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ABSTRACT

The prevalence ¢f adults having a history of childhood sexuat abuse
(CSA) is estimated to be ép’prdximately 28% '-;f_qr fem‘éles and about 16% for
males. '}Si’nce‘ the mid—-‘i 980s several program-s have been developed for
treatment of this populat'i.dn. Much has been written to guide therapists Who are.
trying to detect this histbry‘i’n clients who have repressed or suppressed the
kabuAse. However, little researc‘:h'has been done in the area of intervi‘éw and
assessment of that po:rtiOn» Qf, this populaftion that presents with a known history
of CSAi This project used counselor Aahd‘rés‘earch _in'put to‘develop an.
instrument that is tho’fodgh, yet reduces inte.r"view time, and that offers ihe
potential of greater use by counselors to whom clients with known CSA
 histories are referred. A fi>eAId test of the preliminary instrument was conducted

and a copy of the intake used for that field eva'luatidn is included.



CHAPTER 1
| INTRODUCTION

Child _éexual ébUse first began to abpeéf on the age.nda of -rheri?tal health
- and child welfare professionals in the mid-z1917'0_s. 'SinCet then, the field has
| developed rapidly. it was only in the early 19803 that mental health WOr»kers,
-and society in g;e‘neral, began to become aware of thé substantial adult
population who had éxperiencéd childhddd"s-exua-l abuse (CSA) and programs
* began to beestablished in the mental health community for adult survivors of
CSA. Initially, one of the key problems in .ser“v'in'g that popu'lation wés that
clients did- not typically present with a history of CSA, because most'adults had

répreséed or suppressed the memory of the ‘abu'sé. Programs developed
specifically to treat this population have only been in existence for a very few
-years (Finkelhor, ‘1-9826)_-. Because of these Féasoné,, research'on aééessmént
instruments s,pecif‘ically for this population has.’ been;mvi-nimal,. and hfés focused
. primarily on the use of existing instruments én‘d techniques in detecting a CSA
history in Aadult.s. This project was developed specifically to arrive at a design
‘for an intake and'asseSs:ment instrument for use in adults presenti‘ng.with a
known history of CSA. |

Prevalence of a History of Childhood ‘Sexual Abuse in Adults

The existence of a large population of adults in the United States who
have a history of CSA has been well docufnented (Finkelhor, Hotaling,, Lewis &
Smith, 1990; Peter, Wyaft, & Finkelhor, 1986). 1n.~the most recéhtly documented
nationwide study of this population, completed in 1985, a sambl‘e. of 1,145 men

and 1,481 women résponded to screening. questions about their seicuaﬂl\ abuse
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expe.rfenCes (Finkelhor et al., 1-990). In this study, a history of sexual abuse was
“acknowledged by 27% of the women and 16% of the men.
| Adult Symptomatology

~ Inareview of the research on the i»m_pact of child sexual abuse, Browne
and Finkelhor (1986) identified several long term effects as observed in studies
- of adult females. The breadth of t'hes_e‘ éffects is nearly as broad as the subject
of pSychoIogy itself. Inthe studies researched; major effects were noted on
'emoti.'o,nal‘ well-being, s‘elf-percep'tioh, interpersonal relat‘i'nQ-; séS(UzaIity, -and
soéial f@nctioning. Adult women victimized raé children We»ré more likely fo
manifest depression,4sielf-des‘tructive behavior, anxiety, feelings of isolation and
stigma, poor self-esteem,‘a t’ehdency toward revictimization, and substance
abuse. Difficu.lty'in trusting others and problems with sexuality in such areas as
sexual dy;phoria, sexual dysfunction', impaired sexual self-esteem, and
avoidance of or abstention from sexual activity were also noted. Victims had
more m’ari.tal disruptibns,: less sexual satisfaction, and lower levels of spirituality -
than non-victims. Also noted wasvthe fact that these effects are,.«"fu;ther |
in’flU.enced by factors associated with the abusive acts and 'evehts éubsequent
~ to the ab.us‘e,A includingduratidn and frequency of abuse, relationship to the
offender, type of sexual act, use-of force or aggréssion, age at onset, sex of the
offender, adolescent versus adult offender, telling or not tel-ling; parental
réaction‘, and institutional response.

With:"r"egard to male victims, Finkelhor (1990) reporrts'that th_'e: effects on

men are similar to those on wdmen--in the areas of marital‘disruptidn, sexual
satisfaction, and levels of rel_igiosity;. In another study of males and females

(Briere, Evans, Runtz, and Wall, 1988),. both genders had a statistically
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-equivalent incidence of suicide attempt, and males were equally as likely as
feméles to experience psychological after ‘ef.féc.:ts, such as dissociation, anxiety,
depres‘sidn, énger, sleep disturbance 6r a hypothesized (by the researchers)
post sexual-abuse trauma. In a study of male subjects (Dimock, 1988), three
common long term characteristics were reported by victims: sexual
compulsivehess, masculine identity confusion, and relétionsh-ip dysfunction.
Other characteristics present included substance abuse, depression, psychosis,
| andfv;-irious personality disorders. A study of male pSyc‘hiatric outpatients
'indicated that a history of CSA was also p,réval‘ent in subjects '.ha»vin'g major
afféctive iIInesSés, anxiety or dyéthym»ic d’is'ord».efs*, and adjustment disorders.
(SWett‘,VSUrtrey, & Cohen, 1990). In addition, Sw:ett‘ et al. reported a tendency |
towardf.a higher rate of bordér’l'ine personality A_dis'order in abused versus non-
abused subjects. | -

In a study of 1,019 consecutive admissions of adult psychiatric inpatients
(Brown & Anderson, 1991), those with a history of CSA (n=96) had diagnoses
including adjustment disorder, ailcohol use disorder, other substance use
disorder, major depression, dysthymia, bipolar disorder, ahxiety disorder, post-
trauzrhatic- stress disorder, eating disorder, drgan'ic-m.ental disorder,
s_cﬁizojp‘hfen’ia, delusional disorder, psychosexua‘i disorder, and borderline
personality disorder. ‘ |

"Chu and Dill (1990) found that dissociative symptoms are much higher in
victims of CSA‘than in non-vict’ims,{andi multiple _péréohality disorder as been
associated with a history of CSA in other studies (Braun, 1989; Baldwin, 1990). .

Other adult manifestations of a CSA history include obesity (Bradley,

1985), chronic pelvic pain (Lewis, 1991; Walker et -al.', 1988), inhibited sexual
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desire (Golden, 1988), premenstrnal syndrome (Paddison et al., 1990), various
sexual dysfunctions (Andron & Ventura, 1987; Feinauer, 1989; Jehu, A1»‘989),
bulimia and anorexia nervosa (Hall, Tice, Beresford, Woeley, & Hall, 1989),
chronic headache ,(Dornino & Haber, 1987), somatization disorder (Morrison,
1989), and self-mutilation and self-blame (Shapiro, 1987).

The wide range of symptomatology possible for adults presenting with a
history of CSA signifi’cantly cemplieates the intake interview and assessment
process, and very little lnformatlon is available to guide this process.

Intake and Assessment Protocols

S»el-igman (1986, pp. 102-104) _|dent|f|es.f|ve purposes for the intake
interview: (1) Determine suitability of client for agency services; (2) Assess
and respond‘to -urgency of’client's sitnation- (8) Familiarize client with agency
-and counsehng process (4) Begin to engender positive cllent attltudes toward
counseling; and, (5) Gather sufficient |nformat|on on presentmg problem,
history, and dynamics to allow formulation of diagnosis and treatment plan.

Seligfnan ,(1:986) also notes that depending on the type of agency and the
nature of the clientele, the intake process may take as long as four hours and
may involve as many as,two or three sessions. The intake interview and
assessment of an adult client presenting with a known history of childhood
sexual abuse (CSA) is stressful for the client and complex for the intake
counselor, so minimizing the duration of this stress on the client is also
important.

| Purpose of the Study
The pur.pese of this thesis project was to develop an intake interview and

assessment instrument that provides sufficient data for a preliminary DSM-1II-R
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(Americén Psychological Associaﬁ'on [APA], 1987) diagnosis, treatment plan,
and counselor selection or referral in a non-profit public agency using contract
counselors. In the agency for which the new intake instrument was being
developed, the intake counselor must also provide preliminary DSM-1I-R
diagnoses for each client, define general'-long-term treatment goals and
objectives with the client, and estimate the time required for completion of
treatment.

The primary objectives of this project were to: (1) develop a new intake
and assessment ins{rument that will reduce the discomfort of the client while
getting the most essential info_rm'at.ionv in the least amount of time, (2) meet the
general objectives of the intake interview as defined by Seligman (1986), énd
(3) provide sufficient data for»diagnostic and treatment planning requirements of
the intake counselor.

Current Practice

‘To understand the current practice within the local community, twenty
agencies advertising 'i,n a human Services directory that they provide services to
adults with a CSA history were polled and asked to provide copies of their
intake forms'and assessment instruments for this population (Appendix B). Two
agencies responded with intake instruments designed specificélly for this
population. Both use the Dissociative Experienées Scale (DES) (Ross,
Anderson, Héber & Norton, 1990), which is a 28-item, self-administered
questionnaire thai screens for dissociative disorders. A client score above a
predetermined threshold is highly suggestive of a dissociative disorder.

| If a client scores above the DES screening threshold, both agencies then

administer a Dissociative Disorders Interview Schedule (DDIS). The DDIS is a
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131-item structured interview thét alldws the fat,er to make DSM-III-R diagnoses
of all the dissociative disorders, so,:mati'zat-ibn disorder, major depressive
episode, and"bord'e.rline:,pers'_ona‘kli;t‘y (HoSs; H’eber; Norton, & Anderson, 1989).
It-also -i_nqu.ires about history 'ofts»u.b‘staynce abufse,,'cvhildhood' physical and sexual
abuse,_ history of*sleepwalking,.eht-ering trénce‘states, having imaginary
playmates, Schnéiderian fi.rst-rank'~sy'rn.ptoms_‘ of schizophrenia, 16 different
extrasensory experiences, ahd“16 s»econdafy features of multiple personality
disorder. Ross et al. (1990) report that the the DDIS has a specificity of 100
percent for the diagnosié of multiple pers.onality‘diSOrder. They also say that it
takes 30 to 45 minutes to administer.

The agency for which the new intake instrument was targeted is unique in
that it has virtually no full-time, salaried counselihg staff_ and employs primarily
contract counselors for treatment o‘f its cl)ients. ‘Because of the low fee provided
fo the contract counselors, and because they are not paid for time spent reading
client files .in: the agency, ah addition-al problem exists in providing fhe contract
counselors adequate docuﬂfnentatio-h of the inté-ke interview, assesément, |
preliminary diagnosis, and treatment plnraAnj for each client".‘ The cufrent process
provides a 20 to 40 page cllient filé, -Which is seldom read, for the agéncy office
and a 6ne page »for.m: for the 'assighed: counselor that contains only minimal
client data. The cliént then has to undergo another intake‘process‘by the
assigned éontract counselor which results in additional client expense in terms
of money, time, ahd'emotional stress.

Definitions
There is controversy among researchApro:fess.ionals in defining the term:

childhood sexual abuse (Finkelhor et al., 1990; Friedman, 1990). For the
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purposes of this study,‘the four screening questions used in the 1985 national
survey (Finkelhor et al., 1990) will apply. In summ.ary, a CSA history means that
when the client was 18 years of age or younger, they experienced anything they
now think of as sexual abuse, like: (1) someone trying or succeeding in having
any kind of sexual intefco-urse; or (2) somedfné trying to touch them sexually,
grabbing them, kissing them, or rubbing up against their body either in a public
place or private; or (3) someone taking nudg ph,ofo.graphs or them, or exhibit‘ing
parts of their body -to th'em-,Aor performing é-s_ex act in their presence; or (4)
so.meone sodomizing them, or forcing them to give dr receive oral sex.
- Assumptions |
For the purposes of this project, a -key assumption made was that the

~client has a memory, although it may be _som;ew‘hat vague, of a specific instance
| of CSA. The irﬁportance of this assumption is t_hat often clients reporting to
mental ’health- professionals, either»individualé counselors or in public agencies,
present with a variety of symptoms and .ar total;lack-of awareness of a CSA
histo:ry (Shapiro & Domiriiak, 1990). Th‘é target agency for the new intake and
assessment instrumenf almost entirely deals v‘vit‘h clients who are aware of their
h.istdry,' or are being referred by another counselor because of the counselor's
suspicion that a CSA history exists. |
| . Summary

This introductory chapter has »preséntéd' a review of the prevalence of a
history of CSA in ad.ults,A a summary bf the wide variety of possible
symptomatology presented by this population, é discussion of intake and

assessment protocols available for use with this population, an assessment of
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current local intake and assessment practice, and has presented key definitions

and assumptions used in controlling the parameters of this project.
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CHAPTER 2
LITERATURE REVIEW

This chapter provides a review of literature addressing various aspects of
intake, assessment, diagnosis and treatment planning specific for adults with a
CSA history. It begins with reviews of literature addressing background
information such as prevalence of CSA in adults and the content ef intake
interviews. This ie followed by a discussion of assessment instruments currently
being used in dieghoé,ing; en'd‘trejat_ing_ this population. AldzichsAsion of literature
rega'rding -specifie elements of the intake inStrumenf comes :ri»ext, including the
referral source, past counseling experiences and psych,ietric hospitalizations,
suicidal ideation and past -attempts, 'preeenting problems and symptomatology,
developimental history, medica»l» background, and current medications. This is
followed by a discussion of literature pertaining to diagnosis, geal setting,
treatm-ent planning and documentation. ‘

Background Information

Prevalence o’f"Chi'Idhood Sexual Abu>ee in° Adults
Peters e(t'al. (1986) -anlalyzed' the research findings in 17 separate studies
on the prevalence of CSA in adults. These studies were pri:rharily- conducted in
“local areas, and many differences _in sampling technigues were noted. This
resulted in a wide range of prevalence of CSA, from 6% to 62.%, for women and
from 3% to 31% for males. ',Factors aecounting for the wide variation of
prevalence rates included differences in definitions of sexual abuse, true
differences in the ,populatbﬁ‘sﬁ 's‘a-mplec"j,“and methodelog'icel.factOrs. For

example, one study asked onvl‘y to report abuse incidents bvrior to puberty, and
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some studies included noncontact abuse while others did not. In addition, data
on the prevalence of CSA in males was nearly nonexistent.

A 1985 nationwide study funded by the National Center on Child Abuse
and Neglect and the Los Angeles Poll appears to be the most thorough and
demographically representative survey of prevalence of CSA in adults. In this
study, 1,145 men and 1,481 women were interviewed (Finkelhor et al., 1990).
Within this study, 28% of the women, and 16% of“the men reported a history of
CSA. ln addition, 42% of the men and 33% of the women reportrng a history of
CSA also reported that they had never dlsclosed the experrence to anyone.

Frnkelhor et al. (1990) also analyzed the rrsk factors for CSA. Several
background characteristics were found statlstrcally related to the rrsk of
victimization. Both men and women were,lrkely to have been victimized if they
reported that their family life had leeen unhappy, if one of their natural parents
was predominantly absent during their childhood, and, strangely enough, if they
were currently living in the Pacific regic-n(CaIifornla, Oregon, Washington,
Alaska, and l_-lawaii). IMen were at higher risk if their fam‘ily came from English
or Scandinavian ancestry. Women were at higher risk if they received an
inadeduate sex education, and women over 60 years of age were at lower risk
compared to younger women. | ‘

| Bagley (1990) reporis that perhaps becads;e of media attention to the
problems of CSA, and'improved awareness-prcgrams in the schools, the
prevalence may be decreasing. A survey of 750 young adult women from
Calgary, Alberta resulted in prevalence numbers generally decreasmg from the
older women to the younger women in the study. Prevalence ranged from 36%

for women 27 years of age down to 21% at 18 years of age.
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Intake and As":sessment‘ Protocols

Sellfi,gman (1986, pp. 102-104) identifies five purposes for conducting an
intake interview before treatment is beg:un. They are: (1) Determining
éuitabil‘ity of the client for the agency's services; (2) Assessing and responding
td the urgency of the client's situation; (3) Familiarizing the client with agency
and counseling process; (4) Beginning to engender positive client attitudes

toward counseling; and (5) Gathering sufficiént information on presenting
problems, history, and dynamics to allow formulation of diagnosis and treatment
planning. S’hé.,a|SO state that ihe assessment process can take more than one
mterwew and may last up to four hours. ‘

Cormier and Cormler (1991) identify 11 dlSCUSSIOﬂ categorles for

| assessmg c.l:|e.n.t probl.ems. They are: purpose- of assessment, identification of
the range -df’-problems; prioritization and selection of issues and problems, and |
identificatioh of <prééent pr6b|em behaviors, antecedents, consequences, |
sécondary gains; 'preViO'us solutions, ‘client‘coping Aski||s, client's perceptions of
the problém, and problem ihtensify. They also go on to point-ovut that a natural
sequence of :ihfdrmation gathering will evolve in each interview. They also state
that the a‘mo-u‘ht of time and number of sessions required to obtain all the
information reduiréd will vary with each blient.

In }the only text found by’ the researcher to deal specifically with sexual
trauma assessment (Hindman, 1989),‘ a very detailed and methodical 24-page
approach is presented for collecting data from either child or adult survivors of
CSA. The five perépective_s used by Hindman in her interview approach
include: backgvl_'o‘und information, symptomatology, relationships,

developmen-taﬂ history, and situational factors. An analysis of a 15-year old boy
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is presented as the case example of the technique. The interview time for the
example was about six hours.

Kaplan and Sadock (1981) also describe the importance of the mental
‘status examination in assessment. They divide the information into eight
c‘at:egories, which are: overall appearance.,, sensorium, thought processes,

: 'tho-'ug,h"t content, sensory-motor and ‘perce'p'tua.l ,'prbcesses, nature and
-reg_ulfation of affect, self-regu'lation, and bodily fuhctions.
| Assessment :I’nStrumen'ts

The use of a variety of intérview‘ -techhidués and assessment instruments
has been documented in various s‘tud’ies over the past few years. This section
will discuss one author's results ‘Wifh an-unstructured interview technique and
present findings obtained on evaluation of four instruments used with adults
having a CSA history..

Ellenson (1985) developed a predi_cv:tive syndrome based on thought
content and perceptual symptom,s shared by women survivors of CSA. His
research was desig:ned to pred'ict a history of CSA in survivors who had no
memory of CSA experience. However, hi-s uhst-r‘u'cturéd method of questioning
and his focus on the mental V-sta‘tds exam ‘sf.il-l. méke» it appropriate for
consideration as a part of the overall thrust of a new intake interview. It is also -
~ “notable that the symptoms he defines wefe Qnivers’ally ‘experienced by all his
subjects in the -st‘udy who had a CSA history, and"were not observed in women
who did not expérience CSA. Thought content disturbances included recurring
nightmares, recurring and unsettling intrusive obsessions, recurring

dissociation, and persistent phobias. Perceptual disturbances included
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recurring illusions, recurring auditory hallucinations, recurring visual
hallucinations, and recurring tactile hallucinations.

Four studies using the Trauma Symptom Checklist (TSC-33) were
evaluated by Briere and Runtz (1989). The TSC-33 is a 33 item instrument
designed to provide a brief, abuse-oriented measure of traumatic impact, most
notably in the area of long-term CSA effects. Each of the 33 items is rated for
frequency of occurrence on a four-point scale. These items may be read to the
client or self-scored by the clieht. Combinations of the items are summedto
produce five symptom subscales (Dis'sociation,. Anxiety, Depression, Post-
Sexuel Abuse Trauma-hypothesized [PSAT-h], and Sleee Disturbahce). As a
result of their studies, Briere and Runtz sUggest adding another seven |
symptoms to the list to bolster the reliability of the Sleep Disturbance subscale
and form a new Sexual Problems subscale.

The Response to Childhood Incest Questionnaire (RC'IQ) is another self-
report instrument that assesses a range of commonly reported symptoms
experiehced by adult survivors of CSA (Edwafds- & Donaldson, 1989). Edwards
and Donaldson (1989) completed aefact_qr anelysis of the RCIQ which revealed
seven factors which corresponded to hypothesized s_tress response themes
experienced by survivors of tra’urhatic even—‘tsf.. These factors included
vulnerability and isolation, fear and anxieiy, anger and 'be't»rayal; reection to the
abuser, sadness and ,Ioss, and powerlessness. In addition, four factors
_corresponded to the DSM-lI‘I‘-R diagnostic criteria for post-traumatic stress
disorder, ‘including intrusive thoughts, avoidance and intrusive emotions,
detachment, and emotional control and-Anumbness. They also discussed the

usefulness of the RCIQ as a pre- and post-treatment measure.
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Ross et al. (1989) administered the Dissociative Disorders Interview
Schedule (DDIS) to 80 subjécts previously diag:noséd' as having multiple
personality disorder, schizophrenia, panic disorder, of eating disorder (n=20,
each). The DDIS is 131-item structured interview that is used in determination
of DSM-III-R diagnoses of dissociative disorders, somatization disorder, major
depfessive episode, and borderline personality. It also inquires about history of
substance abuse, childhood physical and Sexual abuse, history of
sl‘ee_pwalking, entering trance states, having imaginary playmates,
Schneiderian first-rank symptoms of sc.hizop‘hrenia', 16 different extra-sensory
exp,e?ience’s, and 16 secondary features of mufltizple personality disorder. Per -
their report, the DDIS has an overall interrater reliability of 0.76 and a specificity
“of 100% and a sensitivity of 90% for the diagnosis of multiple personality
disofder. Ross et al. also state that the DDIS requires about 30 to 45 minutes to
complete. -

~ The Dissociative Experiences Scale (DES) is a 28-item self-report
instrument which is a screening instrument for dissociative disorders, not a
diagnostic instrument (Ross et al., 1990). This instrument asks subjects to mark
along a line ranging from O to 100%, with no intermediate grad‘uafions, the
perceniage of rtime-‘they expé-rience. certain d.isspciative type behaviors.
Instructions with the DES state that when the average Score is above 30%, as
measured by the rater, the presence of a dissociative disorder is indicated.
Steinberg, Rounsaville, and Cicchetii (1991) i=nyeéti'gat'ed the utility of the DES
as a screening instrument for the identification df patients at high risk for
dissociative disorders using scores from 45 subjects. They report that the

number of false negative diagndses rises rapidly when a DES cutoff greater
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than 20 is used. Théy recomménd a DES cutoff of between 15 and 20 to
minimize the risk of false n'egatives.

- Feinauer (1989) and others have used the Derogotis Symptom Checklist-
Revised Edition (SCL-90R), which is a 90-item self report sS/mptom inventory
designed to reflect nine psychological symptom patterns including somatization,
obsessiveness, interpersonal difficulty, anxiety, hostility, -phobic anxiety,
paranoia, énd' psychoticism (se\ier'e alienation, delusional, or dissociative
thought patterns). Each item is rated on a five-point scale -df dist-réss ranging
* from "not at all" to "extremely"

Elementis of the Intake Interview -

Seligman (1986), and Cormier and Cormier (1991), both provide detailed
documentation of a recommended intake format. Seligman »(1 986) divides the
elements of the intake interview into seven categories: | ident‘if’yi_'ng. information,
presenting problem, present difficiulﬁes and' previous disorders, present life
situation, family, deve‘lopmér‘ﬁa?l history, and medical history. |

Cormier and ‘Co»r'mi’er‘ (’1‘9’941) choose a different di\/i’sidn,‘ and include eight
major catégbries: ‘id-ehtifyilng informaﬁon, general appearance., __p‘resenting
prdblem, past psychiatric/cbunSeling‘hi‘story, educationalfjob history,
.heallth/med.ical history, social development history, and family, marital, and

“sexual history. | ,

With regard to the psychodynamics of abuse, McCann, Pearlman,
‘Sakheim, and Abrahamson (1988) suggest that adults with a history of CSA
should be assessed within a schema framework. The practical use of their
model is to provide a framework for assessing individual response patterns

which can then be used for treatment pl'anning. Their premise is that adult
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survivors rhost often come to therapy to deal with schemata that are
nonadaptive, or maladaptive, in the context of their current lives. These
schema, which may have been adaptive in their childhood experience, are now
negative factors in their lives. They analyze five main areas of schemata --
safety, trust, power esteem, and |nt|macy -- and they analyze all f|ve with
respect to one's self and wnth respect to others They recommend that the
relations -among the sexual abuse, life expertences, and the development of
schemata rhust be explored thoroughly.

Complete assessment includes a detailed history involving the nature of
the abuse, the relationship to the p.erpetrator,.. and the dynamics of the abuse
experience (Gelinas, 1983). These are areas, therefore, that the i.ntake
~ interviewer must be sensitive to throughout"the i'hte.rview because the

information may come at various times during the interview.

Past Counseling, Ho-spit’alizations. 'Suieidfe Attempts. and Substance Abuse

Sgroi and ‘Bun'k (1988) identify tWo distinct patterns of presentation for
adult survivors of CSA -- early presentatlon and late presentation. It is in this
context that gettmg an accurate hlstory of past counsellng, hospttahzatlon
suicides, or other self-destructive behavnors is essential.

Sgroi and B‘unnkp(‘i‘ 988) define early presentation as characterized by an
older adolescent or young adult, in their Iate teens or early twentie‘s. These
clients are often eoming into the clinic because of symptoms associated with

‘drug or alcohol' abuse, acute psychotic.reactions, self-mutilating behaviors,
eating disorders or suicide attempts. Som-et'ir‘nes there will be a 'histo'ry of two‘ or
more of these events. It is common for that person to have expenenced multlple

modes of abuse and to have been raised by at least one and sometimes two or
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more impaired parent figures. -Adult survivors of CSA who fit this presentation
pattern typically have "a life context of multiple victimization experiences,
inconsistent parenting, separation or aband_qnment, severe physical or mental
handicaps, poverty, or social injusﬁce’" (p. 150). Clinicians may recognize in
this client a damaged goods s'yndr‘o.me ,with:k')w_ self-esteem, impaired body
image, and a sense of'damagé and unwor‘_t’hihess, with repeated self-
desiructive behaviors. Sgroi and BUnk, further postulate that only after .
stabilization of the acute conditi‘oﬁ can the issues of CSA be addressed in these
 clients. The presenting symptomatology must be stabirlized, and the individual
must demonstrate some capacity té impose internal controls before treatment
for CSA can usefully begin. This can»somét-imes take several months or a few
years. ‘

Oh the other hahd, the late presentation is characterized by a client in their
late twenties or older who appears to others as outwardl‘y well adjusted,
competent, and successful (Sgroi & Bunk, 1988). They will also commonly
have sought psychotherapy in the past, usually for some other complaint. They
may have even disclosed their CSA h-is’f_dry to a previous c{Iirnic‘ian and made an
agreement ho-t, to pursue the:CSA iissﬁ;es at that time. Their .pfevious
bsychot,herapy may have been focused on compléints such as depression,
anXiety, m»ultiple somatic complaints, or séXual dysfunction. Despite a past
history of Co.mpetence and épparent success, they may suddenly become
symptomatic in a way that can now be perceived Aas connected to the CSA
history (p. 152). Precipitating factors have included: (1) the cooling of a marital
relatibnship, sometimes accompanied by séxual dysfunction, and always

accompanied by distancing behavior and intimacy probiems; (2) the experience
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of.genuine intimacy in a relationship, sometimes fér the first time in their life,
within the marital relationship or an extramarital relationship; (3) the client's
child reaching an age or a deyelopmental stage threatening to the client,
perhaps around the age of the CSA of the client; (4) a major life change for the
survivor; or (5) the client's exp.érienCe of persohally idehtifying with a victim of
CSA, perhaps their own child, the c'hi:ld of a friend, a relative, or attendance at a. .
workshop or watching a movie about CSA (pp. 152-153). Adult survivors
man‘ifesti:ﬁg a late presentation pattern may be alarmed by their recent
d"isturb?ing':symptométdlogy ','t‘)ut‘generally have a past history of good to
excellent funcfioni_ng: in their lives ahd; are u,n-likel,y to engage in suicide attempts
or td éxpe'rienée psychotié breaks as long as there is no past history of the
~above. It is for this reason that getting an accﬁratéhvist'ory of previous
hospiializatio'ns and suicide att‘empts or ideation is so ér.itical. -Once the
clinician is convinced that the adult éurvivor does not require external controls
or psychotropic rhedication, treatment can begin. |
Cormier and Cormier (1991) suggest that the intake interviewer determine.
the ifollowing for each period of previous counseling, psychological or
ps'ychiatric‘ treatment: type of treatment, length of treatment, treatment place or
person, presenting complaint, outcomeé of treatmént' and reason for termination,
“ hospitalization data and drugs prescribed for emotional or psychologicai
problems. '

Presenting Problems and Current Symptomatolog

Cormier and Cormier (1991) identify several items for exploration of the
pr_e‘s’enting problem by the interviewer, including: quoting the client's

presenting complaint; time of onset; other events occurring at the time;
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frequency 1of ‘occu‘rrehce; the thoughts, feelings, and observable behaviors
associated with it; where and when it occurs the most, or least; events or
persons that precipitate it, make it better, or make it worse; the level at which it
interferes with the client's daily function.ing;' previous solutions or plans have
been tfied‘ for the problem and with what result; what made the client decide to
seek h»élp- at this time; or, if referred, what influenced the refefringﬁ party to refer
the client at this time?

Long-term impacts on quality of life. Hawes and Kern (1989), using an

Adlerian perspective, identify seven iife tasks, or facets of everyday life, into
which human energies are directed énd' frofn whiéh; a}persons needs are met.
Initially Adierian therapists considered that sat-isféctzibn of almost all conceivable
needs d“ependéd on the solution of problems of ',co:operatiofn. in the areés of
occupa‘;ioh; social relationships, and intimate relatibnships. Contemporary
Adlerian theorists now suggest that in addition to these three major life tasks,
there are four minor life tasks: self-worth, meaning in Iifé, nurturing, and leisure.
Hawes and Kern (1989) go on to define Qccupa_tion task as any kind of
work that isA useful to the community. Social relati'onships'have to do with
mem.bership in the human race, and a sense of c.omm'unity.. Fulfillment of the
intimat,e r‘elationship task implies a close union of mind and_body and the
utmost pdssiible cooperation with a partner. Sel-f-Wdrt‘h is seen as an internal
j’Udgmeht‘ of self-adequagcy in relation to a bersén's ‘perAceptioAn of the worth of
others. Meaning in life has to do with a'éense of spirituality, the universe, the
existence and nature of God, or a higher power, and how a person relates to
these. Nurturing has to do not only with biological reproduction, and parenting

of one's own children, but also the teaching and giving of self to the young, the
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needy, and 1o the parenting of one's parents if necessary. Leisure refers to the
ability to satisfy one's self in the use of unstructured time. By assessing a |
client's balance»'in.these seven areas, the interviéwer can get an assessment of
the client's overall quality of life and can begin to assess‘ the areas of the client's
life being effected by the curreht prbblems and symptomatology.

Meiselman (-1990) lists several general effects of CSA supported
empirically in her review of the research. Many of these »bégin in childhood with
the initial incidence of abuse and are carried through to adulthood. Symptoms
effecting various aspects of the survivor's quality of life include: guilt, shame,
anxiety, fear, 'an‘ger and hostility, low self-esteem, substance abuse (includ-ing,
‘food),-hys{eria, de'pressio'n and self-destruct-ivehess ;(‘i‘ncIUding_suicide and self-
rfn‘utilatio‘ni),,,' distrust, continuedz revictimization, unstab,l‘é and stressful |
relationships. | |

Other long-term consequences of CSA seen in female survivors (Hall &
Lloyd, 1989) include 4panic attacks, intense reactions to gynecological
procedures, fear»ofmen, parenting problems, and compulsive and obsessional
problems. -

Lew (1990) identified additional long-term consequences frequently
reported by male survivors o mclude fear of feellngs and an accompanying
need to control feelmgs and behawor thelr own. and others'; compulswe
caretaking; .sleep dlsturbances such as nlghtmares and msomma violence or
fear of v:olence discomfort with being touched; compulswe sexual activity;
social ahenatlon inability to sustain mtlmacy in relatlonshlps or entering

abusive relat|onsh|ps and negatwe body image.
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According to Gil (1990), the intake interviewer must take a detailed history
- and focus on obtaining descriptions of problem behaviors in order to
understand the breadth and "dept‘h of the cI>ie-n»_ts ;presenting problems and
recommend appropriate» 4inAterventions. Gil also presents a detailed set of
questions targeted at determining problematic behaviors i‘n many of the areas
listed above.

Specific DSM-HI-R symptomatology. The preceding section discussed the

| ' géne-ral effectS' and ‘long—term conséquences of CSA in terms of ge‘nei"alized
symptoms: and impeicts on the survivor's qjual‘ity of Iifé; Some agenéies operate
under regulations that require specific DSM-111-R diagnoses in the development
of treatment plans and establi_shment of treatment goals and objectives. DSM-
HI-R Axis | categories often seen in adult survivors of CSA include: eating
djisorde-rs‘,, including ano~féxia-ne‘rvosa, and bulimia ne.Nbsa (Palmer,
Oppenheimer, Dignon, Chaloner, & Howel'l4s,, ;i99;0,); gender identity disorders
(Gilgun & Reiser, 1990):;. psychoactive substance use disorders (Rohsenow,
COrbétt, & Devine, 1988); mood disorders, in'cluding bipolar disorders, and
depressive disorders (Brown and Anderson,‘ 1991); anxiety disorders, including
-~ panic disorder and obSeSSive compulsive disdrde‘r (Bryer, Nelson, Miller, & Krol,
1987), and post-trrau‘matié;.str‘ess disord;er’ (Gfre“enWaId' & Leitenberg, 1990);
somatization disorder (Morrison, 1989); dissociative disorders, including
multiple personality disorder (Coons, Bowman, &M‘ilstein, 1988; Ross, 1991);
sexual disorders, including sexual desire .disorders , sexual arousal‘diso»rd‘ers,
orgasm disorders ;, and sexual pain disorders (Jehu, 1989; Tharifnger,f i990); :
sleep disorders (Craine, Henson, Colliver, & MacLean, 1988); ‘and 'édjus_tme:n-t

disorders (Brown and Anderson, 1991). Axis Il personality disorders often seen
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in adult survivors of CSA include borderline personality disorder -(Ogata et al.‘,
1990) enid obsessive compulsiVe personality disorder (Briere & Runtz, 1988).
Specific diagnostic criteria for each of these disorders can be found in the DSM-
II-R. A summary of the DS_iVi-iii--R diegnostic criteria for disorders‘ and
conditions commonly observed in adults with a CSA history are prbvided in
Appendix C.

Personal »Hiétorv

Seligman (1986), ‘H'i’ndma:n{' (1989), and Cormier and Corm.ier,(i 991) all

point out the importance of th_e intake interviewer getting a COm;p'Ieie personal
hi‘story. Seligman separates the develepmental hisiory frorri the family
background, while the Cormiersm break the client's history into four separate
areas: educational and job history; health and medical ’h'istory; social and
developmentai history; and family, marital, and sexual history.

Family of origin. In deeli»n‘gQ with adult survivors of both intrafamilial and

extrafamilial CSA, understanding the dynamics and charact:eiietics of the
- survivor's family of origin, end' the meaning_s attached to the a'buse by the
survivor, are critical to understanding the s‘everi-ty of the treuma and the |
. behaviors developed to cope wiihin the family system (Alexander & Lupfer,
1987; Carson, Gertz, Donaldson, & Wonderlich, 1990; Cole & Woolger, 1989;
Feinhauer, 1988, 1989; Houck & King, 1‘989; & Ingram, 1985).

| In Carson et al. (1990), a majority of women studied viewed their families
of oiigin as generally unhealthy ,in‘ter_rhs. of autonomy and int.ima»c,y‘,. and current
‘relaiionships with their .families _of er‘igiri were ‘c.ha.racterized by less intimacy

and more intimidation, tri»ang.UI;aition, and fusion than a normed gro:up».,
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As described by McGoldrick and G:erson (1985), one way of quickly
understanding and recording farhily relationships and history is through use of
genograms. Genograms provide family informatfion graphically and in a way
that provides a quick assessment of 'co.rhplex family patte_rné and the family
constellation, and a tangible -rer)r‘eégntaﬁon of relationships within the family,
including siblings and othér generations ahd their siblings. They provide a
clear view of important life events, such as births, illnesses (psychiatric and
medical), deaths (including suicides and homicides), marriages, divorces,
vocational choices, family roles and e‘rrnotion‘al bonds. In addition, they provide
a convenient documentation tool for understanding and recording family
functioning and dysfunctions, values, abuse patterns (emotional, physical, '
sexual, and substance), abandonments, communication patterns and parental
"tapes”, family customs, religion, educ\ation, gender role models, and.
expression and resolution of anger, sadness, and grief.

Molest experience. As discussed by Feinauer (1988, 1989), Finkelhor

(1986), and Wyatt and Newcomb (1990), several factors influence the severiiy
of the effects of CSA on adult survivo~rs; and the meaning assigned by 'survi\jors
to the abuse. These include: the typefo‘f abuse (including type of sexual act);
location of the abuse; relationship of the offender to the victim; gender of the
offender; use of force and aggressidh;, age at onset and age at last incidence;
'duration of the abuse; telling or not telling as a child; parental reaction; and
institutional response. Hindman ,(1989) also focuses considerable attention on
the relationship of the offender to the victim's significant others, and to system

participants. In the section of her assessménf called Developmental
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Perspective, she focuses on the victim's sexuality development before and
during the molest period.

Developmental history. -Seligman (1986) breaks the developmental

history into infancy, early ,c.'hi‘l.dh'ood, middle chilq'hood,, late childhood/puberty,
and adulthood. She also inCI%ud:e's in the ad:urlthdod‘portri.(’):nr of the
developmental hiStory questions related to the client’s»‘ educational, vocational,
social, relatiohshvip, andﬁ sexual experiences.

Cormier and Cormier (1991) diviAd‘e the social/developmental history into
preschool, middle ch»ildhood, adolésbence, young adulthood, middle aduithood,
and late adulthood. They also separately cover the client’s education, vocation,
social, relationship, and sexual history.

Medical history and overall status of current health. ‘This area of the
interview will result in an u:nder‘s?tan.ding of the significaht“medical and health
issues in the life of the CSA survivor. In their interview forrﬁat, Cormier and
Corm:i,ef (1991) include prior significant illnesses and surgeries, current health-
related complaints or illnesses, treatment received for current complaints,
significant health probl‘em-s in the client's fam‘ilzy of ofigin, sleep patterns,
appetite levels, exercise patterns, current medications (to include recreatiohal

d'rug usage), and allergies.

Diagnosis, Goal Seiting, and Treatment Planning
The remaining tasks of the intake counselor a-fe t*o'esAtaini-sh a preliminary

diagnosis of the client's diso:rde.r(‘s)-, to wdrk with the client in establishing long

range goals and objectives for recovery, to detérrhine an‘-appropriate initial

treatment plan.
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‘Preliminary Diagnosis

Once the client's history is taken, the intake counselor must then convert
the anecdotal information obtained into a diagnosis. Cormier and Cormier
) (1991) use a format for the DSM-HHI-R diagnoses that would be acceptable to
most mental health agencies which require a multiaxial diagnosis. They‘
include the descriptive titles and DSM-I‘II‘-R codes for Axis 1 clinical syndromes
and Axis Il personality disdrders. Ax‘ié 1\, p_syéhological stressors are ranked
and an overall stressor severity is assigned. For Axis V global assessment of
functioning, the DSM-11I-R code should be detérmined for both current
functioning as well as highest funétioning over the past 12 months (APA, 1987).
A summary of definitions and DSM-III-R 'diagnostic criteria for disorders and |
conditions commonly associated with adults having a history of CSA is included
in Appendix C.

Preliminary Goal S‘ettind

Goals are necessary in order to develop a treatment plan, to assess
progress, and to give direction to the counseling process. It is.also a mutual
process, involving clients and their counselor. The goals should be clear and
measurable, with time limits estimated for their completion. They may be long-
term or short-term (Seligman, 1986).

The overriding goal of treatment of adult survivors of CSA is typi.ca'lvljy to
repair the client's self-image which is always severely damaged by the abuse
(Gil, 1990; Nasjleti, 1980; Rosenthal, 1988). In additidn, CSA survivors also
ij»st sénse empowerment before they can combat their sense of entrapment,
despair, helplessneés, isolation, or self-blame. Ad'ult survivors must internalize

a sense of control of their lives. They must understand that they ¢an change,
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and that their efforts need to be focused on those situations which they wish to

change. Then they can develop realistic_plans for those changes.
Other.goals supporting the overall recovery process will typically include

instilling hope, resolving specific issues of the trauma and associated

memories, grieving, and affiliation (Gil, 1990).

Preliminary Treatment Planning _

Treatment phasing, important in ‘working with any client, is critical with
adult survivors because of fears a.nd‘d'oubtsthey have about themselves and
others. They may have a limited ability td interact and responsd, and their lives
ére constricted by fear, shame, guilt, longing, and isolation. Counseling must
proceed cautiously, with sensitivity and purp_osefulness. Only after a
"t:herapeutic alliance is formed can theraby_pfoceéd, and this is done slowly and
deliberately. - The process includes setting a safe }structure, establishing a |
trusting relationship, validation, allowing dénial, and giving the client choices.
(Gil, 1990).

Both individual and group therapy techniques have been shown to be
effective in treating adult survivors of CS"A“(HaII,, Kassees, & Hoffman, 1986).
: -Th'ey also suggest that rh'ariy g:réup me;r;nbeks, also undergo individual therapy
using each to support}the»othrer., Some diﬁnic;ianél (Goodman & Nowak—Sci‘beIIi_,
1985) require that group members‘b‘e' in co.néd}rént individual therapy. Group
therapy is especially effective with adult $urvivors of CSA working on issues of
trust, Iétting go of shame and guili, acCepting'the self as worthwhile and lovable,
and confronting powerlessness (BIake-White& Kline, 1985; Wooley & Vigilanti,
1984). | |
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In their review of the literature, Dye and Roth (1991) identified three
modalities of treatment of adult survivors of CSA: crisis intervention,
psychoanalytic psychotherapy, and cogniﬁ%/‘.e-behavioral therapy. McCarthy
(1986) suggests a cog,ni’ti'v'e,-behavio.»ralj model for use with survivors of CSA in
understanding and modifying the process of victimization, especially in
regaining a sense of their sexﬁali‘ty.. o |

~ Gender issues between clients and individual counselors may be
i'mportant to the client initially, but there ‘is-:nothing that fundamentally prevents
the possibility -6f good co.l_mseling bétWeen clients_ and counselors of opposite
sexes (Westerlund, 1283)

- Summary
This chapter prdvided a ~re\/iew_-of'fliteraturé addressing various aspects of

intake, assessment, diagnosis and .t~reétm.e»nt planning specific for adults with a
CSA history. There has lpeén very ]ittle‘ written specifically dealing with the |
inta-ke and assessment of this populati-o}r'\.A The Dissociative Experiences Scale
and the Dissociative Disorder Inventory Schedule are two éssessm-ent '
instruments currently being widely used‘w;iih this population, but they have
limited applicability because such a wide variety of Symp_tomato-logy is
corhmon,l{y seen in assessing thié population. ’Tlifie importance of diagnosis,

goal ‘setting, and treatrhent planning for this population was also reviewed.
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‘ CHAPTER 3
METHODOLOGY FOR iNSTRUMENT DESIGN AND EVALUATION
Chapter 1 posited the need for the development of a new intake instrument
for use with édult survivors of CSA who have_‘specific memories of their CSA
history. Chapter 2 discussed current literature relevant to content of structured
intake interviews and reviewed literature defining areas of asséésment interest
for this population. This chapter describes the approach uSed to gather data .
from which ihe preliminary list of items was selected, identifies a preliminary list
of intake interview items, discusses the methdd used in establishing counselor
ratings of the utility of these interview items, describes the preliminary
instrument d'esign seleciéd for field evaluaiidn, and outlinés the prdcess used

for that evaluation.

Data Gatheri‘n

Three areas of interest were explored in developing thé list of items for
potential inélusioyn in the preliminary intake instrument. - Firstly, common practice
was assessed by requesting copies of intake and assessment ihstruments erm
20 mental health providers _in the local community who advertise that they
proVide service to adult survivors of CSA. T'on organizations responded with
intake and assessment instruments specific to this popuiation, Intake |
instruments from all other respondees consisted of a generalized form
reqU'estihg client identification and financial déta, somev.very limited information
about the presenting problem, and a simplified symptom checklist consisting of
one or two word descriptors. A few.agencies responded by saying they had no

standardized intake format and that their counselors used their own. Appendix -
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B provides a list of agencies polled and a sample of ‘the letter sent requesting
the information.

Secondly, several contract counselors at the agency for which the new
intake and assessment instrument was proposed were polled re'garding 4}
their use of current intake information, (2) their likes and dislikes about the
current intake information, and (3) what changes could be made to current
practice in order to improve both the utility of the information and likelihood that
they would use it. In addition, intakelcounselors at the agéncy were also polled
regarding their attitudes, likes and dislikes about the current intake process. |
Appendix D provides the form used for the survey of the contract counselors’
utility of client in{ake information. ,

Finally, a thorough review of research Iiteratufe and published texis on the
subject of adult survivors of CSA was conducted, in addition to a review of
current counseling texts on the subject of intake interviews, to provide a format
and construct basis for developing items for consideration in the preliminary
instrument desién. |

liem ldentification: I.nt‘ék‘e Interview, Assessment, and Diagnosis

This section identifies the items chosen for consideration in the preliminary
design of the intake interview and aséessment instrument. Iltems are presented
in the order in which they might reasonably appear in an actual structured
interview instrument. |

Common practice dictates that client identification, financial, and referral
information ié self-reported on a preprinted form usually administered by a
receptionist. The remainder of the items form the basis for the structured

interview.



Client ldentification, Referral and F|nanC|aI Informatlon

1. Client Identification: (Cormier & Cormler 1991; Seligman; 1986)
Name?
Address?
Home and work telephone numbers’?
Social security number (common practlce)’7
Date of birth? |
Gender? _
Ethnic/cultural affiliation?
M.arita-llrelationship status?
Other members of the household: names and ages?
~ Spouse or significant other?
Children? A
Other relatives living in the same household?
Other biological children, if living elsewhere?
Occupation?
Employer information (common practlce)‘?
~ Name? "
Address?
Full time or part time?
2. Referral Information (comm'on-_practice)..:
Name, address of agency?
Name of referral source?
Approprlate contact mformatlon’?

Reason for referral?

38



Status of referral documentation?
3. Financial information (Cbm-rﬁon Practice):
Name and address of person to be billed if other than client?
Sources and amounts of income? |
Medical insurancev'company?
Counseling coverage?
FUnding support from referrél agency?

Counseling History, Psychiatric Hospitalizations, Suicide Attempts, and

Substance Abuse History

The nature and importance of this section of the intake interview are
discussed in Cormier and Cormier (1991) and Sgroi and Bunk (1988).
4. Past Counselihg Experiénces or Psychological Hoépfita'li»zations
(for each experience):
Dates of treatment period?
Type of treatment received (inpatient,_ outpatient, individual or
group counseling)?
" Reason for treatment (presenting problem)ﬂ?
Outcome of tréatment? |
Reason for terminating,treé-tment?'
~ Drugs prescribed for emotional or psycvhologi'cal problems?
5. Cu.rrént Counseling or Psychblogicali Treatment Relationship:
Name of counselor?
Contact information?
Date begun?

Type of treatment (individual, couple, family, or group)?



Frequency of treatment?

Presenting problem?

Progress?

'Drugs currenﬂy p'rescribéd-' (type-,”namé-, dosage)?

intentions fqr continuétion, termination?
6. History of Suicide Attempté‘(,for each attempt):.

Date? |

Method?

How interrupted?

Current ideation (thought, plan, time, opportunity)?
7. Substance Abuse History (for each substance):

Substance?

Dates of abuse or addiction?

Treatm-eht fece’ived (counseling, 12-step, outpatient, inpatient,

none)?
How long clean or sober?
Current usage?

Presenting Problems

8. Presenting Problems (Cormier & Cormier, 1991)
(For each prdble’m- presented, identify specific DSM-III-R
symptomatology for later diagnosis.)
»Cl“ient's,descripiion of current problem?
Time of onset?
Othér events occurring at the time?

Frequency of occurrence?

40
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Thoughts, feelings, and behaviors associated with the complaint?
When and where it occurs the most, or least?

Events or persons that precipitate it, make it better or worse?
Previoue'soIUfio-ns or plans that have been tried, with what resulis?
What made the client decide to seek help at this time?

If referred, WHat: precipitated referral at this time? |

Personal History

9. Family of Origin (Alexander & Lupfer;, 1987;Carson, Gertz, Donaldson,
&Won.derlich, 1990_;,,C_OIe & Woolger, 1989; Feinhauer, 1988, 1989;
Houck & King, 1989; & Ingram, 1985; McGoldrick & Gerson, 1985)
(Use a genogram format to identify and :pictorially show the
relatlonshlp of S|gn|f|cant family members.)
| a. ldentify fam|ly members (include ages of those living, if

deceased note age at d,eath., year of death, and c.ause).

Parents (including step and adoptive)? '

Siblings (including half-brothers and siis’t’ers, and including
miscarriages and infant deaths, if knewn)?

Children (including adoptions and stepchildren, and those
not currently living with you. Also note miscarriages
and infant or childhood deatih-s)'? |

‘Gran,dchild-,ren, if appropriate?' |
Others, if significant, might include aunts, uhcl’es, cousins
| grandparents, or great-grandparents. 4
b. Other i:nfOrmetion of each family member identi‘fied; as known:

Character?
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Notable behaviors?

Role in the family?

Education?

Vocation? 7

State of health (note major medical or psychol‘ogical
problems)

Dates of clients marriages and divorces?

o o

Other family marriages and divorces?
e. Emotional bonds or splits of immediate family?
f. Significant family Cu’stoms, rituals, or ceremonies?
g. Family secrets or myths: |
Substance abuse (note for each relevant family member)?
Emotional, physical, or sexual abuse?
| h. Family patterns
Gender roles (dominance, submission, power)?
Communications? A
Display of affection or sexuality?
Sexual attitudes and values?
Crisis management (death, grief, accidents, birth defects,
psychological or medical problems)?
Emotional expression (anger, sadness, joy)?
Approaches to decisio‘n making and problem solving?
Significance of r,el-ig,i,c'm:?'
Mobility? |

i. Client role models (positive, negative)?
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j- Cli’eht's perception of inherited traits, if ahy?

k. Notable ways client is cor'xformin.g'tov; or has departed from
family patterns? | |

10. Molest Experience and Sexu,aliity_ (Feinauer, 1988,, 1989; Finkelhor,
1986; & Wyatt & Newcomb, 1990):

a. Molest'éxperience (if onl:y one perpetrator, reco‘rc‘lv first and last
incidents, or incidents with most current traumatic memory; for
multiple perpetrators, summarize the experience with each
perpetrator):

Age.'(fo:r each event, or age at onset and at termination)?
Name of molester?
Rel:éti:o:nship to ‘survivon;f?
Freq uén,cy"of molest?
Sexual activity?
Level of force or coercion?
Location?
Others involved?
Sensory memories?
Sexual response?
Childhood disclosure?

Who?

Response?

Legal action?
Adult- disclosure?

Who?
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Response? ’
Client's feelings of guilt, or responsibility for the molest?

b. Sexuality assessment:

Sexual identity?

Sexual orientation?

Arousal assessment?

Sexual phobias or obsessiqns? '
Sexual dysfunction?

11. Developmental History (Cormier & Cormier, 1991; Seligman, 1986)
For each of the periods below, discuss significant events, medical or
mental issues, disc;ipline, self-esteem, sexuality, significant

. friendships and relationships, academic, vocation, spirituality):

Early childhood (0 to 5 years)

Middle childhood (6 to 12 years)

Adolescence (13 to 18 yéars)

Early adulthood (19 to 25 years)

Adulthood (over 25 years to present, with emphasis on current
ifunctioning,, marriage,divorce, family, vocation, sexuality,
and use of leisure time)

12. Medical History and Overall Status of Cur'ren-t Health (Cormier &
Cormier, 1991; Seligman, 1986):

Prior significant illnesses, hospitalizations, and surgeries?

Current health related complaints or illnesses?

Onset (acute or chronic)? |

Treatment received?
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Any history of serious ‘physical symptoms for which doctors could
find no explanation?
Sleep patterns?
Appetite levels?
Exercise patterns?
Allergies?
Current medications (name of drug, dosage)?
Assessment | o ‘

13. Current Effects of Childhood Trauma (Hawes & Kern, 1989)
(Evaluate effects on current functioning in each of the following seven
areas as: none, mild, medium, or s‘ever.e. For each area rated |
medium or high, give specific examtples of currently malad’apfive
thoughts, fneelin‘gs.,‘ or behaviors.)

Self-worth?

Intimate relationships (including sexuality)?

Nurturing (including parenting, and parenting of parents)?
Social relationships (sense of community, extended family)?
Spirituality?

Occupation?

Leisure?

14. Summarization of Symptomatology Pertaining to DSM-11I-R
Diagnoses (APA, 1987):

- Preliminary Diaqnosiys

15. Preli_minary Multiaxial DSM-1lI-R Diagnoses (APA, 1987): |

Axis | (clinical syndromes, including V-codes):
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Names and DSM-HI-R codes?
Axis Il (personality and specific developmental disorders):
Names and DSM-11I-R codes?
Axis Il (summary of physical disorders):
Axis IV (assessment of psychological stressors):
List of stressors within past 12 months, ranked in terms of
impact. A
Overall assessment of stressors?
Axis V (assessment of global functioning):
Current assessment?
Highest level of funcfioning in past 12 months?

Preliminary Goal Setting and Treatment Planning

The following discussion pertains to Sets 16 and 17 on the counselor
questionnaire. |

At the agency for which the new intake instrument was targeted,
preliminary goals and objectives (Gil, 1990; Nasjleti, 1980; Rosenthal, 1988;
Seligman, 1986) are generalized for adult survivors of CSA. Specific goals and
objectives for each client are established by the client and the individual or
group counselor to whom they are assigned. Progress toward specific goals
and objectives are measured, reviewed with the client, and reported every 90
days by individual and group counselors.
| Generalized goals-include reduction of the effects of the trauma,
improvement of associated problems, and resumption of any devélopment
arrested by the abuse. Generalized objectives include assessing client

defenses and their patterns or rules of maintenance, establishing a therapeutic
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relationship with the counselor and group members, replacing self-defeating
practices with those that are self-determined and healthy, and beginning the
process of self-actualization. These are reviewed with each client at the end of
the intake process, along with a discussion of individual and group therapy
processes. | '

Preliminary treatment planning at the agency consists of a determination of
the need for individual or group therapy, or both, and the readiness of the client
for the group therapy experience. Selection of individual therapy is most often
dependent on the client's ability to pay for services. If a client is assessed as
being prepared and appropriate for group, and has limited resources, the
agency recommends the client enter group therapy because of its therapeutic
benefits (Carver, Stalker, Stewart, & Abraham, 1989) in addition to its cost
effecfiveness.

Counselor Rating of ltems

Four contract counselors from the agency for which the new intake
interview instrument was intended were each given a set of thekin.take items and
asked td rate the utility of the information provided by the interview. Counselors
who participated in the rating we’re selected by consultation with the treatment
coordinator for the agency.

Only item sets 4 through 17, described in the previous section, were rated
because itemn sets.one’ through three 'are primarily administrative in nature and
are mandated by current practice in most agencies. The counselbrs were asked
to rate both the utility of each of the 14 sets of items as a set and the utility of
each of the items within the set. Appendix E provides instructions and a copy of

the forms used for counselor evaluation of item sets and items.
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A five-point scale was used for rating individual, sets and items within the
set. Counselors rated the utility according to the following terms: “leave out”,
"seldom useful", "sometimes useful", "often useful", and "must have”.

Fi‘esu:lfs of this counéelor evaluation 'vof instrument item sets and
- modification to the sets based on this evaluaﬁon are summarized in Chapter 4.

Prélimi‘nary‘ Instrument D‘es’vignv
Based on an assessment of initial counselor input regarding the utility of
the current intake instrument, information gained frofn r_e_\_/i_ew of t,he: literature,
“and counselor input regarding utility of the various item sets and items within
the set, a preliminary ‘instrument was designed for field evaluation. A copy of
this vinstrurment' isvvincl:ude}d in Appendix F: Preliminary Intake 'Ihtervie'w and
Assessment Instrument Designed for Field Evaluation.

Field E-val-ua’gion of Preliminary Instrument

All five counselors who conduct intake interviews of adults with a 'hist‘ory of
CSA at the agency for which the interview and assessment instrument is being
tafgetedv were used in the field evaluation. They were given a questionnaire to
use after completion of the intake interview to rate various aspects of the
instrument. Although the intake instrument ié similar in content to the existing
instrument at the agency, it is vastly different in terms of orgavr.lizat‘ion, style,
prompting of the interviewer, and detail. Each evaluator was asked to evaluate
the instrument with a minimum of two intakes. Append‘ix G provides the
guestionnaire usedi for cdunseldr evaluation of the rpirei‘liimi‘n.ary intake and

assessment instrument.
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' Summary
The met'h'odollogy used in desighing and evaluating the intake and
assés)sment instrument included: (1) a re\)iew of current IoCaI.pr'actice; (2 a
. review of the literature; (3) a pré[)ivminary selection of item sets and items; (4) a
review of these item sets and items By counselors in the field; (5) a preliminary
design of an intake and assessment instrument for field evaluation; and (6) a
| field evaluation of that instrument by counselors conducting intakes on adults

presenting with a history of CSA.
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CHAPTER 4
RESULTS
This chapter presents the results of the four main phases of this project. It
begins with a discussion of the counselor feedback received on the utility of
| information supplied by the current intake process. This is followed by a
discussion of the counselor ratings of thé candidate items and item sets on the
new intake and assessment instrument.. Then, there is a discussAion of the
modifications of the items and items sets and the format used in the preliminary
i‘nstrument.designed' for field evaluation. , Fi"nalljy, there is a discussion of the
‘feedback received from intake counselors who evaluated the preliminary intake
interview and assessment instrument.
Utility of Information Currently Provided by Intake Process
The questionnaire used »in this phase is presented in Appendix D. Eleven
counselors were given q‘uesti‘onnair}es. Five counselors responded with
completed questionnaires.
| The number of individual c‘.IientsfcurrentIyA being served by the ,
respondents ranged from 8 to 15, ahd the number served during the past year
ranged from 12 to 35. In terms of group clients, the humber currently being
served ranged from zerb to 24, with the approximate number served during the
past year ranging from 15 to 40. | ,
Two of the counselors résponded that they review the client intake
informaﬁon only about two percent of the time. One counselor indicated that
she reviews intakes for all of her cI.ients; The others indicated that they

reviewed the intake data about 33 to 50 percent of the time.
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Several reasons were given for not reyiewing the files. These are included
_inthe list below with the ones given most frequently listed first:

Not paid for time ‘spent reading files (4)

Time consuming, and little available time (3)

Diff‘iculty in fi'nding relévant material in poorly organ.ized files (2)

"Need for one-page summary sheet”

."Muvst be read at agency"

"Files locked at night” |

- The respondents wére fairly uniform on their assessment of the utility of the
various aspects of the current intake. One of the counselors who only reviews
‘two- percent of her client's intakes marked everything "seldom used”, but
indicated that she thought the agency should continue to provide all the various
items. For the other respondents, everything-Was marked either "often used" or
"aIWa_ys used" ekcept as shown in Table 1.
When asked to describe the things they like about the current client intake

information, the responses were as follows:

"Verbal reports from the intake workers."

"I like it all.”

"Like question about guilt for molest.”

"Like the DDL."

"Good questions.”

"Need the background énd' developmental history."

Statements regarding dislikes included the following:
-~ "l'would like a summéry'pag,e."(followed‘ by a list of what it was to

include).
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"I have not been briefed on how to interpret the DDIS results.”

"It should be xeroxed-and placed in our boxes when client

assigned to make it expedient. We could read it at our own

conve.ni'enceuand return it or destroy it or keep it until client

leaves. Surely we can be trusted for this."

"Info-history-broken down into age, is still overwhelming, hard to

process”

\'

Table 1. Number of deunseIors Rating Current Intake ltems as "Sometimes
Useful" or "Seldom Useful”
Number of Counselors

Sovmetim?es ~ Seldom
ltem Usef,UI ' Useful
Intake Treatment Plan 1
Referral Information i i
Client's Situation | 1
Vietim's S’i'gnific'ant Others/Offender R'elati'onshiips 1
Victim/Victim's Significant Others Relationships 1
Drug PresCripti'or‘JvHistory 1
Medical Information 1
Current Medications 1
DDIS Raw Score 'Dat'é 1
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The only change recommenyded was made by two of the respondents.
Their suggestion to make the intake shorter and more concise, short enough so
they could automatically be glven a copy of it.

Intake workers respons:ble for: conductlng the mtake interviews at the
agency were also interviewed about problems they have in administering the
current intake. Their comments included the following:

"On several occasions I've had to uée three sessions to finish it."

"It's just too long."

"It's no wonder our files are so Stuffed. A 24-page, 4-hour intake
is ridiculous.”

"There's so much of it | usually leave blank, or that has only one or
two words on it. it's wasteful."

The results of this p.éft,df thé project would indicated that even though the
intake is not used uniformly by all Vcounse'lor's, there is a general acceptance of
the need for the information proVided. People are also in general agreement
that it is too long, and should be shorter to reduce stress on the client and to

make it more affordable to provide the counselors their own copy.

Counselor Rating of ltems and Item Sets
Four counselors were given the opportunity to rate the candidate items and
.item sets. Appendix E provides a copy of their instructions and the rating forms.
Two counselors rated item sets only. Two counselors rated both item sets and
individual items. There was notable consistency in ratings of the items and item
sets among all four counselors. | »
Except for item sets shown in Table 2, item sets received either "often

useful" or "must have" ratings.
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Table 2. Number Qf Counselors Rating ltem Sets as "Sometimes Useful" or

"Seldom. Useful"

Number of Counselors

Sometifnes | Seldom
Set No. Descriptib_n | | ~ Useful Useful
1‘1 'Deveiopmvent History 1
12 Medical History . ' 2
14 DSM-1II-R Symptomatology 2
15 Preliminary Multiaxial Diagnosis 2
16 Preliminary Goals & Objectives 3 1
17 Preliminary Treatment Plan 3 1

in addition, only one. item set in particular seemed to generate a diversity of
opinion: ltem Set 8, Presenting Problems. éecause of the anonymity of the
evaluators, all four were cothactedvto discuss their opinions about the
presenting problem. Two counselors offeted that the presenting broblem was a
history of CSA, and that all they really need’e}d was the symptomatology
as‘so.ciéted. with their current way of life. Th’é other two, upon further discussion,
agreed that most of the essential information was contained elsewhere in the
intake. Also, one of the counselors noted that the presenting problem for adults
with a CSA history changes rapidly and that the initial counseling focus is one

of crisis management.
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Modification of ltems Sets for Use in the Preliminary Instrument

As noted in the previous section, only one item set was identified as
potentially unhecessary in t'he. intake instrument. For the d'e‘sign'of the
preliminary instrument, ltem Set 8, Presenting Problems, was omitted. The
preliminary instrument designed for field evaluation is presented in Appendix F.

This six page format replaced, durihg. the evaluation, a thirteen page
format. Major differences include: (1) addition of a genogram format with which
to gather family constellation data, discuss individual family members, and note
intergenerational personal characteristics; (2) a Family Characteristics section,
following the development of the genogram, with which to develop an
understanding of family patterhs, family secrets, and the clients identification of
role models and inherited traits; (3) a section forAevaI'uati,ng current effects of
childhood trauma in sevén Adlerian-based aspects of life, by identifying current
examples of maladaptive behaviors, thoughts, 6r feelings; and (4), a Summary
of DSM-11I-R Symptomatology for collecting major symptoms for use in
subsequent diagnoses.

Field Evaluation of Preliminary Instrument

Twenty copies of the field version of'the prelimihary instrument were
printed for use at the.agency, withAcounselor e\‘/aIUat.ion sheets attached. The
evaluation sheet is provided in Appendix G.

Four intake counselors were briefed on the new form by the researcher.
During the briefings, two concerns emerged. The first was that because of the
shortening of the form, and collapsing of the some of the lines, there wasn't as
much room to write as on the previous form. The second was that only two of

the five intake counselors (including the res’earchAer) had had formal training in
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developing family histories using the genogram technique. A short training
session was then conducted on the development of genograms.

One other factor impacted the field evaluation, although minimally.
Because the form was experimental, agency management decided that the form
would not be used with certain clients. During the field evaluation period, there
were onljy three cIients'for‘whom the experimental intake instrument was not
used.

A total of 12 critique forms were collected from four intake counselors. All
concerns have been focused on the same two issues that were identified at the
outset, during training: discomfort with use of the genogram and inadequate
writing space. | ,

Positive responses have included the following: | ’

lt's much easier because of the new formatting of information.

I've been able to compklete an entire intake in one session.

| really like the section where we assess the trauma on current
functioning.

No areas have been suggested for ifnprovement except for the writing
area, and no one has reported any area of their client's life that were not
covered by the intake instrument. -

| V»,Summrary- o

Results of four phases of the project wererrreported. In the first phase, five
counse.lors ratedA the utility of ihformation found on a current intake instrument
and provided information on how often they used the intake files for their clients.
They indicated that when they used fhe files, they found most of the information

useful. They also suggested changés that would increase their utility of the



57

| information. In the second phase, four counselors rated 17 item sets proposed
for the new intake instrument, and found the proposed information generally
useful. A preliminary intake and assessment instrument was designed for field
evaluation based on the literature review and the feedback from the first two
phases of counselor input. Resultis of the use of the preliminary instrument by

intake counselors were reported and were generally satisfactory.
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CHAPTER 5
SUMMARY, DISCUSSION, AND RECOMMENDATIONS
| Summary

The prevalence of adults having a history of childhood seanI abuse
(CSA) is estimated {0 be approi(imately 28% for females and about 16% for
males. Since the mid-1980s several programs have been developed for
treatment of this population. i\/luc'h' has been written to guide therapists who are
trying to detect' this history in clients who have repressed or-suppressed the
abuse. However, little research has been done in the area of interview and
a-sséssment of that portion of this population that presents with é-kn‘own history
of CSA. This project used coUnSeIor and research inbut to develop an
lnstrument that is thorough yet reduces interview time, and that offers the
potential of greater use by counselors to whom clients with known CSA
histories are referred. A'field test of the preliminary instrument was conducted
and a copy of the intake used fbr‘vthaft‘ field evaluation is included.

| Discussion

This thesis project resulted 'in a.h i.ntake interview and assé'_ssment
“instrument that is useful with. aduilts presenting with a history. of CSA. ltis well
formatted and is shorter in both document length and time to administer than
existing intake instruments for thé same population. It provides information
deemed necessary by counseiors to whom clients from this population are
bei'ng referred. Minor revisions in writing space allotted to different sections of
the instrument may make it more useful. In addition, morevtr.ainving onthe
deV-eImeent and use of genogram techniques would be req'uireq to fully

implement the new instrument.
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- For the agency within which the field evaluation waS- conducted, because .
of the reduced time to administer the instrument, it also offers the potential for
reduCed.waiting time between the time the client calls for an appointment and
the:-'timé they can sch‘edu;l‘e their first session with an intake counselor. It also,
therefore, is likely to r-éSu»It:in that client being assighed a counselor or a group
in a shorter time than they cwrently_expe'rience. |

Recommendations for Future Research

Instrument for Assessing Functioning in Each of Seven Adlerian-based Life
The seven Adlerian-based life tasks (Héwe's & Kern, 1989) provvide a

potentially b’réad foundati_on upon which to base several 'stud.ies.

~ The first task wduld be to develop an instrument specifically for the | ‘
pu-rpdse of evaluating f?unétioning of adults in the seven Adlerian life task areas.
Because this instrumenf would have the potential for use as a basic data
colleétion method for résearch studies, in addition to intake assessment and
progress evaluation, it would be very important tb establish high confidence in
its validity and rreliab'ility. Very closely controlied studies WQ-uiId have to be .
conducted using a‘vari‘ety of validation techn.iques, and i»"t,s,r,eliabi'lvity would have
to be carefully assessed.

- A set of questions pertaining to eéc_h of the seven areas would be
developed. Individual itéms would be developed to evaluate subelements of
each of the seven atea_s. In order to get a‘qvuantitative aéseSS’m‘ent of each of
the seven areas, one would probably want to have several items for each area
with“ a Likert-type response scale which would allow the respondent to choose

along a continuum of possible responses. Assessments of each area would be
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. provided when scored, along with a composite assessment of overall
functioning. A quantitative composite asséssment_comparabl’e to the DSM-III-R
(APA, 1987) Global Assessment of Functioning woul‘d be useful because that
scale is familiar to most counselors. . |

Once the instrument had‘demonstraied validity and reliability, it could be
used for several p-urpdses. Ton purposes_'for wyhich it would seem ideally suited
are (1‘) client assessmént.and e_valu»ation,.'and (2) as a research instrument.

Client assessment -énd progress eVaIuation. The concept of this
instrument seems particularly appropriate for use with the population of adults
having CSA hisiories, because its purpose is 1o assess functioning, not to

~diagnose. Adults with CSA histori,és often present with complex
symptomatology, which defies DSM-I-R diagnosis. Counselors are most
typically faced with a client who wants td improve their functioning in various
areas, and DSM-‘Ill-R d-iagnoseS‘,.SUpplie_d by existing instruments used with this
population, are not usUaIIy helpful to either the counselor or the client. Use of
this instrument would tend to depatho‘l_ogizé the clients by steering away from
~_the medical model imposed by the ;DSM-I?H-R’. In addition, it would: (1) provide
significant guidance at intake in assessing specific areas of low, or maladaptive,

- functioning; (2) provide a means of prioriﬁzing the client's work in a Way that is

meaningful to the client; (3) provide a means of monitoring shifts in functioning,

énd assessing balance; and (4) provide a means of monitoring overall
progress.

The instrument could be used at intake for establishing baseline
assessment of functioning in each of the seven areas as well as assessing the

client's overall functioning. It could then also be used periodically to measure
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progress of each client during group or individual therapy. Results could be
~ compared to previous assessments to see which areas were improving,
regressing, or remaining the same.

Research instrument. Several areas of research could be pursued with

sUch an instrument. One study that would seem particularly useful would be a
comparison st.u‘dy of the functioning (b_e‘th compositely, and for the individual
seven areas)' of adults with a CSA history and that of those without. It would |
also be useful to evaluate functioning in the seVen areas, and comnositely, asa
function of several variables traditionally studied in CSA research, such as:
'duration of ab.u'se,. level of force, age at onset, age at terminatio.n, type of activity,
gender of abuser, relatlonshrp to abuser, lntrafamlhal Vs extrafamllral frequency
of occurrence, education level of vrctrm socroeconomrc variables, geographrc
area of current residence, famlly-of-orrgrn factors, and rellglous background.

Focusing the Dtisseciative Experiences Scale (DES)

Dunng thrs study, it was noted that the DES is used frequently as a
screening instrument for dlssomatlve dlsorders Typrcally, if a clrent scores
above 30-35%.0n the DES, intake counselors administer the Drssocratrve
Disorders Inventory Sch.edUIe. Current.ly, clients complete each t.te’m on the
DES by making a mark somewhere Jal'ong an ungraduated scale (marked Q%
on the left, and 100% on the right) indicating the percentage of time they
experience the particuiar phenomenon tndicated by the question. It is then up
to the interp-reter to”assi'gn a number t'o that mark, between 0 and 100, for each
of the 28 questlons of the DES ’ .,

The problem arises when the DDIS is administered upon assessment of

an average‘ score of higher than 30%. The DDIS is a 133-|tem*|nStru,ment that

[N
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assesses a very broad se-t of dissociative disorders as well as other conditions.
Wh‘er‘\fadm:i-nisteri‘ng the DDIS, it is-quite commdn that only a portion of the DDIS
is appropriate for that client. If the DES could be improved in the manner in
which it is scored ) that the results could Identlfy which areas in the DDIS
should be admlnlstered, considerable savings in time and client discomfort
could be achieved.

| The research project would be to determine a way to modify the DES items
and scoring p‘rocess SO that the DES ceuld ‘provi‘de a better mapping into the
‘ DDIS for the purposes of assessing. dissociative dlsorders

Use of Genoqrams

Another erea of research indicated by this hroject; is the further
deve_lopmen_t of genogram tech‘niq-ues speeitieelly for this population. A project
- charact.eri'zi’ng various aspec.ts of the genograms of CSA survivors, such as
patterns',- gender roles, mental or emotional dise‘rders,z communication, and
dysfunctions, would be useful. It aepears that the genogram would also be a
useful tool for gathering research date, perhaps more qualitative, in
understanding the family el'ynamics of CSA survivors.

Fmal Thoucrhts

. The research shows that approxrmately 27% of adult females and 16% of

~adult males in the United States report a history of CSA, and the,annual
ineidence of sexual abuse of children 'seem»_s»to-"be: on the rise. Most of the
gbusers re.por»t that they were also abused, either ~sexually, physically, or

' er'notional"ly", often in all three ways. The professievna‘l community needs to do
everythirtg-possible to make it easier, and quicker,f for these CSA survivors to

get into treatment, and to make the treatment as effective as humanly possible.
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Good i.ntak‘e:interviewing and assessment tools for the intake counselors in
“mental health agencies, methods that provide therapists treating these CSA
survivors ways of priorit‘izing treatment, and new techniques for getting at the
root céu:se- Qf the CSA survivors maladaptive functioning are essential._ Only by

effectively treating the abused, can the cycle of abuse be broken.
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THE UNIVERSITY OF

ARIZONA o
= . . 1690 N. Warren (Bldg, 526B)
HeALTH ScieNCES CENTER , Tucson, Arizona 85724

(602) 626-6721 or 626-7575

Human Subjects Committee

December 2, 1991

James Otis Crabb : ,
Department of Counseling and Guidance
Education Building, Room 218

Main Campus

RE: AN INTAKE INTERVIEY ANVDVASSESSMENT INSTRUMENT FOR ADULTS
PRESENTING WITH A HISTORY OF CHILDHOOD SEXUAL ABUSE

Dear Mr. Crabb:

We received documents concerning your above cited project.
Regulations published by the U.S. Department of Health and Human
Services [45 CFR Part 46.101(b) (5)] exempt this type of research
from review by our Committee.

Please be advised that approval for this project and the
requirement of a subject's consent form is to be determined by your
" department. '

Thank you for informing us of your work. If you have any questions
concerning the above, please contact this office.

Sincerely yours,

u?ﬁ“ﬁv‘vw%
William F. Denny, M.D.
Chairman,

Human Subjects Committee
WFD:sj

cc Departmentai/College Review Committee
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| ‘September 7, 1991

Kevin Thorson

Arizona Counseling and Therapy, Inc.
4550 E. 5th St.

Tucson, AZ 85711

Subject: Request for Information on Intake and Assessment Procedures
Dear Dr. Thorson,

| am a Master's-level graduate student in the University of Arizona's Counseling
and Guidance program. During the past year, | have worked at the Rape Crisis
Center and at Las Familias focusing my professional development in the area of
adults having a history of childhood sexual abuse. My responsibilities have
included conducting intakes, individual counseling, and group counseling with
this population.

For my thesis, | am designing and evaluating a research-based intake
instrument specifically for assessing adults with a history of childhood sexual
abuse, and developing treatment plans. The purpose of this letter is to ask your
support of this project by providing me with a copy of your intake instrument or
procedure specific to this population so that | can begin with a documentation of
that which constitutes current, or common, practice. Inthe absence of
documentation specific to this population, I would also gladly accept
documentation of a generalized instrument or procedure that you are willing to
share.

| have enclosed a stamped self-addressed envelope for your convenience.
Also, in exchange for your participation and support, 1 will be more than happy
to send you a copy of the results of this project.

Because of the schedule of this project, your expeditious response will be
greatly appreciated. If you have any questions, please feel free to call me at
323-1801. ‘

Thank you very much.

Jimmy Crabb
4201 E. Monte Vista Dr., Apt. C102
Tucson, AZ 85712



Major Mental Health Service Providers Serving
Adults Molested as Children
Tucson, AZ

Source: Information & Referral Services, Inc
Directory of Human Services (2nd Edition)

‘Arizona Counseling and Therapy, Inc
4550 E. 5th St.
Tucson, AZ 85711
- 325-5196

Catholic Social Service

P.O.Box 5746

155 W. Helen St.

Tucson, AZ 85705
623-0344

Center for Family and Individual Counseling
430 N. Tucson Bivd. -
Tucson, AZ 85716

325-4837

Cottonwood de Tucson

P.O. Box 5087

4110 Sweetwater Dr.

Tucson, AZ 85703 -
743-0411

Department of Veterans Affairs Medical Center
3601 S. 6th Ave.

Tucson, AZ 85723

792-1450

‘Eastside Counseling Center
601 N. Wilmot, #30
Tucson, AZ 85711

: 745-8791

El Dorado Psychological Associates
1200 N. El Dorado Place
Building F, Suite 640
Tucson, AZ 85715
298-9746
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Family Counseling Agency

209 S. Tucson Blvd., #F

Tucson, AZ 85716
327-4583

La Frontera Center

502 W. 29th St.

Tucson, AZ 85713
884-9920

Las Familias

3618 E. Pima

Tucson, AZ 85716
327-7122

The Mark

4653 E. Pima

Tucson, AZ 85712
326-6182

Palo Verde Mental Health Services
P.O.Box 40030
2695 N. Craycroft Rd.
Tucson, AZ 85712
795-4357

Sierra Tucson
16500 N. Lago del Oro Parkway
Tucson, AZ 85737

624-4000

Sonora Desert Hospital

1920 W. Rudasill Rd.

Tucson, AZ 85704
297-5500

Southern Arizona Mental Health Center
1930 E. 6th St. :
Tucson, AZ 85719

628-5221

Tucson Psychiatric Institute

355 N. Wilmot Rd.

Tucson, AZ 85711
745-5100

69



Southern Arizona Center Against Sexual Assault
P.0O.Box 40306
639 E. Speedway Blvd.
Tucson, AZ 85717
624-7273

Westcenter

3838 N. Campbell Ave.

Tucson, AZ 85719
795-0952

University of Arizona

Student Health Center

North Cherry

Tucson, AZ 85721
621-3334

University of Arizona
Student Counseling and Testing Service
Old Main, Room #200W :
Tucson, AZ 85721

621-7591
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Th»is appendix contains the definitions and diagnostic criteria for a number
* of disorders s_om-etimes- associated with a his.,toAry of CSA. The source of these
definitions and Id-iagnostic criteria is the DSM-III-R (APA, 1‘987)‘,' which should be
referred to for a complete description of the drisdrder prior to making a final

diagnosis.

Adjustment Disorder
Definition:
This diagnosis is used to identify a maladaptive reaction to an identifiable psychosocial
stressor, or stressors that occurs within three months after onset of the stressor, and
has persisted for no longer than six months. In cases of adults with a history of CSA,
" the stressor could consist of memory of the CSA, flashbacks, etc. Specific
mamfestatlons must also be specmed (Adjustment Disorder With...e.g., Withdrawal).

Dlagnostlc Crlterla :

A. Areactionto an identifiable psychosocial stressor or stressors occurnng within three
months of onset of the stressor(s).

B. The maladaptive nature of the reaction is |nd|ca1ed by either (1) impairment in
occupatlonal or academic functioning or in-usual social activities or relationships, or (2)
‘symptoms in excess of normal and expectable reaction to the stressor(s)

C. Disturbances are more than one instance of a pattern of overreactlon 1o stress or an
exacerbation of a disorder previously described.

D. The maladaptive reaction has lasted for no:longer than six months.

E. The disturbance doesn't meet criteria for other specified disorders.

Adjustment Disorder With...

Anxious Mood, 309.24 ,
Us:e: Predominant manifestations include nervousness, worry, and jitteriness.

Depressed Mood, 309.00
Use: Predomlnant manifestations include depressed mood, tearfulness, and feelings
- of hopelessness

Mixed Emotnonal Features, 309.28
- Use: Predominant manifestations include a mlxture of depressed moods and anxious
moods ,

Physical Complalnts, '309.82
Useé: Predominant maniféstations include. physlcal symptoms that are not diagnosable
as a specific Axis Ill physical disorder or condition.

Withdrawal, 309.83
Use: Predomlnant manifestation is social wnthdrawal without depressed or anxious
mood.
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Work (or Academlc) Inhibition, 309.23
Use: Predominant manifestation is an inhibition in work or academic functioning when
previous work or academic performance as been adequate. There may also be an
accompanying mixture of anxiety and depression.

Adjustment Disorder NOS 308.90
Use: Where predominant manlfestatlon is not classmable as a specific type of
- Adjustment Disorder.

Anxiety is.-orders :

Post-traumatic Stress Disorder, 309 89
Definition:

PTSD is typified by development of characterlstlc symptoms following a
psychologically distressing event outside the range of usual human experience,
such as CSA. Onset may be delayed by up to several years following the event.

Diagnostic Criteria:
A. A history of one or more traumatic childhood sexual abuse incidents.

B.

C.

D.

E.

Reexperience of the event(s) in one of thé following ways.
(1) recurrent and intrusive distressing recollections of the event.

(2) recurrent distressing dreams of the event :

(3) sudden acting or feeling as if the event were recurring (including a sense of
reliving the event, illusions, hallucinations, or dissociative [flashback]
episodes)

(4) intense distress when exposed to events symbollzmg or resembling an aspect
of the event.

‘Persistent avoidance of stimuli assocnated with the event or numbing- of general

responsiveness, as indicated by at least three of the following:

(1) efforts to avoid thoughts or feelings-associated with the trauma

(2) efforts to avoid activities or situations that arouse recollections of the event
(3) inability to recall an important aspect of the trauma (psychogenlc amnesia)
(4) diminished interest in significant activities

(5) feeling of detachment or estrangement from others

(6) restricted range of affect

(7) sense of foreshortened future

Persistent symptoms of increased arousal-as indicated by at least two of the
following:

(1) difficulty falling or staying asleep

(2) irritability or outbursts of anger

(3) difficulty concentrating

 (4) hypervigilance

(5) exaggerated startle response

(6) physiologic reaction when exposed to events: symbollzmg or resembllng an
aspect of the event.

Duration of the disturbances (symptoms B., C., and D.) of gt least one month

Obsessive Compulswe ‘Disorder, 300 30
‘Definition:

This disorder is characterized by recurrent obsessions or compuisions sufficiently.
sever to cause marked distress, be time-consuming, -or significantly interfere with
the person's normal routine, occupational functioning, or usual social activities or
relationships. - ‘
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Diagnostic Criteria;

A

B.

. ‘Either obsessions or compulsions.

To qualify as an obsession, all of the following criteria must be met:

(1) recurrent and persistent ideas, thoughts, impulses, or lmages that are
experienced as intrusive and senseless

(2) the person attempts to-ignore or suppress such thoughts or impulses or to
" neutralize them with some other thought or action

(3) the person recognizes that the obsessions are the product of his or her own.
mind, not imposed from without

(4) the content of the obsession is unrelated to another (present) Axis | disorder

To qualify as a compulsion, all of the following criteria must be met:

(1) repetitive, purposeful, and intentional behaviors that are performed in
response to an obsession, or according to certaln rules, or in a stereotyped
fashion

(2) the behavior is designed to neutralize or to prevent discomfort or some
dreaded event or situation; however, either-the activity is not connected in a
realistic way with what is' designed to neutralize or- prevent, or |t is clearly
excessive

(8) the person recognizes that their behaVIor is excesswe or unreasonable

The obsessions or compulsions.cause marked distress, are time-consuming
(more than one hour per day), or significantly interfere with the person's normal

_ routine, occupational or academic functlonlng, or usual social activities or

relationships.

Panic Disorder, Without Agoraphobla, 300 01
Deflnltlon '

Panic disorders are typified by discrete perlods of intense fear or discomfort,
called panic attacks.

Dlagnostlc Criteria:

A.
B.

One or more panic attacks have occurred that were (1) unexpected and (2) not
triggered by situations in which the person was the focus of others' attention.
Either four attacks defined in A have occurred within a four-week period, or one or

‘more attacks have been foliowed by a penod of at least a month of persistent fear

of having another attack.

At least four of the following symptoms developed durlng at least one of the
attacks: .

(1) shortness of breath or smothering sensatlons

(2) dizziness, unsteady feelings, or faintness

(3) palpitations or accelerated heart rate

{4) trembling or shaking

(5) -sweating

(8) choking -

(7) nausea or abdominal distress

(8) depersonalization or derealization

(9) numbness-or tingling sensations

(10) fiushes (hot flashes) or chills

(11} chest pain or discomfort

(12) fear of dying

(13) fear of going crazy or of doing something uncontrolled
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D. During at least some of the attacks, at least four of the C symptoms developed
suddenly and increased in intensity Mm_t,en_m_lnut;es of the beginning of the first
C symptom noted in the attack.

E. It cannot be established that an organic factor initiated and maintained the
‘disturbance.

F. Absence of Agofaphobia.

The current severity of panic attacks must also be specified.
Mild: During the past month, either all-attacks have been limited symptom attacks
(fewer than four symptoms listed in C.), or there has been nomore than one
panic attack. ,
Severe. During the past month, there have been t Ieast eight panic attacks.
Moderate: ‘During the past month attacks have ‘beén between mild and seévere.
In Full Remission: No panic or limited symptom attacks durmg the past six
months.
In Partial Remission: Condltlon intermediate between Mild and In FuII
' Remlsswn

Depressnve Hypomanic, and Mamc Epnsodes

Note: These definitions and diagnostic criteria are used in various Mood Disorder
diagnoses, including Bipolar Disorders and Depressive Dlsorders commonly found in adult
survivors of CSA.

Major Depresswe Eplsode (MDE)
Definition: ;
The essential feature of a MDE is either depressed mood or loss of mterest or
pleasure in actnvntles in addition to other symptoms for a.period of at least two
weeks ‘

Diagnostic Cnterl : ‘

A. At least five of the: following symptoms have been present during a two week
period; and represent a change from previous functioning, and, at least one of the
symptoms is either (1) depressed mood, or (2) loss of interest or pleasure.

(1) depressed mood most of the day, nearly every day, as mdncated by self-report

- or observation by others

(2) - significantly diminished interest or pleasure in aII or nearly all, activities most of
the day, nearly every day, as indicated by self-report or observation by others

(3) significant weight loss or weight gain when not dieting (e.g., more than 5%
body weight change in one month), or decrease or increase in appetite nearly
every, day

. (4) insomnia or hypersomnia nearly every day

(5) psychomotor agitation or retardation nearly every day observable by others

(6) fatigue-or loss of energy nearly every day .

(7) feelings of worthlessness or excessive or mappropnate gunlt (which may be
delusional) nearly every day.

- (8) diminished ability to think or concentrate oF: mdecnsweness nearly every day,

either by self-report or observed by others

(9) recurrent thoughts of death, recurrent suicidal ideation, wnthout a specific plan,
or a suicide attempt, or a specific plan for committing suicide

B. (1) no organic factor associated with initiation or malntenance of the depressed

mood, and
(2) not a normal reaction to death of a loved one (Uncompllcated Bereavement)
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¢

C. No period of delusions or hallucinations as long as two weeks during the absence
of prominent mood symptoms.

D. Not superimposed on Schizophrenia, Schlzophrenlform Dlsorder Delusional
Disorder, or Psychotic Disorder NOS.

Severity of current state:
- 1-Mild: few, if any, symptomns in excess of the minimum requrred to make the -
~diagnosis and only minor impairment in occupational, academic, or social activities
.or relationships:
2- Moderate functlonal |mpa|rment between Mild and Severe
: : several symptoms in excess. of
those requrred to make the dlagn03|s and symptoms. significantly impair
occupatlonal academlc or'social activities or relationships
. delusions or hallucinations
mood congruent psychotic features -- delusions or hallucmatlons whose’ content
is consistent with typical depressnve themes
“mood-incongruent psychotic features -- delusions or hallucinations whose content
does not involve typical depressive themes.. Included might be persecutory
delusion, thought insertion, thought broadcasting, and delusions of control.. -
5 - In Partial Remission: in-between Mild and In. Full Remission, and no previous

Dysthymia
6 - In Full Remission: no srgnlflcant signs or symptoms of disturbance in p@t Six
months

0 - Unspecified

Chronic: if current episode has lasted two consecutive years without-a period of two
months or longer during which there were no significant depressive symptoms

Melancholic Type: presence of at least five of the following:
(1) loss of interest or pleasure in nearly all activities
. (2) lack of reactivity to usually pleasurable stimuli
(3) depression regularly worse in the morning
(4) early morning awakening
(5) psychomotor retardation or agitation
(6) significant anorexia or weight loss
(7) no significant personality disturbance before first MDE
(8) one or more previous MDEs followed by complete, or nearly complete
"~ recovery
(9) previous good response to specific and adequate somatic antldepressant
therapy (tricyclics, ECT, MAQI, Lithium)

Manic Episode (ME)
Definition:
The essential feature of a ME is a distinct period during which the predomlnant
mood is either eIevated expansive, or irritable, plus associated symptoms.

Diagnostic Criteria;

A. A distinct period of abnormally and persistently elevated, expanslve or irritable
mood.

B. . During the period of mood dlsturbance at least three of the following symptoms
(or four if the mood is only irritable) have been present to a significant degree.
(1) inflated self esteem or grandiosity
(2) decreased need for sleep
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3 more talkatlve than usual
(4) flight of ideas, or subjective. experience that thoughts are racing
{5) distractibility to unimportant or irrelevant external stimuli
{6) increase in: goal-directed activity or psychomotor agitation:
(7) excessive involvement in pleasurable activities that have high potentral for
painful -consequences

C. -Mood disturbance sufficiently severe to cause marked impairment in occupational,

academic, or social activities or relationships; or to hecessitate hospitalization to
A prevent harm to self or others.

D. No period of delusions. or hallucinations as. long as two week s during the absence
of prominent mood symptoms.

E. Not superimposed on Schizophrenia, Schrzophrenrform Disorder, Delusional
Disorder, or Psychotic Disorder NOS.

F. -No organic factor associated with initiation or maintenance of the elevated,
expansive or irritable mood. .

Severity of Current State
See Major Depressive Eplsode Note: for a diagnosis of mood-congruent
psychotic features, typical manic themes include inflated worth, power,
knowledge, identity, or special relationship with a deity or famous person; -for a
diagnosis of mood-incongruent features, include catatonic symptoms such as
-stupor, mutism, negativism, and posturing.

Hypomanic Eplsode {(HME)
Definition:
An HME is similar to a.manic episode except the disturbance is not severe enough
to cause an impairment in occupational, academic, or social functioning, or to
cause ho’spitalizati’on. Delusions.are never present.

Dlagnostlc Criteria: .
Diagnostic cntena for an HME are the same as categories A and B of the ME criteria.

{Criterion C of the ME criteria does not.apply.)

lepresswe Dnsorders

Note; Use the flfth drglt and the codes for Severlty of Current Episode indicated for MDEs,
to classify current severity:

Major Dep.r.essron-,; Smgl-e Episode, 296.2x
Diagnostic Criteria:
A. Asingle MDE.
B. Has neverhad an ME or an HME.

Major Depression, Recurrent, 296.3x
Diagnostic Criteria:
A. Twoormore MDEs, each separated by at least two months of return to usual
functioning. .
B. Has never had an ME 6r an HME.

Dysthymia, 300.40
Definition: , o
Dysthymia involves a chronic disturbance of mood involving depressed mood for
most of the day, more days than not, for at least two years.
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Diagnostic Criteria: ,
A. Depressed mood for most of the day, more days than not, as indicated by self-
report or by observations of others, for at least two years.
B. Presence, while depressed, of at least two of the following:
{N poor appetite or overeating
(2) insomnia or hypersomnia
(3) low energy or fatigue
{4) low self-esteem
(5) poor concentration or difficulty making decisions.
(6) feelings of hopelessness
Never without the symptoms in A and B for more than two months in a two-year
period of the disturbance. ‘
No evidence of an MDE during the f rst two years of the disturbance.
Has never had-an ME or an HME.
Not superimposed on a chronic psychotic disorder.
No organic factor initiated or maintained dlsturbance

.53."1!'“.U o

Type:
Primary: mood disturbance not related 1o preexisting chronic, nonmood Axis | or
Axis 11l disorder.
Secondary: mood disturbance apparently related to a preexisting chromc
nonmood Axis | or Axis 111 disorder. _
Specify Early Onset if onset before-age 21; Late Onset if after the age of 21.

Depressive Disorder NOS, 311.00 .
Definition;
Depressive features that do not meet specific crltena for a Depressive Disorder
diagnosis or a diagnosis of Adjustment Disorder With Depressive Mood.

Bipolar Disorders-

Definition: '
Bipolar dlsorders usually include one or more Manic Episodes accompanied by one or
more Major Depressive Episodes. The fourth digit classifies the disorder as mixed,
manic, or depressive depending on the clinical features of the current episode.  The
fifth digit classifies the current state. :

Bipolar Disorder, Mixed, 296.6x

Diagnostic Criteria;

A. Current or most recent episode involves a full symptomatic picture of both ME and
MDE (except for the two-week duration requirement) intermixed or rapidly
alternating every few days.

. B. Prominent depressive symptoms lasting at least a full day.

Note: Use ME criteria to describe éurrent state (fifth digit).
Bipolar Disorder, Manic, 296.4x

Diagnostic Criteria:

A. Currently in ME.

‘Note: Use ME criteria to describe current state (fifth digit).
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Blpolar IDlsorder, Depressive, 2956. 5x

- Diagnostic Criteria:
A. Has had one or more MEs.
B. Currently-or most recently in MDE.

Note: Use MDE criteria to describe current state (fifth digit).

Cyclothymia, 301.13
Definition:
Cyclothymia is typified by chronic mood dlsturbance of at least two years' duration

involving Hypomanic Episodes and numerous periods of depressed mood or loss
of interest in pleasure of insufficient severity or duration to meet the criteria for an
MDE or an ME.

Diagnostic Criteria:
A. A period of at least two years in which there has been the presence of numerous
- HEs and periods with depressed mood or loss of interest or pleasure that do not

meet the criteria for MDE.

B. Never a period of more than two months |n WhICh there are no hypomanic or
depressive symptoms. -

C. No clear evidence of an MDE or ME durmg the irst two years of the dlsturbance

D

D. Not supenmposed on a chronic psychotic disorder.
E. -No organic factor evident in initiation or maintenance of the disturbance.

Bipolar: Disorder NOS, 296.70
Definition: ‘
- Disorders with manic or hypomanic features that do not-meet the criteria for any
specific bipolar disorder.

Dissociative Disorders

'Depersonalization Disorder, 300.60

Definition:
Depersonalization involves an alteration in the perceptlon or experience of self in

which the usual sense of one's own reality is temporarily fost or changed, as manifested by a
feeling of detachment from self or feeling Iike_ an automaton, or as if living in a dream.

Diagnostic Criteria:
A. Persistent or recurrent experiences of depersonalrzatlon as indicated by either

(1) an experience of feeling detached from, and as if one is an outside observer

“of, one's mental processes or body, or
2 an experience of feeling like an automaton or as if in a dream.

‘B. Reality testing remains intact during the e_xpenenc_e(s)
C. The’experience is sufficiently severe and persistent to cause marked distress.
D. The depersonalization experience is the predommant disturbance and is not a

symptom of another disorder.

Multiple Personality Disorder (MPD), 300.14
Definition: ‘
The existence within the person of two or more personalities or personality states.
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Dlagnostlc Criteria: '

A. Existence within the persona of two or more distinct personalities. or personallty
states, each having its own relatively enduring patterns of perceiving, relatlng to,
and thinking about the environment and self.

B. At least two of these personalities or personality states recurrently take full control
of the person's behavior. .

Psychogenic Fugue, 300.13
Diagnostic Criteria:
A.- Sudden, unexpected travel away from home or one's customary place of work,
with inability to recall one's past.
B. Assumption of a new identity (partial or compléte)
C. Disturbance not due to MPD or to an ‘Organic Mental Disorder. .

Psychogenic. Amnesia, 300.12
Diagnostic Criteria:
A. An eplsode of sudden inability to recall lmportant personal mformatlon or events
that is too extensive to be explained by ordinary forgetfulness.
B. -Disturbance not due to MPD or to an Organic Mental Disorder. .

Dissociation Disorder NOS, 311.00
Definition: ‘ , _ ,
A disorder in which the predominant feature is a dissociative symptom that does
not meet the criteria for a specific Dissociative Disorder.

Sleep  Disorders

Primary Insomnia, 307.42
Diagnostic Criteria;
A. Predominant complaint is difficulty in initiating or malntalmng sleep, or
_ nonrestorative sleep (adequate in amount, but leaving an unrested feeling).

B. The disturbance in A occurs at least three times-a week for at least one:month, and
is sufficiently severe to result in gither a complaint of daytime fatigue or the
observation by others of symptoms atiributable to the sleep disturbance.

C. Occurrence not exclusively during the course of Sleep-Wake Schedule Disorder
or a Parasomnia.

D. Not maintained by another mental disorder or organlc factor.

Dream Anxiety Dlsorder (nghtmare Disorder), 307.47

Diagnostic Criteria:

A. Repeated awakenings from the major sleep period or naps with detailed recall of
extended and extremely frightening dreams, usually involving threats to survival, .
security, or self-esteem. The awakenings generally occur during the second half
of the sleep period. -

B. On awakening from the frightening dreams, the person rapldly becomes oriented
and alert (in contrast to confusion and disorientation seen in Sleep Terror Disorder
and some forms of epilepsy). '

C. The dream experience or the sleep dlsturbance resulting from the awakenings
causes significant distress.

D. No organic factor responsible for initiation or mamtenance of the disturbance.
(Note: Certain drugs associated with treatment of other disorders commonly seen
inadults with a history of CSA have been reported 10 occasionally cause
nightmares. These include reserpine, thioridazine, mesoridazine, tricyclic
antidepressants, and benzodiazepines.)
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Dyssomnia NOS 307. 40
Definition: o
A disturbance in the amount, quality, or timing of sleep that cannot be classified
into the categories of insomnia, hypersomnia (abnormal need for day-time sleep),
- or sleep-wake schedule disturbances.

Parasomnia NOS, 307.40
Definition: -
Disturbances dunng sleep that cannot be classmed in any specific parasomnia
category, sich as nlghtmares apparently caused by having taken or withdrawn
from certain drugs

Eating Disorders

Anorexia Nervosa, 307.10
Definition:
The essential features of this disorder mclude a distorted body image, mtense fear
of gaining weight or becoming fat, refusal to maintain body welght over a minimal -
normal range for the person's height and age, and amenorrhea in females.

Diagnostic Criteria: ' -

Refusal to maintain body welght over a mlnlmal normal weight for age and height.
Intense fear of gaining weight or becomlng fat, even though underwelght
Disturbance in the way in which one's body weight, size, or shape is experienced.
in females, absence of at least three consecutive menstrual cycles when otherwise
expected t0 occur.

oow>

Bulemia Nervosa, 307. 51
Definition: :
This disorder features recurrent eplsodes of binge eating, feelings of Iack of
control over eating behavior, self-induced vomiting, use of laxatives or diuretics,
strict dieting or fasting or obsessnve exercise, and persistent concern with body
‘shape and weight.

Diagnostic Cntena

A. Recurrent episodes of bmge eating (rapld consumptlon of a large amount of food
in a discrete period of time).

B. A feeling of lack of control over eatmg behavnor during the eating blnges

C. The person regularly engages in either self-induced vomiting, use of laxatives or -
diuretics, strict dieting or fasting, or vigorous exercise in order to prevent weight
gain.

D. A minimum average of two binge eating eplsodes a week for at least three months.

E. Persistent overconcern with body shape and weight.

Eating Disorder NOS, 307.50
Definition:
Disorders of eating that do not meet the diagnostic criteria for specific eating
disorders.
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Gender ldentity Disorders

Definition: _
The essential features of these disorders include a persistent or recurrent
discomfort and sense of inappropriateness about one's assigned sex.

Transsexualism, 302.50
Diagnostic Criteria; :
A. Persistent discomfort and sense of inappropriateness about one's assigned sex.
B. Persistent preoccupation for at least two years with getting rid of one's primary and
secondary sex characteristics and acquiring the sex characteristics of the other sex.
C. The person has reached puberty.

Gender Identity Disorder of Adolescence or Adulthood, Nontransexual

Type (GIDAANT), 302.85

Diagnostic Criteria: o

A. "Persistent or recurrent discomfort.and sense of inappropriateness about one's
assigned sex.

B. Persistent or recurrent cross-dressing in the role of the other sex, either in fantasy
or-actuality, but not for the purpose of sexual excitement (as in Transvesuc

- Fetishism).
- €. No persistent preoccupatlon (for at least two years) with getting rid of one's primary
and secondary sex characteristics and acquiring the sex characteristics of the other
" gex (as in Transsexualism).
D. The person has reached puberty.

Note: For both Transsexualism, 302'.50, and GIDAANT, 302.85, specify history of sexual
orientation:. asexual, ho'mo.sexual, heterosexual, or unspecified.

Perskozna—m»y Disorders (Axis Il), Cluster

Borderline Personality Disorder (BPD), 301.83
- Diagnostic Criteria:
A pervasive pattern if instability of mood, interpersonal re|at|onsh|ps and self-image,
beginning by early adulthood and present in a variety of contexts as indicated by at
least five of the following:

(1) -a pattern of unstable and intense interpersonal relationships characterized by
alternating between extremes of overidealization and devaluation

(2) impuisiveness in at least two potentially self-damaging areas such as
spending, sex, substance use, shoplifting, reckless driving, or binge eating
(not including suicidal or self-mutilating behavior covered in (5)

(3) affective instability, manifested in marked shifts from baseline mood to
depression, irritability, or anxiety, usually lasting a few hours and only rarely
more than a few days

(4) inappropriate, intense anger, or lack of control of anger, including physncal

- fights
: (5) recurrent suicidal threats, gestures, or behavior (attempts), or se|f-mutllat|ng
behavior

(6) marked and persistent identity disturbance as. evidenced by uncertamty about
at least two of the following: self-image, sexual orientation, long-term goals or
career choice, type of friends desired, or preferred values.

(7) chronic feelings of emptiness or boredom

(8) frantic efforts to avoid real or imagined abandonment, not including suncndal or
self-mutilating behavior covered in (5)
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Personahty_ Dlsorder 301 '5'0

Diagnostic Criteria:
A pervasive pattern of excessive emotlonalrty and attention-seeking, beginning by
early adulthood and present ina vanety of contexts as indicated by at least four of the

following:

(1)

®)

constanﬂy seeks or demands reassurance, approval, or praise
is. inappropriately sexually seductive in appearance or behavior

“is overly concerned with. physical atiractiveness
“expresses emotion with inappropriate exaggeration
- is uncomiortable in situations in which he or she is not the center of attention

display.s rapidly shifting and shallow expression of emotions

is self-centered, actions being directed toward obtaining immediate
satisfaction; has no tolerance for frustration associated with delayed
gratification.

has a style of speech that is excessively impressionistic and lacking in detail

Narcissistic Personality: Dlsorder 301 .81
Diagnostic Criteria:
“A pervasive pattern of grandiosity, lack of empathy, and hypersensltlvrty tothe
evaluation of others, beginning by early adulthood and present in a variety of contexts,
as indicated by at least five of the following:

M

@

(3
(4)

6]

®

(7
®

(9

reacts to criticism with feelings of rage shame, ‘'or humiliation (even if not
expressed)

is interpersonally explmtatlve by taklng advantage of others to achieve his or
her own ends .

has a grandlose sense.of self—rmportance

believes that his or her problems are unique and can be understood only by
other-special people

is preoccupied wnth fantasies of unhmrted success, power, brilliance, beauty or
ideallove.”

has a sense of entltlement evrdenced by unreasonable expectatlon of
especially favorable freatment

requires constant attention and admlratron flshrng for complrments :
fack of empathy shown by mablllty 1o recognize and experience how others
feel, e.g., annoyance or surprise when an ill friend cancels and engagement -
is preoccupred w:th feelrngs of envy

Personahty Drsorders, Cluster C

Avomlant Personallty Disorder, 301 .‘82
Dragnostlc Criteria:
A pervasive pattern of social discomfort, fear of negative evaluation, and timidity,
. beginning by early adulthood and present in a variety of contexts, as indicated by at
least four of the following:

(1
@

(3)
4

®)

is ‘easily hurt by criticism or disapproval

has no close friends or confidants (or only one) other than flrst-degree
relatives

is unwilling to get involved with people unless certain of belng liked
avoids social or occupational activities that involve significant interpersonal
contact-

is reticent in social situations because of a fear of saying something
* inappropriate or foolish, or of being unable to answer a question



(©)
)

84

fears being embarrassed by blushing, crying, or showing signs of anxiety in
front of other people

exaggerates the potential difficulties, physical dangers, or risks involved in
doing something ordinary but outside his or her usual routine

Dependent Personality Disorder, 301.60

Diagnostic Criteria.
A pervasive pattern of dependent and submissive behavior, beglnnlng by early
adulthood and resent in a variety of contexts, as indicated by at least five of the

following:

M

(2)
€)

(4)
®

®)
(7

(8)
©)

is unable to make everyday decisions wrthout an excessnve amount of adwce
or reassurance from others

allows others to make most of his or her lmportant decisions

agrees with people even when he or she believes they are wrong because of
fear of being rejected

has difficulty initiating projects or doing.things on his or her own

'volunteers to do things that are unpleasant or demeaning in order to get other

people to like him or her
feels uncomfortable or helpless when alone, or goes to great lengths to avoid
being alone

‘feels devastated or helpless when close relationships end

is frequently preoccupied with fears of being abandoned
is easily hurt by criticism or disapproval

Obsessive Compulsive Personality Disorder, 301.40
Diagnostic Criteria:
A pervasrve pattern of perfectionism and |nflex1b|I|ty, beginning by early adulthood and
present in a variety of contexts, as indicated by at least five of the following:

(1)
@

&)

(4)
®)
(©)

(7)
(®)

©)

perfectionism that interferes with task completion

preoccupation with details, rules, lists, order, organization, or schedules to the
extent that the major point of the activity is lost

unreasonable insistence that others submit to exactly his or her way of doing
things, or unreasonable reluctance to allow others to do things because of the -
conviction-that they will not do them correctly

excessive devotion to work and productivity to the exclusion of leisure
activities and friendships (not justified by obvious economic need)
indecisiveness manifested by avoidance, postponement or protracted
decision making (not as a result of need for advice or reassurance)
overconscientiousness, scrupulousness, and inflexibility about matters of
morality, ethics, or values (not specifically related to rehglous or cultural values)
restricted expression of affection

lack of generosity in giving time, money, or gifts when no personal gain is likely
o result

inability to discard worn-out or worthless objects even when they have no
sentimental value

Passive Aggressive Personality Disorder, 301.84
Diagnostic Criteria:
A pervasive paitern of passive resistance to demands for adequate social and
occupational performance, beginning by early adulthood and present in a variety of
contexts, as indicated by at least five of the following:

M
el

procrastinates to the point that deadlines are not met
becomes sulky, irritable, or argumentative when asked to do something he or
she doesn't want to do
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(3) seems to work deliberately slowly or to do a bad job on tasks that he or she
. really does not want to do ‘

(4 protests, without justification, that others make unreasonable demands on him
or’her ,

(5 avoids obligations. by claiming to have forgotien

(6) believes that he or she is doing a much better job than others think he or she is
‘doing

(7) resents useful suggestions from others concerning how he or she could be
more productive

(8) obstructs the efforts of others by failing to do his or her share of the work

(9) unreasonably criticizes or scorns people in positions of authority

Personality llsorder NOS 301.90
Definition:

This applies to disorders of personality functioning that are not classifiable as a
specific Personality Disorder, and would specifically apply to the case wherein
there are features of more than one specific Personality Disorder that do not meet
the full criteria for one diagnosis but cause significant impairment in-social or
occupational functioning, or subjective distress. Other uncoded Personality
Disorders sometimes seen in adults who have a history of CSA may be assigned to
this diagnosis, such-as Sadistic Personality Disorder or Self-defeating Personality
Disorder.

Sexual Dysfunctions

Definition:
Sexual Dysfunction Dlsorders are typified by inhibition, disruption, or anomalies in the
sexual response cycle, or painful intercourse. Symptoms associated with these
_ disorders are often reported by adulis having a CSA history. 7

Note: Also specify Sexual Dysfunction Disorders according to the following:
psychogenic only, or psychogenic and biogenic (dysfunctions that are
biogenic only should be coded on Axis 1lI)
lifelong or acquired
generalized or situational

Hypoactive Sexual Desire Disorder, 302.71

Diagnostic Criteria:

A. Persistently or recurrently def|C|ent or absent sexual fantasies and desire for
sexual activity. The judgment of deficiency or absence is made by the clinician,
taking into account factors that affect sexual functioning, such as age, gender, and
context of the person's life.

. B. Occurrence not exclusively during the course of another Axis | disorder other than
a Sexual Dysfunction. .

Sexual Aversion Disorder, 302.79
Diagnostic Criteria: :
A. Persistent or recurrent extreme aversion to, and avoidance of, all or aimost all,
genital sexual contact with a sexual partner.
B. Occurrence not exclusively during the course of another Axis | disorder other than
a Sexual Dysfunction.
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Female Sexual Arousal Disorder, 302:72
Diagnostic Criteria:
A. Either
(1) persistent or recurrent partial or complete failure to attain or maintain the-
lubrication-swelling response of sexual excrtement until the completion of the
sexual activity, or
(2) persistent or recurrent lack of a subjective sense of sexual excitement and
pleasure in a female during sexual activity
B. Occurrence not exclusively during the course of another Axis | disorder other than
a Sexual Dysfunction.

Male Erectile Disorder, 302.72
Diagnostic Criteria:
A. Either
(1) persistent or recurrent partial or complete failure in a male to attain or maintain
erection until the completion-of the sexual activity, or
(2) persistent or recurrent lack of a subjective sense of sexual excitement and
pleasure in a male during sexual activity
B. Occurrence not exclusively durlng the course of. another Axis t-disorder other than
a Sexual Dysfunction.

Inhibited Female ‘Orgasm, 302 73

Dlagnostlc Criteria; : ‘

A. "Persistent or recurrent delay in, or absence or orgasm in a female following a
normal sexual excitement phase during sexual activity that the clinician judges to
be adequate in focus, intensity, and duration.

B. Occurrence not exclusively during the course of another Axis | disorder other than
a Sexual Dysfunctlon ,

Inhibited WMale Orgasm, 302.74

Diagnostic Criteria:

A. Persistent or recurrent delay in, of absence oF, orgasm in a male following anormal
sexual excitement phase durlng sexual activity that the clinician, taking into
account the person's. age, judges to be- adequate in-focus, lntenslty, and duration.
(Note: For this diagnosis,judgement of failure to achieve orgasm is usually
resiricted to an inability to reach orgasm in the vagina, with orgasm possible with
other types of stimulation, such as masturbation.)

B. Occurrence not exclusively during the course of another Axrs I disorder other than
a Seéxual Dysfunction.

- Premature Ejaculation, 302.75

Diagnostic Criteria: '

Persistent or recurrent ejaculation with minimat sexual stlmulatlon or before, upon, or
shorily after penetration and before the person wishes it. The clinician must take into
account factors that affect duration of the excitement phase, such as age, novelty of
the sexual partner or situation, and frequency of sexual activity.

Dyspareunia, 302.76
Diagnostic Criteria: ,
A. Recurrent or persistent genital pain in gither a male or female before, during or -
after sexual intercourse. ) ' ,
B. The disturbance is not caused exclusively by lack of lubrication or by Vaginismus.
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Vagimsrhus,’ 306.51
Diagnostic: Criteria:

A. Recurrent or persistent involuntary spasm of the muscles in the outer third of the
vagina that interferes with coitus.

The disturbance is not caused exclusively by a physical disorder, and is not dueto
another Axis | disorder.

B.

Sexual Dysfunction NOS, 302.70
Definition:

Sexual Dysfunctlons that do not meet the criteria for any of the specific Sexual
Dysfunctions.

Sexual Disorder NOS 302. 90
' Definition: -

Sexual Dlsorders not classifiable in any of the previous categories.
Soma‘toform lusorders

' Somatization Dlsord‘er 300 81
Detinition:

Typlfled by recurrent and multlple somatlc complaints, for several years beglnmng
prior to the age of 30, for which medical attention has been sought but for which
no: physical reason can be found for the symptom(s).

Dlagnostlc Criteria:

A. ' A Ristory of many physncal complalnts of abelief that ongis snckly, beginning:
‘before the age of 30 and persisting for several years.
B. Atleast 13 symptoms from the list below. To count a symptom as significant, alI
three of the following criteria must be met: A
. {1} no organic pathology accounts. for the symptom ot the social or occupational
impairment is grossly in excess of that normally expected from the pathology
(2y has occurred at times other than during a panic attack
- {3) has caused the person to seea doctor, take prescription medication, or altér
: life-style
Note: ltems marked with an asterisk (*) can be used to screen for this disorder.
Presence, of two or more suggests a high likelihood of the disorder.

Gastrointestinal symptoms:
*(1) vomiting (other than during pregnancy)
(2) abdominal pain (other than when menstruating)
(3)- nausea (other than motion sickness)
(4) bloating (gassy)
(5) diarrhea. _
(6). intolerance of (gets sick from) several different foods

Pain symptoms:
*(7) pain in exiremities
(8) backpain
(9) joint pain
{10) pain during urination
(11) other pain (excluding headaches)

-CGardiopulmonary- symptoms:

*(12). shortness of breath when not exertlng oneseli
(13) palpitations
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. {14) chest pain
(15) dizziness

Conversion or pseudoneurologic- symptoms:
*(16) amnesia ‘
*(17) difficulty swallowing
(18) loss of voice
(19) deafness
{20) double vision
-{21). blurred vision
(22) blindness
(23) fainting or loss of consciousness
(24) seizure or convulsion ’
(25) trouble walking
{26) paralysis or muscle weakness
(27) urinary retention, or difficulty urinating

Sexual symptoms:
*(28) burning sensation in sexual organs or rectum (other than during intercourse)
- {29) sexual indifference
(30) pain during intercourse
(31) impotence.

M‘ML
*(32) painful menstruation
(33) irregular menstrual periods
(34) excessive menstrual bleeding
(35) vomiting throughout pregnancy

Somatoform Pain Disorder, 307.80
Diagnostic Criteria: |
A. Preoccupation with pain for at least six months.
B. Either
(1) appropriate evaluation uncovers. no organic pathology or pathophysiologic
mechanism, or
(2} whenthere is related-‘organtc. pathology,. the complaint of pain or resulting
social or occupational impairment is grossly in excess of what would be
expected from the physical findings.

Somatoform Disorder NOS, 300.70
Definition:
Disorders with somatoform. symptoms that do not meet the criteria for any specific
Somatoform Disorder or Adjustment Disorder with Physical Complaints.

V-Code Conditions

Definition:
V-Codes are provided for conditions. that are a.focus of attention or treatment but are
not attributable to any of specific mental disorders. The V-Codes listed below are
- those that may occasionally be used for prehmunary dlagnoses 'of symptoms presented
by adults with a CSA history.
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Marital Problem, V61.10.. ' '
- Use: When the focus of attention or treatment is a mantal problem that is apparently
notduetoa mental disorder, such as conflict re_lated to estrangement or divorce.

Occupational Problem, V62. 20 ,
Use: When the focus of atiention or treatment is an occupatlonal problem that is
apparently not due to a mental disorder, such as JOb dissatisfaction or uncertalnty
. about career choices.

Parent-Chlld Problem, V61.20
Use: For either a parent or a child when the focus of attention or treatment is a parent-
child problem that is-apparently not due o a mental dlsorder of the person being
evaluated. A

Other Interpersonal Problem, V¥62.81 ,
Use: When the focus of attention or treatment is an mterpersonal problem (other than

marital or parent-child) that is apparently not due to a mental dlsorder of the person
being evaluated.

Other Specified Family Circumstances, V61.80
Use: When the focus of attention or treatment is a family circumstance other than
marital or parent-child) that is apparently not due.to a mental disorder of the person
being evaluated.

Phase of Life Problem, or Other Life Circumstance Problem, V62.89
Use: When the focus of attention or treatment is a problem associated with a particular
developmental phase or some other life circumstance that is apparently notdue toa
mental dlsorder

No Diagnosis on Axis I, or No Diagnosis on Axis H, V71.09
Use: When no Axis | or Axis Il diagnosis or condition, including other V-Code
conditions, is present.

Diagnosis Deferred on Axis I‘,‘or Diagnosis Deferred on Axis Il, V799.90
Use: When there is insufficient information 1o make any diagnostic judgment about an
Axis | or Axis Il diagnosis.
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The following survey was given to all contract counselors (n=11) from the
agency for which the intake iS being designed who counsel adults with a history

of CSA.

Survey on Utility of Client Intake Information

| am a Master's-level graduate student in the University of Arizona's Counseling and Guidance program. For
my thesis, I am designing and evaluating an intake instrument specifically for assessing adults with a known
history. of childhood sexual abuse.

" A goat of my project is to arrive at-a combination of content and format that will be useful to this agency.
Your assistance is'being solicited so that 1 can make a determination of three major factors: (1) your use of
currentintake information, (2) your likes and dislikes about the current intake information, and (3) what
changes'could be made to the-current intake content and format in order to improve both the utility of the
information and-likelihood that you would use |t Results of this survey will be integrated into the final

“ design-of the intake instrument.

This survey is: completely anonymous. Please place in my box when you've completed it. | need your

feedback by October 25th.- Your.cooperation in completlng this survey is greatly appreciated. Thanks.
: Jlmmy Crabb

A. General backgfound Information

1. Approximately how many individual clients and group clients from this agency are you currently
serving? ‘

Individual Clients:
Number being currently served:
Approximate number served during the past year

Group Clients:
Number being served -
Approximate number served during the past year.

2. For approximately what percentage of the clients from this agency served by you during the past year
--have you:reviewed the client's intake file?

3. Please indicate up to three reasons that might tend to keep you from reviewing the client's intake file.

a.

b.
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B. Please indicate your use of information supplied on the current intake report. Place a v in the appropriate
box. I'you do notuse the client intake information for some reason, such as those you may have stated
-above; but think the information is useful and should continue to: be provided; please place an X on the

line just to the right of the “always used" box.

used wused used  used
T 2 3 4

Client Identification/Household Information

: Dissociation E‘xperiencé Scale Results
Intake Treatment Plan
Refefral’lnfqrmafion
Background Information (Family of Origin)
Client's Situation (Developmental Background)
Developmental Perspective (Sexuality Background)A
Offend'erNictim"R‘elationsh’ip», Information A
\/éic:ti‘mfs Significant Others/Offender Relationship Information
Victi’mNicti‘m"‘s"‘ Significant Others Relationship Information.
EValuation:_ Percepiion of guilt, responsibility, abuser as offender |
Sexual Abuse - Envirohment‘(l\/lolest' Details)
Supernatural/Possession/ESP Experience/Culis (from DDIS)
Substance Abusé History
Suicidal Assessment (Event/ldeation History)
Drug Prescription History

Medical Information

CCCCCCCCCCCCCCCCCE
CCCCCCCCCLCCLCCCCLCELCTEL
CCCCCCCCCCCCCLCLCLCELCELC
CCCCCCCCCCCLCCLCLCLCTELCTE

Current Medications:
Dissbci_a,tion Disorder Interview Schedule (DDIS) Resulis (when app‘r.Opr.iate)

DDISRawData - L1 Ll

L L
L L

DDI Sum’mary Report , L1 1

. never seldom sometimesoften always

use
5.
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C. Please describe those things you like, and the things you don'tiike, about the current client intake
information. :

Likes:

Dislikes:

D. Please.describe changes you would recommend in the. client intake process that would make the client
intake information more useful to you and improve the possibility that you wouid use it.
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APPENDIX E.
INSTRUCTIONS AND FORMS FOR COUNSELOR EVALUATION OF ITEMS
| AND ITEM SETS
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instructions for Completing Attached Forms:
Counselor Rating of ltem Sets and ltems

The attached forms are being used-to determine counselor ratings of
various items that might be used in an intake interview and assessment
_ instrument for adults presenting with_ a history of childhood sexual abuse.

You are being asked to rate each item within the sets of items according to
your assessment of its usefulness. You are also being asked to rate your
overall assessment of each set of items, into which the items are grouped. The
possible responses include: leave out, seldom useful, sometimes useful, often
useful, and must have.

_ Some items have more than one élement included. For your response in
these cases, please consider the overall use of the elements in total.

With regard to rating an individual set, if you feel that_ all the items within
the set should get the same ra‘ting,Ait is OK to rate the set, and leave the ratings
of the individual items blank.

This is my last survey!! Your prompt response will be greatly appreciated.
If at all possible, please return your COmpléted fdrms to my box When you come
in next week to do your groups.

Thanks A Bunch!!
Jimmy Crabb



IInstructions:
usefulness of the entire item set (e g., Set 1, Set 2,
etc.) in addition to making an evaluation of each item
within the set.

A. Client Identification, Referral, and Financial Information

Sett. Client Identification:
name
address
home and work telephone numbers
social security number
date of birth
gender
ethnic/cultural affiliation
marital/relationship status
other members of the household (names and ages):
spouse or significant other
children
other relatives living in the same household
other biological children, if living elsewhere
occupation
employer information
name
address
full time or part time
Set2.  Referral Information
name, address of agency
name of referral source (individual)
appropriate contact information
reason for referral
status of referral documentation
Set3. Financial Information
name,address, and phone no. of person to be billed
(if other than client)
sources and amounts of income
medical insurance company
counseling coverage
funding support from referral agency

B. Counseling History, Psychiatric Hospitalizations,
Suicide Attempts, and Substance Abuse History
Set4. Past Counseling Experiences or Psychological
Hospitalizations

dates of treatment period
type of treatment received
(inpatient, outpatient, individual or group counseling)
reason for treatment
(presenting problem)
outcome of treatment
reason for terminating treatment
drugs prescribed for emotional or psychological problems

Please be sure to make an overall evaluation as to the

setl

set[
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Counselor Rating of Sets and Items

leave seldom sometimes often  must
out useful useful useful have
1 2 3 4 5

Please Place a / in the Appropriate Box

set|



lInstructions:  Please be sure to make an overall evaluation as to the

Sets.

Set 6.

Set 7.

usefulness of the entire item set (e.g., Set 1, Set 2,
etc.) in addition to making an evaluation of each item
within the set.

Current Counseling or Psychological Treatment setl
Relationship

name of counselor
contact information (address, phone)
date begun
type of treatment

(individual, couple, family, or group)
frequency of treatment
presenting problem
progress
intentions for continuation, termination
drugs currently prescribed

(type, name, dosage)

History of Suicide Attempts (for each attempt) setl
date

method

how interrupted

current ideation (thought, plan, means, time)

Substance Abuse History (for each substance) set]

substance
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Counselor Rating of Sets and Items
leave seldom sometimes often

out
1

useful
2

useful
3

useful
4

must
have
5

dates of abuse or addiction

treatment received 1

(counseling, 12-step, outpatient, inpatient, none)

how long clean or sober

current usage 1

C. Presenting Problems

Set 8.

Presenting Problems (for each problem) setl

client's description of current problem

time of onset

other events occurring at the time

frequency of occurrence

thoughts, feelings, and behaviors associated with the complaint
when and where it occurs the most, or least

events or persons that precipitate it, make it better or worse
previous solutions or plans that have been tried, with what results
what made the client decide to seek help at this time

if referred, what precipitated referral at this time
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linstructions:  Please be sure to make an overall evaluation as to the Counselor Rating of Sets and Items
usefulness of the entire item set (e g., Set 1, Set 2, leave seldom sometimes often  must
etc.) in addition to making an evaluation of each item out useful  useful useful have
within the set. 1 2 3 4 5

D. Personal History

Set9. Family of Origin (Use a genogram format to identify and set| | | | |
pictorially show the relationship of significant family members.)
a. identify family members (include year of birth or age 1 1 1 1 \
of those living, if deceased note age at death, year of
death, and cause)
parents (including step and adoptive)
siblings (including half-brothers and sisters, and
including miscarriages and infant deaths,
if known)
children (including adoptions and step children, and
not currently living with you, also note mis-
carriages and infantor childhood deaths)
grandchildren, if appropriate
others, if significant, might include
aunts, uncles, cousins
grandparents
great-grandparents
b. other information of each family member identified, | | | T
as known
character
notable behaviors
role in the family
education
vocation
state of health (note major medical or psychological
problems)
. dates of client's marriages and divorces | [
. other family marriages and divorces
. emotional bonds or splits of immediate family
. significant family customs, rituals, orc e re m o n ie s
g. family secrets or myths 1 1 1
substance abuse (note for each relevant family member)
emotional, physical, or sexual abuse
h. family patterns | | | ()
gender roles (dominance, submission, power)
communications
display of affection or sexuality
sexual attitudes and values
crisis management (death, grief, accidents, birth
defects, psychological or medical problems)
emotional expression (anger, sadness, joy)
approaches to decision making and problem solving
significance of religion
mobility
i. client role models (positive, negative) | [ ()
j. client's perception of inherited traits, if any
k. notable ways client is conforming to, or has departed 1 1 1 |
from family patterns

-0 Q0




linstructions:  Please be sure to make an overall evaluation as to the

Set 10.

Set 11.

Set 12.

usefulness of the entire item set (e.g., Set 1, Set 2,
etc.) in addition to making an evaluation of each item
within the set.

Molest Experience and Sexuality set|

a. molest experience (if only one perpetrator, record 1
first and last incidents, or incidents with most
current traumatic memory; for multiple perpetrators,
summarize the experience with each perpetrator)
age (for each event, or age at onset and at termination)
name of molester
relationship to survivor
frequency of molest
sexual activity
level of force or coercion
location
others involved
sensory memories
sexual response
childhood disclosure
who
response
legal action
adult disclosure
who
response
client’s feelings of guilt, or responsibility for the molest

b. sexuality assessment |
sexual identity
sexual orientation
arousal assessment
sexual phobias or obsessions
sexual dysfunction
sexual arousal toward children

Developmental History (For each of the periods below,
discuss significant events, medical or mental issues,
discipline, self-esteem, sexuality, significant friend-
ships and relationships, academic, vocation, spirituality)

early childhood (0 to 5 years)

middle childhood (6 to 12 years)

adolescence (13 to 18 years)

early adulthood (19 to 25 years)

adulthood (over 25 years to present, with emphasis on
current functioning, marriage,divorce, family,
vocation, sexuality, and use of leisure time)

Medical History and Overall Status of Current Health

prior significant ilinesses, hospitalizations, and surgeries
current health related complaints or illnesses
onset
acute or chronic
treatment received
any history of serious physical symptoms for which doctors
could find no explanation
sleep patterns
appetite levels
exercise patterns
allergies
current medications (name of drug, dosage)
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Counselor Rating of Sets and ltems
leave seldom sometimes often

out
1

useful
2

useful
3

useful
4

must
have
5



|Instructions:  Please be sure to make an overall evaluation as to the

usefulness of the entire item set (e g., Set 1, Set 2,

etc.) in addition to making an evaluation of each item

within the set.

E. Assessment

Set 13. Current Effects of Childhood Trauma (Evaluate effects
on current functioning in each of the following seven
areas as: none, mild, medium, or severe. For each area
rated medium or high, give specific examples of
currently maladaptive thoughts, feelings, or behaviors.)

self-worth

intimate relationships (including sexuality)

nurturing (including parenting)

social relationships (sense of community, extended family)
spirituality

occupation

leisure

Set 14. Summarization of Symptomatology Pertaining to DSM-III-I
Diagnoses

F. Preliminary Diagnosis
Set 15. Preliminary Multiaxial DSM-III-R Diagnoses

Axis | (clinical syndromes, including V-codes)
names and DSM-II-R codes
Axis Il (personality and specific developmental disorders)
names and DSM-III-R codes
Axis lll (summary of physical disorders)
Axis IV (assessment of psychological stressors)
list of stressors within past 12 months, ranked in
terms of impact
overall assessment of stressors
Axis V (assessment of global functioning)
current assessment
highest level of functioning in past 12 months

G. Preliminary Goal Setting and Treatment Planning
Set 16. Preliminary Goals and Objectives
(general for adults presenting with a known history
of CSA)
Set 17. Preliminary Treatment Plan
orientation, individual, group

frequency recommended
estimated time of completion

set|

setl

setl

1
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Counselor Rating of Sets and Items
leave seldom sometimes often  must

have

5
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, APPENDIX F.
PRELIMINARY INSTRUMENT USED FOR FIELD EVALUATION



Financial Information:

If someone other than the client is to be billed, please complete.

Sources/Amounts of Monthly Income:

Name

Street

City State Zip
Phone No. (Home) (Work)

Client's Medical Insurance Company/HMO

Counseling Coverage? [J Yes [J No

Signature” Date

1. Household Income

2. General Assistance

3. Aid Dep. Child. (AFDC)
4. Soc. Sec. Supp. (SSlI)
5.
6
7
8

Soc. Sec. Dis. (SSDI)

. Child Support
. Pension/Retirement
. Other

Total Monthly Income

Total Annual Income
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This is the preliminary instrument used for field evaluation. It has been
reduced in size to comply with thesis format requirements.
Client Identification:
Name Home Address
Social Security No.
Date of Birth Apartment, Trailer, or Lot No.
[J Female (J Male State Zip
(Home)
Ethnic Background (Work)
Marital Status: [J Single [J Married [J Divorced [J Separated
Other Members of the Household: Total Number in Household
Spouse/Significant Other: Name Age
Children: Name Name Age
Name Name Age
Relatives Living in Household: Name Age Relationship
Name Age Relationship
Other Children Living Elsewhere:  Name Age Location
Name Age Location
Employment Information: [J Unemployed
Occupation Employer: Name
[J Full Time [J PartTime Street
City State Zip
Referral Information:
Referred By: Agency Name:
Reason For Referral Street
City State Zip
Funding Support? [J Yes U No Phone No.
Referral Documentation (J None (J Supplied [J In Process
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Client's Name: Intake Counselor: Date:
Past Counseling Experiences or Psychological Hospitalizations
Experience No. 1 Experience No. 2 Experience No. 3
Dates of Treatment Period (Inclusive)
Location (Local Facility or City/State)
Name of Counselor/Psychologist/Psychiatrist
Reason for Treatment (Presenting Problem)
Type of Treatment Received
Outcome of Treatment
Reason for Terminating Treatment

Drugs Prescribed During/After Treatment

Current Counseling/Psychological Treatment Relationship

Name of Therapist Date Treatment Began
Contact Information: Phone No. Type of Treatment
Address Frequency
City State Zip

Presenting Problem(s)

Progress To Date

Intentions for Continuation/Termination [ 1 will continue [ I Will Terminate (Date)
Drugs Currently Prescribed:  Type Name DailyDosage
Type Name DailyDosage
Type Name DailyDosage
History of Suicide Attempts (For Each Attempt, or Three Most Recent)
Attempt No. 1 Attempt No. 2 Attempt No. 3
Date
Method
How Interrupted
Current Ideation: ~ Thoughts Plan
Means Opportunity

What would keep client from further attempts?

Sources of Support

Substance Abuse History

Have you ever had a substance abuse problem? U Yes U No Ll Not Sure
Alcohol? [JYes [INo Street Drugs? [JYes [IJNo Intravenous User? UYes [JNo
Substance No. 1 Substance No. 2 Substance No. 3

Substance Name

Dates of Abuse/Addiction
Treatment Received

How Long Clean and Sober

Current Usage
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Famlly-of-Orlgm Genogram ) :
(Use a genogram format here to develop concept of family constellaticn and 10 note other significant mformatlon )

Identify Key Family Members: (Parents, Slbhngs Spouses, Children, Grandchildren, Aunts, Uncles, efc.)
Include year or birth or age of those living, if deceased note age at death, year of death, and cause.
Include step and adoptive rélatives, half-brothers and sisters, and miscarriages and infant deaths, if known.
For significant family members; note character, notable behaviors, family roles, education, vocation,
" major medical or psychological problems, and substance abuse history, if known.
. Note dates of client's marriages and divorces, and other key family marriages and divorces.
Identify key emotional bonds. or splits of immediate family.
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Family Characterlstlcs
Discussion-of Client's Family of Origin (See Genogram on Previous Page)

How does the client characterize key family pattemns?
" Gender Roles

Communications

Display of Affection or Sexuality

Sexual Attitudes and Values

Decision Making, ‘Problem Solving

Crisis Management

Emotional Expression

Significance of Religion _
Mobility -

What were the key family secrets or myths?
Substance Abuse

Emotional, Physical or Sexual ‘Abuse

What were the significant family customs, rituals; or cerermonies?

Who were clients role models, both positive and. né‘gati:ve?

What are client's perception of inherited traits, if any?

Note ways client is conforming to, or has departed from family patierns.

Developmental History
For each period indicated, summarize significant or raumatic events, medicat or mental issues, self-esteem,

sexuality development, academic performance, spirituality, etc.
Early Childhood (0-5 years)

Middie Childhood (6 to 12 years)

Adolescence (13.to 18 years)

Early Adulthood (19 to 25 years)

Adulthood (over 25 years to present; emphasis on current func'uomng, self-esteem relationships, family, sexuality
vocatlon spirituality, and use of leisure time)
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Client's Current Family Reiationships

-With Mother (or Primary Female Parenting Figure)

With Father (or Primary Male Parenting Figure)

With Siblings

With Extended Family

Molest Experience , )
Complete the following. If-only one perpetrator, record first and last incidents, or incidents with most current
traumatic memory; for multiple perpetrators, summarize the experience with each perpetrator
Regardlng age, note for each event, or age at onset and at terminatior.

First incident T Last Incident
{or Perpetrator No. 1) (or Perpetrator No. 2)

Age

Name of Molester
Relationship to Survivor
Frequency of Molest
Sexual Activity

Level of Force/CoerCion
Location

Others Involved
Sensory Memories

Sexual Response
Childhood Disclosure?
To Whom?
‘Response
Legal Action .
Adult Disclosure?
To Whom?
Response?
Client's feelings of guilt, or responsnblllty for the molest?

Sexuality Assessment
Sexual Identity

Sexual Orientation

Arousal Assessment

‘Sexual Phobias or Obsessions

Sexual Dysfunctions

Sexual Arousal Toward Children




Medical History and Overall Status of Current Health
Prior Significant llinesses, Hospitalizations, and Surgeries

Current Health Related Complaints or llinesses
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Onset(#l) Acute or Chrome Treatment Received
Onset(#2) Acute or Chronic Treatment Received

Is there any history of serious physical symptoms for which doctors could find no explanation? [J Yes [J No

Sleep Patterns

Appetite Levels

Exercise Patterns

Allergies

Current Medications

Assessment: Current Effects of Childhood Trauma
(Evaluate negative effects on current functioning in following areas. For each area rated medium or high,
give examples of currently maladaptive thoughts, feelings, or behaviors.)
Impact on Quality of Life
None Low Medium High

Self-Worth U u U U
Examples of Current Functioning

Intimate Relationships (including sexuality) u u U U
Examples of Current Functioning

Nurturing (including parenting) u u U u
Examples of Current Functioning

Social Relationships (community, extended family) u u U U
Examples of Current Functioning

Spirituality u u U U
Examples of Current Functioning

Occupation u u U U
Examples of Current Functioning

Leisure u u u U
Examples of Current Functioning

Assessment: Dissociative Disorders
DES Total Score: +28 = % avg. DDIS Administered? [JNo [JYes, Date:

DDIS Diagnoses

Summary of DSM-III-R Symptomatology



Preliminary Multlaxlal DSM-III-R Diagnoses

108

| Code | | Name

Axis | (Clinical Syndromes, Including V-Codes)
Axis Il (Personality and Specific Developmental Disorders)' ANNNNZ7722722727272722227
Axis Il (Medical Problems)
Axis IV

Rank Top 4 Psychological Stressors Within Past 12 Months

1 2 3 4
Overall Assessment of Stressor Severity
1 2 3 4 5 6 7
None Minimal Mild Moderate Severe Extreme Catastrophic

Axis V (Global Assessment of Functioning)
Current: 1-10 11-20 21-30 3T40 41-50
Highest Level of Functioning in Past 12 Months
1-10 11 -20 21-30 31-40 41-50

Preliminary Treatment Plan
Goals: 1

AW N

Objective:

1
2
3
4

Mode of Counseling [J Individual [J Group
Frequency
Estimated Duration of Treatment

Client's Signature

Intake Counselor's Signature

51-60 61-70 71-80 81-90

51-60 61-70 71-80 81-90

Date

Date
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APPENDIX G.
QUESTIONNAIRE FOR INTAKE COUNSELOR EVALUATION OF
PRELIMINARY INSTRUMENT
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Note: Reduced in size to comply with thesis format requirements.

Experimental Intake Instrumeni: Counselor Critique Sheet

(Please make your comments at the.end of each iniake session, and
return to-Jimmy Crabb at the completion. of the entire intake)

Counselor.: Intake Dates: tst Session 2nd Sessiqn )
Duration of Sessions: 1st Session 2nd Session
Please indicate on which page, and on which item you ended the first sessior Page

item

If there were particular aspects of this client's history that were difficuitto document because of the questions or
. formatting of this intake questionnaire, please indicate the nature of the difficulties below.
Page No. Area.or ltem : What difficulty was encountered?

if you have suggested impravements for individual areas or items, b]ease indicate below:
Page No. __Areaor liem ‘ ' - Suggestions for improvement

If there- were important areas of this client's history that were not covered by the intake questionnaire, please note below:

Other Comments:
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