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The purpose of this study was to compare pre-and post-treatment differences in 

posttraumatic stress disorder (PTSD) symptoms in male adolescents with conduct 

disorder. The Children's PTSD Inventory and the PTSD Reaction Index were used to 

diagnose PTSD and determine trauma type (Type I single trauma or Type II recurring 

trauma). Pre- and post-treatment measures included the PTSD Reaction Index, the 

Children's Depression Inventory, the State-Trait Anxiety Inventory, the State-Trait Anger 

Expression Inventory, the Dissociative Experiences Scale, and the Youth Self-Report. The 

six-week, biweekly group treatment included education, exposure, and cognitive elements. 

Primary hypotheses that the abused group would statistically differ from the non-abused 

group in terms of pre- and post-treatment levels of avoidance, dissociation, 

anger/aggression, self-destructiveness, social problems, and overall levels of PTSD 

symptoms, were not confirmed. Overall, group therapy participants experienced 

statistically significant decreases in PTSD symptoms over the course of therapy. Results 

are discussed in light of clinical implications, recommended cautions given the lack of a 

robust control group, and directions for future research. 
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CHAPTER 1 

INTRODUCTION 

An extensive body of research on posttraumatic stress disorder (PTSD) in adults 

now exists and is being expanded. Much less focus has been placed on child and 

adolescent responses to trauma. This paper reviews the existing literature on PTSD in 

children and adolescents. A study that examined pre- and post-treatment differences in 

adolescents with PTSD is then presented. 

Utility of PTSD Diagnosis 

Hyman, Zelikoff, and Clarke (1988) questioned whether the adult-oriented PTSD 

diagnosis is appropriate and useful for children. Goodwin (1988) reviewed the literature 

on symptoms in abused children. The symptom clusters reported remarkably resembled the 

"shell-shock" symptoms described by Kardiner (1959, cf. Goodwin, 1985) in veterans of 

WWI. Previous research on the Chowchilla bus kidnapping (Terr, 1981), residential fires 

(Jones & Ribbe, 1991), the Three Mile Island nuclear disaster (Schwebel & Schwebel, 

1981), the Buffalo Creek disaster (Newman, 1976), a sniper attack (Pynoos, et al., 1987), 

a ferry disaster (Yule & Williams, 1990), and war trauma (Saigh, 1985) has indicated that 

children and adolescent trauma reactions are similar to PTSD in adults. The clinical 

observations reported by Pynoos and Eth (1985) of children who have observed acts of 

personal violence suggested that witnessing domestic violence can also lead to PTSD. 



Criteria for Diagnosing PTSD 

Upon determining the existence and perception of a traumatic event, three 

additional criteria must be met for the PTSD diagnosis. To diagnose PTSD, a 

reexperiencing component, a numbing and avoidance component, and a hyperarousal 

component must be evidenced in some form. Each of these components is described 

separately in the following paragraphs. 

Primary criterion. The primary criterion for diagnosing PTSD is the experiencing of 

a traumatic event. The research mentioned above has suggested that children and 

adolescents do experience traumatic stress reactions to natural and human-made disasters. 

In addition to natural and human-made disasters, a traumatic response may be elicited by 

physical abuse (Goodwin, 1988: Green, 1985; Livingston, Lawson, & Jones, 1993), sexual 

abuse (McLeer, Deblinger, Atkins, Foa, & Ralphe, 1988), witnessing or participating in 

violence, and/or being a victim of a violent crime (Bell & Jenkins, 1991). Furthermore, 

direct observation or proximity to a traumatic event is not necessary to induce a traumatic 

reaction. For example, Applebaum and Burns (1991) reported PTSD symptoms in siblings 

who did not directly witness the accidental death or homicide of a brother or sister. 

Reexperiencing component. According to the American Psychiatric Association 

Diagnostic and Statistical Manual - Fourth Edition (1994), the trauma maybe 

reexperienced in various ways. The event may be relived through recurrent and intrusive 

distressing recollections, recurrent distressing dreams, and/or acting or feeling as if the 

traumatic event were recurring. In younger children, this component may be expressed 



through repetitive play. Additionally, intense distress and/or physiological reactivity to 

internal or external reminders of the event may occur. 

Numbing and avoidance component. To meet the criteria for PTSD, the individual 

must also experience avoidance of stimuli associated with the event and numbing of 

general responsiveness. At least three numbing and avoidance behaviors must be present. 

Avoidance behaviors include avoiding thoughts, feelings, conversations, activities, places, 

or people associated with the event. The individual may also be unable to recall important 

aspects of the trauma. Symptoms of numbing include diminished interest in activities, 

detachment from others, constricted affect, and a sense of a foreshortened future. 

Hyperarousal component. The DSM-IV (1994) requires that at least two symptoms 

of increased arousal must be present to meet PTSD criteria. Hyperarousal may be 

expressed through hypervigilance or an exaggerated startle response. Other symptoms of 

increased arousal include difficulty with sleep, anger, and concentration. 

Variations in Symptom Presentation 

Variations appear to exist in PTSD symptom presentation. These differences have 

been discussed in relation to trauma type, and in relation to developmental states. The 

following paragraphs reflect relevant research and theoretical literature on both topics. 

Developmental differences. Although the post-trauma symptom clusters reported in 

children are similar to adult trauma reactions, differences based on developmental factors 

have been observed. Terr (1981) was one of the first researchers to outline differences 

between child and adult reactions. Terr observed that even though the sample studied 



represented three developmental stages—from preschool to adolescence~the differences 

persisted. 

Terr (1981) reported that few signs of classic reexperiencing (e.g., flashbacks) were 

found in younger children and younger adolescents. Instead, these age groups reported 

more dreams and acting out behavior (e.g., play or sexual behavior). Pynoos and Nader 

(1990) observed that children described intrusive images and sounds, rather than "adult-

like" flashbacks. This difference has been noted in DSM-IV (1994), which includes 

repetitive play, frightening dreams, and trauma-specific reenactment as reexperiencing 

symptoms for children. 

Frederick (1985b) suggested that overt psychic numbing is often replaced in 

adolescents by deviant behavioral patterns. Research elicited an MMPI pattern in 

adolescents that included peaks in the Psychopathic Deviate (PD) and Paranoia (PA) 

scales. This profile suggested that adolescents experience heightened irritability, rebellion, 

and suspiciousness. These elevations would likely lead to behavioral, as well as social and 

interpersonal problems. Harmless (1990) compared adolescent and adult veterans of the 

Vietnam War, and noted that adolescent soldiers exhibited greater difficulties in the areas 

of social adjustment and interpersonal relationships. 

Somatization also may be more prevalent in children following a trauma Research 

conducted following a tornado suggested that in comparison to adults, children and 

adolescents experienced more psychophysiological disorders (Frederick, 1985a). Pynoos 

and Eth (1985) observed that somatic complaints, such as headaches or stomach aches, 

often occur in children following a disaster. 



Trauma type. Terr (1991) suggested that two categories of PTSD are exhibited: 

Type 1 PTSD following a single traumatic event and Type II PTSD that is seen following 

recurring traumatic events. Terr reported that individuals diagnosed with Type I PTSD 

would exhibit full, detailed memories of the trauma. In contrast, Type II PTSD would lead 

to symptoms of denial, dissociation, and numbing rather than classic reexperiencing. 

The DSM-IV (1994) has suggested that certain symptoms may be associated more 

with traumas of an interpersonal nature than with other traumas. Examples given of these 

types of traumas included abuse, domestic violence, hostage situations, and war-related 

trauma. Some of the specific symptoms mentioned were dissociation, self-destructiveness, 

hostility, impaired relationships, impaired affect modulation, and somatic complaints. 

Other researchers (Dodge, Bates, & Pettit, 1990; Famularo, Kinscherff, & Fenton, 

1991; Fitzpatrick & Boldizar, 1993; Jaffe, Wolfe, Wilson, & Zak,1986; Kiser, Heston, 

Millsap, & Pruitt, 1991) have reported differences in symptom presentation based on 

subcategorizations of trauma type. In particular, comparisons have been made between 

exposure to violence, physical abuse, and sexual abuse. Kiser et al. (1991) reported 

elevations on measures of hyperactivity for abused adolescents. Kiser et al. hypothesized 

that the apparent hyperactivity might be more indicative of hypervigilance as a response to 

the abuse, rather than attention-deficit hyperactivity disorder (ADHD). Dodge et al. 

(1990) hypothesized that the increased aggressiveness seen in physically abused 

adolescents was related to their hypervigilance to hostile cues. Famularo et al. (1991) 

reported that adolescents who had been physically abused exhibited more aggressive 

behavior, whereas running away was more prevalent in sexually abused adolescents. Jaffe 



et al. (1986) compared responses of abused children to those who witnessed violence and 

found greater externalizing symptoms in the abused group. Children and adolescents who 

witness or are exposed to violence may exhibit more avoidance than those who have been 

physically or sexually abused (Fitzpatrick & Boldizar, 1993). 

Diagnostic Issues 

The PTSD diagnosis may often be overlooked or underrepresented with children 

(Pynoos & Eth, 1985). Several reasons for this possibility exist. Although these reasons 

are not mutually exclusive, they are presented individually in the following paragraphs for 

purposes of clarity. 

Lack of recognition of appropriateness. As mentioned earlier, the appropriateness 

of the PTSD diagnosis for children and adolescents has been questioned. Thus, the PTSD 

diagnosis often may not have been considered when children were referred for behavioral 

and/or psychological problems. Deblinger, McLeer, Atkins, Ralphe, andFoa (1989) 

conducted a retrospective study in which they reviewed medical records of children 

admitted to an inpatient unit. The majority of the participants whom they reclassified as 

PTSD cases had been given the following diagnoses: adjustment disorder, conduct 

disorder, depression, ADHD, and oppositional disorder. They partially attributed this 

finding to the fact that PTSD has only recently been recognized as an important diagnosis 

to consider when evaluating child psychiatric patients. 

Recent research (Gonzalez, 1996) suggested that PTSD is now more frequently 

considered as a diagnosis for children. This research surveyed more than 270 members of 

the American Psychological Association Division 12-Child Section. Members surveyed 



were given an unvarying presentation about a child under four conditions. The 

presentations included symptoms of acting different, disliking school, grades dropping, 

difficulty falling asleep, and mood swings ranging from subdued to irritable. The four 

conditions were: (1) parents reported sexual abuse to a child protective services agency; 

(2) parents reported sexual acting out to the interviewing clinician; (3) no stressors were 

stated; and (4) the clinician asked about trauma, which was denied. Those surveyed were 

asked to rate the probability of fit for each of 17 diagnoses. PTSD was rated more 

probable than other diagnoses for Conditions 1 and 2. For condition 3, PTSD was rated as 

a more probable diagnosis than generalized anxiety disorder and attention deficit 

hyperactivity disorder. At least among clinical child psychologists, the trend was to 

acknowledge the possibility of PTSD as an appropriate diagnosis. 

Perception of the trauma. One complication in diagnosing PTSD is that the 

individual must perceive the event as traumatic. Lyons (1987) noted that an adult's 

perception of trauma may differ radically from that of a child or adolescent. Recent 

research (Applebaum & Burns, 1991) suggested that parents may not be aware of their 

children's symptoms. Because children typically do not self-refer, child and adolescent 

PTSD may be overlooked when the parents are unaware of their children's perception of 

the event. 

Differences in symptom presentation. Developmental differences in symptom 

presentation may mask the PTSD. Particularly with adolescents, behavioral problems may 

be the most readily observable symptom following a trauma (Frederick, 1985b). This 

factor is compounded by the fact that adolescents are at a sensitive developmental stage. 



Van der Kolk (1985) alluded to the importance of the developmental period at which a 

trauma occurs. Adolescents tend to seek out peer groups in an effort to gain self-esteem 

and establish a self-identity. Thus, based on their developmental level, one could 

reasonably predict that adolescents would be less likely to confide in caretakers or 

clinicians about traumatic reactions. 

Doyle and Bauer (1989) reported that PTSD was often overlooked in children 

diagnosed with Conduct Disorder, ADHD, and Adjustment Disorder. They noted that 

several symptoms required for these diagnoses overlap. For example, rage and aggression 

are not uncommon symptoms in PTSD, especially in older children. Aggression is also a 

symptomatic criterion for Conduct Disorder. Likewise, the hyperarousal, hypervigilance, 

and impulsivity exhibited in some children with PTSD could be misdiagnosed as ADHD. 

Misdiagnosis is especially high when the child or adolescent does not volunteer 

information about a traumatic event. 

Lack of adequate diagnostic instruments. Available diagnostic instruments may 

hinder the detection of PTSD in children and adolescents. Following their research, Yule 

and Williams (1990) concluded that with children in the 8 to 16 year old range, PTSD 

would not be identified with commonly used screening instruments. Additionally, no 

standardized measure of PTSD in children and adolescents has emerged. Several 

variations have been used in previous research, including the CBCL, Horowitz's Impact of 

Events Scale, the MMPI, and various personality measures. Structured interviews for 

children have yet to include a PTSD scale (e.g., DISC and K-SADS). Thus, the clinician, 



parent, or teacher may fail to recognize or elicit information about a traumatic event when 

a child or adolescent begins experiencing problems. 

Summary. Until these problems are addressed, misdiagnosis is likely to continue. 

From a clinical standpoint, if the trauma is overlooked or not perceived as central to the 

presenting concern, one would expect treatment to be less effective. Furthermore, major 

advances in treatment research are hindered until the diagnostic issues are addressed. 

Treatment Issues 

Lack of research. The treatment research literature on PTSD in children and 

adolescents is virtually absent. Saigh (1986; 1987; 1989b) reported results from single-

case research suggesting that in vitro flooding is an effective treatment. However, Saigh's 

research suffered not only from experimental limitations but also from limitations to 

generalizations. The researcher conducted all treatments, and no monitoring of treatment 

standardization or therapist adherence was reported. Regarding generalizations, the five 

participants did vary in gender and age, but all subjects experienced war-related trauma in 

Lebanon. Finally, Saigh attributed treatment effectiveness to in vitro flooding, but 

relaxation, self-monitoring, and in vivo exposure components were also included in the 

treatment. 

Exposure as a treatment component. In reviewing the treatment outcome literature 

on adult PTSD, Fairbank and Nicholson (1987) and Blake (1993) suggested that some 

type of exposure or reexperiencing of the trauma was necessary for effective treatment. 

However, Blake also noted that behavioral studies are over represented in this research. 

After reviewing three controlled studies examining the efficacy of direct exposure to treat 
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combat-related PTSD, Foy, Resnick, and Lipovsky (1993) observed that none of them 

evaluated flooding independently. Another point that should be considered is that, to date, 

none of the treatment outcome research has directly compared the efficacy of different 

types of exposure (i.e., systematic desensitization, in vivo exposure, and in vitro 

exposure). In summary, more definitive research regarding the use of exposure as a 

treatment component is required. 

Limitations of flooding. Several authors raised questions about the limitations and 

advisability of using flooding (Blake, 1993; Kilpatrick & Best, 1984; Litz, Blake, Gerardi, 

& Keane, 1990; Pitman et al., 1991; Saigh, 1992). Kilpatrick and Best suggested that 

often, the specific environmental events are not as important to sexual assault victims as 

are their cognitive perceptions and meanings attached to the event. Blake observed that 

treatment appeared to have a lesser effect on the negative symptoms of PTSD (i.e., 

avoidant symptoms) than on the positive symptoms (i.e., reexperiencing and hyperarousal 

components). To prevent psychiatric complications, researchers (Litz et al., 1990; Pitman 

et al., 1991; Saigh, 1992) cautioned about the need to consider individual risk factors 

before using flooding. Thus, the decision to use flooding as a treatment component should 

be carefully evaluated, preferably on a clinical individual basis. 

Inadequacy of conventional psychotherapy. Blake (1993) observed that some 

studies suggested that "generic" or conventional psychotherapy may not be effective with 

PTSD. In treatment outcome studies of combat veterans, several researchers (Boudewyns, 

Hyer, Woods, Harrison, & Mcranie, 1990; Brooks & Scarano, 1985; Cooper & Clum, 

1989) concluded that conventional psychotherapy was not effective in treating PTSD. In 
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contrast, other researchers (Foa, Rothbaum, Riggs, &Murdock, 1991; Resick, Jordan, 

Girelli, Hutter, & Marhoefer-Dvorak, 1988) found that conventional therapy was, at least 

to some extent, effective. Only one controlled study has compared psychodynamic therapy 

to behavioral therapy (Brom, Kleber, & Defares, 1989). The brief psychodynamic therapy 

was designed to solve the intrapsychic conflicts resulting from the trauma, and produced 

results similar to the behavioral condition. Clearly, research regarding treatment types 

needs to be conducted to clarify the existing research inconsistencies. 

Effectiveness of treatment. Only three controlled studies have compared PTSD 

treatment to no treatment (Keane, Fairbank, Caddell, & Zimmering, 1989; Peniston, 1986; 

Resick & Schnicke, 1992). Each of these three studies used a different treatment modality. 

Keane, et al. (1989) used implosive therapy, Peniston used biofeedback-assisted 

desensitization, and Resick and Scnicke used cognitive processing therapy. In comparison 

to the no-treatment groups, all the treatment groups experienced significant reductions in 

PTSD symptoms. Although these studies are too few in number to provide definitive 

support, they suggested that some type of treatment for PTSD was preferable to no 

treatment. 

Repercussions of mistreatment. The child and adolescent literature on PTSD 

treatment raised another issue. Several authors (Bell & Jenkins, 1991; Doyle & Bauer, 

1989) question the advisability of treating children and adolescents for some disorder 

other than PTSD if they indeed have PTSD. Several reasons are suggested, but the 

primary ones are the repercussions of treatment failure and the possibility of increasing 

symptoms. For example, Doyle and Bauer (1989) observed marked improvement in 
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youngsters labeled as "difficult-to-treat" in a residential program when they were correctly 

diagnosed with PTSD and treated accordingly. Bell and Jenkins (1991) reported that inner 

city children exposed to violence began displaying behavioral and psychological problems 

at school and at home. They treated these children for PTSD, and the behavioral and 

psychological problems gradually dissipated. Dyson (1990) reported similar success with 

inner city students referred for being a "disturbing influence" in school. 

Long-Term Effects of PTSD 

Because of developmental concerns regarding children and adolescents, the long-

term effects of PTSD must be considered when discussing PTSD in children and 

adolescents. Terr (1991) hypothesized that the pervasive symptoms of PTSD might 

become characterological in nature if they persist for a long period. As Frederick (1987) 

remarked, "reactions of victims to traumatic incidents can become emotionally imprinted" 

(p. 60). 

Psychological implications. Some recent research described the implications of the 

long-term effects of chronic PTSD. In a community study of 386 Caucasian working-class 

older adolescents, those adolescents with PTSD (more than 6%) exhibited impaired 

functioning in the greatest number of areas (Reinherz, Giaconia, Lefkowitz, Pakiz, & 

Frost, 1993). Swett, Surrey, and Cohen (1990) observed that inpatients reporting abuse 

had significantly higher SCL-90-R global severity indices than patients with no history of 

abuse. Their research is consistent with other findings suggesting that PTSD might be the 

more preferable diagnosis for patients with histories of abuse (Bryer, Nelson, & Miller, 

1987). 
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Physiological effects. Chronic PTSD may cause physiological changes. Van der 

Kolk, Greenberg, Boyd, and Rrystal (1985) postulated a psychobiological model of 

PTSD in which psychic trauma may lead to long-term psychological and biological 

changes in an individual. Van der Kolk et al. drew parallels between the inescapable shock 

syndrome and stress-induced analgesia produced in laboratory animals and the behavioral 

sequelae exhibited in humans with PTSD. This model presented compelling reasons for 

early detection of and intervention with traumatized individuals. 

Summary 

Although it has been questioned in the past, the growing body of literature on 

PTSD in children and adolescents suggests that the PTSD diagnosis can be appropriate for 

this population. Furthermore, as Applebaum and Burns (1991) noted, children and 

adolescents do not necessarily have to directly experience or observe a trauma to 

experience a traumatic reaction. Although the PTSD diagnosis is applicable to children 

and adolescents, clinicians should be aware that developmental stage and type of trauma 

may affect symptom presentation. These differences in symptom presentation can also lead 

to PTSD being overlooked or misdiagnosed in this population. Other factors, such as lack 

of standardized PTSD measures, can also impede the clinician's detection of PTSD. 

Although few controlled studies have been conducted, those few implied that treatment is 

better than no treatment, and that some type of exposure component is necessary for 

treating PTSD in adults. In summary, when the long-term effects of chronic PTSD are 

added to the equation, further research becomes critical. Traumatic reactions can cause 

major disruptions in the lives of adults, but these reactions have additional ramifications 
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when they are experienced during the sensitive developmental periods that occur during 

childhood and adolescence. 

The Present Study 

Rationale. Based on the scarcity of research on PTSD in adolescents, any research in 

this area will add to the body of knowledge about PTSD in children and adolescents. 

When both treatment and diagnostic issues are considered, the need for research becomes 

imperative. Obtaining participants for this type of research, however, can be problematic. 

It typically must be done retrospectively and must occur following a disaster. However, 

because PTSD seems to be highly correlated with Conduct Disorder, Oppositional 

Disorder, and ADHD, adolescents diagnosed with Conduct Disorder represent a potential 

population of subjects. 

Following the above described logic, many students from the Gainesville State 

School are likely to exhibit PTSD. The Gainesville State School is a medium security state 

institution in Gainesville, Texas, to which juvenile offenders are remanded by the state 

juvenile justice system Such institutions are typically understaffed, underfunded, and 

unable to provide broad treatment. The present author volunteered to provide assessment 

and treatment for adolescents who potentially exhibit PTSD. If group treatment appeared 

to be effective, Gainesville staff would be trained to continue treatment. One of the two 

PTSD measures-Saigh's Children's PTSD Inventory (Saigh, 1989a), and Frederick's 

PTSD Reaction Index (1985b)~used in the present research might prove reliable and valid 

with this population. If so, existing staff can be trained to administer the measure so that it 

can be used as a screening device for all incoming students. 
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Type I - Type II Classification. To test some of the hypotheses, participants were 

originally to be divided into Type IPTSD and Type IIPTSD groups for purposes of 

statistical analyses. Type I was to refer to PTSD following a single, violent event, and 

Type II was to encompass PTSD cases related to physical and/or sexual abuse. Both pre-

and post-treatment differences were hypothesized to exist between these groups. 

The hypotheses that required Type I vs. Type II analyses were revised to reflect the 

makeup of the subject population. Only one participant included in the study had suffered 

a single trauma; all others suffered multiple traumas. Therefore, for those hypotheses • 

requiring comparisons between participant groups, participants were classified according 

to whether or not the traumatic incidents included physical and/or sexual abuse. 

Hypothesis 1. Although no comparative treatment research is available for children 

and adolescent PTSD, the adult literature suggests that treatment is more effective than no 

treatment in reducing PTSD symptoms (Keane et al., 1989; Peniston, 1986; Resick & 

Schnicke, 1992). Hypothesis 1 was that the treatment group condition would exhibit 

significantly greater reductions in PTSD symptoms than the no-treatment group condition. 

Hypothesis 2. Deblinger et al. (1989) compared sexually abused, physically abused, 

and non-abused children diagnosed with PTSD. They found that sexually and physically 

abused children tended to exhibit more avoidance/dissociative symptoms than the non-

abused children. Thus, Hypothesis 2 was that sexually and/or physically abused 

participants would show greater pre-treatment severity on avoidance symptoms than non-

abused participants. 
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Hypothesis 3. Hypothesis 3 was that abused participants would show less overall 

post-treatment symptom improvement than non-abused participants. Terr (1991) theorized 

that individuals with Type IIPTSD use dissociation and denial to block out major portions 

of the trauma. Individuals with Type I PTSD, on the other hand, are more likely to reveal 

more detailed memories of the trauma. Thus, short-term group treatment was theorized to 

be less effective for individuals with Type II PTSD. When Terr postulated the Type I-

Type II classification, children meeting the Type II criteria were primarily those who had 

been physically or sexually abused. For purposes of this research, the differences between 

non-abused and abused participants were posited to be similar to the differences between 

Type I and Type II PTSD. 

Hypothesis 4. The hypothesis that abused participants would exhibit higher levels 

of dissociation than non-abused participants was partially derived from Terr's (1991) 

definition of primary differences between Type and Type II PTSD. Chu and Dill (1990) 

also found that childhood abused was significantly related to a higher level of dissociative 

symptoms in female inpatients. In more recent research, Sanders and Giolas (1991) found 

a moderate but significant correlation between childhood abuse and dissociative symptoms 

in 47 hospitalized adolescents. 

Hypothesis 5. Hypothesis 5 posits that more anger and aggression would be 

reported by the abused group. Dodge et al. (1990) reported that physically abused 

children, when compared to children who were not abused, exhibited higher levels of 

aggressive behavior. Surprisingly, this effect held when family ecological variables(e.g., 

poverty and family instability) and child biological variables (e.g., health problems and 
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temperament) were statistically controlled. Jaffe et al. (1986) observed that abused boys 

demonstrated more externalizing symptoms on the CBCL than did boys who were merely 

exposed to family violence. 

Hypothesis 6. Dodge, Bates, and Pettit (1990) found that harmed children were less 

attentive to social cues, biased toward attributions of hostility, and less likely to 

competently solve interpersonal problems. In effect, the abused children had acquired 

deviant patterns of processing social information. One might reasonably infer that these 

children would also experience a higher incidence of social problems. Thus, Hypothesis 6 

stated that the abused group would exhibit more social problems than the non-abused 

group. 

Hypothesis 7. Terr (1991) considers rage one of the primary distinctions between 

Type I and Type IIPTSD cases. According to Terr, this rage sometimes becomes so 

overpowering that the individual directs it towards himself/herself. Again, assuming that 

the non-abused-abused distinction parallels the Type I-Type II classification, Hypothesis 7 

was that abused participants would exhibit more self-destructiveness than non-abused 

participants. 

Hypothesis 8. Based on Terr's (1991) distinction between Type I and Type II, and 

the lack of research literature available, the two groups were hypothesized to display no 

differences on several variables. These variables are self-esteem, memory/concentration, 

somatization, depression, and state and trait anxiety. 



CHAPTER 2 

METHODS 

Participants 

A total of 128 participants from the male adolescent population at the Gainesville 

State School were screened for PTSD using the Children's PTSD Inventory and PTSD 

Reaction Index. Initially, participants were referred for screening by the psychology staff 

and other institution personnel. Most of these students came from high-risk dormitories 

(as defined by Dr. Neil Holliman, a staff psychologist at the facility. Later screenings were 

conducted in a systematic fashion in the dormitory that housed incoming students. Of the 

students screened, 102 met the criteria for PTSD and 62 were available for group 

participation. A total of 45 of the participants completed the groups, and of those 45, 43 

had complete pre- and post-treatment assessments. 

The age of the participants ranged from 14 years to 18 years (M = 15.4; SD - 1.1). 

Ethnic groups represented were Caucasian (28.6%), African American (52.4%), and 

Hispanic American (19%). Participants were remanded to the facility by the Texas State 

Juvenile Department, and their psychological treatment was determined by psychiatry and 

psychology staff at the facility. Each participant was required to attend a daily treatment 

group that focused on problem-solving and conduct disorder. This daily treatment was 

continued during the PTSD group treatment process. 
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In an effort to provide comprehensive psychological services, the present author 

was asked to provide group treatment for adolescents diagnosed with PTSD. Thus, the 

only participants included in the present research were those diagnosed with PTSD. 

Exclusion criteria (e.g., aggressive behavior, anticipated release dates) were determined on 

an individual basis following consultation with Dr. Neil Holliman. 

Instruments 

A variety of assessment instruments were used, including two PTSD measures: the 

Children's Posttraumatic Stress Disorder Inventory (Saigh, 1989a) and the PTSD Reaction 

Index (Frederick, 1985b). The Children's PTSD Inventory was used as a diagnostic 

measure only. The PTSD Reaction Index was administered as a pre- and post-treatment 

measure of PTSD severity. A follow-up questionnaire developed by the present author 

(See Appendix A) was used in conjunction with both PTSD measures to gather further 

diagnostic information. Additional measures that were used as pre- and post-treatment 

measures included: the Dissociative Experiences Scale (Bernstein & Putnam, 1986), the 

State-Trait Anger Expression Inventory (Spielberger, 1991), the State-Trait Anxiety 

Inventory-Form Y (Spielberger, 1993) and the Youth Self-Report (Acheribach, 1991). 

The WISC-III Coding and Digit-Span subtests were also administered as brief tests of 

memory and concentration. 

Children's PTSD Inventory. The Children's PTSD Inventory is a structured 

interview developed by Saigh (1989a) based on DSM-III diagnostic criteria as well as 

Saigh's clinical observations. The inventory allows the assessor to determine if trauma was 

induced through direct exposure to, observation of, or second-hand knowledge of the 
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event. A true positive rate of 84% (kappa = .78, p < .01) was yielded by field trials. The 

criterion regarding presence or absence of PTSD in these field trials was the investigator's 

(Saigh's) clinical judgment. Another study (Saigh, 1991) reported interrater agreement for 

cases of traumatization via observation, verbal mediation, direct exposure, and some 

combination of the other three. These coefficients ranged from .86 to 1.0. 

PTSD Reaction Index. Frederick's (1985b) PTSD Reaction Index (PTSD-RI) 

consists of 20 items that can be administered in a self-report or interview format. The 

PTSD-RI is an inventory of symptoms based primarily on DSM-III criteria, and it has a 

child and adult version. The PTSD-RI has shown interrater reliability of .95 (Applebaum 

& Burns, 1991) and .77 (Frederick, 1987). In this study, the PTSD-RI showed adequate 

internal consistency (Cronbach alpha coefficient was .77). Frederick (1985b) reported a 

correlation of .91 between PTSD-RI scores for children and known child cases. Other 

research (Nader, Pynoos, Fairbanks, & Frederick, 1990; Pynoos et al., 1987) suggested 

that PTSD-RI scores are predictably related to the amount of exposure to the trauma. 

PES. The DES was developed by Bernstein and Putnam (1986) as a screening 

device for measuring dissociative experiences. The DES is a self-report measure 

containing 28 items that cover a continuum of dissociative experiences, ranging from 

normal to abnormal. A test-retest coefficient of .84 has been reported (Bernstein & 

Putnam, 1986), and Putnam (1989) reported the leptokurtic distribution typically seen 

with dissociative phenomena in both clinical and nonclinical samples. Research has 

indicated that scores above 20 on the DES suggest the possibility of PTSD or a 

dissociative disorder (Ross, Anderson, Fleisher, & Norton, 1991; Ross, Joshi, & Currie, 
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1990). In clinical samples, scores above 30 are associated with a high likelihood of PTSD 

or multiple personality disorder (Ross, et al., 1990). 

A modified child version of the DES was used in the present study because recent 

research (Paolo, Ryan, Dunn, & Fleet, 1993) suggested that 43% of the DES items 

required at least a high-school reading level. The version used was developed by Queener 

and Sewell (personal communication, August, 1994) for a fourth-grade reading level. This 

lower reading level is more appropriate for the population being studied. 

State-Trait Anxiety Inventory. The State-Trait Anxiety Inventory-Form Y 

(Spielberger, 1993) is comprised of two self-report scales that measure state (S-anxiety) 

and trait anxiety (T-Anxiety). Test-retest coefficients for males following a 60-day interval 

are .68 and .51 respectively for the T-Anxiety and S-Anxiety scales. The median Cronbach 

alpha coefficient for the T-Anxiety scale is .93, and .90 for the S-Anxiety scale. According 

to Spielberger (1993), although validity for Form Y has not yet been established, Form Y 

is highly correlated with Form X (coefficients range from .96 to .98), and has a more 

consistent and reliable factor structure. Stability coefficients for Form X at 20 days were 

reported (Spielberger, Gorsuch, Lushene, Vagg, & Jacobs,1981) as .86 for males and .76 

for females. At 104 days, these coefficients were .73 and .77 respectively. Internal 

consistency for Form X (median alphas of .87 for State Anxiety and .89 for Trait Anxiety) 

was not as high as that found in Form Y. Additionally, Spielberger et al. (1991) reported 

that the Form X version of the STAI had been used to measure anxiety in more than. 3,300 

published research studies. Some of the populations in which the STAI was used included 
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high school and college students, military personnel, psychiatric patients, and medical 

patients. 

Children's Depression Inventory. The Children's Depression Inventory (CDI) was 

designed for children and adolescents and has the lowest reading-level requirement of any 

measure of depression in children (Kovacs, 1992). Exact reading level was not provided, 

but Kovacs noted that the CDI has been used and normed for children aged 7 to 17. 

Internal consistency of the CDI is good (Cronbach alpha = .86). Six week test-retest 

reliability coefficients range from .50 to .67. Kovacs reported equivocal evidence for 

discriminant validity of the CDI. However, other researchers (Allen & Tarnowski, 1989; 

Elliott & Tarnowski, 1990) reported negative correlations (r_= -.79 and_r = -.80 

respectively) between the CDI and the Piers-Harris self-concept scale in two samples of 

abused and non-abused children. Felner, Rowlison, Raley, and Evans (1988) reported 

correlations of .58 and .63, respectively, between the CDI and the Center for 

Epidemiological Studies Depression Scale and the Children's Manifest Anxiety Scale-

Revised. The five CDI factors (negative mood, interpersonal problems, ineffectiveness, 

anhedonia, and negative self-esteem) are moderately intercorrelated (range = .39 to .59), 

but more highly correlated with the total CDI score (range = .65 to .82). 

State-Trait Anger Expression Inventory. The STAXI was developed by Spielberger 

(1991) to provide a measure of state and trait anger, and also the expression of anger. The 

Anger Expression Scale (AX/EX) is comprised of three empirically independent factors: 

Anger-Out (AX/Out), Anger-In (AX/In), and Anger-Control (AX/Con). Correlations 

between AX/In, and AX/Out and AX/Con are close to zero, while correlations between 
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AX/Con and AX/Out is -.59 for males. Evaluations of internal consistency for the state 

and trait anger scales appear acceptable (alpha coefficients range from .70 to .75). 

Deffenbacher and Stark (1992) recently used the STAXI, self-monitoring, the Trait 

Anxiety Inventory, and the Self-Esteem Inventory in anger treatment outcome research. 

They concluded that the above measures represented related, but conceptually different 

measures of anger. 

Youth Self-Report. The Youth Self-Report (YSR) is a self-report measure of social 

competence and behavior problems for use with adolescents (Achenbach, 1991). The YSR 

is comprised of eight scales: withdrawn, somatic complaints, anxious/depressed, social 

problems, thought problems, attention problems, delinquent behavior, and aggressive 

behavior. The mean one-week test-retest reliability for the competence scales for ages 15-

18 was T_= .82, and r = .83 for the problems scales. As evidence of content validity, 

Achenbach reported that referred youths scored significantly higher on all but eight 

problem items out of a total of 102 problem items. Evidence for criterion validity was 

evidenced through regression analyses which revealed that all quantitative scores 

discriminated significantly between non-referred and referred youths. 

Treatment 

The treatment that was provided was developed by the present author, in 

conjunction with clinical supervisors at the University of North Texas and Gainesville 

State School. The treatment is based on Resick and Schnicke's (1992) Cognitive 

Processing Therapy (CPT) for rape victims. CPT was developed using an information-
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processing model of PTSD, and it includes education, exposure, and cognitive elements. 

CPT was used as a conceptual foundation for several reasons. 

First, it was assumed that some of the adolescent PTSD cases would be abuse 

victims. Because CPT was developed for rape victims, some of the cognitive components 

(e.g., dealing with guilt and shame) would likely be useful not only for those abuse 

victims, but also for participants who had committed or witnessed a violent crime. Those 

participants seeing the homicide of a friend or family member were likely to feel guilt 

and/or shame because of their own survival, and also because of their inability to help. 

Secondly, CPT emphasized identifying and differentiating thoughts and feelings. It 

was reasoned that adolescents with PTSD and conduct disorder would exhibit anger and 

aggression that might mask other feelings. Thus, identifying the underlying grief, shame, 

sadness, and other feelings associated with the trauma would be an essential prelude to the 

process of reintegration. 

Thirdly, CPT focused on modifying faulty cognitions. Adolescents with behavioral 

problems were likely employing faulty cognitions and inappropriate problem-solving 

methods. Another advantage to spending time working on cognitive skills was that it 

would allow time for the participants' anxiety to build about the "retelling" phase. An 

anxious state would be more apt to encourage an affective component during the 

reexperiencing or "retelling" phase. 

Lastly, CPT used a narrative style of reexperiencing the traumatic event rather than 

the more typical exposure-based techniques. A narrative retelling of the event was felt to 

be more appropriate for the setting, the treatment modality, and the population, especially 
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in light of the cautions about more traditional techniques raised by numerous researchers 

(Blake, 1993; Kilpatrick & Best, 1984; Litz et al., 1990; Pitman et al., 1991; Saigh, 1992). 

Some of the basic tools of CPT were then modified and enhanced so that they 

would be more appropriate for the adolescent's developmental stage and educational level. 

For example, instead of a more cognitive approach to differentiating and labeling feelings, 

a game similar to "Charades" was played in which the participants acted out how a 

particular feeling might be recognized through actions, facial expressions, or thoughts. 

Challenging faulty cognitions and practicing effective problem-solving skills were primarily 

conducted through role-plays and a "coaching" exercise in which participants reenacted 

problem situations with positive and negative "coaches." 

A group format was used, with group sessions occurring biweekly for six weeks. 

Groups initially consisted of six participants diagnosed with PTSD, although in many 

cases, all six did not complete the treatment program. All but two groups were co-led by 

the present author and other clinical psychology doctoral students. Co-leaders for these 

two groups were the present author and Dr. Holliman for one group, and the present 

author and a Gainesville State School staff member for the other. 

Treatment was comprised of three overlapping phases : a rapport-building and 

education phase, a reexperiencing phase, and a resolution phase. Specific techniques that 

were used included relaxation training, homework assignments, role-playing, modeling, 

and narrative story-telling. Refer to Appendix B for an outline of the session-by-session 

treatment plan. 
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Procedures 

Participants were screened were screened for PTSD using the PTSD-RI and the 

Children's PTSD Inventory. Based on their responses to both PTSD measures and the 

follow-up questionnaire, participants were categorized as either having PTSD or not 

having PTSD. Participants were then given a brief description of the treatment, and were 

given the opportunity to accept or decline participation. If the subject agreed, appropriate 

staff members were then consulted to determine if participation in the treatment group was 

feasible (possible transfer to another facility, other treatment that conflicted with the time 

schedule, aggressive behavior, legal complications, etc. could preclude participation). 

Before beginning treatment, each participant categorized as having PTSD was 

administered the pre-treatment measures. The first treatment group did not begin until 

enough PTSD cases had been found to comprise two treatment groups. These first 

participants were randomly assigned to the first treatment group or a wait-list condition. 

The first treatment group, which lasted six weeks, was then conducted. At the end of the 

six weeks, the treatment group and the wait-list group were administered the post-

treatment measures. The wait-list group then immediately began treatment (second 

treatment group). Immediately following the six-week treatment for the second treatment 

group, the post-treatment measure was again administered to the first treatment group and 

the second treatment group. 

Successive groups were formed and treatment conducted on an ongoing basis as 

PTSD cases were identified through the screening process. Unlike the first three groups, 

these successive groups were administered the measures only before and after actual 
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treatment (refer to Table 1). Screening and treatment groups continued until a total of 60 

cases (10 groups) had been identified and treated. 

Table 1 

Pre- and Post-treatment Assessment Timeline 

Group Assessment 

Test 1 Test 2 Test 3 Test 4 

Group 1 X X X 

Group 2 X X X 

Group 3 X X X 

Group 4 X X 

Group 5 X X 

Group 6 X X 

Group 7 X X 

Group 8 X X 

Group 9 X X 

Group 10 X X 

Note. The dotted lines represent the 6-week group treatment. 



CHAPTER 3 

RESULTS 

Hypothesis 1 

Hypothesis 1, which stated that the treatment condition would reduce symptoms 

more than the no-treatment condition, could not be analyzed statistically due to the small 

number of participants (n = 9) in the wait-list control condition. An analysis of variance 

(ANOVA) for repeated measures using all participants revealed a significant decrease in 

PTSD symptoms following treatment (F = 10.5, df= 1,42, p < .01). The pre-treatment 

PTSD-RI mean for all participants was 40.40 (SD_= 13.45), and the post-treatment 

PTSD-RI mean was 35.16 (SD = 10.71). The means for the wait-list control group were 

37.33 (SD= 14.31), 34.78 (SD - 17.09), and 31.33 (SD = 15.39) for the first pre-test, 

second pre-test, and post-test, respectively. Thus, although symptoms decreased following 

treatment, they also decreased during the waiting period before treatment began. Further 

examination of the nine wait-list participants (see Table 2) indicated that for four of the 

participants, symptoms either remained at the same level or increased during the waiting 

period. For the other five participants, symptoms decreased during the pre-treatment 

period. With the exception of WL1 and WL9, all wait-list control participants improved 

symptomatically during treatment (see Table 2). 
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Table 2 

Wait-List Participants' Pre- and Post-Test Data 

Variable Subject Number 

WL1 WL2 WL3 WL4 WL5 WL6 WL7 WL8 WL9 

PTSD-RI1 21 24 56 56 24 48 30 29 52 

PTSD-RI2 21 27 59 62 14 46 29 22 33 

PTSD-RI3 36 18 48 56 11 24 26 19 44 

Age 14 16 16 15 15 18 16 15 15 

Race C A A A H C A A C 

Trauma Type 9 3 3 3 6 10 7 9 3 

Told Someone 1 3 0 3 1 1 1 5 1 

PTSD Type 2 2 2 2 2 2 1 2 2 

Onset 0 0 0 0 1 1 0 2 0 

DES 6 22 48 87 6 39 26 21 26 

Note. The numbers following the Reaction Index Totals refer to 1st, 2nd, and 3rd 
administration of that measure; Race: C =Caucasian, A = African-American, H = Hispanic; 
Trauma type: 3 = Gang-related trauma, 6 = Sexual abuse and gang-related trauma, 7 = 
Physical abuse and gang-related trauma, 9 = Physical abuse and other trauma, 10 = 
Sexual abuse, physical abuse, and other Trauma; Told Someone: 0 = told no one, 1 = told 
family, 2 = told a friend, 3 = told a mental health worker; PTSD Type: 1 = Acute, 2 = 
Chronic; Onset = months since onset of symptoms. 
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Hypothesis 2 

Hypothesis 2 was that abused participants would show greater pre-treatment 

severity on avoidance symptoms than would non-abused participants. A oneway analysis 

of variance was used to analyze this hypothesis. The independent variable used was the 

abused versus non-abused group classification. The dependent variable was the sum score 

on the avoidance questions from the PTSD-RI (i.e., questions 7, 8, 9,10, and 16). Results 

only marginally supported the hypothesis (F = 3.58, df= 1, 62, £ = .06). The mean for the 

abused group (N=28) was 8.43 (SD = 3.29); the mean for the non-abused group (N=35) 

was 6.66 (SD = 3.77). 

Hypothesis 3 

To analyze Hypothesis 3, which stated that abused participants would show less 

overall post-treatment symptom improvement than non-abused participants, a repeated 

measures ANOVA was used. The dependent variable was the overall score from the 

PTSD-RI. The independent variables were group classification (i.e., abused vs. non-

abused) and pre- versus post-treatment. This hypothesis was not supported. A main effect 

for group classification was observed (F = 3.98, df = 1,2, g = .05), as was an effect for 

time (F = 10.74, df = 1,2, p < .01). However, an interaction between overall symptoms 

and group classification was not significant (F = .46, df = 1,41, g = .50). Pre-treatment 

means for the abused and non-abused groups were 37.04 (SD =13.34) and 44.63 (SD = 

12.68) respectively. Post-treatment means were 32.79 (SD = 11.80) for the abused group 

and 38.16 (SD = 8.56) for the non-abused group. 
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Hypothesis 4 

A repeated measures ANOVA was performed to examine Hypothesis 4, which was 

that abused participants would exhibit higher levels of dissociative symptoms than non-

abused participants. The DES score was the dependent variable; group classification and 

pre- versus post-treatment were the independent variables. There was no main effect for 

group classification (F = 2.57, df = 1, 2, p = .12) and the interaction between group 

classification and time (F = 1.46, df = 1, 35, j> = .24) was non-significant. However, there 

was a main effect for time (i.e., a decrease in DES scores), with F = 6.94, d f - 1,2, and p 

= .01. Means for the two groups are in the opposite direction than was hypothesized. The 

non-abused pre-treatment mean was 46.56 (SD = 20.05) and the abused pre-treatment 

mean was 34.33 (SD = 14.68). Post-treatment means for the non-abused and abused 

groups were 35.01 (SD = 20.88) and 30.04 (SD = 18.33), respectively. 

Hypothesis 5 

For Hypothesis 5 (i.e., abused participants would experience more anger and 

aggression than non-abused participants), a repeated measures MANOVA was employed. 

The Aggressive Behavior Scale score from the YSR, and the Trait Anger and Anger-

Expression scores from the STAXI were the dependent variables. Group classification 

(abused versus non-abused) and pre- versus post-treatment were the independent 

variables. Main effects for time (F = 2.06, df - 1,3 p = .12) and group classification (F = 

.61, df = 1,3, p = .61) were not significant. An interaction between group classification 

and time was found (F = 5.22, df = 1, 37, p < .01). Examination of the group means, 

however, suggested that the effect was in the reverse direction from that which was 
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hypothesized. Univariate analyses showed that a significant decrease occurred following 

treatment on two measures in the non-abused group (See Table 3). Thus, the results of the 

analysis did not support the hypothesis that abused participants would experience more 

anger and aggression than non-abused participants. 

Table 3 

Results of Univariate Analyses for Hypothesis 5 

Abused Group Non-abused Group 
Dependent Measure Mean SD Mean SD 

Trait-Anger2 22.35 7.57 26.82* 6.45 

Trait-Anger3 22.92 7.98 22.18* 8.51 

Aggressive Behavior2 13.54 7.05 12.94 6.51 

Aggressive Behavior3 14.13 7.56 13.47 5.85 

Anger Expression! 33.75 10.47 40.47** 13.03 

Anger Expression3 36.83 10.79 33.06** 11.77 

Note. The numbers 2 and 3 following the variables refer to pre-test (2) and post-test (3) 
administrations of the measures. 
* p . < .02 
**p< .01 

Hypothesis 6 

Hypothesis 6 was that abused participants, when compared to non-abused 

participants, would exhibit a higher incidence of social problems. To test this hypothesis, a 

repeated measures ANOVA was performed, with group classification and time as the 
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independent variables. The dependent variable was the score from the YSR Social 

Problems scale. Results did not support the hypothesis, with no main effect for group (F = 

2,18, df = 1, 39, p = .15) or time (F = .08, df = 1, 39, p > .50), and no interaction (F = 

1.04, df = 1,39, p = .32) emerging as significant. Pre-and post-treatment means for the 

abused group were 4.83 (SD = 2.99) and 4.21 (SD = 2.11) respectively. For the non-

abused group, the pre-treatment mean was 3.41 (SD = 2.43) and the post-treatment mean 

was 3.77 (SD = 2.33). 

Hypothesis 7 

Analysis of Hypothesis 7, which posited that abused participants would exhibit 

more self-destructiveness than non-abused participants, was conducted using a repeated 

measures ANOVA. Group classification and time were again used as the independent 

variables, and the dependent variable was the Self-Destructiveness Scale score from the 

YSR. A significant effect was not obtained for group (F = .87, df = 1,39, p = .36) or time 

(F = 2.40, df = 1,39, p = .13) nor was any interaction present (F = .13, df = 1, 39, and p = 

.73). Pre-treatment mean for the abused group was 8.17 (SD = 4.14), and the post-

treatment mean was 7.04 (SD = 3.90). For the non-abused group, the pre-treatment mean 

was 6.94 (SD = 4.35), and the post-treatment mean was 6.24 (SD = 3.01). 

Hypothesis 8 

Hypothesis 8 was that the two groups would not differ significantly on measures of 

self-esteem, memory/concentration, somatization, depression, and state and trait anxiety. 

For Hypothesis 8, a repeated measures MANOVA using group classification and pre-

versus post-treatment as independent variables was performed. Dependent variables were 
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self-esteem, memory/concentration, somatization, depression, and state and trait anxiety. 

The self-esteem variable was operationalized as the Negative Self-Esteem Scale score 

from the CDI. The memory/concentration variable was the combined WISC-III Coding 

and Digit-Span subtest scores. The score from the YSR Somatization Scale was used as 

the operational definition of somatization. The depression variable was the total CDI 

score. Measures of state and trait anxiety were taken from the State and Trait Scales of 

the STAI, respectively. Results of the analyses were not significant (F_= 1.44, df = 1,40, p 

> .20), thus supporting the hypothesis that the groups did not differ significantly on the 

above variables (see Table 4). 

Post-Hoc Analyses 

The first post-hoc analysis was a regression analysis using a direct entry method, 

with pre-treatment PTSD-RI questions (1-20) for the predictor variables and the total 

PTSD-RI post-treatment score for the dependent variable. This analysis was conducted to 

determine if a subset of the PTSD-RI questions (and their associated symptoms) were 

accounting for the post-treatment symptom levels. If specific pre-treatment symptoms 

predicted overall post-treatment symptom levels, it would suggest that the treatment was 

effective or ineffective for only a subset of symptoms. Only question 20 "Do you behave 

recklessly or take chances?" yielded significance. It accounted for less than 1% of the 

variance in a negative direction (beta weight = -.37, t = -2.116, p = .05). In effect, higher 

scores (0 - 4) on question 20 were related to lower PTSD-RI post-treatment scores. 

For the second regression analysis, post-treatment PTSD-RI questions were used 

as predictor variables, with the dependent variable being the total PTSD-RI pretreatment 
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Table 4 

Means and Standard Deviations for Hypothesis 8 Dependent Measures 

Abused 
Group 

Non-abused 
Group 

Variables Mean SD Mean SD 

Memory/Concentration2 76.17 13.16 79.00 12.83 

Memory/Concentration3 76.00 19.03 83.41 9.89 

Self-Esteem2 2.33 2.33 2.06 2.51 

Self-Esteem3 2.88 6.91 .94 .90 

Somatization! 4.92 2.77 4.59 4.35 

Somatization3 4.04 2.94 3.24 3.17 

Depression! 14.04 10.37 15.11 10.40 

Depression3 17.50 13.11 13.74 11.29 

State-Anxiety2 44.66 13.54 44.68 9.58 

State-Anxiety3 45.00 13.80 42.16 6.98 

Trait-Anxiety2 48.63 10.30 47.21 10.60 

Trait-Anxiety3 47.21 9.48 42.47 8.93 

Note. The numbers 2 and 3 following the variables refer to pre-test (2) and post-test (3) 
administrations of the measures. 
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score. In essence, the question was whether any of the post-treatment scores on individual 

questions related to the overall pre-treatment score. None of the questions approached 

significance, and thus did not account for a significant amount of the variance in pre-

treatment scores. 

The third regression analysis examined the correlation between pre-treatment PTSD 

symptom clusters (i.e., reexperiencing, numbing/avoidance, and hyperarousal symptoms) 

and the overall PTSD-RI post-treatment score. This analysis was performed to determine 

if the treatment was more effective for particular symptom clusters. These symptom 

clusters were operationalized as responses to PTSD-RI questions 2, 3, 4, 5, 6, and 17 for 

the reexperiencing symptoms; questions 7, 8, 9, 10, and 16 for the numbing/avoidance 

symptoms; and questions 11, 12, 14, and 15 for the hyperarousal symptoms. Again, a 

significant correlation between symptom clusters and post-treatment score was not found. 

A repeated measures ANOVA was employed to examine whether or not group 

sequence affected treatment outcome. This analysis provided information about the 

increasing experience level of the primary researchers, as well as the impact of using 

different co-leaders. The dependent variable was the PTSD-RI score, and the independent 

variables were time (pre- and post-treatment) and group classification (group 1-10). The 

analysis yielded no significance (F = 0.72 , df = 1, 9, j) = 0.69). 

A chi-square analysis was performed to examine whether or not extreme levels of 

pre-treatment symptoms were related to levels of reexperiencing symptoms. In effect, it 

was posited that participants who reported severe intrusive symptoms would also 

experience high levels of other PTSD symptoms. Extreme levels of symptoms were 
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operationalized as pre-treatment PTSD-RI scores greater than 30. Levels of 

reexperiencing symptoms were obtained from scores on PTSD-RI questions 3, 4, 5, 6, and 

17. High levels of intrusive symptoms were operationalized as scores of 10 or above on 

these questions (out of a possible score of 20), and low levels of intrusive symptoms were 

scores of 1 or less. The Pearson correlation coefficient was -.21 (g = .10), indicating that 

extreme levels of PTSD symptoms were not highly related to intrusive symptoms. 



CHAPTER 4 

DISCUSSION 

Explanation of Findings 

Although the majority of the analyses did not yield statistically significant results, 

three major findings emerged from this study. First, a large percentage of the population 

screened met the criteria for PTSD. Secondly, PTSD symptoms decreased following 

treatment. Finally, differences on most of the examined criteria were not evident between 

abused participants and non-abused participants. These findings are discussed in the 

following sections as they relate to the stated hypotheses. Where appropriate, research and 

review articles published subsequent to the inception of the present study are included in 

the discussion. 

Hypothesis 1. Hypothesis 1 was that treatment would be more effective than non-

treatment in reducing PTSD symptoms. Overall, levels of PTSD symptoms did show a 

decrease between pre- and post-treatment measures. However, nothing definitive can be 

said about causality, because a control group of adequate size was not obtained in the 

present research. Before further discussing the effectiveness of the treatment, reasons for 

the lack of a robust control sample is addressed. 
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Some primary reasons for the difficulty in obtaining a robust control group included 

limited time and personnel resources, and problems related to dealing with a state 

bureaucracy. Conflicts also occurred with scheduling a new program within a well-

established regimen. Not only was it difficult in terms of the above factors, but eliciting 

cooperation from conduct-disordered adolescents for two and sometimes three testing 

sessions was extremely difficult. 

Another important factor impacting participation was the drop-out rate. A total of 

17 (27.4%) participants did not complete the group treatment protocol. Only six (10%) of 

the participants withdrew voluntarily from treatment. The other 11 participants 

discontinued treatment due to the following reasons: 

(1) Voted out by other group members for trust issues (n = 2) 

(2) Transferred to another facility (n=6) 

(3) Encountered scheduling conflicts (n=2) 

(4) Served a bench warrant (n=l) 

These elements greatly impacted not only treatment completion rates, but also efforts to 

conduct timely and complete assessments. 

Regardless of the reasons for the small control sample, treatment effectiveness can 

still be addressed. Overall, PTSD symptoms did decrease following treatment. This trend 

also occurred with the control group; seven of the nine control group participants showed 

a decrease in symptoms. Of interest is the fact that five of the control group participants 

also showed a decrease following the first pre-treatment assessment. For the other four 
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participants in the control group, three showed an increase in symptoms level following 

the screening process, and one participant's symptoms remained stable. 

Although nothing definite can be proposed to explain the control group data, 

numerous reasons for the variable symptom changes during the wait-list period can be 

tentatively offered: 

(1) Use of medication 

(2) Severity Level 

(3) Amount of dissociation present 

(4) Amount of repression or denial present 

(5) Time since the trauma occurred 

(6) Direct exposure versus indirect exposure 

(7) Race 

(8) Age 

(9) Type of trauma 

(10) Initial exaggeration of symptoms 

(11) Differences in personality traits or learned coping skills 

(12) Screening as a component of treatment 

Of these variables, exaggeration of symptoms, differences in personality traits or learned 

coping skills, medication, amount of repression or denial, and screening as a component of 

treatment were not examined in the present study. A perusal of Table 2 suggests that 

severity level, dissociation, time since trauma, directness of exposure, race, or age do not 

account for the responses of the control sample following screening. However, a trend 
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emerged when examining type of trauma (see Figure 1). Only four participants (WL5, 

WL6, WL7, WL8) exhibited fewer symptoms following both pre-treatment assessments. 

These four subjects had all been sexually and/or physically abused. 

Because so little of the research on PTSD in adolescents is treatment-related, any 

inferences about how trauma type might impact treatment response is highly speculative. 

However, inferences made by examining available research suggest that an interaction 

between misdiagnosis, phases of PTSD, trauma type, and screening as a component of 

treatment could account for the varying responses found in the present control sample. 

These components are discussed individually in the following paragraphs. 

Schwartz (1990) noted that various phases of PTSD have been identified according 

to the types of defenses used and how well these defenses are working. 

For example, an individual may be in a stage in which intrusive recollections are 

prominent. Conversely, that individual may be using extreme denial in an attempt to cope 

with intrusive recollections. In a review article, Schwarz and Perry (1994) suggested that 

episodes of remembering and reexperiencing can be prompted by numerous things (e.g., 

anniversaries, legal proceedings, medical procedures, etc.) They further noted that 

developmental maturation can add new coping skills as well as new cognitive experiencing 

of the trauma. Other research (Murray, 1992; Yule & Williams, 1990) suggested that with 

children, the full range of PTSD symptoms may be experienced only after a stage of 

numbing has occurred. In the present study, participants were at different stages of the 

process in dealing with the trauma reaction. This difference may have led to some showing 

a more rapid increase/decrease in symptom level following the pre-treatment testing. 
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Figure 1 

Control Group PTSD-RI Results 

Figure 1 
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Misdiagnosis of PTSD in children has been documented (Deblinger et. al., 1989; 

Doyle & Bauer, 1989; Frederick, 1987; McLeer et al., 1988; Yule & Williams, 1990). A 

recent study conducted by Brand, King, Olson, Ghaziuddin, and Naylor (1996) confirms 

this earlier research. Although misdiagnosis is less likely to occur following a man-made or 

natural disaster, misdiagnosis is not uncommon in children traumatized by crime or abuse. 

Thus, misdiagnosis would appear to be strongly related to trauma type. 

The connection to the present study is obvious. Although prior misdiagnosis likely 

occurred with all the control group participants, those exposed to crime were less likely 

than abused participants to be secretive about or feel stigmatized because of the trauma. 

Another potential difference between the different trauma types is that the abuse victims 

likely experienced the trauma at an earlier age and on a more frequent and regular basis. 

Of course, these generalizations themselves are subject to exceptions, further confusing 

efforts to outline a trend in responses to treatment. 

Lastly, regarding the potential interactive effect of misdiagnosis, trauma type, and 

phase, is the consideration of screening as a component of treatment. Schwarz and Perry 

(1994) noted that the line between assessment and treatment can be arbitrary. This is 

certainly the case if being questioned about a trauma in order to diagnosis PTSD 

engenders a return of previously denied/repressed memories. The act of questioning might 

thus intensify symptoms or it might signal the process of alleviation, especially if future 

treatment is offered. For example, the initial release involved in talking about the trauma 

may have "freed" the participants to begin processing their problems in their daily process 

groups. Another possibility could be related to having someone ask about symptoms that 
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were heretofore ignored, making the individual feel less different or strange. The latter 

may be the case with abused individuals who have been secretive about the abuse, and 

have thus felt isolated from their peers. 

Anecdotal information suggests that acknowledging and relating the traumatic event 

was the vital component of treatment. Almost every participant during the post-treatment 

evaluation suggested that talking about the trauma in a safe environment, and hearing that 

others were dealing with the same issues were the most important and effective parts of 

the treatment. 

Another aspect of treatment that should be addressed is the clinical significance of 

the treatment. Although PTSD symptoms were reduced, overall levels were still within the 

moderate range of severity (based on PTSD-RI ranges). Thus, this focused treatment 

appears related to significant symptom reduction, but not to asymptomatic levels. The 

treatment was designed such that the "resolution" phase (i.e., complete integration of 

trauma into the individual's construct system) was to be completed in the participants' 

daily process groups following the PTSD treatment group. In effect, participants were not 

expected to obtain sub-clinical symptom levels immediately following treatment. Long-

term follow-up obtained on three subjects suggested that integration did continue (see 

Table 5). Follow-up on three subjects was not enough to yield conclusions, but feedback 

from psychology and caseworker staff indicated that most participants continued to show 

post-treatment improvements. 

In summary, although the individual reactions to the treatment process cannot be 

evaluated conclusively, certain inferences can be made. Overall, symptoms did show a 
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Table 5 

Follow-up Subjects' PTSD-RI Scores 

Administration 

Subjects Pre-Treatment Post-Treatment Follow-up 

FU1 26 44 19 

FU2 25 21 9 

FU3 54 47 44 

Note. Pre-treatment, post-treatment, and follow-up scores reported are taken from the 
PTSD-RI administered a six-week intervals. 

decrease at the end of the process. Secondly, further research is needed to examine the 

implications of the posited interaction between misdiagnosis, trauma type, PTSD phase, 

and screening. Lastly, a wait-list control group may not be the most appropriate method 

for assessing treatment effectiveness. 

Hypothesis 2. Hypothesis 2 posited that abused participants would exhibit greater 

avoidance symptoms than non-abused participants. The results of the analysis approached 

significance. No studies exist that directly compare avoidance levels in abused and non-

abused children with conduct disorder. However, three studies have examined avoidance 

in different populations exhibiting PTSD (Deblinger et al., 1989; Giaconia et al., 1995; 

McCormack, Burgess, & Hartmann, 1988). 

Deblinger et al. (1989) reported higher levels of avoidance in abused psychiatric 

inpatient children than in non-abused psychiatric inpatient children. Sample size was 
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adequate (N = 155), but it was a retrospective study that evaluated the presence/absence 

of PTSD based on medical records. Indeed, only three of the subjects carried a PTSD 

diagnosis in their medical charts. Thus, findings from Deblinger et al. 's research may not 

generalize to the present findings due to the retrospective nature of their study. Another 

drawback to extending their findings to the present study is the differences that likely exist 

between a psychiatric inpatient population and the institutionalized conduct disordered 

population used in the present research. Typically, adolescents with conduct disorder who 

have a "known" psychiatric disorder are remanded to a residential treatment facility rather 

than to an institution like the Gainesville State School. Thus, Deblinger et al.'s findings 

may not generalize to the present research, and the marginal significance found may be an 

artifact. 

Research somewhat more directly related to the present study would seem to 

confirm that real differences in levels of avoidance existed in the sample (abused vs. non-

abused) studied in the present research. In research published after the present study was 

begun, Giaconia et al. (1995) examined PTSD in a community population of older 

adolescents. Their research was a longitudinal study in which 384 subjects had been 

participating since they were 5 years old. The sample used included 194 adolescent males 

and 190 adolescent females. They reported that adolescents who had been raped were 

eight times as likely to show avoidant symptoms as subjects exhibiting PTSD due to other 

trauma. Their research provides limited support for Hypothesis 2, assuming that rape in 

adolescents is a similar trauma to sexual abuse. Limitations to generalization of the 

Giaconia et al. findings exist, however. First, only three traumas were recorded, and 
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information about physical and sexual abuse was not specifically elicited. Secondly, they 

do not report whether or not an abusive trauma situation was included in an "other event" 

category. 

Another relevant study was conducted by McCormack et al. (1988). They 

examined 149 adolescent runaways, and categorized them as either physically abused or 

non-abused. Although they did not note the presence/absence of PTSD, they found a 

significant difference between the two groups on five of the six avoidance symptoms 

addressed. Those runaways who had experienced physical abuse reported higher levels of 

avoidance than those runaways who had not been abused. Limitations to inferences made 

from this research are related to lack of PTSD diagnosis, and the exclusion of sexual abuse 

as a specific cause for running away. 

To summarize, three studies provided limited support for the hypothesis that 

abused adolescents exhibit greater avoidance than non-abused adolescents. The marginal 

effect found in the present study may not be an artifact, but may be related to the small 

sample (n = 63) in the present study. Likewise, the present finding could be reflective of 

the similarities between multiple traumatic events of criminal violence, and physical and 

sexual abuse. The idea that exposure to violence in one's community is as disruptive as an 

abusive family situation must be entertained until further research is conducted. 

Hypothesis 3. Hypothesis 3 proposed that abused participants would show less 

post-treatment overall symptom improvement than non-abused participants. This 

hypothesis was based on Terr's (1991) assertion that individual's with Type II PTSD (i.e., 

the abused participants) would use dissociation and denial to avoid memories and details 
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of the trauma. If the treatment relies heavily on reconstructing the trauma, those using 

denial should benefit less from treatment than participants who have not blocked memories 

of the event. The finding that the non-abused (i.e., Type I) participants exhibited 

significantly higher levels of PTSD symptoms than the abused (i.e., Type II) participants 

was thus surprising. This finding would suggest that either Terr's premise was incorrect, 

or that the major hypotheses made in the present study about the relations between abuse 

and a Type II presentation and between other trauma and a Type I presentation were 

inaccurate. 

It was not possible to obtain "clean" Type I and Type II samples because the 

participants had been exposed to multiple and varied traumas. Likewise, it was not 

possible to collect pure abuse samples; many of those participants who were categorized 

as abused had also experienced crime-related traumas. Only one participant screened (and 

included in the study) had experienced a single trauma. This one participant had in reality 

experienced multiple traumas if one considers incarceration a traumatic incident, as was 

suggested by Doyle and Bauer (1989). Aside from the psychological stress engendered by 

leaving family and friends, and having their freedom curtailed, the participants reported 

experiencing various combinations of the following traumatic incidents: 

(1) Physical abuse 

(2) Sexual abuse 

(3) Being battered/assaulted by a stranger 

(4) Seeing or hearing about the violent death of a friend/family member 
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(5) Committing a violent crime 

(6) Motor vehicle accidents related to drug/alcohol abuse 

(7) Frightening experiences caused by ingestion of an unknown drug 

(8) Seeing the battery/assault of a friend/family member 

Because of the multiple traumas experienced by participants, abuse victims were 

predicted to exhibit a symptom presentation similar to a Type II presentation (i.e., a single, 

recurring trauma). Accordingly, it was thought that participants who had experienced 

multiple single traumas would best fit the Type I categorization (i.e., experiencing a single 

trauma). 

At least in the present research, the Type I and Type II categorization may not 

reflect observed differences between abused and non-abused participants. Conversely, the 

Type I-Type II classification maybe appropriate, but not observable in the present sample 

due to contamination (i.e., crime-related trauma) in the abused group. Still another factor 

to be considered is the impact of crime and/or violence on individuals who have been 

physically or sexually abused. 

Abuse may not be a causal trauma as it relates to PTSD, but might function more as 

a mediating variable that predisposes an individual to the development of PTSD following 

subsequent traumas. Although several researchers have noted a significant prevalence rate 

of PTSD in abuse victims (Deblinger et al., 1989; Famularo et al., 1989; Goodwin, 1985; 

McLeer, 1988; McLeer, Callaghan, Henry, & Wallen, 1994), others (Firikelhor, 1988; 

Pelcovitz et al., 1994) have suggested that PTSD might not be the most appropriate 

diagnosis for abused children. 
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Finkelhor (1988) suggested that criteria for a PTSD diagnosis do not address 

sexual abuse issues such as self-blame, revictimization, and sexual difficulties. 

Additionally, he noted that though the abuse is a stressor, it may be a gradual process that 

is not accompanied by violence or threat to survival. During the execution of the present 

study, Pelcovitz et al. (1994) published a study in which PTSD was not found in a sample 

of physically abused adolescents referred by a child protective services investigation. The 

only cases of PTSD found were in physically abused adolescents who had also been 

sexually assaulted. These two articles suggest that abuse is a mediating variable, rather 

than a causal factor in the development of PTSD. 

Viewing abuse as a mediating variable does not necessarily negate findings from 

other research suggesting a high prevalence of PTSD in abuse victims. The children 

participating in such research might have chosen not to tell about one or the other type of 

abuse, or they might not have been asked specific questions about other traumas. Indeed, 

in the population of conduct disordered adolescents in the present research, the physical 

and/or sexual abuse was not always mentioned during the original screening. In several 

cases, the "abused" label was obtained only from the participants' case records. 

To date, no research has been published that compares trauma reaction severity in 

abused, conduct-disordered adolescents with non-abused conduct-disordered adolescents. 

Research published since the inception of this study (Berman, Kurtines, Silverman, & 

Sarafini, 1996; Martinez & Richters, 1993; Richters & Martinez, 1993) suggests that 

many individuals exposed to crime and violence exhibit trauma reactions consistent with 

PTSD. Findings from the present study suggest that the levels of PTSD symptoms in 
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crime-exposed participants were, on average, slightly higher than levels found in abused 

participants. Although both groups responded positively to treatment, crime-exposed 

participants still reported slightly higher levels of symptoms post-treatment. If additional 

research determines this finding is robust, the Type I and Type II categorizations may not 

be as reflective of this population as the "compounded community trauma" concept 

posited by Horowitz et al. (1995). A more likely scenario might be that the abuse was but 

one component of a more far-reaching community effect, rather than the violent crime 

trauma being superimposed on an abuse-related trauma syndrome. If the concept proposed 

by Horowitz, Weine, and Jekel is a better fit for this population, Herman's (1992) 

proposed category of complex PTSD might be a more apt description of the traumatic 

sequelae exhibited by the adolescents in the present study. 

Hypothesis 4. Hypothesis 4 was that abused participants would exhibit higher levels 

of dissociation than non-abused participants. The results suggest that the two groups did 

not differ significantly on reported levels of dissociation on either pre- or post-treatment 

assessments. Dissociative symptoms decreased proportionally in both groups, suggesting a 

similar positive response to treatment. 

As noted with Hypothesis 3, the fact that hypothesized differences were not found 

maybe the result of a faulty extension of Terr's (1991) Type I-Type II classification to the 

present research. Another factor that might explain the finding about dissociation in the 

sample studied is related to the contamination of multiple trauma types in the abused 

group. Hypothesized differences may also have been overlooked due to the small sample 
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studied. Finally, the lack of a "pure" abused sample and the concept of abuse as a 

mediating variable might explain the lack of differences found. 

Hypothesis 5. Hypothesis 5 predicted that abused participants would experience 

more anger and exhibit more aggressive behaviors than non-abused participants. This 

hypothesis was not supported. Of interest was the finding that the non-abused group 

showed a significant post-treatment decrease on two of the dependent measures (i.e., the 

Trait Anger and the Anger Expression Scales from the STAXI). In contrast, levels of 

anger and aggression in the abused participants essentially remained stable. 

One limitation to the analysis used to test this hypothesis was the collapsing of the 

physical and sexual abuse cases into one category. This group was collapsed in an effort to 

increase the power of the analyses, and because some of the participants had been both 

physically and sexually abused (see Table 6). Aggression and anger have been documented 

more in children who have been physically abused (Famularo et al., 1992; Green, 1985; 

JafFe et al., 1986) than in children who have been sexually abused. Terr (1991), however, 

noted that chronic anger is a typical behavioral response in sexually abused children. In 

research published subsequent to the commencement of the present study, McLeer et al. 

(1994) found a high rate of comorbidity between PTSD and conduct disorder in sexually 

abused children. McLeer et al 's finding suggest that externalizing behaviors, including 

anger and aggression, are found in sexually abused children. Kendall-Tackett, Williams, 

and Fmkelhor (1993) reviewed research on sexually abused versus non-abused children. 

Inl 8 out of 19 studies using non-clinical samples, aggression was higher in the abused 

group than in the non-abused group. In clinical comparison groups, however, they found 



53 

Table 6 

Percentage of Different Trauma Types 

Trauma Type N % 

Crime/Gang 28 44.4 

Sexual Abuse (SA) 1 1.6 

Physical Abuse (PA) 0 0.0 

SA and PA 2 3.2 

SA and Gang 3 4.8 

SA and PA and Gang 4 6.3 

PA and Gang 12 19.0 

Other Trauma 1 1.6 

PA and Other 4 6.3 

SA and PA and Other 1 1.6 

Gang and Other 3 4.8 

PA and Gang and Other 3 4.8 

SA and Gang and Other _A 1.6 

Totals 100.0 
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no studies in which aggression was higher in abused participants than in non-abused 

participants. Thus, collapsing the physical abused and sexual abused categories in the 

clinical sample used in the present research might have accounted for the lack of support 

for Hypothesis 5. 

Earlier research examining PTSD in child victims of crime/violence did not explore 

levels of anger and aggression (Famularo et al., 1989; Norris, 1992; Pynoos & Eth, 1985; 

Pynoos & Nader, 1990). More recent research (Berman et al., 1996; Burton, Foy, 

Bwanausi, Johnson, & Moore, 1994; Horowitz et al. 1995) has not examined these two 

variables either, although Giaconia et al. (1995) noted that crime-related PTSD subjects 

were 12 times as likely as no-PTSD subjects to exhibit externalizing behavior problems. 

Thus, until further research is conducted, the possibility that levels of anger and aggression 

are similar in abused and non-abused adolescents with PTSD must be considered. 

Regarding the stability of anger in the two groups, Goodwin (1988) suggested a 

factor that might explain the observed differences. Abused children may have difficulty 

perceiving their anger and labeling it as such. Thus, they may have a less satisfactory 

response to the expression of the anger. Because abuse is most often perpetrated by a 

family member, the child likely feels reluctant to openly feel and express anger at a 

caretaker. 

Another possible explanation can be inferred from Kiser et al.'s (1991) research. 

They observed higher levels of externalizing behavior in abused children without PTSD 

than in physically and sexually abused children who met the criteria for PTSD. The 

inference from this finding is that the development of PTSD could serve a protective 
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function. It is possible that in these children, the level of anger and its expression has 

reached an equilibrium, or has at least decreased in prominence, due to the symptomatic 

sequelae associated with PTSD. 

The finding that anger decreased in the non-abused group and remained stable in 

the abused group could have important treatment implications. If this effect is replicated in 

future research, it suggests that reactions to the anger management component in the 

treatment protocol may vary based on trauma type. Especially in this conduct-disordered 

population, reduction of maladaptive expressions of anger is a necessary function of 

treatment. For those abused participants, modifications to or more extensive work with an 

anger management component may be necessary. 

Hypothesis 6. Hypothesis 6 was that abused children would experience greater 

social problems than non-abused children. In the present study, no differences were found 

using the YSR Social Problems scale as the dependent measure. One possible reason for 

this finding could be related to the dependent measure used. The YSR is a research 

instrument, and it may not have been the most appropriate way to operationalize the 

construct being examined. The lack of differences observed could also be due to the small 

sample used, the manner in which social problems was operationalized, or the particular 

population being studied. 

Research by Burton et al. (1994), published after the present study was begun, 

suggested that the latter factor might account for the finding. They examined a population 

of incarcerated juvenile offenders and found that 24% of them (Total N = 91) met the 

criteria for PTSD. Trauma types noted included gang, crime, physical abuse, sexual abuse, 



56 

death of a friend or family member, and an "other" category. Of interest was the finding 

that family dysfunction was significantly associated with PTSD symptoms across all 

trauma types. 

An inference could be made that family dysfunction is related to the social problems 

exhibited by an adolescent. Dodge et al.'s (1990) assertion that abused children acquired 

deviant methods of processing social information could easily be causally related to family 

dysfunction instead of to the abuse per se. Undoubtedly, abuse would not occur in a 

functional family situation. Likewise, a high percentage of children exhibiting enough 

social problems to be diagnosed as conduct-disordered and to require incarceration likely 

come from dysfunctional families. 

Thus, the finding that the level of social problems does not differ between abused 

and non-abused adolescents appears to be robust in this setting. Aside from the issue of 

family dysfunction, it is logical that social problems would constitute a homogenous 

variable in incarcerated adolescents with conduct disorder. The type of trauma 

experienced appears to be a non-relevant factor, at least as it relates to social problems in 

incarcerated adolescents. 

Hypothesis 7. Hypothesis 7 was inferred from Terr's (1991) observation that 

intense rage, which is often manifested as self-destructiveness, distinguished Type I and 

Type II PTSD. In the present study, this self-destructiveness was operationalized as the 

Self-Destructiveness Scale from the YSR. The finding that the abused and non-abused 

participants reported similar levels of this variable is likely not a specious finding. 
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The group studied in the present research is definitely a biased population. As Terr 

(1991) noted, intense rage can as often be internalized as it can be manifested as 

identification with the aggressor. By definition, a group of adolescents with conduct 

disorder are more likely to express rage by acting out rather than by internalizing it. 

This population bias is further complicated by the fact that "pure" groups were not 

obtained in the present research. Many of the sexually abused participants had also 

experienced physical abuse and/or crime-related trauma. Additionally, as mentioned 

earlier, the Type I-Type II distinction may not be applicable to the population examined in 

the present research. 

In summary, in incarcerated adolescents with diagnoses of conduct disorder and 

PTSD, levels of self-destructiveness do not appear to distinguish abused from non-abused 

adolescents. Further research with a sample of sufficient size to obtain "pure" physical and 

sexual abuse groups may observe differences in self-destructive behavior. However, the 

social environment that gives rise to abuse and to conduct disorder makes the latter 

occurrence less plausible. 

Hypothesis 8. Hypothesis 8 stated that the abused and non-abused participants 

would not differ on memory/concentration abilities, or on levels of somatization, 

depression, state anxiety, and trait anxiety. As expected, this hypothesis was supported. 

Terr (1991) observed no differences between Type I and Type II PTSD cases on 

the above variables. Frederick (1985a) observed symptoms of anxiety, depression, 

somatization, and loss of concentration in victims of natural disaster and in victims of 

violence. Jaffe et al: (1986) did not find differences on internalizing symptoms in child 
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PTSD cases caused by either abuse or violence. Research published following the 

inception of the present study found a high comorbidity rate between PTSD and 

depression following war trauma, natural disasters, physical and sexual abuse, and 

violence/crime (Brand et al., 1996; Brent et al., 1995; Giaconia et al., 1995; Goenjian et 

al., 1995). After reviewing the related research, Bernstein and Borchardt (1991) noted a 

strong relation between ADHD and anxiety disorders. Famularo et al. (1992) found that 

PTSD and ADHD were highly correlated, as did Hubbard, Realmuto, Northwood, and 

Masten (1995), in a later study. 

To summarize, it would appear that levels of the above variables are consistent 

across PTSD ensuing from different traumatic events. The lack of differences on these 

variables was a replication of several previous studies. Nonetheless, the possibility must be 

considered that differences might exist in the present population being studied, but were 

not found due to methodological limitations such as sample size or biased sampling within 

the available population. 

Limitations to the Present Study 

The first limitation that should be discussed is that a structured diagnostic interview 

was not used to assess the presence or absence of PTSD. The PTSD-RI has shown good 

reliability and validity in the numerous studies in which it has been used. However, it is not 

typically used clinically for diagnostic purposes. In the present study, the PTSD-RI was 

used because of its ease of administration, and because it provides a numeric value for 

symptoms. Another primary reason for its use was the supposition that even moderate 

levels of trauma would disrupt the participant's ability to benefit from other available 
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treatment programs. Thus, the diagnostic presence/absence distinction was not considered 

as important as the levels of trauma being reported by the participants. 

A second limitation to the present study was the lack of a robust control group. 

However, because of the possibility that assessment is a component of treatment for 

PTSD, a control group as used in the present study (i.e., a wait-list control) may not be 

the most effective way to judge treatment effectiveness. A more appropriate control 

sample might be those individuals who declined or dropped out of treatment, although this 

type of control is not without inherent problems (e.g., motivation, severity). Therefore, 

therapy process and comparative treatment research might be the more appropriate 

methods for examining treatment effectiveness for this population and this disorder. 

Related to the difficulty in obtaining a non-biased control sample is the bias that 

likely existed in those subjects who were screened and who chose to participate. Only a 

third of the existing population at the Gainesville State School was screened, and of those 

screened, only half were offered treatment. The small sample used in the present study (n 

= 43) is a limitation, but especially so if the participant's motivation for completing the 

group is considered in comparison to those who dropped out or chose not to participate. 

Motivation is also related to the possibility of obtaining either "fake good" or "fake bad" 

responses during assessment. Attempts were made to address motivation by stressing that 

no secondary gain (e.g., early release) would occur because of participation. When 

potential participants were unsure about being involved in treatment, it was stressed that 

they should do so only if they wanted to work on problems related to their bad 

experiences. Protocols that were obviously skewed were not used for analysis to protect 
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against the possibility of faking responses. However, the possibility of motivation and 

even feigning as confounds must be considered. 

Another limitation to the present study was the fact that no formal monitoring of 

the treatment process was conducted. The treatment protocol was quite specific about 

individual sessions (i.e., a treatment manual was written in a conversational style), and was 

adhered to as much as possible when conducting therapy. Additionally, the present author 

was a co-leader for each group, in an attempt to standardize the treatment protocol. 

However, no sessions were video or audio-taped, and an unbiased third-party did not 

randomly sit in on any of the sessions. These external efforts to standardize the treatment 

were not used primarily because of confidentiality reasons and the sensitivity of the 

material being elicited during treatment sessions. As with all treatment outcome research, 

designing "clean" research must be weighed against the ethical responsibility to provide 

effective treatment. 

A final limitation to the present study was that the present author screened all 

potential participants and was a co-leader for each group. Thus, the experimenter was not 

masked to the hypotheses during either the screening or the treatment. To minimise 

screening bias, a small sample (n = 10) was screened by the present author and another 

clinical psychology graduate student who was blind to the research. Literrater reliability 

was 100% on these screenings. In an attempt to correct for any bias during or following 

treatment, the screening instrument (which provided information about trauma type) was 

used only prior to treatment to determine if the individual was eligible for treatment. It 

was not referred to again until the entire research protocol was completed. Nevertheless, 
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the possibility remains that experimenter bias existed, and should be controlled for by 

employing blind experimenters in future research. 

Base Rate of PTSD in Incarcerated Adolescents 

One might expect to find few signs of trauma in adolescents who commit crimes that 

may be traumatic for others. The high percentage of students screened (total screened = 

128) who met the PTSD-RI criteria for PTSD (see Figure 2) would indicate otherwise. As 

Bell and Jenkins (1991) observed, witnessing a violent crime, participating in a violent 

crime, and/or being a victim of a violent crime can elicit a traumatic reaction, at least in the 

population studied. 

One factor that should be examined before making a statement about violence as a 

traumatic event is the screening sample used. Initially, the participants screened were 

referred by Gainesville State School staff because of behavioral and/or emotional 

problems, and because of abuse reported in their files. However, participants in the last 

several groups were obtained by screening an orientation dorm for incoming students. 

Although exact figures are not available, the number of participants screened was not high 

relative to the number meeting the criteria for PTSD. Thus, at least anecdotally, the 

percentage of PTSD in this population is not an artifact created by a biased screening 

procedure. 

In a recent article, Horowitz, Weine, and Jekel (1995) proposed the concept of 

"compounded community trauma" to account for the high level of PTSD in a population 

of urban adolescent girls. They used this term to denote a pattern of prolonged, repeated 

exposure to multiple types of violent events that occur within an individual's community. 
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Although not specifically addressed in the present research, it is likely that many of the 

participants were exposed to violence within their own communities. Anecdotal 

information gathered during interviews and treatment sessions suggests this possibility 

(e.g. "You have to pack [a gun] in my 'hood", and "you wouldn't make it out alive if you 
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drove into my 'hood"). The ramifications of the "compounded community trauma" theory 

are many. 

Clinical Implications 

One aspect of the idea of community trauma and its relation to PTSD relates to its 

impact on diagnosis and treatment issues. "Bad" adolescents and "sick" adolescents are 

diametrically opposing concepts, as are the respective diagnostic implications and 

treatments offered. Deblinger et al (1989) has already noted the high proportion of 

misdiagnosed cases of PTSD among children. According to Giaconia et al. (1995), more 

than two-fifths of youths experiencing trauma in an at-risk community setting met the 

criteria for PTSD. They noted that these same youths demonstrated substantial and wide-

ranging impairment at age 18. With so little treatment outcome research available, it is 

difficult to determine if the impairment would be as substantial if a traumatic reaction 

syndrome had been recognized and appropriate treatment provided. This is a critical 

determination if one considers that treatment as usual for "bad" children is often punitive 

and possibly includes incarceration. In the present research, incarceration itself was often 

described as a traumatic event. 

Adolescence is a transition period between childhood and adulthood. One of the 

primary tasks of this phase is to develop a sense of autonomy. To foster this development, 

adolescent often become oppositional and rebellious against anyone they perceive to have 

authority. Without inferring causality, the correlation between PTSD and conduct disorder 

and oppositional disorder (Deblinger et al, 1989) becomes alarming. If an adolescent 

develops PTSD after any trauma, but particularly the "compounded community trauma," 
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(Horowitz et al., 1991) it seems likely that an adolescent's risk increases for developing 

conduct disorder or oppositional disorder. These two disorders themselves are often 

precursors to antisocial personality disorder (DSM-IV, 1994). The impact of compounded 

community trauma thus may skew an entire developmental stage. Although it did not 

specifically address the relation between PTSD and other disorders, research conducted by 

Giaconia et al. (1995) found that adolescents with a lifetime diagnosis of PTSD were 

delayed in almost all late adolescent developmental tasks. 

While still in a pilot stage, the treatment protocol presented in this paper seems 

promising. It appears to be effective in reducing PTSD symptoms in a sample of 

incarcerated adolescents with conduct disorder, a difficult clinical population. The 

protocol is comprised of phases that are easily expanded or contracted based on available 

time and personnel resources, and the group modality is more efficient than individual 

treatment. Although further research is indicated to determine the optimal number of 

sessions, even a brief protocol (i.e., 12 sessions) appears to lay the foundation for 

successful integration of the trauma. If this treatment has an impact on the population 

studied, it likely would be even more effective with traumatized adolescents exhibiting 

sub-clinical behavioral problems. In summary, the treatment protocol presented offers a 

potential framework for treating a clinical population that has been heretofore overlooked, 

at least in the research literature. 

Directions for Future Research 

This study highlighted the differences between PTSD in adults, adolescents, and 

children suffering natural disasters, and PTSD as experienced in an adolescent population 
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with PTSD and Conduct Disorder. Areas in which fixture research might focus are quite 

broad. Some of these areas are outlined in the following paragraphs. 

Initially, a base rate of PTSD and other trauma syndromes should be established for 

this population. If the base rate is quite high, as expected, it would be interesting to look 

at the impact of quick screening and treatment for trauma on other treatment programs 

implemented by the juvenile justice system. A more ambitious study would be to examine 

the effects of trauma treatment on recidivism rates in this population. 

If the screening and treatment were established as an ongoing program at an 

institution such as Gainesville, a control group could be formed by witholding participants 

from other treatment programs until they completed the trauma treatment. A brief form 

could then be completed by the other treatment program administrators after both the 

trauma treatment and control groups had completed the other treatment program. 

Comparing recidivism rates could be managed easily, as the mechanism for tracking them 

is currently in place on a state-wide basis. 

Related to this research is a need to examine the long-term effects of misdiagnosis 

on character and personality. In a review of related literature, Schwarz and Perry (1994) 

cited research suggesting that trauma and chronic trauma syndromes directly affect 

neurobiological systems. They stated that traumatized children "are at risk to develop 

traumatized brains characterized by dysregulated systems that serve them poorly when 

exposed to psychosocial stressors later in life." (p. 314). Physiological effects are more 

critical if the original traumas are compounded by punitive measures and incarceration 

(i.e., removal from support systems). Comparisons between individuals misdiagnosed and 
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those who receive proper diagnosis and treatment might highlight proactive and 

preventative measures that could be taken to prevent later contact with the justice system. 

Although difficult to design and research, it could be conducted by screening individuals at 

the time they first come in contact with the juvenile court system. Treatment could then be 

provided to those individuals who choose to participate, and then comparisons made 

between participants and non-participants. Retrospective research would be more difficult, 

but might possibly be conducted on a limited basis if permission was granted to examine 

juvenile court records before they were sealed. 

Before attempting to outline effective preventative treatment programs, more 

extensive treatment outcome research is needed with this population. Because this 

population is different in many ways from those PTSD populations studied previously, the 

"standard" treatment protocols may not be appropriate. Comparative treatment research, 

as well as therapy process research, might initially be more useful than treatment versus 

no-treatment outcome studies. For example, results from daily process groups could be 

compared to results from a PTSD treatment group. It would also be interesting to 

manipulate variables within the protocol used in the present study, such as using more 

expressive techniques for one group and more cognitive-behavioral techniques with 

another. Process variables that might warrant exploration include: (1) amount of anxiety 

about retelling the trauma that builds up during early phases of treatment; (2) amount of 

trust between group members as it relates to self disclosure; (3) level of expertise attained 

on techniques presented during early phases of treatment (e.g., thought stopping); and (4) 

amount of participation in feedback about others' stories as it relates to treatment 
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response. Other potentially important variables that could be studied include age and sex 

of therapist, and therapist's level of experience; and individual variables such as education 

level, family variables, levels of trait anxiety, and external motivators. Another important 

variable is severity of symptom level. The idea that some individuals' symptomatic profiles 

are too severe for group therapy should be considered. 

Another aspect that could be researched more extensively is the relation between 

PTSD and Conduct Disorder in terms of risk factors for both syndromes. Recent post-

trauma research by Shannon, Lonigan, Finch, and Taylor (1994) suggested that females 

were more likely to receive a diagnosis of PTSD, but that males were more likely to 

exhibit symptoms of cognitive and behavioral dysfunction. Lonigan, Shannon, Taylor, 

Finch, and Sallee (1994) found that following Hurricane Hugo, level of trait anxiety was 

the single, strongest risk factor for the development of a severe trauma reaction. It would 

be interesting to explore the overlap between risk factors for the two diagnoses in terms of 

demographic data, and trait personality characteristics. Risk factor research would more 

than likely require a longitudinal study. Young children in a high-risk population (e.g., an 

inner-city area) could be initially assessed on variables such as trait anxiety, family 

dysfunction, coping styles, and so forth. These children could then be reassessed at later 

periods for prevalence rates of both PTSD and Conduct Disorder. 

Closely related to risk factor research is the theory of compounded community 

violence (Horowitz et al., 1995). If, as Schwarz and Perry (1994) suggested, traumatized 

children are becoming a public health crisis, the need to explore this theory and its effects 

is essential. In terms of delineating trauma sequelae for children exposed to community 
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violence, Herman's concept of Complex PTSD may be more compatible than the Type I 

and Type II distinction. The concepts of complex PTSD and compounded community 

violence combined may well provide the guiding theory needed to drive the research 

necessary for adequate treatment and prevention programs for this population. 
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Follow-up Questionnaire 

NOTE: Do not administer follow-up questions unless this is the first administration 
of the PTSD-RI. 

Subject# DOB Age Race 

23. Has this happened to you before? Yes No 

If "yes" how many times did this happen? 

24. When did the problems start? 

At once Less than 6 mos. More than 6 mos. 

25. Are you still having the same problems? 

26. Did you tell anyone about the problem? Yes No 

If "yes", who did you tell? Friend 
Father 

Mother 
Teacher 
Mental Health Worker 
Sibling 
Other 

27. Have you had any other bad experiences? 

28. If information about physical or sexual abuse has not already been elicited, ask 

the following questions: 

A. "Has anyone ever pressured you into doing more sexually than you wanted 

to (by sexually I mean being pressured against your will into letting someone 
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touch or use the sexual part of your body or being forced into contact with 

the sexual part of someone else's body?) Yes No 

If "yes", was that person your: Father 

Mother 
Sibling 
Other relative 
Friend 
Stranger 
Other 

If "yes", how old when it began? 

How long did it continue? 

B. "Everyone gets into conflicts with other people and sometimes these lead to 

physical blows such as hitting really hard, kicking, punching, stabbing, 

throwing someone down, etc. Have any of the following people ever done 

that to you?" Father 

Mother 
Sibling 
Other relative 
Friend 
Stranger 
Other 

If "yes", how old when it began? 

How long did it continue? 
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Treatment Outline 

Session 1 

Education: 

Define special group 

Discussion of confidentiality 

Discussion of symptoms and treatment 

Vote on name and symbol for group 

Sign/handshake on group pact 

Hand out group notebook 

Get Acquainted Exercises 

Homework Assignment 

Begin keeping a journal 

Begin thinking about individual goals for treatment 

Session 2 

Trust building exercises 

Statement of individual goals for treatment 

Homework 

Continue journal writing 

List feelings 

Session 3 

Feeling exercise (list, discuss, role-play) 
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Introduction to SUDS 

Role-play thought stopping 

Begin relaxation training (abdominal breathing) 

Homework 

Begin self-monitoring symptoms 

Write about feelings related to the "bad" experience 

Session 4 

Discuss thoughts/feelings about last journal exercise 

Begin teaching how to dispute irrational thoughts about guilt and shame 

Introduce self-dialogue 

Model and then role-play self-dialogue 

Relaxation training—introduce "TV screen" imagery 

Homework 

Continue self-monitoring 

Begin writing the story of the "bad" experience 

Session 5 

Introduction to anger control using the "firecracker" metaphor 

Model and role-play thought/feeling/behavior sequence 

Review coping strategies already learned 

Relaxation training 

Homework 
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Continue self-monitoring 

List one angry/stressfol situation 

Add details and new memories to story about "bad" experience 

Sessions 6 and 7 

Tell stories about bad experience 

Review coping strategies already learned 

Relaxation training 

Homework 

Continue self-monitoring 

List one angry/stressful situation and coping strategies used 

Rewrite story as needed 

Sessions 8. 9. and 10 

Tell stories 

Review coping strategies already learned 

Relaxation training 

Homework 

Continue self-monitoring 

List one angry/stressful situation and coping strategies used 

Think of and implement one positive action related to individual goals 

Rewrite story as needed 
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Session 11 

Finish telling stories 

Discuss positive behaviors 

Discuss termination 

Discuss high-risk situations 

Role-play coping strategies for high-risk situations 

Relaxation 

Homework 

Write "final" story 

Session 12 

Tell "final" story 

Relaxation training 

Ceremonial shredding and burial of "final" stories 

Ceremonial awarding of certificates 



REFERENCES 

Achenbach, T. (1991). Manual for the Youth Self-Report and 1991 Profile. 

Burlington, VT: University of Vermont Department of Psychiatry. 

Allen, D., & Tarnowski, K. (1989). Depressive characteristics of physically abused 

children. Journal of Abnormal Child Psychology. 17. 1-11. 

American Psychiatric Association. (1994). Diagnostic and Statistical Manual of 

Mental Disorders. Fourth Edition. Washington D.C.: American Psychiatric Association. 

Applebaum, D., & Burns, G. (1991). Unexpected childhood death: Posttraumatic 

stress disorder in surviving siblings and parents. Journal of Clinical Child Psychology. 20, 

114-120. 

Bell, C., & Jenkins, E. (1991). Traumatic stress and children. Journal of Health Care 

for the Poor and Underserved. 2. 175-185. 

Berman, S., Kurtines, W., Silverman, W., Serafini, L. (1996). The impact of exposure 

to crime and violence on urban youth. American Journal of Orthopsychiatry. 66, 329-336. 

Bernstein, E., & Putnam, F. (1986). Development, reliability, and validity of a 

dissociation scale. Journal of Nervous and Mental Disorder. 174. 727-735. 

Bernstein, G., & Borchardt, C. (1991). Anxiety disorders of childhood and 

adolescence: A critical review. Journal of the American Academy of Child and Adolescent 

Psychiatry. 30. 519-532. 



78 

Blake, D. (1993). Treatment outcome research on posttraumatic stress disorder. 

National Center for PTSD Clinical Newsletter. 3, 14-17. 

Boudewyns, P., Hyer, L., Woods, M., Harrison.W., & Mcranie, E. (1990). PTSD 

among Vietnam veterans: An early look at treatment outcome with direct therapeutic 

exposure. Journal of Traumatic Stress. 3, 359-368. 

Brand, E., King, C., Olson, E., Ghaziuddin, N., &Naylor, M. (1996). Depressed 

adolescents with a history of sexual abuse: Diagnostic comorbidity and suicidally. Journal 

of the American Academy of Child and Adolescent Psychiatry. 35. 34-41. 

Brent, D., Perper, J., Moritz, G., Liotus, L., Richardson, D., Canobbio, R., Schweers, 

J., & Roth, C. (1991). Posttraumatic stress disorder in peers of adolescent suicide victims: 

Predisposing factors and phenomenology. Journal of the American Academy of Child and 

Adolescent Psychiatry. 39, 209-215. 

Brom, D., Kleber, R., & Defares, P. (1989). Brief psychotherapy for posttraumatic 

stress disorders. Journal of Consulting and Clinical Psychology. 57. 607-612. 

Brooks, J., & Scarano, T., (1985). Transcendental meditation in the treatment of 

post-Vietnam adjustment. Journal of Counseling and Adjustment. 63. 212-215. 

Bryer, J., Nelson, B., Miller, J., et al. (1987). Childhood sexual and physical abuse as 

factors in adult psychiatric illness. American Journal of Psychiatry. 144. 1426-1430. 

Burton, D., Foa, D., Bwanausi, C., Johnson, J., & Moore, L. (1994). The relationship 

between traumatic exposure, family dysfunction, and post-traumatic stress symptoms in 

male juvenile offenders. Journal of Traumatic Stress. 7, 83-92. 



79 

Chu, J., & Dill, D. (1990). Dissociative symptoms in relation to childhood physical 

and sexual abuse. American Journal of Psychiatry. 147. 887-892. 

Cooper, N., & Clum, G. (1989). Imaginal flooding as a supplementary treatment for 

PTSD in combat veterans: A controlled study. Behavior Therapy. 20, 381-391. 

Deblinger, E., McLeer, S., Atkins, M., Ralphe, D., & Foa, E. (1989). Posttraumatic 

stress in sexually abused, physically abused, and nonabused children. Child Abuse and 

Neglect. 13, 403-408. 

Deffenbacher, J., & Stark, R. (1992). Relaxation and cognitive-relaxation treatments 

of general anger. Journal of Counseling Psychology. 39. 158-167. 

Dodge, K., Bates, J., Pettit, G. (1990). Mechanisms in the cycle of violence. Science. 

250. 1678-1683. 

Doyle, J., & Bauer, S., (1989). Posttraumatic stress disorder in children: Its 

identification and treatment in a residential setting for emotionally disturbed youth. Journal 

of Traumatic Stress. 2, 75-288. 

Dyson, J. (1990). The effect of family violence on children's academic performance 

and behavior. Journal of the National Medical Association. 82,17-22. 

Elliott, D., & Tarnowski, K. (1990). Depressive characteristics of sexually abused 

children. Child Psychiatry and Human Development. 21. 37-48. 

Fairbank, J. & Nicholson, R. (1987). Theoretical and empirical issues in the treatment 

of PTSD in Vietnam veterans. Journal of Clinical Psychology. 43, 44-55. 



80 

Famularo, R., Kinscherff, R., & Fenton, T. (1991). Psychiatric diagnoses of 

maltreated children: Preliminary findings. Journal of the American Academy of Child and 

Adolescent Psychiatry. 31. 863-867. 

Felner, R., Rowlison, R., Raley, P., & Evans, E. (1988). Depression in children and 

adolescents: A comparative analysis of the utility and construct validity of two assessment 

measures. Journal of Consulting and Clinical Psychology. 56, 769-772. 

Finkelhor, D. (1988). The trauma of child sexual abuse: Two models. In G. Wyatt, & 

G. Powell (Eds.) Lasting Effects of Child Sexual Abuse. Newbury Park, CA: Sage 

Publications, pp 61-82. 

Fitzpatrick, K., & Boldizar, J. (1993). The prevalence and consequences of exposure 

to violence among African-American youth. Journal of the American Academy of Child 

and Adolescent Psychiatry. 32. 1993. 

Foa, E., Rothbaum, B., Riggs, D., & Murdock, T. (1991). Treatment of 

posttraumatic stress disorder in rape victims: A comparison between cognitive-behavioral 

procedures and counseling. Journal of Consulting and Clinical Psychology. 59. 715-723. 

Foy, D., Resnick, H., & Lipovsky, J. (1993). Post-traumatic stress disorders in adults. 

In R. Ammerman & M. Hersen, (Eds.), Handbook of Behavior Therapy with Children and 

Adults, (pp. 236-247). Boston: Allyn and Bacon. 

Frederick, C. (1987). Psychic trauma in victims of crime and terrorism. In G. 

Vandenbos, & B. Bryant (Eds.) Cataclysms. Crises, and Catastrophes: Psychology in 

Action Master Lecture Series. Number 6. (pp. 55-108). Washington, D.C.: American 

Psychiatric Press. 



81 

Frederick, C. (1985a). Children traumatized by catastrophic situations. In S. Eth, & 

R. Pynoos, (Eds.) Post-Traumatic Stress Disorder in Children, (pp. 73-99). Washington, 

D.C.: American Psychiatric Press. 

Frederick, C. (1985b). Selected foci in the spectrum of posttraumatic stress disorders. 

In J. Laube & S. Murphy (Eds.), Perspectives on Disaster Recovery, pp. 110-130. East 

Norwalk, CN: Appleton-Century-Crofts. 

Giaconia, R., Reinherz, H., Silverman, A., Pakiz, B., Frost, A., & Cohen, E. (1995). 

Traumas and posttraumatic stress disorder in a community population of older 

adolescents. Journal of the American Academy of Child and Adolescent Psychiatry. 34, 

1369-1380. 

Goenjian, A., Pynoos, R., Steinberg, A., Najarian, L., Asarnov, J., Karayan, I., 

Ghurabi, M., & Fairbanks, L. (1995). Psychiatric comorbidity in children after the 1988 

earthquake in Armenia. Journal of the American Academy of Child and Adolescent 

Psychiatry. 34. 1174-1184. 

Gonzalez, C. (1996). Awareness among child clinical psychologists of PTSD as a 

appropriate diagnosis for children. Unpublished masters thesis. University of North Texas, 

Denton, Texas. 

Goodwin, J. (1985). Post-traumatic symptoms in incest victims. In S. Eth, & R. 

Pynoos, (Eds.), Post-Traumatic Stress Disorder in Children, (pp. 157-167). Washington, 

D.C.: American Psychiatric Press. 

Goodwin, J. (1988). Post-traumatic symptoms in abused children. Journal of 

Traumatic Stress. 4, 475-488. 



82 

Green, A. (1985). Children traumatized by physical abuse. In S. Eth, & R. Pynoos, 

(Eds.), Post-Traumatic Stress Disorder in Children, (pp. 157-167). Washington, D.C.: 

American Psychiatric Press. 

Harmless, A. (1990). Developmental impact of combat exposure: Comparison of 

adolescent and adult Vietnam veterans. Smith College Studies in Social Work. 60. 185-

195. 

Herman, J. (1992). Complex PTSD: A syndrome in survivors of prolonged and 

repeated trauma. Journal of Traumatic Stress. 5, 377-390. 

Horowitz, K., Weine, S., & Jekel, J. (1995). PTSD symptoms in urban adolescent 

girls: Compounded community trauma. Journal of the American Academy of Child and 

Adolescent Psychiatry. 34. 1353-1361. 

Hubbard, J., Realmuto, G., Northwood, A., & Masten, A. (1995). Comorbidity of 

psychiatric diagnoses with posttraumatic stress disorder in survivors of childhood trauma. 

Journal of the American Academy of Child and Adolescent Psychiatry. 34. 1167-1173. 

Hyman, I., Zelikoff, W., & Clarke, J. (1988). Psychological and physical abuse in the 

schools: A paradigm for understanding post-traumatic stress disorder in children and 

youth. Journal of Traumatic Stress. 1, 243-267. 

Jaffe, P., Wolfe, D., Wilson, S., & Zak, L. (1986). Similarities in behavioral and social 

maladjustment among child victims and witnesses to family violence. American Journal of 

Orthopsychiatry. 56. 142-146. 

Jones, R., & Ribbe, D. (1991). Child, adolescent, and adult victims of residential fire. 

Behavior Modification. 15. 560-579. 



83 

Keane, T., Fairbank, J., Caddell, J., & Zimmering, R. (1989). Implosive (flooding) 

therapy reduces symptoms of PTSD in Vietnam combat veterans. Behavior Therapy. 20. 

245-260. 

Kendall-Tackett, K., Williams, L., Finkelhor, D. (1993). Impact of sexual abused on 

children: A review and synthesis of recent empirical studies. Psychological Bulletin. 113. 

164-180. 

Kilpatrick, D., & Best, C. (1984). Some cautionary remarks on treating sexual assault 

victims with implosion. Behavior Therapy. 15. 421-423. 

Kiser, L., Heston, J., Millsap, P., & Pruitt, D. (1991). Physical and sexual abuse in 

childhood: relationship with post-traumatic stress disorder. Journal of the American 

Academy of Child and Adolescent Psychiatry. 30. 776-782. 

Kovacs, M. (1992). Children's Depression Inventory Manual. Toronto, Ontario: 

Multi-Health Systems. 

Litz, B., Blake, D., Gerardi, R., & Keane, T. (1990). Decision making guidelines for 

the use of Direct Therapeutic Exposure in the treatment of post-traumatic stress disorder. 

The Behavior Therapist. 13. 91-93. 

Livingston, R., Lawson, L., & Jones, J. (1993). Predictors of self-reported 

psychopathology in children abused repeatedly by a parent. Journal of the American 

Academy of Child and Adolescent Psychiatry. 32, 948-953. 

Lonigan, C., Shannon, M., Taylor, C., Finch, A., & Sallee, F. (1994). Children 

exposed to disaster: II. Risk factors for the development of post-traumatic 



84 

symptomatology. Journal of the American Academy of Child and Adolescent Psychiatry. 

33, 94-105. 

Lyons, J. (1987). Posttraumatic stress disorder in children and adolescents: A review 

of the literature. Developmental and Behavioral Pediatrics. 8, 349-356. 

Martinez, P., & Richters, J. (1993). The NIMH community violence project: II. 

Children's distress symptoms associated with violence exposure. Psychiatry. 56. 22-35. 

McCormack, A., Burgess, A., & Hartmann, C. (1988). Familial abuse and post-

traumatic stress disorder. Journal of Traumatic Stress. 1,231-242. 

McLeer, S., Deblinger, E., Atkins, M., Foa, E., & Ralphe, D. (1988). Post-traumatic 

stress disorder in sexually abused children. American Academy of Child and Adolescent 

Psychiatry. 27. 650-654. 

McLeer, S., Callaghan, M., Henry, D., & Wallen, J. (1994). Psychiatric disorders in 

sexually abused children. Journal of the American Academy of Child and Adolescent 

Psychiatry. 33. 313-319. 

Murray, J. (1992). Posttraumatic stress disorder: A review. Genetic. Social and 

General Psychology Monographs. 118. 315-338. 

Nader, K., Pynoos, R., Fairbanks, L., & Frederick, C. (1990). Children's PTSD 

reactions one year after a sniper attack at their school. American Journal of Psychiatry. 

147. 1526-1530. 

Newman, J. (1976). Children of disaster: Clinical observation at Buffalo Creek. 

American Journal of Psychiatry. 133. 306-312. 



85 

Norris, F. (1992). Epidemiology of trauma: Frequency and impact of different 

potentially traumatic events on different demographic groups. Journal of Consulting and 

Clinical Psychology. 60. 409-418. 

Paolo, A., Ryan, J., Dunn, G., & Fleet, J. (1993). Reading level of the Dissociative 

Experiences Scale. Journal of Clinical Psychology. 49. 209-211. 

Pelcovitz, D., Kaplan, S., Goldenberg, B. Mandels, F., Lehane, J., & Guarrera, J. 

(1994). Post-traumatic stress disorder in physically abused adolescents. Journal of the 

American Academy of Child and Adolescent Psychiatry. 33. 305-312. 

Peniston, E. (1986). EMG biofeedback-assisted desensitization treatment for Vietnam 

combat veterans post-traumatic stress disorder. Clinical Biofeedback and Health. 9, 35-41. 

Pitman, R., Altman, B., Greenwald, E., Longpre, R., Macklin, M., Poir, R., & 

Steketee, G. (1991). Psychiatric complications during flooding therapy for posttraumatic 

stress disorder. Journal of Clinical Psychiatry. 52. 17-20. 

Putnam, F. (1989). Pierre Janet and modern views of dissociation. Journal of 

Traumatic Stress. 2,413-429. 

Pynoos, R., & Eth, S. (1985). Children traumatized by witnessing acts of personal 

violence: Homicide, rape, or suicide behavior. In S. Eth, and R. Pynoos (Eds.) Post-

Traumatic Stress Disorder in Children (pp. 19-43). Washington D.C.: American 

Psychiatric Press. 

Pynoos, R., Frederick, C., Nader, K., Arroyo, W., Steinberg, A., Eth, S., Nunez, F., 

Fairbank, L. (1987). Life threat and posttraumatic stress in school-age children. Archives 

of General Psychiatry. 44. 1057-1063. 



86 

Pynoos, R., & Nader, K. (1990). Children's exposure to violence and traumatic death. 

Psychiatric Annals. 20. 334-344. 

Reinherz, H., Giaconia, R., Lefkowitz, E., Pakiz, B., & Frost, A. (1993). Prevalence 

of psychiatric disorders in a community population of older adolescents. Journal of the 

American Academy of Child and Adolescent Psychiatry. 32, 369-377. 

Resick, P., Jordan, C., Girelli, S., Hutter, C., & Marhoefer-Dvorak, L. (1988). A 

comparative outcome study of behavioral group therapy for sexual assault victims. 

Behavior Therapy. 19. 385-401. 

Resick, P., & Schnicke, M. (1992). Cognitive processing therapy for sexual assault 

victims. Journal of Consulting and Clinical Psychology. 60. 748-756. 

Richters, J., & Martinez, P. (1993). The NIMH community violence project: I. 

Children as victims of and witnesses to violence. Psychiatry. 56. 7-21. 

Ross, C., Anderson, G., Fleisher, W., & Norton, G. (1991). The frequency of multiple 

personality disorder among psychiatric inpatients. American Journal of Psychiatry. 148. 

1717-1720. 

Ross, C., Joshi, S., & Currie, R. (1990). Dissociative experience in the general 

population. American Journal of Psychiatry. 147. 1547-1552. 

Saigh, P. (1985). An experimental analysis of chronic posttraumatic stress among 

adolescents. The Journal of Genetic Psychology. 146. 125-131. 

Saigh, P. (1986). In vitro flooding in the treatment of a 6-year-old boy's posttraumatic 

stress disorder. Behaviour Research and Therapy, 2.4, 685-688. 



87 

Saigh, P. (1987). In vitro flooding of an adolescent's posttraumatic stress disorder. 

Journal of Clinical Child Psychology. 16. 147-150. 

Saigh, P. (1989a). The development and validation of the Children's Posttraumatic 

Stress Disorder Inventory. International Journal of Special Education. 4, 75-84. 

Saigh, P. (1989b). The use of an in vitro flooding package in the treatment of 

traumatized adolescents. Developmental and Behavioral Pediatrics. 10. 17-21. 

Saigh, P. (1991). The development of posttraumatic stress disorder following four 

different types of traumatization. Behavioral Research and Therapy. 29. 213-216. 

Saigh, P. (1992). The behavioral treatment of child and adolescent posttraumatic 

stress disorder. Advances in Behavioral Research and Therapy. 14. 247-275. 

Sanders, B., & Giolas, M. (1991). Dissociation and childhood trauma in 

psychologically disturbed adolescents. American Journal of Psychiatry. 148. 50-54. 

Schwartz, L. (1990). A biopsychosocial treatment approach to post-traumatic stress 

disorder. Journal of Traumatic Stress. 3, 221-237. 

Schwarz, E., & Perry, B. (1994). The post-traumatic response in children and 

adolescents. Psychiatric Clinics of North America. 17. 311-326. 

Schwebel, M., & Schwebel, B. (1981). Children's reactions to the threat of nuclear 

plant accidents. American Journal of Orthopsychiatry. 51. 260-270. 

Shannon, M., Lonigan, C., Finch, A., & Taylor, C. (1994). Children exposed to 

disaster: I. Epidemiology of post-traumatic symptoms and symptom profiles. Journal of 

the American Academy of Child and Adolescent Psychiatry. 33. 80-93. 



Spielberger, C. (1991). State-Trait Anger Expression Inventory. Odessa, FL: 

Psychological Assessment Resources. 

Spielberger, C., Gorsuch, R., Lushene, R., Vagg, P., & Jacobs, G. (1983). Manual for 

the State-Trait Anxiety Inventory (Form YV Palo Alto, CA: Consulting Psychologists 

Press. 

Spielberger, C., Gorsuch, R., Lushene, R., Vagg, P., & Jacobs, G. (1981). Manual for 

the State-Trait Anxiety Inventory (Self-Evaluation QuestionnaireV Palo Alto, CA: Mind 

Garden. 

Swett, C., Surrey, J., Cohen, C. (1990). Sexual and physical abuse histories and 

psychiatric symptoms among male psychiatric outpatients. American Journal of Psychiatry. 

147. 632-636. 

Terr, L. (1991). Childhood traumas: an outline and overview. American Journal of 

Psychiatry. 148. 10-19. 

Terr, L. (1981). Psychic trauma in children: Observations following the Chowchilla 

school-bus kidnapping. American Journal of Psychiatry. 138. 14-19. 

van der Kolk, B. (1985). Adolescent vulnerability to posttraumatic stress disorder. 

Psychiatry. 48, 365-370. 

van der Kolk, B., Greenberg, M., Boyd, H., & Krystal, J. (1985). Inescapable shock, 

neurotransmitters, and addiction to trauma: Toward a psychobiology of posttraumatic 

stress. Biological Psychiatry. 20. 314-325. 

Yule, W., & Williams, R. (1990). Post-traumatic stress reactions in children. Journal of 

Traumatic Stress. 3, 279-295. 


