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ABSTRACT 
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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. 

 



 

 

Andrews University 

School of Education  

 

THE RELATIONSHIP BETWEEN EPISODES OF DISSOCIATIVE AMNESIA, 

SYMPTOMOLOGY OF POST-TRAUMATIC STRESS DISORDER,                          

AND CHILDHOOD SEXUAL ABUSE 

 

 

 

 

 

A Dissertation 

Presented in Partial Fulfillment 

of the Requirements for the Degree 

Doctor of Philosophy 

 

 

 

by 

Jennifer E. Perkins 

July 2015 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

©Copyright by Jennifer E. Perkins, 2015 

All Rights Reserved 



 

 

THE RELATIONSHIP BETWEEN EPISODES OF DISSOCIATIVE AMNESIA, 

SYMPTOMOLOGY OF POST-TRAUMATIC STRESS DISORDER,                             

AND CHILDHOOD SEXUAL ABUSE 

 

A dissertation 

presented in partial fulfillment 

of the requirements for the degree 

Doctor of Philosophy 

by 

Jennifer E. Perkins 

 

 

 

 

APPROVAL BY THE COMMITTEE: 

 

__________________________________ _________________________________ 

Chair: James A. Tucker Dean, School of Education  

 Robson Marinho 

 

__________________________________   

Member: Elsie P. Jackson  

  

 

__________________________________   

Member: Jimmy Kijai   

  

 

__________________________________ _________________________________ 

External: Christopher T. Denda Date approved 



 

iii 

TABLE OF CONTENTS 

 

LIST OF TABLES ......................................................................................................... vii 

ACKNOWLEDGMENTS .............................................................................................. ix 

Chapter 

 1.  INTRODUCTION...........................................................................................1 

  Background of the Study ..........................................................................2 

  Rationale ...................................................................................................3 

  Setting of the Problem ..............................................................................4 

  Statement of the Problem ..........................................................................5 

  Purpose of the Study .................................................................................5 

  Research Questions ...................................................................................6 

  Conceptual Framework .............................................................................6 

  Significance of the Study ..........................................................................7 

  Limitations and Delimitations ...................................................................8 

  Definition of Terms...................................................................................9 

  General Method ......................................................................................11 

  Relevance to Leadership .........................................................................12 

  Organization of the Study .......................................................................13 

 

 2.  THE THREE MAJOR RESEARCH VARIABLES IN THE CONTEXT 

     OF HISTORICAL LITERATURE ................................................................14 

 

  Introduction .............................................................................................14 

  Childhood Sexual Abuse.........................................................................14 

        Characteristics ...................................................................................14 

        Diagnosis...........................................................................................15 

        Treatment ..........................................................................................16 

  PTSD .......................................................................................................18 

        Characteristics ...................................................................................18 

        Diagnosis...........................................................................................19 

        Treatment ..........................................................................................21 

  Dissociative Amnesia..............................................................................23 

        Characteristics ...................................................................................23 

        Diagnosis...........................................................................................25 

        Treatment ..........................................................................................26 

  Research Studies on the Relationship Between Childhood Sexual 

        Abuse, Symptoms of PTSD, and Dissociative Amnesia ..................27 

  Research Studies of Additional Interest ..................................................29 



 

iv 

 3.  METHODOLOGY ........................................................................................31 

 

  Introduction .............................................................................................31 

  Research Design......................................................................................31 

  Purpose and Research Questions ............................................................32 

  Sample/Population ..................................................................................32 

  Instrumentation .......................................................................................33 

  Data-Collection Process ..........................................................................36 

  Data-Collection Tool Coding ..................................................................37 

  Data Sets for Primary Hypothesis ...........................................................38 

  Data Analysis ..........................................................................................38 

 

 4.  RESULTS ......................................................................................................45 

 

  Introduction .............................................................................................45 

  Demographic Characteristics of the Sample ...........................................45 

  Data Analysis ..........................................................................................46 

        Research Question 1 .........................................................................46 

        Research Question 2 .........................................................................48 

        Research Question 3 .........................................................................49 

   “Least” PTSD..............................................................................50 

   “Greatest” PTSD .........................................................................51 

   “One-off” PTSD..........................................................................52 

   “Other Combination” PTSD .......................................................52 

        Research Question 4 .........................................................................52 

        Research Question 5 .........................................................................55 

   Childhood Sexual Abuse and PTSD ...........................................57 

   Dissociative Amnesia and PTSD ................................................61 

   Childhood Sexual Abuse and Dissociative Amnesia ..................64 

  Summary of Major Findings ...................................................................69 

 

 5.  SUMMARY, DISCUSSION, RECOMMENDATIONS, AND 

      CONCLUSIONS............................................................................................71 

 

  Summary .................................................................................................71 

        Purpose ..............................................................................................71 

        Research Questions ...........................................................................71 

        Literature Review..............................................................................72 

        Methods.............................................................................................76 

        Results ...............................................................................................77 

   Sample Representativeness .........................................................77 

   Summary of Results ....................................................................78 

  Discussion ...............................................................................................81 

        History of Childhood Sexual Abuse .................................................81 



 

v 

        Symptomology of PTSD ...................................................................81 

        Episodes of Dissociative Amnesia ....................................................82 

        Childhood Sexual Abuse and Comparison With Symptomology 

   of PTSD and Episodes of Dissociative Amnesia ........................85 

        Research Limitations ........................................................................88 

  Recommendations ...................................................................................91 

        Recommendations for Practice .........................................................91 

        Recommendations for Further Study ................................................93 

  Conclusions .............................................................................................94 



 

vi 

Appendix 

 A.  AGENCY RESEARCH PROPOSAL ...........................................................98 

 B.  AGENCY RESEARCH APPROVAL ........................................................107 

 C.  AGENCY MEMO RE: AGENCY RESEARCH PROTOCOL ..................109 

 D.  RESEARCH CONSENT ............................................................................112 

 E.  THERAPIST CHECKLIST.........................................................................114 

 F.  THERAPIST CHECKLIST (SCORING TEMPLATE) ..............................118 

 G.  SAMPLE VALIDATION CASE–A ...........................................................123 

 H.  ALTERNATE TEST CASE .......................................................................133 

 I.  SAMPLE VALIDATION CASE–B .............................................................143 

 J.  CHILD PROTECTIVE SERVICES RISK ASSESSMENT FORM ...........153 

 K.  PTSD FREQUENCY TABLE ....................................................................155 

REFERENCE LIST ......................................................................................................158 

VITA .............................................................................................................................172 

  



 

vii 

 

 

LIST OF TABLES 

 

 

1.    Risk Factors for Development of PTSD ..................................................................20 

 

2.    Selected Studies of Amnesia and Delayed Recall for Experiences of 

 Childhood Sexual Abuse.....................................................................................24 

 

3.    Data-Collection Tool Variable Measures ................................................................35 

4.    Data Coding Conversion ..........................................................................................39 

5.    Variable Data Set Classification ..............................................................................43 

6.    Demographic Characteristics of the Sample (n=149) ..............................................47 

7.    Frequency of Childhood Sexual Abuse (n=149) .....................................................49 

8.    Frequency of Episodes of Dissociative Amnesia (n=149) .......................................50 

9.    Incidence of PTSD (n=149) .....................................................................................53 

10.  Frequency Relationship Between Demographic Variables and Subjects Who 

 Experienced Childhood Sexual Abuse (n=149) ..................................................54 

 

11.  Childhood Sexual Abuse and Selected Demographic Characteristics (n=149) .......56 

12.  PTSD Symptoms in Subjects Compared to Childhood Sexual Abuse (n=149) ......58 

13.  Results of Hierarchical Logistic Regression of PTSD Symptoms in Individuals 

 Who Have Experienced Childhood Sexual Abuse (n=71) .................................60 

 

14.  PTSD Symptoms in Subjects Compared to Dissociative Amnesia (n=149) ...........63 

15.  Results of Hierarchical Logistic Regression of PTSD Symptoms in Individuals 

 Who Have Experienced Episodes of Dissociative Amnesia (n=19) ...................65 

 

16.  Relationship Between Childhood Sexual Abuse and Dissociative 

 Amnesia (n=149) ................................................................................................67 



 

viii 

17.  PTSD Symptoms Related to Childhood Sexual Abuse for Subjects Who 

 Experienced Episodes of Dissociative Amnesia (n=21) .....................................68 

 

18.  Childhood Sexual Abuse and Selected Demographic Characteristics (n=149) .......80 

 

19.  Incidence of PTSD (n=149) .....................................................................................82 

 

20.  Frequency of Episodes of Dissociative Amnesia (n=149) .......................................83 

 

21.  PTSD Symptoms Related to Childhood Sexual Abuse for Subjects Who 

 Experienced Episodes of Dissociative Amnesia (n=21) .....................................89 

 

22.  Frequency of PTSD (n=149) ..................................................................................156 

 



 

ix 

ACKNOWLEDGMENTS 

 

The author of the Proverbs states “Without a vision, the people perish” (Prov 

29:18, KJV).  This dissertation was long in coming, and once the vision was finally 

established, it grew exponentially.  It is important, however, to acknowledge the 

individuals who gave of themselves in allowing me the time and space necessary to bring 

this dissertation to completion.  The support of my husband, Joe, as well as the efforts of 

Shannon Maddox, MSW, and the dedicated therapists at Bethany Christian Services have 

truly been essential to this research study.  Additional thanks should be extended to my 

professors James Tucker, Elsie Jackson, and Jimmy Kijai, for their tireless effort, belief, 

and compassion. 

Above all, I wish to thank my Creator, the Author of all things, in whom I live 

and move and have my being.  Without You, I am nothing. 

 



 

1 

 

 

 

 

 

CHAPTER ONE 

 

 

INTRODUCTION 

 

 

This study originated as the result of the experience of a very dear friend of mine, 

whom I’ll 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 
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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), I 

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, 
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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.  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, Wilson, & Igelman (2006) emphasize that service providers in child 
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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).  
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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. 
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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 
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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; 
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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. 
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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: 

a.  Difficulty falling or staying asleep 

b.  Irritability or outbursts of anger 

c.  Difficulty concentrating 

d.  Hypervigilance 

e.  Exaggerated startle response. 
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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 

6.  Distrust of others 

7.  Anxiety attacks, phobias, hypervigilance, and somatization 

8.  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) 

 

 

 

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). 

 

 

 



 

18 

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 

Age/Stage of Development 

Dysfunctional Family 

Past History of Abuse 

Relationship to Offender 

Pre-Trauma Coping Skills 

Values and Meaning 

 

 

Nature of the Event 

Severity of the Event 

Frequency of the Event 

Duration of the Event 

Alone/With Others 

 

Safety and Protection 

Community Resources 

Community Values 

 

 

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, & McCahill, 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, 2009; 

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 
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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 

abuse or trauma histories 

 

% with a period of possible 

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 
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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-IV-

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-IV-TR, the primary diagnostic and statistical manual 
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Table 3 

 

Data-Collection Tool Variable Measures 

 

 

Item 

 

Response Choices 
 

Demographics 

 

Subject’s sex Male; female 

 

Subject’s age 18-24; 25-34; 35-44; 45-54; 55-64; 65+ 

 

Is subject (handedness) Right-handed; left-handed; dual-handed (ambidextrous) 

 

Highest degree subject completed 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: _____________) 

Subject’s racial origin 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 

 

PTSD 

 

Has the client (please check as appropriate) 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) 

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. 

 

 

Item 

 

Response Choices 
 

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); 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; 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 

 

 

 

 

Childhood Sexual Abuse 

 

Did client’s risk assessment form list history 

of abuse (as victim) 

Yes; no 

 

 

Did client disclose sexual abuse (as victim) 

during clinical interview 

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, I 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”).  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 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 

 

 

Item 

 

Data Coding Options 
 

Demographics 

 

Subject’s sex Gender 1 (Male) – No = 0, Yes = 1 

Gender 2 (Female) – No = 0, Yes = 1 

 

Subject’s age 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 

 

Is subject (handedness) 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 

 

Highest degree subject completed 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 

 

Subject’s racial origin 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 

 

 

Dissociative Amnesia 

 

Episodes of Dissociation/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 2c (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 2g (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 3c (Complete loss of memory) – No = 0, Yes = 1 

Ammesia 3d -3j (To be determined) – No = 0, Yes = 1 

 

 

PTSD 

 

Client 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 

Client 1a (Experienced) – No = 0, Yes = 1 

  

Client's response involved intense fear, 

helplessness, or horror 

Client 1b (Response involved) – No = 0, Yes = 1 

  

Recurrent and intrusive distressing 

recollections of the event, including images, 

thoughts, or perceptions 

 

Client 2a (Recurrent and intrusive) – No = 0, Yes = 1 

Recurrent distressing dreams of the event 

 

Client 2b (Recurrent distressing) – No = 0, Yes = 1 

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) 

 

Client 2c (Acting) – No = 0, Yes = 1 

 

 

Table 4—Continued. 

 
 



 

41 

 
Item 

 

Data Coding Options 
 

 

Intense psychological distress at exposure 

to internal or external cues that symbolize 

or resemble an aspect of the traumatic event 

 

 

Client 2d (Intense) – No = 0, Yes = 1 

Physiological reactivity on exposure to 

internal or external cues that symbolize or 

resemble an aspect of the traumatic event 

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

 

Efforts to avoid thoughts, feelings, or 

conversations associated with the trauma 

 

 

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

Efforts to avoid activities, places, or  

people that arouse recollections of the 

trauma 

 

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

Inability to recall an important aspect of 

the trauma 

 

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

Markedly diminished interest or 

participation in significant activities 

 

Client 3d (Markedly) – No = 0, Yes = 1 

Feeling of detachment or estrangement 

from others 

 

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

Restricted range of affect (e.g., unable to 

have loving feelings) 

 

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

Sense of a foreshortened future (e.g., does 

not expect to have a career, marriage, 

children, or a normal life span) 

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

  

Difficulty falling or staying asleep 

 

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

Irritability or outbursts of anger 

 

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

Difficulty concentrating 

 

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

Hypervigilance 

 

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

Exaggerated startle response 

 

Client 4e (Exaggerated) – No = 0, Yes = 1 

Has this lasted for more than 1 month 

 

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 of abuse (as victim) 

 

History (Risk assessment form) – No = 0, Yes = 1 

Did client disclose sexual abuse (as 

victim) during clinical interview 

 

Disclose (Disclose sexual abuse) – No = 0, Yes = 1 

 

 

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 

Interaction 

 

Sexual 

Abuse 

 

PTSD 

 

Dissociative 

Amnesia 
 

Amnesia 1 

(episodes of 

dissociation/amnesia) 

 

  

= yes 

   

= yes (alone) 

 

 

 

Client 1a 

(experienced, witnessed, or 

was confronted) 

 

  yes  = yes  

Client 1b 

(response involved intense 

fear) 

 

 = yes  = yes  

Client 2a-2e 

(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) 

 

 1 of any = yes  1 of any = yes  

Client 3a-3g 

(efforts to avoid thoughts, 

efforts to avoid activities, 

inability to recall, markedly 

diminished interest, feeling of 

detachment, restricted range 

of affect, sense of a 

foreshortened future) 

 

 3 of any = yes  3 of any = yes 3c = yes (with 

History = yes and 

Disclose = no) 

Client 4a-4e 

(difficulty with sleep, 

irritability, difficulty 

concentrating, hypervigilance, 

exaggerated startle) 

 

 2 of any = yes  2 of any = yes  

Duration 

(lasted more than 1 month) 

 

 = yes  = yes  

Distress 

(clinically significant distress) 

 

 = yes  = yes  

History 

(risk assessment form listed 

history of abuse) 

 

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

= no) 
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Table 5—Continued. 

 

Data Set 

 

 

 

Triad 

Interaction 

 

Sexual 

Abuse 

 

PTSD 

 

Dissociative 

Amnesia 
 

Disclose 

(client disclosed history of 

sexual abuse) 

  

 

 

= yes (either/or) 

  

= no (with History = 

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 

 

Female 

14 

 

135 

  9.4 

 

90.6 

 

 

Age Group 

 

18-24 

 

25-34 

 

35-44 

 

45-54 

 

 

53 

 

53 

 

34 

 

9 

 

35.6 

 

35.6 

 

22.8 

 

  6.0 

 

 

Level of Education 

 

High School/Equivalent 

 

59 

 

39.6 

 

Vocational/Technical School 

 

6 

  

  4.0 

 

Some college 

 

College Graduate 

 

Master’s Degree 

 

Other 

 

11 

 

1 

 

3 

 

1 

 

  7.4 

 

  0.7 

 

  2.0 

 

  0.7 



 

48 

Table 6—Continued. 

 

Characteristics 

 

n 

 

% 

 

Racial Group 

 

Caucasian/White 

 

African American 

 

Indigenous/Aboriginal 

 

Asian/Pacific Islander 

 

Hispanic 

 

Multiracial 

 

Other 

 

91 

 

43 

 

2 

 

1 

 

7 

 

3 

 

1 

61.1 

 

28.9 

 

  1.3 

 

  0.7 

 

  4.7 

 

  2.0 

 

  0.7 

 

 

Handedness 
 

Right-handed 

 

Left-handed 

 

Ambidextrous 

 

129 

 

18 

 

1 

86.6 

 

12.1 

 

  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  
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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 

 

*It 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/ 

no disclosure 

 

  20 13.40 

   

 

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. 
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“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   1.3 

 

 

Handedness 

 

Right 58 

 

38.9 

Left 11 

 

  7.4 

Ambidextrous   1 

 

  0.7 

 

Level of Education 

 
High School/equivalent 28 

 

18.8 

Vocational/technical school   3   2.0 

 

Some college   5   3.4 

 

College graduate   0   0.0 

 

Master’s degree   0   0.0 

 

Other   1   0.7 
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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   3.4 

 

Multiracial   2   1.3 

 

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, χ² (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, χ² (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 

(n=71) 

 

No Childhood Sexual Abuse 

(n=78) 

 

PTSD Symptoms 

 

n 

 

% 

 

n 

 

% 

 

Experienced traumatic event 

 

65 

 

91.5 

 

18 

 

23.1 

 

Response involved intense fear 65 91.5 18 23.1 

 

Recurrent and intrusive recollections 38 53.5   5   6.4 

 

Recurrent distressing dreams 39 54.9   4   5.1 

 

Acting or feeling as if traumatic event were 

recurring 

  2   2.8   0   0.0 

 

 

Intense psychological distress at exposure 24 33.8   3   3.8 

 

Physiological reactivity on exposure   8 11.3   1   1.3 

 

Efforts to avoid thoughts 61 85.9 12 15.4 

 

Efforts to avoid activities 50 70.4   3   3.8 

 

Inability to recall important aspect   9 12.7   1   1.3 

 

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 15.4 

 

Irritability 29 40.8   4   5.1 

 

Difficulty concentrating 34 47.8   4   5.1 

 

Hypervigilance 15 21.1   2   2.6 

 

Exaggerated startle response   4   5.6   1   1.3 

 

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 R²=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 R²=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 

event 

-3.587*** 50.59 0.000 0.03   

     

Nagelkerke R² 0.55    

Chi-Square 79.21    

df 1    

p .000 

 

   

     

Stage 2 
 

Experienced traumatic 

event 

 

   -1.06 1.07 0.30 0.35 

Recurrent and intrusive 

recollections 

 

    0.81 0.59 0.44 2.24 

Recurrent distressing 

dreams 

 

   -0.29 0.07 0.80 0.75 

Acting or feeling as if 

traumatic event were 

recurring 

 

  -16.63 0.00 1.00    .00 

Intense psychological 

distress at exposure 

 

     1.11 0.51 0.48 3.05 

Physiological reactivity 

on exposure 

 

     1.39 0.39 0.54 4.01 

Efforts to avoid thoughts 

 

    -0.64 0.35 0.56 0.53 

Efforts to avoid activities 

 

    -2.85* 7.33 0.01 0.06 

Inability to recall 

important aspect 

 

    -0.40 0.03 0.86 0.67 
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Table 13—Continued. 

  

“Least” PTSD 

 

“Greatest” PTSD 

 

 

PTSD Symptoms 

 

b 

 

Wald 

 

p 

 

OR 

 

b 

 

Wald 

 

p 

 

OR 
 

Markedly diminished 

interest 

 

   

-15.06 

 

0.00 

 

1 

 

.00 

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 0.45 0.50 0.60 

Irritability 

 

    -2.06* 5.18 0.02 0.13 

Difficulty concentrating 

 

    -0.97 0.91 0.34 0.38 

Hypervigilance 

 

     1.26 0.36 0.55 3.52 

Exaggerated startle 

response 

    -1.54 0.36 0.55 0.21 

     

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-
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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 

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, χ² (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, 

χ² (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 

(n=21) 

 

No Dissociative Amnesia 

(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 feeling as if traumatic event 

were recurring 

  2   9.5   0   0.0 

 

 

Intense psychological distress at exposure   6 28.6 21 16.4 

 

Physiological reactivity on exposure   2   9.5   7   5.5 

 

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   9.5   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   9.5   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 R²=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 

event 

-2.25** 8.68 0.003 0.11   

     

Nagelkerke R² 0.16    

Chi-Square 13.96    

df 1    

p .000 

 

   

     

Stage 2 

 

Experienced traumatic 

event 

 

     -2.42* 4.33 0.04 0.09 

Recurrent and intrusive 

recollections 

 

     1.38 1.69 0.19 3.96 

Recurrent distressing 

dreams 

 

      2.95* 5.00 0.03 19.04 

Acting or feeling as if 

traumatic event were 

recurring 

  -21.32 0.00 1.00 0.00 

 

 

 

Intense psychological 

distress at exposure 

    -1.06 0.73 0.39 0.35 

 

 

Physiological reactivity on 

exposure 

     1.46 0.94 0.33 4.29 

 

 

Efforts to avoid thoughts      0.71 0.47 0.49 2.03 

 

Efforts to avoid activities     -1.39 2.30 0.13 0.25 

 

Inability to recall important 

aspect 

     2.42 3.13 0.08 11.24 

 

 

Markedly diminished 

interest 

   21.08 0.00 1.00 1.43 
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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* 5.19 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 

response 

    -3.37 2.63 0.11 0.03 

 

 

     

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 (χ2=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 

  

χ2 

 

p 

 

V 

 

  

No 

 

78  

(100.0) 

 

0  

(0.0) 

     

Sexual Abuse   26.9 0 0.4  

 Yes 50  

(70.4) 

21  

(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 71.4 

 

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. 
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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 
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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. 

 



 

81 

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-IV-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 3c (“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 



 

86 

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 

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 71.4 

 

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 



 

92 

“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. 



 

95 

 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 

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. 
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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, MI 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-IV 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: 

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.’ 
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. 

6. Distrust of others. 

7. Anxiety attacks, phobias, hypervigilance, and somatization. 

8. 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. 

 

“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 

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-IV 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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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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3. 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.  

 

4. 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.  

 

5. 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, I 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. 

mailto:perkinsjen@yahoo.com
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Data Collection Tool 

Bethany Christian Services Research Study 

 

 

Subject’s sex: □ Male □ Female 

 

Subject’s age:  □ 18-24 years 

  □ 25-34 years 

  □ 35-44 years 

  □ 45-54 years 

  □ 55-64 years 

  □ 65+ years 

 

Is subject:  □ right-handed 

  □ left-handed 

  □ dual-handed (ambidextrous) 

 

Highest degree subject completed?  □ High School or equivalent 

      □ Vocational/Technical School (2 

       year) 

      □ Some College 

      □ College Graduate (4 year) 

      □ Master’s Degree (MA, MS, MSW) 
      □ Doctoral Degree (Ph.D.) 

      □ Professional Degree (MD, JD, etc.) 

      □ Other (please 

       describe:________________) 

 

Subject’s racial origin:   □ Caucasian/White 

      □ African American 

      □ Indigenous or Aboriginal 

      □ Asian/Pacific Islander 

      □ Hispanic 

      □ Latino 

      □ Multiracial 

      □ 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): 

 

□ 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): 

 

□ 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) 

□ 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 

□ 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)”] 

 □  Yes □  No 

 

Did Client disclose sexual abuse (as victim) during clinical interview? 

 □  Yes □  No 
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Data Collection Tool 

Bethany Christian Services Research Study 

(Scoring Template) 

 

 

Subject’s sex: □ Male □ Female 

 

Subject’s age:  □ 18-24 years 

  □ 25-34 years 

  □ 35-44 years 

  □ 45-54 years 

  □ 55-64 years 

  □ 65+ years 

 

Is subject:  □ right-handed 

  □ left-handed 

  □ dual-handed (ambidextrous) 

 

Highest degree subject completed?  □ High School or equivalent 

      □ Vocational/Technical School (2 

       year) 

      □ Some College 

      □ College Graduate (4 year) 

      □ Master’s Degree (MA, MS, MSW) 
      □ Doctoral Degree (Ph.D.) 

      □ Professional Degree (MD, JD, etc.) 

      □ Other (please 

       describe:________________) 

 

Subject’s racial origin:   □ Caucasian/White 

      □ African American 

      □ Indigenous or Aboriginal 

      □ Asian/Pacific Islander 

      □ Hispanic 

      □ Latino 

      □ Multiracial 

      □ 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:] 

 

□ 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 

 

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:] 

 

□ 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) 
□ 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 

 

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:] 

 

□ 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:] 

 

□ difficulty falling or staying asleep 

□ irritability or outbursts of anger 

□ difficulty concentrating 

□ hypervigilance 
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□ exaggerated startle response 

 

Score = _______  (Proceed if =/<2) 
 

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

 

Score = _______  (Proceed if =Yes) 

 

Does the above cause clinically significant distress or impairment in social, 

occupational, or other important areas of functioning: 

 □  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? 

 □  Yes □  No 
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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 1a 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    .7 
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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 12.1 

 

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 29.5 
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