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(ABSTRACT) 

The purpose of this research is to clarify the relationship between 

childhood sexual abuse and borderline personality disorder. A path-analytic 

model was developed and tested to explore a causal link between childhood 

sexual abuse and borderline personality disorder. This model was developed by 

integrating theories and empirical findings with regard to childhood sexual 

abuse and borderline personality disorder. The model is consistent with the 

concept of developmental psychopathology in that childhood sexual abuse is 

viewed as contributing to one possible pathway of several toward the outcome of 

borderline personality disorder and borderline personality disorder as one of 

several possible outcomes of childhood sexual abuse. The model predicted that 

childhood sexual abuse contributes to the development of borderline personality 

disorder if the abuse is chronic and severe and occurs compounded with other 

types of abuse or trauma and within the context of dysfunctional family 

characteristics. 

Subjects were 41 adult females with a history of childhood sexual abuse 

who were recruited from outpatient mental health clinics and one psychiatric 

hospital. The borderline portion of the Personality Disorder Examination, the 

Structured Clinical Interview for the DSM-III-R, and Finkelhor’s Family 

Experiences Survey were administered in addition to two self-report 

questionnaires on family dynamics and coping with sexual abuse. A path 

analysis was conducted on the data. The path model predicted that borderline 

personality disorder would be present with greater risk factors, greater family 

dysfunction, a higher severity of sexual abuse, utilization of cognitive rumination



to cope with the abuse, and lower perceived parental support. None of the path 

coefficients in the path model were statistically significant. A discussion of 

reasons for the lack of significant findings follows the analyses.
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Introduction 

The purpose of this research was to examine the relationship between 

childhood sexual abuse and borderline personality disorder. A comprehensive, 

path-analytic model was developed to explore the relationship between 

childhood sexual abuse and borderline personality disorder.. The model was 

based on the integration of various theoretical perspectives and models of 

borderline personality disorder and childhood sexual abuse with reference to 

empirical evidence. The research was designed to test this model. 

The predominant theories of borderline personality disorder rarely point 

to childhood sexual abuse as an etiologic contributor and none fully explain how 

childhood sexual abuse may influence the development of borderline personality 

disorder. However, there appears to be a link between borderline personality 

disorder and childhood sexual abuse. This probable link is illustrated by the 

considerable overlap found in the symptoms of borderline personality disorder 

and the negative aftereffects of childhood sexual abuse. Furthermore, several 

studies indicate that a significantly higher proportion of individuals with 

borderline personality disorder are victims of childhood sexual abuse than 

individuals with other Axis I or Axis I] disorders; other studies indicate the 

converse, that there is a significantly higher proportion of victims of childhood 

sexual abuse in individuals with borderline personality disorder than those with 

other disorders or in the general population (Barnard & Hirsch, 1985; Brown & 

Anderson, 1991; Herman, Perry, & van der Kolk, 1989; Ogata, Silk, Goodrich, 

Lohr, Westen, & Hill, 1990). Because theories of borderline personality disorder 

fail to explain adequately the link between borderline personality disorder and 

childhood sexual abuse, an integration of theories of childhood sexual abuse and 

borderline personality disorder seems warranted. The resultant model attempts 

to explain the conditions under which some individuals with childhood sexual 

abuse histories develop borderline personality disorders. This model is 

consistent with the concept of developmental psychopathology in that childhood 

sexual abuse is viewed as contributing to one possible pathway of several toward 

the outcome of borderline personality disorder and borderline personality 

disorder as one of several possible outcomes of childhood sexual abuse. Lastly, 

the author will test this model via path analysis of data obtained from a clinical 

sample of adult women with histories of childhood sexual abuse.



Borderline Personality and Childhood Sexual Abuse, Defined 

Before proceeding further, it is necessary to define both childhood sexual 

abuse and borderline personality disorder for purposes of this project. The term 

borderline personality disorder corresponds to the diagnostic criteria set forth in 

the Diagnostic and Statistical Manual of Mental Disorders (Third Edition - 

Revised) (DSM-III-R) (American Psychiatric Association (APA), 1987). At the 

onset of this project, the DSM-IV had not been published. The DSM-III-R lists 

eight symptoms that comprise the borderline personality, five of which are 

necessary for an individual to receive a diagnosis. Essentially, the symptoms of 

borderline personality disorder are long-standing and pervasive, marked by 

instability in a variety of areas such as interpersonal relationships, self-image, 

and mood. The specific criteria are listed in Table 1. The term borderline 

personality disorder will be used by this author to connote the DSM-III-R 

description of the disorder. Studies that use other definitions or criteria will be 

so noted. 

Thus far, there is no standard operational definition of childhood sexual 

abuse. For purposes of this research, Browne and Finkelhor’s (1986) definition of 

childhood sexual abuse was used. That is, childhood sexual abuse involved any 

sexual body contact between a child prior to age 18 with an individual at least 

five years older than the child, or, if the age difference was less than five years, 

forced or coerced sexual contact imposed on a child less than 18 years of age. 

Studies that utilized these boundary conditions were considered to have 

acceptable definitions of childhood sexual abuse and were included in this 

review. Nevertheless, some studies utilized broader definitions of childhood 

sexual abuse which included bodily exposure and/or exposure to pornography. 

These more inclusive, liberal definitions were noted when such studies were 

reviewed. The findings of such studies were interpreted with caution and 

appropriate qualifying statements. There was a considerable variety of acts and 

gestures that comprised childhood sexual abuse. The acts and gestures ranged 

from fondling when fully clothed to sexual intercourse or other forms of 

penetration. As such, any examination of the impact of childhood sexual abuse 

would likely produce wide and varied results at best. This project was focused 

on only those results that are relevant to the development of borderline 

personality disorder.



The similarities between the symptoms of borderline personality disorder 

and many negative aftereffects of childhood sexual abuse are striking. Table 1 

lists DSM-III-R criteria for borderline personality disorder and corresponding 

hypothesized aftereffects of childhood sexual abuse. These similarities support 

the proposal that there may be a relationship between childhood sexual abuse 

and borderline personality disorder. 

  

Insert Table 1 about here 

  

Epidemiology and Co-Occurrence of Childhood Sexual Abuse and Borderline 

Personality Disorder 

The findings of epidemiological studies on borderline personality disorder 

vary greatly. For example, estimations of the prevalence of borderline 

personality disorder in the general population range from 0.2% to 15% (Widiger 

& Frances, 1989). This is due in part to variability in criteria used to determine 

presence of a borderline diagnosis among researchers, different diagnostic 

instruments used, and different settings in which the borderline diagnosis has 

been examined. Widiger and Weissman (1991) reviewed epidemiological studies 

on borderline personality disorder and concluded that the prevalence of 

borderline personality disorder was around 1.7% in the general population based 

on DSM-III-R criteria. Their review also indicated that the prevalence of 

borderline personality disorder was 8% of all outpatients, 27% of those 

outpatients with a personality disorder, 15% of all inpatients, and 51% of those 

inpatients with a personality disorder. Furthermore, again using DSM-III-R 

criteria, around 76% of all borderline cases were female (Widiger & Weissman, 

1991). 

Epidemiological studies of childhood sexual abuse vary widely on 

methodology, prevalence rates, and overall findings. For example, community 

studies indicate that 11% to 62% of all women and 3% to 16% of all men have 

been sexually abused before age 18 in the general population (Peters, Wyatt, & 

Finkelhor, 1986). Unfortunately, various definitions of childhood sexual abuse 

and methods of inquiry were used in these studies. However, only those studies 

with acceptable definitions (as defined above) and methodology are presented.



Finkelhor, Hotaling, Lewis, and Smith (1990) conducted a national survey and 

found that 27% of women and 16% of men in their sample were sexually abused 

before age 18. Abuse ranged from exhibition/exposure to nude photos to oral 

sex, sodomy, and sexual intercourse. Because the authors included 

exhibition/exposure to pornography in their definition of childhood sexual 

abuse, the percentages are most likely an overestimate for purposes of this paper. 

However, only a fraction of all individuals reported exhibition/exposure to 

pornography (from .1% to 3.2%, depending on gender and type of 

exhibition/exposure). Moreover, in a community survey of women, Russell 

(1983), using exceptional methodology and an acceptable definition of childhood 

sexual abuse, found that 38% of women had experienced at least one form of 

sexual abuse before age 18 and 28% had been sexually abused before age 14. 

Lastly, a study of the incidence of childhood sexual abuse in a child outpatient 

sample illustrated the need for professionals to question directly for a history of 

abuse (Lanktree, Briere, & Zaidi, 1991). In a review of charts by clinicians who 

were not instructed to question their clients about abuse, only 6.9% of the charts 

documented a history of sexual abuse. However, when clinicians were 

instructed to query abuse directly, 31% of charts documented a history of sexual 

abuse. 

Research on the co-occurrence of childhood sexual abuse and borderline 

personality disorder generally indicates a significant relationship between the 

two. For example, in a review of 30 charts on female adult psychiatric 

outpatients who were incest victims, 17 (56%) of the patients received a working 

or discharge diagnosis of borderline personality disorder (Barnard & Hirsch, 

1985). Statistical analyses were not performed due to the limited sample size and 

the authors did not indicate whether sexual abuse was directly queried by the 

therapists. Brown and Anderson (1991) examined the psychiatric morbidity of 

1,019 consecutively admitted female and male adult inpatients. They directly 

queried abuse histories and categorized the inpatients as sexually abused, 

physically abused, sexually and physically abused, and nonabused. The 

diagnosis of borderline personality disorder was significantly more frequent in 

each of the abuse groups than in the nonabused group. More specifically, 14% of 

physically abused individuals, 21% of sexually abused individuals, 29% of 

combined abuse individuals, and only 3% of nonabused individuals received a



diagnosis of borderline personality disorder. Of those with Axis II disorders, 

48% of the abused individuals were borderline personality disordered. 

Significant results are also obtained when the prevalence of sexual abuse 

is examined within the diagnosis of borderline personality disorder. For 

example, in a study that examined adult inpatients with borderline personality 

disorder or depression, significantly more borderline individuals than depressed 

individuals reported a history of childhood sexual abuse, multiple abuse and/or 

perpetrators, and combined abuse (Ogata et al., 1990). More specifically, 71% of 

borderlines reported a history of childhood sexual abuse compared to only 22% 

of depressed individuals. The authors were liberal in their definition of sexual 

abuse in that they included sexual acts that did not involve physical contact and 

they did not specify an age difference between perpetrator and victim. Thus, it is 

possible that rates of sexual abuse in borderline and/or depressed groups would 

be slightly lower for purposes of this research. A study of outpatients also found 

a significant relationship between borderline personality disorder and childhood 

sexual abuse (Herman et al., 1989). Subjects with borderline personality disorder 

were compared to those with borderline traits and those with closely related 

diagnoses. Significantly more individuals in the borderline group reported 

childhood trauma, with 67% reporting childhood sexual abuse histories in 

particular. Furthermore, studies of borderline children and adolescents have also 

shown that a significant number had been sexually abused. For example, 

Ludolph, Westen, Misle, Jackson, Wixom, and Wiss (1990) found that histories of 

sexual abuse were significantly more common in inpatient adolescent girls who 

carried a diagnosis of borderline personality disorder than in psychiatric 

controls. The authors did not report on how they defined childhood sexual 

abuse and the presence of such abuse was determined solely by chart review. 

However, they reported that developmental history variables were coded as 

present only when “conclusive evidence” was available in the chart reviews. 

Their definition of sexual abuse most likely was conservative. 

In sum, the preceding sections illustrate the importance of exploring the 

potential link between childhood sexual abuse and borderline personality 

disorder when attempting to explain the development of borderline personality 

disorder. Not only is there a similarity between the symptoms of borderline 

personality disorder and childhood sexual abuse, but there is a statistically and



clinically significant co-occurrence of borderline personality disorder and 

childhood sexual abuse. Further, this relationship is significant whether 

borderline personality disorder is examined in childhood sexual abuse victims or 

childhood sexual abuse is examined in borderline individuals. Thus, a model 

that helps explain the role of childhood sexual abuse in the development of 

borderline personality disorder should necessarily incorporate theories of 

childhood sexual abuse into its framework. Accordingly, an extension of 

Friedrich’s (1990) model of the development of aftereffects of childhood sexual 

abuse was developed previously by the author (Warren, 1993). A brief 

discussion of Friedrich’s model and then a description of the extended model 

that incorporates theories and models of borderline personality disorder ensue. 

Friedrich’s Model of Childhood Sexual Abuse 

Friedrich (1990) provides a comprehensive model of the development of 

aftereffects of childhood sexual abuse. He breaks down the process of sexual 

abuse into functioning prior to abuse, nature of the trauma (sexual abuse), initial 

response to the trauma, and long-term reactions (see Figure 1). Friedrich takes a 

  

Insert Figure 1 about here 

  

transactional perspective, with each of the facets of his model transacting in a 

bidirectional modality with other facets. Further, he clearly explains how the 

relational process of childhood sexual abuse may influence an individual for the 

rest of his or her life, though not necessarily in a detrimental fashion. Friedrich 

borrows heavily on coping theory, attachment theory, and ego psychology to 

theorize on the effects of childhood sexual abuse. Consequently, he provides an 

extensive description of the trauma of the act(s) of sexual abuse, the variety of 

interrelationships involved with sexual abuse, various contextual factors 

surrounding the occurrence of sexual abuse, and the variety of outcomes possible 

in this transactional model. 

Friedrich contends that functioning prior to abuse on the part of child, 

family, and perpetrator will affect how a child perceives the stressfulness of the 

abuse. The stressor of the abuse in turn will impact the functioning of the child,



family, and perpetrator. The initial response to the abuse depends in part on 

sexual abuse factors, and in part on the child’s response and coping resources as 

well as parental response and coping resources. The response on the part of the 

child typically is seen as functional at the time of the abuse, but may become 

dysfunctional if it persists into other times or arenas of functioning. Longer-term 

reactions are not only influenced by the initial response, but also by the child’s 

general development, triggering events, and degree of fixation experienced by 

the child, or, by the level of developmental disruption or derailment that occurs 

as a result of the child’s coping with the abuse. In sum, Friedrich provides a 

framework that examines the effects of childhood sexual abuse from a 

transactional, developmental perspective that captures the complexity of the 

variety of factors and relationships involved in the process. 

Extended, Integrated Model 

The author developed a model that provided an integration of extant 

theories of borderline personality disorder and Friedrich’s model. It was based 

on developmental psychopathology, the basic premise of which is that there are 

multiple pathways to any given disorder and that there are multiple outcomes of 

various previous experiences. Only those components of Friedrich’s model that 

appeared related to symptoms of borderline personality disorder were utilized. 

It is beyond the scope of this project to discuss in detail other pathways that may 

lead to the development of borderline personality disorder. Thus, the focus shall 

remain specifically on the pathway that contains childhood sexual abuse as an 

etiologic contributor to borderline personality disorder and the boundary 

conditions that pertain to this particular pathway. 

According to the integrated model, childhood sexual abuse is most likely to 

be an etiologic contributor to borderline personality disorder when it is chronic 

and severe with an onset before puberty. Further, this abuse must occur in the 

context of dysfunctional family characteristics and few coping resources. A 

detailed description of the extension of Friedrich’s model of childhood sexual 

abuse in relation to the development of borderline personality disorder with 

reference to empirical evidence follows. Functioning prior to abuse was explored 

first, followed by nature of the trauma, initial response to abuse, and long-term 

reactions, in that order. The following are two basic tenets or assumptions of the



model: 1) the development of an individual who has been sexually abused is 

very heavily influenced by coping, or one’s active adaptation to the abuse; and 2) 

both the abuse and the individual’s coping are embedded in various social 

relationships that influence development. A summary of the model is presented 

in Figure 2. 

  

Insert Figure 2 about here 

  

Functioning Prior to Abuse 

Friedrich (1990) indicates that functioning prior to abuse is determined by 

risk factors of sexual abuse, preconditions of abuse, and family variables. The 

risk factors of sexual abuse and the preconditions of abuse channel through the 

family variables. Thus, functioning prior to abuse is determined through the 

transactions of these factors. 

Risk Factors 

Risk factors refer to those factors that are associated with a child’s 

vulnerability to sexual abuse. Finkelhor (1980) has listed eight risk factors for 

females that appear to be additive, with the presence of each additional factor 

increasing her vulnerability to sexual abuse between 10% and 20%. These factors 

are: presence of a stepfather, ever lived without mother, not close to mother, 

mother never finished high school, sex-punitive (or, sexually repressive) mother, 

no physical affection from father, income under $10,000, and two friends or fewer 

in childhood. Finkelhor’s study examined female undergraduates’ retrospective 

reports of abuse and relevant variables. Therefore, it is not clear how predictive 

these factors are for males, clinical samples, or the general population. 

Some of these risk factors overlap with conditions that may contribute to the 

development of borderline personality disorder based on the earlier mentioned 

psychodynamic theories. For example, both a lack of mother-daughter closeness 

and a lack of physical affection from the father could be seen as biparental failure 

to meet the child’s needs. Several psychodynamic theorists contend that failure 

to meet the child’s emotional needs is a precondition to borderline personality. 

According to Otto Kernberg (in Cauwels, 1992), such a failure results in excessive



aggression, or hostility, on the part of the child, which may have been partially 

determined by constitutional factors. The child’s hostility is directed toward 

parents, on whom the child depends. The child’s experiences in turn are mostly 

negative, and the child does not know if this is because the child is bad, the 

parents are bad, or both. The defense of splitting is then utilized, where good 

and bad are separated in both the child and others so that the child may express 

hostility toward and “hate” the bad without guilt and may protect the good from 

his or her aggression. Kernberg considers the defense of splitting to be critical to 

the development of borderline personality disorder. Gunderson (1984) attributes 

the development of borderline personality disorder to parental failure to meet 

the child’s needs as well. He argues that parental neglect or withdrawal lead to 

mistrust, abandonment anxiety, and aggression, which culminate in the 

development of borderline personality disorder. Based on Kernberg’s and 

Gunderson’s formulations, it would appear that the following risk factors of 

sexual abuse may contribute to the development of borderline personality 

disorder: ever lived without mother, not close to mother, no physical affection 

from father, marital dissatisfaction, and impaired attachment between parental 

perpetrator and child victim. 

Friedrich (1990) notes that several sexual abuse risk factors overlap with 

factors found to be related to vulnerability to general psychopathology in 

children, such as marital disruption and low income. Thus, presence of various 

risk factors without certain buffers does not automatically lead to a link between 

childhood sexual abuse and borderline personality disorder, but possibly to a 

link between childhood sexual abuse and psychopathology. 

Family Variables 

Friedrich contends that dysfunctional family characteristics will negatively 

affect the child’s ability to cope with the experience of sexual abuse. Essentially, 

dysfunctional family characteristics are likely to result in some form of neglect, 

ranging from not meeting the child’s needs of emotional nurturance to severe 

forms of physical and emotional neglect, or other maltreatment of the child such 

as physical abuse. Due to the generally high stress levels and oft found insecure 

attachments associated with dysfunctional families, the child develops certain 

modes of coping that may be adaptive initially within the context of the family,



10 

but maladaptive in the long run in larger social contexts. There is a 

preponderance of evidence for dysfunction in families in which sexual abuse 

occurs and in families of borderline individuals. 

Individuals with borderline personality disorder appear to share some 

similar characteristics as individuals with a history of sexual abuse, but also 

some additional dysfunctional characteristics from families with sexual abuse. 

The similarities include parental conflict and lower cohesion. For example, Soloff 

and Millward (1983) interviewed adult male and female inpatients with a 

diagnosis of major depression, schizophrenia, or borderline personality disorder 

and found that 80% of borderline individuals’ parents were reported to have a 

conflictual relationship. However, 75% of depressed subjects and approximately 

43% of schizophrenic subjects reported that their parents had conflictual 

relationships. Thus, although the majority of borderline individuals reported a 

conflictual parental relationship, this finding did not differ significantly from the 

comparison groups, especially the depressed subjects. Other researchers have 

examined conflict more generally in families, rather than specifically in parents, 

and found borderline families to be significantly more conflictual than 

comparison group families. For example, Weaver and Clum (1993) examined 

inpatient female borderlines with depression compared to nonborderlines with 

depression. Based on the Moos Family Environment Scale (FES; Moos & Moos, 

1986), borderline individuals reported significantly more familial conflict than 

nonborderlines. The borderline individuals also reported significantly less 

cohesion, less familial expressiveness, and more familial control. Similar 

findings were reported by Ogata, Silk, and Goodrich (1990), who examined 

family environment, utilizing the FES, separately for childhood and adolescence 

in a sample of male and female inpatient borderline or depressed subjects. 

Borderline individuals reported significantly lower cohesion during childhood, 

defined as 0 - 12 years, and significantly lower cohesion and higher family 

conflict during adolescence, defined as 13-18 years, than the depressed subjects. 

The authors conclude that adolescence itself may have generated more problems 

for borderline families due to increasing salience of identity and individuation 

issues at that time. Some of the borderline individuals in this sample carried a 

diagnosis of depression as well. Thus, it is all the more remarkable that 

significant differences between the groups were found on family variables.
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In sum, research to date strongly suggests that families in which sexual 

abuse occurs and families of borderline individuals are characterized by 

dysfunction. Thus, the data support Friedrich’ contention that sexual abuse is 

likely to occur in the context of a dysfunctional family. Partly as a result of this 

dysfunction, children are impaired in their abilities to develop appropriate skills 

to enable them to cope effectively with a number of issues ranging from problem- 

solving on frustrating tasks to interpersonal development. Because the risk 

factors are associated with the development of psychopathology in general, they 

also provide a context in which borderline personality disorder may develop. 

Not enough research has been done on sexually abused borderlines compared to 

nonabused borderlines or on sexually abused borderlines compared to sexually 

abused, nonborderline comparison groups to determine what specific family 

variables are distinct or predictive of the various groups. 

Nature of the Trauma 

Friedrich conceptualizes sexual abuse as a stressful event, defined as an 

environmental change that results in a great deal of emotional tension and an 

interference with typical response patterns. He believes that the stressor of 

sexual abuse may be severe enough with some children to constitute a trauma in 

terms of posttraumatic stress disorder, but not with every child. Regardless of 

the severity, Friedrich contends that sexual abuse, as a stressful event, causes the 

immediate victim and others who are affected to engage in a coping process, 

defined as modifying or adapting to the situation, which can be adaptive or 

maladaptive. Friedrich indicates that the nature of the trauma is determined in 

part by the heterogeneity of the abuse, the various sources of trauma, and the 

absence or presence of multiple stressors. 

Heterogeneity of Abuse 

Friedrich describes four types of heterogeneity that are relevant to sexual 

abuse. He provides this information to convey the complexity of the range of 

phenomena covered by the term sexual abuse. The four types of heterogeneity 

will be described briefly in this section. The first type is the resultant symptom 

pattern of the sexual abuse. He acknowledges that there are a variety of 

symptoms resulting from sexual abuse that any victim may exhibit. The second
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type of heterogeneity is the variety of acts that comprise the abuse. Sexual abuse 

can range from fondling to genital or anal penetration. Further, sexual abuse 

may be accompanied by other forms of abuse such as physical abuse or neglect. 

The heterogeneity of responses from family members and the larger community 

comprises the third type of heterogeneity. Whereas some non-offending parents 

may be supportive of their child and empathic others may be openly hostile and 

unsupportive to the point of refusing to believe the child. Finally, there is a 

variety of responses that the sociolegal system can make that may have 

differential impact on the child, both initially and long-term. 

It is important to consider the types of heterogeneity of sexual abuse when 

determining the impact that sexual abuse may have on the child. The impact on 

the child and the formation of a link between childhood sexual abuse and 

borderline personality disorder as a result of specific symptoms of the child, 

specific acts of sexual abuse and concomitant abuse, and certain responses of 

others are discussed below. 

Sources of Trauma | 

Friedrich utilizes Finkelhor’s (1987) traumagenic dynamics model to describe 

the sources of trauma, which are traumatic sexualization, betrayal, 

stigmatization, and powerlessness. Essentially, the traumagenic dynamics occur 

before, during, and after the sexual contact. 

Traumatic sexualization occurs through the process of the child’s sexuality 

forming in dysfunctional and developmentally inappropriate ways because the 

child is rewarded materially or with positive attention for sexual behavior 

and/or because the child connects frightening and unpleasant memories to 

sexual activity. Duration of the sexual abuse, erotic nature of the abuse, number 

of perpetrators, and specific sexual acts contribute to the sexualization dynamic, 

with a larger degree of each of these factors resulting in a greater sense of 

sexualization. The traumagenic dynamic of betrayal involves the process 

whereby a child becomes aware that a trusted individual on whom the child 

depends (often for emotional nurturance) caused or intended to cause harm to 

the child. The child’s relationship to the perpetrator, the perpetrator’s blaming of 

the victim, and the child’s sense of parental protectiveness and support, or lack 

thereof, contribute to this dynamic. Stigmatization occurs when the child is
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blamed for the abuse by the perpetrator or others, when the child becomes aware 

of society’s attitude that incest and sexual abuse are deviant, and/or when the 

child’s attribution of the event is internal, stable, and global. Lastly, the child 

experiences powerlessness when his or her will, wishes, and sense of efficacy are 

repeatedly denied through the process of the abuse and/or when threat of injury 

or death are a part of the sexual abuse. A longer duration of the abuse, larger 

number of perpetrators, more invasive sexual act, such as penetration, and/or 

greater use of force contribute to a greater sense of powerlessness. 

Although Finkelhor provides a framework that is useful in determining 

which aftereffects of childhood sexual abuse are associated with particular 

traumagenic dynamics, he generally does not specify which symptoms are 

results of specific components of the traumagenic dynamics. Due to the 

complexity of the nature of the trauma and the large number of factors that 

influences the impact of sexual abuse, it would not be possible to specify a one- 

to-one correspondence between genital penetration, for example, and aversion to 

sexual intimacy. However, for purposes of this review, it would seem reasonable 

to conclude that more severe symptoms resulting from the traumagenic 

dynamics would be associated with greater traumatic sexualization, betrayal, 

stigmatization, and/or powerlessness. Because many of the symptoms of 

borderline personality disorder are severe, either because of the amount of 

distress or harm caused to the individual (e.g., affective lability and self- 

mutilation, respectively), or because of the resultant impaired functioning (e.g, 

unstable interpersonal relationships in the social area), borderline personality 

disorder would be expected to be associated with the more severe forms of 

sexual abuse. This notion is consistent with Friedrich’s (1990) contention that the 

attributional nature of the sources of trauma puts the child at risk for 

internalizing these experiences. He indicates that repeatedly experiencing the 

trauma, which increases the severity of the trauma, increases the likelihood that a 

child will internalize a “map of relationships” based on the trauma (p. 17). Thus, 

the child may form a set of expectations about relationships in general based on 

his or her relationship with the perpetrator(s) and act accordingly. As will be 

seen below, there is preliminary empirical support for the association between 

severity of childhood sexual abuse and borderline personality disorder.
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Few studies have examined the relationship between severity of sexual abuse 

and borderline personality disorder. Briere and Zaidi (1989) reviewed charts of 

sexually abused females who presented to a psychiatric emergency room. They 

examined sexual abuse characteristics in relation to borderline personality 

traits /disorder, any personality disorder, drug use, sexual problems, suicidal 

ideation, suicide attempts, and number of diagnoses. They found a significant 

relationship between number of perpetrators and borderline personality 

disorder. However, borderline personality disorder did not correlate 

significantly with age at first abuse, severity of abuse, or duration of abuse in 

their study. However, Weaver’s (1991) investigation of depressed borderline and 

depressed nonborderline inpatient women specifically addressed the question of 

the relationship between sexual abuse characteristics and borderline personality 

disorder and found that borderlines reported a significantly longer duration of 

abuse (4.9 years compared to .39 years) than the nonborderlines. As a measure of 

overall severity of abuse, Weaver developed a sexual abuse composite score 

based on the occurrence of sexual abuse, abuse by a relative (compared to a 

nonrelative), use of force, duration greater than one year, more than one incident, 

more than one perpetrator, and negative subjective response of the victim. Each 

of these components was scored as present (1) or absent (0). Individuals with 

borderline personality disorder had significantly higher sexual abuse composite 

scores than nonborderlines. Furthermore, in a multiple regression analysis of 

borderline dimensional scores (i.e., the summation of all responses ranging from 

0 to 2 on the borderline personality section of a diagnostic interview) and the 

components of the sexual abuse composite score, frequency and number of 

perpetrators accounted for 55% of variance of borderline dimensional score. 

Weaver also examined the specific traumagenic dynamics in relation to the 

specific borderline dimensional scores of identity disturbance, anger /unstable 

relationships /boredom, suicidality /impulsivity, and affective lability. A 

significant correlation was obtained between traumatic sexualization, determined 

by whether sexual behavior was rewarded, and identity disturbance and also 

between traumatic sexualization and suicidality /impulsivity. The dynamic of 

powerlessness, determined by use of threat or force, was significantly correlated 

with affective lability. Betrayal, determined by the relationship between the 

victim and the perpetrator, was correlated significantly with identity disturbance
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and suicidality/impulsivity. Lastly, stigmatization, determined by the subject’s 

perceived real or imagined reaction to disclosure, was not significantly related to 

any of the specific dimensional borderline scores. Thus, in the Weaver study, 

borderline personality disorder was significantly related to the severity of sexual 

abuse characteristics. This study is particularly noteworthy because the 

investigator utilized standardized assessments, diagnostic interviews, and clear 

operational definitions of the dependent variables of interest, thus enhancing 

uniformity and completeness of the information obtained. 

In sum, two studies suggest that borderline personality disorder is associated 

with severity of sexual abuse characteristics. One study in particular (Weaver, 

1991) found a significant association between duration of sexual abuse and 

borderline personality disorder. This finding is supportive of Friedrich’s 

contention that repeated trauma is likely to result in an internalization of the 

traumatic experiences, attributions, and relationship expectancies that then leads 

the victim to navigate the majority of his or her relationships based on this 

internalized map of relating to others. In other words, the symptoms resultant 

from the experience of childhood sexual abuse are more likely to become 

characterological in nature if the repeated abuse is of a long duration. Although 

general findings support the contention that severity of abuse is related to 

severity of symptomatology in general and to borderline personality disorder in 

particular, there is no consistent finding of a one to one correspondence between 

severity of abuse overall or severity of specific abuse characteristics and 

particular outcomes. As will be discussed below, the relationship between sexual 

abuse and later adjustment is not linear in part because sexual abuse occurs 

concomitantly with various contextual factors that influence the overall outcome. 

Multiple Stressors 

Friedrich (1990) contends that the negative impact of sexual abuse will be 

greater when multiple stressors are present in the victim’s life. It is difficult, at 

best, to sort out what stressors are related to a general outcome or to specific 

aspects of an individual’s adjustment. However, research that has examined the 

influence of various stressors such as sexual abuse, dysfunctional family 

characteristics, and/or compound abuse (e.g., sexual and physical abuse) has 

generally determined that multiple stressors affect an individual’s long-term
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adjustment more negatively than the single stressor of sexual abuse. Those 

studies most relevant to the link between childhood sexual abuse and borderline 

personality disorder will be reviewed. 

Compound abuse is particularly relevant to the potential link between 

childhood sexual abuse and borderline personality disorder. For example, 

Westen, Ludolph, Misle, Ruffins, and Block (1990) investigated the incidence of 

physical and sexual abuse in female adolescent inpatients with and without 

borderline personality disorder, based on a diagnostic interview for borderline 

personality disorder. They found that, across diagnoses, there was a significant 

relationship between sexual abuse and physical abuse and between sexual abuse 

and neglect. More specifically, 66.7% of the sexually abused adolescents were 

physically abused and 80% of the neglected adolescents were sexually abused. 

The authors did not report on the rates or statistics of other combinations of 

abuse. However, they did report that adolescents with borderline personality 

were more likely to have been physically as well as sexually abused than 

adolescents who did not receive a borderline diagnosis. A similar relationship 

between compound abuse and borderline personality disorder was found by 

Brown and Anderson (1991), as mentioned earlier. Essentially, among all 

diagnoses of a sample of male and female inpatients, there was a significant 

increase in the proportion of patients with borderline personality disorder based 

on the presence of no abuse, one type of abuse, or compound abuse. More 

specifically, 3% of the nonabused patients, 13% of the sexually abused patients, 

13% of the physically abused patients, and 29% of the compound abuse (physical 

and sexual) patients carried diagnoses of borderline personality disorder. 

In another study (Herman, Perry, and van der Kolk, 1989), childhood trauma 

was examined in relation to groups of individuals with borderline personality 

disorder, borderline traits, or closely related diagnoses. Individuals diagnosed as 

borderline were significantly more likely to report histories of sexual abuse, 

physical abuse, or witnessing domestic violence during early childhood (ages 0- 

6) and latency (ages 7-12). Furthermore, they received significantly higher 

trauma scores by reporting more types of trauma that began in early childhood 

and lasted over longer time periods than the comparison groups. The authors 

determined diagnoses utilizing diagnostic interviews and abuse histories from a 

questionnaire about traumatic antecedents.
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In their study of sexual abuse and family characteristics in undergraduate 

females, Edwards and Alexander (1992) attempted to determine the independent 

contributions of family and sexual abuse variables to the psychosocial 

adjustment of the women in their sample. Child sexual abuse histories were 

queried directly. Severity was determined by the composite score of the presence 

(1) or absence (0) of father as perpetrator, use of force, and penetration. The 

family variables of interest were parental conflict and paternal dominance. 

Psychosocial adjustment was determined by self-report measures. The authors 

examined five factors: psychological distress, satisfactory relationships with 

males, satisfactory relationships with females, social support network size, and 

satisfaction with, or perceived, social support. 

In a critique of the use of multiple linear regression analyses of sexual abuse 

and family characteristics, Briere (1988) notes that entering the control variable at 

step one may assign more importance to the step one variable than is accurate 

when the control and predictor variables are interrelated and the step one 

variable is not necessarily causally antecedent to the predictor variables. Thus, he 

recommends entering the predictor and control variables simultaneously at step. 

one, “so that the associated regression weights reflect the contribution of each 

variable controlling for the other” (p. 85). As per Briere’s recommendation, 

Edwards and Alexander (1992) conducted their analyses accordingly. The 

authors first performed multiple regression analyses on the five measures of 

psychosocial adjustment with all subjects (abused and nonabused), entering the 

dichotomous variable of sexual abuse occurrence and measures of parental 

conflict and family characteristics simultaneously in each regression. The 

occurrence of sexual abuse was significantly associated with less satisfactory 

relationships with males and perceived parental conflict was significantly 

associated with greater psychological distress and less satisfactory relationships 

with females. Furthermore, the authors ran a second set of multiple regression 

analyses on only subjects with abuse histories to examine the relative 

contributions of abuse characteristics and family variables to the psychosocial 

adjustment of women with sexual abuse histories. Sexual abuse severity scores 

and measures of parental conflict and paternal dominance were entered 

simultaneously in each regression. Both the severity of sexual abuse and family 

variables were related to the adjustment of the abused individuals, with severity
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of abuse significantly predicting psychological distress and smaller social 

networks, parental conflict significantly predicting less satisfactory relationships 

with females, and paternal dominance significantly predicting less satisfactory 

relationships with males. Thus, results of this study suggest that family variables 

of paternal dominance and parental conflict and sexual abuse variables of 

occurrence and severity make independent contributions to psychosocial 

adjustment. Consequently, both family variables and sexual abuse variables 

should contribute to the link between childhood sexual abuse and borderline 

personality disorder. 

Weaver and Clum (1993) examined the presence of compound abuse and the 

relative contributions of abuse and family variables to borderline 

symptomatology in their investigation of depressed borderline and depressed 

nonborderline female inpatients. The borderline individuals had significantly 

higher overall trauma scores, indicating more compound abuse (sexual abuse, 

physical abuse, witnessing domestic violence, and/or early separation 

experiences). Furthermore, Weaver and Clum examined the relative 

contributions of sexual abuse and family variables to borderline dimensional 

scores through a series of multiple regressions. In the first regression of interest, 

all subscales of the Moos Family Environment Scale (FES) were forced into the 

equation and the sexual abuse composite score was then entered stepwise. The 

FES subscales accounted for 44% of the variance in borderline dimensional scores 

and the sexual abuse composite score remained a significant predictor of 

borderline dimensional scores, accounting for an additional 19% of the variance. 

Interestingly, this regression was rerun twice, substituting physical abuse 

composite scores and then witnessing domestic violence composite scores, but 

each yielded nonsignificant predictions above and beyond the FES subscales. 

Lastly, trauma variables were forced into the regression equation first, followed 

by collective entry of the FES subscales. The trauma variables collectively 

accounted for 58% of the variance of borderline dimensional scores and only the 

control subscale of the FES remained a significant predictor, accounting for an 

additional 8% of the variance of borderline dimensional scores. Thus, both 

familial control, indicating many rules and procedures governing family life, and 

sexual abuse appear related to the severity of borderline symptomatology.
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In sum, the nature of the trauma is complexly determined through presence 

or absence of various sexual abuse characteristics, presence or absence of 

concomitant physical abuse, witnessing domestic violence and/or other forms of 

trauma or stressors, and presence or absence of concomitant dysfunctional family 

variables. In general, severity of sexual abuse characteristics, compound abuse, 

and presence of dysfunctional family variables such as conflict or control are 

more likely to lead to borderline personality. Although the nature of the trauma 

contributes significantly to an individual’s adjustment, environmental responses 

and the individual’s interactions with the environment also play a significant role 

in the individual’s adjustment, as will be seen below. 

Initial Response 

Essentially, the initial response, or short-term outcome of sexual abuse 

depends on the parents’ response, the child’s response, and interactions between 

parent and child. Friedrich generally contends that parental support of the child, 

availability of a variety of coping resources for the child and the parent, and a 

self-enhancing attributional style of the child lead to fewer psychosocial 

difficulties on the part of the child. On the other hand, lack of support of the 

parents, few coping resources for the child, and a child’s internal, stable, and 

global attributions for negative events are associated with a more negative 

impact. 

Parental Response 

Friedrich considers parental support of the child to be critical for the child’s 

healthy adjustment to sexual abuse. Parental support is manifested in the 

parents’ belief in the child’s disclosure and in the resilience of the child. This 

support serves as a coping resource for the child and thereby helps ameliorate 

the effects of sexual abuse. Parental response to the child is determined in part 

by the coping resources of the parent, such as financial resources, social support, 

positive outlook, and problem-solving ability. With fewer coping resources of 

their own, parents will be less able to tend to the child’s needs. It seems 

reasonable to conclude that the presence of support by parents and others may 

serve as a protective or buffering factor to prevent establishment of the link 

between childhood sexual abuse and borderline personality disorder. This
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hypothesis awaits empirical validation. However, indirect support for this 

contention comes from the oft found relationship between dysfunctional family 

characteristics and borderline personality disorder, indicating fewer coping 

resources of family members in general and parents in particular that may impair 

parental ability to support the child. | 

Child Response 

As mentioned earlier, the attributional style of the child also will affect the 

child’s initial response to sexual abuse. For example, Wyatt and Newcomb (1990) 

examined abuse characteristics, mediators, and outcome in a community sample 

of women who had been sexually abused during childhood. Results of their 

study suggested that greater severity of abuse and proximity of abuse, as well as 

mediators of internal attributions, immediate negative reactions, and less 

disclosure were significant predictors of more negative outcomes. Inasmuch as 

borderline personality disorder is indicative of serious psychopathology and, 

hence, a negative outcome, it seems reasonable to conclude that internal 

attributions of negative events, especially sexual abuse, and self-deprecatory 

attributional styles in general may contribute to the link between childhood 

sexual abuse and borderline personality disorder. This hypothesis, however, 

awaits empirical investigation. 

In sum, the link between childhood sexual abuse and borderline personality 

disorder is most likely to be established when initial responses to the sexual 

abuse are characterized by few coping resources of the parents and the child, lack 

of support by parent(s), and a self-deprecatory attributional style of the child. 

Longer-Term Reactions 

According to Friedrich (1990), longer-term reactions to sexual abuse are 

influenced not only by the sexual abuse characteristics and the nature of the 

initial responses that were discussed previously, but also by triggering events, 

developmental factors, and the degree of fixation experienced by the individual 

who was abused.
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Triggering Fvents 

In their examination of borderline personality disorder and childhood 

trauma, Herman, Perry, and van der Kolk (1989) conceptualized borderline 

personality disorder as a complicated posttraumatic syndrome. Essentially, the 

authors believed that the symptomatology associated with childhood trauma, 

especially sexual abuse, became integrated into the borderline subjects’ 

personality and, consequently, ego syntonic. According to Friedrich, triggering 

events, or events that approximate the abuse experience(s), typically lead to the 

emergence of more primitive defenses and regressive behaviors. Thus, repeated 

incidents of severe sexual abuse, by the same perpetrator and/or different 

perpetrators, would serve to trigger posttraumatic symptoms and primitive 

defenses. In this instance, chronic PTSD most likely would emerge. According 

to Friedrich, continual re-emergence of the posttraumatic symptoms and 

primitive defenses over a long period of time most likely will lead to the 

internalization of these experiences. Essentially, the individual becomes arrested 

developmentally, as will be discussed below. Thus, the more triggering events, 

repeated occurrences of severe sexual abuse and/or events that approximate the 

abuse there are, the more likely the link between childhood sexual abuse and 

borderline personality disorder will be established. 

Degree of Fixation 

Friedrich describes fixation as developmental derailment. Essentially, degree 

of fixation refers to the extent to which the child’s normal developmental path 

has become arrested. Friedrich contends that children who are able to discuss 

their abuse and to think positively about themselves in relation to the sexual 

abuse are more likely to develop an integrated sense of self. However, in the 

absence of such experiences, the individual’s sense of self will become more 

fragmented. Thus, degree of fixation is related to the characterological nature of 

symptoms because the symptoms become “stuck” or fixated within the 

individual. 

As mentioned previously, chronic sexual abuse, or sexual abuse that occurs 

frequently with a long duration, is thought by Friedrich to lead to a child’s 

internalization of the experiences and formation of a set of expectations about 

relationships based on these experiences. Thus, chronic (frequent, of a long
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duration) sexual abuse may lead to arrested social development. This may be 

related to the development of borderline personality disorder if the child is 

dependent on the perpetrator for nurturance, but harmed by the perpetrator as 

well. Internalization of this relationship may lead to fluctuations of 

overidealization, based on need for nurturance, and devaluation, based on real or 

perceived harm. This hypothesis awaits empirical investigation as well. 

Development 

Friedrich (1990) indicates that developmental factors influence children’s 

adjustment. He believes that adolescents are more likely to feel stigmatized than 

younger children because they are more aware of the taboo against incest and 

sexual abuse. There is preliminary support for this contention with the finding 

that adolescents are more likely than younger children to exhibit suicidal and 

self-mutilating gestures (Kendall-Tackett et al., 1993). Because research generally 

fails to find an association between age of abuse and outcome, age-related 

symptomatology most likely is related to differences in coping and/or 

perceptions of abuse rather than age(s) of onset or occurrence of abuse, per se. 

Although age of onset has not been borne out in the literature, duration of 

sexual abuse has. Typically, more severe symptomatology is associated with two 

or more years duration. As mentioned earlier, Friedrich believes that longer 

durations of sexual abuse increase the likelihood that the victim will internalize 

the abuse experience. The author maintains that internalization of the abuse 

experience, relationship, and symptomatology is most likely to occur when the 

duration of abuse occurs over more than one developmental period. More 

specifically, because the average age of onset of abuse is eight or nine years, the 

author contends that abuse that extends into adolescence is more likely to lead to 

borderline personality disorder. Because adolescence marks the onset of 

puberty, emerging sexuality, and more intimate social relationships, unsuccessful 

negotiation of these developmental tasks appears most likely to lead to 

borderline personality disorder. If the abuse endures into this developmental 

stage, primitive defenses that were developed earlier due to the initiation of 

sexual abuse would continue to be operative and would compromise successful 

negotiation of this developmental stage. Research to date has not examined
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duration of sexual abuse through developmental stages and into adolescence. 

Thus, the hypothesis mentioned above awaits empirical investigation. 

In sum, longer-term reactions to sexual abuse are dependent in part on 

triggering events, degree of fixation, and development. The link between 

childhood sexual abuse and borderline personality disorder most likely will be 

established if the sexual abuse and triggering events are repeated often, the abuse 

occurs across developmental stages, and the abuse experience, relationship, and 

symptomatology are internalized. Conversely, borderline personality disorder is 

less likely to develop if sexual abuse occurs as a discrete event and the child has 

coping resources other than dissociation to utilize. 

Summary 

In sum, a review of research indicates that childhood sexual abuse may be an 

etiologic contributor to borderline personality disorder. The link between 

childhood sexual abuse and borderline personality disorder is most likely to be 

established when sexual abuse is chronic and severe and occurs compounded 

with other types of abuse or trauma and within the context of dysfunctional 

family characteristics such as familial control and/or parental conflict. 

Essentially, a child’s coping is compromised prior to the occurrence of sexual 

abuse if dysfunctional family characteristics such as parental conflict, biparental 

failure to meet the child’s needs, and/or family disengagement are present. 

Chronic and severe abuse in this context is likely to lead to an internalization of 

the abuse experience, relationship, and symptomatology, especially if parental 

support is absent and the child’s attributional style is self-deprecatory. The 

resultant, characterological symptomatology is borderline personality disorder. 

Although components of this model are partially supported by extant research, 

the theory as a whole must be tested empirically. The empirical investigation 

should include diagnostic interviews, self-report measures of symptomatology, 

clinical observations, a history of abuse and family experiences. by interview as 

well as self-report, and corroborative evidence when possible. Composite 

severity of abuse, duration across developmental stages, compound abuse, 

family characteristics, perceived support, and diagnoses should be assessed and 

analyzed in accord with the theory. The author tested the integrated model 

described in this paper in accord with research suggestions outlined above.
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Method 

Subjects 

All subjects were adult women with histories of childhood sexual abuse 

who were recruited from clinical settings. Only females were chosen due to 

higher representation in sexually abused and borderline populations. The 

following were recruitment sites in Southwestern Virginia: 1) the New River 

Valley Community Mental Health Services outpatient clinics in Giles (n=1 or 2% 

of all participants), Montgomery (n=4 or9% of all participants), and Pulaski (n=2 

or 5% of all participants) counties as well as the city of Radford (n=2 or 5% of all 

participants); 2) the Psychological Services Center (n=2 or 5% of all participants) 

in Blacksburg (outpatient); 3) the Counseling Center (n=2 or 5% of all 

participants) at Virginia Tech (outpatient); and 3) the Southwestern Virginia 

Mental Health Institute (n=20 or 44% of all participants) in Marion (inpatient). 

Additionally, Delaunay Family of Services (n=11 or 25% of all participants), an 

independent, non-profit, community mental health center in Portland, Oregon, - 

was used as a recruitment site for additional outpatients. Inpatient and 

outpatient subjects were utilized to tap a broad clinical range of women with 

sexual abuse histories and consequent negative aftereffects. Permission to 

conduct research was obtained from all participating sites. Subject consent also 

was obtained. 

All females were considered eligible for participation in the research 

project if they: 1) were 18 years of age or older; 2) had a history of childhood 

sexual abuse; 3) were not psychotic at the time of the interview; 4) were not 

mentally retarded; and 5) were not intoxicated at the time of the interview. 

Referring therapists determined whether potential subjects met inclusion and 

exclusion criteria based on case histories and current psychological functioning. 

A total of 44 subjects participated. Each subject was paid $15. Three subjects 

were not used in data analyses either because they were psychotic during the 

time of the interview or they did not complete all measures. 

Procedure 

Subjects were identified by their referring therapists. Therapists gave a brief 

description of the project and obtained written consent from potential subjects to
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be contacted by project staff. Project staff consisted of the author and a graduate 

student of clinical psychology who was fully trained on protocol. A member of 

the project staff contacted potential subjects by telephone to discuss the project in 

further detail and to determine their willingness to participate. It was 

emphasized that participation was voluntary and would not affect treatment at 

their clinical setting. Four women elected not to participate after project staff 

described participation more fully. When possible, appointments were made 

within 14 days of project staff contact for those willing to participate. Subjects 

signed an informed consent to participate prior to data collection. Subjects also 

were given opportunity to consent for project staff to provide feedback to their 

therapists. Permission was obtained in writing. Subjects were informed that the 

information exchange was optional. 

Following each subject’s completion of the informed consent form, 

semistructured interviews were administered. The interviews consisted of a 

diagnostic interview, a borderline personality disorder interview, and a sexual 

and physical victimization interview, in that order. This order was chosen to 

minimize the likelihood that subjects would automatically attribute and/or 

distort their presenting problems due to abuse histories. Descriptions of each of 

these interviews are detailed below. Upon completion of the interviews, subjects 

completed a questionnaire on family characteristics based on their pre-abuse 

recollection. Furthermore, subjects completed a coping scale with reference to 

their sexual abuse. Descriptions of the self-report measures are located in the 

Measures section. 

Semistructured interviews were audiotaped for purposes of establishing 

reliability. Interviews and self-report measures were administered during one 

session. Sessions took from two and one-half to five hours. Following 

completion of the interviews and self-report measures, subjects were given an 

opportunity to process their feelings about the content of the interviews, received 

psychoeducational information and feedback, were assessed for suicidality if 

indicators were present, and received an explanation of the intent of the study. 

When permission was given, therapists were contacted and given feedback about 

their client’s participation.
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Measures 

Each measure is included in the Appendix. 

Descriptive Variables 

-Demographic Information. Information on subjects’ current age, marital 

status, and occupational status was obtained from the Structured Clinical 

Interview for DSM-III-R, discussed below. Information on religion, ethnicity, 

and family of origin demographics was obtained from the Family Experiences 

Survey, also detailed below. | 

-Structured Clinical Interview for DSM-III-R: Non-Patient Version (SCID) 

(Spitzer, Williams, Gibbon, & First, 1992). This semistructured interview was 

administered to determine diagnoses of subjects on Axis I disorders. It was used 

solely for descriptive purposes. Diagnoses related to mood disorders, substance 

abuse, anxiety disorders, somatoform disorders, and eating disorders were 

obtained. Acceptable reliability of the instrument has been well documented 

(Riskind, Beck, Berchick, Brown, & Steer, 1987). Moderate inter-rater reliability 

has been established with Kappas ranging from .40 to .84 for mood disorders, 

from .59 to .65 for schizophrenic disorders, from .43 to .59 for anxiety disorders, 

and from .72 to .86 for eating disorders. Test-retest reliabilities were acceptable 

with a range from .58 for panic disorder to .84 for bipolar disorder. Inter-rater 

reliability in the current study was determined by subjecting a random sample of 

20% of interviews for analysis. Pearson’s correlation coefficients ranged from .63 

(Dysthymia) to 1.0 (Major Depression) for various total diagnostic scores 

(summation of criteria met), suggesting adequate inter-rater reliability. All 

correlations reached significance at p-values of .05 or less. Kappa coefficients for 

categorical diagnoses ranged from .72 (Dysthymia) to 1.0 (Major Depression), 

also significant at p-values of .05 or less. 

Predictor Variables 

-Family Environment Scale-Second Edition (FES; Moos & Moos, 1986). 

This 90-item, self-report questionnaire was utilized to determine family 

characteristics prior to occurrence of sexual abuse. The FES yields ten subscales
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of 9 items each that assess three underlying domains: 1) Relationship: Cohesion, 

Expressiveness, and Conflict; 2) Personal Growth: Independence, Achievement 

Orientation, Intellectual-Cultural Orientation, Active-Recreational Orientation, 

Moral-Religious Emphasis; 3) System Maintenance: Organization and Control. 

Although the entire scale was administered, only the Cohesion, Conflict, and 

Control subscales were utilized in statistical analyses. As indicated earlier, these 

subscales have been found to be significantly related to sexual abuse and/or 

borderline personality disorder in previous studies. A composite “family 

dysfunction” score was obtained based on the three subscales. The FES has been 

_ documented to have reliable psychometric properties (Moos & Moos, 1986). 

Internal consistencies for each of the subscales have been found to be in an 

acceptable range, varying from .61 to .78. Eight-week test-retest reliabilities also 

are acceptable, ranging from .68 for Independence to .86 for Cohesion. Four- 

month and twelve-month test-retest reliabilities also were acceptable, ranging 

from .54 to .91 and .52 to .89, respectively. Construct validity of the scale has 

been well-documented. 

-Finkelhor’s Family Experiences Survey (Finkelhor, 1979). Finkelhor’s 

survey provides extensive information on presence and extent of risk factors of 

childhood sexual abuse, trauma of childhood sexual abuse, and history of 

physical abuse. Although psychometric properties have not been published, 

Finkelhor noted that rates of reported incidents of sexual experiences and abuse 

were comparable to those reported in similar studies. Preliminary support for 

the validity of retrospective reporting of sexual abuse comes from the findings of 

Herman and Schatzow (1987). In their investigation of female outpatients, 

validation of recollections of abuse was established by obtaining corroborating 

evidence from other sources for 73% of the women who reported histories of 

sexual abuse. 

Initially, the interview assesses for risk factors for the occurrence of sexual 

abuse. The presence or absence of each risk factor is scored as “1” or “0,” 

respectively, then summed for a total risk factor score. The following were 

included in the total score: 1) ever lived without mother, 2) not close to mother, 

3) no physical affection from mother, 4) not close to father, 5) no physical 

affection from father, and 6) marital dissatisfaction. Thus, total risk scores could 

range from 0 to 6.
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The survey yields information on intrafamilial and extrafamilial sexual abuse 

occurring throughout the individual’s life. In its original form, subjects describe 

up to 3 “sexual experiences” that occurred within the following contexts: with 

other children when subject was less than 12 years old, with adults (older than 

16) when subject was less than 12, with family members when subject was 12 or 

older, and when the subject was 12 or older and the experiences were 

perpetrated by nonrelatives and occurred without consent. However, much of 

the research to date has examined the following age periods: 0-6, 7-12, and 13-18 

years(e.g., Ogata et al., 1990; Weaver, 1991). Accordingly, the interview was 

modified to assess for occurrence of abuse within each of these three 

developmental periods rather than before and after age 12. Severity of sexual 

abuse was coded for each developmental period. Based on extant research and 

conceptualizations in the literature, the following variables were included to 

determine composite severity of sexual abuse, with the presence of each yielding 

a score of “1” and the absence a score of “0”: 1) occurrence of sexual abuse, 2) 

more than one sexual abuse event, 3) duration over two years, 4) perceived use of 

force, 5) multiple perpetrators, 6) perpetrator was a relative, 7) perceived 

negative emotional impact (present if subjects respond “mostly negative” or 

“negative”), and 8) compound abuse. Within each developmental period, 

severity scores could range from 0 to 8. Across developmental periods, 

composite severity scores could range from 0 to 24. Given selection criteria, 

subjects were not expected to obtain a score of 0 for the composite. This method 

of determining composite severity was used successfully in Weaver’s (1991) 

research with borderline and nonborderline depressed inpatient females. Based 

on the integrated model discussed earlier, the author to modified the score to 

include compound abuse and to increase duration to two years instead of one. 

Lastly, a slight modification of the survey’s questions regarding support was 

utilized to determine perceived support of authoritative figures as well as 

perceived social support from friends and siblings following disclosure of sexual 

abuse. Potential supporters were rated as (1) very, (2) mildly, (3) a little, or (4) 

not at all supportive. The variable of parental support was utilized in analyses 

by averaging ratings of maternal and paternal support. 

-Coping measure. (Leitenberg, Greenwald, & Cado, 1992). This 71-item 

questionnaire was developed to address coping strategies utilized specifically in
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reference to childhood sexual abuse. It contains nine subscales: Denial, 

Emotional Suppression, Emotional Expression, Cognitive Reappraisal, Spiritual 

or Religious Support, Cognitive Rumination, Confrontation, Seeking of Social 

Support, and Avoidance. Alphas for each subscale have been found to be 

acceptable, ranging from .71 to .86. The authors determined that the following 

subscales were associated with greater psychological difficulties in a sample of 

sexually abused female nurses: Denial, Emotional Suppression, Cognitive 

Rumination, and Avoidance. In the present study, this questionnaire was 

utilized to assess coping as a mediator of the relationship between childhood 

sexual abuse and borderline personality disorder. Because the concept of fixation 

and arrested development have been suggested to be related to the development 

of borderline personality, the Cognitive Rumination subscale was utilized in 

analyses. This appears to be the subscale that most closely captures an internal, 

global attribution of the abuse. 

Criterion Variable 

-Personality Disorder Examination (Loranger, 1988). The borderline 

portion of this semistructured interview was administered to determine the 

presence of borderline personality disorder and borderline personality 

characteristics. Each of the eight borderline criteria were assessed by one or 

more questions with standard follow-up protocol. The questions and follow-up 

were designed to bolster simple “yes” or “no” answers. In most cases, to 

establish the characterological nature and pervasiveness of borderline 

personality disorder, the behaviors must have existed for at least five years and 

have been present in more than one context. The PDE yields dimensional as well 

as categorical scores. Dimensional scores are based on the following response 

ratings: (0) absent or normal, (1) accentuated or exaggerated, and (2) 

pathological. ‘Total dimensional scores range from 0 to 26. ‘Test-retest reliability 

estimates ranged from .66 to .86 for the dimensional score (Loranger, 1988). 

Categorical scores were based on the number of pathological symptoms 

exhibited by each woman. At least five scores of “2” out of the eight criteria were 

required for participants to be diagnosed with borderline personality disorder. 

Continuous, total dimensional scores and dichotomous categorical scores were
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used as criterion variables in separate analyses. Inter-rater reliability was 

established by subjecting a random sample of 20% of interviews for analysis. 

Pearson’s correlation coefficient for the borderline dimensional score was .914 

(p<.001), suggesting good inter-rater reliability. The Kappa coefficient for 

categorical borderline scores was .86 (p<.01). 

Hypotheses 

A diagrammed path model depicting the hypothesized relationship between 

childhood sexual abuse and borderline personality disorder is presented in 

Figure 3. The following were working hypotheses: 

1) It was predicted that family dysfunction and presence of risk factors 

would influence the relationship between childhood sexual abuse and borderline 

personality disorder. More specifically, it was predicted that the more the 

dysfunction and risk factors, the more likely the development of borderline 

personality disorder. Family dysfunction and risk factors were expected to have 

direct effects as well as indirect effects through the sexual abuse composite 

severity variable. Additionally, family dysfunction was predicted to have an 

indirect effect through coping and perceived suppcert. 

2) Composite severity of sexual abuse was predicted to have direct and 

indirect effects as well. The more severe the sexual abuse, the more likely the 

development of borderline personality disorder. It was expected that composite 

severity of sexual abuse would also have indirect effects through the mediators 

of perceived support and coping. 

3) Perceived support and coping were predicted to be mediators of the 

relationship between sexual abuse and borderline personality disorder. The 

following were predicted to strengthen the relationship between sexual abuse 

and borderline personality disorder: low perceived (parental) support and a 

high score on the cognitive rumination coping scale of the Leitenberg et al. 

coping measure. 

Results 

Demographics and Sample Characteristics 

Demographic characteristics are listed in Table 2 for the entire sample as well 

as by the following groups: Virginia inpatients, Virginia outpatients, and Oregon
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outpatients. The average age of the entire sample was 33.42 years with a 

standard deviation of 10.27. Ages ranged from 18 to 54. An analysis of variance 

revealed that there were significant differences in age by recruitment site (F=4.32, 

df=2, 38, p < .05). Oregon outpatients were significantly older than Virginia 

inpatients. However, age did not correlate significantly with any of the criterion 

or predictor variables (Pearson’s r ranged from -.276 to .164, p>.05). Subjects 

were primarily Caucasian (93%). Approximately 26% of the participants were 

married, 30% were separated, 26% were divorced, and 18% never married. 

Approximately 25% were employed either full-time or part-time, 7% of the 

sample was disabled, and 5% were homemakers. The majority of the sample 

(63%) was unemployed. Most of the subjects had at least a high school education 

or had received their G.E.D. 

  

Insert Table 2 about here 

  

Table 3 lists average time in therapy, average number of hospitalizations, 

and descriptive statistics on sexual abuse and borderline personality. There was 

considerable variation in the sample in terms of amount of time in therapy. It 

ranged from 0 months (an individual who had been hospitalized) to 276 months. 

Average time spent in therapy for the entire sample was 50 months, or just over 4 

years. An analysis of variance revealed significant differences in amount of time 

in therapy by recruitment site (F=3.81, df=2, 38, p<.05). Oregon outpatients spent 

significantly more time in outpatient therapy than Virginia inpatients. However, 

there were no significant correlations between amount of time in therapy and 

predictor or criterion variables (Pearson’s r ranged from ~.231 to .338, p>.05). 

Number of psychiatric hospitalizations for the entire sample ranged from 0 to 12. 

Approximately 34% of the participants had never been hospitalized for 

psychiatric reasons. The average number of hospitalizations for the sample was 

1.93. 

  

Insert Table 3 about here 
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Given the selection criteria for subjects, it is not surprising that 100% of the 

sample had a history of childhood sexual abuse. When collapsed across 

developmental levels, the average sexual abuse composite severity score was 

15.83 out of a possible 24. 27% of the sample had been sexually abused during 

childhood, or between the ages of 0 to 6 years old, with an average severity score 

of 4.27 out of a possible 8. 90% of the sample had been sexually abused between 

the ages of 7 to 12 years old, or, during latency, with an average severity score of 

6.17. Lastly, approximately 88% of the sample had been abused during 

adolescence, or, between 13 and 18 years of age, with an average severity score of 

5.39. An examination of the percentages reveals that several subjects were 

abused over more than one developmental period. 

Of the entire sample, 13 (32%) met DSM-III-R criteria for borderline 

personality disorder. Approximately half of the Virginia inpatient group met 

criteria for borderline personality disorder compared to less than 20% for the 

Virginia and Oregon outpatient groups. The average borderline dimensional 

score for the entire sample was 11.7 out of a possible 26. Table 4 lists frequencies 

and percentages of borderline criteria. Approximately 95% of the subjects met 

one or more criteria and approximately 70% of the sample met three or more 

borderline criteria. The most frequent criteria met were identity disturbance, 

intense anger, and chronic feelings of emptiness or boredom. 

  

Insert Table 4 about here 

  

Axis I diagnoses of the sample are reflected in Table 5. The majority of the 

sample met criteria for a mood disorder. It is worth noting that approximately 

49% of the sample met criteria for Major Depression. Furthermore, the majority 

of the sample met criteria for an anxiety disorder. Approximately 59% met 

current criteria for Post-traumatic Stress Disorder. Lastly, approximately 20% of 

the sample met current criteria for an eating disorder. As can be seen by 

percentages, there was considerable comorbidity of diagnoses within the sample. 

  

Insert Table 5 about here 
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Path Analysis 

Pearson correlation coefficients with Bonferroni probabilities were 

computed for the predictor variables of Family Dysfunction, Risk Factors, Sexual 

Abuse Composite Severity, Coping, and Perceived support as well as the 

criterion variables of borderline dimension scores and borderline categorical 

scores. The correlation matrix is illustrated in Table 6. As can be seen, only one 

correlation was significant. Amount of risk factors present was negatively 

related to perceived parental support (r=-.54, p<.01). Additionally, at a trend 

_ level, family dysfunction was positively related to amount of risk factors present 

(r=.42, p<.1). 

  

Insert Table 6 about here 

  

A causal model/path analysis was conducted with the assistance of Gary 

Blair, Ph.D., using a series of hierarchical multiple regression equations on SPSS 

for Windows Release 6.0 to estimate direct and indirect path coefficients. Path 

analysis determines the relative influences of variables on criteria. Path analysis 

was conducted to predict borderline dimensional scores in one analysis and 

borderline categorical scores in another analysis. Table 7 reports the hierarchical 

regression analyses. Table 8 presents the direct and indirect effects of the 

predictor variables on borderline dimensional scores. Figure 4 diagrams the 

causal model and path coefficients for predicting borderline dimensional scores. 

As can be seen, none of the paths was significant with the exception of Family 

Dysfunction in relation to Perceived Support. Findings were similar for 

borderline categorical scores and significance levels did not change. Essentially, 

in both analyses, Family Dysfunction was negatively related to Perceived 

Support (Beta=-.33, p<.05, two-tailed t-test). None of the components taken 

individually or in combination significantly contributed to the variance of 

borderline personality, either categorically or dimensionally. A multiple 

regression analysis with all predictor variables entered simultaneously revealed 

that the predictor variables accounted only for approximately 14% of the 

variance of borderline dimensional scores (F=1.17, df=5, 35, p=.34).
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Insert Table 7 about here 

  

  

Insert Table 8 about here 

  

  

Insert Figure 4 about here 

  

Post Hoc Analyses 

The Family Dysfunction composite was deconstructed into its components 

and correlated with borderline dimensional scores. There was no significant 

relationship between family cohesion, family conflict, or family control and 

borderline personality dimensional scores. Correlations also were computed 

between the components of the composite severity factor and the criterion 

variable, borderline dimensional score. Within the composite severity factor, 

none of the variables (e.g., multiple perpetrators, duration over 2 years) that 

comprised the composite was significantly correlated with the borderline 

dimensional score. 

The author examined correlations between sexual abuse severity scores 

within different developmental periods and borderline dimensional scores. Only 

the latency composite severity score correlated significantly with the borderline 

dimensional score. Interestingly, and unexpectedly, the correlation was negative 

(r=-.359, p<.05). 

Correlations between each coping subscale of the Leitenberg et al. measure 

and borderline dimensional scores were calculated. Only two subscales, 

Confrontation and Avoidance, were significantly and positively related to 

borderline personality (r=.34, p<.05 and r=.34, p<.05, respectively). This 

relationship was not predicted. Additionally, the subscales of Confrontation and 

Avoidance correlated significantly with each other (r=.35, p<.05). The subscale of
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Cognitive Rumination, present in the path model, correlated significantly with 

Avoidance (r=.52, p<.01), but not with Confrontation. 

The relationship between age of subjects and borderline personality was 

examined more closely. Whereas 42% of the 18 to 35 year-olds met criteria for 

borderline personality, only 13% of the subjects 36 years or older were diagnosed 

with borderline personality. Table 9 presents the number and percentage of 

subjects per cell. A Chi-square analysis approached significance (X2=3.69, 

p=-055). However, due to an expected frequency of less than five in two cells, a 

two-tailed Fisher’s exact test also was calculated, yielding a p-value of .084. 

Discussion 

This research was designed to explore a possible causal link between 

childhood sexual abuse and borderline personality disorder, Accordingly, a path 

model was developed to be tested empirically. The model proposed that 

childhood sexual abuse would contribute etiologically to borderline personality 

under the following conditions: higher family dysfunction, greater number of 

risk factors, more severe sexual abuse, more cognitive rumination used to cope 

with the abuse, and less perceived parental support. In short, the model, as 

designed and tested, did not significantly predict the presence of borderline 

personality disorder. In fact, basic premises on which the model was based were 

not supported in this study. For example, regression analyses did not reveal 

significant findings between the five predictor variables and borderline 

dimensional or categorical scores. The only significant finding within all 

hierarchical regression analyses was a negative relationship between family 

dysfunction and perceived parental support. Further, correlations conducted on 

the variables revealed a negative relationship between risk factors and perceived 

parental support. Interestingly, this relationship was neither predicted nor tested 

in the path model. There may be several reasons why there were few significant 

findings, as discussed below. 

Because only 14% of the variance of borderline personality scores was 

accounted for by the model, other variables or different representations of the 

variables should be considered. For example, although cognitive rumination in 

regard to childhood sexual abuse was not significantly related to borderline 

personality disorder, the coping mechanisms of avoidance and confrontation
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were. Avoidance and Confrontation subscales also were significantly and 

positively related to each other. These post hoc analyses suggest that a 

composite of Avoidance and Confrontation coping subscales may be useful in 

future analyses. Furthermore, only severity of sexual abuse during latency was 

found to be significantly -- and negatively -- related to borderline personality 

scores. This finding suggests the possibility that children may react differently to 

sexual abuse at different developmental periods. Because the correlation 

between severity of sexual abuse during latency and borderline personality 

scores was negative, composite severity scores across developmental periods 

may not be the most appropriate variable in the model. Severity and form of 

sexual abuse within developmental periods should be examined more closely. A 

composite that incorporates sexual victimization from ages 0 to 18 may need to 

be adjusted depending on when the victimization occurred. For example, 

because one study (Kendall-Tackett et al., 1993) found that adolescents are more 

likely than younger children to exhibit suicidal and self-mutilating gestures, it 

may be that occurrence and severity of abuse during adolescence should be 

weighted more heavily than severity during earlier developmental periods with 

regard to prediction of borderline personality disorder. Finkelhor and Baron 

(1986), in their investigation of risk factors for the occurrence of sexual abuse, 

suggest that different risk factors create vulnerability at different stages of 

childhood. A child’s needs and environments change with different 

developmental stages. Similarly, different sexual abuse factors may produce 

different effects based on the developmental stages during which sexual abuse 

factors occur. 

Another factor that may affect the relationship between childhood sexual 

abuse and borderline personality disorder is dissociation. Herman, Perry, and 

van der Kolk (1989) found a significant correlation between scores on a 

borderline personality disorder scale and a scale of dissociation in their 

investigation of childhood trauma and borderline personality. Furthermore, in a 

clinical sample of male and female individuals who carried diagnoses of a 

personality disorder or bipolar II disorder, van der Kolk, Perry, and Herman 

(1991) found a significant and positive relationship between severity of sexual 

abuse and dissociation. Given the oft-found relationship between dissociation 

and sexual abuse, the use of dissociation by individuals who have been sexually
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abused may affect the relationship between sexual abuse and borderline 

personality disorder. This observation appears more likely with the addition of 

the ninth criterion for borderline personality in the DSM-IV (discussed below), 

which includes dissociative symptoms. It is reasonable to conclude that 

individuals with a history of sexual abuse who score high on a dissociative scale 

would be more likely to meet criteria for borderline personality disorder 

compared with those who score low on a dissociative scale. 

Although parental support was examined in the model, the presence of a 

relationship with an affirming, supportive, and stable adult was not assessed or 

accounted for in the model. Research has demonstrated that this relationship 

may buffer the development of negative aftereffects from traumatic situations. 

Two subjects reported that such a relationship was helpful. For example, one 

subject said, “If it wasn’t for my foster parents, I would still be in an abusive 

situation.” Direct questions with regard to whether or not any such relationship 

was present in subjects’ lives would be useful. 

It is important to note that the sample size was also relatively small. There 

was considerable variability within the sample on a number of characteristics. 

Although this variability is ideal in many ways, a larger sample may have 

provided different findings given the number of possible outliers. For example, 

three of the subjects were diagnosed by their therapists and themselves as having 

multiple personality disorder. Interestingly, none of these subjects met criteria 

for borderline personality disorder, but their sexual abuse composite severity 

scores were high. However, it should be noted that the correlation coefficients 

were run again without the three subjects who were diagnosed with multiple 

personality disorder. Because the degree of relationship remained virtually 

identical with these subjects removed, the path analysis was not run again. 

Although analyses on this sample did not reveal significant findings with regard 

to age and the frequency of borderline personality disorder, there did appear to 

be a trend in the direction of younger subjects more often meeting criteria for 

borderline personality. Replication with a larger sample may lead to different 

findings and it may be determined that age is a factor that should be controlled 

for in analyses involving borderline personality. Because age may be related to 

the prevalence of borderline personality disorder, studies should examine
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whether or not subjects ever met criteria for borderline personality disorder in 

their lifetime, not just currently. 

Several methodological issues are worth discussing as well. The sample in 

this project consisted only of females. Inclusion of male subjects may have 

produced different results. Additionally, the sample used in this project was a 

clinical sample. Herman, Russell, and Trocki (1986) found that clinical 

populations tend to have experienced more severe abuse than nonclinical 

samples. Thus, although there was variability in severity of abuse, the severity 

likely was skewed in the direction of higher severity. Furthermore, the sample 

involved only individuals who had histories of childhood sexual abuse. This 

clearly increases the average severity levels of sexual abuse compared to samples 

with a combination of abused and nonabused individuals. This brings up the 

possibility that the presence of sexual abuse contributes to the probability of 

developing borderline symptomatology, but that severity of sexual abuse fails to 

predict the relationship between borderline personality disorder and childhood 

sexual abuse after a certain level of severity is reached. This may explain why 

Herman, Perry, and van der Kolk (1989) as well as Weaver (1991) found 

significant relationships between severity of sexual abuse and borderline 

personality disorder. Their samples included individuals who did not have 

histories of childhood sexual abuse. Thus, some individuals had composite 

severity scores of 0 and the average severity of sexual abuse for the samples 

probably was lower than the average severity of sexual abuse in this project’s 

sample. The occurrence of sexual abuse automatically increases the composite 

severity score and may have predicted the presence of borderline personality 

disorder more than differences in severity of those who had been sexually 

abused. 

It is worth mentioning that this project relied on retrospective reports of 

abuse, family dynamics, and coping strategies. Herman and Schatzow (1987) 

were able to illustrate that corroborative evidence often supported retrospective 

reports of abuse. Nevertheless, subjects’ current perceptions of previous support, 

family dynamics, and how they coped may have been influenced by any number 

of factors since the abuse (e.g., change in family structure, changes due to 

therapy, recurrent abuse, etc.). A multimodal, multimethod assessment that 

incorporates independent, corroborative data would be useful in providing a
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more complete, and possibly more accurate assessment of childhood experiences 

of adults. Furthermore, whenever possible, research should investigate the 

relationship between developmental levels, contextual factors, abuse variables, 

and outcome symptomatology in child samples. 

It should be noted that assessment of borderline personality was based on an 

interview developed for the DSM-III-R. The DSM-IV added a ninth criterion, 

“transient, stress-related paranoid ideation or severe dissociative symptoms” 

(American Psychiatric Association, 1994). The number of criteria necessary to 

make a diagnosis -- 5 -- remained the same. An examination of number of 

borderline criteria met by the sample, listed in Table 4, reveals that six subjects 

met four criteria. It is probable that more subjects may have been diagnosed with 

borderline personality if the ninth criterion had been assessed as well, since 

several subjects volunteered that they had experienced dissociative episodes and 

fearful periods where they would not leave their home because they were afraid 

someone would harm them. 

Another issue that may have influenced the outcome of this research is how 

sexual abuse was quantified. The composite of severity simply tallied the 

presence of eight possible factors. Thus, there was a cap of eight within each 

developmental period. This form of quantification did not account for all forms 

or incidents of sexual abuse. In effect, there was a limit as to how many incidents 

of abuse were assessed. There also was no difference in quantification based on 

whether there were two or five perpetrators, how many perpetrators were 

relatives, or the degree of relationship between perpetrator and victim besides 

whether or not the perpetrator was a relative. Thus, a score of 8 in any 

developmental period could mean that an individual was abused on three 

occasions by two different perpetrators who used force and penetration or many 

incidents of sexual abuse involving penetration, force, and several perpetrators 

with any given incident of sexual abuse. Thus, the quantification of severity of 

abuse may be more useful if it encompasses a broader range. For example, 

perhaps number of perpetrators could be categorized as one, two to five, six to 

ten, and ten or more yielding scores of 0, 1, 2, and 3, respectively. Furthermore, 

rather than determining whether or not the perpetrator is a relative, perhaps it 

would be more useful to quantify level of familiarity and closeness of the
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perpetrator on a Likert-type scale. Similarly, broader ranges of duration and 

compound abuse should be utilized in future analyses. 

Furthermore, the composite of severity of sexual abuse in this project was 

based on an assumption that various abuse factors contribute equally to the 

severity of abuse. However, it is conceivable that individual factors that 

comprise sexual abuse may contribute differentially to the outcome of abuse. A 

principal components analysis of various severity elements (e.g., use of threat or 

force, degree of relationship to perpetrator, penetration, duration, etc.) on 

predictor and criterion variables might suggest a more accurate way of 

measuring overall severity. 

Better instruments that assess sexual abuse need to be developed. The 

Finkelhor Family Experiences Survey does not assess for all types of sexual 

abuse. For example, there is no way of knowing whether or not rituals were 

involved unless the subject volunteered such information. In this project, two 

subjects revealed that they were victims of Satanic ritual abuse and two subjects 

reported that they were forced into bestiality as well as sexual acts with other 

children. This information was not directly assessed, but volunteered after the 

structured interview. Furthermore, outcomes of sexual abuse were not assessed. 

One subject reported that she had become pregnant as a result of a rape. Several 

subjects had testified in court and/or been removed from their homes. The 

structured interview also did not adequately assess some subjects’ environmental 

background. For example, one subject had been raised in an orphanage and 

several subjects had been placed in multiple foster homes. 

Another point worth considering is how interim events impact how an 

individual copes with past trauma. There was no assessment on whether or not 

subjects were currently in sexually or physically abusive relationships or 

experiencing other traumatic events in their lives. It is conceivable and even 

likely that current symptomatology could be related to recent events as well, be 

they positive or negative. Thus, an account of interim and current events may 

have qualified results of this project. 

Prospective, longitudinal research would be especially helpful in partialling 

out the various developmental influences of childhood sexual abuse. This 

research would significantly aid in the determination of how children react to 

and cope with sexual abuse at different developmental stages as well as how the
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environment responds to children with histories of sexual abuse at different 

developmental stages. Longitudinal research also would enable investigation of 

the development of borderline personality disorder as well as differential effects 

of age on borderline personality disorder. A large sample of individuals 

diagnosed with borderline personality could be categorized and compared by 

age group (e.g., 18-25, 26-35, etc.). Clearly, there are ethical considerations with 

regard to prospective studies of childhood sexual abuse. One could not 

determine the presence of abuse and keep from intervening for the well-being of 

the child. One possibility, suggested by Finkelhor and Baron (1986), would be to 

follow up on participants from previous generations who had participated in 

research unrelated to sexual abuse that examined various individual, family, and 

environmental factors and determine whether the participants had been sexually 

abused during childhood. Prospective research that targets populations at risk 

for the occurrence of sexual abuse based on factors listed by Finkelhor and Baron 

(1986) may be especially fruitful in elucidating the relationship between 

developmental levels, sexual abuse, individual and contextual factors, and 

psychological outcomes. 

Future research should include more refined assessment instruments with 

regard to the nature and scope of childhood sexual abuse as well as other forms 

of childhood victimization. Such research should continue to investigate specific, 

abuse-related outcomes as well as global outcome. Thus, assessment of 

psychosexual development, intimate relationships, attributions of the abuse, 

dissociation, and identity issues should occur. Additionally, a thorough clinical 

interview reflective of DSM-IV diagnoses or general checklists of psychological 

symptomatology such as the Brief Symptom Inventory should be used to assess 

for global outcomes. Larger samples should be used in future research to enable 

investigation of categories of abuse and outcome within and across 

developmental stages. There is a continued need for more comparative 

epidemiological research to determine generalizability of findings with clinical 

samples. As difficult as it is to assess for all victimization experiences and 

outcomes, qualitative research and intensive case study analyses may highlight 

which factors are most important to assess. Lastly, in regard to future research, 

the importance of developing better statistics to analyze this area of research 

cannot be underestimated. Finkelhor and Dziuba-Leatherman (1994), in their



review of literature and national statistics on various forms of childhood 

victimization, indicated that current statistical analyses do not adequately 

capture the scope, nature, and trends of childhood victimization and outcomes. 

The introduction to this project reviewed a model developed to explore the 

relationship between childhood sexual abuse and borderline personality 

disorder. This model was based on the concept of developmental 

psychopathology, which postulates that various pathways can lead to a given 

outcome and various outcomes are possible from any given event. In this case, 

childhood sexual abuse was viewed as contributing to one possible pathway of 

- several toward the outcome of borderline personality disorder and borderline 

personality disorder as one of several possible outcomes of childhood sexual 

abuse. The results of this project did not support the model that was developed. 

Aside from methodological limitations of the study, another reason the model 

failed to predict borderline personality disorder may be that there are several 

pathways between childhood sexual abuse and borderline personality disorder 

that cannot be captured in one model. This supports the basic premise of 

developmental psychopathology in that development of outcomes is not linear. . 

Developmental psychopathology helps explain why findings from various 

studies are mixed. For example, some studies have found a relationship between 

duration and severity of abuse (e.g., Weaver, 1991) and others have not (e.g., 

Briere and Zaidi, 1989). The overall sample in this project is very complex 

regarding demographic characteristics, therapy history, Axis I diagnoses, 

frequency and range of abuse, borderline dimensional scores, and lifetime 

experiences. Given the complexity of the sample, it is reasonable to conclude that 

several pathways between sexual abuse and outcome, as well as sexual abuse 

and borderline personality in particular, were represented within the sample and 

contributed to the relative lack of significant findings in the project. Although 

severity of childhood sexual abuse did not predict borderline personality 

disorder, it is important to note that this finding does not refute claims that 

childhood sexual abuse and borderline personality disorder are related. 

Approximately 33% of the sample, all of whom had been sexually abused, met 

criteria for borderline personality disorder. This percentage is higher than what 

would be expected in a combined sample of inpatient and outpatient subjects.
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Clearly, the issue of the relationship between childhood sexual abuse and 

borderline personality disorder is complex. Hypothesizing pathways between 

childhood sexual abuse and borderline personality remains worthy of 

investigation to determine areas of intervention that may prevent the 

development of borderline personality and assist individuals in coping 

effectively with sexual abuse. This research project has highlighted several areas 

that merit further investigation.
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Table 1 

Borderline Personality and Sexual Abuse Symptom Similarities 

Borderline Personality 

Pervasive pattern of instability of self-image, 
interpersonal relationships, and mood, 
present in a variety of contexts. 

At least 5 of the following: 

pattern of unstable intense interpersonal 
relationships characterized by alternating 
between extremes of overidealization and 
devaluation 

impulsiveness in at least two areas that are 
potentially self-damaging, e.g., spending, 
sex, substance use, shoplifting, reckless 

driving, binge eating 

affective instability: marked shifts from 
baseline mood to depression, irritability, or 

anxiety, usually lasting a few hours and only 
rarely more than a few days 

inappropriate, intense anger or lack of 
control of anger, e.g., frequent displays of 
temper, constant anger, recurrent physical 

fights 

recurrent suicidal threats, gestures, or 
behavior, or self-mutilating behavior 

marked and persistent identity disturbance 
manifested by uncertainty about at least two 
of the following: self-image, sexual 
orientation, long-term goals or career choice, 
type of friends desired, preferred values 

chronic feelings of emptiness or boredom 

frantic efforts to avoid real or imagined 
abandonment 

Sexual Abuse 

discomfort in interpersonal relationships; 
marital problems; 

precocious sexual activity; aggressive sexual 
behaviors; promiscuity; drug or alcohol 
abuse; criminal involvement; delinquency; 

eating and sleeping disorders 

depression; anxiety; fear 

anger, hostility; aggressive behavior; 
identification with the aggressor 

self-mutilation; suicide 

confusion about sexual identity 
employment instability 

sense of differentness from others; feelings 

of isolation and stigma 

extreme dependency; clinging



Table 2 

sample Demographics 

Characteristic 

[N (%)] 

Age 
[Mean (SD)] 

Race 
[N (%)] 

Caucasian 

Hispanic 
Native 

American 

Marital Status 

[N (%)] 
Married 

Separated 
Divorced 

Never Married 

    

Employment 

[N (%)] 
Unemployed 
Employed 
(Ft or pt) 
Disabled 

Homemaker 

Education 

[N (%)] 
Partial High 
Complete High 
Partial College 
College Grad 
Graduate Degree 
G.E.D. 

Virginia 

Inpatient 

17 (41.46) 

29.18 (7.52) 

15 (88.24) 
1 (5.88) 
1 (5.88) 

5 (29.41) 
7 (41.18) 
3 (17.65) 
2 (11.76) 

10 (58.82) 
4 (23.53) 

1 (5.88) 
2 (11.76) 

2 (11.76) 
4 (23.53) 
3 (17.65) 
1 (5.88) 
0 (0) 
7 (41.18) 

51 

Virginia 

Outpatient 

13 (31.71) 

33.39 (10.63) 

13 (100) 
0 (0) 
0 (0) 

2 (15.38) 
4 (30.77) 
3 (23.08) 
4 (30.77) 

9 (69.23) 
3 (23.08) 

1 (7.69) 
0 (0) 

0 (0) 
4 (30.77) 
3 (23.08) 
1 (7.69) 
2 (5.38) 
3 (23.08) 

Oregon 

Outpatient 

11 (26.83) 

40.00 (10.84) 

10 (90.91) 
0 (0) 
1 (9.09) 

4 (36.36) 
1 (9.09) 
5 (45.45) 
1 (9.09) 

7 (63.64) 
3 (27.27) 

1 (9.09) 
0 (0) 

Mean(SD): 

1 (9.09) 
3 (27.27) 
5 (45.45) 
1 (9.09) 
0 (0) 
1 (9.09) 

Total Sample 

41 (100) 

33.42 (10.27) 

38 (92.68) 
1 (2.43) 
2 (4.89) 

11 (26.83) 
12 (29.27) 
11 (26.83) 
7 (17.67) 

26 (63.42) 
10 (24.39) 

3 (7.32) 
2 (4.87) 

12.88 (1.86) 

3 (7.32) 
11 (26.83) 
11 (26.83) 
3 (7.32) 
2 (4.89) 
11 (26.83)
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Table 3 

Therapy history, sample abuse and borderline characteristics 

Characteristic 

Virginia Virginia Oregon Total Sample 

Inpatient Outpatient Outpatient 

[N (%)] 17 (41.46) 13 (31.71) 11 (26.83) 41 (100) 

Therapy (Mos.) 21.41 (29.1) 59.69(75.51) 82.72 (72.29) 50 (63.47) 
[Mean (SD)] 

Hospitalizations 3.176(3.13)  .85(1.52) 1.27 (2.10) 1.93 (2.62) 
[Mean (SD)} 

Sexual Abuse 

[N (%)] 
Child 10 (58.82) 7 (53.85) 10 (90.91) 27 (65.85) 

Latent 13 (76.47) 13 (100) 11 (100) 37 (90.24) 

Adolescent 16 (94.12) 11 (84.62) 9 (81.82) 36 (87.80) 

Sexual Abuse 

Severity 

[Mean (SD)] 
Child 3.69 (3.68) 3.64 (3.30) 5.91 (2.51) 4.27 (3.32) 

Latent 6.77 (.725) 5.24 (3.15) 6.91 (.83) 6.17 (2.22) 

Adolescent 4.85 (2.48) 6.06 (2.02) 5.0 (2.83) 5.39 (2.41) 

Composite 15.31 (5.12) 14.94 (6.17) 17.82 (4.79) 15.83 (5.50) 

Borderline 

Personality 

[N (%)] 9 (52.94) © 2. (15.38) 2 (18.18) 13 (31.71) 

Dimension 9.69 (5.33) 13.29 (6.05) 11.64 (4.03) 11.7 (5.44) 

[Mean (SD)]
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Table 4 

Frequencies and percentages of borderline criteria and symptomatology 

Number of Borderline Criteria Met by Sample 

  

  

  

  

  

Number 
of 0 1 2 3 4 5 6 7 8 

Criteria 

Subjects 
N 2 8 2 10 6 5 3 3 2 
7 488 19.51 488 2439 1463 12.20 7.32 7.32 4.88 

Borderline Symptoms Met by Sample 

Symptom N Lo. 

Unstable, intense interpersonal relationships 20 48.78 

Impulsiveness in at least two self-damaging areas 17 = 41.46 

Affective instability 16 =. 339.02 

Inappropriate, intense anger or lack of control of anger 24 58.54 

Recurrent suicidality or self-mutilating behavior 15 36.59 

Marked and persistent identity disturbance 22 53.66 

Chronic feelings of emptiness or boredom 21 51.22 

Frantic efforts to avoid real or imagined abandonment 5 12.20
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Table 5 

Diagnostic Characteristics of Sample 

  

  

DSM-III-R Diagnosis N %o 

Major Depression 20 48.78 

Bipolar Disorder, manic 1 2.44 

Dysthymia 7 17.07 

Alcohol Dependence 6 14.63 

Non-alcohol Substance Dependence 7 17.07 

Panic Disorder without Agoraphobia 6 15.63 

Panic Disorder with Agoraphobia 8 19.51 

Agoraphobia without hx of Panic Disorder 2 4.88 

social Phobia 16 39.02 

Simple Phobia 18 43.90 

Obsessive Compulsive Disorder 3 7.32 

Generalized Anxiety Disorder 5 12.20 

Post-traumatic Stress Disorder 24 58.54 

Somatization Disorder 3° 7.32 

Hypochondriasis 3 7.32 

Anorexia Nervosa 1 2.44 

Bulimia Nervosa 8 19.51 
 



Table 6 

Correlation Matrix, Means, and Standard Deviations 
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Family —— Risk Abuse Coping Support 
Dysfunction Factors Composite 

Risk A21# 
Factors 

Abuse 182 029 
Composite 

Coping .198 .040 -.034 

Support -.372 -.938* -.289 .062 

Borderline 037 -.158 -.141 291 198 

Dimension 

Borderline .087 -.278 -.104 204 .238 

Category 

X 9.46 3.02 15.83 4.96 12 

SD 5.48 1.59 5.50 1.46 75 

*p<.01 
#p<.] 

Note: Means and Standard Deviations of Family Dysfunction components are as 
follows (X (SD)): Cohesion (3.1 (2.9)), Conflict (5.7 (2.8)), and Control (6.8 (1.5)).
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Table 7 
Summary of Hierarchical Regression Analysis for Variables Predicting Borderline 

Dimensional Scores (N=41) 

  

  

Variable B SEB Beta p 

Equation 1 
Family Dysfunction 12 17 13 48 
Risk Factors -.72 .60 -.21 24 

Equation 2 
Family Dysfunction 16 18 16 38 
Risk Factors -.76 .60 -.22 22 
Sex Abuse Composite -.16 16 -.16 od 

Equation 3 
Family Dysfunction Al 18 1 9 
Risk Factors -.03 .67 -.16 47 
Sex Abuse Composite -.12 17 -.12 49 
Coping .98 .60 27 11 
Perceived Support 77 1.46 11 .60 
  

Note. R2 = .04 for Equation 1; change in R = .02 for Equation 2 (ps >.05). R2 = 

.06 for Equation 2; change in R2 = .08 for Equation 3 (ps > .05).
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Table 8 

Direct, Indirect, and Total Effects (Beta Weights) of Predictor Variables on 
Borderline Dimensional Scores 

  

  

Variable Direct Effect Indirect Effect Total Effect 

Family Dysfunction 11 .03 14 

Risk Factors -.16 01 ~15 

Sex Abuse Composite -.12 .04 -.08 
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Table 9 

Number and Percentage of Borderline and Nonborderline Subjects by Age Group 

Nonborderline Borderline 

  

Ages 18-35 15 (37%) 11 (27%) 
  

Ages 36 and higher 13 (32%) 2 (5%)        
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Appendix 

Forms 

Protocol for Referral Sources 

Introduction to Potential Subjects 

Permission to be Contacted 

Informed Consent Form 

Permission to Contact Therapist 

Measures 

Structured Clinical Interview for DSM-III-R 

(Spitzer, Williams, Gibbon, & First, 1992) 

Family Environment Scale (FES) 
(Moos & Moos, 1986) 

Finkelhor’s Family Experiences Survey 
(Finkelhor, 1979) 

Personality Disorder Examination, Borderline Personality Portion 
(Loranger, 1988) 
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irginia 
V oT Te C h ____,, Psychological Services Center 

VIRGINIA POLYTECHNIC INSTITUTE Department of Psychology 

AND STATE UNIVERSITY 3110 Prices Fork Road 

Blacksburg, Virginia 24060 

(703) 231-6914 Fax: (703) 231-3652 

Dear Mental Health Professional. 
I would like to ask for your help. | am conducting research for my dissertation on the 

influences of childhood experiences and carly family environment on adult women. 
More specifically, ] would like to determine the effects of childhood sexual abuse and 
early family environment on adult functioning. What I need from you is referrals for the 
project. 

Essentially. any woman 18 or older with a history of childhood sexual abuse is 
eligible, as long as the following conditions apply: 

1) She must be in therapy. currently, but not necessarily for abuse issucs 
2) She must not be currently psychotic 
3) She must nol be in severe abreaction to the point that questions about 

her abuse will be detrimental 
4) She must not be mentally retarded 

It is important for me to examine the full range of possible experiences of childhood 
sexual abuse. Thus, women with ANY type of sexual abuse, by one or more perpetrators 
ranging from strangers to relatives, with any level of severity of the sexual abuse. is 
eligible. A wide variety of presenting problems, diagnoses, and family of origin 
environments is needed, as well. 

If you have a client who you believe would be a good candidate for the project and 
she meets the above critcria, please follow the protocol described below. I believe this 
will be a worthwhile expericnce tor her. 

Protoco] 
Once the person is identified as a candidate for the project. bricfly describe the project 

and give her the handout entitled “An Introduction.” Determine her willingness to hear 
more about the project and discuss the possibility of her participation with project staff. 
If she appears agreeable. have her complete and sign the form, “Permission to be 
-‘Contacted.” Please make sure the phone number or appropriate contact information ts 
included. Make 2 copy of the form for your records and place the original in the agreed 
upon area. 

[ truly appreciate your help and cooperation in this matter. Should you have anv 
questions or comments, do not hesitate to contact me at the Psychological Services 
Center in Blacksburg: 703/231-6914. I would like to keep the communication channels 
open between us. 

Sincerely, 

2 GZ. AEE. hore. N Men tee. 
Peg Warren. MLS. Thomas H. Ollendick, PhD 
Graduate Clinician Director of Clinical Training 

A Land-Grant Universttv-The Commouweatth Is Qur Campus 

An Equal Opportunity | Affirmative Action Institution
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irginia 
V oa Tech ocete . Psychological Services Center oe. 

WP VIRGINIA POLYTECHNIC INSTITUTE Department of Psychology 
AND STATE UNIVERSITY 3110 Prices Fork Road 

Blacksburg, Virginia 24060 
(703) 231-6914 Fax: (703) 231-3652 

An Introduction 
Hello! 

We are interested in how childhood experiences and early family 
environment influence people’s lives. Much still needs to be known about the 
subject. We hope to determine how best to identify people’s needs and help 
individuals who had negative childhood experiences or family environments by 
conducting the project. Some people are not negatively affected by negative 
childhood experiences and family environments while others are. We would like 
to determine what has helped people and what has not. 

We would like the to have the chance to describe our project and to ask for 
your participation. If you participate, you will receive $15. Your participation ts 
completely voluntary -- your therapy will not be affected based on whether or 
not you participate. Also, you will not have to answer any questions that you do 
not want to and you may tell us that you wish to stop at any time. 

The project consists of a detailed interview about current difficulties you 
may be experiencing, your family, and childhood sexual abuse and physical 
abuse. When we ask about abuse, we’l] be asking yes, no questions or ask for a 

rating about the experience you had. You will not be required to retell or relive 
your experiences. In addition, we will ask you to complete two questionnaires 
on how you have dealt with the experience and your early family environment. 
If you have difficulty reading, the questionnaires will be read to you. It is 
anticipated that the interview will last from 1 and 1/2 to 3 and 1/2 hours and the 
questionnaires will take approximately 30 to 45 minutes to complete. Thus, the 
entire process is expected to take about 2 to 4 hours. 

Your responses will be completely confidential. The only time we would 
have to break your confidentiality is if you were in danger of hurting yourself or 
someone else. Only project staff will have access to your materials and all 
materials have an identification number rather than your name on them. We 
would, however, like to give you the opportunity to allow us to speak with your 
therapist about your current difficulties and your childhood. Your permission is 
optional and will not affect your project participation or your therapy. 

Please allow us the chance to explain this better either by phone or in 
person. If you are willing, simply complete and sign the form entitled 
“Permission to be Contacted.” Signing this form does not mean that you are 
willing to participate. It only means that you are willing to talk with us about the 
project and to decide whether or not you will participate. This should take only 5 
minutes of your time. 
Thanks, 

homer Oller Lick _ 
Peg Warren, MS Thomas H. Ollendick, PhD 
Graduate Clinician Director of Clinical Training 

A Land-Grant Universitv-The Commonwealth 1s Our Campus 

An Equal Opportunity { Affirmative Action Institution
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rl Tech _. oo Psychological Services Center 

QP VIRGINIA POLYTECHNIC INSTITUTE Department of Psychology 
AND STATE UNIVERSITY 3110 Prices Fork Road 

Blacksburg, Virginia 24060 

(703) 231-6914 Fax: (703) 231-3652 

Permission to be Contacted 

L, a , agree to be contacted by Peg Warren 

Print Your Name Here 

or, if not possible, other qualified project staff for the purposes of discussing the 

project on Influences of Childhood Experiences and Early Family Environment 

on Adults. ] understand that | am not obligated to participate by signing this 

form. Rather, | am agreeing only to let my therapist, ,   

Print Therapist’s Name 

give Peg Warren my name solely for purposes of discussing the project. | 

understand that discussing the project will take approximately 5 minutes, or 

more if | want it to. 

Signature: Date:   

Phone number:   

Best days and times to reach me: 

I do not have a phone, but | am willing to meet with you in person to 

discuss the project. Please contact my therapist to determine the time. 

Mental Health Facility: 

A Land-Grant University-The Commonwealth 1s Our Campus 

An Equal Opportunity / Affirmative Action Institution
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Tec Psychological Services Center eek 

WH VIRGINIA POLYTECHNIC INSTITUTE Department of Psychology 
AND STATE UNIVERSITY 3110 Prices Fork Road 

Blacksburg, Virginia 24060 

(703) 231-6914 Fax: (703) 231-3652 

INFORMED CONSENT FORM 

TITLE OF EXPERIMENT: Influences of Childhood Experiences and Early Family 

Environment on Adults 

1. PURPOSE OF EXPERIMENT: 

You are invited to participate in a study about childhood family environment 
and experiences, such as abuse, and their impact on women’s lives. 

2. PROCEDURE TO BE FOLLOWED IN THE STUDY: 

To accomplish the goals of this project, you will be asked to participate in an 
interview and complete two questionnaires. The interviews will cover topics 
such as how you see yourself and relationships with other people, any problems 
you may be experiencing currently, and possible experiences of sexual and 
physical violence which you may have experienced in your life. The 
questionnaires include a number of questions about family life in early childhood 
as well as questions about how you coped with negative childhood sexual 
experiences. It is anticipated that the interview will last from 1 and 1/2 to 3 and 
1/2 hours and the questionnaires will take approximately 30 to 45 minutes to 
complete. Thus, the entire process is expected to take from 2 to 4 hours, 
approximately. 

3. CONFIDENTIALITY OF THE RESULTS: 

The results of this study will be kept strictly confidential. At no time will the 
researchers release your responses or results to anyone other than the individuals 
working on the project without your written consent. The only exception to this 
policy of confidentiality is as follows. If you indicate at any time during the 
session that you are a danger to yourself or to someone else, your therapist will 
be informed of this information so that he or she can provide you with the type 
of support or help that you may need. 

The information you provide will not have your name associated with it. The 
consent form is the only paper with your name. Ail other materials will have 
only a participant number to identify you during analyses and write-up of the 
research. 

A Land-Grant Universitv-The Commonwealth Is Our Campus 

An Equal Opportunity / Affirmative Action Institution
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The interview portion of this study will be audiotaped. These tapes will be 
listened to by project staff for research purposes only. Your name will not be 
written on this audiotape and the tape will be erased within one month. 

4. DISCOMFORTS AND RISKS FROM PARTICIPATING IN THE STUDY: 

Participation in this study may involve some discomfort after answering 
sensitive questions about your childhood or life experiences. In addition, self 
disclosure of experiences of sexual or physical abuse can cause some persons to 
feel uneasy, sad, or upset in some other ways. In the event that this happens to 
you, you are not alone. The researcher, a graduate student in clinical psychology 
trained to help process feelings, is available to talk with you about your feelings. 
In addition, should you choose, you could continue talking about your feelings 
with your therapist. 

It is important for you to realize that you do not have to answer any questions 
during the interview or on the questionnaires that you do not want to. You also 
may stop participating in the study at any time should you be feeling 
uncomfortable, which will in no way affect your status in therapy. 

5. EXPECTED BENEFITS 

Participation provides the investigators the opportunity to contribute to the 
understanding of the relationship between early family environment and 
childhood abuse experiences and difficulties experienced as an adult. 

6. FREEDOM TO WITHDRAW: 

You are free to withdraw from participation in this project at any time 
without penalty. Participating or not participating in this study will in no way 
affect your treatment in therapy. 

7. FINANCIAL COMPENSATION: 

For participation in this study you will receive $15. 

8. USE OF RESEARCH DATA: 

The information from this research may be used for scientific or educational 
purposes. It may be presented at scientific meetings and/or published and 
republished in professional journals or books, or used for any other purpose 
which Virginia Tech’s Department of Psychology considers proper in the interest 
of education, knowledge, or research.
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9. APPROVAL OF RESEARCH: 

This research project has been approved by the Human Subjects Committee 
of the Department of Psychology and by the Institutional Review Board of 
Virginia Tech. This research has also been approved by the appropriate 
authorities of the agency in which you are receiving therapy: 

10. SUBJECTS’ PERMISSION: 

1. I have read and understand the above description of the study. I have had an 
opportunity to ask questions and have had them all answered. I hereby 
acknowledge the above and give my voluntary consent for participation in this 
study. 

2. I also understand that if I participate I may withdraw at any time without 
penalty. 

3. I understand that should I have any questions about this research and its 
conduct, I should contact any of the following: 

Primary researcher: Peg Warren, MS Phone: 703/231-6914 

Faculty Advisor: Thomas H. Ollendick, PhD Phone: 703/231-8148 

Chair, HSC: R.J. Harvey, PhD Phone: 703/231-7030 

Chair, IRB: Ernest B. Stout, PhD Phone: 703/231-6077 

Participant’s Signature: Date:   

Please print name clearly:   

Participant ID #:
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Virginia 
AL ech Psychological Services Center 

VIRGINIA POLYTECHNIC INSTITUTE Department of Psychology 

AND STATE UNIVERSITY 3110 Prices Fork Road 

Biacksburg, Virginia 24060 

(703) 231-6914 Fax: (703) 231-3652 

Permission to Contact Therapist 

L , agree to let qualified project staff 
Print Your Name Here 
  

contact my therapist, ,at 
Print Therapist Name Print Clinic Name 

for the purposes of providing my therapist with information about me based on 

my participation in this project that may aid in my treatment. I understand that 

the information will be related to how I am doing now as well as what my 

childhood was like. Furthermore, I understand that granting this permission is 

voluntary and in no way affects my therapy or my project participation. 

Signature: Date: 

Interviewer: 
  

A Land-Grant Universitv-The Commonwealth Is Our Campus 

An Equal Opportunity . Affirmative Action listitution
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8/1/86 

. 1.0.# . 
—_——_ Se ae ——— 

STRUCTURED CLINICAL INTERVIEW . FOR DSM-III-R ~ NON-PATIENT VERSION 

8S CID =- NP 

Robert L. Spitzer, M.D. and Janet B. W. Williams, D.S.W., 
& Miriam Gibbon, M.S.W. 

iInformant's Name: 
  

Relationship to Proband: 
  

  
Proband's Name: 

Date of Interview: l / 

Rater's Name: 
  

Rater is: Interviewer 

Observer 

  

The development of the SCID has been supported in part by 
NIME Contract #278-83-0007(DS) and NIMH Grant #1 ROl MH40511=-01. 

For citation: Spitzer, Robert L. and Williams, Janet B.W. & Gibbon, 
"Structured.Clinical Interview for DSM-III-R - 
Non-patient Version (SCID-NP, 8/1/86)" 
Biometrics-Research Department 
New York State Psychiatric Institute 
722 West 168th Street 
New York, New York 10032



72. 

SCID-NP 8/1/86 

INTROOUCTION FOR INITIAL INTERYIEY 

Itm going to be asking you shout 
probless or difficulties you aay 
have had, and I'7] be making some 
notes as we go along. Oc you have 
any questions before we begin? 

CEMOGRAPHIC DATA 
SEX: 

Has old are you? AGE: 

Are you married? MARITAL, STATUS” 

(most recat): 
TF NOz Were you 
ever? 

_ (Any chil creat) 

Where do you 1 {ve? 

W
a
w
n
 

| 

Werv ley 

1 sale 
Z feale 

gwarried Cor living 

together lt years) 

divorced/annul ] ed 
widowed 
never married 

  

  
Wha da you I tve with? 

What kind of work da you do? 
  

‘(Oe you work outside of 
your home?) 
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‘SCID-NP 8/1 Overview 

  Are you Forking now? 

  ~> If YES: How long have you 

vorked there? 
j 

  IF LESS THAN 6 MONTHS: Why 
did you leave your last job? 

  Have you always done that kind 
of work? . 

8 
2
0
 
O
n
 
o
w
 
O
n
 
e
n
 O
n
 
o
n
 

  
> IF NOc Why fs that? 

What kind of work have you dons? 

  IF UNQOIN: Has there ever been a 

period of tine when you were unable 
te work or go to school? 

IF YES: When? Why was that? 
  

  
IF NOT CEVIQUS FROM WORK HISTORY: 
How far did you gst fn school? 

IF FAILED TO COMLETE A 
  

PROGRAM IN WHICH THEY WERE - 7 
ENROLLED: Why didn't you 
  

finish? 

PAST PERIODS OF PSYCHOPATHOLOGY 

Have you ever sen anybody Treatment for eactional prob] aus 
- for enctional of psychiatric. - with a physician or mental heal th 
prod! ens? profess{onal 

If YES: What was that for? 
  

Cimat treatment did you get? 
Any aedication?) — - 
  

- IE NOt Was there ever a tine 
  

whea yous. cr scmecne eo] se. 

  
thought you should see someone 
because of the way you vere 
feetiag or acting? 
  

  

1
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SCID-NM® 8/1/85 Wervier tt! 

Have you ever been a patient Hospitalized for emotional prob] es 

{in a psychtatric hosp{tal? 

  
IF YES: What was that for? 

- IF GIVES At INACEQUATE A 
SIER, CIAL ENGE GENTLY: 
@.go9 “Wasa't there something 
else? People usually deat 
go to psychtatric hospitals 
just becacss they are tired 
or nervous. * 

  

  

  

  

  
IF NO EVIDENCE OF PAST 
PSYCHOPATHOLGaY: Thinkfag back aver 
your whole life, when were you the 
fast upset? 
  

(Why? What wes that 1 ike? 
Har vere you feeling?) 
  

  

  

  

  

“PSYCHOPATHOLOGY DURING PAST MONTH 

Nor I would Tike to ask you about - 
the past montr. How have things 
  

been going for you? 
  

  
das anything happened that hes been 
espectally hard for you? 

  

What about difficulties et work or 
with your fan{ly? 

How haz your mood been? 

  

  

What about your physical heal tn? 
- (Da you take any aedicattons 
fos?) USE INFORMATION TO 
COOE ACIS II. 
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SCIO-MP ay 1/8 . Weevies 

  
What have your drinking habits 
been Tike? 

  
Have you taken any drugs? 

(What about martj{uana, cocaine. 
other street drugs?) 

IF REPORTS CURRENT PSYTHOH. 
PATHOLOGY: 

ENVIROMENTAL CONTEXT AXO 
POSSIBLE PRECIPITANTS 

  
What was gofng on {fn your Iffe 
when this (CURRENT PSYCHO- 

  
PATHOLOGY) began? 

  
Otd anything happen or change 
just before al] this started? 

  
(De-you think tiis had anything 
to do with your CCURRENT PROS} 

  
LEMSI)7 

OLAGNOSTIC DMPRESSION (SO FAR) 
  (AXIS II OPTIONAL): 

  

  

  

  

fv
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NOTES



_SCID 8/1/86 

MOO0 SYNDROMES 

Current MOS Mood Syndromes A. 1 

THIS SECTION, MAJOR DEPRESSIVE, MANIC, AND OYSTHYMIC SYNOROMES ARE EVALUATED. 

THE OIAGNOSES ARE MACE IN 0. MOOO DISORDERS. FOLLOWING C. PSYCHOTIC DISOROERS, 

CURRENT MAJOR DEPRESSIVE - 
SYNOROME 

Now I am going to ask you some 
questions about your sx0od. 

eochas there been 
a pertod of time when you vere 
feeling depressed or down most 
of the day nearly every dayt?> 
(What was that 1 {ke?) 

IF YES: How tong did it . 
last? (As Jong as tro veeks?) 

ecothat about not 

betng interested in most things 
or unable to enjoy the things 
you used to? (What was that 
Tike?) 

IF YES: Was 1t nearly every 
Gay? How long did it Vast? 
(As long as tro weeks?) 

{inadequate {nformation 

MOS CRITERIA 

A. At Yeast § of the fol- 
losing syaptars have each 
been present during the 

oak ods; at 
least one cf the symptoas — 
was efther (1) depressed 
wood, or (2) loss of 

. 1aterest or pleasure. 

NOTE: 00 NOT INCLUCE SxS 
THAT APE CLEARLY QUE TO A 
PHYSICAL CONDITION. 1000- 
INCOMSAUENT DELUSIONS OR 

- HALLUCINATIONS. INCOHERENCE 
OR MARKED LOOSENING OF 
ASSOCIATIONS. 

leabsent or false 

(1) depressed mood most of 
the day, nearly every day 
Cetther by subjective 
account, e.g.» feels "down" 
or “low." or observed by 
cthers to look sad or de 

pressed) 

(2) less of interest or 
pleasure in all or almost 

all activities nearly every 
day (either by subjective 

- account or observed by 

others to be apathetic) - 

2=subthreshold 

  

f ; { 
SIF NETTHER! 
SITEM (1) 1 
{NOR ITEM ! 
i(2) Is i 
{COOED *3,°! 
{GO TO PASTI 
IMDS. A. 5S ! 
i___t 

3<threshold or true



SXID 8/1/86 

Ouring this time... 

e.dfd you lose or gain any 
weight? (How much?) 

IF NO: How was your 
appetite? (What about 
compared to your usual 
appetite? Otd you have 
to force yourself to eat? 
Eat Ciess/more] than usual? 
Was that nearly every day?) 

eohar were you sleeping? 
(Trouble falling esleep. waking 
frequently, trouble staying 
asleep, waking too early, sleep 

" {ng too much? Har many hours 
a night compared to usual? Was 
that nearly every nafght?) 

eowere you so fidgety or rest- 
Jess that you were mablTe to 
sit still? (If I had seen you, 
would I have noticed {t? Was 
that nearly every day?) 

IF NO: What about the op- 
posite —— taiktag or mov . 
ing more slowly than is 
normal for you? (If I had 
seen you. would I have 
noticed it? Was that 
nearly every day?) 

eowhat was your energy Tike? 
(Tired al] the time? Nearly 
every day?) 

echaw did yau feel about 
yourssif? (worth! es?) 
(Nearly every day?) 

IF NO: What about 
feeling giflty about 
things you had dons or 
mat done? (Nearly every 
day?) 

inadequate information l=absent or false 
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Current MOS ’ 

(3) significant wefght loss 
or weight gatn when not 

Mood Syndranes A. 

dieting or binge eating Ce. ges 

more than S% of body weight 

in a month); or decresse or 

{ncrease in appetite nearly 
every day 

(4) fnsonn{a or hypersonnia 
nearly every day 

(5) psychasctor agite- 
tica or retardation 
nearly every day (observ 
able by cthers and not 
merely subjective feelings 
of restlessness or being 
slaved down) 

(6) fatigue or toss of 
energy nearly every day 

. 

(7) feelt{ags of vworthless- 
ness or @cessive or ine 
appropriate guilt (which 
may be delusional) nearly 
every day (not merely 
self-reproach or quilt 
about betag sick) 

2 subthreshold 

7 12 £3 

7 1 2 3 

27 1 2 3 

7? 1 2 3 

3ethreshold or tm



- SCID. 8/1/88 

Ouring this time... 

«edid you have trouble 
thinking or concentrating? 
(Nearly every day?) 

IF NOc Was {t hard to 
make decisions about 
evecyday things? : 
(Nearly every day?) 

eewere things so bad that you 
were thinking you would be 
better off dead or thinking 
about hurting yourse) {7 
(Nearly every day?) 

(Did you do anything to hurt 
yoursel £7) 

ETIO.OGIC ROLE OF AN ORGANIC 
FACTOR IN FULL CEPRESSIVE - 
SYNOROME 

Just before this began, were 
you physically 1132? (what 
did the doctor say?) 

Were you taking any drugs or 
medicines? (Any change tn the 
mount you were taking?) 

Ortaking a Jot? (Any change?) 

IF YES TO ANY OF THESE 
QUESTIONS, CETERMINE IF 
THE DEPRESSIVE EPISOCE 
WAS PRECIPITATED AKO 
SUSTAINED BY AN ORGAKIC 

' FACTOR, 

t={nadequate information l=absent or false 
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Current MOS 

(8) diminished ability to 
think or concentrate, or 
indecisiveness, nearly 
every day (either by sub- 
Jective account or observed 
by others) ; 

(9) thoughts that he or she 
would be better aff dead, or 
suicidal {deation, nearly 
every day; a suicide attempt 

ATLEAST FIVE OF THE ABOVE 
$x8_ fA (1-99) ARE CODED *3* 
ANO_AT LEAST ONE OF THES 

Md) 

8.(2) An organic etiology has 
been ruled out. f.@.+ either 
there was no new organic fac~ 
tor (or change in a pre 
existing organic factor) that 
precipitated the disturbance, 
or the disturbance has pere 
sisted for at least one month 
beyond the cessation of the 

precipitating organic factor. 

IF ORGANIC FACTOR. DESCRIBE: 

2=subthreshold 

Mood Syndromes 

tT 1 2 =«3 

?1 23 

1 3 

_L: 
tt 
{GO TO! 
[PAST | 
IMDS, | 
iA. 5 | 
it 

? 1 3 

—l lL 
tt { { 

[R/O OFG FINO OFG! 
IMOOO SYNIIETIO- | 
{ (ILoGy | 
GO T 386tf { 
IPAST MOSTICOH- | 
1A. $ I ITINUE } 
    

3-threshold or true 

A. 3



T={nadequate Information 

SCID elas 

IF CURATICN OF DEPRESSION 
HAS BEEN RELATIVELY BRIEF: 
O{d this begin soon after 
someone close to you died? 

IF YES, CETERMINE IF ANY 
DEPRESSIVE EPISODE WAS NOT 
QUE TO UNCOMPLICATED 

BEREAVEMENT. IF SO, CODE 
ii 

CHRONOLOGY 

l-absent or f2]s0 

80 

Current MOS 

8.02) Not @ normal reaction 
to the toss of a loved one 
CUncanplicated Bereavement). 
(NOTE: Morbid preoccupation 
with vorthlessness, suicidal 
ideation, marked functional 
impairment or psychanctor 

retardation, or prolonged 
curation, s¢ggest bereave- 
ment complicated by Majfor 
Oepression.) 

‘CURRENT 
CR_DEPRESS TIVE SYNDROME 

CRITERIA A AND B ARE CODED =3* 

Age at onset of 
Current Major Depressive 
Kplzade ° 

Duration of Current 
Major Depressive Eplsode 

2" subthreshold 

Mood Syndranes 

SUNCOMP.) TRENT 

A, 4 

R/O ! fcur- 

BE- | JEpy. 
REAYE~1 1S00E 

! 
1 I0UE TO! 
1 SUNCOMP ! 

AST I IBE- { 

I 
! 

IREAVE={ 
IMENT | 
Let 

I Lt 
i ft 
(60 TOL tour! 
IPAST |. {RENTI 
IMDS. 1 IMDS | 
IA St tl 
{et 

  

3<threshold or try



‘scID “8/1/86 

PAST MAIOR DEPRESSIVE 
SYKOROFE 

Has there ever been another 

time(s) when you were depressed 

and had the probiems (SXS) 

thac I just asked you about? 

ASK; Has there ever been a 

time(s) in the past when you 

were depressed and had the 

problems (SXS) that I just 

asked you about? 
- 

IF NO EVIDENCE TO 
SUGGEST PAST MDS, 
CHECK HERE AND GO TO 
CURRENT MS, 
AS 

Were you feeling depressed or 
down most of the day, nearly 
every day? (What was that 
like?) . . 

IF YES: When was that? How - 
long did it Tast? (As Tong 
as tro weeks?) 

Were you uninterested in most 
things or unable tq enjoy the . 
things you used to? (What 
was that like?) 

IF YES: When was that? Was 
{t nearly every day? Hor 
long did {t last? (As long 
az tro veeks?) | 

Have you had nore than one time - 

Tike that? 

IF MORE THAN CHE: Which time 
was the worst? 

T={nadequate {nformatian leabsent or false 
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Past MOS 

MDS CRITERIA 

A. At least 5 of the fol- 
Yosing symptans have each 
been present during the same 
two-week period; at least 
one of the symptoms-was ef ther 
(1) depressed mood, or (2) 
loss of interest or pleasure. 

(1) depressed mood most of 
the days nearly every day 
(either by subjecttve ac- 
count, @.g.» feels “down” or 
"low," or observed by others 
to look sad or depressed) 

(2) less of interest or. 
pleasure fn all or almost 
all activities nearly every 
day (either by subjective 
account’ or observed by — 
others to be apathetic) 

2-subthreshold 

Mood Syndromes A. S 

7? 1 2 3 

i\ fi 
t\/i 
iyi 
1fi 
Ty \t 
ye 

7 1 2 =3 

t { 
{IF NEITHER! 
{Ivew (1) 1 
{NOR (2) IS! 
ICOCED *3."1 
{GO TO CuR-[ 
{RENT MANIC! 
{SYNO.. A.9! 
Lt 

3ethreshold or true
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FOCUS CN THE WORST EPISOOE 
THAT THE SUBJECT CAN REMEMBER 

During that time... , 

eed{d you lose or gain any 
wetght? (How much?) 

IF NOt How was your appe- 
tite? (What about compared 

to your usual appetite? 
Did you have to forces your~ 
self to eat? Eat Lless/ 
nore] than usual? Was that 
nearly every day? 

~ehow were you sleeping? 
(Trouble falling asleep, wakt ng 
frequently, trouble staying 
asleep, waking too early, sleep- 
ing too much? Hor many hours 
a night compared to usual? Was 
that nearly every night?) 

eewere you so fidgety or rest-— 
less that you were unable to 
sit still? (If I -had seen you. 
would I have noticed {t? Was 
that nearly every day?) 

IF NO: What about the op- 
posite — talking or mov 

{ng more slowly than {s 
formal for you? (If I had 
seen you, would I have 
noticed {t? Was that 
nearly every day?) . 

eowhat vas your energy 1{ke? 
(Tired all the time? Near! 
every day?) , . 

eehow did you feel about 
yourself? (worthless?) 
(Nearly every day?) 

IF NO: What about 
feeling giflty about 
things you had done or 
not dane? (Nearly 
every day?) 

Te{nadequate fnformation 

Past HOS 

leabsent or false 
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(3) significant wefght loss 
or weight gafn when not 

dieting or binge eating. (e.g. 
more than 5% of body weight 
fn a month); or decrease oF 
tnerease {n appetites nearly 
every day 

(4) insannia or hypersann{a 
nearly every day 

(5) psychanctor agita- 
tion or retardation 

’ nearly every day (observ 
able by others and not 
merely subjective feelings 
of restlessness or being 
slowed dawn) 

(6) fatigue or Toss of 
energy nearly every day 

(7) feelings of worthless 
hess or excessive or inappro- 
priate guilt (which may be 

delusional) nearly every day 
(not merely sel freproech or 
quilt about being sick) 

Z«subthreshold 

Mood Syndranes 

z 

is
s 

A. 

3ethreshold or t



83 

“ scto g/ 1/86 Past MOS 

During that time... 

eedtd you have trouble thinking (8) diminished ability to 

or concentrating? (Nearly every think or concentrate, oc 

day 7) indecisiveness, nearly 

, every day (efther by sub- 

‘IF NO: Was it hard to make jective account or observed 

decitsfons about everyday by others) 
things? (Nearly every day?) 

eowere things so bad that you (9) thoughts thet he or she 
were thinking you would be better would be better off dead, 
off dead or thinking about hurte or suicida] fdeation, nearly 
{ng yourself? (Nearly every day7). every day; a suicide attenpt 

(Oid you do anything to hurt 
yourse] f?) . : . ° 

AT LEAST FIVE OF THE ABOVE SxS 
“ARE COCED "3" ANO AT LEAST QNE 
OF THESE Is ITEM (1) OR (2) 

Mood Syndrames A. 

  

1. . 
‘IF NOT ALREADY ASKED: Has 
there been any cther time when 

' you were (depressed/OWN EQUIV=- 
ALENT) and had even more of the 
symptoms that I just asked you 
about? 

IF NO:- GO TO CURRENT MANIC 
SYNOROME, PAGE. A 9. 

IF YES: " RECOCE SxS A (1-9) 
FOR WORST EPISCOE, ° 

ETIOLOGIC ROLE OF AN ORGANIC FAC= 
TOR IN FULL DEPRESSIVE SYNOROM 

Just before this began, were B.C1) An organic etiology 
you phys{cally 1112 (what has been ruled out; “{.e., 
did the doctor say?) either there-was no new 

organic factor (or change {n 
Were you taking any drugs or & pre-existing organic factor 
medicines? (Any change in that prectpitated the dis 
the amount you were taking?) turbancee or the disturbance 

has perststed for at least 
Drinking a@ lot? (Any change?) one month beyond the cessa- 

tion of the precip{tatin 
IF YES TO ANY OF THESE organic factor. 5 
pee TONSe DETERMINE IF THE 
EPRESSIVE EPISOCE wAS PRE- IF ORGANIC FACTOR, : CIPITATED ANO SUSTAINED BY mE 

AN ORGANIC FACTOR. 

T«{nadequate {nfocmatian Peake ne W wet le ~. 

7 1 2 «3 

27 #12 «3 

rt 3 
tit 
1 

{ 

2 1 3 

—il le 
tl t { 

IR/O ORG INO CRG! 
tMOO0O SYNIIETIOL ! 
f {t { 
140 TO J{iCQK- | 
{CURRENT [ITINUE | 
MANIC [1 { 
{SYNO., { 
{[A. 9 t 
ied 

 



SCziD 8/1/86 

IF OURATICN OF DEPRESSION 
HAS BEEN RELATIVELY BRIEF: 
Ofd this begin scon after 
someone close to you died? 

If: YES. OETERMINE IF ANY 
OEPRESSIVE EPISODE WAS NOT 
QUE TO UNCOMPLICATED 
BEREAVEMENT. IF SO, CODE 
"3". 

CHRONOLOGY 

Hew old were vou when you 
first had these 

symptans for at least tro 
weeks? 

-How many separate tines © 
were you (depressed/OWN 
EQUIVALENT) nearly every 
Gay for at least tro weeks 
and had several of the 
Symptoms that you described, 
like (SXS OF WORST EPISODE)? 

teainadequate information 

Past MOS 

leabsent or false 
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Mood Syncranes A. & 

8.(2) Not a normal reaction 7 3 

to the loss of a loved one 
(Uncomplicated Bereavanent). 
(NOTE: Morb{d preoccupation i tf 
with worthlessness, suicidal 1 R/O | 4aT 
{deation, marked functional IUNCOMP.{ {LEAST 

retardation. or prolonged { REAVE-} JEP. 
duration, suggest bereave- { MENT | {s00e 
ment complicated by Major { { tNoT 
Oepression.) {GO TO 1! IQUE TOI 

| ICURRERTI {UNCOMP | 
NOTE: COOE "3" IF AT LEAST IMANIC [ IBE- | 
ONE EPISOCE IS NOT UNCOM- ISYND., | IREAVE~{- 

{ 
{ 
! 

{mpairment or psychanotor 1 BE- | {ae | 

! 
! 
i 

    

PLICATED BEREAVEMENT fA. 9 { IMENT | 

{ if i 

1 3 
PAST 
MAJOR DEPRESSIVE SYNDROME 
CRITERIA A AND B ARE CODED *3" | HM I 

1GO TO [PAST | 
ICUR~ {{MOS } 
IRENT fll 
{MANIC | 
ISYNO. »! 
IAL 9 1 
  

Age at onset of 

First Major Depressive . 
Episode — — 

Major Depressive Episode 

Number of episodes of ——— 
Major Depression . , 

2@subthreshold 3ethreshold or tru



SCID 8/1/85 

CURRENT MANIC SYNOROHE 

-[n_the last_nonthy has there 
been a period tine when 
you were feeling so good or 
hyper that other people 
thought you were act your 
normal self of you were so 
hyper that you got {nto 
trouble? (Od anyones say 
you were manic?) 

IF UNCLEAR: Was that more 
than just feeling good? 

IF NO: What about betag 
so irritable that you 
would shout at pecple 
or start fights or 
arguments? 

Wheat was that Tike? 

How Tong did that last?- 

When were you the most (OWN 
EQUIVALENT FOR BIJPHORIA OR 
IRRITAGIL ITY)? 

FOR THE WORST PERIOO OF 
QURIENT EPISOOE, ASK ASQUT 
ASSOCIATED SxS 

(During this time...) 

echow did you feel sbout 
yourself? 

(More se] fconffdent than 
usual 7) . 

(Any special povers or 
abi] ities?) 

85 

- Curreat MS 

MANIC SYNOROME CRITERIA 

A. One or more distinct perf- 
ods lasting at least one v 
(or any duration {f sarked — 
fapairment fa occupational 
functioning or {a usual social 
activities or relationships - 
with others) when sood was 
abnormally and perst{ stently 
@levated, expansive. or irri- 
table. 

DATE: 

IF IRRITASLE HOOD ONY, GECK 
HERE AFTER COOING "3" ASOVE 

8. Ourtng the period of mood 
disturbance, at Teast three 
of the follouing symptons 
have persisted (four {f the 
mood fs oaly -{rritable) and 
have been present to a sig- 
nificant degree: ~ 

Cl) {nflated sel f-estean 
(grandtosity. which may be 
delusional) 

Hood Syndranes A.
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scIo 8/l/8& > Current HS Mood Syndranes A, if 

During this tine... 

oe did you need less sleep 
than usual? . 

IF YES: Ofd you st{11 
feel rested? 

eowere you more talkative than 
usual? (People had trouble 
stopping you or understanding 
you? People had trouble 
getting a word in edgew{ se?) 

« 

eowere your thoughts ractag © 
through your head? . 

ee did you have trouble con- 
centrating because any little 
thing going on around you~ 
could get you off the track? - 

eohow did you spend your tine? 
{Works friends. hobbies?) 

Were you so active that your ° 
friends or fasfly were con 
cerned about you? 

IF NOs Were you physically 
restless? How bad was {t? 

eedtd you do anything that could 
have caused trouble for you or 
your fantly? (Buying things 
you dicn't need?) (Anyth tng 
sexual that was unusual for 
you?) (Reckless driving?) 

(2) decreased need for . 7-1 2 3 
sleep, @.g.2 feels rested 
after only three hours of 
sleep 

(3) more talkative than 7 2% 2 3 
usual or pressure to keep , 
talking 

(4) flight of {deas or sub- 7? 1 2 3 
jective experience that 
thoughts are racing 

(S) distractibility, f.e., ? 1 2 £3 
attention too easily drawn 
to unimportant or frrele 
vant external stimul { 

(6) increase in activity ? 1. 2 #3 
(efther socially, at work. 
or sexually) or phys{cal 
restlessness 

(7) excesstve {nvoivement ? 1. #2~«3 
ta activities that have a 
high potenttal for painful 
consequences which {s not 
recognized. @.9.. buyiag 
sprees. sexual indiscre- 
tions, foolish business {n- 
‘vestments. reckless driving 

Tt nadequate {nformation leabsent or fal se 2= subthreshold 3-threshold or true



’ $cro 8/U/es 

IF NOT KNOWN: At thet tine, 
did you have serious prob- 
lems at home or at vork 
(school) because you vere 
(SYMPTOMS) or did you have 
to be adnitted to the hospital? 

ETIOLCGIC ROLE OF AN ORGANIC 
FACTOR IN FULL PANIC SYNOROME - 

Just before this began, were 
' you taking any drugs or 

medicines? (Any change ta the. 
amount you were taking?) 

(Any change?) 

IF YES TO ANY OF THESE 
QUESTIONS, DETERMINE IF 
THE MANIC EPISOCE WAS 
PRECIPITATED AND SUS- 
TAINED BY AN ORGANIC ~ 
FACTOR. 

Ortnking’ a tot? 

Te{nadequate {nformation leah«art or fal<a 
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Current MS 

AT LEAST THREE "B® SxS ARE 
COCED "3" (FOUR IF MOOO ONLY - 

IRRITAGLE) 

C. The episode of mood 
disturbance was sufficiently 
severe. to cause marked {m- | 
patrment {n occupational func~ 
tioning or fa usual social 
activities.or relationships 
with others. of hospital fza- 
tion was necessary to prevent 
harm to self or cthers. 

OESCRIBE: 

0. Except for somatic anti- 
Cepressant treatment (4.9.5 
drugs, ECT). an organic etic- 
logy has been ruled out; 1.6.2 
either there was no new organic © 
factor (or change in & 
existing organic factor) that 
precipitated the disturbance, 
or the disturbance has per- 
sisted for at Teast one month 
beyond the cessation cf the 
precipitating organic factor. 

IF ORGANIC FACTOR, UESCRIBE: 

Peeubtnerachaid 

Mood Syndranes A, 

  

1 3 

~—! 
t 1 
iGO To + 
IPAST { 
[MANIC | 
ISYNO..! 
fA. 13 | 

{ 

1 3 

a 

“f | 
IHYPO-1 [MANIC] 
IMANIC! [ | 
fe fl 

? 2 3 

ft. lw 
{ if 
| R/O I INO 

1 ORG | JORG 
{ mooot fETIG 
1Swtl 
I 1 ICON 
iGO TO! {TINUE 

PAST | lw 
(MANIC! 

_tSwno.! 

{A. 131 
Lt 

1 3 

i 11 I 
{GO TO! ICUR- ! 

{PAST { IRENT | 
IMANIC! [MANIC! 
{SYnO.{ {SYNO.! 
[A. 131 1! { 

  

| 

. 

1} 

Aatheaathald ee tris
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SCIO 8&/1/& Current MS Mood Syndromes ALI: 

CHRONOLOGY 
Age at easet of —_—_— 
Curreat Manic Iplsode i 

Deration of Current   

Maale Episode 

when you have been like this? 

IE_YES: 

How old were you wher you first had - ” Age at Onset oF, 

these symptoms for at least one of first manic , —- 

week (or had to go to the hospital?) episode : 

i Deration of First _ 
Manic Episode 

. Namber of - . 
How many separate times were you (manic/ episodes of —_—_—_--— 
OWN EQUIVALENT) for a week (or hospitalized)? manic syadrome 

T=t{nadequate {nformation leabsent or false 2=subthreshol d 3-threshold or tru:



“scrip 8/18 

PAST MANIC SYHOROME 

IF CURRENT MANIC SYNDROME, 
CHECK HERE AND GOTO _ 
DYSTHYMIC SYNDROME, 
A.16 __. 

Have you ever had a time when 

you were feeling so good or 
hyper that other people thought 
you were not your normal self 
or you were so hyper that you 
got tntc trouble? (Ofd anyone 
say you were manic?) 

IF UNCLEAR: Was that more 
than just feeling good? 

IF NO: What about being 
so irritable that you 
would shout at peaple or 
start fights or arguments? 

When was that? What was it like? 

During that time. 

(USE WORST OR MOST RECENT 

EPISODE) 

echow did you feel about 
yourse] f7 

(More se] f-confident than 
usual?) 

(Any spectal pavers or 
abtl ities?) 

o<did you need less sleep 
than usual? 

IF YES: O1d you st!11 not 
feel tired or sleepy? 

T= inadequate information 

Past MS 

leabsert o- false 

89 

Mood ’Syndranes A. 13 

MANIC SYNOROME CRITERIA 

A. One or more distinct peri- 7 1 2 3 
ods lasting at least one week 
(or any duration {f marked 

inpatrment {n occupational { 1 
functioning or {n usual social {GO TO t 
activities or relationships {oYs- | 
with others) when mood was {THYMIC} 
abnormally and persistently ISYNO, »| 
elevated, expansive, o¢ irri- 1A. 16 1 
table. ° t I 

DATE: - oe 

IF IRRITASLE #000 ONLY, CHECK 
HERE AFTER CODING *3"% ASQWYE __ 

  

B. Ouring the period of mood 
- dtsturbance, at Jeast three 

cf the following symptans 
have persisted (four {tf the 
niood {s only trritable) and 
have been present to a: sig- 
nificant degree: 

CD taflated sel esteem 7 #1’ 2 =3 
(grandios{ty, which may be , 
detustonal) 

*. 

(2) decreased need for ? YI 2 #3 
sleep, e.g... feels rested 
after only three hours of 
sleep 

Ze subthreshold 3<threshold or true
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ScrIo 8/1/86 - Past MS 

During that time... 

a.were you more talkative than (3) more talkative than 

usual? (People had troubie 
stopping you or understanding 
you? People had trouble 
getting a weed {in edgew{se?) 

eowere your thoughts raciag 
through your head? 

ee did you have trouble con 
centrating because any little 
thing gofng on around you 
could get you off the track? 

usual or pressure to keep 
talking 

(4) flight of {deas or sub- — 
jective experience that 
thoughts are racing 

attention too eas{tly drawn 
to uninportant or trrele- 
vant external stimul f 

echaw did you spend your time? (6) increase fn activity 
(Work, friends, habbies?) 

Were you so active that your 
friends or fas{ly vere con 
cerned about you? 

(either socially, at works - 
or sexually) or physical 
restlessness - 

IF NO: Were you physically 
restless? How bed was {t? 

~ 

ee did you do anything that could (7) excesstve {nvolvenent 
have caused trouble for you or {fn activities that have a 
your fantly? (Buying thiags 

you didn't need?) (Anything 
sexual that was unusual for 
you?) (Reckless driving?) - 

t=inadequate {nformation 

high potential for patntul 
consequences which {s not 
recognized. €.g.+ buying 
sprees, saxnal {ndiscre- 
tions. foolfsh business {n= 
vestments, reckless driving 

AT LEAST THREE "B* SXS ARE 
COCED "3" CFOUR IF MOOO CNLY 
IRRITAGLE) 

leabsent or false 2 subthreshold 

Mood Syndromes A. 

7 1 2 «3 

7 1 2 =3 

7 1 2 =°3 

7 1 2 =3 

7 1 2 =3 

1 3 

—— !___. 
! § 
1G0 TY OYs-{ 
{THYMIC f 
$SYNO. A.16! 

es 

3=threshold or tru:
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sclo 8&/l/s Past MS Mood Syndrones AL 

IF NOT KNOWN: At that time, °C. The episode of mood 1 3 
d{d you have serious prob=- disturbance was sufficiently 
Tens at home or at work severe to cause marked im Le 
(school) because you were pairment {mn occupational func- j 11 { 
(SYMPTOMS) or did you have tioning or in usual social [HYPO-{ {MANIC} 
to be aduitted to the hosp{tal? activities or relationships IMANIC] { 1 

with others. or hospital {za- fot ! 
tion was necessary to prevent 

: ' fiarm to self or others. 

ETICLOGIC ROLE OF AN ORGANIC 
FACTOR IN FULL MANIC SYNOROME 

Just before this began, vere - O. Except for somatic anti- ? J 3 
you taking any drugs or - depressant treatment (e.9.+ 
medicines? Orinking a lot? drugss ECT). an organic etic- —! _ ff 

. logy has been ruled out; {.¢.. f a i 
IF YES-TO EITHER OF e{ther there was no new 1 R/O | INO I 
THESE QUESTIONS, organic factor (or chance in {ORG | JORG | 
OETERMINE IF. MANIC a pre-existing organic factor) { MOOO{ JETICLI 
EPISOOE WAS PRECIPITATED that precipitated the distur 1 SYN ft I { 
OR SUSTAINED BY AN bance, or the disturbance has i "[ 3CON | 
ORGANIC FACTOR. persisted for at least one IGO TO! (TINUE! 

month beyond the csssation of JOYS- ! [____l 
the precipitating organic factor. {[THY= | 

: imc of 
IF ORGANIC FACTOR, CESCRIBE: © ISYNO.! 

tA. 163 
ie 

PAST MANIC SYNDROME 
Criteria A, B.C, & D - J 3 
SEE CODED "3" 

. ; I fe 
- t 

eevee DYS {IPAST MS] 

CHRONOLOGY . |SYND., Al6 | 

How old were you when you A 
ficst had these problems $ ‘Maale an af first — 
or had to go to the hospital © episode 
because you were (QWN ENUIV~ Duration of first 
ALENT /MANIC)2 Manic episode 

Har many separate times were Number cf episodes of —_— you (HIGH/OWN EQUIVALENT) Manic Syndrome (CODE 97 ~ and had several of these IF TOO INOISTINCT OR 
problens for a week or more NUFEROCUS TO COUNT) 
(or were hosp{tal fred)? 

Tw tradequate information I<absent or false subthreshold 3=threshold of tru
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SCIO 8/1/88 - Oysthymtic 

CURRENT OR PAST 
DYSTHYMIC SYNDROME 

IF NO CURRENT OR PAST 

During the past counle of 
years, have you been bothered 
by depressed mood most of the day, 
more days thas not? 
IF NO: Have you ever had a 
period of two years or more 
Uke this? 

DEPRESSIVE SYNDROME: Other 
than the (MAJOR DEPRESSIVE — - 
SYNDROME) we've already talked 
about, during the ; 
years, have you been bothered by 
depressed mood most ef the day,” 
more days than not? 
IF NO: Have you ever had a 
period of two years or more 
Uke this (other than MDS already 
talked about)? 

Ouring these periods of (QWN 
EQUIVALENT FOR MILD CEPRES- 
SION), do you often... — 

eoclose your appetite? 
(What about overeating?) 

sechave trouble sleeping or 
sleep too auch? 

ecchave Tittle energy to doa 
things or feel tired alot? 

eeefeel darn on yourself? 
(feel worthless, or a 
faflure?) 

OYSTHYMIC SYNDROME CRITERIA 

A. A Owo year period where there 

has bees depressed mood most of 
the day, more days thse got 
(elther by sublective account, 
e.g., feels “down" er “low,° or 
is observed by others to look sad 
or depressed) and at least two 
ef the followtag<s 

(1) poor appetite or 
overeating 

(2 insaania or hypersannia 

(3) low energy or fatigue 

(4) Tow sel este 

Teinadequate information leabsent or false 2esubthreshoal d 

Mood Syndromes A. li 

  

7 1 2 ~«=3 

—!_. 
{ j 
IGO TO [ 
IMEXT { 
{MOOULE! 
i i 

ve 1 2 ~=3 

? 1 2 ~=3 

? 1 2 «3 

? 1 2 3 

3athreshald or true



sc1od 6/1/8& 

During these periods, do you 

of tan.e< 

eeehave trouble concentrating 
or: making -deci sions? 

ccefeel pessimistic about 
the future? - 

. 

What Is the loagest period 
of time In the two year 
period that you felt OF 
(NO DYSTHYMIC SXS)? 

When did all this begin? 
(COMPARE WITH DATE OF 
ONSET OF FIRST MOS, A. 8.) ~ 

T{radequate Information leabsent or fal sea 
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Oy sthymic 

(S) poor concentration or 
difficulty making decis{ons 

(6) pessin{sa 

AT LEAST TWO OEPRESSIVE 
SXS ARE CODED %3* 

B. For the two years 
never without thesd syeptons 

for more than three months at 
a tine. 

CODE "1° IF NORMAL M000 FOR 
MORE THAN TWO MONTHS AT A 
TIE 

C. During the first tro years 
of the disturbance, no clear 

evidence of a major depressive 
episode. NOTE: There may have 
been a prior major depressive 

episode provided that there was ~ 
a full remission (no sigaifi- 
cant signs or synptons for six 
months) price to the develap= 

ment cf the Dysthymia. In addi- 
tion. after two years of Oysthy~ 

ata, major depressive en{sodes 
may be superimposed. in which 
case both dfagnoses are given. 

COOE "3" IF NO MOS IN FIRST 
TWO YEARS 

2=subthreshald 

Mood Syndranes A. 17 

  

3<threshold o¢ true
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IF NOT ALREADY CLEAR: 
RETURN TO THIS ITEM AFTER 
COMPLETING THE PSYCHOTIC 
OISORCERS SECTION. 

EXPLORE POSSIBLE ETICLOGIC 
ROLE OF SUBSTANCE USE ° 

Have you been taking any drugs 
or medicines during this tine? 

CHRONOLOGY 

IF UNCLEAR: During the.” 
Past two years, have you 
had (YSTHYMIC EPISODES)? 

‘ 

Whea did you last have - 
(Dysthymile Disorder)? 

How old were you when 
you fiest had (Dysthymic 
Disorder)? 

™{nadequate information l-absent or false 
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Vy Staymic 

D. No psychotic symptans, and 
not the res{dual phase of 
Schizophrenia. 

E. Not sustafned by a spe- 
cific organic factor or 
substance, €.¢.+ prolonged 
adsin{stration of an anti- 
hypertensive medication. 

IF OFGANIC FACTOR, O€SCRIBE: 

Has met criteria for. 
Dysthymic Disorder 
during past twa years 

_(curreat) | . 

Age whea last had 

Dysthyalc Disorder 

Age ef euset of 
Dysthywile Disorder 

2«subthreshold 

mood syncromes A. st 

7 1 3 

, 1 3 

—I tw 
i 1 ! 
[R/O f Ino |[ 
1 ORG ( [ORG | 
{ MOOOE fETIGL! 
{Sy tf 1 
louuw_t Icon | 

ITINUE! 
{| 

1 3 

A | { 
iGO TO 1 I0YS- 1 
INEXT [ [THY- } 
(MOOWLE! {MIC | 
{ { tSYN- | 

1OROM |} 
tot 

  

fe
) 

3ethreshold or tru
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Adjustment Disorders 

ADJUSTMENT DISORDER (CURRENT OR PAST) 

I. 19 

  

(Do you think that CSTRESSOR] 
had anything to do with your 

getting CSYMPTOMS)2) 

(What effect has CSYMPTONS].. 
had on you and your abfl ity 
to do things?) ‘ 

(Havo you had this kind.of. . 
reaction many ties before?) 

(Were you having these 

CSYMPTOMS] even before 
CSTRESSORJ happened?) 

(How long has {¢t been now 
Since CSTRESSOR ANDO COM 
PLICATIONS ARISING FROM 
THE STRESSORJ?7) 

t=Inadequate {aformation l=absent or false 

ADJUSTMENT DISORDER 
CRITERIA 

A. A reaction to an {denti- 
ftable psychosocial. stressor, . 
that occurs within three 
months of the onset cf the 
stressor, 

OESCRIBE: 

8 The maladaptive nature cf 
the reaction 1s ind{cated 

‘by efther of the follasitag: © 

(1) tepairment in occupa 
tional functioning or ta 
usual social activities 
or relationships with 
others . 

(2) symptoms that are {n 
excess of &@ normal and 

expectable reaction to 
the stressor 

C. The. disturbance is not 
merely one instance of a 
pattern of overreaction to 
stress or an @acerbation 

of one of the mental dis 

orders previously described. 

DO. The maladaptive reaction 
has persisted for at least 
ane weak, but act for nore 
than stx months after the 

stressor (and {ts environ- 
mental consequences) has 
ceased. 

Z2=<subthreshol d 

    

__ ft 

Ico ro ! 
Ic pis.! 
ty 
1 

3<tnreshold oc true



scIp av1es 
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Adjustment Ofsorderg I. 20 

E. The disturbance does act > a | 3 

meet the criteria for any 
specific mental disorder or i 

  

Uncoapl {cated Bersavezrent. (Go To { 
* 1s.1 

U1 t 
Los 

CURRENT OR PAST 
ADIUSTMENT OTSOROER CRI- 1 3 
TERIA A, B C, 0, AOE . 

- a, Go TO t 
loan {tAD=- | 
Is IS. usT=! ° 

{ERENT 1 
10Is- { 
fCROER! 
Lt 

  

COOE SUBTYPE BASED ON 
PREDOMINANT SYMPTOKS 

Tt={nadequate information 

‘1 WITH CEPRESSED OOO © 
(e.g.6 depressed mood, tearfulness, - 
hopelessness) 

2 WITH AXXTOUS HXOO . 
(e.g.0 nervousness, worry. jitter{ness) 

3 WITH MIXED EMOTIQNA FEATURES 
(e.gae vartous combinations of anxiety, 
depression. or other enctions) 

4 WITH OLSTUPBANCE OF CCNOUCT . 
(conduct in which there {s vfolation of 
the rights of others or of major age~ 
appropriate societal norms and rules) 

5 MIXED DISTURBANCE OF EMOTIONS AND CONDUCT 
(e.g. Sepression and disturbance of conduct) 

6 WITH WORK (OR ACACEMIC: INMIBITION 
Cinhtbition fa work or academic functioning 
fn an individual whose previous work or 
academic functioning has been adequate) 

J WITH WITHORATAL 
(soctal withdrawal without significant 
depression or anxious mood) 

8 WITH PHYSICA. COMLAINTS 
(phystcal symptoms such as headache, backache, 

ather aches and pains. or fatigue 

9 NOT OTHERQISE SPECIFIED 

l=absent or false | 3ethreshold or true



SCIO-NP 8/1/86 

PSYCHOTIC SCREEN ING 

0 M 

YMPTO EEN PRESENT AT ANY TIME 

97 

Psychotic Screening B/C. 1 

WHETHER NON= 
R ¢ 

CIN SOM Shien ANO RESEARCH SETTINGS SUBJECTS WITH A HISTORY 
OF NON-ORGANIC PSYCHOTIC SYMPTOKS WILL BE EXCLUDED.) 

FOR ANY PSYCHOTIC SYMPTOMS COCED "3," OETERMINE WHETHER THE 

SYMPTOM IS "NOT ORGANIC™ OR WHETHER THERE IS A POSSIBLE CR 
CEFINITE ORGANIC CAUSE. THE FOLLOWING QUESTIONS MAY BE USEFUL 
IF THE OVERVIEW HAS NOT ALREADY PROVICED THE INFORMATION: 
When you were (PSYCHOTIC SxS). were you taking any drugs. or 
medicines? Orinking a lot? Physically 1117 

IF HAS NOT ACKNOWLEDGED PSYCHO- 
TIC SXS: Now I am going to 
ask you about unusual exper{- 
ences that pecpl.e sometimes 
have. 

IF HAS ACKNOWLEDGED PSYCHOTIC 
SXS: You have told me about 
(PSYCHOTIC EXPERIENCES). Now 
I-am going to ask you. nore 
about thoss kinds of things. 

Oid it ever sean that pecple- 
were talking about you or taking 
spectal notice of you? 

What about recetving special 
messages fran people or fran 
the way things were arranged 
around you. or fran the news 
paper, radio ar Ty? 

t= tnadequate {nformation leabsent or falsu 

DELUSIONS . 
A false personal belief based 
on incorrect {nference about 
external reality and fimly 
sustained {n spite of what al- 
most everyone else bel feves 
and {in spite of what consti- 
tutes {ncontrovertible and 

obvious proof or evidence to 
the contrary. Code overvalued 
ideas (an unreasonable and 
sustained belief that {s. main- 
tained with less than delu~ 
Sional intensity) as "2." 

Delusions of reference, {.¢., 

personal significance is 
falsely ettributed to objects 
or events {n env {ronment 

DATES: 

DESCRIBE: ~ 

2<subthreshold 

~~
 
e
e
 
o
m
 
o
t
 
e
w
 
o
e
 

a 

3<threshold or true



" SCIO-KP 8/1/86 

What about anyone gotng out of 
the way to give you a hard time, 
or trying to hurt you? 

IF YES: Oo you know why 
this happened to you? 

Did you ever feel that you were 
especially fmportant fn some way, 
or that you had pavers to do 
things that other. people couldn't 
do? 

Ofd you ever fool that parts of. 
your body had changed or stopped 

working (when your doctor said 
there was nothing wrong with 
you)? (What did your doctor 
say 7) 

t={nadequate {nformation leabsent or false 

98 

Psychotic Screening 8/C. 

Persacutory delusions, 1.@.. 

the tadividual (ar his or her 
group) {s betng attacked, 
harassed, cheated, persecuted, 

or conspired against. 

DATES: 

OESCRIBEs 

Grandiose delusions. {.¢.¢ 
content involves exaggerated 
porer, knowledge or {importance 

OATES: 

DESCRIBE: 

Sanatic delusions, {.¢., 
content {involves change or 
dfsturbance {n bady functioning 

OATES: 

DESCRIBE: 

Other delusfons, ¢.9., 
delusions of guilt, jealousy, 
nihiliss. poverty . 

OATES: 

DESCRIBE: 

2subthreshold 

1 3 

POSS/OEF NOT -{ 
ORG OFS | 

—_——_____ | o
w
 

o
m
 
i
y
 
O
e
 

oo
m 
o
e
 

POSS/OEF NOT ! 
I ORG ORG { 
I 

  

  

  

3<threshold or true
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“SCID-NP 8/1/86 _ Psychotic Screening B/C. 3 

HALLUCINATIONS (PSYCHOTIC) 
A sensory perception without 
externa] stimulation of the 
relevant sansory organ. (COOE 

82" FOR HALLUCINATIONS WITHOUT 
DELUSIONAL INTERPRETATION.) 

  

  

  

  

  

Did you ever hear things Auditory halluctnations ? 1 2 3 

that other people couldn't: when fully avake and heard — 

hear, such as no{ses, or the either inside or outside of ! { 

vatces of people whispering head. j 1 3 { 

cr talking? ee, I 
OATES : . { POSS/ODEF NOT | 

What d{d you hear? ! OFG ORG | 
CESCRIBE: t { 

Did you ever have visfons or Visual] halluctnations 7 1’ 2 =3 

see things that cther people ti 

couldn't see? . DATES: { { 

S 1 3 1! 
DESCRIBE: j | 

1 POSS/DEF_ NOT { 
} ORG OFG | 
I { 

~ Other hallucinations, e.g. ? 1 2.3 
- gustatory, ol factory f_ 

. ! I 
DATES: 5 3 

DESCRIBE: $ POSS/DEF NOT [ 
1 ORG ORG | 
I - I 

A nareorganic psychotic - ? 1-23 
synptom has been present 

- at some tine * 1 { 

{ t 1 
1GO TO NEXT! =! 
$ MOOWE |! I 
i { 1} 

j t 

EPLCRE DETAILS AND DESCRIBE OLAGNOSTIC OESCRIBE: 
SIGNIFICANCE (E.G... SUBSTANCE~INQUCED 
PSYCHOTIC OLSOROER, SCHIZOPHRENIA. 
PSYCHOTIC MOOD DISOROER, OR A TRANSIENT 
SX OF A NONPSYCHOTIC OISOROER, SUCH AS 
BOROER.INE PERSONALITY OISORDER OR 
POST-TRAUMATIC STRESS OLSOROER) 

Ts inadequate Information l=absent or false 2<subthreshol d 3<threshald or true
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-Mood Disorders 

‘DIAGNOSIS OF MOOD DISORDER 

Go to next module If there 
¥ 

(major depression, mania, hypo- 
mania, dysthymia). This section 
is for making mood disorder 
diagnoses after the presence of a 
mood syndrome has been established 
and psychotic features have been 
ruled ia or oat. 

¥ w w ; ? 1 

One or more manic episodes, 
with or without major depressive episodes 

w w ? 1 

No history of manic or anequivocal 
hypomanic episodes 

? 1 
No bistory of manic or unequivocal 
hypomante episodes during the two year period of 
the disorder . . 

Cyslothymle Disorder 2 1 
Dysthymic and hypomanic episodes alternating 
during the two year period of the disorder 

? 1 

Residual category for hypomanic episodes that 
are not part of Bipolar Disorder or 
Cyclothymiz 

2 1 ¥ 

Residual category for disorders with 
depressive features that de not meet the ° 
criteria for any other specific Affective 
Disorder or Adjustment. Disorder with 
Depressed Mood. Cw 
Examples: Major depressive episode superimposed 
oa residual Schizophrenia, intermittent dysthymic 
episodes, non~stress-related depressive episodes 
that do nat meet criteria for 'z major 
depressive episode 

D.1
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SCIO x 8/1/86 Alcohol 

- 

PSYCHOACTIYE SUBSTANCE CEPENOENCE 

ALCOHOL, CEPENDENCE CRITERIA 
(LIFETIME) 

What are your drinking habits 

Vike? (How much do you erink?) 

Was there ever a pertod {fn your , 

life when you drank too much? (Has 
alcohol ever caused prodblers for you?) 

IF YES: What problens did 
1t cause? 

° 

Has anyone ever objected to 
your drinking? 

IF YES: Why? 

JF_NO SUGGESTION THAT EVER CRANK : 
ALCOHOL EXCESSIVELY. OR_HAD. ALCOHOL~ 

EMS, CHECX HERE ANO 
6_(NON=ALCOHQL PSOA) ___. 

van fn your life.were you 
. inking the most? 

tow Teng did 1t last?) 

Now I am going to ask you several 
questions about that tine, 

IF CAN'T IDENTIFY A PARTI-~ 
CULAR PERIOO. REPHRASE EACH 
QUESTION TO BEGIN WITH 
"Have you ever...* : 

A, At least three of the 
following: 

O1d you often spend a lot of time C1) When not actually using 
making sure that you had alcohol alcohol, a lot of time spent 
available or thinking about Tooking forward to use of or 
drinking? arranging to get alcohol 

Did you often find that when you (2) Alcohol often taken {n started drinking you ended up larger amounts or over a 
drinking much more than you longer period than the fadt- 
thought you woul d? - vidual intended 

IF NO: What about drinktng for 
a much longer pertod of time 
than you thought you would? 

PSOA E. 1



Scro @/1/es 

Ofd you fine that you needed to 
drink a Ict more in order to get 
high than you did when you first 
started drinking? 

IF NO: What about finding 
that when you drank the sane 
amount, 1t had much less 
effect than before? 

Oid you ever have the shakes when 
you cut down or stopped drinking 
(that {se your hands shook so auch 
that other people would have been 
able to notice it)? 

IF HAD WITHORAWAL SSS: After not 
drinking for a few hours or nore, 
@id you often drink to keep you~ 
self fran getting the shakes or 
becoming sick? 

IF NO: What about drinking when 
you were having the shakes cor 
feeling sick so that you would 

~feel better? , 

Did you try to cut down or stop 
drinking alcohol? 

IF YES: Did you ever 
‘actually stop drinking alto- 
gether? . 

(How many times did you try 
ta cut down or stop alto~ 
gether?) 

IF NO: Ofd you want to stop 
oc cut down? 

IF YES: Is this something 
you kept worrying about or 
was {t just a passing 
concern? 

162 

Alcohol 

(3) Tolerance: need for itm 
creased amcunts of alcoho! 
ia order to achieve {ntcx{ca- 
tion or destred effect. cor 
dimtnished effect with com 
tinued use of the same ancunt 

(4) Characteristic with- 
drawal symptoms. such as 

 caarse trencer ("shakes"), 
seizures, OTs. (Do not 
include simple "hangover. *) 

(5) Alcohol often taken to, 
relieve or avoid withdrawal 
synptoas . 

(6) Persistent desire or 
-Pepeated efforts to cut down 
or control alcchal .use 

T={nadequate {nformation l«absent or false 2= subthreshold 

PSOA —E. 2 

7 12 3 

7 © 2 #3 

7 IY 2 3 

7 YY 2 = 3 

3="threshold or true
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' $CID 8/1/86 Alcohol 

Aid you have a time when you were - (7) Frequent {mtoxfcation or 
ten {mtoxicated or Nigh or very fapatrment by alcohol use 

hungever, when you vere doing when expected to ful f{1! 
something important, like being at soctal or occupaticnal ob] f- 
school or work, or taking care of gations. oc when alcohol use 
children? 1s hazardous (e.g.s doesn't 

: go to work because hungover 
IF NOs What about missing . or Afghs goes to work high. 
something important, like drives when deunk) 
staying away fron. school or 
work or missing an appointment 
because you were intoxicated, 
high or very hungover? 

(Did you ever drink while dofng 
something where {t was dangerous 
to drink at aJ1?) 

(8) Important social, occu- Oid you drink so often that 

pational, oc recreaticna] you started to drink {nstead 
Cf working or spending time at _ activity given up or reduced 
hobofes or with your fanfly or because {t was {incompatible 
‘friends? with the use of alcoho! 

~ NOT ALREADY KNOWN: Dfd your (9) Continued alcohol use 
«cinking cause problens w {th despite a persistent social, 
cther people. such as with fanfly occupational, psychological, 
members cr people at work? or physical problem that {s 

caused or exacarbated by the. 
IF NOT ALREADY KNOWN: Ofd your use cf alcohol 
drinking cause psychological . 
problens. Ifke making you 
depressed? " 

IF NOT ALREADY KNOWN: O1d your 
drinking ever cause physical 
problens cr make a physical 
probten worse? 

IF YES TO ANY OF -ASOVE: Did 
you keep on drinking anyway? 

PSDA 

1 2 

1 2 

1 2 

  

      

£. 3
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scto ase Alconol PSOA €, 4 

IF UNCLEAR: For how long a B. Sane symptoms cf the 7 1 3 

time were you having (SS disturbance have per- 
sisted for at least one t OF ALCOHOL CEPENCENCE 

. months, o have occurred $ I 
‘ pepeatedly over a longer (GO TO NON-ALC. |} 

  

period of time, { PsO,} £6 | 
{ { 

CURRENT OR PAST I 3 
ALCOHOL DEPENDENCE | 
CRITERIA A AND B 

NONALC ALCOHOL 
PSD, E.6 DEPENDER 

“es . 
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SCID 8/1/86 Alcohol PSOA EL S 

CHRONOLOGY 

IF UNCLEAR: During the past Has met criteria for Alcohol 1 
month, have you had (LIST OF Dependence { 3 

ALCOHOL DEPENDENCE SXS CODED past month (Current) I 

“x )? 
{ 

! 

When did you last have problens > Age when last met criteria 
with alcohol]? - ° for Alcohol Dependence — ~ 

How old were-you when you first A ge at onset of Alcohol had (LIST OF ALCOHCL DEPENDENCE Dependence . —_ = SXS CODED *3%)?7 

Tteinadequate Information leabsent or false 3ethreshold or truc



SCID /U/8&s 

NON- ALCOHOLIC PSYCHOACTIYE 
SUBSTANCE DEPENCENCE 
(LIFETIME) 

Now I am going to ask you about 
your uss of drugs or medicines. 

SHOW ORLG LIST TO SUBJECT. 

Have you ever taken any of 
these to get high. to sleep 
better or to change your 
mood? 

IF A ORUG THAT IS SCKETIMES 
PRESCRIBED: Was that pre 
scribed or did you take it 

. 08 your ann? 

IF PRESCRIBED: Ofd you take 
more than was prescribed? 
O{d you ever get hooked 
(become dependent) on a drug 
that was prescribed for you? 

IF EYER HAS TAKEN ANY OF 
THESE OFUGS Qi OWN CR MORE 

_ THAN WAS PRESCRIBED. OR BE~ 
CAME CEPENDENT: Have you 
taken these more than five 

_. times (on your aun)? Have 
you used martj{uana sore 
than twenty. times? (Have 
you ever used any cf these 
drugs nearly every day for 
more than a week?) . 

CHECK DRUG CLASS AT CR ABOVE 
SCREENING THRESHOLD ANO NOTE 
SPECIFIC DRUG USED 

Vfbrium "downers") 

Sedat tves-hypnoti cs-anxtolytics 
(e.g.- quaalude, seconal, val{un, 

106 

Non= Al cohol 

SCREENING FOR ORUG USE: 

E{ther (1). (2). of (3): 

(1) has used cannabis more 
than twenty times. or nearly 
every day for more than 2 
week 

(2) hes taken other non 
alcoholic drug(s) on his or 
her ovn (or more than was 
prescribed). to sleep or to 
alter mood or thinking, nore 
than five tines or nearly 
every day for more than a 
week . 

(3). reports beconing 
dependent on a prescribed 
drug . 

‘PSDA 

SPECIFIC ORUG USED ("MUL TIPLE” IF 
A YARIETY OF ORLGS WITHIN A CLASS) 

  

  

  

"Cannabis (e.g. marfjuana, THC, 
“grasse" "weed." "reefer." “pot,* 
hashish) 

“speed.” "uppers”™) 

t{nadequate {nformation 

Stimulants (e.9., anphetamine, 
  

  

leab<ant mon FCalaca 

£. 6
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SCID 8/1/8&6 , _ Non AT coho} PSOA E.7 

DRUG CLASS . SPECIFIC DRUG USED ("MATIFLE™ IF 
A VARIETY OF DRUGS WITHIN A G.ASS) 

Opioids (e.g... herofn, morphine, 
  

methadone, darvon, op{um, codeine, 
  

  
denerol], percodan) 

Cocaine (coke, * "crack") 

Halluctnogens-PCP Ge.ges LSD. "acide® 
  

mescaline, peyote. pailocybine STP, 
  

angel dust." “peace pili") 

Other (e.g... stero{ds. "glue,* 
  

nonprescription diet and sleep{ng 

pilis) . 

INQUIRE ASOQUT POLY ORUG USE: 

Was there a period of at least s{x 
months when you were using a lot 
of different drugs. with or wf{thout 
alcohel (other than tobacco), and not 
mainly one drug? 

ef YES, USE POLY COLUMN BELOw FOR 
POLY DRUG USE. | 

ASK ABQUT EACH ITEM ACROSS THE CRUG ss«SED“C | 
CATEGORIES CHECKED ABOVE. CODE “1," HYPN.-= CANN STIMJ OP! 
"2," OR "3." QUESTIONS SHOULD BE ANX, © ABIS. LANTS. OIDS 
FOQUSED CN THE TIM PERIOO WHEN THE 
SUBJECT WAS TAKING THE LARGEST AMOUNTS 
OF THE ORUG. 

A. At least three of the following: 

Ofd you often spend a lot of time 
making sure that you had (DRUG) ‘ 
avaflable or thinking about using 
(ORUG) 7 

(1) When not actually using 
drugs a lot of time spent 
looking forward to use of or 
arranging to get drug 

T= inadequate {nformation leabsent o- false Z=subthreshol d 

COCA HALL- 
INE POP POLY OT 

3ethreshold or true



SCID 8/1/86 

2d you often find that when you 
started using (DRUG) you ended up 
taking much more of {t than you 
thought you would? ° 

IF NO: What about using {t 

over a much longer pertod-of 
time than you thought you 
woul d? 

(2) Orug often taken ta 
larger amounts or over @ 
longer pertod than the 
individual {ntended 

id you find that you needed to 
is@ a Jot more (DRUG) {a order 
70 get high than you did when 
rou first started taking {t? 

IF NO: What about find{ng that 
when you used the same aount. 
it had much less effect than 
before? 

(3) Tolerance: need for {n- 

creased anounts of drug ina 
order to achieve {ntoxication 

or desired effect. o din{- ~ 
nished effect with continued 
use of the same mount - 

fave you ever had withdraral 
fymptomse that is. felt sick 
thea you cut dosn or stopped 
ising (DRUG)7 

IF YES: What symptoms did 
you have? IF UNCLEAR 
WHETHER SYMPTOMS REPRESENT- 
WITHORAWAL, CONSULT OSM-ITI-R 
CRITERIA FOR WITHORAWAL 
SYNOROMES 

(4) Characteristic with- 

drawal symptans 

108 

Nore Al cohol 

SED.- 

PSDA £. 8 

HYPN.- CAKN STIMJ OPI. COCA HAL~ 
ANX, BIS LANTS IDS INE PCP.) pay 

“inadequate {information l=absent or false 2= subthreshold 3<threshold or true 

OTH
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SCID 8/1/8& , Non Al cohol PSDA ££, 9g 

SE0.- 

HYPN.- CANN STIMJ OPI COCA HAL- 
ANX, 48IS LANTS OI0S INE FCP POLY on 

IF HAD WITHORAWAL SXS: After not 
using (ORUG) for a few hours or 
mores. did you often use it or sone 
other drug to keep yourself fron 
getting sick (WITHORAWAL SX9)2 
What about using (ORUG) when you 
were feeling sick (WITHORAWA, SXS) 
so that you would fee] better? 

(5) Orug often taken to —_— ~~ — —_ —_— — _ _ 
retfeve or avoid withdrawal 

syeptons 

Did you try to cut down or stop 
using (DRUG)? 

IF YES: Ofd you ever actually 
stop taking ‘ORUG) altogether? 

(How many times did you try to 
“Ut down or stop altogether? 

IF NO: Ofd you wajt to stop 
or cut down? © 

IF YES: Is this something 
you kept worrying about or 
was it Just a passing - 
concern? 

(6) Perststent destre or — — ~_— ~— —_— =. 
repeated effarts to at -. ~ _ down or control drug use 

t=1nadequate information l<-absent o false 2=subthreshol d 3<threshold or true



SCID &8&/1/& 

CHRONOLOGY 

IF UNCLEAR: Daring the past - 

moath, have you had (LIST OF 

NON-ALCOHOL SUBSTANCE 

DEPENDENCE SXS CODED*3")? 

110 

Nove Al cohol 

Has met criteria for Non-Alcohol 

Substance Dependence during past 

month (Current) 

a
e
 

e
e
 
o
m
 

  

i 
when did you Tast have problens 
with (ORUG)7 

" How old were you when you first 
had (LIST OF NONR-ALCCHOL SUB~ 
STANCE CEPENDENCE COOED *3*)7 

Age whea last met criteria 
for Non-Alcohol Sabstance Dependence 

Age at onset of Non-alcohol 
Substance Dependence 

CHECK HERE IF EYER BECAME CEPENOENT ON A PRESCRIBED OFUG __ 

SPECIFY ORUG: 
 



SCID 8/1/86 Pantc 

111 

ANXIETY DISORDERS (Current or Past) 

" PAMIC DISORDER 

Have you ever had a panic 

attack, when you suddenly _ 
felt frightened, anxious or 
extremely unconfortah] 7 

IE_YES: Tell me about 
it. When does that 
happen? (Have you ever 
had one when you dida't 
expect to at a117) 

Have you ever had four 
attacks like-that {na four- 
week period? 

IE_NOs Did you worry a lot 
ébout having ancther one? 
(How long did you worry?) 

When was the last bad one 

(EXPECTED OR UNEXPECTED)? 

Now I am going to ask you 
about that attack. What was 
the first thing you noticed? 
Then what? 

- 

During that attack... 

eowere you short of breath? 
(Have trouble catching your 
breath?) 

oedId you feel as {f you vere 
chok{ng? 

oed{d your heart race, pound 
or skip? 

t<tnadequate information leabsent or false 

PANIC DISORDER CRITERIA 

A, At some time during the 
disturbance, one or more panic 
attacks (discrete periods of 
{atense discomfort or fear) 
that were (1) unexpected, {.¢@.,. 
d{d not occur {mmedtately 
before or upon exposure to a 
situation that almost always 
caused anxiety, and (2) not 
triggered by situations in 
which the individual was the 
focus of others! attention. 

s 

G& Either four attacks, as 
defined in criterion A. ~ 
occurred within e four-week 
pertod, or one or more 
attacks were follared by a 
period of at least a month of 
persistent fear of having 
another attack. 

-C. At least four cf the fol- 
lowing syaptons developed 
during at least gone of the 
attacks: 

(1) shortness of breath 
(dyspnea) or smothering 
sensations : 

(2) choking 

(3) palpitations or 
accelerated heart rata 
(tachycardia) 

2 subthreshold 

Anxtety Ofsorders fF, 1 

7 1 2 ~=3 

—l__ 
i 1 
[GO To { 
[ AWOPO, I 
1F.6 3 
I { 

7 IT 2 =3 

—!__ 
f ! 
$ GO TO I 
{ AWOFO, I 
1F.6 1 
I ! 

7? Lt 2 3 

7 1 2 =3 

7 I 2 3 

3ethreshold or true



SCID 8/1/28 

During that attack... 

eo did you have chest pain or 

pressure? 

oedid you sweat? 

aedid you feel dizzy, unsteadys 
or Ifke you might faint?. 

e.did you have nausea or upset 

stomach or the feeling that 
you were gcing to have diarrhea? 

did things around you seen 
unreal or did you feel detached - 
from things around you or de- 
tached fran part of your body? 

ee did you have tingling or - 
- qumbness {n parts of your body? 

«edid you have flushes thot. 
flashes) or chills? 

ee did you tremble or shake? 

«were you afraid that you , 
might die? 

« 

eowere you afraid yau were going 
crazy or might Tose control? 

112 

(4) chest pafn or 
dt scomfort 

(5) sweating 

(6) dizziness. unsteady 
feelings, or falntness 

(7) nausea cor abdominal 
distress 

(8) -depersonal ization or 
derealizati on 

(9) numbness or tingling 
sensations (paresthes{as) 

(10) flushes (hat 
flashes) or chills 

> (11) trembling om shaking 

(12) fear of dy{ng 

(13)-fear of going crazy 
_ or of daing something 

uncontrolled 

AT LEAST FOUR "C*® SxS ARE 
COCED *3* 

ATTACKS INVOLVING 
FOUR OR MORE SYMPTOMS ARE 
PANIC ATTACKS; ATTACKS 
INVOLVING FEWER THAN FOUR 
SYMPTOMS ARE LIMITED SYMP 
TOM ATTACKS (SEE AGORA- 
PHOSITA WITHOUT HISTORY OF 
PANIC DISORDER. F. 6). 

T={nadequate information leabsent or false 2=subthreshold 

Panic Anxtety Disorders F. 7 

7 1 2 °3 

27 12 £3 

7 1 2 ~3 

27 12 3 

27 1 2 3 

7 1 2 3 

7 1 2 3 

7 1 2 =3 

? 1 2 ~=3 

7 1 2 3 

1 3 

—_—!___ 
1 { 
1 GO TO { 
{ AvoPO.t 
if. 6 ! 
t I 

  

3-threshald oc true



“SCID “8/1/86 

When you have bad attacks, how 

long does {t take from when {t 
begins to when you have sost of 
the symptoms? (Is it often less 
than ten a{nutes?) 

Just before you began having 
panic attacks, were you taking 
any drugs, stimulants or med{i- 
cines? 

IF YES: O1{d you keep 
having the attacks after 
you stopped? 

Were you physically 17 
(What did the doctor say?) 

IF YES: Did you ever have 

these attacks when you 
weren't (taking any drugs or 
medicines. physically 1117) 

tT={nadequate {nfarmation l<absent or false 

113 

Panic 

0. Ouring at least sane of 
the attacks, at least four 
of the "C® symptanms developed 
suddenly and {increased {n in 
tensi{ty es of 
the beginning of the first *C* 
symptom noticed in the attack. 

E. An organic etiology (e.g.s 
Anphetamine or Caffeine In 
toxication, hyperthyroi di sa) 
has been ruled out. f.@, 
either there was no new or — 
ganic factor (or change fn a 
pre-existing organic factor) 
that precipitated the d{istur- 
bance, or the d{sturbance has 
persisted for at least one 
month beyond the cessation of 
the precipitating organic 
factor. ° 

NOTE: Mitral valve prolapse 
may be an associated condi- 
tion -but does act rule out 
a dfagnosis of Panic Disorder. 

NOTE: COCE "3" IF SUBSTANCE 
“USE OR PHYSICAL ILLNESS WAS 
NOT ETICLOGIC TO PANIC ATTACKS. 

2= subthreshold 

Anxiety Of{sorders Ff. 3 

    

tT 1 2 3 

—_—— | 
{ { 
1GO TO ATOPO! 
1 F. 6 ! 
{ f 

7 1 3 

——!_ 
t ! 
IGO TO AWOPO! 
IF. 6 i 
f j 

1 3 
—l le 

I I { 
[ GO TO [IPANIC! 
| AWOPO,1fOIS- | 
{1 F. 6 {fORDER] 
J 

  

3=threshoald or true
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SCID 8/1/86 Panic Anxiety Disorders F.4 

PANIC DISORDER SLBTYPES- 

IF NOT C6VICUS FROM COVERY IEW: 

Were there situations or places 
that you avolded because you 
were afraid you might have an 

attack? 

(Tell me all the things 
you avoided, or could do only 
by forcing yourself). 

What about... 

eee d@{ng at hone alone? 

..sshopping atone ina big - 
store? 

eeewalking far fron hone 
alone? 

...crossing busy or wide 
streets alone? 

essh@eing alone fn a crarded 
place—Tlike a movie 

theatre, a church, or a 
restaurant? 

ee.using public transporta— 
tion—Tike a bus, train, or 
Subsay--or driving a car? 

* IF NOT OBVIOUS: What 
effect did avoiding (AGORAPHOBIC 
SITUATIONS) have on your life? 

T{nadequate information 

' tack. 
‘fear, there are efther travel 
restrictions or need for a 

l=absent or false 

WITH AGORAPHOBIA 

Fear of being in places or 
situations from which escape 
might be difficult (or 
exbarrassing)s or in which 
help might not be avaflable. 
fn the event cf a panic at- 

As a result of this 

companion when away fron 
home; or there is endurance 
ef agoraphobic sftuations 
despite {intense anxiety. 
Common agoraphobic situations ~ 
include being outside of the - 
hane alone, being in a crowd 

or standing {mn a@ Tine, being 
on a bridge, traveling ina 
bus, traing oc car. 

Z=subthreshold 

1 3 

__! 
{ if I 
IPANIC [IPANIC { 
{OIS. {{OIs. |! 
WITH [{wITH | 
[OUT =: [ [AGORA I 
{ AGORA [| [PHOS TAT 
IPHOSIAI I [ 
{ut 

3<threshold or true



° SCID - 8/1/86 

CHRONOLOGY 

IF UNCLEAR: During the past 
month, how many panic attacks 
have you had? 

Panic 

Has met criteria for Panic 
Disorder (with or without 

Agoraphobia) daring past moath, I.¢., 

at least 4 panic attacks or persistent 
fear of having 2 panic attack 

Anxtety Oisorders Fr. s 

o
h
 
O
R
 
a
y
 
i
b
 
m
m
 

am
en
 
Sa

nd
 

  

{ 
When did you last have (ANY SX 
OF PANIC OISOROER)? 

How old were you when you first 
started having a lot of panic 
attacks (or worried all the 
tine that you might have cone)? 

T{nadequate information 

Age when last had 
Pantie Disorder 

Age at onset of Panic Disorder 
- (at Vesst four attacks over a 
four week period or ons or 
more attacks folloved by per~ 
-Sistent fear of having another 
attack) 

lsabsent or false 3ethreshold or true



- $CIO- 6/1/86 

AGORAPHOSIA WITHOUT HISTORY 

OF PANIC DISORDER (AWOPD) 

SKIP LF EYER Mey CRITERIA 

FOR PANIC DISCRDER OR IF 
PSYCHOTIC (DELUSIONS. 

HALLUCINATIONS, OISORGANIZED 

SPEECH) DURING PAST MONTH. 

‘OR IF IN RESIDUAL PHASE OF- 
_ SCHIZOPHRENIA. 

Were you ever afratd of gating 
out of the house alone, being 
fn crowds or certain public 
places Tike tunnels, 
bridges, buses or-tra{ns? 

. What were you afraid could . 
happen? 

Tel] me all the things you 
avotded (or could only do 

by forcing yourself). , 

(Haw often did you go out 
Bide of your house alone?) 

(Oid you often need a me 
pantfon7) 

(What effect did avotding 
these s{tuations or places 
have on your life?) 

Tt inadequate information 

AwOPO 

leabsent oc false 
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Anxfety Disorders 

"AGORAPHOBIA WITHOUT HISTORY OF 
PANIC DISORDER (AKOPD) CRITERIA 

A. Fear of betng in places 7 1 2 
or s{tuations from which 
escape might be difficsit (or 
enbdarrassing), or ta which | i 
help might not be available, 
fn the event cf sudden incapa- 
citation. Common agoraphobic 
situations include being out~ IF. 8 f 
side of the hane alone, being i 
fn a crard or standing {na 
line. being on a bridge. trav- 
eling in a bus, traine o& car. 

IF FEAR OF INCAPACITATICN IS 
RELATED TO A SPECIFIC SYMPTOM, 
CHECK BELOW: 

  

—. becoming dizzy or falling 

__ depersonal {zation cr 
dereal ization 

—— less Of bladder or barel 

control 

~~ fear of cardiac distress 

a Other (Specify: 

8. As a result of ‘this fear, ©? 1 2 
there are efther travel re- 
strictions or need for a 
Companion when away fram home; i i 
or there {s endurance of {co TO | 
agoraphobic s{tuations despite {SOCIAL | 
intense anxiety. {PHORTA. | 

iF. 8 

2subthreshol d 3=ethreshold of true



" $cID” 6/1/85 

CHRONGL OGY 

IF UNCLEAR: During the past 
month, have you avoided 

(PHOBIC SITUATIONS)? 

} 
When did you last avoid (PHOBIC 
STTUATIOCNS)? 

How old were you when you first 
had this prob] en? 
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AN OPO Anxtety Disorders fF. 

  

AGORAPHOBIA WITHOUT HISTORY 
. RIA 

A_ANO B ARE COOED "3" 

Has met criteria for Agorapho- 
bia without Histery of Panic. 
Disorder during past month 
(Carrent) . 

Age when Inst had Agoraphobla 
without History of Panic Disorder 

Age at onset of Agoraphobia 
without History of Panic 
Otsorder 

t={nadequate information leabsent oc false 

ad
 

1 3 

{ i ~~ 
{GO TO IlAGorA- | 
$SOCTALIIPHOBIA |- 
IPHOBTIAL fwItHOuT | 
1F. 8 flHIsTory; 

110F “| 
{PANIC | 
foIs- { 
{ORDER | 
j { 

  

  

a
m
m
a
 

oo
m 
p
e
 

3<threshold or tru:



. sciag 8/18 

SOCIAL PHOBIA 

SKIP IF PSYCHOTIC (OELUSIONS. 
HALLUCINATIONS, OISORGAN IZED 
SPEECH) DURING PAST #ONTH. OR 
IF IN RESIQUA. PHASE OF 
SCHIZOPHRENIA. 

Is there anything that you. 
wers ever afraid to do or 
felt wuncoafortable doing in 
front of other people, Ifke 
speaking. eating oc writing? 

Any thiag else? 

What are (were) you afraid 
will (woald) happen 
when ? 

  

IF NOT ALREADY CLEAR: 
RETURN TO THIS ITEM AFTER 
COMPLETING INTERY IEW. 

. 

T={nadequate {nformation 

Soctal Phobia 

.. @ating behavior (Anorexia { 

l-absent or false 
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Anxtety Ofsorders F. 8 

SOCIAL PHOBIA CRITERIA 

A. A persistent fear of one or 7 1 2 3 
more situations (the phobic 
situations) fn which the indi- . 
vidual {s exposed to possible { 1 
scrutiny by cthers and fears ico T |} 
that he or she may do something 
or act {n a way that will be 
huafliating or embarrassing. 
Examples include: unable to 
continue talking whfle speaking 
fn public, choking on food when 
eating in front of others, 
unable to urinate in a public 
lavatory, hand trenbling when 
writing in front of others. 
saying foolf{sh things or not 

being able to answer questions 
in social situations. 

PHOBIC SITUATIONS(S) Check: 

__. public speaking 
—. ting fn front of others 
—_—. writing fn front of others 

_—_— generalized (mest social 
situations) 

w—, Cther (Specify: _) 

B. If an Axts IIT or another © ? Lt 2 =3 
Axis I disorder {s present, ° 
the fear fin "A® {s unrelated 

to it. @.g.. the fear {s not 
{Go TO | 

O{sorder), stuttering (Stut- {SIMPLE | 
tering)» trembling (Parkinson's {PHOBIA. | 
disease), exhibiting abnormal iF. ll | 

{ 

  

Nervosa or Bulfaia Nervosa), 

2=subthreshol d 3<threshold or true



" SCID’ 8/1/88 Social Phobfa 
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Anxtety Ofsorders F. 9 

  

Do (did) you always feel anxious C. Ouring some phase of the .t 1 2 3 
when you (CONFRONT PHOBIC disturbance, exposure to the 
STIMULUS)? specific phobic stimulus (or ——| 

stimul{) almost {nvari{ably I | 
provokes an immediate anxiety [GO TO SIMFLE| 
response. LPHCE TAe F.11| 

{ 

Do (did) you go D. The phobic situation(s) 7 1 2 3 
out of your way to avold 1s avoided, or endured with | 

intense anxiety. ' t 
. I 

IF NO: How hard Is (was) It {GO TO SIMFLE! 
for you to... 

. 

{PHOBIA, F.11! 
{ 

  

TF NOT C6VIOUS: Har important E. The fear or the avofdant ? 1 2 #3 
is (was) It to you to be able to behavicr tnterferes with 

: ‘ occupational functioning or —__!__ 
with usual social activities | 1 

: or relationships with others, 1Go TO =| 
(How bathered are (were) vos or there {s marked distress ISIMPLE | 
eet you are (were) afr about having the fear. IPHOBIA, | 
of ____?) iF. 11 | 

en | 

Do you think that you are F. The tndividual recognizes 7 1 2 =3 
(were) more afraid of (PHOBIC that his or her fear {s 
ACTIVITY) than you should be excasstve or unreasonable. —_.t_ 
(have been) or than makes { f 

(made) sense? {eo TO | 
{SIMPLE | 

IPHOBTIA, ! 
~ IF. 11 | 

{dt 

CURRENT OR PAST 
SOCTAL PHOBIA CRITERIA A. 1 3 
BR. Ce 0, Fe ANDO F ARE 
CopeD #3" —__ I LI 

i 1! { 
{GO TO JISOCIA! 
ISIMPLE [IPHOSIA! 
PHOBIA, 1! i 
iF. ll of 

™tnadequate {nformattian I<absent or false 2-subthreshold 3<threshold or truc
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: SCID 8/1/8& Soctal Pheb{a Anxfety Ofsorders F. 10 

CHRONQL OGY 

IF UNCLEAR: During the past Has met criterta for tT 2 3 
month, have you been bothered Sectal Phodia during past t 
by (SOCIAL FHOSIA ACTIVITY)? month (Current) ! 

I 
  l 

When were you last bothered by Age when last had a S b (SOCIAL PHOBIA ACTIVITY)? - Rad a Social Phobia 

Har old were you when you first Age at onset of Social Phobia 
were bothered by (SOCIAL FHOGIA . 
ACTIVITY)? . 

™ Inadequate information l=absent or false 3-¢threshold or true
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SIMPLE PHOBIA 

SKIP IF PSYCHOTIC (DELUSIONS, 

HALLUCINATIONS. OISORGAN IZED 
SPEECH) DURING PAST MONTH. OR 
IF IN RESIQUAL PHASE OF 
SCHIZOPHRENIA. 

Have there ever been other things 

that you have been especiai- 
ly afraid of, Ike heights. 
seeing blood. closed places, 
or certain kinds of animals?. 

What are (were) you afraid will 
? (would) happen when __? 

Do (did) you always feel anxious 
when you (CONFRONTED PHOBIC 
STIMULUS)? 

Do (did) yoa go out of your way 

ta avoid ? 

  

How hard Is (was) It 

for you ts 

  

IF NOT CAVIGUS: Hor tmoor 
tant fs (was) It to you to be 
able to z 

(How bothered are (were) you 

that you are (were) afraid 

of ?) 

t=Inadequate information 

Sinple Phobia 

l«absent or false 

121 

SIMPLE PHOBIA CRITERIA 

A. A persistent fear cof a 
cireeumseribed stimulus (ob- 
ject or situatioa), cther 
than of having @ panic attack 
(as in Panic Ofsorder) or of 
hum{lfation or embarrassment 
fin certain sccial situations 
(as tn Soctal Phobia). 

PHOBIC CBJECT(S) OR 
STTUATIONS(S). Check: 

— @niinals : 
a he{ohts 
—. Closed spaces 
w—— dlood/injury 
—. other: 

Anxfety “Ofsorders Fo ll 

  

B. Ourtag sane phase of ‘the 
disturbance, exposure to the 
specific phobic stimulus (or 
stimul{) almost invarfably 
provokes an famediate anxfety 
response. 

C. The object or situation 
1s avoided. or endured with 

intense anxiety. 
~ 

O. The fear or the avoidant 
behavior {nterferes with 
occupational functioning or 
with usual social activities 
or rejationships with others, 
or there 1s marked distress 

about having the fear. 

2=subth reshold 

IGO TO GS! 
(COMP. F.13! 
{ie 

3<threshold or true
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« 

    

  

SCID 8/1/86 Simple Phabia Anxtety.Ofsorders  F.1% 

E. The tndividual recognizes 7 1 2 =3 
2 © YON vatd of oa are (were) that hts or her fear {s 

than you should be or than excessive or unreasonable. i, 

makes (made) sense? tGO To! 
{O8S- { 
1COMP. | 
IF. 131 
Ld 

IF NOT ALREADY CLEAR: F. The phobic stimulus 1s 7 12 3 
RETURN TO THIS ITEM AFTER wmrelated to the content of 

COMPLETING SECTION ON .O&- the obsessions of Obsessive —!__ 

SESSIVE COMPULSIVE Ols~ Coapul sive Disorder. ; | 
CROER. . ° IGO TO! 

Icos- } 
{COMP. |! 
{F. 131 
{dt 

CURRENT OR PAST 

ALIMPLE PHORTA CRITERTA. 7 1 3 

Ar_B, Cy Or & ANO F = 
ARS CODED *3% Se 

f il I 
-{GO TOLISIMFLE! 

. {CSS [IPHOBIAs 
[COMP. {| { 
iF. wt | 

CHRONCL OGY : 

IF UNCLEAR: During the past Has met criter{a for 7 JI 3 
month, have you been bothered Staple Phobfa during past, i 
by (SIMPLE FHOBIA)? . pooth (Current) { 

{ 

| oo - 

EINE PHES TAN? bothered by - 4 when last had Simple Phobla -— 

Hos old were you when you first Age at onset of Simple Phobfa —_—_ — 
were bothered by (SIMPLE PHOBIA)? 

T{nadequate infomation . leabsent or false 2=subthreshald Z3<threshold or tru:
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° 

OBSESSIVE COMPLLSIVE DISORDER 

Now I would like to ask you 

tf you have ever been bothered 
by thoughts that didn't make 
any sense and kept coming back 
to you even when you tried not 
to have thes? 

IF YESs OISTINGUISH FROM 
BROODING AGQUT PROGLEMS 
(SUCH AS HAVING A PANIC 
ATTACK) OR ANXIQUS RUMI- 
NATION AGQIT REALISTIC 
DANGERS : 
(What about awful thoughts. 
Tike actual ly- hurting 
someone even though you 

didn't want to. or being 
comtaminated by germs or 
dirt?) 

What are (were) they? 

123 

Obsessive Compulsive Ofsorder 

CBSESSIVE COMPULSIVE DISORDER 
CRITERIA 

A. Either obsessions or com 

pulsfons: 

Obsessions: 

(432 

(1) Recurrent and persistent 
ideas, thoughts. fapulses. 
or {mages that are experi- 
enced.as intrusive, unranted, 
and genseless ocr repugnant 
(at least initially). 

(2) The fadividual attempts 
to ignore or suppress then 
or to neutral {ze then with 
some other thought or action. 

(3) The individual recog- 
nizes that the cbsesstons 
are the product of his or 
her aun sind and not fmposed 
fron without (as fn thought 

fasertion). 

(4) If another Axis I d{sor- 
der {s present, the content 
cf the obsession 1s unrelated 
to {t. f.e.. do not include 
thoughts about food in the 
presence of an Eating Ofsor- 
der, thoughts about drugs in 
the presence of a Psychcac~ ~ 
tive Substance Use Disorder, 
or guilty thoughts {n the 
presence of a Major Depres- 
sion. 

C1). (2), €3)- and 
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continue to next page) 

T={nadequate {nformation l«absert or false 
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OESCRIBE: 

2= subthreshold 3=threshold or true



. SCID. 8/1/86 

Is (was) there anything that you 

have (had) to do over and over again 

and can’t (coulda’t) resist doing, 

like washing your bands again and 

' Compulsions: 

again, or checking something 

several times to make sure you 

have (bad) done [¢ right? 

IF UNCLEAR: 
that you (DO COMULSIVE 
BEIAYIOR) more than you 

IF YES: What do (did) yaa 
have to do? What are (were) 
you afraid would happen | 
If you don’t (didn’t) do ft? 
How many times do (did) 
you have to__? How much 

time do (did) you spend each day 
2 

  

De you think 

should? (De you think 
CCOMPULSICN] makes sense?) - 

124 

Obsessive Compulsive Disorder 

(1) Repetitive, purposeful, 

and {ntentional behavior that 

1s performed according to 

certain rules cor in a stereo 

typed fashion. 

(2) The behavior {s not an 
end in itself, but 1s de 
Signed to neutralize or pre- 
vent discomfort or sane 
dreaded event or situation. 
However, efther the activity 
1s not connected in a realis- 
tic way vfth what {t fs 
designed to neutralize or 
prevent, or {t {s clearly 
excessive. 

(3) The tadividual recognizes 
that the behavior {s exe 

cessive co unreasonatle, 

(1), (2) and (3) 

  

™{nadequate tnformation leabsent or false 

F. 14 

7 1 2 «3 

. en, | t 

! { 
i 1 
{ I 
! 1 
{ 
{[? 1 2 3 > 
t 
fd I 
1 1 
I { 
I 1 
1 { 
i 1 
t { 
{ 1 
t { 
j { 
17? 2 2 3 

. 

a | { 
I { 
1 tf 
{ 1 ! 

_FCOMPULS IONS |. 
Ls 

| 
  

DESCRIBE: 

~ 

2= subthreshold 

F NEITHER CBSESSIONS NOR COMPULSIONS, GO TO GAO. F. 16. OTHERWISE, CONTINUE. 

3<threshold or true
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SCID 8/1/86 Obsessive Compulsive Of sorder 

What effect does (did) this 
(OBSESSION OR COMPULSION) have 
on your life? Does (did) 

bother you a jot? 

How much time do (did) you 
spend (OBSESSION OR 
COMPULSION)? 

Does (did) anyone in your familly, 
or your friends, have to go 
cut of their way because 
of your (C6SESSION CR 
COMPLLS ICQNI7) 

CHRONGL OGY 

IF UNCLEAR: Ouring the past 
monthe did the (QSSESSTIONS 
COMPLESIONS) have any effect on 
your life o bother you a lot? - 

B. The obsessions or canpul- 
si{ons cause marked distress,” 
or are time-consuming (take 
more than an hour a day). oF 
interfere with occupational 
functioning or with usual 
social activities or reia- 
tionshtps with others. 

OESCRIBE: 

CURRENT OR PAST 
OSSESSIVE COMPULSIVE OIS- 

CRITERIA A_ANO B 
ARE CODED *3" 

Has met criterta for Obsessive 
Compulsive Ofsorder during past 
month (Carrent) 

  

F. 15 

7 1 2 =«3 

——! 
{ { 
IGO TO GAD! 
FL 1600 
{ { 

1 3 

“tt i 
{GO JO 1108SES- | 
(GAO, {{iSTvVE {! 
IF. 16 {{COMPUL-1 

fISIVE f[ 
[OISOR- | 
[OER | 
{__f 

  

i 
When were you Tast bothered 
by (ANY CBSESSIONS OR COMUL- 
SIONS)? 

How old were you when the 
(OBSESSIONS OR COMPULSIONS) 
first had any effect on your 
Tife o bothered you a Jot? 

Age when last had Obsessive 
Compulsive Disorder 

Age at onset of Obsesstve 
Compulsive Ofsorder (criter{a 
A and 8) 

™{nadequate infomation leabsent or false 2=subthreshald J-threshold oc true



ScIO 8/1/8& 

GENERALIZED ANXIETY OISORDER 

SKIP IF PSYCHOTIC (DELUSIONS, 
HALLUCINATIONS, DISORGANIZED 
SPEECH) DURING PAST MONTH, 
OR IF IN RESIDUAL PHASE OF 
SCHIZOPHRENIA. 

Have you ever had a period of 
time where you worried alot that 
bad things might happen? Wher 
was this? What did you worry 

about? (Any other worries?) 

(How realistic were these worries?) 

How long did this go on for? IF SIX 
MONTHS OR MORE: Woald you say 
you were worrying most of the time 
(mors days than not)? 

CODE BASED CX PREY ICUS 
INFORMATION. REVISE AT 
END OF INTERV IEx IF 
NECESSARY. 

Now I am going to ask you 
some questions about other 
symptoms that often go aloag 

with being worried or nervous. 
Thinking about how you [felt 
during that period... 

~did (do) you often tremble, 
twitch or feel shaky? 

—did (do) your muscles often 
feel tense, sare, or achy? 

Tt nadequate informatian leabsent or false 
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GAD ; Anxtety Ofsorders 

GENERALIZED ANXIETY OISOROER 
CRITERIA 

A. Duriag a six month nerfod, - 
the {adividual has been bothered 

more days than no¢ by unrealistic 
or excessive worry (appreheasive 
expectation) about two of moré 

life circumstances, e.g., worry 
aboat possible misfortune to 
child (who is In no danger) 
and worry aboat finances (for no 
good reason). 

BB. If another Axis I disorder 
. e focus of the 

wor n "A* above nce 
e the wor is na 

aving @ panic attack (as 
(in Panic Oisorder), being. con 
tanjinated (as {fn Obsessive-. 

Compulsive Disorder), or 
gaining weigqnt (as in Anocrexta 

C. At least s{x of the fol- 
lowing eighteen synaptons 

anx{eys duriag the six 
months (00 NOT INCLUDE SxS 
PRESENT ONLY CURING PANIC 
ATTACKS) z 

Motor tension 

(1) trembling. twitching 
or feeling shaky 

(2) muscle tens{on,. aches 
or soreness 

2 subthreshold 

F. 16 

3<threshold or true
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T=tnadequate tnformatian 

up or on edge? 

l-absent or false 

on edge 

2=subthreshold 

“Scio 8/1/86 GAD Anxtety Disorders Ff, 17 

_-did (do) you often feel (3) restlessness 7 1 #2 #3 

physically restiess—coaidn’t 

(can't) sit still? 

ws d {ten tlre , 
iw (4) easy fatigabd{lity ? 12 3 

Autonomic hyoeractivity 

Mid (do) you often feel short (S) shortness of breath t- 1 2 #3 

of breath? (have trouble or smothering sensations 
getting your breath?) 

did (does) your heart often (6) palpttations or ac- 27-21 2 «3 

pound or race? celerated heart rate 
(tachycardia) 

tid (do) you often sweat a lot? (7) sweating, or cold, ? 1 2 3 
Were (are) your hands often cold Clanmy hands : 

or clammy? 

did (does) your mouth often (8) dry aceth 7 L 2 3 
feel dry? 

—did (do) you often feel dizzy -(9) dfzztness or light 7 1 2 3 
or lightheaded? headedness 

~was (is) your stomach often . (10) nausea, diarrhes or ? 1 2 3 

apset, or did (do) you have other abdominal distress 
nausez or diarrhes? 

~did (do) you often have flushes (1L)- flushes Chot flashes) 7 1:2 =3 
{hot flashes) or chilis? or chills 

did (de) you urinate more often (12) frequent urtnation ? Yt 2 3 
than asual? 

~did (do) you often have (13) trouble amallaring 7? 1 2 =3 
trouble swallowing, or get or lump tn throat 
&@ lump {a your throat? 

Migiiance sand acanning 

—did (da) you often feel keyed (14) feeling keyed up or 2 1 2 3 

3=threshold or true



ScIdD 6/1/88 

_.did (do) sudden noises often 

startie you? 

were (are) you often so nervous 

you had (have) trouble concentra- 

ting? 

did (de) you often have trouble 
falling or staying asleep? 

were (are) you oftes Irritable 

or espectally tapatient7 

COOE BASED CX PREY IOUS | 
INFORMATION. © 

Were (have) you (been) taking any 
drags? Were (have) you (been) 
physicall i117 

IF YES: EXPLORE POs- 
SIBLE RELATIONSHIP 
BETWEEN GAGANIC FACTOR 
AND ANXIETY 

128 

GAD _ « Anxfety Ofsorders F. LE 

(15) exaggerated startle 
response 

(16) difficulty concentra~ 
ting or mind gofng blank. 
because of anxiety 

(17) trouble falling or 
staying asleep) 

(18) frritadM ity 

AT LEAST SIX "OC" SxS ARE 
Coren san 

D. The disturbance does not 
occur only during the course 
of a psychotic disorder ‘ 

E, Not sustatned by a speci- 
fic organic factor (e.g.. 

hyperthyro{dism Caffeine In- 
toxfcation). 

T1 nadequats {aformation l=absent or false 2=subthreshold 3«threshold or true
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= $CID - 8/1/85 GAD Anxtety Ofsorders F, 19 

CURRENT OR PAST 1 3 
GENERALIZED ANXIETY, 
CRITERIA A.B. C.D. AND E tt. 
ARE. CODED *3" ! if { 

{GO TO {IGEN- 
INEXT = JIERAL=1 
TPOOULE [IZED | 

(Tery [ 

. {OIS= | CHRONOLOGY lORGER 

IF UNCLEAR: During the past . ; to 

month, have you been bothered Has met criteria for GAD during = 1 3 

by (GENERALIZED ANXIETY DISORDER)? nastmonth (current) 

  

When were you last bothered by (GAD)? Age when last had GAD _ — 

How ald were you whea , . 
you first were bothered by (GAD)? Age at onset of GAD _— —_— 

_Tetnadequate information ~ lsabsent or false 7 3<threshold or true



scic 

POSTTRAUMATIC STRESS DISOROER 

Have you ever had an =~ — 
perience that was really 
frighteatng or traumatic, Tike 

haviag your life threstensds 
seeing someone dead or badly 
hurt. or haviag your house 
burn down? -- 

IF YES: What was the 
expectence? When did - 
1t happen? . 

Did (EXPERIENCE OF CRITERION 
A): keep coming back to you 
tn scme way? For example... 

' eedfd you think about it when 
you didaft want toe even 
whea there was. nothing there 
ta remiad you of 1t? 

eowhat about having dreams 
about 1%? 

eowhat about finding yourself 
acting or feeling as though 
you vere back at that tine? 

t= tnadequate information 

fag ways: 

leatsent or false 
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Post-traumatic Stress Ot sorder 

POST=TRVUMATIC STRESS OISORDER 
CRITERIA 

Aw Aa event that {8 outside 
the range of «sual human exper 
feace and that {s potentially 
psychologically traumatic, ¢. 9.6 
serious threat to one's life 
or perscaa} physical integrity. 
destruction of one's home or 
cameanitye or seetag anctier 
perace wha 1s autilaeted. dying 
or deed. or the victia of 
physical violence. 

OESCRIBE: 

B. During somes phase of the 
Tl lness. the traumatic evect 
{s peesisteantly reexperienced 
fa at least one of the foliar 

(1) recurrent and (rntrusive 
dt stressing recollections 
of the evest without any 
awareness of envirormental 
stiaul{ that trigger the 
reaction 

° 

(2) recurrent distressing 
dreams of the overt 

(3) sudden actiag cr feeling 
_ a8 ff the traumatic event 
were recurring Cincludes a 
sense of reliving the exc 
perience, fllusfons. hallue- 
Ctrattons. and d{ssoct ative 
Cfiasnbeck] eptsodes. even 
those That occur upon awaker 
fag or whea {rtoxi cated) 

OESCRIBE: 

2*subth resnol d 

F.20 

? © 2 3 

——!__. 
I i 
eo TO} 
tweXT 
IMCOULE | 
Ls 

7 tt 2 = =3 

7 Y 2 3 

7 1 2 #3 

3etnhresnold or true



* 

" Telnadequate taformation 

sci0 

: - edtd you feel a ict worse 
2 

when you vere {fn & s{tua~ 

tion that resiaded you - 

. of 

  

Since (THE TRAIMA) 206 

es Cid you make a special 
effort ta avetd thinking about 
what happened cr getting upset 

_ about it? 

eedtd you stay avay from 
things that would reniad you 
of {t? 

edt you have trouble rere 
bering same {mportant part of 
what happened? 

l=eabsent or false 
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Post-traumatic Stress 01 sorder F.21 

(4) intense psychological 
distress at exposure to events 
that symbolize or resemble 

an aspect of the traumatic 

event. 

O€SCRIBE: 

AT LEAST ONE * SX JS 
qocen *3* + 

C. Persistent avoidance of 
stimall associated with the 
trauma or uamblng of respoa- 
siveness (uot present before 
the trauma), as Indicated 
by at least three of the 
following: 

(1) deliberate efforts to 
avotd thoughts or feel fags 
associated with the trauma 

(2) deliberate efforts ta 
avoid activities a situe- 
tions that arouse recol- 
lections of the trausa 

(3) {nabtlity to recall 
an taportant aspect of 
the trauma (psychogent¢ 
amnesta) 

2=subth reshal ¢d 

7 2 2 3 

1 3 

1 
{ i 
{GO TO ! 
{EXT | 
IMOOULE! 

| 

7.1 ~#«2~«3 

? 1 2 «#3 

? 1 2 3 

3ethreshold or true



sero 

Stace (THE TRAJMA)... 

eovere you much less interes 

ted in things that used to be 
fuportant to you. like sports, 
hobdtes. social activities? 

eedtid you feel dt stant or cut 
off fran others? 

eedid you so longer feel 
stroagly about things. or feel 
®nunh.* or feel that you vere 
not able to have loving feelings 
for people close tc you? 

did you feel that your 
future would be shortened? 

Stnca (THE TRAUMA)... 

sted you have trouble ~ 
sleeping? {What kind of 
trouble?) 

oc¥Ore you unusually 
teritable? What about 
outbursts of ancer? 

ee did you have trouble 
concentrating? 

eeWere you watchful or on 
quard even when there was 

Na reason to be? 

t= {nadequate information l<absent or false 
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" Post-traumatic Stress 01 sorde: 

(4) aarkedly diatnt shed 
intecest {an significant 
activities 

(S) feeling of detachnent 
or estrangement from 
others 

(6) restricted range of 
affect. @.g.0 "numbing,*® | 
unable to have loving 
feelings 

D. Persistent symptoms of 
Increased arousal (not present 
before the trauma) as ladicated 
by at least two of the 
following: 

C39 difficulty falling or 
stayfag asleep 

(2 terttasttity or’ oxtburses 
. of anger 

C3) difficulty concen 
trating 

(4) hyperv igi] ance 

2=subth reshol d 

F.22 

2? t 2 3 

7 © 2 =3 

2? 1 2 3 

Lt 3 

<a! 
| ! 
1690 TO 1 
{NEXT 1 
{MOOULE! 
fo 

? © 2 #3 

? 1 2 #3 

? . 2 3 

? 1 2 3 

3etrreshalc or true
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séx0- ° Post-traumatic Stress Of sordear F.23 

eewere you jumpy or easf{ly (S$) exaggerated startle 2 12 3 

startied, Ifke by sudden - response 

not ses? 

did you have physical symptoms . ? 1 2 3 

of anxiety when you were in a 
situation that reminded you of 

  

? 

AT LEAST TWO “D* SX ARE ° 
CODED *3° 1 3 

—!_. 
| ! 
{GO TO | 
{NEXT | 
IMOOULE! 

a 

Did the ("B° SXS) and the K. “B,” “C,* and "D* symptoms 7 1 2 3 
CC" SXS) and the ("D* SXS) all occurred together for 
all happen together for at . at least one month —_— 
least one month? i 

GO TO 
IF NO. CETERMINE IF THEY . INEXT 
CCCURRED WITHIN A SIX-*ONTH {MOOULE 
PERTIOO: When were these t 

’ different things happentng? 

{ 
[ 
{ 
I 
I 

  

CURRENT OR PAST 1 3 
POST-TRAUMATIC STRESS ° 
DISORDER, CRITERIA A. B. C.D, — I 
AND_E ARE CODED *3" 1 ul 

IGO To I1POsT- : 
. {NEXT [{ITRAU- | 

IMCOULEIIMATIC | 
t__LIISTRESS { 

lOITSOR-{ 
{OER | 
Lt 

| Tstnadequate {nformattona leabsent or false 2=subthresnal d 3ethreshold or true
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scIp . Post-traumatic Stress O{ sorder F.24 

CHRONG. GY * 

IF UNCLEAR: daring the past Has had Post-traumatic Stress ? @Y 3 
month, have you had (PTSD)? Disorder during past month t 

° . (current) { 
{ 

  

When did you last have (ANY SX Age whes last had 
OF PTSO COOCED "3°97 Post-traumatic Stress Disorder 

How old were you when you first Age at onset of Post-traumatic’ —_— —— 
had (PTSO SYNOROME)?7 Stress Disorder 

Tte{nadequats tnformatton leabsent or false . 3Jethreshold or true
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. SCID. 8/1/85 Somatization Sonatoforn G. 1 

SOMATOFORM DISORDERS (CURRENT AND PAST) 
SKIP TO NEXT MOOQWE IF PSY- 
CHOTIC (DELUSIONS, HALLU- 
CINATIONS, DISORGANIZED 
SPEECH) OURING PAST MONTH, 
OR IF IN RESIQUA. PHASE OF 
SCHIZOPHRENIA, = 

SCREENING QUESTIONS NOTES, 

Over the last several years, 
what has your physical health 

been 1{ke? : 

How often have you had to go 

to a doctor because you weren't 
feeling well? (what for?) © 

(Was the doctor always able to 
find out what was wrong, of . 

were there times when the doctor 
said there was nothing wrong, 
but you were still convinced 

that something was wrong?) 

(Do you worry much about your 
physical health? Does your 
decter thiak you worry too 
such 7) 

F - 

OROER, CHECK HERE AND :- 
GO TO NEXT #OOULE. . 

SOMATIZATION DISORDER SOMATIZATION CRITERIA 

  

How old were you when you first A. The predaninant.di sturbance 7 1 2 3 
started to have a lat of physt- {is many physical complaints or 
cal problems or 11] nesses? a belfef that he or she has —I 

. been sickly, for several years { { 
and beginning before the ace {GO TOI 

of 30. {HYPO~{ 
ICHOn-! 

. IORIA-1 
{tsIs. | 
IG. 6 | 

T={nadequate {aformation l=absent or false 

Age at onset 

Zesubthreshol d Jethreshold or true



-SscID s/V/& 

FOR EACH SYMPTOM REPORTED, 
DETERMINE THAT THE FOUR 
CRITERIA FOR SIGNIFICANCE 
ARE MET BY SUCH QUESTIONS Sr 

Did you tell a doctor about 
C SYMPTOM)? . : 

What was his dfagnosis? (What 
did he say was causing {t?) 

Ofd he find anything abnormal 
when he took tests or x-rays? 

When you had (SYMPTOM) were you 
taking any medicine, drugs or 
alcohol? 

IF HAS HAD PANIC ATTACKS: Was 
that only when you were having 
a panic attack? 

Did you take any medicine fo 
1t? 

O{d it interfere with your life — 
a lct? 

Now I az going to ask about. 
specific physical symptans 
you may have had. 

Have you ever had a lot of 
trouble with... 

ee veniting (when you weren't 
pregnant)? 

eeabdon{nal or belly pain (not 
counting times when you were 
menstruating)? ° 

oo Mausea—feeling sick to your 
stomach but not actually 
vanitiag? 

o0@xcesstve gas or bloating 
of your stamach or abdomen? 

-eelooss barels or diarrhea 

” Ta{nadequate {nformation 

Somatization 

l«absent or false 
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Somatoform G. 2 

B. At least 13 symptans fran the ~ 
list of symptoms belay. To count 
& Symptom as significant, the 
follosing criter{a must be met: 

1. no organic patholegy or patho= 
-physfologic mechanism (e.g.0 2. 
physical disorder or the effects 
of injury, medication, drugs or 
alcohol) has been found to account 
for the symptos., or when there {s 
related organic pathology, tre 
complaint or resulting social or 
occupational impa{rment {s grossly 
fn excess of what would be ex 
pected from the physical findings 

2. not occurring only during a 
panic attack 

a 

- 3. has caused the individual to — 
take medicine (other than aspirin), 
see a coctor, or alter lifestyle 

SYMPTOK LIST | 

Gastrointestinal 

(1) vomiting (other than during 7 ©’ 2 =3 
pregnancy) 

(2) abddaminal pain (other than ? Y #2 3 
when menstruating) 

(3) nausea (other than motion 7 #1 2 3 
sickness) 

(4) bloating (gassy) _ ? LY 2 3 

(5) dierrhea t 1 Z2 3 

2-subth reshol d 3«threshold or tre
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*, SCID, 8/1/86 Somatization Somatoform G. 3 

Have there been any foods that (6) {atolerance of (gets sick 7 1 2 3 

you couldn't eat because they on) several different foods . 

made you sick? What are they? 

Psin 
Have you ever had... 

eepatn {fn your ams or legs (7) pain {n extrenities tT 1 2 3 
other. than in the jotnts?. so sere 

ee& Tot of trouble with (8) back patn ? 1 2 3 
back pain? 

eepain {a your jot{ats? (9) jotnt pain t lt 2 #3 

sopatn when you ur{nate? (10) pain during urination 7 LY 2 =3 

eopain anywhere else . (211) other pain (other than 7 1’ 2 3 
(other than headaches)? headaches) 

Lardioowimonary Lather than 
during panic attacks) 

Have you ever been bothered 
byeee 

e-shortness of breath _ (12) shortness of breath when 7-1 2 3 
not exerting oneself 

esyour heart race, pound or = (13) _ palpitations 7 1 2 3 
skip? 

eeChest pain? . (14) chest pain - % YT 2 3 

oo dtzz{ ness? (15) dizziness 7 Lt 2 3 

fonversion or pseudoneurological 
Sather than duriog panic attacks) 

‘Have you ever... 

oehad a period of amnesia, that (16) annes{a ? 1’ 2 =3 
ts. a period of several hours oc ° 
days when you couldn't renender 
anything afterwards about what 
happened during that time? 

eohad trouble swalloving? C17) difficulty swallariag ? 1 2 =3 

«lost your voice for more than (18) loss of voice 7 Yt 2 =3 
a fer minutes? 

T={nadequate information leabsent or false 2=subthreshold 3ethreshold or true



scID| C/U &% 

Have you ever... 

eebeen completely deaf for & 
pertod of time? 

- eehad double vision for a 
pertod of time? . 

eehad blurred vision (when you 
didn't need g} asses)? 

eebeen completely blind for 
more than a fers seconds? 

echad fainting spells or been 
unconscious? 

eohad a sefzure or convul ston? 

eohad trouble walking? 

eobeen paralyzed or had periods 
of weakness when you couldn't 
11ft or move things that you 
could normally? 

eobeen conpletely unable to urf- 
nate for a whole day (other than 
after childbirth or surgery)? 

Now I'm going to ask you sane 
questions about sex, . 

Have you ever had a burning 
sensation fn your sexual 
organs or rectum (other than 
during intercourse)? 

Would you say that your sex life 
has been tmportant to you or 
could you have gotten along as 
well without 1t? 

Has having sex often been phys{- 
cally patnful for you? 

FOR MEN: Have you often had any 
Cther sexual problen. Ifke not 
being able to have an erection? 

Teinadequate information leabsent “or false 
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Somattzatton 

(19) deafness 

(20) double vision 

(21) diurred viston 

(22) blindness 

(23) fainting or loss of 
consciousness 

(24) sefzure or convulsi{on 

(25) trouble walking 

(26) paralys{s or muscle weak- 
ness 

(27) urinary retention or diffi- 
culty urinating 

(28) burning sensation in 
sexual organs or rectum 
(other than during {nter- 
course) 

(29) sexual indifference 

(30) pain during {ntercourse 

(31) impotence 

2-subthreshol d 

G. 4 

7 12 3 

7 12 3 

7 12 3 

?7 123 

7 1 2 3 

7 1 2 3 

7 12 3 

t 1 2 3 

7 12 3 

7 1 2 3 

27 1 2 3 

7 1 2 3 

7 1 2 3 

3<threshold or true
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Other than during your first 
year of menstruation. have you 
had very patnful periods? - 

IF YES: More than nost woamen?> 

Other than during your first 
yeer of menstruation (or during 
menopause), have you had 
frregular periods? 

IF YES: More than most women? 

What about too such bleeding 
during your per{ods? 

IF YES: More than gost women? 

_ IF HAS GIVEN BIRTH: Dtd you vomit 
throughout any pregnancy? 

CHRONOLOGY 

IF UNCLEAR: During the past 
mouth, have you been bothered 
by (SOMATIZATION DISORDER)? 

Whea were you last bothered by 
(SOMATIZATION DISORDER)? 

How old were you when 
you first were bothered by 
(SOMATIZATION DISORDER)? 

inadequate information l-absent or false 
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SOMATIZATION DISORDER during 

past month (current) 

Age when last had 

SOMATIZATION DISORDER 

Age at onset of SOMATIZATION 
DISORDER 

2° subthreshold 

  

Somatization Sanatoform ¢, 5 

female reoroductive symetoms fudged . . 
by the todividual to occur more fre- 
quently or severely thao to mast 
somen 

(32) painful menstruation 7 1 2 3 

(33) irregular menstrual 7 1 2 =3 
periods 

(34) excessive nenstrual ? © 2 3 
bleeding 

(35) vaniting throughout ? 1 2 3 
pregnancy 

AT LEAST 13. "3" SxS ARE 1 3 
COCED =3" 

CURRENT OR PAST ~ 
oes RES i "3 

—M0ED 93" | i 

. (SOMAT IZA~ | 
ITION OIS-{ Has met criteria for IORDER ! 

Lt 

3<threshold or true
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“SCID “8/1/88 Hy pochondriasis Somatoform G. 6 

HYPOCHONDRIASIS HYPOCHONDRIASIS CRITERIA 

bance 7 21 2 =3 
Have you ever feared that you A. The predominant distur 

had a serious disease? 1s preoccupation with the fear ' 

ope has, a serious disease, ri 

What do (did) you think ts (was) based on the individual's {rr is0 7 1 
wrong? terpretation of physical signs JUNOIFF. I 

or sensations as evidence of JSOMATO~ | 

physica] {]}ness, (00 NOT [FORM, | 
INCLUDE MISINTERPRETATION OF IG. 8 ff 
PHYSICAL SXS OF PANIC ATTACK.) i | 

DESCRIBE: 

8. Appropriate physical evalua- 7 1 #2 3 
tion does not support the diag- 

nos{s of any physical disorder —_J__ 

Have (had) you been to 2 doctor for 
these symptoms? 

What tests were done? that can account for the phy- { 1 
sical signs or sensations or iGO TO | 

What d{d the doctor say was the individual's unwarranted {UNOIFF. | 
wrong? interpretation of thee, AND the JSOKMATO=| 

syeptoms {in "A® are not only {FORM, ! 
Syaptoms of panic attacks. 1G. 8 { 

es | 

Were you reassured by what the ~- C. The fear cf having, oc 7 1’ 2 3 
doctor satd? (Did you feel belief that one has a dfs 
better when he told you that ease, persists despite a 
eee) . medical reassurance. { | 

igo T | 
{UNOIFF. | 
{SOMATO-{ 
(FORM, | 
IG. 8 I 

Lf 

(When did all this begin?) O. Ouration of the disturbance ? 1 2 #3 
{1s at least s{x montns. 

T{nadequate {aformation l-aebsent or fal sa 3=threshold or true
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scio  8&/1/8& Hypochondriasis Somatoform G. 7 

CURRENT OR PAST i 3 
HYPOCHONDRIASIS, 
CRITERIA A. B.C. ef 
AND_D ARE CODED “3° 4 "4 

1G0 To IHYPO- | 
SUNOIFF. 1ICHON- { 
{SOMATO=110RIA— | 
{FORM, ISIS ft 
16.8 31 ! 
! { 

CHRONOLOGY 

IF UNCLEAR: During the past Has met criteria for ? 1 3 
month, have you been bothered HYPOCHONDRIASIS during 
by (HYPOCHONDRIASIS)? — past month (current) | 

| 
t 
t r 

When were you lest bothered by Age when fast had 
(HYPOCHONDRIASIS)? HYPOCHONDRIASIS, —_- 

How old were you when . . ; 
you first were bothered by-- Age at oaset of HYPOCHONDRIASIS —— ——— 
(HYPOCHONDRIASIS)? 

_ Thi nadequate information l=absent or false 3<threshold or true
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SCID 8/1/8& Undtfferentiated Sazsatoforn Somatoform G. 8 

IFFERENTIATED SOMATOFORM . QUNDIFFERENTIATED SOHMATOFORM 

DISORDER OISOROER CRITERIA 

INFORMATION OBTAINED FROM A. The predominant disturbance % 1 2 3 
OVERVIEW OF PRESENT ILLNESS {s multiple physical conplatats. 

AHO SOMATDFORM SCRE ONG @.g.0 pains fatigue, loss of —I 
QUESTIONS WILL USUALLY B appetite. I { 
SUFFICIENT 10. COOE TH oo ; oo. oo. {GO TO ] 

ITEMS. ASK AOO DESCRIBE: INEXT | 

QUESTIONS IF NECESSARY. 1MOOULE | 
° f 

  

B. Either (1) or (2): 

(1) after appropriate evalua= 7 1 2 3 
tion, no organic pathol ogy 
or pathophystologic mechant sm { 
(e.g.0 & physical disorder oc I 
the effects of {njury, medica- i 
tion, drugs oc alcohol) has { 
been found to account for the J 
physical complaints - { 

(2D when there {3s related 7 Yt 2 =3 
organic pathologys the phy- 

"  —-, sfcal_camplaiats or resul ting 
soctal cr occupational im i t 
pairment are grossly in {GO TO { 
excess of what would be INEXT 1! | 
expected from the physical ASMDOULE! 
findings {dt 

(When did all this begin?) C. Ouration of the disturbance 7 1’ 2 =3 
is at least s{x months. 

rt 
-{G0 TO I 
{NEXT | 
IMOOULE I 

. Lt 

0. Not occurring only during ? 1 3 
the course of ancther Somato~- 
fors Disorder, a Sexual —.!___. 
Dysfunction. Mood Disorder, t i 
Anxtety Disorder. Sleep 01s- {Go To { 
order ot psychotic disorder. (NEXT [| 

. IMOOULE | 

t I 

  

Tetnadequate {tnformation leabsent or false 2=subthreshol d 3<threshold o- true
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$cIO 8/1/88 Undifferentiated Sonetoforn Somatoform 6, 9 

CURRENT OR PAST 
UNOTFFERENTIATED SOMATOFORM - 1 3 
OISOROER, CRITER Ce 

ANO O APE COCED #3" ct a 

1 
  

i 
IGO TO IuNnoIFF. | 
INEXT L{SOMATO-! 
[MOOUWLEIIFORM = {- 

  

  

Loe §torsor~ |{ 
. 10ER j 

CHRONOLOGY . { I 

IF UNCLEAR: During the past Has met criteria for ? 1 3 
moath, have you been bothered UNDIFFERENTIATED SOMATOFORM ° 
by (UNDIFFERENTIATED DISORDER during i 
SOMATOFORM DISORDER)? past month (current) 

{ 

I 
{ 

{ : 
1 . 

Wher were you last bothered by Age when last bad 
. CUNDIFFERENTIATED ~~ - UNDIFFERENTIATED 

iL. SOMATOFORM DISORDER)? SOMATOFORM DISORDER —_—— —___ 

How old were you when Age at onset of UNDIFFERENTIATED 

you first were bothered by SOMATOFORM DISORDER —_—_ —_—_—_— 

(CUNDIFFERENTIATED SOMATOFORM 
DISORDER)? . . 

T={nadequate tnfomation _Isabsent or false 3«threshold or true



* scIO” 8/1/86 

ANOREXIA NERYOSA 

Now I would ifke to ask you 

some questions about your 
eating habits and your weight. 

" Have you ever had a time when 
you weighed much less than 
cther people thought you ought 
to wetgh? 

IF YES: Haw old were you 
then? How much did you 
weigh? How tal] were you? 

At that tine, were you very 
afraid that you could become 
fat? 

At your lowest weight, haw 
did you think you looked? 

COfd you still feel too fat © 
or that part of your body 
was too fat?) 

FOR FEMALES: Before this tine, 
were you having your periods? 
Did they stop? (For how tong?) 

Mt nadequate (nformation 

‘Anorexia Nervosa 

leabsent or false 
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EATING DISORDERS (CURRENT AND PAST) 

ANOREXIA NERYOSA CRITERIA 

A. Refusal to mafntain body © 

weight over a minimal normal 

weight for age and heights ¢.9.+ 
weight loss leading to 
matntenance of body weight 15% 
belay expected; faflure to make 
expected weight gain during 
period cf grarth. leading to 
bedy weight 15% below expected. 

B. Intense fear of becaning 
obese, even when underweight. 

C. Disturbance in the way ia 
which one's body weight. 

size. or shape {3s experienced, 
@.9.0 claiming to "feel 
fat* even when emactateds 
belfef that ome area of the 
body is *too fat" even when 
Obviously underweight. 

~ 

O. In females. absence of at 
least three consecutive 
menstrual cycles when other 
wise eqxpected to occur 
(primary or secondary 
amenorrhea). (A woman {s 
considered to be amenorrheic 
{f her perfods occur only 
following hormone, e.g... 
estrogen. adnin{straticn.) 

Z=subthreshold 

Eating Ofsorders H. 1 

  

3«threshold or true
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° $cIO’ 8/1/85 Anorexta Nervosa 

  

Eating Ofsorders H. 2 

ANOREXIA NERVOSA, CRITERIA i 3 
A.B. CG AND DARE CODED *3° 

, —I _y 
{ try 
1GO TO! tano- | 
ISULT=1 {REXIAL 
IMIA { INER- | 
INER= { IYOSA | 
IVOSA | { “I 
tH. 3 | 
{ees 

CHRONGL OGY 

IF UNCLEAR: Ouring the past Has met symptomatic criteria ? @ 3 
month, have you had (SXS OF for Anorexta Nervosa during 
ANOREXIA NERVOSA)? past month (criteria A, B, { 

. . and C) . 

{ 
I . 
When did you last have-CANY SX Age whea last had _ _ 
OF ANOREXIA NERVOSA CODED 3%)? Anorexia aervosa 

How old were. you when you Age at onset of Anorexia’ 
first began to have (SXS OF Nervosa 
ANOREXIA NERVOSA)? ° 

- 

_ Pr tnadequate taformatton l=ebsent or false 2=subthreshold 3ethreshold or true
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Eating Ofsorders H. 3 
, scID 8/1/86 - Bulfmta Nervosa 

BULIMIA NERYOSA 

t={ nadequate {information leabsent or false 

" BULIMIA KERVOSA CRITERIA 

Z=subthreshald 

  

    

Have you ever had eating A. Recurrent episodes of 1 2 

binges during which you ate a@ binge-eating (rapid com 

lot of food in a short pertod sumption of a large amount —l 

of tine? of food in a discrete j I 
pertod of time). {G0 TO | 

{NEXT | 
~ IMOQULE! 

toe 

During thess binges. did you - 8. Ourtng the eating binges — 1 2 
feel that your eating was there 1s a feeling of lack 
cut of control? of control over the eating _! 

. -° behavice. { 1 

{GO To | 
INEXT | 
{MOOWWE | 
{ { 

Did you do anything to C. The tndividual regularly 1 2 
counteract the effects of the engages in either se) f 
binges? (Like making yourself induced vaniting, use of —i_ 
vomit, taking laxatives, laatives, strict dieting. { J 
strict dieting, fasting, or fasting. or vigorous exerci se {GO TO { 
exercising a lot?) fa order to prevent weight INEXT | 

gain. {MOOUWLE | 
~ I { 

Ourtng this time, did you have D. Amininum average of tro 1 2 
eating binges as often as trices binge-eating episodes per 
a week for three gonths? — week for at least three —_!__ 

nonths, I ! 
° tad TO | 

{NEXT | 
{MOOLLE | 
{ I 

Are you &@ ict sore concerned E, Persistent overconcern 1 2 
about your wetght and body with body shape and wefcht. SS 
shape than most people (your —_!__ 
age)? { { 

{GO TO { 
INEXT I! 
{MOOWLE | 

  

3«threshold or true
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CHRONQL OGY © 

IF UNCLEAR: Ouring the past 
month. have you had (SXS OF 

BULIMIA NERYOSA) 2 

. 
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Buliata Nervosa 

CURRENT OR PAST 
BLLIMIA NERVOSA CRITERIA 
A, 8 Ce 0 ANDO E ARE CODED 
a3" . 

Has met symptomatic criterta 
for Bul fata Nervesa durin 

past month (criteria A. Be Co 
DB. and E) 

Eating Disorders 4H. 4 

{NEXT { 
(POOWLE | 

  

  { 
When did you Tast have (ANY SX 
OF BULIMIA NERVOSA CODED *3*)? 

How old were you when you 
first began to have (SS OF 
BULIMIA NERVOSA)? 

T={nadequate tnformation 

Age wher last had 
Balimla Nervosa 

_ Age at onset of Buliata 
Nervosa . 

leabsent or false 3ethreshold or true
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Childhood Disorders CHILDHOOD DISORDERS 

ing ask you ecifically about your childhood and 
wanlesoense De you reenbor having any emotional or behavioral 
‘problexs as a child or teenager? IF Yes: What kinds of problems? 
(IF DESCRIPTION OF PROBLEMS SUGGESTS ONE OF THE DISORDERS ALRPADY 
COVERED, RETURN TO THE APPROPRIATE SECTION AND DETERMINE WHETHER MET 
CRITERTA) 

blems am going to ask you specific questions about certain pro 
that children and adolescents sometimes experience.......
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Chitdhood Disorders 

For diamoesis, at least three symptoms must be present for at least 
two weeks, 

When you were in Elementary School, Junior High, or High School, di. 

you ever: 

sees «Feel so nervous or afrald to go to school that you were reluctant § NO YES 
to go, woaldn’t go, or had to be taken by force? 

2eeeeDid you -feel physically i111 at these times NO YES 
(e.g., stomachaches, headaches, vomiting, 
nausea)? Was this only on school days (on 
separation days)? Did it happen on weekends tco? 

oeeeeWare you reluctant (or refused to) sleep away NO YES 
from home or sleep alone at night? 

geeeeDid you have nightmares about being away from NO YES 
your parents, getting kidnapped, or about 
your parents going away or getting hurt? 

«++.-Did you get scarey feelings when your parents NO YES 
weren't around? Did you want to be around 
them all of the time? 

weve eDid you get afraid that something bad might NO YES 
happen to your mother/father when he/she was 
not close by? Or that she/he wouldn't come back? 

»ee-eeDid you get afraid that something bad was NO YES 
going to happen to you when your mother/ 
father wasn't close by, like getting lost, 
kidnapped, killed? 

oee..Was it scarey for you to be home alone? _— - - NO YES 
Did you try to avoid it? Did you get upset if 
‘your mother/father was not in the same room as you? 

2e++-Did you feel sad, upset, or empty when you NO YES 
were not with your mother/father? Did you 

' _ feel so bad that you couldn't pay attention 
in school? Couldn't do homework or play? 

THREE symptoms present at least 

  

      

TWO Weeks... ccc ccc ccc cece ccccccccaces NO YES 

SAD 

How old were you when these problems began? 

How loag did they go oa for? 

LF _NOT_ OBVIOUS: 
Did they begin before your started to NO YES 
menstruata (women)/grow hair in your armpits 
and puhic area (men)?
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Chiidhood Disorders 

When you were in Elementary School, Junior High, or High School 

eeeeeDid you worry alot about things before they 
happened? Worry about many different things? 

oeeeeDid you worry alot about things that already 
happened-whether you did or said the right 
thing? ; 

eeeeeDid you feel that you had to be good at every 
thing or most things? 

oeeeeDid you need a lot of reassurance from your 
parents/teachers? 

eeeeeDid you have physical symptoms or complaints 
(e.g., headaches, stomaches, etc.), but 
a medical reason could not -be found? 

ecee -Nere you very self-conscious? 

eceeeDid you feel "uptight" a lot, like you 
could not relax? 

FOUR symptoms present at least 
sr MONTNS. ccccccaccvsecscsessccscseceseces 

. How old were you when these problems began? 

How loag did they z0 on for? 

2F_NOT OBVIOUS: 

Did this cccur before you began to 
menstruate (women)/grow hair in your 
armpits and pubic hair (men)? 

NO 

NO 

NO 

NO 

NO 

NO - 

NO 

NO 

NO 

YES 

te
 

td
 

n
 

tS
 

ts
 

” 

Ss td
 

” 
  

  

YES
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J.4 

AVOIDANT DISORDER 

For di : h of the t ' f . 

When you were In Elementary School, Junior High, or High School: 

——Did you feel yery shy or scared around people you 

didn’t know? NO YES 

——Did you aimost always stay away from places where 

there were people you didn’t know? NO YES 

——Did you like being with your family and other people. 
that you knew? NO YES 

EACH OF THE ABOVE SYMPTOMS 
PRESENT FOR AT LEAST 

  

  

  

SIX MONTHS.___._ NO YES 

_ 

Avoidant 
Disorder 

‘How old were you when these problems began? 

How long did they go on for? . 

Ik NOT OBVIOUS: 

Did this occur before you began to menstruate 
(women)/grow hair in your armpits and pubic hair 
(men)? . . NO . YES



152 

’ Childhood Disorders J.<« 

ATTENTION DEFICIT - HYPERACTIVITY DISORDER 

For diagnosis, symotoms must be oresent for at least six months and onset must be prior to age 7, 

When you were 6 or 7 years old: 

Renaining seated 
NO 

pid you have trouble staying in your 

seat? at school? at home (¢€.9., 

during dinner) ? 

NO 
Fidaety 

Could you sit still or were you 

always moving in your chair? 

Difficulty Plaving ouietly NO 

Could you play quietly? Did you? 

Was it hard to play quietly? . Did you 

get into’ trouble because of this? 

Talks Excessively 
NO 

Did you talk a lot? All the time? ° 

More than cther kids? Was it a 
problem? 

NO 
Shitts Activities 

* Did you do one thing and then. 
something else without finishing the 
first thing? Was it hard to stay with 
one thing for long? (DESCRIBE) 

Ditticulty sustaining Attention | NO 

Did you have trouble paying 
attention? Keeping your mind on 
school work, games? Did your 
friends have this problem? Was it 
even harder for you? 

Dirrticulty rollowing Instructions NO 

Did you have trouble finishing 
things...homework, chores? Did you 
have trouble following instructions? 
,What about things that had to be 
‘done in a certain order...with 
different steps? 

YES
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teen a eww wee ae 

Easily Distracted NO YES 

“could ‘almost anything get your mind 
off of what you were doing? in 
school? ina game? even If you were 
talking to someone? 

Interrupts or Intrudes 

Did you talk when others were 
talking without waiting «ll they were 
finished? a lot? Did you interrupt 
other children's games? 

Blurts out Answers , NO YES 

Did you give answers to questions 
before someone finished asking? Did 
you call out answers in school 
without the teacher calling on you? 

Difficulty waiting turn No YES 

Was it hard to wait your turn when 
you played with other kids? pid 
you? 

NO YES 

Acts Before Thinking | _ No - YES 

Did you get into trouble (or get hurt) 
because you rushed into things 
without thinking about what might 
happen? (@.g., ran into street 
without looking) 

NO YES 
Messy or Sloppy 

Were you messy or sloppy? A lot? 

leses Things .. oo NO YEs 

Did you lose things (i.e., toys, books, 
etc.)? A lot? 

Deesn't Listen 
; NO _ Ys 

- Did your mother (teacher) complain 
that you were not listening (or 
daydreaming)? A lot? 

~~ Symptoms present at least 
six months.......... ecosccccce sececcccce NO YES 

  

ADDH 

    
  

How old wer: you when these 
problems began? 

How loag did they go on for?
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FES 

There are 90 statements in this questionnaire. They are statements about 
families. You are to decide whether each statement is true or false of how your 
family was before you were sexually abused. If you think the statement was true 
or mostly true of your family, circle the word “True.” If you think the statement 
was false or mostly false about your family, circle the word “False.” You may 
feel that some of the statements were true for some family members and false for 
others. Select “True” if the statement was true for most members. Select “False” 
if the statement was false for most family members. If the members were evenly 
divided, decide what was the stronger overall impression and answer 
accordingly. 

Remember, we would like to know what your family seemed like to you. So 
do not try to figure out how other members saw your family, but do give us your 
general impression of your family for each statement. 

True False 1. Family members really helped and supported one another. 
True False 2. Family members often kept their feelings to themselves. 
True False 3. We fought a lot in our family. 
True False 4. We didn’t do things on our own very often in our family. 
True False 5. We felt it was important to be the best at whatever you did. 
True False 6. We often talked about political and social problems. 
True False 7. We spent most weekends and evenings at home. 
True False 8. Family members attended church, synagogue, or Sunday School 

fairly often. 
True False 9. Activities in our family were pretty carefully planned. 
True False 10. Family members were rarely ordered around. 
True False 11. We often seemed to be killing time at home. 
True False 12. We said anything we wanted to around home. 
True False 13. Family members rarely became openly angry. 
True False 14. In our family, we were strongly encouraged to be independent. 
True False 15. Getting ahead in life was very important in our family. 
True False 16. We rarely went to lectures, plays, or concerts. 
True False 17. Friends often came over for dinner or to visit. 
True False 18. We didn’t say prayers in our family. 
True False 19. We were generally very neat and orderly. 
True False 20. There were very few rules to follow in our family. 
True False 21. We puta lot of energy into what we did at home. 
True False 22. It was hard to “blow off steam” at home without upsetting 

somebody. 
True False 23. Family members sometimes got so angry they threw things. 
True False 24. We thought things out for ourselves in our family.



True 

True 

True 

True 

True 

True 

True 

True 

True 
True 

True 

True 

‘True 

True 

True 

True 

True 

True 

True 

True 

True 

True 
True 

True 

True 

True 

True 

True 

True 

True 

True 

True 

True 

True 

False 

False 

False 

False 

False 

False 

False 

False 

False 
False 

False 

False 

False 

False 

False 

False 

False 

False 

False 

False 

False 

False 

False 

False 

False 

False 

False 

False 

False 

False 

False 

False 

False 

False 

25. 
26. 

27. 

28, 

29. 

30. 

31. 

32. 

33. 

34. 

35. 

36. 
37. 

38. 

39. 

40. 

41. 

42. 

43. 

44. 

45. 

46. 

47. 

48, 

49. 

D0. 

D1. 

52. 

D3. 

D4. 

DD. 

56. 

D7. 
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How much money a person made was not important to us. 
Learning about new and different things was very important in 
our family. 
Nobody in our family was active in sports, Little League, 
bowling, etc. 
We often talked about the religious meaning of Christmas, 
Passover, or other holidays. 
It was often hard to find things when you needed them in our 
household. 
There was one family member who made most of the decisions. 
There was a feeling of togetherness in our family. 
We told each other about our personal problems. 
Family members hardly ever lost their tempers. 
We came and went as we wanted to in our family. 
We believed in competition and “may the best man win.” 
We were not that interested in cultural activities. 
We often went to the movies, sports events, camping, etc. 

We didn’t believe in heaven or hell. 
Being on time was very important in our family. 
There were set ways of doing things at home. 
We rarely volunteered when something had to be done at home. 
If we felt like doing something on the spur of the moment we 
often just picked up and went. 
Family members often criticized each other. © 
There was very little privacy in our family. 
We always strove to do things just a little better the next time. 
We rarely had intellectual discussions. 
Everyone in our family had a hobby or two. 
Family members had strict ideas about what was right and 
wrong. 
People changed their minds often in our family. 
There was a strong emphasis on following rules in our family. 
Family members really backed each other up. 
Someone usually got upset if you complained in our family. 
Family members sometimes hit each other. 
Family members almost always relied on themselves when a 
problem came up. 
Family members rarely worried about job promotions, school 
grades, etc. 
someone in our family played a musical instrument. 
Family members were not very involved in recreational 
activities outside work or school. 

58. We believed there were some things you just had to take on faith.
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77. 

78. 

79. 

80. 

81. 
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86. 

87. 

88. 

89. 
90. 
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Family members made sure their rooms were neat. 
Everyone had an equal say in family decisions. 
There was very little group spirit in our family. 
Money and paying bills were openly talked about in our family. 
If there was a disagreement in our family, we tried hard to 
smooth things over and keep the peace. 
Family members strongly encouraged each other to stand up 
for their rights. 
In our family, we didn’t try that hard to succeed. 
Family members often went to the library. 
Family members sometimes attended courses or took lessons 
for some hobby or interest (outside of school). 
In our family each person had different ideas about what was 
right and wrong. 
Each person’s duties were clearly defined in our family. 
We could do whatever we wanted to in our family. 
We really got along well with each other. 
We were usually careful about what we said to each other. 
Family members often tried to one-up or out-do each other. 
It was hard to be by yourself without hurting someone’s 
feelings in our household. 
“Work before play” was the rule in our family. 
Watching TV. was more important than reading in our family. 
Family members went out a lot. 
The Bible was a very important book in our home. 
Money was not handled very carefully in our family. 
Rules were pretty flexible in our household. 
There was plenty of time and attention for everyone in our 
family. 
There were a lot of spontaneous discussions in our family. 
In our family, we believed you didn’t ever get anywhere by 
raising your voice. 
We were not really encouraged to speak up for ourselves in our 
family. 
Family members were often compared with others as to how 
well they were doing at work or school. 
Family members really liked music, art, and literature. 

Our main form of entertainment was watching T.V. or listening 
to the radio. 
Family members believed that if you sinned you would be 
punished. 
Dishes were usually done immediately after eating. 
You couldn’t get away with much in our family.
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Family Experiences Survey 

Part A 

1. In what religion were you raised? (Father, continued) 
. Roman Catholic 
. Eastern Orthodox 
. Episcopalian 
Congregationalist 

. Methodist 

. Presbyterian 
Other Protestant: 

. Jewish 

. No religion 
10. Other: 

W
O
N
 
A
U
A
W
N
H
 

  
2. What is your predominant ethnic 

background (no more than 2) 
Irish 

. Italian 
German 
French-Canadian 
Polish 
Other Eastern European 
Black 
Spanish 
English 

10. Scotch 
11. Other: 

C
H
N
A
N
A
W
N
E
 

  
3. In the first 12 years of your life, did you 

live mostly in (pick the one you lived 
longest): 

. afarm 

. a town of under 5,000 

. atown of between 5,000 and 25,000 

. a town of between 25,000 and 100,000 

. atown of between 100,000 and 

500,000 

6. a town larger than 500,000 

ON
 

&
 
W
N
 

Re 

We would like to gather some information 
about members of your family. 

4, First, about your father: 

a. Is he: 

1. Living with your mother 
2. Divorced or separated from her 
3. Widowed 
4. Living apart for some other reason 
5. Deceased 

b. What is (was) his year of birth? (If 
unsure, put current age or 

approximate age) 
c. Was there any time before you were 16 

when you did not live with him? 
1. Yes 2. No 
If yes, give your age, e.g., 6 to 10 
Age to 

d. When you last lived with him, how 
close did you feel to him? 

1. Very close 
2. Close 
3. Somewhat close 
4, Not close 
5. Distant 

  

. Did you also have a stepfather? 
1. Yes 2. No 

a. Is your stepfather: 
1. Living with your mother 
2. Divorced or separated from her 
3. Widowed 
4. Living apart for some other reason 
5. Deceased 

b. What is (was) his year of birth? (If 
unsure, put current age or 

approximate age) 
c. Was there any time before you were 16 

when you did not live with him? 
1. Yes 2. No 
If yes, give your age, e.g., 6 to 10 
Age to 

d. When you last lived with him, how 
close did you feel to him? 

1. Very close 
2. Close 
3. Somewhat close 
4. Not close 
5. Distant 

  

. Now, about your mother 

a. Is she: 
1. Living with your father 
2. Divorced or separated from him 
3. Widowed 
4. Living apart for some other reason 
5. Deceased
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(Mother, continued) 
b. What is (was) her year of birth? (If 

unsure, put current age or 
approximate age) 

c. Was there any time before you were 16 
when you did not live with her? 

1. Yes 2. No 
If yes, give your age, e.g., 6 to 10 
Age to 
  

d. When you last lived with her, how 

close did you feel to her? 
1. Very close 
2. Close 
3. Somewhat close 
4, Not close 
5. Distant 

7. Did you also have a stepmother? 
1. Yes 2. No 

a. Is your stepmother: 
1. Living with your father 
2. Divorced or separated from him 
3. Widowed from him 
4. Living apart for some other reason 
5. Deceased 

b. What is (was) her year of birth? (If 
unsure, put current age or 

approximate age) 
c. Was there any time before you were 16 

when you did not live with her? 
1. Yes 2. No 
If yes, give your age, e.g., 6 to 10 
Age to   

d. When you last lived with her, how 

close did you feel to her? 
1. Very close 
2. Close 

3. Somewhat close 

4. Not close 

5. Distant 

Now, about your brothers (If none, go to no. 
12) 

Start with Oldest Brother, and work down to 

youngest. 

8. a. Oldest brother, is he: 
1. A natural brother 
2. A stepbrother 
3. A half-brother (one parent in 

common) 

(Oldest brother, continued) 
4. An adopted brother 

b. What is his year of birth? (If unsure, 
put current age or approximate age) 

c. Was there any time before you were 16 
when you did not live with him? 

1. Yes 2. No 

If Yes, give your age, e.g., 6 to 10 

Age to 
  

d. When you last lived with him how 
close did you feel toward him? 

1. Very close 
2. Close 
3. Somewhat close 
4. Not close 
5. Distant 

9. Next brother (If none, go to no. 12) 
a. Is he: 

1. A natural brother 
2. A stepbrother 
3. A half-brother (one parent in 

common) 
4. An adopted brother 

b. What is his year of birth? (If unsure, 
put current age or approximate age) 

c. Was there any time before you were 16 
when you did not live with him? 

1. Yes 2. No 
If Yes, give your age, e.g., 6 to 10 
Age to 
  

d. When you last lived with him how 
close did you feel toward him? 

1. Very close 
2. Close 
3. Somewhat close 
4. Not close 
5. Distant 

10. Next brother (If none, go to no. 12) 
a. Is he: 

1. A natural brother 
2. A stepbrother 
3. A half-brother (one parent in 

common) 
4. An adopted brother 

b. What is his year of birth? (If unsure, 
put current age or approximate age)
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(Next brother, continued) 
c. Was there any time before you were 16 

when you did not live with him? 
1. Yes 2. No 
If Yes, give your age, e.g., 6 to 10 
Age to 
  

d. When you last lived with him how 
close did you feel toward him? 

1. Very close 
2. Close 
3. Somewhat close 
4. Not close 
5. Distant 

11. Next brother (If none, go to no. 12) 
a. Is he: 

1. A natural brother 
2. A stepbrother 
3. A half-brother (one parent in 

common) 
4, An adopted brother 

b. What is his year of birth? (If unsure, 

put current age or approximate age) 

c. Was there any time before you were 16 
when you did not live with him? 

1. Yes 2. No 
If Yes, give your age, e.g., 6 to 10 
Age to   

d. When you last lived with him how 
close did you feel toward him? 

1. Very close 
2. Close 
3. Somewhat close 
4, Not close 
5. Distant 

Now about your sisters (if none, go to no. 
16) 

Start with the Oldest Sister, and work down 

to the Youngest. 

12. Oldest sister, is she: 

A natural sister 
A stepsister 
A half-sister(one parent in common) 
An adopted sister 

b. What is her year of birth? (If unsure, 

put current age or approximate age) 

P
W
N
 

e
p
 

(Oldest sister, continued) 
c. Was there any time before you were 16 

when you did not live with her? 

  

1. Yes 2. No 
If Yes, give your age, e.g., 6 to 10 
Age to 

d. When you last lived with her how 
close did you feel toward her? 

. Very close 
. Close 
. Somewhat close 
. Not close 
. Distant O

F
 
W
h
e
 

13. Next sister (if none, go to no. 16) 
a. Is she: 

1. A natural sister 

2. A stepsister 
3. A half-sister(one parent in common) 

4. An adopted sister 
b. What is her year of birth? (If unsure, 

put current age or approximate age) 

c. Was there any time before you were 16 
when you did not live with her? 

1. Yes 2. No 
If Yes, give your age, e.g., 6 to 10 
Age to   

d. When you last lived with her how 
close did you feel toward her? 

. Very close 
Close 

. Somewhat close 

. Not close 

. Distant “W
e 

W
N
 

ee
 

14. Next sister (if none, go to no. 16) 
a. Is she: 

1. A natural sister 
2. A stepsister 
3. A half-sister(one parent in common) 
4. An adopted sister 

b. What is her year of birth? (If unsure, 
put current age or approximate age) 

c. Was there any time before you were 16 
when you did not live with her? 

1. Yes 2. No 
If Yes, give your age, e.g., 6 to 10 

Age to  
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(Next Sister, continued) (Next Sister, continued) 
d. When you last lived with her how b. What is her year of birth? (If unsure, 

close did you feel toward her? put current age or approximate age) 
1. Very close 
2. Close c. Was there any time before you were 16 
3. Somewhat close when you did not live with her? 
4. Not close 1. Yes 2. No 
5. Distant . If Yes, give your age, e.g., 6 to 10 

15. Next sister (if none, go to no. 16) Age to 
a. Is she: d. When you last lived with her how 

1. A natural sister close did you feel toward her? 
2. A stepsister 1. Very close 
3. A half-sister(one parent in common) 2. Close 
4. An adopted sister 3. Somewhat close 

. | 4. Not close 
5. Distant . 

16. Which of these family members were you living with at age 12? 

a. Father e. 1st brother i. Ist sister 
b. Stepfather f. 2nd brother j. 2nd sister 
c. Mother g. 3rd brother k. 3rd sister 
d. Stepmother h. 4th brother ]. 4th sister 

Part B 

The rest of this interview applies to your family when you were age 12. All questions should be 
answered with reference to the members of your family when you were age 12 (unless otherwise 
indicated). That means when a question asks about your “father,” it means the father (or 

stepfather) you lived with when you were 12. If you did not live with one or both parents when 
you were 12, answer for that parent at some earlier age when you were living with him or her. 

17. What were your parents’ occupations when you were 12? 
Father Mother 
1 1 Semiskilled or unskilled worker (factory worker, hospital aide, truck driver, etc.) 
2 2 Skilled worker or foreman (machinist, carpenter, cook) 
3 3 Farmer (owner- operator or renter) 
4 4 Clerical or sales (but not manager) 
5 5 Proprietor, except farm (owner of a business) 
6 6 Professional (architect, teacher, nurse) or managerial position (department head, 
store manager) 
0 0 No occupation outside home 
X X Don’t know 

18. When you were 12, which of the following came closest to your parents annual income before 
taxes? 

Father Mother 
0 0 Not employed 
1 1 Less than $4,000 
2 2 $4,000 to $5,999
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3 3 $6,000 to $7,999 

4 4 $8,000 to $9,999 

5 5 $10,000 to $11,999 

6 6 $12,000 to $14,999 

7 7 $15,000 to $19,999 

8 8 $20,000 to $29,999 

9 9 $30,000 and over 

Xx Xx Don’t know 

19. What was the highest level of education attained by your parents? 
Father Mother 
1 1 Some grade school 
2 2 Completed grade school 
3 3 Some high school 
4 4 Completed high school 
5 5 High school and some other training but not college 
6 6 Some college 
7 7 Completed college 
8 8 Some graduate work 
9 9 Graduate degree (M.D., M.A.) 

20. How many of your grandparents were born in the United States? 
11 622 3.3 44 #20. None 

21. Did either of your parents grow up on a farm? 
1. Mother 2. Father 3. Both 4. Neither 

22. How many bedrooms were there in the house your family lived in when you were 12? 

23. How many people were living in the house at the time? 

24. At age 12, did you share a bedroom with: 

1. No one, had own 

bedroom 

. One brother 

3. More than one brother 

N 

4. One sister 

. More than one sister 

6. One or more brothers 

and sisters 

or
 

. One or both parents 

. Someone else 

9. Other combination 

C
o
N
]
 

 



25. Did any other people live with you for more than a year while you were growing up, besides 
mother, father, sisters and brothers? (Circle as many as apply) 

a. Grandfather b. Grandmother c. Uncle d. Aunt 
e. Other relative f. Other nonrelative (e.g., boarder, housekeeper, etc.) 

26. When you were 12, did you have; 
1. Many good friends 2. A few good friends 3. One or two good friends 
4, No good friends 

27. Answer the following questions about the set of parents you had when you were 12. 
How true was this of your mother and father? 

1 = never 2 = rarely 3=sometimes 4=often 5 = very often 
Father Mother 
__ no father __ no mother 

. Influenced other people or took charge of things 1 

. Was ambitious, worked hard 1 
Lacked energy 1 

. Had problems with relatives 1 
. Was tense, nervous, worried 1 

Was ill 1 
1 

1 
1 
1 
1 

1 
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. Drank heavily 
h. Complained about finances 
i. Kissed you 
j. Hugged you 
k. Put you on his/her lap 
1. Roughhoused or played tickling games with you N

N
N
N
N
N
N
N
N
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28. When you were 12 how happy would you say your parents marriage was? 
. Unhappy 
Not very happy 
Somewhat happy 

Happy 
Very happy 

. Not applicable. Only one parent X
W
 
P
W
N
 

29. How often do you remember your parents: 
Kissing Hugging Holding Hands 
1 1 1 Never 
2 2 2 Rarely 
3 3 3 Somet imes 
4 4 4 Often 
5 5 5 Very often 
x x x Not applicable
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30. Would your father and mother have agreed or disagreed with the following statments? 
(Circle number from 1 to 4 to indicate degree of Agreement or Disagreement.) 

__Nofather || Nomother 

A. Children should never be allowed to talk back to their parents or they will lose respect from 
them. 

Father Agree 1 2 3 4 Disagree 
Mother Agree 1 2 3 4 Disagree 

B. In making family decisions, parents ought to take children’s opinions into account. 
Father Agree 1 2 3 14 Disagree 
Mother Agree 1 2 3 4 Disagree 

C. Women should not be placed in positions of authority over men. 
Father Agree 1 2 3 4 Disagree 

' Mother | Agree 1 2 3 4 Disagree 

31. Every family has different, sometimes unspoken, rules about personal contact among family 
members. Think about your family when you were twelve. Who would you do these things 
with? 

Mother Father Sister closest Brother closest 
in age in age 

If you were going on a trip, who would you: 
a. Hug good bye: Yes No Yes No Yes No Yes No 
b. Kiss goodbye: Yes No Yes No Yes No Yes No 
c. Kiss on the lips goodbye: Yes No Yes No Yes No Yes No 

Mother Father Sister closest Brother closest 
in age in age 

In your house when you were getting up in the morning, who could: 
d. See you in your underwear without embarrassing you? 

Yes No Yes No Yes No Yes No 
e. See you naked without embarrassing you? 

Yes No Yes No Yes No . Yes No 

f. Go into the bathroom if you were already there without embarrassing you? 
Yes No Yes No Yes No Yes No 

g. Who could you tell a dirty joke to? 
Yes No Yes No Yes No Yes No 

h. Who could you tell about a sexual experience you had? 
Yes No Yes No Yes No Yes No 

i. If you were in your bedroom alone who could enter without knocking? 
Yes No Yes No Yes No Yes No
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32. The next series of questions are about how and when you learned about sex. How old were 
you when you first learned about the following things? Where did you learn them from? If you 
can’t remember exactly how old, make an approximate guess. In case of several sources of 
learning, circle all that apply. 
Source: (Code for answers below) 

1. Mother 2. Father 3. Brother 4, Sister 5. Friend (Same sex) 
6. Friend (opposite sex) 7. Sex education course 8. Other adult 
9. Book or magazine 10. Self-discovery 11. Other or don’t know 

Age you first learned Source you learned it from 
A. That men and women have different sexual organs 

123456789 10.11 

B. That babies result from sexual intercourse 
12345678910 11 

C. That your parents engaged in sexual intercourse 
12345678910 11 

D. How to obtain and use contraceptives 
12345678910 11 

E. How to cope with menstruation 
123456789 10 11 

E How to arouse a sexual partner 
1234567891011 

G. How to arouse yourself 
1234567891011
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Part C 

It is now generally realized that most people have sexual experiences as children and while they 
are still growing up. Some of these are with friends and playmates, and some with relatives and 
family members. Some are very upsetting and painful, and some are not. Some influence 
people’s later lives and sexual experiences, and some are practically forgotten. Although these 
are often important events, very little is actually known about them. We would like you to try to 
remember the sexual experiences you had while growing up. By “sexual,” we mean a broad 
range of things, anything from playing “doctor” to sexual intercourse -- in fact, anything that 
might have seeemed “sexual” to you. 

Ages 0-6 

Choose three sexual experiences -- or however many up to three -- that you had before the age of 
6 (up to and including kindergarten) with other children (a person 16 or younger), including 
friends, strangers, brothers, sisters, and cousins. Pick the most important to you and answer the 
following questions: 

No such experience (go to next section) 

Experience #1 Experience #2 Experience #3 

. About how old were you at the time: 
  

N
R
 

. Approximate age(s) of other person(s): 
  

3. Sex of the other person(s): 
(1=male, 2=female) 

4. Other person’s relationship to you: 
1. Stranger 
2. Person you knew, but not friend 
3. Friend 
14. Niece or nephew 
5. Cousin 
8. Brother 
9. Sister 
15. Other: 

. What happened? (1 = yes, 0 = no) 
. An invitation or request to do something sexual 
. Kissing and hugging in a sexual way 
Other person showing his/her sex organs to you 

. You showing your sex organs to other person 
. Other person fondling you in a sexual way 

. You fondling other person in a sexual way 
g. Other person touching your sex organs 
h. You touching other person’s sex organs 
i. Intercourse, but without attempting penetration 
j. Intercourse 
k. Other: Please mention: 

#1: 
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1 
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3 
14 
5 
8 
9 
15 

yes no 
1 0 

1 0 

1 0 

1 O 
1 0 
J 0 

1 O 
1 O 
1 O 
1 O 

  

#2: 
  

#3: 
  

1 

1 

2 
3 
14 
5 
8 
9 
15 

yes no 
1 O 
1 0 
1 O 
1 O 
1.0 
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1 O 
1 O 
1 0 
1 QO 
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6. Who started this (1=self, 2=other person) 1 2 1 2 1 2 
7. Did other person(s) threaten or force you? 

1 = yes; 2 =a little; 3 = no 1 2 3 1 2 3 1 2 3 
8. Did you threaten or force other person(s)? 

1 = yes; 2 =a little; 3=no 1 2 3 1 2 3 1 2 3 

9. About how many times did you have a sexual experience with this person(s)? 

10. Over how long a time did this go on? (give number of months) 

How old were you when you stopped having sexual experiences with 1 this person(s)? _ 

11. Which of these would best describe your reaction at the time of the experience? 
1. Fear 2. Shock 3. Surprise 4. Interest 5. Pleasure 

en _ 12345 12345 12345 
12. Who did you tell about this experience, at the time? 

1. No one 1 1 1 
2. Mother 2 2 2 
3. Father 3 -3- 3 
4. Other adult 4 4 4 
5. Brother/Sister 5 5 5 
6. Friend 6 6 6 

13. How did your mother react? If you did not tell her, how do you think she would have 
reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

14. How did your father react? If you did not tell him, how do you think he would have reacted? 
1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

15. How did another adult react? If you did not tell him/her, how do you think s/he would 

have reacted? 1. Very 2. Mildly 3. A little 4. Not at all 
a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

16. How did your brother/sister react? If you did not tell him/her, how do you think s/he 
would have reacted? 

1. Very 2. Mildly 3. A little 4. Not at all 
a. Angry 1234 1234 1234 

b. Supportive 1234 1234 1234 
17. How did your friend react? If you did not tell him/her, how do you think s/he would have 
reacted? 1. Very 2. Mildly 3. A little 4. Not at all oo 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

18. In retrospect, would you say this sexual experience was: 
1. Positive; 2. Mostly Positive; 3. Neutral; 4. Mostly Negative; 5. Negative 

12345 12345 12345 

Now we want to ask you to think of three sexual experiences -- or however many up to three -- 
that you had before the age of 6 (up to and including kindergarten) with an adult (a person 17 or 
older), including friends, strangers, brothers, sisters, cousins, aunts, uncles, mother, father, 

grandparents, or friends of the family. Pick the most important to you and answer the following 
questions:



167 

No such experience (go to next section) 

Experience #1 Experience #2 Experience #3 

1. About how old were you at the time: 
2. Approximate age(s) of other person(s): 
3. Sex of the other person(s): 1 2 1 2 1 2 

(1=male, 2=female) 
4. Other person’s relationship to you: 

  

  

  

  

  

  

1. Stranger 1 1 1 
2. Person you knew, but not friend 2 2 2 

3. Friend 3 3 3 
4. A friend of your parents 4 4 4 
5. Cousin | 5 5 5 
6. An uncle or aunt 6 6 6 
7. A grandparent 7 7 7 
8. Brother 8 8 8 
9. Sister 9 9 9 
10. Father 10 10 10 
11. Stepfather 11 “1 11 
12. Mother 12 12 12 
13. Stepmother 13 13 13 
14. Neice or nephew 14 14 14 
15. Other: 15 15 15 

5. What happened? (1 = yes, 0 = no) yes no yes no yes no 
a. An invitation or request todo something sexual 1 0 1 O 1 O 
b. Kissing and hugging in a sexual way 1 O 1 O 1 O 
c. Other person showing his/hersex organsto you 1 0 1 O 1 O 
d. You showing your sex organs to other person 1 O 1 O 1 O 
e. Other person fondling you in a sexual way 1 O 1 O 1 O 
f. You fondling other person in a sexual way 1 O 1 O 1 O 
g. Other person touching your sex organs 1 O 1 O 1 O 
h. You touching other person’s sex organs 1 0 1 O 1 90 
i. Intercourse, but without attempting penetration 1 0 1 0 1 O 
j. Intercourse 1 0 1 0 1 0 
k. Other: Please mention: 

#1: 
#2: 

#3: 
6. Who started this (1=self, 2=other person) 1 2 1 2 1 2 
7. Did other person(s) threaten or force you? 

1 = yes; 2 =a little; 3 = no 12 3 1 $2 °3 12 3 

8. Did you threaten or force other person(s)? 
1 = yes; 2 =a little; 3 = no 1 2 38 1 2 3 1 2 3 

9. About how many times did you have a sexual experience with this person? 

10. Over how long a time did this go on? (give number of months) 

How old were you when you stopped having sexual experiences with this person(s)?
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11. Which of these would best describe your reaction at the time of the experience? 

1. Fear 2. Shock 3. Surprise 4. Interest 5. Pleasure 
12345 12345 12345 

12. Who did you tell about this experience, at the time? 

1. Noone 1 1 1 
2. Mother 2 2 2 
3. Father 3 3 3 

4, Other adult 4 4 4 
5. Brother/ Sister 5 5 5 
6. Friend 6 6 6 

13. How did your mother react? If you did not tell her, how do you think she would have 
reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

14. How did your father react? If you did not tell him, how do you think he would have reacted? 
1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

15. How did another adult react? If you did not tell him/her, how do you think s/he would 
have reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

16. How did your brother/sister react? If you did not tell him/her, how do you think s/he 
would have reacted? . 

1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

17. How did your friend react? If you did not tell him/her, how do you think s/he would have 
reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

18. In retrospect, would you say this sexual experience was: 
1. Positive; 2. Mostly Positive; 3. Neutral; 4. Mostly Negative; 5. Negative 

12345 12345 12345 

Ages 7 - 12 

Choose three sexual experiences -- or however many up to three -- that you had between the ages 
of 7 and 12 (approximately from first to sixth grade) with other children (a person 16 or younger), 
including friends, strangers, brothers, sisters, and cousins. (If this relationship was described in a 

previous section, do not repeat it). Pick the most important to you and answer the following 
questions: 

No such experience (go to next section) 

Experience #1 Experience #2 Experience #3 

1. About how old were you at the time: 
2. Approximate age(s) of other person(s): 
3. Sex of the other person(s): 1 2 1 2 1 2 

(1=male, 2=female) 
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4. Other person’s relationship to you: 
1. Stranger 1 
2. Person you knew, but not friend 2 

3. Friend 3 
14. Niece or nephew 1 
5. Cousin 5 
8. Brother 8 
9. Sister 9 
15. Other: 1 

What happened? (1 = yes, 0 = no) yes no yes no 
An invitation or request to do something sexual 1 

. Kissing and hugging in a sexual way 1 
Other person showing his/her sex organs to you 1 

. You showing your sex organs to other person 1 
Other person fondling you in a sexual way 1 
You fondling other person in a sexual way 1 

. Other person touching your sex organs 1 
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h. You touching other person’s sex organs 
i. Intercourse, but without attempting penetration 
j. Intercourse 
k. Other: Please mention: 

#1: 

#2: 

#3: 
6. Who started this (1=self, 2=other person) 1 2 1 2 
7. Did other person(s) threaten or force you? ) 

1 = yes; 2 =a little; 3= no 1 2 3 12 38 

8. Did you threaten or force other person(s)? 
1 = yes; 2 =a little; 3 = no 1 2 3 1 2 38 

9. About how many times did you have a sexual experience with this person? 
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10. Over how long a time did this go on? (give number of months) 

1 

2 

3 

14 

5 
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15 
yes no 

1 0 

1 0 

1 0 

1 O 
1 0 

1 O 
1 O 
1 0 

1 0 

1 O 

1 2 

1 2 3 

1 2 3 

How old were you when you stopped having sexual experiences with this person(s)? 

11. Which of these would best describe your reaction at the time of the experience? 
1. Fear 2. Shock 3. Surprise 4. Interest 5. Pleasure 
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12345 12345 

12. Who did you tell about this experience, at the time? 

1. No one 1 1 
2. Mother 2 2 
3. Father 3 3 
4. Other adult 4 4 
5. Brother/ Sister 5 5 
6. Friend 6 6 

13. How did your mother react? If you did not tell her, how do you think she would have 
reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 
b. Supportive 1234 1234 

1 
1 

3 4 

3 4
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14. How did your father react? If you did not tell him, how do you think he would have reacted? 
1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

15. How did another adult react? If you did not tell him/her, how do you think s/he would 
have reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

16. How did your brother/sister react? If you did not tell him/her, how do you think s/he 
would have reacted? 

1. Very 2. Mildly 3. A little 4. Not at all 
a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

17. How did your friend react? If you did not tell him/her, how do you think s/he would have 
reacted? © 1. Very 2. Mildly 3. A little 4, Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

18. In retrospect, would you say this sexual experience was: 
1. Positive; 2. Mostly Positive; 3. Neutral; 4. Mostly Negative; 5. Negative 

12345 12345 12345 

Now we want to ask you to think of three sexual experiences -- or however many up to three -- 
that you had between the ages of 7 and 12 (approximately from first to sixth grade) with an adult 
(a person 17 or older), including friends, strangers, brothers, sisters, cousins, aunts, uncles, 

mother, father, grandparents, or friends of the family. (If this relationship was described in a 
previous section, do not repeat it). Pick the most important to you and answer the following 
questions: 

No such experience (go to next section) 

Experience #1 Experience #2 Experience #3 

1. About how old were you at the time: 
2. Approximate age(s) of other person(s): 
3. Sex of the other person(s): 1 2 1 2 1 2 

(1=male, 2=female) 
4, Other person’s relationship to you: 

  

  

1. Stranger 1 1 1 
2. Person you knew, but not friend 2 2 2 

3. Friend 3 3 3 

4. A friend of your parents 4 4 4 
5. Cousin 5 5 5 

6. An uncle or aunt 6 6 6 

7. A grandparent 7 7 7 
8. Brother 8 8 8 

9. Sister 9 9 9 

10. Father 10 10 10 

11. Stepfather 11 11 11 
12. Mother 12 12 12 
13. Stepmother 13 13 13 
14. Neice or nephew 14 14 14 
15. Other: 15 15 15 
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5. What happened? (1 = yes, 0 = no) yes no yes no yes no 
a. An invitation or request to do something sexual 1 0 1 0 1 0 
b. Kissing and hugging in a sexual way 1 O 1 O 1 O 
c. Other person showing his/her sex organs to you 1 0 1 0 1 O 
d. You showing your sex organs to other person 1 O 1 O 1 O 
e. Other person fondling you in a sexual way 1 O 1 0 1 O 
f. You fondling other person in a sexual way 1 0 1 O 1 O 
g. Other person touching your sex organs 1 O ] 0 1 0 
h. You touching other person’s sex organs 1 O 1 O 1 O 
i. Intercourse, but without attempting penetration 1 0 1 O 1 O 
j. Intercourse 1 O 1 O 1 O 
k. Other: Please mention: 

#1: 

#2: 
#3: _ 

6. Who started this (1=self, 2=other person) 1 2 1 2 1 2 
7. Did other person(s) threaten or force you? 

1 = yes; 2 =a little; 3 = no 12 38 12 3 12 3 

8. Did you threaten or force other person(s)? 
1 = yes; 2 =a little; 3 = no 1 2 3 1 2 3 1 2 3 

9. About how many times did you have a sexual experience with this person? 

10. Over how long a time did this go on? (give number of months) 

How old were you when you stopped having sexual experiences with this person(s)? _ 

11. Which of these would best describe your reaction at the time of the experience? 
1. Fear 2. Shock 3. Surprise 4. Interest 5. Pleasure 

12345 12345 12345 

12. Who did you tell about this experience, at the time? 
1. No one 1 1 1 
2. Mother 2 2 2 
3. Father 3 3 3 
4, Other adult 4 4 4 
5. Brother/ Sister 5 5 5 
6. Friend 6 6 6 

13. How did your mother react? If you did not tell her, how do you think she would have 
reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

14. How did your father react? If you did not tell him, how do you think he would have reacted? 
1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 123 4 

15. How did another adult react? If you did not tell him/her, how jo you think s/he would 

have reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234
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16. How did your brother/sister react? If you did not tell him/her, how do you think s/he 
would have reacted? 

1. Very 2. Mildly 3. A little 4. Not at all 
a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

17. How did your friend react? If you did not tell him/her, how do you think s/he would have 
reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 123.4 1234 

b. Supportive 1234 1234 1234 
18. In retrospect, would you say this sexual experience was: 

1. Positive; 2. Mostly Positive; 3. Neutral; 4. Mostly Negative; 5. Negative 
12345 12345 12345 

Ages 13 - 18 

Choose three sexual experiences -- or however many up to three -- that you had between the ages 
of 13 and 18 (approximately from seventh to twelfth grade) with other children (a person 16 or 
younger), including friends, strangers, brothers, sisters, and cousins. (If this relationship was 
described in a previous section, do not repeat it). Pick the most important to you and answer the 
following questions: 

No such experience (go to next section) 

Experience #1 Experience #2 Experience #3 

About how old were you at the time: 
Approximate age(s) of other person(s): 
Sex of the other person(s): 1 2 1 2 1 2 

(1=male, 2=female) 
4. Other person’s relationship to you: 

1. Stranger 
2. Person you knew, but not friend 
3. Friend 
14. Niece or nephew 
5. Cousin 
8. Brother 
9. Sister 
15. Other: 15 15 

What happened? (1 = yes, 0 = no) yes no yes no yes 
An invitation or request to do something sexual 1 

. Kissing and hugging in a sexual way 1 
Other person showing his/her sex organs to you 1 

. You showing your sex organs to other person 1 

Other person fondling you in a sexual way 1 
You fondling other person in a sexual way 1 

1 

1 

1 

1 
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. Other person touching your sex organs 
h. You touching other person’s sex organs 
i. Intercourse, but without attempting penetration 
j. Intercourse S
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k. Other: Please mention: 

  

  

  

#1: 
#2: 

#3: 
6. Who started this (1=self, 2=other person) 1 2 1 2 1 2 
7. Did other person(s) threaten or force you? 

1 = yes; 2 =a little; 3 = no 1 2 3 1 2 3 1 2 3 
8. Did you threaten or force other person(s)? 

1 = yes; 2 =a little; 3 = no 1 2 3 1 2 3 1 2 3 
9. About how many times did you have a sexual experience with this person? 

  

10. Over how long a time did this go on? (give number of months) 

  

How old were you when you stopped having sexual experiences with this person(s)? 

11. Which of these would best describe your reaction at the time of the experience? 
1. Fear 2. Shock 3. Surprise 4. Interest 5. Pleasure 

12345 12345 12345 
12. Who did you tell about this experience, at the time? 

1. No one 1 1 1 
2. Mother 2 2 2 
3. Father 3 3 3 
4. Other adult 4 4 4 
5. Brother/ Sister 5 5 5 
6. Friend 6 6 6 

13. How did your mother react? If you did not tell her, how do you think she would have 
reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

14. How did your father react? If you did not tell him, how do you think he would have reacted? 
1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

15. How did another adult react? If you did not tell him/her, how do you think s/he would 

have reacted? 1. Very 2. Mildly 3. A little 4. Not at all 
a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

16. How did your brother/sister react? If you did not tell him/her, how do you think s/he 
would have reacted? 

1. Very 2. Mildly 3. A little 4. Not at all 
a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

17. How did your friend react? If you did not tell him/her, how do you think s/he would have 
reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 

b. Supportive 1234 1234 1234 
18. In retrospect, would you say this sexual experience was: 

1. Positive; 2. Mostly Positive; 3. Neutral; 4. Mostly Negative; 5. Negative 

12345 12345 12345
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Now we want to ask you to think of three sexual experiences -- or however many up to three -- 
that you had between the ages of 13 and 18 (approximately from seventh to twelfth grade) with 
an adult (a person 17 or older), including friends, strangers, brothers, sisters, cousins, aunts, 

uncles, mother, father, grandparents, or friends of the family. (If this relationship was described 
in a previous section, do not repeat it). Pick the most important to you and answer the following 
questions: 

No such experience (go to next section) 

Experience #1 Experience #2 Experience #3 

  

  

  

  

  

  

1. About how old were you at the time: 
2. Approximate age(s) of other person(s): 
3. Sex of the other person(s): _ 1 2 1 2 1 2 

. _ (1=male, 2=female) . 
4. Other person’s relationship to you: 

1. Stranger 1 1 1 
2. Person you knew, but not friend 2 2 2 

3. Friend 3 3 3 
4. A friend of your parents 4 4 4 
5. Cousin 5 5 5 
6. An uncle or aunt 6 6 6 
7. A grandparent 7 7 7 
8. Brother 8 8 8 
9. Sister 9 9 9 
10. Father 10 10 10 
11. Stepfather 11 11 11 

12. Mother 12 12 12 
13. Stepmother 13 13 13 
14. Neice or nephew 14 14 14 
15. Other: 15 15 15 

5. What happened? (1 = yes, 0 = no) yes no yes no yes no 
a. Aninvitation or request todo something sexual 1 0 1.0 1 O 
b. Kissing and hugging in a sexual way 1 O 1 O 1 0 
c. Other person showing his/hersex organsto you 1 0 1 O 1 O 
d. You showing your sex organs to other person 1 O 1 O 1 0O 
e. Other person fondling you in a sexual way 1 O 1 O 1 0 
f. You fondling other person in a sexual way 1 O 1 O 1 O 
g. Other person touching your sex organs 1 O 1 O 1 O 
h. You touching other person’s sex organs 1 O 1 O 1 O 
i. Intercourse, but without attempting penetration 1 0 1 O 1 O 
j. Intercourse 1 O 1 O. 1 O 
k. Other: Please mention: 

#1: 

#2: 
#3: 

6. Who started this (1=self, 2=other person) 1 2 1 2 1 2 
7. Did other person(s) threaten or force you? 

1 = yes; 2 =a little; 3 = no 12 3 12 3 1 2 3 

8. Did you threaten or force other person(s)? 
1 = yes; 2 =a little; 3 = no 1 2 3 1 2 3 1 2 3
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9. About how many times did you have a sexual experience with this person? 

10. Over how long a time did this go on? (give number of months) 

How old were you when you stopped having sexual experiences with this person(s)? 

11. Which of these would best describe your reaction at the time of the experience? 
1. Fear 2. Shock 3. Surprise 4. Interest 5. Pleasure 

12345 12345 12345 
12. Who did you tell about this experience, at the time? 

1. Noone 1 1 1 
2. Mother 2 2 2 
3. Father 3 3 3 
4. Other adult 4 (40 4 
5. Brother/Sister 5 5 5 
6. Friend 6 6 6 

13. How did your mother react? If you did not tell her, how do you think she would have 
reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

14. How did your father react? If you did not tell him, how do you think he would have reacted? 
1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

15. How did another adult react? If you did not tell him/her, how do you think s/he would 
have reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 

b. Supportive 1234 1234 1234 
16. How did your brother/sister react? If you did not tell him/her, how do you think s/he 
would have reacted? 

1. Very 2. Mildly 3. A little 4. Not at all 
a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

17. How did your friend react? If you did not tell him/her, how do you think s/he would have 
reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

18. In retrospect, would you say this sexual experience was: 
1. Positive; 2. Mostly Positive; 3. Neutral; 4. Mostly Negative; 5. Negative 

12345 12345 12345 

Finally, we would like you to think of any sexual experience that occurred to you after the age of 
18, which you did not consent to. That is, a sexual experience which was forced upon you, or 
done against your will, or which you didn’t want to happen. (Once again, do not repeat 
describing a relationship you described earlier). Pick the three most important and answer the 
following questions: 

No such experience (go to next section)
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Experience #1 Experience #2 Experience #3 
. About how old were you at the time: 
. Approximate age(s) of other person(s): 
. Sex of the other person(s): 1 2 1 2 1 2 

(1=male, 2=female) 

  

N
e
 

  

Go
 

  

  

  

  

4. Other person’s relationship to you: 
1. Stranger 1 1 1 
2. Person you knew, but not friend 2 2 2 
3. Friend 3 3 3 
4. A friend of your parents 4 4 4 
5. Cousin 5 5 5 
6. An uncle or aunt 6 6 6 
7. A grandparent 7 7 7 
8. Brother 8 8 8 
9. Sister . 9 9 9 
10. Father 10 10 10 
11. Stepfather 11 11 11 
12. Mother 12 12 12 
13. Stepmother 13 13 13 
14. Neice or nephew 14 14 14 
15, Other: 15 15 15 

5. What happened? (1 = yes, 0 = no) yes no yes no yes no 
a. An invitation or request to do something sexual 1 0 1 O 1 O 
b. Kissing and hugging in a sexual way 1 oO 1 O 1 O 
c. Other person showing his/hersex organsto you 1 0 1 O 1 O 

d. You showing your sex organs to other person 1 0O 1 O 1 O 
e. Other person fondling you in a sexual way 1 0 1 O 1 O 
f. You fondling other person in a sexual way 1 O 1 0 1 O 
g. Other person touching your sex organs 1 O 1 O 1 O 
h. You touching other person’s sex organs 1 O 1 O 1 O 
i. Intercourse, but without attempting penetration 1 0 1 O 1 O 
j. Intercourse 1 0 1 90 1 0 
k. Other: Please mention: 

#1: 

#2: 
#3: 

6. Who started this (1=self, 2=other person) 1 2 1° 2 1 2 
7. Did other person(s) threaten or force you? 

1 = yes; 2 =a little; 3 = no 1 2 3 1 2 3 1 2 3 

8. Did you threaten or force other person(s)? 
1 = yes; 2 = a little; 3 = no 1 2 8 1 2 3 1 2 3 

9. About how many times did you have a sexual experience with this person? 

10. Over how long a time did this go on? (give number of months) 

How old were you when you stopped having sexual experiences with this person(s)? _ 

11. Which of these would best describe your reaction at the time of the experience? 
1. Fear 2. Shock 3. Surprise 4. Interest 5. Pleasure 

12345 12345 12345
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12. Who did you tell about this experience, at the time? 
1. No one 1 1 1 
2. Mother 2 2 2 
3. Father 3 3 3 
4, Other adult 4 4 4 
5. Brother/Sister 5 5 5 
6. Friend 6 6 6 

13. How did your mother react? If you did not tell her, how do you think she would have 
reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

14. How did your father react? If you did not tell him, how do you think he would have reacted? 
1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
' b. Supportive 1234 1234 1234 

15. How did another adult react? If you did not tell him/her, how do you think s/he would 
have reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

16. How did your brother/sister react? If you did not tell him/her, how do you think s/he 
would have reacted? 

1. Very 2. Mildly 3. A little 4. Not at all 
a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

17. How did your friend react? If you did not tell him/her, how do you think s/he would have 
reacted? 1. Very 2. Mildly 3. A little 4. Not at all 

a. Angry 1234 1234 1234 
b. Supportive 1234 1234 1234 

18. In retrospect, would you say this sexual experience was: 
1. Positive; 2. Mostly Positive; 3. Neutral; 4. Mostly Negative; 5. Negative 

12345 12345 12345
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Part D 

Everyone gets into conflicts with other people and sometimes these lead to physical blows, such 
as hitting really hard, kicking, punching, stabbing, throwing someone down, etc. The following 
questions ask about how often these things happened to you, and how often you saw them 
happen to others. 

O=Never 1=Once 2=Twice 3=3-5 time s4=6-10 times 5=11-20 times 6=More than 20 times X=N/A 

Try to remember how often these events happened when you were 6 years old or younger. 

a. One of my brothers or sisters did this to me 0123 45 6 X 
b. A brother or sister did that to another brother or sister 0123 4 5 6 X 
c. I did to a brother or sister _ 0123 45 6 X 
d. My father did to me 012 3 45 6X 
e. My father did to a brother or sister 0123 45 6 X 
f. My mother did to me 0123 45 6 X 
g. My mother did to a brother or sister 0123 45 6 X 
h. Father did to mother 012 3 45 6 X 
i. Mother did to father 0123 45 6X 

Try to remember how often these events happened when you were from 7 to 12 years old. 

a. One of my brothers or sisters did this to me 0123 45 6 X 
b. A brother or sister did that to another brother or sister 0123 4 5 6 X 

c. I did to a brother or sister 012 3 45 6 X 
d. My father did to me 0123 45 6 Xx 

' e. My father did to a brother or sister 0123 45 6 X 
f. My mother did to me 0123 45 6 X 

g. My mother did to a brother or sister 0123 45 6 X 
h. Father did to mother 0123 45 6 X 
i. Mother did to father 0123 45 6 X 

Try to remember how often these events happened when you were from 13 to 18 years old. 

a. One of my brothers or sisters did this to me 0123 45 6 X 
b. A brother or sister did that to another brother or sister 0123 45 6 X 
c. I did to a brother or sister 0123 45 6 X 
d. My father did to me 0123 45 6 X 
e. My father did to a brother or sister 0123 45 6 X 
f. My mother did to me 0123 45 6 X 
g. My mother did to a brother or sister 0123 45 6 X 
h. Father did to mother 0123 45 6 X 
i. Mother did to father 0123 45 6 X
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Personality Disorder Examination, Borderline Portion 

Now let me ask some questions about the kind of person you are. How would you describe your 
personality? 

Have you always been like that? 
Ifno: When did you change? 

What were you like before? 

Marked and persistent identity disturbance manifested by uncertainty about self-image. 
1. 0 1 2 0 1 2 ? 

Are you so different at different times that you don’t know what to expect of yourself? 
If yes: Tell me about it. 
Are you so different with different people or in different situations that you don’t behave like the 

same. person? . 

If yes: Give me some examples. 
Ifno: Have others told you that you’re like that? 

If yes: Why do you think they’ve said that? 
Do you think one of your problems is that you’re not sure what kind of person you are? 
If yes: How does that affect your life? 

Marked and persistent identity disturbance manifested by uncertainty about long-term goal or 
career choice. 

2. 0 1 2 0 1 2 12) 

What are your long-term goals in life? 
Do they change often? 
If yes: Tell me about it. 
Not asked of homemakers, adolescents, students, and those who have never or almost never worked. 

Do you often wonder whether you've made the right choice of job or career? 
If yes: How does that affect you? 
Asked only of homemakers. 
Do you often wonder whether you’ve made the right choice in becoming a homemaker? 
If yes: How does that affect you? 
Adolescents, students, and those who have never or almost never worked. 
Have you made up your mind about what kind of job or career you would like to have? 
Ifno: How does that affect you? 

Marked and persistent identity disturbance manifested by uncertainty about preferred values. 
3. 0 1 2 0 1 2 ? 

Do you have trouble deciding what's morally right and wrong? 
If yes: How does that affect you or the way you live your life? 
Do you have trouble deciding what’s important in life? 
If yes: How does that affect you or the way you live your life? 

Marked and persistent identity disturbance manifested by uncertainty about type of friends 
desired. a, 

4. 0 I 2 0 I 2 ? 

Do you have a lot of trouble deciding what type of friends you should have? 
If yes: Does that have an effect on your life or cause any problems for you? 

If yes: Give me some examples. 
Does the kind of people you have as friends keep changing?
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If yes: Tell me about it. 

A pattern of unstable and intense interpersonal relationships characterized by alternating 
between extremes of overidealization and devaluation. 

5. 0 1 2 0 1 2 ? 

Do you get into intense and stormy relationships with other people with lots of ups and downs? 
I mean, where your feelings about them run “hot” and “cold,” or change from one extreme to 
the other. 

If yes: In those relationships do you often find yourself alternating between admiring and 
despising the same person? 

If yes: Give me some examples. 
In how many different relationships has this happened? 

OO Inappropriate, intense anger or lack of control of anger. 
6. 0. 1 2 Loe 0 1 2 ? 

Do you sometimes feel very angry without a good reason? 
If yes: Give me some examples. 
Ifno: Have people ever told you that you're a very angry person? 

If yes: Why do you think they’ve said that? 
Do you ever lose your temper and have tantrums or angry outbursts? 
If yes: Give me some examples. 
Do you ever throw, break, or smash things? 

If yes: Give me some examples. 
Do you ever hit or assault people? 
If yes: Give me some examples. 

Chronic feelings of emptiness or boredom. 
7. 0 1 2 0 1 2 ? 

Do you often feel bored or empty inside? 
If yes: Does that upset you or cause any problems for you? 

If yes: Tell me about it. 

Affective instability: marked shifts from baseline mood to depression, irritability, or anxiety, 
usually lasting a few hours and only rarely more than a few days. 

8. 0 1 2 0 1 2 ? 
Do you often change from your usual mood to feeling very irritable, very depressed, or very 

nervous? 
If yes: When that happens how long do you usually stay that way? 

Give me some examples of what it’s like when you're feeling that way. 

Frantic efforts to avoid real or imagined abandonment (Do not include suicidal or self- 
mutiliating behavior). 

9. 0 1 2 0 1 2 ? 
Do you ever find yourself frantically trying to do something to stop someone close to you from 

abandoning you? 
If yes: Give me some examples. 

Impulsiveness in sex. 
10. 0 1 2 0 1 2 ? 

Asked only of those who have been married. 
Do you ever get into sexual relationships quickly or impulsively?
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If yes: Give me some examples. 
Does this cause any problems for you or get you into trouble? 
If yes: Tell me about it. 

Asked only of those who have never been married. 
Have you had sexual relations with anyone? 
If yes: Do you ever get into sexual relationships quickly or impulsively? 

If yes: Give me some examples. 
Does this cause any problems for you or get you into trouble? 
If yes: Tell me about it. 

Marked and persistent identity disturbance manifested by uncertainty about sexual 
orientation. 

11. 0 1 2 0 1 2 ? 
Have you ever been uncertain whether you prefer a sexual relationship with a man or a woman? 
If yes: Tell me about it. 
Does this ever upset or bother you? If yes: Tell me about it. 

Impulsiveness in at least two areas that are potentially self-damaging, 
12. 0 1 2 0 1 2 ? 
Have you ever had a problem with gambling or spending too much money? 
If yes: Tell me about it. 
Ifno: Have others said that you do? 

If yes: Why do you think they’ve said that? 
Have you ever been drunk, “stoned,” on marijuana, abused drugs or used them to get high? 
If yes: How often? 

Has that caused any problems for you or for others? 
If yes: Tell me about it. 
Ifno: Have others said there was a problem? 

If yes: Why do you think they have? 
Have you ever gone on eating binges to the point that it was a problem for you or others were 

concerned about you? 
If yes: Tell me more about it. 

Recurrent suicidal threats, gestures, or behavior, or self-mutilating behavior. 
13. 0 1 2 0 1 2 ? 
Have you ever threatened to commit suicide? 
If yes: How many times? 

Tell me about it. 
Have you ever actually made a suicide attempt or gesture? 
If yes: How many times? 

Tell me about it. 
Have you ever deliberately cut yourself, smashed your fist through a window, burned yourself, 

or hurt yourself in some other way (not counting suicide attempts or gestures)? 
If yes: Tell me about it.
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workshop for school teachers, child 
protective services workers, and mental 
health professionals on identifying and 
intervening in cases of psychological 
maltreatment. Sponsored by the Child Abuse 
Prevention Coalition of Montgomery County. 

Basic Clinical Skills Training. Conducted four- 
week classes with first-year clinical 
psychology students to teach rudimentary 
skills such as reflective listening, clinical 
interviewing, and case conceptualization. 

“Test Anxiety in the Classroom: Not Just an 
Educational Problem.” Conducted 
workshops in Montgomery County Schools 
on how teachers can minimize students’ test 
anxiety. Assembled and distributed 
informational packets on test anxiety for 
students and teachers.



August, 1989 to May, 1990: Introductory Psychology Laboratory 
Instructor. Virginia Polytechnic Institute and 
State University, Blacksburg, Virginia. 

Graduate Teaching Assistantship. Lectured 
on supplementary reading materials and 
facilitated discussion. 

Professional Presentations: 

“Test Anxiety and Negative Affectivity in Children” by Margaret K. Warren, 
M.S. and Thomas H. Ollendick, Ph.D. Poster session presented at the Virginia 
Psychological Association conference in October, 1993. 

“An Analysis of Different Aspects of Test Anxiety in Children” by Margaret K. 
Warren, M.S., Thomas H. Ollendick, Ph.D., and Hunter Hill. Poster session 
presented at the Southeastern Psychological Association conference in March, 
1992. 

“Depression in Adolescents: A Time Course Analysis” by David Jaquess, M.A., 
Mark Weist, Ph.D., David Hamilton, Ph.D., Thomas H. Ollendick, Ph.D., 

Margaret K. Warren, M.S., Cynthia Lease, M.S., and Sara Mattis. Poster session 

presented at the Southeastern Psychological Association conference in March, 
1992. 

Professional Affiliations: 

Student Affiliate, American Psychological Association, Division 12 

Professional Honors and Awards: 

National Institute of Mental Health fellow, August, 1990 to June, 1992. 

Phi Kappa Phi member, April, 1991 to April, 1994.


