a sense of

reliving the experience, illusions, hallucinations, and dissociative flashback
episodes, including those that occur on awakening or when intoxicated)

intense psychological distress at exposure to internal or external cues that
symbolize or resemble an aspect of the traumatic event

physiological reactivity on exposure to internal or external cues that symbolize or
resemble an aspect of the traumatic event
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Does the client have any of the following (please check as appropriate):

efforts to avoid thoughts, feelings, or conversations associated with the trauma
efforts to avoid activities, places, or people that arouse recollections of the trauma
inability to recall an important aspect of the trauma

markedly diminished interest or participation in significant activities

feeling of detachment or estrangement from others

restricted range of affect (e.g., unable to have loving feelings)

O o000 o0oaoao

sense of a foreshortened future (e.g., does not expect to have a career, marriage,
children, or a normal life span)

Does the client have any of the following (please check as appropriate):

difficulty falling or staying asleep
irritability or outbursts of anger
difficulty concentrating

hypervigilance

0 I R I R I R O

exaggerated startle response

Has this lasted for more than 1 month: ] Yes ] No

Does the above cause clinically significant distress or impairment in social,
occupational, or other important areas of functioning:

] Yes ] No

Did Client’s Risk Assessment Form list history of abuse (as victim)?
[Located in Abuse column, number A5: “Caretaker(s) Abused as Child(ren)”]

O] Yes ] No

Did Client disclose sexual abuse (as victim) during clinical interview?
L1 Yes 1 No
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Data Collection Tool
Bethany Christian Services Research Study
(Scoring Template)

Subject’s sex: O Male o Female

Subject’s age: O 18-24 years

O 25-34 years
m 35-44 years
O 45-54 years
O 55-64 years
O 65+ years
Is subject: O right-handed
m left-handed
O dual-handed (ambidextrous)
Highest degree subject completed? O High School or equivalent
O Vocational/Technical School (2
year)
m Some College
O College Graduate (4 year)
O Master’s Degree (MA, MS, MSW)
O Doctoral Degree (Ph.D.)
m Professional Degree (MD, JD, etc.)
O Other (please
describe: )
Subject’s racial origin: m Caucasian/White
m African American
m Indigenous or Aboriginal
m Asian/Pacific Islander
O Hispanic
m Latino
m Multiracial
O Other (please describe:

)
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Episodes of Dissociation/Amnesia (please list/describe):

Client’s Age at Time of Occurrence Event

Score = (Proceed if =1)

Symptomology of Post-Traumatic Stress Disorder:

Has the client (please check as appropriate):
[Has the person been exposed to a traumatic event in which BOTH of the following were
present:]

Cl experienced, witnessed, or was confronted with an event or events that involved

actual or threatened death or serious injury, or a threat to the physical integrity of
self or others

Cl response involved intense fear, helplessness, or horror

Score = (Proceed if =2)

If either of the above is checked, does the client have any of the following (please check
as appropriate):

[The traumatic event is persistently reexperienced in ONE (or more) of the following
ways:]

Ll recurrent and intrusive distressing recollections of the event, including images,
thoughts, or perceptions

] recurrent distressing dreams of the event
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acting or feeling as if the traumatic event were recurring (includes a sense of

reliving the experience, illusions, hallucinations, and dissociative flashback
episodes, including those that occur on awakening or when intoxicated)

Ol intense psychological distress at exposure to internal or external cues that
symbolize or resemble an aspect of the traumatic event

Ol physiological reactivity on exposure to internal or external cues that symbolize or
resemble an aspect of the traumatic event

Score = (Proceed if =/<1)

Does the client have any of the following (please check as appropriate):

[Persistent avoidance of stimuli associated with the trauma and numbing of general
responsiveness (not present before the trauma), as indicated by THREE (or more) of the
following:]

O o000 o0oaoaog

efforts to avoid thoughts, feelings, or conversations associated with the trauma
efforts to avoid activities, places, or people that arouse recollections of the trauma
inability to recall an important aspect of the trauma

markedly diminished interest or participation in significant activities

feeling of detachment or estrangement from others

restricted range of affect (e.g., unable to have loving feelings)

sense of a foreshortened future (e.g., does not expect to have a career, marriage,
children, or a normal life span)

Score = (Proceed if =/<3)

Does the client have any of the following (please check as appropriate):
[Persistent symptoms of increased arousal (not present before the trauma), as indicated
by TWO or more of the following:]

O O O O

difficulty falling or staying asleep
irritability or outbursts of anger
difficulty concentrating

hypervigilance
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Ol exaggerated startle response

Score = (Proceed if =/<2)
Has this lasted for more than 1 month: L] Yes ] No
Score = (Proceed if =Yes)

Does the above cause clinically significant distress or impairment in social,
occupational, or other important areas of functioning:

L] Yes ] No
Score = (Proceed if =Yes)
Diagnosis: 309.81 Post-Traumatic Stress Disorder

Did Client’s Risk Assessment Form list history of abuse (as victim)?
[Located in Abuse column, number A5: “Caretaker(s) Abused as Child(ren)”’]

] Yes ] No

Did Client disclose sexual abuse (as victim) during clinical interview?
L1 Yes 1 No
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o VD TULE-Prking, LLP
Ardrews Lniveraity
ST P
Vinlcfatian far Checkial
Chair: Eisie Jaewsan, Ph.D.

FUR PRUFESSIUNAL USE UNLY

0O NOT COPY QR FORWARD
EIYCHOLOGICAL EVALUATION
Cilinnt'a Nama: i Cirt
Birth Date: 22678
Date of Evaluation: 121
Date of Repart: QT
REASOH FOR REFERRAL.

Jane Dok is @ Z3year-okl Hispanic femake, who was referred for a psychological
svaluation by her casa manager, [M, CP4, rom Children's Frotective 3anices (CF3),
The purpasa of tha poyehological ovaluation iz to holp provide groatar inalght inta
Jane's current level of psychological functioning, assess her parenting abiliies, and
A i DrSVIOING ARHIORAALE PRCOMMARdALONA fegatlmg IGatmant intérvenliona,

BACKGROUND INFORMATION:

Chidren's Protective Sanicas heacama involvad with th family in September of 2000,
Reportedly a telephone call was made to Children's Protective Services stating that the
slheen, Jane Do, i corendly stayimng in g shellen. Avoonding o e refeent, e e
Valt L Do At Bt B induiperviaid yicdarcdy. This cafacant stalaa that Lamas
i5 @ very aclive chikd, He 15 crawbng around prélly well, The referent has sxprassed
concerns to mather and has advised her not to leave har son alone. The referent sfates
thiat Jamas waa found In the ling room araa by another allznt wha braught him ta the
office, The referent states that James was in the office with them for at least 20 minutea
belond e FGhEr M IOKING od . Thé relerdnt states thal they dd nol know how
vy Juamas weas Dl aleng prive b il G, Tha relarent states that th metwe ok
tham that sha was nn tha telrphona Tha refarent statas that you hava tn walk down 5
hall and up some stairs in order fo get to the telephone from the lving room. The
reherent confronied the mother, The mother nformed the referent that the reporing
Mersnn dos nol know how to faise @ chid. The referent states that if the mother
continues to wolate the rules, It could put her placement in jeopardy. The referent states
thiat shee does not think the mathar asked anyona 1o sk James at tha time,
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Jane Doa states that she was nevar married and that she has ong child who tumed 2 on
December 5", 2001. The child's name is James Dos. Jane reports that she lves at
1245 Man Slreel, ApL 1. ARYIwn, Miohigan 20000 Jano ctates that it e her own
apartmant and that ehi hag Ivad thars for 2 cougle of menths,

Jafé FepGna At ana complatad 10" grade in high sehl, Jans sl Gl sehuul wa
“too hard” for her, Jane repors that eha want i counseling whils she was in schial

She addilionally stated that the school wanted to pul her in special education classes
aned (oied fer Gl shee [ad ADD

Jane ruports that she currently works at Fazoli's restaurant and that she enjoys it. She
reports that she has Basn working INCIC 1OF 0 10w WOORD, PTOVIOUSlY, Jano hod 3
telemarkating job which ehe repore didnt “go too well® because she could not make
sales, She has previously worked at Meljer's, She iz curently supporting harsell using
her income from FAZONE and SURPIEMAEnting hat with food siamps. She also 8
recalving Sctien & for e oo, Jarw eete that here was 2 perod of fime whan
she was unable to work or go to schoal from about the age of 12 and continuing. She
Fepons that It was difeult to go to sehool She was in nuneos fosier homes and was
whew yuingy b individual counesting at that time

Jane reports that sha has previously recelved freatment from Community Agancy 1 bl
has not athnded Iné advaral MORING. GRE roports that che 16 currontly receiving
individual counseling thraugh Community Agency 2. Her therapists name & Ms
Therapist. Jane stales that she bagan seéng M5 IRGFAMNMEL N &iner January o
Febfuary of 2001. Jano ctats that she ls subjeding bl b w peychogical
avaluation by a court order.

Jane statoe ot ghe cunleeid Chikhen's Poolecbve Soniges becayas she wan
homalage Sha statas that she broke up with her boyfriend because her boyiriend was
doing drugs. Jane reports that she wanted help at the ime with homelessness and with
parenling. She slates that fhis bagan when she wad in ahaler BRDFOXIMEEY 110 1%
years agn Jana alalea ahe fazla norvous much of the time, Al Ihe tima aha bacams
homeless, Jane states that her boyfriend was doing drugs. She states that he had
cirrhigsis of the liver and &hé Fed 1 RElp Rim. Jang aiotas addilanally thiat b epraysd
peqipar apeay in hor faco when ehe wag pregnant, Jang also reparts that her boyfriend
went to iail for theft and for druga and that ha locked her in the house, Jane additionally
states that she did A1 CONRSIDER IS Inzident 1 be abusive,

Jane states that sha is familiar with Community Agency 2. She was adopled Through
Community Agancy 2 when she way sppoxinalely age 4. Subsequent to that, she was
i Curmumnily Agency 1, In the lcal payehialie haspital far several menthe. in

Community Agency 4. and at the local dual-diagnosis program approximately 1 - 1%
years ago. Jane states that she has been & pabent at the previously fentianad
psychiatric hospdala. St fepona that o was soxually abusd by har dlied el
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Jan states that her olcer aizter wan alu wayially sbimed by tha adapbad Tibee Jase
additinnally reports that her adoptive mother baat her older sister when she found oul
thal Jane was being sexually abused. Jane reports that there was abuse In her home
and Jane addifionally reparts that fhars was acmé concerm wilh lealNg. JAns rpons
that whan was aho was 16. sha laft hame and bogame a peoelilule, Sha slates that sha
was baatan and had slifches more than 5 imea. Jane stales that she has not prostituted
findE ahe Was 18,

Jang states that har maod lately has been tired. She works elther the 8-5 shift or the 11-
T shift ang reports il e older sisler cares B b sun whike she is woking. Jane
reporte that har physical haslth hia baan goad. Jana feparta thiat abt B aurrently taking
medication: she was faking Prozac which was prescribed at the dual-disgnosis
preagran, however, this medication made ber shake, She was than placed on Ualixa
which sha raparta did ol work, 30 the dootar did nat preseribe it again for hor Jane
reports that she i not laking any vitaming. Jane reports that she does nol drink and she
has never done drugs. Jana réperts RSl 3he 0065 HOT RaVE MUCH fres Ume. Sha reports
ihat Gha poos 10 sioop whon ehe gals e G work, Jans audionally slabs thal
when she starts 1o think about things or remember incidents from the past, she reports
Ihal 8hi: Wams 10 "SIasp ana not dazlwin it

Jana raports that shie feels depressed when she beging to think about things from the
past and she gels scared when she is by herself. She repors that she is constantly
anxious and depresmad lane repacs el abé g A0 inlERESIEA IR RIS paIRT IR
pleasurable things. Jane addifionally repors hal she eals mare when she is starfing to
Heel things." Jane reports that she has trouble talling aslesp because thoughts race
through heér fiéad aRa Won'l S10P. JAne FEponSs that ahe |3 tred all the tima. Jana roports
{haa! ek fenls quilly abaut prostitution in the past and about “being dumb™ about things.
Jana reports that she has difficulty thinking or making decisions and that this happens
ovory day. Jans mpuis il she duss ool bave dny suididal Wealiun Usuaue wle i
“ton afraid of death,” but etates that ahe dnas think shout desth 25 & concapt

Juri auditionally Debewes (al peophe ane “looking af her” Jane also believes that
penpli in thi fRdl, Sich aa pimips, Protective Servioes, or fostor famillas have baon
prejudiced agains! her Decause of her race. Jane addtianally reports that after she was
a pah‘gni al the kocal paychiatric hospital, she recaived A wision in prayer. Jane
acdiibonally reparta that cha has troubding following froing of thought and following
directions fram others, Jané addilionally demansirated fNatlened affect during the entire
inlarviaw.

Jane repors the following fraumatic events: Jane reports (hat she was subject to
pryelcal Sbuss prioe o the age of & and reporis tal her twin sister died ninfay. Jan
wdditionally reports that she was subacted fn physical ahims in har adnptive family from
thee ages af & 10 13. Jane also reports that she was sexually abused by her adopted
lather from the ages of 4 to & which ceased with the death of her adopted father when
Jane wan approcimately age B Jand fepoild RAl 30e i AOT ICH GRYORG ADOWT tha
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abusw unlll she was 10 to 12 years oid byt Jane i unclear an to the soct aga lina
alan raparts that she would often crawl info her bedroom to withdrawl from the events in
hier home siluatlon. Jane also reports that she was a bad-wetter and reports thal her
adopted mofher made her sleep in 2 wet bed a3 a child. Jand réparld 1Hel 30a Rid
reanlieations of those ovonts an numersus ooeasing and did have dreame of thees
traumatic events when she was growing up. Jane reports that she does make an effort
b anvoid oG, 16EIRGA, OF COMVEIMINIONS WHIEN ROVE 10 50 WIth this past trauma and
raporie thal she makes an attempt to avoid activities, places, or paople hal droues
recollections of this trauma, Jang additionally reports that she does not remember much
fresem thee ey of & until eealy auulihowd. Jae eponks Dl she used (o love art and vsed
bp g fipe vy ncd |'|J|l|in’r bt that cmmirm oo basnad i.iﬂl‘iiﬁl‘:h‘l"}r i PlcRil yitAfA Jana
reports that she feels detached or estranged from others. Jane additionally reports that
slig has dilficulty falling or slaying aslesp, dificulty concantrating and is experisncing
hypardgilanne. Jana atates that this hos lacted for sovaral years. Jamo additionally
reporied hat she experiences quite a bit of anxiety accompanied by these symploms
and others,

CURRENT TESTS ADMINISTERED:

Szl bk visesy

Consultatinn with Ms. Therapis!, Gammunity Agency 2
Review of Children's Protective Services records

Thoe Billge Clinical My Huciml lnwl-nlnrr-lil

Parenting Stress Index

Wechsler Adult Inteligence Scale

Haudds | PGl "G 0n

BEHAVIORAL AND TESTING OBSERVATIONS:

Jana ig 3 Migpanic famale of madiim o hagvy huild She was claan And Apprmpriataly
dressed. 3he appeared fired and had somewhal guarded bDehavier, She was
rouperdlive duning e lesling process, Her affect was bodh flat and depressed during
the teating asadion Fha damanatislad asiltared cognition and anma diffieilty with
short-tarm memaory recall,

EVALUATION FINDINGS:

Un the Millon Cirical MUlEeal fventary - I (MCA-I), Jane's response style
Inglcatse 3 sy oniagnily divsess, @ indialivn W conplain, o fedings of
extreme vulnerability associated with a current episode of acute wrmail. On the basis of
i test data, i may assumed hal e clem s exparigneig o sever menkl st
This cliwnd fends fo be selfdeprecating and unpedictabile Althaugh she s cusrthy self
danying and dysphoric, there is an underying irritability and discontent that should be
handled by drawing upon her strong desire to please others and act in a deferential
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mani, Posilive gaing may be achieved by ysing sither cognitive or interparsonal
tharapy of & shor-tarmed and focused nature.

Tlwzre i reason o believe that at least a moderate level of pathology characlinEed the
sverall persanality organizotion of this womon. Dofoctres pevehic slrusture suggesls a
fallura to develop adequate intermal cohesion and a less than satistaciory hierarchy of
COPING MTAIEOIcs. Thi WOMan's foundatian for offoctive Intorpeyohic reguistion and
sogially accaptable intarpersonal conducl appears deficient of incompetent, She is
subjectad to the own flux of her own enigmatic attitudes and contradictory behavior and

har sense of peyehie coherence (s ullen precaivus. Allhough she is usually able W
function on & satefactory hams she may expecience paiodis of meked smalicnal,

cognitive, or behavioral dysfunction, The profile of this woman suggests that she is often
tewlennchily and blue, headul, socially shy, and salf-pitying. Exprassing tealings of aeft
raprrunch wnd inapieapdiata guil, sha has lnamed ta lsan an athars for soourity. and sho
assumms the role of & submissive, cheerless, self-sacrficing pariner in close
relationships. Exceadingly insacura and vuliarablé i1 SEHarated G INHSG Who provide
auppart, sho may wilingly place heresll in infaror or demsanireg s, sl

others to be inconsiderate, if not exploltive. She probably feals considerabla resentment
loward hose wha fall o appreciste her Intense neade for affection and nuturanos,
Allbaugh wrstivnally nilalde and ovedy angry al times, Decause her securly is
thraatanar whan sha expresses har mseniment. shi & Inath to discharge any negative
feslings and most typlcally does o In & passive-aggressive manner. She would rather
wilhidrawd from |',|.|u|n+|||| nocinl rql.nlu;mnhlrllt rir 1r5r tn convnes haraal bt hn|n|] labard
and sad ks a worthy state. It is likefy that her depression. lneliness. and isclation are
getting worse. Her underlying tension and emotional dysphoria appear io be present in
diaturbing MoURes of ARKicty, 3aaneas, and quit. Insccurty and fear of abandanmeant
may aceaunt for her moumful, semowful and dispinited atttude. Asida from her penodic
ouibursts and expressions of resentmant, she is likely 1o be conciliatory, plecating. and
oo ingramting, By seing dejuted and widk by sepressig ssll-cenagatun, by eing
self-depriving, communicating 3 need for asaurance and direction, and displaying 3
willingness to submit and comply, she hopes to evoke nuturance and protection. By
subsmerying D individuably, voicing Gouglis of death o swivide, focusiong on e wost
fmatirms and lewly abatua, auboddinaling has pecacnal diairas, and aibaitting Al fimas to
abuse and infimidations, she hopes 1o avoid total abandonment,

Hite praneriipation with and nomplaint of inadsquacy. fatigabllity. and linasa, probably
reflect her underlying mood of depression. Simple responsibilities may demand mare
anargy than she dan musler, Lig may BE feieared 10 by Ror 1G as emply wilh donglan
foninge of waarnees and apathy, By wilwrawing, being depsrdent amd sl
abnegating, of resingting her sacial involvement to those few situations in which she is
Aol GEploitzd or rejectad, sha praciudes the passibiity of naw, potentlslly favorable
gt ey tedivecting ler e,

Intarwoven wilh this woman's fretful and melanchalic feelings are clear signs of a major
depression overlying a characherologic mix of dyathemic teatures. Notables among thess
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foatures ard d diminshed capasily v P, precccupation with |essensd snangy
and adequary, peseimiam And snicidal ideation, & Ins& of confidence, feelings of
worlhlessness, resentment, and fears that she may vent her anger and thereby lose the
il suewily she possesses, This woman's thinking includes a number of debuaional
Tacita, foF mample ranalont ideas of referonon. misad joalousy. and poreseutory buliol
(thal interweave with other features to constitute a mini paranald episede | These facels
were most likely precipifated by her leahng MIBFEalEd bY oSG TFOM WHoM JnG had
hoped to gain cupport and ehe now belleves that thees peocpla have betraved or
forsaken her, Previpusly repressed resentments have slipped through her once
a0egUaEte comeols, Msing e surfEce as rallonal, Urlﬂf. R ul dIRJE il
suspihan, Tunsions ane Tkely fo accumulate, howsyer, leading her to be quis toochy
and irritabla.

This wioman appesra i Rt béin eanfionted with an avent or cvants In whish she was
exposed to @ savers threatl to her life, & raumaltic experience which precipitated infense,
fear, ar horrar on ke part, a8 previously outlined above in the background intormalicn
tar B el

Consiglent with her pefvaseé QISCONEM and Sadness, this Ineecurs and troublad
woman roporte sulfarinyg o o varisly ol syl el combiule an aneiely disorder,
In addition 1o palpitationa, detractihility, jitery feelings, and reslrssness Al ooe
moment, and exhaustion the next, she may experience preseniments of Iragic
pleutrs ww well ae peniod panic attacks and agoraphobia. Expecting the worst fo
happen, sha not only looks for confimation but may also precipitate evenis that
ganarate sell-deleating stressors that further intensify her anxisties.

On tha Paronting Stross Indax. Jans scod with 3 lolal slraes in the congem araa, The
Parenting Sfress Index was designed 1o be an instrument in which the primary value
would Be 10 i0eRUTy DERCAT-CRIG 3y5I0Ma that wore undor Girost and ot risk for the
dovelepmen! of dyefunctional parenting behaviors or behavior problams in the child
invotved. Jane's overall score on the child domain Falls within the average range overall,
Rowever, on the Darnandlr:apuﬂu submesle wilh regand 1 e child, she recived o laily
gl sy, She is af the 85" percentils. High scores in thin area ame prochicad whan tha
parant expariences the child as placing many demands an him or her. In the parent
gagerln, Jane's ovenall sliess was bigh which suggests hai the sources of siress and
potentinl dysfunchion of he pirent-chikd system may be related © dimansians of the
parant’s functioning, Two areas especially that were of concemn were with regard to
Competence and Spouse. High scores on the Competence subscale may often suggest
parenta wha Gre Bcking In practioal child devokopmant knowlodgo or who possgss o
limitesd range of child management skills, Additionally, high scores will be found amang
parents who da nat tind the ok of BaRGN1 35 FRINTOICING 35 IheY Nad expected. Thess
naronts aro ofon ovoretmmid by the feeling Uil U ikl s oo U | Langained
for” and "1 am not sure if | would have children if | had tn dn it ower again° & high soore
on this scale is also associated with a kack of acceptance of ailicism from the child's
b prarenl. 1 would e eapected wilh an elevated compatence score that the Gpouss
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subscaly would also be elevaied, which it is in this case  High scores on ihe Spnass
subsrake are indicative of parents who are lacking the emotional and active support of
the ather parent In the area of child management. As Jane's child does not appear lo be
a special needs child at this point, & is moat ikely that Jana'a acoraa with régard 15 e
ehild are faiy acourats with okoopion of the Domandingnese subecals, Jana's
percaives her child's expression of developmentally appropriate needs as inappropnate.

Tha Wachafer Adult Infeligence Scale was administered 1o estimate Jane's intellaciual
ability, Jane scored at the Below Average level of inteflectual ability hnmm, her score

falls within one stndard devialon from average ineligeme, Ther s g non-sigiilicand
dilference betwssn Jana's warthal scors and hir padformance acone which indicates that

she performed about the same in the abality to deal with words and solve problems
vlosely nalaled o schodling, when compared to fhe ability to think non-verbally and
ailve "rmw” peohlmmi e kind Bhal afa fot tught in schal.

On the House-Tree-Harson, the resulls waré indicalndd o an inSCEURG, WlRATEWN,
fearful Individual who foole that e dumestic dillculivs e vsadadiing, wi e
difficuity in socialization, who struggies with repression of past events viewed as
unacceptable, a/d fias nappropnataly optimistic axpactatians for ihe future. In addiion,
the reculles il e swil-coneegt, ansivly, aod some whal hostile feefings. foward
make figures Alan, thera is snme concem with regard to serous paychological

disturbanca.
DIAGNOSTIC IMPRESSIONS (DSM-IV);

Ails | 4t b4 Lipolar | Diaaracr, Mikod with Payahotls Foaturas
300,81 Postiraumatic Stregs Disordar
A I 30180 Depressive Personality Disondar
3082 fwoidant  Porssnally  Diswrsr  will Dupwndunl
perEonalty fraite and Rarannid perennality fastiras
A |l No concems
Ayls 1V Paythu-suell slessurs.
oh difficadlbina
Fatigue
problems related fo the legal system (child)
inadrauate cdusation
Axis ¥ Gurrent GAF. 41

REGOMMENDATIONS!
The evaluaticn hndings SUPRON the Tallzwing racommandations:

1) It is likaly that this chents dificullies can be managad with exbended
therapeutic methods. Continued therapy sessions are recommended fo
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2)

3)

3

willize a variely of techpigues in order o redyce depressive symptoma, io
rarura anyiaty, and to eontinua to develop parenting skills.

With appropriate consultation, targeted pyschopharmacologec madicationa
would bo recommandad. Aention chould bo given to the poeeibility of
anti-depressant medications as a useful insirument to moderate Jane's
DEFAIALENT BLCENON AR POAAIMEIM.

A major initial goal employing short-lerm herapy with Jane is to illustrate
that U guals of resiment @e (ully schievable sod el ey shoukd
miotivate har rather than sesm impossible and fifils Disconanlste clisnta
gsuch as she fear that therapy may reawaken what sha views as falss
brusges, Ul i, 1L oy vemnind B of e disillusionment she expenienced
whit ahi mapired v the past and was rojeoted. Naw thal she may hove
found & modest level of comfort by distancing herself from desires and
withdrawang trom others, it is impodant Hedapeulically nol 16 lel mallers
FEMaln at i ool of doprosshen ansioue sueimen g oeblch ehe e
become acfustomed, Al the cognilive-behavioral level therapestic
anciion may be usefully dracted to Jane's depressiie 3sEUmpilons,
arElaus s, sel-aprdng atbiludss, aod belavien el may have
sugkad unhappinass, salf.contempd, and derogation in the past. Shord
term and focused techniques such as those developed by Beck and
Muwichenbaunn should help redice har sanaifivity o rabuft, her snassadie
style, and her outlooks and fears that only reinforce her inversive and
depressive inclination.

Sharl-lem leehnsues may alio focus attention on Jane's deprassive
fendencies fo demesn her selfworth and subject herself o the

fatreatment of oihers. Al SUPPORive moasuross snould be used o
gountaract her hasitation about Sustaining 3 congigtent therapautic
relationship. Maneuvers designed to test the sincerity of the therapist may
b wvidenl, A wanm and secepling siliude pooeeded because Bis cliend
fears facing har faalings of umwnrthinasa and Bacaica aha Al thia haf
coping defenses are weak. With skillful supportive approaches, it will be
puesibly o prevent her lendency to withdraw from ireatment before any
il giina afe made Cagnltive mathods will be coposially usoful in
exploning the contradictions in her feelings and atfitudes. Genuine short
term gains will be achieved, but only with the building of lrusl and
GRNANGING nor shaky sonso of solf warth, o af which ded ihamss s

well to brief cognitive procedures, Efective focused cognitive techniques
A bi dfec1ed 1o reduce her viglant and seif-demaaning appralsals and

brattre alionivnialy vl e indsnsily P anguigh,

To diminish or even preven! relapse, more focused procedures can be
melul i reenstrucling  the  amonecus  bebefs  and  nterperacnal
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preblems, As Janwe has denonstrated an interest in ar, aristic intervention
sich as arl Iherapy wold b highly recommended 1o assist chent in
dealing with past traumatl events and in leaming new behavior. The
devual Abuse Traatment Frogram is an excellent axample of available art
tharapy in tha aammunity.

JANG'3 peraonality Raa iNorarcd with Ror parontng abiity. Jane nas boon
recaiving services from Community Agency 2 over the past severdl
months but stales she has difficully with consistency and recall of the

Information learmed, Jane's (Pl EvEiuELon shewy sl Jane 1y
connitiualy able to ynderstand tha information prassnted, howsuar ans

would best beneft from concrete examples of information to be leamed,
inchuding the use of pictures to aid in retention of the information.

Il is my récommendation additionally that Jane does have the capacity to
be an appropriate parant, however, it i3 impérative that she recave very
Rkghly-sirscturad nisrveniien i paranlieg HehniseEs, 0 s bl
stages of chilgren, and that her Interactions with her child be highly
sUparvisad In 3 therapautic seting dus 1o Jane's numarous peyehclogical
T CETI

If there are any questions concerning this report or its contents, please do not hesitate
to contact me

aincaraly,

Jennifer VanDerTuuk-Parking, LLP
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ERYCHOLOGICAL EVALUATION
Clent’s Name: Jane Due
Bipih Dute, (RS
Tiate af Evaluating: 10312
Dvte of Report 11723402

REASON PO REFERRAL:

Jume Dot is 3 19year-old Caucagian female who wos refimed fior 8 peyehalagieal valiation by
kee case manager, Mz Larealod, from Uhildren's Prolective Seivices, Th purpose of 1he
poyohiologleal avalumton b w flp provide wewe indight e Jae's cunen el of
peyehologicl fimetioning and swiat i providing appeopriate recommendations regarding
tretment inlErventions,

BACKGROUND INFORMATION:

Childeen's Protestive Services bacama invalve with the fumly m July of 2002, Reporiedly, the
allezations werg for physical abuse, neglect, and domestic viokence.

Mg, Dise ruports (hat ber home address is 111 Smith S, Apt |, Grand Rapsde, MT 83504 She
lives here with her fiance, Jesse James, age 36, and her son, John Doe. Ms. Dot reporis thar she
has never bean marriad, bur has hean engaged on three separaie vcessions: ooce al age 17, o
wt uger 18, o) Joee oot relationabip She has onc son, previenaly mentioned, Tohn Thoe, TOB
YOANZ, age 6 months, Ms. Doe reponts that Jesss James is the father of John, Ms, Do
additionally states that she has “always had a thing for older guys”

M. Ding reparts that she bas compleied 10” grade, but has 8 GED, She additionally reports na
histary of special education, and no tamily mstory of eammg déabilities. Ma. Doé States that

i A1 vl Jr, ROTG, bt droppad ot after 10" grade. S repurts el she ol writien up G
limes at sehool {in one day), and che aates thar her hoyfriend af fhe fime hmke up with her vin

email. Ms. Doe states that elhe does not know why she got written up 5 times in one day. She
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ildtiomally nepurts thiat the school suspended ber, and she decided that she “didn't need scheol”
M, Dhoi sdates that she god kicked out of her kouse ot about the same time, quite ber pob, and was
50 having smatianal problams,

Ms, Dioe reports that she is currently unemploved, and staies she receives S81 Disability for
Diperar Disordur 2t g e of SR80 por muh, 3 repais bt she vnly soee 370 bevauser Qe
reat s foward her rent. In addition, s, Toe states thit she ilso receives cash assistnce. as
weell a5 Medicad and fosad stamps.

Family histary ineludes Mz, Doa baing placsd with aduptive parents o apseosimately age 11,
She fecls she had to work for more things than the bological children in the family. With regard

to her bslogeil paftald, MA. Dt Tefsofts that her dad thesw "somehing™ o1 her, and she mpans
that kb had 4 cloced head injury as o result. She additionally reparts that her hiological father
hit her repeatedly in the face for o long time and also sexually abused her, even on parenting
vlzits while ghe was in foster care. She seaes that she bus o sear on ber faee where her e bead
o L slig e %ls Pow statea that she doean't ememher much prioe in age 2, aned alan sinica that
her biodogical brother was also physically and sexually abused by her biological father, She
regmorts s weell it Der Diological mother was physically abused by her tather.  Ms. Loc statcs
that she i heen old thit she had more than 2 brothers and sisters. and reports that shie bag mat 2
of her brothers: sne was adopbed elsewlcre and one remained in foster carg. Ms, Dog states that
parental rights weee tertninated on her biological parents, and she reports that she was adopled by
i divareed single parant whis alss adapd 1 ehar child, i sdbivn w her 3 biulogiead children,
Mg, Dioe reports that her adoptive mam “amacked” her in the: faee and "ok her anger ot on
her,” M, Liog 0085 Uit Ber 2Aptive Tom anempsd 1 use dmea-ous, removal of privileges,
o, bt o things i me wank willy My, D, Sle pepunts Oyt L addoptive wother slways
“yilled” a1 her. Ms. Thoe does state that there may possibly be some psychiatrie/psychological
hi,i.h:l-r:r' in her F:lmﬂ:.huf'-migln, but she 15 nod certain, She does state that she believes her
Dniuslusgeival ol s “coazy,” and states that her older brother {immy ] doca not currently speak wilh
her hecause he doesn't like her fiance (Jesse James). Ms, Tiog believes that her brother Jue, who
was adopled, has a “mental problem.” She reports that the last time she saw him he started
writing like a "koedergartener,” hibé Pk o B “ ALY Bbeaust e hod TRe GILEntian span &r &

ghiat.”

Curteitl pevehlatrie/payehalogical wanment consises of surpatient therapy with Userpisiy Sue
Smart, MSW, ond Delight Tomeetn, MSW Mg The's previous paychiatric history is quite

extensive, beginning at age 3, when she first visited a counselor. She states that she thinks she
saw i counselor from the tme she was 3w appoosioaely age 11, She vepunis that she dido't
tust il cenninaelor then hecsoae dhe didn't know whe the person wi, She thed states that ahe
siw another counselor until age 13, and then after her mpatient sy ol age 13, at Grand Rapids
Psychiatric Hospital, she began seeing another counselor. Mz, Uoc reports that she was
“heirayed” hy ber counsclor whett e wis ages 9o 11, With regard 1o this. sha states that I8
fimilies wanted (o adopt e and sl reports that her counselor fied to these families and told
them she was 2 "bad kad" Ms Doe addibonally states that her adopive mather pot the
donnselar fres., Sha reponk tha she bus @ lange problem with uus,
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Psychiamic hospitalization began at age 7, when she was hospitalized an Detroit Paychigtric
Hospital in Detroit, Michigan. At that time, Ms. Uoe reporis thaf she had a “nervous
broakdown” and tncd 1o b Sbimcodae Wil She was in fomer aore. SR eves thae shi didn’
understand what was happng e ber She additionally peporte that che wos pot precoribed amy
medications, and does not recall how long she was inpatient in the children’s wing, Ms. Doe
3085 S1te That cha mar har current fanae st ohar tima (when ghe wig 7) beesuse her Sance'y wn
{who later diadl die to hear failoee) was inparient alongside her. She reports that she recognized
her fiance when they first met,

Second and thind hoapitalizitions occurod at apjraximately oge 15, Ma. Die repants that thiss
were sitvational, and thal ach hospitalization resulted in @ wesk of inpatient treatment, with &
diagiosis of Dipelar disorder, mamic phase. Af that tme, Ma, Lioé waa presenbld midd which
{neluded Dexedring, Saraquel, Rispardal, Prozae, Willbuirin, snd Depakate, She reports tot she
sogped faking the Depakote at approximately age 17, The events kading wp o the
hospinlizations mcludéd BIACKaULS aid e 10 self-harm. In addivian, M Dog sioes (o she
T |l|.|'|'|I un ||.|.l| |'“||i|:|| m-J “WH'I'F'F“F L] 1 ol '||i||i.l|'|lI "ahi |l|'l.'lTl. I|'|.l1 I'n'l' l.ill'ﬂ' WA
anpry and awraring, and her mother said “something awful™ 10 Ms. Doe {she called her a “siut™)
Mz, Doe sald “oh, it's akay when vour uwa Qaughier sets The a Dicl, Dot oot shen o™ She
slaies it ey ool alamimied & haked potatn it her hack.  She reports that Wi Siftidteoi
escalated from that point. and she punched her muther, In addivon, Ms. Dog states that she
repeatedly broke curfew just sitting and talking to her boyinend. She also reports that her
adoptrre mother' s nephiw Iried Lo Kill Bed because she Sk up for hee coustn, M5 Doa s
thaat T emsekad bur wver while he was hitting hie dister, He elammed Mg, Doe agaimne the wall
and held a pool cuc against ber neck, She reporls [hat she blacked oul and She énded up
T ing him agrags e rss,

At approximately age 16, Ms. Doe reparts that she went through “relapse,” and sates that she
wiz mot vaeing ber medivativn. She ety tat she began getting depressed. Ths led 1o
hnepiitalizatinn at Walker Psychintric Hospital at age 17 which Ms. Doe staes was the “hest
week of her life.” She reports that she was gatient for approximately 1% weeks, and stopped
i Dhepabute because it was making her angry. Ma. Do stadcs that her adoplive i 100k
her to Wilker Payehintrie Hospitol after Mz, Doa lofi hame. Mg, Do repirs (hal ehe wig in 2
downwand spiral, and states that her fiance at the time threw her down the stairs. She reports that
she left home and went fo the Adoleteent Home, whene che lived for approximately 3 week,
After that, sha had mewhere to e o her adoptive mother placed her of Walker Peychiatne
Huspital in the children’s wing. Ms. Doe states that she did not want to go. She reports that she
was nol Likinig ee medicaion regularly, dun had been wkimg i regularly st the Aduleseen
Hume, Bds, Do siaies ihot while she was at Walker Payehistor Tloapital she god angry ab the

ataff herause one of the children broke their arm and she thought the staff did it

Wy Tiowe ooprita that ahe 0 an “insomniac” or o “mght owl.” She states that she slesps a ot
during the day. and reports that she hs been alraid of the dark throughout her entire life, In fact,
she states that she slept with a nightlight until age 16, Ms. Uoe stales thil shé had seizurés when
she wan smullcr, dnd fepots i sl will sam ehaking prier o 8 stere, She sty is i be
risgnlt af bur closed bead injury.,
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M. Doe reports that her physical health is adequate. but states that she is getving a-rays for her
knees, and reports that she might be anemic. In addition, she states that her medical doctor 3
checking for thyrowd discasc currently becwuse she 1 hiving troublé loding Weight. Bhe i3 not
i taking any maediontion or vitaming, Me. D roports @ botery of both anovexia and bulimia,
She states that at age 13-16 she was anorexic because she went from a size 22 10 a size 14in 3
Gt 16 FEpars thin ehe was baraly aing, Sha e she was consmly wurhing wul,
wuld anly eat “p bag of Doritos and 3 Dt Coke, and accscionally Taen Bell ™ She reqarts this
was largely due 1o her brather calling ber a cow, for example, he said "Moo ..., Get up!” (i the
mineming). Ms. Duoe states sl age 13 she was buliic bevause she bt she was G, She
swpia that everyone af her achonl waa akinny and onc of her friends told her that #he wad't fat,
just overdeveloped, Ms. Do states that she was bulimic for apgroximately I months, She
repurts et sl realized she was ot happy with beraclt that skinny. In addition, Ma, Uoc stulcs
that during ll of het hoapitalizations. s convimuad te wiek s, including weusbilifimg e bed
al Grand Rapids Psychiptric Hospatal,

Uz of subssraneay iechades previvas we ol ubodiel on 2 vt wovasions. bMs, Dos iwporta that
o bl & wine eondes st apprrimately age 1R, and had @ “screwdriver™ ar age 17, from which
e prompy meew up She s o she does ool mow smoke, but Jid soeke fin
appreniiaiely | ol whin she wan 14 hecanse she thrght it made her laok “cool.” Ma. Doe
reports that she did smoke marijuana last year, which she tried on one occasion, and which
helped her go o sleep easily. (1 will note here that Ms, Do asked me iF marijuang was a drug.
when | asked M, Dog of she had cver weed any dregs, abe indially siid “no”) Ma Do@ sunsd
thiat s makad mariuana like 2 cgarette and reporte that she was fold it was p just 2 ciganette
She states she was “manipulated.” Ms. Doe addrhonally states that "drugs ané bad anyway ..
ihcy just el voud (it ouble and oot money.”

Ma. Doc docs not report any history of prostintion or sexual addiction,

Lagal history inchide Child Protective Service involvement, where Ms. Dog reports that her
fiance kit ber. She staies she was tokd she calberd the Fruliu.' and her fiance was arrested, With
reward o by son, she sites it @ fieod called C1% bocause her son had a brusse on b hend
from ernwling around. and et friend thought the bruise was from Me. Doa's funcs hitting M.
Dioe’s sen. s, Do reports that her case would have been closed by now, and states that she
wis offizred P21) services from another agency, bub $13185 thal she was 1old it was completsly
voluitisy gnd ahe did ot want to eign anything tat day. In addinion, M, Doz sates that she
theught she was pregnant, and went to the hospital because she was baving pain. She reports
that the bospibal fold et She WASHT PEEINAN. SRS WS JUSE Raving pin, She samws that "I'I'IH].IhL'
sty wae: dasndeeny with Jusing @ buby"

When CPS became involved, the police officer who responded to the domestic violence call wld
M, D tliat Jesss Jamea had & hench warennt for child support ind ler “hindeeing an offizer.”

Tn nidelitiem, it was reported that Mr. James bad a ticket for “public consumption of alcobol.” Ms,
Doe states that she did not believe the police officer. Ms. Doe also reports that she was asked to

take a brcathalyeer, buf thene were nd deial chiifged.
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Ms. Doe reports that Jesss James has hit her on a previous eccasion, but she stales it was just a
“hoke." She reports that she lved at Homeless lnn and states she and Jesse were arguing loudly.
Wa. Voe repdeld it the plics wese salled Besause may (gt "ty ware Baing each b
up” Currantly, My, Jamed hae 2 no-contact order with Mg, Doe, and they ane tn have na contact

Further legal dimaultes aross whan Ms. D wis @ wemager prive w her il a G
Rapids Psvchintric Hospital at ape 15 She repors that ahe hinke infn snmeone’s home to use the

telephone. In addition, Ms. Doe staies that she ran away from home, and reports thal she wsed w
arve trouble with siesling rings, $he staies i she stole fion s bome where she was
hakyaitting.

Ma. Doc reports that she has not attended any parentmg cliascd, but atabcs thil dhe bis covered
SO parenting topies with therapiet Sue Smarl, MEW, She reports that che plans 1 use time-
oyts with her son, and states that she has smacked her son's hand once because he reached for
the space beater, In addition, Ms. Diae repars thar she stamed arending an agency far domisti
vielenes cuunseling wpprasimely voe ot agy, Dt lus oy Teen oo session, which oe
atates “ddidn’t help”™ Ms. Doe does not report any specific sexual abuse counseling. and States
thar she 13 not besthered about the sexual sbuse, She staes tad ne-one as ever whd her b o
comilid el 100 e oof her comrent hehaviore,. She repinm that she *never et af bather her™

s, Thoe appears o move 10 and out ol relabionships quickly, as evidenced by her repeated
engagemcnls, Tor cuample, she wis chgoged ot age 17 for approximately | day, but repors that
bee Nareee died the next day. Then she wag engaged approximately 20 dave laber to another man,

Currant madkzon inelude nosimg w the mument, Pass e 2 of Febraary, 2000, meluded
Wellhirin, Dexedrine, Risperdal, and Seeoquel. M Die reporta thar the: Risperdal wiiild ealm
her down. She states that she has nod taken these medications due to a lack of health insurance.

M. Do repuris et shie is seetng ben medical ducior Novewber 20, 2002wl would like w uve
her prescriptions renewed af that fime,

Iistory of hallucinations mcludes the possiblity of & visual perception of a " ghost™ on ong
oednsian. Mo ather bistory of either visual ar suditory hallusinations is repored. however. there
15 some evidence of delusional thoughts and/or ideation

CURRENT TESTS ADMINISTEREL:

fl-“n:l al Tonmiview

Consuliztion with Sue Smart, MSW

Review of Childien's Protective Service records
Slmishlental Stnte Fanmimntien {(MMEE)

Melillen Climical Mulisssal Inventory=01 (MTMI-11}
Rautman Brict Intellhgemce Lest (R-BIT)

Puranting Srass Indas

Human Fignre Drwing
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BEHAVIORAL AND TESTING ORSERVATIONS:

June Do is o 19 vear old Coeasian famale, Shi demonstriten o nght-handed preference, Her
appearancs was within normal limits, Her behavior was cooperative, but demonstrated pressured
speech ahd ol tmes she wos Nighly aghoed, ineluding exagparaed panle refes  She
demensiraiad almost suphoric affact at fimes, such a¢ that congigient with 3 manic phase She
was extremely difficult to keep “on task,” and in addition she demonstrated poor ey contact, and
aften exaggersted setions andor seuvities in her peral bisory. She deomesuated soewls
{llngical copnitions and wan grndionc i her approach.  Ma. Doe appeared 1o perodically
confuse the Tines between reality and imagination, She did report some history of depression,
i alsir i listony of sexual abuse and domesiic violerce, In addibvon, there nppeara bo be o lick
ol reilization of how Ma, Doe's decizions and astions aftest her gan, in partieular,

EVALUATION FINDINGE:

O the Mini-Martal Sate Evaminaion (MMSE), My, Dioe aained 1wl seore of 30, which
depmmgtiates porial cogolies finctioning The MMAT ix & bricf and abjective screcning teat
for cogmtive gsirment. 1t 65 an effective and widely used method for detecting and
quantitatively estimating the severity of cognitive impaimment and for documenting cognitive
changes over time. M, Loc did not maas any quéitiond, aid wid aler and reipoisve dusing this
tart,

Ot the Miltas Cligfed! Midtaial Svcmary S0 PO T wsting Indlames & naed for so)
apgeoval of naivete about prvehological motters. On the basis of test data, it may be assumed
that Ms. Doe is experiencing a seven: mental disorder; Turther prﬁftﬁ-&iunﬂ ohservation and
trpatient care ey be wppropisie. AL mes el Do wlen noody ad e, Ms. Doe s
dbepwaed 1o vent upsciting feclings and to overreact to conflicts and difficulies. There is reason
i bzliswe that at least n moderate level of pathology charactenyes Ms. Doe’s overal] personality
s, M fomodation i pecsooahity cegulaton appears o be o oelther deficenr o
weomipetenl.  Although she is usually oble to funation an o sotisfatary bosis. shie may
exgenence periods of marked emotional, cognitive, or behaviornl dysfunction, Ms. Doe’s testing
profile suggests o veneer of fnendhiness and sociabilly that cloaks an abrasive hypersensitivity
e aritigiem and o marked tandeney b propect Blame onts sthers, Althoush she ik able b maks 9
gond impressaon on casual acqualntances, bee apparcaly charscteristie  unpredictability,
iplsivenes, IESEnmEnt, and moodingss may be seen Mequently by family members and close
wssiciaer, Testing iedivates ot My, D i libely w soeh avtetion wd exciemet, e often
engapes in self-damatizing hehavior. Relationships may be shallow and fleeting, and they may
frequently be chanctenzed by mmipula.ﬁ\'l: d:l.'l:plium and dl.uuph.'r] by caushic comments and
hewtile cuthirsin She may often sct on impulses with inafficient delibertion and ponr
Judgment, She may also be seen as iresponsible and undependable by athers. and may exhibi
short-lived enthusiasm followed by disillusionment and resentment,  Antisocial tendencies may
gt fimed be acled ful. When ehallenged, Subpecled 1 mus pridaire, ar loced wath potenbol
einbarragement, she may be provoked to vindietive anger. Temper outburate may reweh mlense
proportions and sudden, unantizipated vielence may be expressed.

140



g, Jone
Paychalogical Evalumiion

Page 7

Un the Kanfmean vl inteligence Jeat (8817, Ma. Dok obined o Vooabulary Scale 19 of 191
(33" parcantile) anad 3 Mutricew Seale 10 of 108 (70" percentile), These scores result in 2 Full
Seale 16 score of 105, which places her overall level of intelligenes in the average range af
finclioniag. The present Mndings appear 1o be & valid indicawr of har euren level uf
mielligenoe, There wag not g significant difference in thie te wearee an the Twn main aess
measured by this instrument. Ms, Doz performed about the same in the ability to deal with
wordy amd sulve |||u'|:'||_e|||-_. '-'l'*"“L"' telate] b sclwmling, when compuared o the ability to think
noneverhally and snbve “new” problema. the Kind that afe not aught in schaal

O e Parenieing Stresr fodier, Ma. Doc scorcd wiih tofol atreaa in fhe average mnge.  Wa, Loc
reapondiad o this instrumant with ragard to har ean, Jahn, DOR 03/06/02. Sha did net e
{iis instrument in 4 defensive manner, and appears to perceive herself &5 a capable parent. The
Firgnting Slress Iy wag desigivad 1o be &0 IRmument in whish the primary value would be
ity parent-child eystems tmtoare e s owed w gk o Qe develupoen of
dyafinetinnal parenting hehavinms, or hehavior problems in the child involved.  Ms. Doe did
lswever, sehleve high scores i the aress of Demandingness (child domyin and Healty (paren.
dupming, Do wddive, Bde e acgmed nrnrn'lr|}l bvar o the weale of Attachment parcnt
domain). High scores in te Child Domain may be associated with children who display
qualities that make it difficult for parents to fulfill their parenting roles. High scores in the parent
domam suggest thal the Sourecs of e and potéitial dysfundtion of the parent child system
may be related o dimensions of Ow parest’s functioning,  High ecores on the seale of
Pemandingness are produced when the parent expeniences the ehild as placmg many demonds
pon e, HIgh soore on the Haalh seals are suggentiva of duseriaraion in parencl sl
iy b the result of aither parenting etrset o an addmianal independent @iress in the parentschild
system, A low score on the scale of Anschment could suggest that Ms. Doe is reporting that she
i exremely witsched w her child, which may oedicate o discepamey Tetween My, Doe's
perciition of her feelings and her acmial hehavior.

The Mumun Figare Orawing progeciive tost was adnmumstered to attompt fo determine the
peeacaec of o conflgurational pottern of personality fraits. Wide sgreement existe that humon
ligure drawings are primarily a manifestation of the subjest’s perception of self or the self one
wishes fo be. Ms, Loe’s drawing had the tollowmng emohanal indicators: Teelings of weiknéss;
fealings of inadagueaey; paeeible orgamizity; susneeive, dominant woderei; drong dove levl,
compensatory drivings for feelings of weakness; suspicion, perhaps paranoid tendeacies;
anwiety, overly sensitive 1o sockal oplRian, Guerly sensitive BOUL SPPEATANCE] COmpensatiey
deflemay v wggeessbon aned soial dunimone Jue o el ndeguogies, godivee, egoes papive
tendencies; parinoii and narcissism: overeviluation placed upon intelligence or hagh intellectual
aspirations; fantasy 15 basic source of satisfaction; oral eroticism or verbal aggressiveness
sasnlated with dependenee; regreasive personahity; schiroid fendencics; hysteria in neurntic
individuals: feelings of body weakness and inferiority; phallic presceupation; sexual inadequacy
with compensatory leelmgs; possible homosesual endencies; posable acting-out tendencies
spawnicd by defiiee of aumhedity and/ae insecuriny; helghencd awareness of unsatsfied motlves
ar drvvaes and sesual eonflics,

141



Lkoe, Jane
Pyvchobagical Evulinln
Page &

DIAGROSTIC IMPRESSIONS:

I Bipolar disoeder (mania, savar), possimlity of schaoalfecive disoeder {rale out thyroid

prohlems)
I Podt rnumste siress disondar

1, Paranoid persomality dicorder, aarceeiane  perennality  disosder with  depressive
personality traits, and negativistic {passive-aggressive) personality traits

SUMMARY AND RECOMMENDATIONS.

Individuals who esperience mania may not somplain ahout thair svmptome (nd may i
treatment) because initially, cuphoria may be the predominant feeling. Family o friends may
first nobiee Thil the wdividial 14 belsaving abnormally. Some mdividuals, especially thase wih
peyehonte fenures, ny bevoms physielly wssaulive o suivilal.  Mosl may shifl apadly w
anger o depressinn. Frequently, manic episodes occur following peychosocial stressors. There
lo some evidence thar changes in sleepowake schedule may precipitaie o manic epiasle,
Ay il 1 W af [ien with |'ri|'-n|nr disarder conbinue bo l‘I'i:lrl]l'.F miowd |n|'|i|i1}l ani

inlerpersonal or occupational difficultics.

In addihion, mdividuals with parnged persenibly dugeder [délendnal dijorder) duy appear
tuma, ansioun, uneure, iemtable, or anery, They may prosent themeelves as very businesslike but
have an underlving expectation of harm or tnekery by the chmean, There may be preocoupation
with fustice and rulis.

Concern exists surounding this patient’s reported past history of blackouts, and | would
recismnend continued observagon in s regand. Do additon, sexon] abuse counseling would be
extremely heneficial, as this patient’s hisiory may be contributing to her mental health issues al
this peint,

Addinonal concerm exiats dus to Ma. Doe's dependency and narcissism which puts her son at
fisk of neglect and/or abuse,

A first stap folkewing thie avalustion would b e rfer Me, Die far 8 pevehisreiz appoiniment b
eviluate My, Doe’s need for psychotrople medicanion. Secondly, the treating theramst should
lelp Ms. Dwe understand, uzing comerete, bebaviaral inerventlon m@kods, how Ber past
eaperieees Tuve ingaie] s bey cynen belseine, aod Iow Qe belsvios ae affeting de
well-heing of her son. A cognitively-onented approach might assist Ms. Doe in becoming more
sensitive and aware uruhjl:ulllw‘: |E'a|.i1}', this QLY prove r:qv:c:'al]}- JLI:'].'ItllJi after lal::ing sleps o
drengthen her eapacity to confront her weaknessen and deficiencien. When she ean deal with
terself on & mere realistic and insightful basis than before, she will be less likely 10 develop
(lusary attitades and dysfunctional behavior, A starting goal for therapy should be to aid the
pubient moreducmg ber inlende ambilinse dnd growing eéscntmend of olhera, The ¢hmean
ehuld aveid setng omipotent, bul should maintan 4 Do, concisbent, and understanding
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dttiude. Short-term approaches may be best. ot least inially, Ms, Do will not be inclinesd te
face her ambivalence, but this must be a major focus of treatment.

It in wdvigabele Uvat tee thevagiel nod sot goale too high because Mg, Dos may not be able to
tolerate demands or expectations well. Brief therapeutic methods should be dirceted to build this
LT EPLIEE Wb TRRGIAS Cr PRREIRL VR Sralns, mid oo anhaned har onfidane and sl g,

It is also recommended that Ms. Doe receive parenting education with regard to developmental
stges of childien, agesappoogmizie espectatons, and educaton with egand W poeciive

phrinhig.

[f there arc any questions concerming thie report or ite contents, pleass do nof heastaic to condact
mi,

Sincerely,

Jennifer VanDerToek-Perking, LLP
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PSYCHONOGICAL FVALUATION

Client’s Name M5 Tane Thae
Birth Date: [ DY
Dabe of Evaluation: Ll TR
Tvaie uf Repare: 2003

RFEASON FOR REFERRAL

B, Toooe o 4 s -odd Cavcasian female who was e o g psvehologioal evabuaion by
hes cawn manager 10 l:'urin‘g" from Childeen's Trotective Services The poepose of the
m}':mh@i.cu.l evitluaiion 15 o help provade greater msight o Jane's current lewel of
pesclelogical funcioning and assst w0 pooviding appropiate veconumeslatoe ezanding
RGBT IFl VLo,

BACKGROUND INFORMATION

Jane rEpsIs thin ber permanene bome sdrees i 02348 M S, Anvoun, Michigan 49999, bt
dalei I|'||I|I ahw ;1 |'|l||'||l|I1|'_|.' l'!i:;d;l'lE. |l|;1|'| |H'|' !'l.llﬁlﬂl. ar 11475 I"":"'I l';'. .¥||_|.I|I||l\.||I Mh'llihﬂ“
A Jane stanes tha this is the result of a divorce action which she recently filed. Jane repons
that she currently has physical custody of the children  Jane states that she has three children:
Tusbine, oge 12} Jumed, age ™ and Judé age 5. Juné réports that her apounc i John Toc, age 42

and stales that be i3 curremthy residing an the Gamily address in Anyviown, pending further onder of
the cour.

When asked rov deseribie et chilidien, Dne repore that Inetne 1€ depressicd and ancidal, Tane
states thar Justing wishes she were dead and repons thar Justine feels thar her Guber ignores her,
Tane wvaiee (uat Jusde iz Dappy all sl il v wond svanes dhan Sodn plass winls Jusle all o che v
and 15 greatly mvolved with bim.  Jane reports that James is also depressed. and has heen
diugnuwd with L'I'ppmlllil.mﬂ Defiant Disorder and drple:riml L'I'_I. the local |w.'|:hil1ﬂ-: hesspatal
and has boen taking LConcerte. Jane reporte that James “caloved down withen 2 days of 1aking
Conaerta” Bime reports that James would srar soeaming ond anacking others for ne réason and
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stares than he frequently anacks Jude, Tane reports that with regard 1 discipline she utilizes “1-
2-3 Magic," time-outs, uses a reward system, and removes privileges. She also gove a recent
cumrmple Thil "1 chabdién weed ondghty ol e Mamoung podl, 30 1hey éon'l b vininug
today.” Jame rapirte that zhe har ueihiaed epanking in the paet, mcluding tha ue of 3 pacdle, but
states that she “didn’t do it as hard a3 John" Jane repons extensive medical history on each of
th anlldrgn a5 follaws (Jane does proface thic IRCarmanion by Sanng thot o previous dooor hd
aprptad conerng that 1ame Wil fakmg o hie ehildrang” dificnliae, hot Tane Just felt that
“something was wrong” with her children):

Justise had the modm problems when she wis bofn,  Jabe réporti numéroud pregrunéy
complications mcluding toxemia, precclampsia, failing kidneys, amd almost bleeding 1w death
after the borth. Jung reporia that she had o Lounty health nursg come te ber home begause fustun
wae vary zackly for the 17 veur. Janw etabe that cha had fo keap going oo differant dacters o
determing Justine’s medical problems. Jane repons that Justing was %% deaf at 18 months and
repons Justing wig ip resding. Justing had rubes pur in har ears by 5 specialis which alded her
|F-'|l'i”]'!- I.\nq .||5.||| slalmy rluar |||-.I;||||- [l v I'i;lfhuE. n 1|Q| |I§'.'|. aml ||,l|||q | I||.|.| :.||r|l L
home from the doctor and prayed with her clurch. She then states that she returned wath Justine
o e o 2 weehs Toier avd thee doscin saned et Justine Ded 1009 feeling in o Toot am
BE% i the olheér food June fiports thut Juiling 13 alio néacighied und wéan glooes Jane ulio
reports that Justing's teeth were crooked s she took ber w an orthodonist whe reponed that
Jusime needed to have & “palate expander” because of 4 constiscted nose Bone which was not
BT EROLER DR EN 1 FREh Janting s Bealn ATEr ohi paling espander, Jusing then had 1
ham harr tonaale amel acdennidi ki oun prior o heace Bamg apphisd  Tane etatee that hueting
Al s alillerad om 1ow energy, Which ehe belleves 1o be the lack of oxygen 1o Justing's biain,
wied vyt (ot el ol sad g ganey Justine wp he siainy alfier sohomd beguuse Justine did mo
hirve enoigh energy 1o waalk. Jane reports that atter Justing hud the palate expander installed and
her tonsils and adencads removed, Justing had so much EnErgy that she was able to walk and mun
without any ditticulty, The LT specialist who recomnended thar Justie’s mouls amd adenoids
be removed apparently gave reasoning that these were placing pressurc on Justing's eardrum so
she couldn't hear sounds. Jane reports that after the tonsils and adenoids were removed. hustine
btan compliining Ul sotinds Wle 80 Joud S0 Gowld haidly lolidale [k ndai,

Jumes hud the snme tonsils/wdenoids problems ns Justing, and these were removed. Jane sates
that the Soeror sabd James hued largor sdenoids han be bnd ever szen” Jamez glss mw the mme
orthodnniiat a8 Tuatine whe iald Tine thar Imea alan wasn't perting @nongh awypen 0 his heain
and recommended a palate expander alse. Jane repons thar James is also nearsighted and needs
lasses, wond i akdition, has an eye sl poblen amd almost wenl Dlimd as @ wesull ol this
|'|n1|'||r.m Innc: reports thnt ahec di:q:l;nn:lrrl than eye problem beraclt and then took Tnmea fo the
eve speciabist who recommensed glasses, Jane reports that James hasn't hal visual rouble snce
that time. Jane addisenally repors that James was disgnosed as ALVHLY, O1MD, and depressed
by thi bl payehimtrie hasegeital,

Jude hasi'l visited any cpecialisne.  Jane repors (hal Jude docen’l ger ek very onen.  She

wdeltismmally v Ul Judde b Bubn's Gwvoniie clald, o1 seill pove bove sone congen i Jane
may ot feel needed by this child hence the fack of illness™
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When speaking aboun her relationship with John Doe. Jane states thar they have been married for
14 vears and reports that John has been verbally and physically abusive wward ber. Jane repons
thet John haa been neglectiul morepluging houschold dema as they worc out. Whon queatroned
about thie, Jame repnts that the Gaemily heme iz o “damp, masy bouss” and rapone that whin
they moved into it, they needed to have o new wr conditioner because the house was “full of

ERrmAT JanE mae IR T 18 WAL G 10 Vish them hegniise they “gat sk from the
hewiee ™ Ian acddstionally reporme thar thiare wete wquirels an thi i

Wiils vesand o exhoativnal Tastory, Jave vepuns st she is compleed a locheln s Jees plos
oné year of additional soufiework. She feporti that she waa valedictorinn of her high achool
Cluss, el wins in the tand, With regand w famaly hastory, Jane repons pitive relationships with
cach of her parents, and reporta that her mother was on clementary school teacher amd her father
wiiz o Mithesbist manigter. She reprta Ut b parents wor marriad, and staes thit che his one
sibding, a brother, Bols [oe, age 42 Jane reports that growing up in her family she thought
BURPLONE GO0 B1ONE Wl U RPGRE ThAT Ber Brother wamad 15 G0 away rod the Tainily, disd
bt Do o (e “hlack l||||l|l||'I nl* I||||- I'.l||||”_|I |r|'|'"|' H.lllllllll |I|u| |'F-'| 1q1.|||l.-| l.llllﬁJ |'-'||.ﬁ|'-"d| 1w
fer @ “just like her mother.” and repored that she would often el ber mother about hes
Droibien s setivities. anee veponis Ui shee was spanked up o sge 8 b repons thie sha neyver
rehelled  Tnne widitinnnlly stnica that her parcnts were “wondarfil® snd siatea that i parsars
bved her and states that “you can tell Teome from & Christian family Because my paris ang so
wondertul.”

lane recounta seiral painfil meneee of Eifienlt adjostment during her school vears. She
pepoms that “Kids are mean” 2id fepona el dhe wat often prcked on as o chold, She reporis that
b o il V] shoer ol Dnd woigelviomna s Do o dve ki i schesel. She senad i the kide
were “monsters” and “didn’l like her™ and “harassed her ™ Tane euan poet on o gt that whn
she was m girl scouts, the other scouts packed on her. When auestioned abowt how she chose
fnends n school, Jane reponed thar she befviembe] “oivess” s el ol ten Dad o Biend”
Jare additionally reported that she didn’t fit in with others. learned things early, bad no * special”™
pets, felt distant from others, and suicked her thumb to the age of 3. Jane also states that she had
& Tavorite object, & “Mre. Beasley” doll, that she 3l hud Jane reporta that th M. Beaslcy doll
wis hlonde, and states she uged to pretend the dell wae ber dauahter beeauzs the abwiys wanted
a daughter with blonde hair. Jane reports that when Justing and James were little, ¢he used to
take wun the b, Beasley doll and messure their yrowen apaine the Mre. Beasley doll, and
wimild take: their pictore with the dnll - Tsne atee thar ehe “ylways wanted kids™ und reports che
was (hrilled that she had a daughter with blonde bair, just ke ber Mrs. Beasley doll.

With regurd 1o émpleyment informution, Tane reporta that she ia not cormently eoploved | it ha
worked 45 4 stav-al-home mother for the past § years since the birth of Jude, Prior o that. Jane
reports thaf she worked o5 o date entry clork, and has worked i eustomer service and accounts
vucaivabile, Janw rapens that che enjeye thie e of work and wisuld lilke o fetra 1o it

Janes heleh ind payehologledl BIstony 15 guite extensive. Jane fepors numesous prior visits for
ey Dologan al g Tt reatoesl, Deginning us waaly s ouge . Jame e thar whan phe wae
3. her parents ok her o see someone becanse her parents conldn’t underaand hie Whin
questione] sbout this statement, Jane clarified that “she didn't make sense 1o her parente” Thig
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wits o due e a speech/language delay according t Jane, bur simply the meaning of the words
that she used. Jane TEpois that she saw & counselor in Jr High because she didn't make iy
frocnde and she noeded sogiml dall2 traming. Janc reports aucidal deoten in Jr, Digh begauag ot
kids picking on ber. She alza reports an “out of kady” esperience in Ir. High while she was
contempluting sucide. Bhe dates thal she was laying prone with wrme and legs spread on the
lving rocm Mor and e ke body and an Gnged 1k K 10 htaven and tald Ber thil gfoe nigs
winrs planned for her Sha wne che then rheenad $obier boaby and did nof remember that ghis was
confemplating swicde.  As recently as Febouary of 2002, Jane was mpatient at the local
puvehimoie bospiial G gpposimaiely 10 davs Jaoe s char ey dhoughy she was
prychonic” hecause she reported o “nenr dewth”™ expericnee when she waa recounting & car
accident that happened 5 vears ago, With regand 1o that accident, Jane states that she and Justing
weie i the car and the car was totaled. Jai sgies that she hud a Doosed claest aond was Dlesling
imtrnally. She rapere that the heepital did ot keap har overnight. bt wld ke hit she had a
hruized heart and told her o go home and lay down for & menth or b, Jane reporis thai she had
The experience oF g Jesme and angels gnd dying and rereming to 10e, God repons Ll her
gl Justiee alesr land e suone experienge, June veponey o ey B bin i Deade, and
states thit Justine was & or 7 at the time. (1 will also note here that Fustine wis not seriously
injurad in the seckdent xnd did ner require kespivalizaion, sceording o Jane ) Jane repors thae
she had & phyxical conm spprocamatcly | oyonr sgo, ot reports that ahe ban bad shnomsl
bleeding recenmly. Tang reponis that she is highly allergic o the sun and has staied that she is
prescnbed Ayriec for this,  (Agan, 1wl note here thar Symee 13 8 medication eommonly
prederibed fof seadonnl allergies. | Jand Wlso feports thit dhe hid hod o Win condér rémovid ol
recently ag o week ago, Monday Tape reports that this wag bazal call cancer wnd fates than she
had the shtches taken pul yéserday, She stafes thak the dermatologis! remaved the cancer in the
owvor's ofiew buse bdemduy, wml den D bl v g oo o iesepid o pluecke surgry ina
Wedneadsy | lane presented with s emall “himerfly™ handage on her face alongade her noge )

Jame's sty vl delusions o8 Tegthy, Whele o college, Jooe iy tlai shie fegoenily “ces
oul” demons, and ofien while praving, angels woulkd visi ber and 1als o ber. Jane states (hat on
one occasion when she was praving with her roommate, she could hear the angels singing and
budking wndd slafed that both 3k and bér robmmate Gould héar this m thor heads. Janc reporta that
el W Eeng in G, amd stabee that thee mest day 3 wirle cam b talk te har aned pusl e
could hear af least 13 voices coming from Jane's room the night before. Jame atates that the 2
ifle Lol b Ehey Lried Lo entes 1he PO, BUb that b fofee prevemed them [of Kiscking o the
door, Jane additionally fates that the next meming after this ingident, che saw an angel walk
|hn:|113]1 thie gatsde door who sad "‘wh:,.' ure you afraid ul:'m'l,.' messbnger"' Jing states that the
angels could resd ber touglus amd seies G she come g w Ber ioommue with an angel on
each wide of hier that the rsmmate conld ot aen

{kn one necasion during eollege, Jane reports that she cast ol demons from a student “who had
declored himself to be the devil™ She repons that she miade & arozs with her arms on one side of
the student, and satgs that the room had a cross on the other side of the student, Jane states that
Lrod gave her the words 1o peak and sales That God senfilied hir a8 hg “chodén oné” Jang
repiene than et s Jaeue chary the demem and sher dumiens o of e building, Jane e
while cagting our these demons, shee did Aot huve 8 herd of swine svailable (93 in the Rible), an
shie cas several of the demons inte 3 squirrels and 2 cats that were running around the campas
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Tane states that she sent the rest of the demons to Hell. Jane goes on 1o recount (hat she cast
demons trom appmxlmatrl}' 25 students, and had o [y cl.1|.||=_|5r.~ because these 25 students had
bured & man to larass bor and molest bor she ropors that this man came oo ber and told hor that
“hit would come back later to rape her.” Jane sares that be waited 16 rape her beciuze shie wisn't
on btk control and he duln’t want her tn become pregnant Jane reports that she had nervens
ey Gher thid, and wich 66 4 héorl monilod bécanst She wid & “ihaky méds” She épond Lkl
ol enedied up having 12 do comespondence courses, June Aaes that when ehe retumed to college
after scveral months w take an examination, o friend of hers in the bivlogy department 1hd her
than 3 squirrels amd 2 cas D been found on campus with exploded imernad organs, and e
theas animale had 1o b went o Tansing becsie nomone cosild desrming the caime of death

Reportgdly, these animals died the might Jang cast out the demens info them

June alza reciunts another meidenes in collese when che wae attending compuer glasses at
gollege, She statgs she went to g nursing home to sing Christmas carels, She repons that there
wiah i demii-possessed ol fan theee Who 1614 Ber “we don'l wanl v hérg," Jangé dalés thal
others in the nurding bome sew Jes walking bebind b Jane repone e @ woman in g
wheelchair wis trying to get away fom her, and Tane states that she went op twsnd the woman
ad sabed in e ming in che name of Jesus, you muse ger sy 7 Jine then sas thar she 1old
the wrman verhally thar the demnn had left and ceporrs thar she svw 2 Black ky spor come
of the woman's back. Jane repons that the okd woman then stated that her back hurt her. On the
samé gceasinn, Jane states that there was another old Wman w'|1|:r Wi l1|:|r||:| anﬂ w'hn;p gmhl'td
Jai 5 i) fuivdd il 15 st S G0t 38 Jand. Jund réport thod Jedua told ber to aak the woman
if ¢he would like fo see, Jane fold this m the woman, then stater that the woeman swid ehe didn't
want o se her surmeundings, being in a mursing home, and did not want her sight restosed.

With regard to her children, Tane aares thar ahie e an anpel viat anch child when they wers
less than 2 years old She alzo reporis ihat she saw an inE,tl in her bedroom :a|.'||.'nn:r3»:i:'|nan!-l'.nI 10
years ago. She stares thar she opeve e doon aml saw the amgel keoking her i the e, Jame
reports that when Justine was 13 months ofd, Jane saw a man in regular clothes in Tustine's
bedroom tnlk'-ng to her, but when she went to Justine's bedoom, the man was no bonger there.
Jung: alntca thot dhe lett the mom ond wenf back into the hallway, and then saw the man agam.
Jarw etatur that che kniw thie man war an angel, and the anael tlkad 10 her ond whd her tha he
was the “Protecior of Children” and stated that Jane shoukd not be able to see him becayse only
children could ses him, Jine avanes that Jamed 530 an angel when hé was 18 months obd, and
states that Inmes degcribed the anpel, but Jane reports that che could not see it Jane aloo stutes
tht Jude saw an angel when he was 2. Jane says that Jude told her that he saw a ghost in hiz
reman, Jurne sk [rim v deseribe i wned seaes chae Jude repored i bd winge a8 white ke,
Innc reports that Jude anya o kept coming hack  Tane states thar ane e she seased thar an
ungel was coming 1o the bouse and she went to Jude's room whers she saw it was a “had angel”
and she “cast it et Jane repoms that the angel was g 1o hort Jude, and stotes that Jude
begume sick thilt sveming.

Jane reports that she has not seen any angels in her ome since the "bud angel” incidem, whach
vk apgeriimuely 3 ywars age. Jurs dowe reper hamrimg Chmd ok 10 R a2 reemy ue Fabniany,
2002, wheen shee atates that Cod i her totell thee paator an ehireh v pan the 1and'e Praver hack

infe the service, and that he nesded 1o siep preaching blasphemy from the pulpi. Jane repons
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at she used to amend a Jocal large church, bur reports that “they thought she was crazy.” Jane
stales that she 13 extra-senaitve and sees u1|gl:'|'1 Illl:'quc'nlh in Chusch lu“.irlg_ L pﬂ'l|:||':.'

With regurd to present habite. Jana reports that che gete approximately 8.0 hours of slep par
might, but reports that if tikes her qppnlmimmlj' I-2 bors tor fall psleep. She repons that she
ANERD of b G0, 10 WsE the Fedioci. Shé additiohilly Pepoita thal Zyprexa helped her slaep.

Jane stater that the dose not evercies regularly, and reports that her parents currenly hive has on
il miH'M-]u:x dal which she staes 1@ wall-balancad,  June reports that she does not drink

lieshoslie: Devergwes, June suates (e shee did lave o blsckour afler 3 cur weckdem in Anmberiwn,
Michigan duning her fiest joh sfter college She reporta that ahe bost conaciosiencas and bad
dislocated bick and a bewd mury. She reports that she went to see a neurolowist who repored
that she did ot heve memery rocall and told her that her bead was “shon=cucuning " he
raparte thit the masdization ehe was praceribed did hlp her gt that time. Jané repons thit
currently she 15 prescribed Pasil (20 mg) and Khonopin (3 mg ), and has previeusly begn
presciibiod Zyprea (10 W), Bt states that ehe has mol taken Zyprexa fecently and 3§ more
ik o] “uplut™ ol s wmBiquin, (0 will v e g Zyprmsa i un angi-prychiiy
medlication thit is ofien uséd 1o help manage the symptoms of schizophrenia and other aychntic
dlisorclers. ) T is sudiiomally preserived Zyeee, which ls, sceording 1w Jane, tor her allargy 1o
the win Jane: reporta that thre i o history of aleohol or athar daanes sl problsne o e
family.

e reparts thar shes feels than she is cureently i o sufe Bving dilwabwon, Bhid her phyagnl necds
are being met, and that she i physically healthy, $he repong her sell-vetewm w “high” With
fegard Te» sl goald, Jané Slalés (hal she wants to have her kids dunn@, the da}'. winis 1o get
Lk, ontr Do Do, nnd wtnnte oo et sy Juode Sher varponns cheae her curearst fingnelal slosion Js
tight, s she has noincome Jane alsis staies thar she: i not carrenly tecaiving any child qipport,
Jane reports that she does not receve Medicaid, and states that she and the children are covered
by John's insurance. L'or fun, Jave states that she ewjrys hoitting hais o charity. Sl epons
that she: haa knitted 1§ hats in the last 2 months. She also states that she enjoys hooking migs and
sewing clothing for herself and the children.  Jane also reports that she emoys home-decor
g, JubE TEperts thal hefé 1 nothing ot heraclf that ahe woulkd like to change, but repots
thit she 15 currently on medication amd 1w wfien enteal of othore

CUREENT TESTS ADMINISTERED

L limical Dot view
Coniullation wath treating hirapi

Beview ol Children's Protecive Services records
Mim-Mental State Examination {MMSE)

Parenting Strazs Indey
Koppite Human Figure Dirpwing
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BEHAYIORAL AND TESTING QBSERYATIONS

Judd v ¥1-yehi-old Coutasnn omle. Shé domondraled o IE0-fundéd prelerdnie, bul fepord
that zhe 1 ambicdestrous,  She provents ar vary verbal with “happy” affect amd an immature
humer structure.  She made poor eye contact, was continuously oft-task, and her perception of
RIS WIS By dluanad, Sha demansrated R pIEhamalrinals, ara Wos vy conerete I hie
approach o sk eoamplerion She dd nor appear i cemember many childhood evenie and playad
with her hands repeatedly.

EVALUATION FINDINGS:

O the iAo Xy Froingpizog SWRENEL Dane attuamwd o tetal eere of 28, which flls in
the normal range of cognitive functioning. The MMSE is & brief and objective screening test for
eognivive impalrment In iz un affaeive and widely used method for descting and quantitatively
rl|.|||||.|l|||E| I|q LTLLE U] |I!. il "fu"":""-' illlpﬂhllqul 1|.|||.| |-||| |}H|I|'|ql||li|lﬁ |-'|'i||'||ll|i'|"-' '-llﬂl"!.'l-'ﬂ e
ﬁlr'ﬁ- . Jane missed questions with regard 10 the dare and with regard 1o immedsate recall of a list
R SR

Un the Favennig Stress Jofer, Jang scored with a wtal stress i the high average rings.  Jang
responded 1o this mstrument with regard fo her son, James, date of bth 1201382 The
Fareniiigy Nieeee e Wk ducigne v b an ineanimant In which e primory value wiuld be t
identify parentachild sysiema that were under @ and st onek for the development of
dyafunctional pareming behaviors, or behavior problems i the ehild myvolved  Jang's leding
profile is gomsisienn watl dap o i Gl with by peacve cakben el children with
hehavinr disorders. High scores were ohtained on several subseales of the Child Thimain - High
seores on the Adaptability subscale 13 associated with charactenstics that make the an:nling, tiisk
move ditficult by wirtue of the chuld's inatality o sdjust o changes i bs phyvsical emvromnen

A high score on the Demandingness subscals is often produced when the parent experiences the
child as placing many demands upon her A high score on the Mood subscale is associated with
anlldren whoss affective lnethoning shows Gadendt of dyilunchon, LI, it eohical to look
at the pagzibility of impairment in maternal amachment 12 the clild A higk o on the
Acoeptability subscale is produced when the child possesses physical, intellectual, and emotional
churacterisiics e do mor mach he espections the paremz Rad for thelr chlld Poor
attachment, rejection, or hoth may comciously or unconcioudy b iaws in the panentchild
relationship.

Jane additionally scored high on the Spouse subicok of the parcnt domain ITigh acarea in the
pargnt domain suggest that the sources of siress and putential dysfunction of the parent-ghild
syilem may bé rélaled 1o dimensionz of the parent’s functioning. A high score on the Spouse
pubicale 12 oveet congigtent will Uy pursmte whis arw Ineking the smational ond active suppor
of the other parent in the area of child management, In mos instances the most probable
hoypstisnis fx ehn ehve redseiemship haroaen the mother and the ChilQ' CIneT 13 penerally negative
and the Lack of narial 1.|||'||'||||'I ;II e ¢ lulik EITO (L] i:. npm |.||I |I|1 i:'||||P|‘|-'|'||i' .l.l|||' 4 d: i||||||'||-'“I||'F||'|H|'|
relationship. Crverall. Jane's total Life Siress score was al or above the %" percentile and ia
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extremely concerning. As such (here is some question 45 10 whether Jang is reperiing aciual
evenls or simply her perception of these events

Tha Humam Figmee Dvenvrp (Kopitz Sostom) projective tesd wae scdmigtorsd o allamgd e
determine the presence of & configurational pamtern of personality traits, Wide agreement exiats

TRY KUIETan MEURE drWIngE are prmarly & raniresriien of e S s parapon of o
the el nne wiched 1o e [’ ﬂr‘nu'lng indeated @ narEegiane pﬂfumhl}" iRl

preoceupation; conflict over comrol and expression of sexual and/or other bedy drives;
suspivion, paamoi enlencies, ansiety, vverly sesitive Wwosoul opiiion, umesiness ove
fantury Ife; need to compéniate for feehngs of madéquecy. uggreamon, hoshle tendencies
defiensave attide, heightened awareness of unsatisled metves or dives, wnd sexual sonflist,

DIAGROSTIC IMPRESSIONS (DSM-1V):

AYIN 45 Ol I!I.I.'ll;.llll'll'IIFIIMI Rwnlial I_|||I-
R 300, 1% Factitious Disorder by prosy (Munchausen)

With commbimed psy cheslogieal umd phy sical
uigna znd xympdoma

AXISIL 3016 Deperent Personality Disorder

ARSI Skin Uancer {by verbal history]

AXIS IV, Child provestive sarvica Invalvement, susady procesdings;

hiweing iggnee, ynamploymant, finances, medical isrues
AXIS Y Cuiveil GAF! 25

SUMMARY AND RECOMMENDATIONS

Cimeat congemn 15 present in this case with rekand w the history. mumber. and frequency of Jane's
delussons, both auditory and vesual. In addition, there 15 hstory with regard to a medical concern

aof Munghauzen's Syndrome by prosy (o Feotifious THIoRer By proxy). 11 uppears that Janc's

percepdion of reality i nob “realieic™ and that her stalements with ruaed (2 emetieel ond
physical abuse” of her hustand may not be accurate, When I questioned Jane's statements such

s “my Dusboarmd e v bl e wp,” § diseovered thar Jana's husband did not I8 s atem
i “hlow her up” ir was simply thar Tane's perceprion of reality wae distorfed  Additional
concern 15 noted with regard to Jane’s level of inapproprizte enmeshment with her children, to
the exient that Justie is exbabiing shaved delusions with Tane in e o ow-o-body™ and
‘it death” experieioes. Itia highly iisiel that Jané's purent huve not sought mit paychisiric
care morg diligently for Jane, but instead appear to believe her dehusons,

OF wbilitional Coeern i that Jame 2 oo longer twhing sn andi-pevehatic medication. Jane's
reported lack of hallucinations of recent 1 moat Lkely atinbutable fo the anfi-psvchoric
miecication, and 1 fully amicipae thar withour thlz misdicatlon, Jane will do6d bé fépoiting
.||||||;I.|.|||||.l|| |||||||I||I ;II.I|JIII:I. '.'lu'H' I..ﬂ|:ll|h
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There are only two possibilinies in this situation: (1) that Jane is felling the ruth and is truly
“ralled of God" o defiver demons and 1o commune with angels; or (2) that she 15 and has
Cuptricnied fumerous auditory and visudl hallbeinibiond thal heve cudéd e lo dévélop
paraniid arsd anxsse fadencres smd have contnbutiel to bar uroee msbiesl care of har ehildean,
tir include unnecessary surgerics und inappropriate diggnoses. Themes such os spintuality and
PUrTRNEY dulurlong are common Wi eblaopheants T tend 1 agree Wit the pesond
crmicliiiann, and 48 wich, have it concem for the eafity and wllsbamg of lane'c childran

1 wenh] revommennd hat Jave vonime o e Dot psychological ol psyelinnni sevices
méludé anbpiychobi médication and pychotkerapy 1o help Jane understand the difference
berween reality and her perception of reality, In additien, | would alsw recommend thit Jane's
micructon with her chaldrén be bighly superviscd ond counterebalanced by realitv-checking on
thet gt ol (e pbeerver 1o help Jane's chaldren underetand tha dilference bitween rality amd
perception, &s that appears (o be undefined within the family. As Jane's parents also appear to be
shvaring in June's deusions, | have sdelviom coneern with resard o elr continied Imersction
with l|||.- ||h'||||||-||.

11" theeve ane sy uestions vovesming (s vepont on it vonients, phease s e hestue w coms
mk.

Sincesely

Jenniter VanDerTunk-Perkins, LLP
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Table 22

Frequency of PTSD (n=149)

Variable n %

PTSD Symptoms 1
Client 1a: experienced traumatic event
Client 1b: response involved intense fear

2 symptoms - both 1la and 1b 83 55.7

PTSD Symptoms 2
Client 2a: recurrent and intrusive recollections; Client 2b: recurrent distressing dreams; Client 2c: acting or
feeling as if traumatic event were recurring; Client 2d: intense psychological distress at exposure; Client 2e:
physiological reactivity on exposure

1 symptom 18 12.1

2 symptoms 17 11.4

3 symptoms 13 8.7

4 symptoms 7 4.7

5 symptoms 1 7
PTSD Symptoms 3

Client 3a: efforts to avoid thoughts; Client 3b: efforts to avoid activities; Client 3c: inability to recall
important aspect; Client 3d: markedly diminished interest; Client 3e: feeling of detachment; Client 3f:
restricted range of affect; Client 3g: sense of a foreshortened future

1 symptom 16 10.7
2 symptoms 21 14.1
3 symptoms 30 20.1
4 symptoms 9 6.0
5 symptoms 1 v

157



Table 22—Continued.

Variable n %

PTSD Symptoms 4
Client 4a: difficulty with sleep; Client 4b: irritability; Client 4c: difficulty concentrating; Client 4d:
hypervigilance; Client 4e: exaggerated startle response

1 symptom 24 16.1
2 symptoms 23 15.4
3 symptoms 18 121
4 symptoms 5 3.4
5 symptoms 1 7
PTSD Symptoms 5
Duration: lasted more than 1 month; Distress: causes clinically significant distress
Duration 79 53.0
Distress 44 295

158



REFERENCE LIST

159



REFERENCE LIST

Allen, J.G. (2005). Coping with trauma. Washington, DC: American Psychiatric
Publishing.

American Psychiatric Association. (2000). Diagnostic and statistical manual of mental
disorders (4th ed.- text rev.). Washington, DC: Author.

Amnesia. (1983). In Webster's new universal unabridged dictionary. New York, NY:
Simon and Schuster.

Annett, M. (1970). A classification of hand preference by association analysis. British
Journal of Psychology, 61, 303-321.

Ballew, L., Morgan, Y., & Lippmann, S. (2003). Intravenous diazepam for dissociative
disorder: Memory lost and found. Psychosomatics: Journal of Consultation
Liaison Psychiatry, 44, 346-347.

Beck, A. T. (1983). Cognitive therapy of depression: New perspectives. In P. J. Clayton
& J. E. Barrett (Eds.), Treatment of depression: Old controversies and new
approaches (pp. 265-290). New York: Raven.

Bethany Christian Services. (2003). Response to request for proposal for Child
Protective Services, early impact therapeutic services. Unpublished manuscript.

Brady, K., Pearlstein, T., Asnis, G.M., Baker, D., Rothbaum, B., Sikes, C.R., & Farfel,
G.M. (2000). Efficacy and safety of sertraline treatment of posttraumatic stress
disorder: A randomized controlled trial. Journal of the American Medical
Association, 283(14), 1837-1844.

Bremner, J.D., Krystal, J.H., Southwick, S.M., & Charney, D.S. (1995). Functional
neuroanatomical correlates of the effects of stress on memory [Special issue].
Journal of Traumatic Stress, 8(4), 527-553.

Brewin, C. R. (1989). Cognitive change processes in psychotherapy. Psychological
Review, 96(3), 379-394.

Brewin, C. R. (1996). Theoretical foundations of cognitive-behavior therapy for anxiety
and depression. Annual Review of Psychology, 47, 33-57.

Brewin, C.R., & Andrews, B. (1998). Recovered memories of trauma: Phenomenology
and cognitive mechanisms. Clinical Psychology Review, 4, 949-970.

Brewin, C. R., Andrews, B., & Valentine, J. D. (2000). Meta-analysis of risk factors for

posttraumatic stress disorder in trauma exposed adults. Journal of Consulting and
Clinical Psychology, 68, 748-766.

160



Brewin, C. R., Dalgleish, T., & Joseph, S. (1996). A dual representation theory of
posttraumatic stress disorder. Psychological Review, 103, 670-686.

Briere, J. (1989). Therapy for adults molested as children. New York, NY: Springer.

Briere, J., & Conte, J. (1993). Self-reported amnesia for abuse in adults molested as
children. Journal of Traumatic Stress, 6, 21-31.

Broca, P. (1865). Du siége de la faculté du langage articulé. Bulletins de la Société
d’Anthropologie, 6, 377-393.

Bryant, R.A., Moulds, M.L., Guthrie, R.M., Dang., S.T., & Nixon, R.D.V.
(2003). Imaginal exposure alone and imaginal exposure with cognitive
restructuring in treatment of posttraumatic stress disorder. Journal of Consulting
and Clinical Psychology, 71, 706-712.

Burgess, A. W. (1995). Biology of memory and childhood trauma. Journal of
Psychosocial Nursing, 33(3), 16-26.

Burton, N., & Lane, R.C. (2001). The relational treatment of dissociative identity
disorder. Clinical Psychology Review, 21, 301-320.

Bush, J. W. (2003). Cognitive behavior therapy: The basics. Retrieved from
http://www.cognitivetherapy.com

Centre for Neuro Skills. (2010). Brain anatomy and function—hemisphere brain
functions [CEU course]. Retrieved from
http://www.neuroskills.com/edu/ceufunction7.shtml

Chadwick Center for Children and Families. (2004). Closing the quality chasm in child
abuse treatment: Identifying and disseminating best practices. Retrieved from
http://www.chadwickcenter.org/Documents/Kaufman%?20Report/ChildHosp-
NCTAbrochure.pdf

The Chadwick Trauma-Informed Systems Project. (2012). Creating trauma-informed
child welfare systems: A guide for administrators (1st ed.). San Diego, CA:
Chadwick Center for Children and Families.

Chaffin, M., & Friedrich, B. (2004). Evidence-based treatments in child abuse and
neglect. Children and Youth Services Review, 26, 1097-1113.

161


http://www.cognitivetherapy.com/
http://www.neuroskills.com/edu/ceufunction7.shtml
http://www.chadwickcenter.org/Documents/Kaufman%20Report/ChildHosp-NCTAbrochure.pdf
http://www.chadwickcenter.org/Documents/Kaufman%20Report/ChildHosp-NCTAbrochure.pdf

Chard, K. M. (2005). An evaluation of cognitive processing therapy for the treatment of
posttraumatic stress disorder related to childhood sexual abuse. Journal of
Consulting and Clinical Psychology, 73(5), 965-971.

Chu, J.A. (2011). Rebuilding shattered lives: Treating complex PTSD and dissociative
disorders. New York, NY: John Wiley & Sons.

Clark, D. A., Beck, A. T., & Alford, B. A. (1999). Scientific foundations of cognitive
theory and therapy of depression. New York, NY: Wiley.

Cloitre, M., Koenen, K.C., Cohen, L.R., & Han, H. (2002). Skills training in affective
and interpersonal regulation followed by exposure: A phase-based treatment for
PTSD related to childhood abuse. Journal of Consulting and Clinical
Psychology, 70, 1067-1074.

Coons, P.M. (1994). Confirmation of childhood abuse in child and adolescent cases of
multiple personality disorder and dissociative disorder not otherwise
specified. Journal of Nervous and Mental Disease, 182, 461-464.

Cooper, J., Masi, R., Dababnah, S., Aratani, Y., & Knitzer, J. (2007). Strengthening
policies to support children, youth and families who experience trauma. New
York, NY: National Center for Children in Poverty, Columbia University,
Mailman School of Public Health.

Cusack, K., & Spates, C.R. (1999). The cognitive dismantling of eye movement
desensitization and reprocessing (EMDR) treatment of posttraumatic stress
disorder (PTSD). Journal of Anxiety Disorders, 13, 87-99.

Dalenberg, C.J., Brand, B.L., Gleaves, D.H., Dorahy, M.J., Loewenstein, R.J., Cardefia,
E., ... Spiegel, D. (2012). Evaluation of the evidence for the trauma and fantasy
models of dissociation. Psychological Bulletin, 138, 550-588.

Davidson, J.R.T., Rothbaum, B.O., Van Der Kolk, B.A., Sikes, C.R., & Farfel, G.M.
(2001). Multicenter, double-blind comparison of sertraline and placebo in the
treatment of posttraumatic stress disorder. Archives of General Psychiatry, 58,
485-492.

Degun-Mather, M. (2001). The value of hypnosis in the treatment of chronic PTSD with
dissociative fugue in a war veteran. Contemporary Hypnosis, 18, 4-13.

Degun-Mather, M. (2002). Hypnosis in the treatment of a case of dissociative amnesia
for a 12-year period. Contemporary Hypnosis, 19, 34-41.

162



Difede, J., Cukor, J., Jayasinghe, N., Patt, 1., Jedel, S., Spielman, L., ... Hoffman, H.
(2007). Virtual reality exposure therapy for the treatment of posttraumatic stress
disorder following September 11, 2001. Journal of Clinical Psychiatry, 68, 1639-
1647.

Dissociation. (1983). In Webster's new universal unabridged dictionary. New York, NY:
Simon and Schuster.

Dryden-Edwards, R. (2007). Posttraumatic stress disorder. Retrieved from
www.medicinenet.com/posttraumatic_stress_disorder/article.htm

Dumas, J., & Redish, J. (1993). A practical guide to usability testing. Norwood, NJ:
Ablex.

Ehlers, A., Clark, D.M., Hackmann, A., McManus, F., & Fennell, M.J.V. (2005).
Cognitive therapy for post-traumatic stress disorder: Development and
evaluation. Behaviour Research and Therapy, 43, 413-431.

Elliott, D.M., & Briere, J. (1995). Posttraumatic stress associated with delayed recall of
sexual abuse: A general population study. Journal of Traumatic Stress, 8, 629-
647.

Erbes, C. R., Polusny, M. A., Arbisi, P. A., & Koffel, E. (2012). PTSD symptoms in a
cohort of National Guard soldiers deployed to Iraq: Evidence for nonspecific and
specific components. Journal of Affective Disorders, 142(1-3), 269-274.

Fine, C.G. (1999). The tactical-integration model for the treatment of dissociative
identity disorder and allied dissociative disorders. American Journal of
Psychotherapy, 53, 361-376.

Flannery, R. B. (1995). Post-traumatic stress disorder: The victim's guide to healing and
recovery. New York, NY: Crossroad.

Foa, E.B., Dancu, C.V., Hembree, E.A., Jaycox, L.H., Meadows, E.A., & Street, G.P.
(1999). A comparison of exposure therapy stress inoculation training, and their
combination for reducing posttraumatic stress disorder in female assault victims.
Journal of Consulting and Clinical Psychology, 67, 194-200.

Foa, E.B., Hembree, E.A., Cahill, S.P., Rauch, S.A.M., Riggs, D.S., Feeny, N.C., &
Yadin, E. (2005). Randomized trial of prolonged exposure for posttraumatic
stress disorder with and without cognitive restructuring: Outcome at academic and
community clinics. Journal of Consulting and Clinical Psychology, 73, 953-964.

163



Foa, E. B., Rothbaum, B. O., Riggs, D. S., & Murdock, T. B. (1991). Treatment of
posttraumatic stress disorder in rape victims: A comparison between cognitive-
behavioral procedures and counseling. Journal of Consulting and Clinical
Psychology, 59, 715-723.

Fraser, M. W., Pecora, P. J., & Haapala, D. A. (1991). Families in crisis: The impact of
intensive family preservation services. New York, NY: Aldine de Gruyter.

Friedman, M.J., & Davidson, J.R.T. (2007). Pharmacotherapy for PTSD. In M.J.
Friedman, T.M. Keane, & P.A. Resick (Eds.), Handbook of PTSD: Science and
practice (pp. 376-405). New York: Guilford Press.

Friedman, M.J., Davidson, J.R.T., & Stein, D.J. (2009). Psychopharmacotherapy for
adults. In E.B. Foa, T.M. Keane, M.J. Friedman, & J.A. Cohen (Eds.), Effective
treatments for PTSD: Practice guidelines from the International Society for
Traumatic Stress Studies (2nd ed.; pp. 245-268). New York: Guilford Press.

Fullerton, C. S., Ursano, R. J., Epstein, R. S., Crowley, B., Vance, K., Kao, T., ... Baum,
A. (2001). Gender differences in posttraumatic stress disorder after motor vehicle
accidents. American Journal of Psychiatry, 158(9), 1486-1491.

Ginsberg, J. P., Berry, M.E., & Powell, D.A. (2010). Cardiac coherence and
posttraumatic stress disorder in combat veterans. Alternative Therapies, 16(4),
52-60.

Glynn, S.M., Eth, S., Randolph, E.T., Foy, D.W., Urbaitis, M., Boxer, L., ... Crothers, J.
(1999). A test of behavioral family therapy to augment exposure for combat-
related posttraumatic stress disorder. Journal of Consulting and Clinical
Psychology, 67(2), 243-251.

Goff, D.C., Brotman, A.W., Kindlon, D., Waites, M., & Amico, E. (1991). Self-reports of
childhood abuse in chronically psychotic patients. Psychiatric Research, 37, 73-
80.

Goldstein, L.H., Deale, A.C., Mitchell-O’Malley, S.J., Toone, B.K., & Mellers, J.D.C.
(2004). An evaluation of cognitive behavioral therapy as a treatment for
dissociative seizures: A pilot study. Cognitive and Behavioral Neurology, 17, 41-
49,

Hanson, T.C., Hesselbrock, M., & Tworkowski, S.H. (2002). The prevalence and
management of trauma in the public domain: An agency and clinician
perspective. The Journal of Behavioral Health Services & Research, 29(4), 365-
380.

164



Harvey, A. G., & Bryant, R. A. (1998). The relationship between acute stress disorder
and posttraumatic stress disorder: A prospective evaluation of motor vehicle
accident survivors. Journal of Consulting and Clinical Psychology, 66(3), 507-
512.

Harvey, A. G., Watkins, E. R., Mansell, W., & Shafran, R. (2004). Cognitive behavioural
processes across psychological disorders: A transdiagnostic approach to
research and treatment. Oxford: Oxford University Press.

Herman, J.L., & Harvey, M.R. (1997). Adult memories of childhood trauma: A
naturalistic clinical study. Journal of Traumatic Stress, 10, 557-571.

Hollifield, M., Sinclair-Lian, N., Warner, T.D., & Hammerschlag,
R. (2007). Acupuncture for posttraumatic stress disorder: A randomized
controlled pilot trial. The Journal of Nervous and Mental Disease, 195(6), 504-
513.

Hopper, J. (2006). Recovered memories of sexual abuse: Scientific research and
scholarly resources. Retrieved from http://www.jimhopper.com/abstats/

Horowitz, M. J. (1986). Stress-response syndromes: A review of posttraumatic and
adjustment disorders. Hospital and Community Psychiatry, 37, 241-249.

Kessler, R. C., Sonnega, A., Bromet, E., Hughes, M., & Nelson, C. B. (1995).
Posttraumatic stress disorder in the National Comorbidity Study. Archives of
General Psychiatry, 52, 1048-1060.

Kezelman, C. (2011, June). Trauma informed care and practice—changing the lives of
Australian adult survivors of childhood trauma. Paper presented at the MHCC
Conference—Trauma Informed Care and Practice: Meeting the Challenge, Sydney,
Australia.

Kiecolt-Glaser, J. K., & Greenberg, B. (1994). Social support as a moderator of the
aftereffects of stress in female psychiatric inpatients. Journal of Abnormal
Psychology, 93(2), 192-199.

Kluemper, N.S., & Dalenberg, C. (2014). Is the dissociative adult suggestible? A test of
the trauma and fantasy models of dissociation. Journal of Trauma &
Dissociation, 15(4), 457-476.

Ko, S., Ford, J., Kassam-Adams, N., Berkowitz, S., Wilson, C., Wong, M., ... Layne, C.
(2008). Creating trauma-informed systems: Child welfare, education, first
responders, health care, juvenile justice. Professional Psychology: Research and
Practice, 39(4), 396-404.

165


http://www.jimhopper.com/abstats/

Lalonde, J.K., Hudson, J.I., Gigante, R.A., & Pope, H.G., Jr. (2001). Canadian and
American psychiatrists’ attitudes toward dissociative disorders
diagnoses. Canadian Journal of Psychiatry, 46, 407-412.

Lanktree, C.B., & Briere, J.N. (2011). Treating complex trauma in adolescents and
young adults. New York, NY: Sage.

Linehan, M. (1993). Cognitive-behavioral treatment of borderline personality disorder.
New York, NY: Guilford Press.

Lipsanen, T., Korkeila, J., Peltola, P., Jarvinen, J., Langen, K., & Lauerma, H.
(2004). Dissociative disorders among psychiatric patients: Comparison with a
nonclinical sample. European Psychiatry, 19, 53-55.

Litz, B. T., Engel, C.C., Bryant, R.A, & Papa, A. (2007). A randomized, controlled
proof-of-concept trial of an internet-based, therapist-assisted self-management
treatment for Posttraumatic Stress Disorder. American Journal of Psychiatry,
164(11), 1676-1683.

Lynn, S.J., Merckelbach, H., Giesbrecht, T., Loftus, E.F., Garry, M., Lilienfeld, S.O., ...
Malaktaris, A. (2014). The trauma model of dissociation: Inconvenient truths
and stubborn fictions. Psychological Bulletin, 140(3), 896-910.

Macklin, M. L., Metzger, L. J., Litz, B. T., McNally, R. J., Lasko, N. B., Orr, S. P., &
Pitman, R.K. (1998). Lower pre-combat intelligence is a risk factor for
posttraumatic stress disorder. Journal of Consulting and Clinical Psychology,
66(2), 323-326.

Marshall, R.D., Beebe, K.L., Oldham, M., & Zaninelli, R. (2001). Efficacy and safety of
paroxetine treatment for chronic PTSD: A fixed-dose, placebo-controlled
study. American Journal of Psychiatry, 158, 1982-1988.

McCraty, R., Atkinson, M., Tomasino, D., & Bradley, R.T. (2009). The coherent heart:
Heart-brain interactions, psychophysiological coherence, and the emergence of
system-wide order. Integral Review, 5(2), 10-115.

McDonagh, A., Friedman, M., McHugo, G., Ford, J., Sengupta, A., Mueser, K., ...
Descamps, M. (2005). Randomized trial of cognitive-behavioral therapy for
chronic posttraumatic stress disorder in adult female survivors of childhood
sexual abuse. Journal of Consulting and Clinical Psychology, 73(3), 515-524.

McEwen, B. S., & Mendelson, S. (1993). Effects of stress on neurochemistry and
morphology of the brain: Counterregulation versus damage. In L. Goldberger &
S. Breznitz (Eds.), Handbook of stress: Theoretical and clinical aspects (2nd ed.;
pp. 200-233). New York, NY: The Free Press.

166



McFarlane, A. C., Atchison, M., Rafalowicz, E., & Papay, P. (1994). Physical
symptoms in posttraumatic stress disorder. Journal of Psychosomatic Research,
38, 715-726.

Modestin, J., Ebner, G., Junghan, M., & Erni, T. (1996). Dissociative experiences and
dissociative disorders in acute psychiatric inpatients. Comprehensive Psychiatry,
37, 355-361.

Middleton, W. (2004). Dissociative disorders: A personal “work in
progress.” Australian Psychiatry, 12, 245-252.

Middleton, W., & Higson, D. (2004). Establishing and running a trauma and dissociation
unit: A contemporary experience. Australasian Psychiatry, 12, 338-346.

Monson, C.M., Schnurr, P.O., Resick, P.A., Friedman, M.J., Young-Xu, Y., & Stevens,
S.P. (2006). Cognitive processing therapy for veterans with military-related
posttraumatic stress disorder. Journal of Consulting and Clinical Psychology, 74,
898-907.

Mulder, R.T., Beatrais, A.L., Joyce, P.R., & Fergusson, D.M. (1998). Relationship
between dissociation, childhood sexual abuse, childhood physical abuse and
mental illness in a general population sample. American Journal of Psychiatry,
155, 806-811.

National Center for Complementary and Alternative Medicine. (2012). Post-traumatic
stress disorder. Retrieved from http://nccam.nih.gov/PTSD

National Research Council. (2008). Treatment of posttraumatic stress disorder: An
assessment of the evidence. Washington, DC: The National Academies Press.

Nielsen, J., & Landauer, T. K. (1993, April). A mathematical model of the finding of
usability problems. In Proceedings of ACM INTERCHI 93 Conference (pp. 206-
213). Amsterdam, The Netherlands: 10S Press.

Ozer, E. J., Best, S. R, Lipsey, T. L., & Weiss, D. S. (2003). Predictors of posttraumatic
stress disorder and symptoms in adults: A meta-analysis. Psychological Bulletin,
129, 52-73.

Parkinson, F. (2000). Post-trauma stress. Cambridge: DaCapo Press.
Perry, B.D. (2006). Applying principles of neurodevelopment to clinical work with
maltreated and traumatized children: The neurosequential model of

therapeutics. In N.B. Webb (Ed.), Working with traumatized youth in child
welfare (pp. 27-52). New York, NY: Guilford Press.

167


http://nccam.nih.gov/PTSD

Pietrzak, R. H., Johnson, D. C., Goldstein, M. B., Malley, J. C., & Southwick, S. M.
(2009). Psychological resilience and postdeployment social support protect
against traumatic stress and depressive symptoms in soldiers returning from
Operation Enduring Freedom and Iraqi Freedom. Depression and Anxiety, 26,
745-751.

Pope, H.G., Jr., Oliva, P.S., Hudson, J.I., Bodkin, J.A., & Gruber, A.J. (1999). Attitudes
toward DSM-1V dissociative disorders diagnoses among board-certified
American psychiatrists. American Journal of Psychiatry, 156, 321-323.

Prati, G., & Pietrantoni, L. (2009). Optimism, social support, and coping strategies as
factors contributing to posttraumatic growth: A meta-analysis. Journal of Loss
and Trauma, 14, 364-388.

Prigerson, H. G., Maciejewski, P. K., & Rosenheck, R. A. (2001). Combat trauma:
Trauma with highest risk of delayed onset and unresolved posttraumatic stress
disorder symptoms, unemployment, and abuse among men. Journal of Nervous
and Mental Disease, 189, 99-108.

Prins, A., Ouimette, P., Kimerling, R., Cameron, R. P., Hugelshofer, D. S., Shaw-
Hegwer, J., ... Sheikh, J. I. (2003). The primary care PTSD screen (PC-PTSD):
Development and operating characteristics. Primary Care Psychiatry, 9, 9-14.

Putnam, F.W., Carlson, E.B., Ross, C.A., Anderson, G., Clark, P., Torem, M., ... Braun,
B.G. (1996). Patterns of dissociation in clinical and nonclinical samples. Journal
of Nervous and Mental Disorders, 184, 673-679.

Resick, P.A., Galovski, T.E., Uhlmanslek, M.O., Scher, O.D., Clum, G.A., & Young-Xu,
Y. (2008). A randomized clinical trial to dismantle components of cognitive
processing therapy for posttraumatic stress disorder in female victims of
interpersonal violence. Journal of Consulting and Clinical Psychology, 76, 243-
258.

Resick, P.A., Nishith, P., Weaver, T.L., Astin, M.C., & Feuer, C.A. (2002). A
comparison of cognitive-processing therapy with prolonged exposure and a
waiting condition for the treatment of chronic posttraumatic stress disorder in
female rape victims. Journal of Consulting and Clinical Psychology, 70, 867-
879.

Riggs, D. S., Byrne, C. A., Weathers, F. W., & Litz, B. T. (1998). The quality of intimate

relationships of male Vietnam veterans: Problems associated with posttraumatic
stress disorder. Journal of Traumatic Stress, 11, 87-102.

168



Root, L., Koch, E., Reyntjens, K., O’Brien, C., Alexander, S., & Gaughf, N. (2001,
November). Trauma-specific guided imagery: A systematic evaluation of an
adjunct intervention to group psychotherapy. Poster session presented at the
ISTSS Annual Meeting, New Orleans, LA.

Roth, A., & Fonagy, P. (2005). What works for whom? A critical review of psychotherapy
research (2nd ed.). New York, NY: Guilford.

Rothbaum, B.O. (1997). A controlled study of eye movement desensitization and
reprocessing in the treatment of posttraumatic stress disordered sexual assault
victims. Bulletin of the Menninger Clinic, 61, 317-334.

Rothbaum, B.O., Astin, M.C., & Marsteller, F. (2005). Prolonged exposure versus eye
movement desensitization and reprocessing (EMDR) for PTSD rape
victims. Journal of Traumatic Stress, 18, 607-616.

Rothbaum, B.O., Cahill, S.P., Foa, E.B., Davidson, J.R.T., Compton, J.S., Connor, K.M.,
... Hahn, C.G. (2006). Augmentation of sertraline with prolonged exposure in the
treatment of posttraumatic stress disorder. Journal of Traumatic Stress, 19, 625-
638.

Rubin, J. (1994). Handbook of usability testing: How to plan, design and conduct
effective tests. New York, NY: John Wiley & Sons.

SAMHSA, National Center for Trauma-Informed Care. (2012). Welcome to the national
center for trauma-informed care and trauma services. Retrieved from
http://www.samhsa.gov/nctic/default.asp

SAMHSA, National Center for Trauma-Informed Care. (2013). Trauma-informed care
and trauma services. Retrieved from http://www.samhsa.gov/nctic/trauma.asp

Samson, A.Y., Bensen, S., Beck, A., Price D., & Nimmer, C. (1999). Posttraumatic stress
disorder in primary care. Journal of Family Practice, 48, 222-227.

Sar, V., Akyuz, G., & Dogan, O. (2007). Prevalence of dissociative disorders among
women in the general population. Psychiatry Research, 149, 169-176.

Saxe, G..N., van der Kolk, B.A., Berkowitz, R., Chinman, G., Hall, K., Lieberg, G., et al.
(1993). Dissociative disorders in psychiatric inpatients. American Journal of
Psychiatry, 150, 1037-1042.

Schacter, D.L. (2001). The seven sins of memory: How the mind forgets and remembers.
Boston, MA: Houghton Mifflin Harcourt.

Scheflin, A. W., & Brown, D. (1996). Repressed memory or dissociative amnesia: What
the science says. Journal of Psychiatry and the Law, 24(2), 143-188.

169



Schonfeld, W.H., Verboncoeur, C.J., Fifer, S.K., Lipschulz, R.C., Lubeck, D.P., &
Buesching, D.P. (1997). The functioning and well-being of patients with
unrecognized anxiety disorders and major depressive disorcer. Journal of
Affective Disorders, 43, 105-1109.

Schnurr, P.P. (2007). The rocks and hard places in psychotherapy outcome
research. Journal of Traumatic Stress, 20, 779-792.

Schnurr, P.P., Friedman, M.J., Engel, C.C., Foa, E.B., Shea, M.T., Chow, B.K,, ...
Bernardy, N. (2007). Cognitive behavioral therapy for posttraumatic stress
disorder in women: A randomized controlled trial. Journal of the American
Medical Association, 297(8), 820-830.

Schnurr, P.P., Friedman, M.J., Foy, D.W., Shea, M.T., Hsieh, F.Y., Lavori, P.W., ...
Bernardy, N.C. (2003). A randomized trial of trauma-focused group therapy for
posttraumatic stress disorder: Results from a Department of Veterans Affairs
Cooperative Study. Archives of General Psychiatry, 60, 481-489.

Seedat, S., Stein, M.B., & Forde, D.R. (2003). Prevalence of dissociative experiences in
a community sample: Relationship to gender, ethnicity, and substance
use. Journal of Nervous and Mental Disease, 191, 115-120.

Shalev, A. Y., Bonne, O., & Eth, S. (1996). Treatment of PTSD: A review.
Psychosomatic Medicine, 58, 165-182.

Simon, N.M., Connor, K.M., Lang, A.J., Rauch, S., Krulewicz, S., LeBeau, R.T., ...
Pollack, M.H. (2008). Paroxetine CR augmentation for posttraumatic stress
disorder refractory to prolonged exposure therapy. Journal of Clinical
Psychiatry, 69(3), 400-405.

Sno, H.N., & Schalken, H.F.A. (1999). Dissociative identity disorder: Diagnosis and
treatment in the Netherlands. European Psychiatry, 14, 270-277.

Solomon, Z. (1988). Somatic complaints, stress reaction, and posttraumatic stress
disorder: A three-year follow-up study. Behavioural Medicine, 12, 79-85.

Sommer, I.LE.C., Ramsey, N.F., Mandl, R.C.W., & Kahn, R.S. (2002). Language
lateralization in monozygotic twin pairs concordant and discordant for
handedness. Brain, 125(12), 2710-2718. doi:10.1093/brain/awf284

SPSS 16.0 for Windows update (2008) [Computer software]. Chicago, IL: SPSS.

State of Michigan, Department of Human Services. (2009). CPS manual (PSM 711-5).
Lansing, MI: Author.

170



StatSoft, Inc. (2010). Electronic statistics textbook. Retrieved from
http://www.statsoft.com/textbook/general-linear-models/

Stein, M.B., McQuaid, J.R., Pedrelli, P., Lenox, R., & McCahill, M.E.
(2000). Posttraumatic stress disorder in the primary care medical
setting. General Hospital Psychiatry, 22, 261-269.

Strauss, J. L., Marx, C.E., & Calhoun, P.S. (2009). Guided imagery as a therapeutic tool
in PTSD. InP. Shiromani, T. Keane, & J. LeDoux (Eds.), Post-traumatic stress
disorder: Basic science and clinical practice (pp. 363-374). New York, NY:
Humana Press.

Tarrier, N., Pilgrim, H., Sommerfield, C., Faragher, B., Reynolds, M., Graham, E., &
Barrowclough, C. (1999). A randomized trial of cognitive therapy and imaginal
exposure in the treatment of chronic posttraumatic stress disorder. Journal of
Consulting and Clinical Psychology, 67(1), 13-18.

Taylor, N., Wilson, C., & Igelman, R. (2006). In pursuit of a more trauma-informed
child welfare system. APSAC Advisor, 18(2), 4-9.

Taylor, S., Thordarson, D.S., Maxfield, L., Fedoroff, I.C., Lovell, K., & Ogrodniczuk,
J.S. (2003). Comparative efficacy, speed, and adverse effects of three PTSD
treatments: Exposure therapy, EMDR, and relaxation training. Journal of
Consulting and Clinical Psychology, 71, 330-338.

Tomb, D. A. (1994). The phenomenology of post-traumatic stress disorder. Psychiatric
Clinics of North America, 17(2), 237-249.

Tucker, P., Zaninelli, R., Yehuda, R., Ruggiero, L., Dillingham, K., & Pitts, O.D. (2001).
Paroxetine in the treatment of chronic posttraumatic stress disorder: Results of a
placebo-controlled, flexible-dosage trial. Journal of Clinical Psychiatry, 62, 860-
868.

Tull, M. (2008). PTSD and depression. Retrieved from
http://ptsd.about.com/od/relatedconditions/a/depressionPTSD.htm

Twombly, J.H. (2000). Incorporating EMDR and EMDR adaptations into the treatment
of clients with dissociative identity disorder. Journal of Trauma and
Dissociation, 1, 61-81.

U.S. Department of Health and Human Services, Administration for Children & Families

(2007). Child maltreatment 2007: Summary. Retrieved from
http://www.acf.hhs.gov/programs/cb/pubx/cm07/summary.htm

171


http://ptsd.about.com/od/relatedconditions/a/depressionPTSD.htm

Ursano, R. J., & Norwood, A. (Eds.). (1996). Emotional aftermath of the American
Persian Gulf War: Veterans, families, communities, and nations. Washington,
DC: Psychiatric Press.

Van der Kolk, B.A. (1994). The body keeps the score: Memory and the evolving
psychobiology of posttraumatic stress. Harvard Review of Psychiatry, 1, 253-
265.

Van der Kolk, B. A. (1996). Traumatic stress: The effects of overwhelming experience on
mind, body, and society. New York, NY: Guilford Press.

Van der Kolk, B.A., & Fisler, R. (1995). Dissociation and the fragmentary nature of
traumatic memories: Overview and exploratory study. Journal of Traumatic
Stress, 8, 505-525.

Veerman, J. W., de Kemp, R. A. T., & Brink, L. T. (1997). Evaluation study of Families
First the Netherlands. Amsterdam, The Netherlands: The Netherlands Institute of
Care and Welfare.

Walker, L. E. A. (1994). Abused women and survivor therapy. Washington, DC:
American Psychological Association.

Weber, D.A., & Reynolds, C.R. (2004). Clinical perspectives on neurobiological effects
of psychological trauma. Neuropsychology Review, 14(2), 115-129.

Widom, C.S., & Shepard, R.L. (1996). Accuracy of adult recollection of childhood
victimization: Part 1. Childhood physical abuse. Psychological Assessment, 8,
412-421.

Widom, C.S., & Morris, S. (1997). Accuracy of adult recollection of childhood
victimization: Part 2. Childhood sexual abuse. Psychological Assessment, 8,
412-421.

Williams, L.M. (1994). Recall of childhood trauma: A prospective study of women’s
memories of child sexual abuse. Journal of Consulting and Clinical Psychology,
62, 1167-1176.

Yoe, T., Russell, L., Ryder, C., Perez, A., & Boustead, R. (2005, September 29). With all
we have to do, what'’s trauma got to do with us? [Webinar].

Zayfert, C., Dums, A.R., Ferguson, R.J., & Hegel, M.T. (2002). Health functioning

impairments associated with posttraumatic stress disorder, anxiety disorders, and
depression. Journal of Nervous and Mental Disorders, 190, 233-240.

172



VITA

173



Name:
Address:
Degrees:

Employment:

VITA

Perkins, J. Elizabeth

10422 Blue Beech Lane, Fort Myers, FL 33913

2015, Ph.D. candidate in Educational Leadership

2003, Post-Graduate Certificate in Clinical Forensic Psychology

2000, Ph.D. in Counseling Psychology

1999, M.A. in Community Counseling

1996, M.A. in Educational and Developmental Psychology

1995, B.S. in Business Management

2013-Present, Senior Program Manager, Engility Corporation

2012-2013, Program Consultant-Military Division, University of Phoenix
2010-2012, Regional Director of Psychological Health, Air National Guard
2004-2011, Clinical Consultant and Director of Psychological Health, Ceridian Corp.
2005-2007, Professor, Florida Metropolitan University

2002-2010, Professor/Faculty Liaison, Spring Arbor University
2001-2004, Program Manager, Bethany Christian Services

Professional Licensure/Certification:

Pennsylvania Licensed Professional Counselor, Lic. No. PC005978
National Board Certified Counselor, Cert. No. 57610
National Approved Clinical Supervisor, Cert. No. ACS00425

Research/Publications:

* 2001, publication in 2004, wrote “Life With Gabriel,” (children’s book on Autism)
* 2004, Understanding Behavior in Children With Special Needs article for
The Parent Guide, published July/August 2006
* 2005, “Understanding Autism” article for GRAND magazine, accepted
for publication

* 2006, “Listening Therapy” article accepted for publication in The Community News

* 2006, “Listening Therapy” article accepted for publication in The Parent Guide

* 2008, “Noise Stress” article accepted for publication in KBR Global Journal

* 2010, Co-author of white paper in conjunction with the National Center for PTSD for
Congress regarding PTSD and medication needs of veterans

* 2010, Co-author of white paper regarding evaluation of DOD resilience programs and
utility for National Guard members

*2010-2011, research study regarding resilience in Army National Guard members

* 2013, Co-author of report on effectiveness of psychological health programs in DoD for
the Office of the Secretary of Defense for Cost Assessment and Program
Evaluation, the Office of Management and Budget, and the White House

* 2013, Co-author of report outlining performance ranking of psychological health
programs in the Department of Defense for the Office of the Assistant Secretary
of Defense for Health Affairs

* 2014, Co-author of white paper outlining critical term definitions for mental health,
behavioral health, and psychological health for the Office of the Assistant
Secretary of Defense for Health Affairs

*2014, Co-author of article outlining program evaluation efforts in the Defense Centers
of Excellence for Psychological Health and Traumatic Brain Injury for the
Department of Defense Senior Executive Service

* 2014, Primary author of Report to Congress outlining plan for identification and
mitigation of gaps and redundancies in psychological health and traumatic brain
injury programs within the Department of Defense

174



175



	Andrews University
	Digital Commons @ Andrews University
	2015

	The Relationship Between Episodes of Dissociative Amnesia, Symptomology of Post-Traumatic Stress Disorder, and Childhood Sexual Abuse
	Jennifer E. Perkins
	Recommended Citation


	Andrews University Dissertation Standard

