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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 Il 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,
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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 tke 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 physiéal 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



16

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.



17

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 Events
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 preséncé 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 quesﬁohnaire was
utilized to assess coping as a mediator of the relationship between childhood
ssexual 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 support.

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
providéd 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 Syvmptom Similaritie

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
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Table 2
Sample Demographics
Characteristic
Virginia Virginia Oregon Total Sample
Inpatient Outpatient Outpatient
[N (%)] 17 (41.46) 13 (31.71) 11 (26.83) 41 (100)
Age 29.18 (7.52) 33.39(10.63) 40.00(10.84) 33.42(10.27)
[Mean (SD)]
Race
[N (%)] |
Caucasian 15 (88.24) 13 (100) 10 (90.91) 38 (92.68)
Hispanic 1(5.88) 0(0) 0(0) 1(2.43)
Native 1(5.88) 0 (0) 1(9.09) 2 (4.89)
American

Marital Status

[N (%)]
Married 5(29.41) 2 (15.38) 4 (36.36) 11 (26.83)
Separated 7 (41.18) 4 (30.77) 1(9.09) 12 (29.27)
Divorced 3(17.65) 3 (23.08) 5 (45.45) 11 (26.83)
Never Married 2 (11.76) 4 (30.77) 1(9.09) 7 (17.67)
Employment
[N (%))
Unemployed 10 (58.82) 9 (69.23) 7 (63.64) 26 (63.42)
Employed 4 (23.53) 3 (23.08) 3(27.27) 10 (24.39)
(Ftor pt)
Disabled 1(5.88) 1(7.69) 1(9.09) - 3(7.32)
Homemaker 2 (11.76) 0(0) 0 (0) 4 2 (4.87)
Education Mean(SD): 12.88 (1.86)
[N (%)]
Partial High 2(11.76) 0(0) 1(9.09) 3(7.32)
Complete High 4 (23.53) 4 (30.77) 3(27.27) 11 (26.83)
Partial College 3 (17.65) 3 (23.08) 5 (45.45) 11 (26.83)
College Grad 1(5.88) 1(7.69) 1(9.09) 3(7.32)
Graduate Degree 0 (0) 2 (5.38) 0(0) 2 (4.89)

G.ED. 7 (41.18) 3 (23.08) 1(9.09) 11 (26.83)
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Therapy history, sample abuse and borderline characteristics

Characteristic

[N (%)]

Therapy (Mos.)
[Mean (SD)]

Hospitalizations
[Mean (SD)]

Sexual Abuse
[N (%)]
Child
Latent
Adolescent

Sexual Abuse
Severity
[Mean (SD)]
Child
Latent
Adolescent
Composite

Borderline

Personality
[N (%)]

Dimension
[Mean (SD)]

Virginia
Inpatient

17 (41.46)

21.41 (29.1)

3.176 (3.13)

10 (58.82)
13 (76.47)
16 (94.12)

3.69 (3.68)
6.77 (.725)
4.85 (2.48)
15.31 (5.12)

9 (52.94)

9.69 (5.33)

Virginia
Outpatient

13 (31.71)

59.69 (75.51)

85 (1.52)

7 (53.85)
13 (100)
11 (84.62)

3.64 (3.30)
5.24 (3.15)
6.06 (2.02)
14.94 (6.17)

2 (15.38)

13.29 (6.05)

Oregon
Outpatient

11 (26.83)

82.72 (72.29)

1.27 (2.10)

10 (90.91)
11 (100)
9(81.82)

5.91 (2.51)
6.91 (.83)
5.0 (2.83)
17.82 (4.79)

2(18.18)

11.64 (4.03)

Total Sample

41 (100)

50 (63.47)

1.93 (2.62)

27 (65.85)
37 (90.24)
36 (87.80)

4.27 (3.32)
6.17 (2.22)
5.39 (2.41)
15.83 (5.50)

13 (31.71)

11.7 (5.44)
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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
%o 488 1951 488 2439 1463 1220 732 732 4.88
Borderline Symptoms Met by Sample
Symptom N %
Unstable, intense interpersonal relationships 20 4878
Impulsiveness in at least two self-damaging areas 17 4146
Affective instability 16 39.02
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 %
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
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Table 6
Correlation Matrix, Means, and Standard Deviations

Family — Risk Abuse Coping Support
Dysfunction  Factors Composite
Risk 4214
Factors
Abuse 182 029
Composite
Coping .198 .040 -.034
Support -372 -.538* -.289 062
Borderline .037 -158 -141 291 198
Dimension
Borderline .087 -278 -104 254 238
Category
X 9.46 3.02 15.83 4.96 D512
SD 5.48 1.59 5.50 1.46 75
*p<.01
#p<.1

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 o}
Equation 1
Family Dysfunction A2 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 32
Equation 3
Family Dysfunction 11 18 11 .55
Risk Factors -.53 .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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Figure 1. Friedrich's model
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Parental:

Parental Conflict
Biparental Failure

Mother Absent “
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Social Isolation

of Child
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Multiple
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Perpetrators
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Global Attribution
of Negative Events
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Dissociation A.I'

Internalized \
Abuse Relationship
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Figure 2. Integrated model of the relationship
between childhood sexual abuse and
borderline personality disorder
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Figure 3. Path model linking childhood sexual abuse to
borderline personality disorder.
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Beta weights

21(20) Coping p for 2-tailed
\ T test on direct effect
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_U%mmﬁb&o: T R | | Ammv
— Borderline

—>
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Abuse
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Severity

Personality

-12(.49)
Disorder

-16 (:47)
-06 (.74)

11 (.60)
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-.33(.03) Perceived

Support

Figure 4. Path analysis results predicting borderline
dimensional scores




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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ch __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. 1 am conducting research for my dissertation on the
influences of childhood cxpericnees and carly family environment on adult women.
More specifically, I would like to determine the cffects of childhood sexual abuse and
carly 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. bul not necessarily for abusc issucs

2) She must not be currently psychotic

3) She must not 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 abusc. Thus, women with ANY type of sexual abuse, by one or more perpetrators
ranging from strangers Lo 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 nceded. as well.

If you have a client who you believe would be a good candidate for the project and
she meets the above criteria, please follow the protocol described below. 1 believe this
will be a worthwhile experience tor her.

Protocol

Once the person is identified as a candidate Tor 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
-Conltacted.” Please make sure the phone number or appropriate contact information is
included. Makc 1 copy of the [orm for your records and place the original in the agreed
upon area.

I truly appreciate your help and cooperation in this matter. Should you have any
questions or comments, do not hesitate 10 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 .
== e Nl il
Peg Warren, M.S. Thomas H. Ollendick, PhD
Graduate Clinician Director ol Clinical Training

A Land-Granr University=The Commaonwealth Is Qur Campus
An Equal Opporruniry | Affirmative Action Institution
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I—M] Tec o ] _{’sychologiul Services Center ) o
WFPF VIRGINIA POLYTECHN[C INSTITUTE Department of Psychology
AND STATE UNIVERSITY 310 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 is
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'll 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. ltis
anticipated that the interview will last from 1 and /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,

Agmaa A Ollewlicke
Peg Warren, MS Thomas H. Ollendick, PhD
Graduate Clinician Director of Clinical Training

A Land-Grant Universitv-The Commonwealth {s Owr Campus
An Equal Opportunity { Affirmative Action Institution
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Virginia
I-Mlﬂ Tech Psychological Services Center
w VIRGINIA POLYTECHNIC INSTITUTE Department of Psychology
AND STATE UNIVERSITY 3110 Prices Fork Road
Blacksburg, Virginia 24060
(703) 2316914 Fax: (703) 231-3652
Permission to be Contacted
I , agree to be contacted by Peg Warren
7 ——— - R o e e e e ———re .

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, I 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 I 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 Is Our Campus
An Egual Opportunity | Affirmative Action Institution
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Tec l’sych\tv).l(’)‘gic‘:grl Sgrviqeg Femer .
W 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

vi ent 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. 1t is anticipated that the interview will last from 1T 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 resuits 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. All 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 OQur 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. [ hereby

acknowledge the above and give my voluntary consent for participation in this
study.

2. I also understand that if I participate | may withdraw at any time without
penalty.

3. T 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

Tech ) N ) Psychological Sery?ces Center

VIRGINIA POLYTECHNIC INSTITUTE Department of Psychology

AND STATE UNIVERSITY 3110 Prices Fork Road
Biacksburg, Virginia 24060
(703) 2316914 Fax: (703) 231-3652

Permission to Contact Therapist
I , 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. [ 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 Universityv—=The Commonwealth Is Our Campus
An Equal Opportunity . Affirmative Action Iustitution
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STRUCTURED CLINICAL INTERVIEW.?OR DSM-III-R = NON=-PATIENT VERSION
SCID-NP

Robart L. Spitzer, M.D. and Janet B. W. Williams, D.S.W.,
& Miriam Gibbon, M.S.W.

Informant's Name:

Relationship to Proband:

Proband's Name:

Date of Interview: / /

Rater's Nape:

Rater is: Interviewer

Observer
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SCID-NP 8/ /8

INTROOUCTION FOR INITIAL INTERYIEM

I'm going to be asking you sbout
pradl aas or difficul ties you may
have hade and I'11 be making some
nctas as ve go aloag, 0o yos have
any questtons befare ve begial

CEMOGRAPHIC DATA
SEXs

Hoe old are you? ME:

Are you married? MARITAL STATUS

(most recsat):
IF NO: Were you

ever?
_ (Any ehfldrent)

Where do you live?

P YN

Overvier

1 male
2 femdle

aarried (or living
togather 1+ years)
divorced/annulled

widoved

never sarried

w¥ho do you 1ive with?

What kind of work do you do?

(Do you vork outside of
your hame?)
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‘SCID-NP 8/ L/ 86

Overview

Are you torking LE 2

<> IF YES:s How long have you
vorked there? .

IF LESS THAN 6 MONTHS: Why
d1d you leave your last job?

Have you always done that kind
of work? -

e Gn o an e S -

«> IF NO: ¥Why 1s that?
what kind of vork have you done?

IF UNQIQIN: Has there ever been a
period of time when you vers unable
€0 work or go to school?

IF YES: When?! ¥hy vas that?

IF NOT CBYIQUS FROM WCRK HISTCRY: i

How far d1d you get {n schooll?

IF FAILED TO COMPLETE A
PROGRAM IN WHICH THEY WERE - ..
ENROLLED: Why didn't you

finish?

PAST PERIODS OF PSYCHOPATHOLOGY

Have you ever ssen anybody Treatment for emctional prodlems
- for- emational ‘or psychfatric - - with a physician or ssatal health
prodlams? professional

IF YES: What was that for?

(What treatment d1d you get?
Any ssdicatiocal) .

~IFM:-Iu thers ever a time

whea you, or somecne else,
thought you shoyld see somecne

because of the wiy you were
fesling or acting?

11
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SCIo=-¢ 8/L/ % Overvies 111

Have you ever beea 3 patient Hospitalfzed for emational prodlems

in a psychtatric hospital?

IF YES: ¥hat was that for?

- IF GIVES Al INADEQUATE AN=
SNER, CHALEGE GENTLYs
G ges Wasalt thers scmething
else? People usually doa't
g0 to psychiatric hospitals
Just because they are tired
or nervous.®

IF NO EYIDENCE OF PAST
PSYCHOPATHOLGSY: Think{ng back over
your whole 11fe, when were you the
rast upset?

{Why? What vas that Jike?
Hor were you feelingl)

'PSYCHOPATHOLOSY OURING PAST MOMTH

Norlvouldltutnukyonu;ut -
the past month. How have things
been going for you?

Hias anything happensd that has Deen
especially hard for you?

What about difficul ties at wark or
vith your fam{ly?

How has your sood been?

What adout your physical health?
- (Do you take any ssdications
nowl) USE INFORMATION TO
CooE AXIS III.
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Overview

wWhat have your drinking habits
been 1{ke?

Have you taken any drugs?
{What about aari{juana, cocaine.
other street drugs?)

IF REPORTS QURRENT PSYCHO-
PATHOLOGY's

BN IROSENTAL CONTEXT AD
POSSIBLE PRECIPITANTS

¥What wvas going on in your 11fe
whea this (CURRENT PSYCHO-

PATHOLCGY) began?

0td anything happes o change
Just before all tis startsd?

(Do-you think this had anything
t0 do with your [CURRENT PROS~

LEs1)?

DIAGNOSTIC DAPRESSION (SO FAR)
(AXIS II OPTIONAL) ¢

{v
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SCID 8/L/865 Current MOS HMood Syndromaes Aol

MO00 SYNDROMES

1S SECTION, MAJ(R DEPRESSIVE, MANIC, AND DYSTHYMIC SYNOROMES ARE EVALUATED.
%EWDIAGPDSES ARE MADE IN 0. MOOD DISORCERS, FOLLOWING C. PSYCHOTIC DISORCERS,

SYNDROME .
Now I am going to ask you some A. At Teaast S of the fol-
questions about your mood. lowing symptoms have each

been present during the
oak odz at
- Teast one of the symptoms -
‘ was efther (1) depressed
ocods or (2) loss of -
. {ntsrest or pleasure.

NOTE: DO NOT INCLUCE SXS
THAT ARE QLEARY DUE TO A
PHYSICAL COMDITION, MOOD-
INCONGRUENT DELUSIONS OR
- HALLUCINATIONS, INCOHERENCE
R MARKED LOOSENING OF -
- ASSOCIATIONS.

In__'mo_l_m_m..- ’ (1} depressed mood most of T 1 2 3
- ’ the day, nearly every day
. (efther by subjective

eeohas there been account, e.g.r feels "down®
a4 period of time when you were or "low,® or observed by
feel {ng depressed or dwn most cthers to look sad or de=
of the day nearly every dayl- pressed)

(What was that 1kel)

IF YES: How long did it .
last? (As long as two veeks?)

eeowhat about not = (2) loss of {nterest or T 1 2 3
being {nterested {n most things pleasure {n all or almost

or unable to enjoy the things all activities nearly every —_—l
you used to? (What was that day (efther by subjective ! . !
11ke?) - account or observed by I1F REITHER!
: : others toc de apathetic) - ITTEM (1) |

IF YES: Was 1t nearly every ‘ INOR ITEM |
day? How long did 1t last? : 2 1s !
(As long as two veeks?) : {CO0ED *3,%!
1G0 TO PAST!

{MDS, A. S5

™= {nadequats {nformation l=absent or false 2=subthreshald 3« threshold or true



SZID 8/1/86

During this time...

esdfd you lose cor gain any
weight? (How muchl)

IF NO: How was your
appetits? (What about
ccmpared to your usual
appetita? D1d you have

to force yourself to eat?
Eat [less/more] than usual?
¥Was that nearly every dayl)

<chow vere you sleeping?
(Trouble falling aslesp, vaking
frequently, trouble staying
asleep, waking too early, slesp-
" 1{ng too much? Hor many hours

a night compared to usual?l Was
that nearly every afghtl)

«e¥ere you so fidgety or rest-
Tess that you vere unable to
s1t stil1? (If I had seen you,
would I have noticed 1t? Was
that nearly every dayl)

IF NO: ¥hat about the op-
posits — taiking or mov= .
ing more slowly than {s
normal for you! (If 1 had
soen you, would I have
ncticsd 1t? Was that

nearly every dayl)

«o¥hat was your energy 1tke?
(Tired all the time? Nearly
every day?l)

«oshor did you feel about
yoursslf? (worthless?)
(Nearly every day?)

IF NO: What about
feeling guilty about
things you had dons or
not done? (Nearly every
day)

I={nadequats 1nformation

1=abseant or false
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Current MOS .

(3) significant wefght loss
or veight gain when not

Mood Syndrames Al

dieting or binge eating (e.g..

more than 5% of bady weight
in & month); Qr decreass or
{ncreass in appetite nearly

every day

(4) tnsomnfa or hypersomnia
nearly every day

(5) psychamotor agfita-
tion or retardation
nearly every day (observ—

able by cthers and noct

merely subjective feelings

of restlessness or being

slowed down)

(6) fatigue or loss of

energy nearly every day

-~

(7) feelings of worthless=
ness or ®cessive or {n=
appropriate guflt (which
szy be delusional) nearly
every day (not mersely

ssl f=reproach or guilt
about being sick)

2=subthreshold

1 2 3
T 1 2 3
T 1 2 3
t 1 2 3

Jethreshold or tr:



. SCID. /86

During this time...

«sdid you have troudle
thinking or concentrating?
(Nearly every day?) *

IF NO: W¥Was it hard to
make decisfons adout
everyday things? -
(Nearly every dayl)

<.vere things so bad that you
vere thinking you would be
better off dead or thinking
about hurting yourself?
(Nearly every day?l)

(D1d you do anything to hurt
yoursal 1)

ETIQ.OGIC ROLE OF AN ORGANIC
FACTOR IN FRULL OEPRESSIVE -
SYNORQME '

Just -Sdoro this began, were
you physically 11?7 (what
did the doctor sayl)

Were you taking any drugs or
medicines? (Any change in the
aount you vere taking?)

Ortaking a 1ot? (Any change?)

IF YES TO ANY OF THESE

QUESTIONS, DETERMINE IF

THE DEPRESSIVE EPISO0E

WAS PRECIPITATED AND

SUSTAINED BY AN ORGAKIC
- FACTOR.

t={radequats {nformation
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Current MOS

(8) dinfnished abilfity t©
think or concsntrate., of
{ndecisiveness, nearly
every day (efther by sub-
Joctive acsount or observed

by others)

(9) thoughts that he or she
would be better off dead, or
suicidal {deation, nearly

every day; a suicide atteapt

ALLEAST FIVE OF THE MBOVE
SX3 (A (3-9)) ARE CCOED 3%
AND AT LEAST ONE OF THES
IR RO

M (1

1=absent or false

-

B.(1) An‘organic etiology has
been ruled out, f.e., either
there vas no pev organic face
tor (or change 1n a pre=
ex{sting organ{c factor) that
precipitatad the disturbance,
or the disturbance has per-
sistad for at Teast one month
beyond the casssation of the
precipitating organ{c factor,

IF ORGANIC FACTOR, DESCRIBE:

Z=subthreshold

Mood Syndroemes A. 3
1 2 13
T 1 2 13

1l 3
PR
{ {
1G0 TO!
IPAST |
ju0S, |
IA. S |
i1

T 1 3

—_—
]

t l
IR70 ORG [INO ORG!
IMOO0 SYNIIETIO- |

{ | R1Ke o) G
iIG0 0 1 1
IPAST MOS|ICON- |
1A, S I ITINVE ¢

{

J=threshold or true



SCID &/ues

IF DURATION OF DEPRESSION
HAS BEEN RELATIYVELY BRIEF:
Did this begin socon after
scaeone close to you died?

IF YES, DETERMINE IF ANY
DEPRESSIYE EPISODE WAS NOT
OUE TO UNCOMPLICATED
%EEEAVE}EHT. IF S0, COOE

CHRONOLOGY

I~{nadequats fnformation

l=absent or false

80

Current MOS

B.(2 Not a normal reaction
to the loss of a loved cone
(Uncomplicatsd Bereavenent).
(NOTE: Mordid preocccupation
with vorthlessness, suicidal
{deation, marked functional
impai ment or psychamaotor
retardation, or proloaged
duration, suggest bereave-
pent compl {catad by Major
Depression.)

_CURRENT

MAJCR DEPRESSIVE SYNDROME
GRITERIA A AND B ARE CODED *3*

Age a2t onset of
Current Major Depressive
Kpisode :

Duration of Current
Major Depressive Episode

2=subth reshold

Mood Syndromes A, 4

IRENT
IEPI-
1s0ce
INOT
JIOUE TO§
funcore |
IBE&- |
IREAVE={
:l{NT !
1 -

I
! I
. 1G0 TO!  1CUR-1
IPAST | IRENTI
IM0S, I IMDS |
st 1___1i

—t

3=threshold or v
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-sCID B/U/ES Past MDS #¥ood Syndromes A. S
PAST MATOR DEPRESSIVE HMDS CRITERIA
SYKOROME

Has there ever been another
time(s) when you were depressed
and had the probiems (SXS)
that [ just zsked you about?

ASK: Has there ever been a
time(s) in the past when you
were depressed and had the
roblems (SXS) that I just
Zskcd you about? A, At least S of the fol-
- lowing symptams have each
: been present curing the same
VID tro-woek period; at least
SUGGEST PAST MDS ohe of the symptoms-was efther

(1) depressad mood, or (2)
CHECK HERE AND GO TO
BENT MS, loss of {ntsrest or pTGlSL.U'C.

A9 ___.
- (1) depressed mood most of
3 ) the day, nearly evecy day
Were you fecling depressed or
down most of the day, nearly ::::mﬂt‘."cbz su:,j.:‘c:f:; o:i: or
? (Wh: tha s Jo 0
;‘::?; day? ) twas *low,™ or cbserved by others

- to look sad or depresssd)
IF YES: ¥hen was that? How -
long did 1t last? (As long
as two weeks?}

Were you uint&atcd in most '
things or unabie tq enjoy the - (2) loss of {nterest or-

things you used to? (What pleasure tn all or alsost
was that like?) all activities nearly every

day (either by subjective
; account or observed by -
IF YES: When was that? Was others to be apathetic)
1t nearly every dzy? How
long d1d 1t last? (As long
as two veeks?)

Have you had more than one time -
Ti{ke that?

IF MORE THAN ONE: Which time .
was the wvorst?

T={nadequate {nformation l=absent or false 2=subthreshold

" {IF NEITHER]

{1ITEM (1)
INOR (2) ISI
JCOCED *3,%!
IGO0 TO CUR-1
IRENT MANIC!
ISYH0.. A.91
— 1

3« threshold or true
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scI0 8/ves . Past DS Hood Syndromes A,

[39) ON_THE WORST EPISOOE
THAT THE SUBJECT CAN REMEMBER

Ouring that time... |

eedid you lose or gafn any (3) significant weight loss T 1 2 3
veight? (How muchl) or weight gafir when not
dieting or binge eating (e.g..
IF NO: How was your appe= more than 5% of body weight
tite? (What about compared {n a month); or decrease or
to your usual appetits? {ncreass {n appetits nearly
Did you have to forcs your— every day

self to eat? Eat [less/
sorel] than usual? ¥Was that
nearly every day?

..hov were you sleeping? . . (4) insomnfa or hypersamafa ? 1 2 3
(Trouble falling asleep, waking nearly every day

frequently, trouble staying

asleap, waking too early, sleep-

{ng too much? How many hours

a night compared to usuall? W¥as

that nearly every nightl)

..¥ere you so fidgety or rest-- - (5) psychamotor agita- T 1 2 3
Tess that ycu were unable to tion or retardation
sit sti11? (If I -had seen you, * nearly every day (obsarv—
would I have noticed {t1 Was able by cthers and not
that nearly every day?) .. nerely subjecttve feelings
: of restlessness or being
IF NO: What about the op~ . slowed down)

posits — talking or mov-
ing more slowly than is
normal for you? (If I had
seen you, would I have
noticed 1t? Was that
nearly every day?) ’

..vhat was your energy 11ke? (6) fatigue or Toss of o1 2 3
(Tired all the timel Nearl snergy nearly every day :
every dayl) . .
«show did you feel abdout (7) feelings of worthless- T 1 2 3
yourself? (vorthless?) ness or excessive or {rappro-
(Nearly every day?) priats guflt (vhich may be
' delusional) nearly every day
IF NO: What about (not merely self-reproach or

feeling quilty about guilt about betfng sick)
things you had done or :
not done? (Nearly

evary dayl)

T={nadequats {nformation l=absent or false 2=subthreshold J=threshald or t
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°  Past MOS Mood ‘Syndromes A, 7

"scIp 8/1/86

During that time...

<edid you have trouble thinking (8) diminfshed abiflity to 7 1 2 13
or concentrating? (Nearly every think or concentrats, o
day?) indecisiveness, mearly
’ every day (efther by sub-
* IF NO: Was 1t hard to make Joctive account or cbserved
decisions about everyday by cothers)
things? (Nearly every dayl)
«owere things sc bad that you (9) thoughts that he or she ? 1 2 13
were thinking you would be dbettsr would be bettar off dead,
of f dead or thinking about hurte or suicidal {deation, nearly
{ng yourself? (Nnrly every dayl). every day; a suic{de atteapt
(D1d you & anything to hurt
yoursel £7) - -
AT LEAST FIVE OF THE ABOVE SXS 3

it

ARE COCED ™3" AND AT LEAST ONE 111

. OF THESE IS ITEM (1) OR (2) I
1

{. .

‘IF KOT ALREADY ASKED: Has

there been any cther time vhen .
" you were (depressed/OwN EQUIV- . i
ALENT) and had even more of the -

symptoms that I just asked you

about?

IF NO: GO TO CURRENT MWANIC -
SYNDROME, PAGE. A. S.

IF YES: "RECOCE SXS A (1-9)
FOR WORST EPISOCE.

ETIOLOGIC ROLE OF AN CRGANIC FAC- . .
TOR IN FULL DEPRESSIVE SYNOROME -

Just before this began, were
you physically 1117 (what
did the doctor say?)}

Were you taking any dr or
medicines? (Any chlng:g:n
the amount yYOu were taldngr)

(Any change?)

IF YES TO ANY OF THESE
QUESTIONS, DETERMINE IF THE
DEPRESSIVE EPISOUE WAS PRE-
CIPITATED ANO SUSTAINED BY
AN GRGANIC FACTOR.

DOrinking a lot?

I={nadequate tnformation

B.(1) An organic etfology
has been ruled out; “{.e.,
e{ther there was no nev
organic factor (or change in
a pre-ex{sting organic factor
that precipitated the di{s~
turbance. or the disturbancs
has persi{sted for at least
one moanth beyond the cassa-
tioa of the preci{pttating
orqganic factor.

IF ORGANIC FACTUR, DESCRIBE:

Taabhcaca . o - ‘e e

{ 3] {
[R/0 ORG |INOC CRG!
1MO00 SYNTIETIOL !
! {1 {
IGO0 TO [ICON~- |
{CURRENT [ITINUE |
MANIC !
{Swo., |

A, 9 t

{ l




SCiD 8/ls8s

IF DURATION OF DEPRESSION
HAS BEEN RELATIVELY BRIEF:
Did this begin scon xfter
someons close to you died?

IF- YES, DETERMINE IF ANY
OEPRESSIVE EPISODE WAS NOT
OUE TO UNCOMPLICATED
BEREAVEMENT. IF SO, COOE

"3,

CHRONOLOGY

Hor old were vou vhen you
first had these

symptams for at least two
weeks?

-How many separats times -
vere you (depressed/OWN
EWIVALENT) nearly every
day for at least two weeks
and had several of the
synptoms that you described,

1ike (SXS OF WORST EPISODE)?

1=iradequate {nformation

l=absent or false
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Past MOS

B.(2) Not a normal reaction
to the l1oss of a loved one
(Uncompl {catsd Bereavenent).
(NOTE: Morb{d precccupatiaon
with wvorthlessness, sufcidal
{deation, marked functional
{fmpai ment or psychamotor
retardaticn, or proloaged
duration, suggest bereave-
sment compl {cated by Major
Depression.)

NOTE: CODE *3% IF AT LEAST
ONE EPISOCE IS NOT UNCOM-
PLICATED BEREAVEMENT

Age at onset of
Flirst Mzfor Depressive
Episode

Duration of Flirst
Major Depressive Episode

Number of eplisodes of
Major Depression

2=subthreshold

Mood Syncromes AL S

i |
IGO0 TO {{PAST |
ICUR- [IMDS |
IRENT 11!
[MANIC |
|STND. , |
A9 |
! !

3=threshcld or v
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CURRENT MANIC SYNOROHE

In the last month, has there
been a period tine when
you vere feeling 30 good or
hyper that other people
thought you werse not your
normal self or you vers so
hyper that you got fato
troublé? (D1d anyors say
you were manic?)

IF UNCLEAR: ‘wxs that more o

than Just feeling good?

IF NO: What about being
so {rri{table that you
would shout at pecple
or start fights or
arguments?

Whet wvas that 1{ke?

How long did that last?’
¥Yhen vere you the most (OWN
EQUIVALENT FOR EUFHORIA OR
IRRITABILITY)?

FOR THE WORST PERIOO OF

CURRENT EPISOOE, ASK ABQUT
ASSOCIATED SXS

(During this time...}
echar did you feel about
yoursslf?

(More self-confideat than
usual?l) .

(Any special povers or
abil {t1es?)

85

. Curreat MS

MANIC SYNOROME CRITERIA

A. One _or more distinct peri-
0ds lasting at least one v
(or any duration {f marked
inpaiment {n occupational
functicaing or {a usual social
activities or relationships -
vith cthers) wvhen mood vas
abanormally and persistently
elevated, expansive, or {rri-
tabdle,

DATE:

IF IRRITASLE MOOD ON.Y, CHECX
HERE AFTER COOING "3" ABOVE ___

B8, During the period of mood
disturbance, at Teast three
of the following symptoms
have persisted (four {f the
mood 1s oaly -{rritadle) and
have been present to a sig-
aiffcant degree:

(1) inflated sel festoam
(grandiosity, which may be
delusional)

Mood Syndromes

A.
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SCIo 8&/l/88 - Current MS
During this time...
eedid you need less sleep (2) decreased need for - 1.1

[y

than usuall

IF YES: 0Otd you still
feel rested?

esWOre you more talkative than
usual? (People had troudle
stopping you or understanding
youl People had trouble
getting 2 word {n edgevisel)

-

es¥ere your thoughts racin
through your head? .

eedid you have troudble con-
cantrating because any 1{ttle
thing going on around you :
could get you off the track?-

«ochow did you spend your time?
{¥Work, friends, hobdies?) :

Were you 30 active that your .
friends or fax{ly vers con=
carned about you?

IF NO: Were you physically
restless? Hov bad vas 1¢?

««d1d you do anything that could
have caused trouble for you or
your fan{ly? (Buyfag things
you dian't need?) (Anything
sexual that was unusual for
youl) (Reckiess driving?)

T={nadequats {nformation

l=absent or false

sleep, €. g.., feels restad
after cnly three hours of
sleep

{3) more talkative than T 1
usual or pressure to keep )
talking

(4) flight of 1deas or sub- ? 1
Jective experience that
thoughts are racing

(5) distractidfiity, {.e., T 1
attantioca too sasily drawn
to unimportant or frrele~

vant external stimulf{

(6) tncrease 1n activity ? 1
(efther socially, at work,

or saxually) or physical

restlessness

(7) excasstve {nvolvement T 1
in activities that have a

high pctential for pafaful
consaquencss vhich 1s not

recognized, e.g.. buying

sprees, sexual 1ndfiscre-

tions, foolish business fn-

‘vestments, reckless driving

2=subthreshald

Mood Syndromes

J«threshold or true



" scI0 s/ves

IF NOT KNOWN: At that time,
did you have ssriocus prod—
Jems at hcoe or at vork
{(school) because you were
(SYMPTOMS) or did you have

to be adnittsd to the hospital?

ETIOLGGIC ROLE OF AN ORGANIC
FACTOR IN FULL MANIC SYNOROVE

Just before this began, were

" you taking any drugs or
medicines? (Any change {n the
anoynt you vere tak{ngl)

{(Any change?)

IF YES TO ANY OF THESE
QUESTIONS, DETERMINE IF
THE MANIC EPISOCE WAS
PRECIPITATED AND SUS-
TAINED BY AN CRGANIC
FACTOR.

Orinking a lot?

T={nadequats {nformatian

-

laahaant or falca

87

. Curreat MS

AT LEAST THREE "B* SXS ARE
COCED "3* (FOUR IF OO0 ONLY -
IRRITAELE)

C. The episode of mood
disturbance vas sufficiently
severe tC causs marked im~
patmment fa occupaticnal funce
tioning or fn usual social
activities.or relationships
with others, or hospitalfze
tion was necessary to preveat
ham to self or cthers,

DESCRIBE:

D, Exceapt for samatic anti-
depressant treatment (e.g.,
drugs, ECT), an organic etio~
logy has been ruled out; {.e.,

efther there was no ner organic

factor (or change in & pre-
ex{sting organic factor) that
precipitated the disturdance,
or the disturbancs has per—
si{sted for at least one month
beyond the csssation of the
precipitating organic factor,

IF ORGANIC FACTOR. ‘_nesdimex

2w euhthradhald

Mood Syndromes A, 1)

| 11 {
IGO0 TOt ICUR- |
IPAST | [RENT |
IMAHICT [MANIC!
1SYNO. ! ISYND.!
[A. 131 1 {

1

Awthrachald ~r true
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SCID 8/U8s Current MS Mood Syndromes  A.l-

CHRONOLOGY
Age st easet of - — —
Carreat Manlc Ipisode i

Duration of Carrest
Maalc Eplsode

Hare there been other times in the past i

whena you have heen like this?

IEYES:

How old were you wher you first had ) B "Age at Om:\ t > 7 -

these symptoms for at least one of first maxic —
episode -

week (or had to go to the hospital?)

Duration of First C
Maaslc Episade

. Nuamber of - :
How many separate times were you (manic/ eplsodes of _—
OWN EQUIVALENT) for a week (or hospitalized)? manic syadrome

T={nadequate {nfomation l=absent or false 2=subthreshold 3=threshold or tru



"scip 8/L/86

PAST MANIC SYNDROKE

IF CURRENT MANIC SYNDROME,
CHECK HERE AND GO TO .’
DYSTHYMIC SYNDROME,

Al6

Have you ever had a time when
you were feeling so good or
hyper that cther pecple thought
you were not your normal self
or you were so hyper that you
got intoc trouble? (D1d anyone
31y you were sanicl) .

IF UNCLEAR: Was that more
than Just feeling good?

IF NO: ¥hat about being
so 1rr{table that you
would shout at peaople or
start fights or.arguments?

When was that? What was It like?

Duriag that time..
(USE WORST OR MOST RECENT
EPISODE)

«chow did you feel about
yoursalf?

(More el f-confi{dent than
usual?)}

(Any spectal pavers or
abf{l 1ties?)

«edid you need less sleep
than ysual?

IF YES: 0O1d you st{l1l not
feal tired or sleepy?

I={nadequats infarmatfon

l=absent or false
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Past MS

MANIC SYNDROME CRITERIA

A. One or more distinct peri=-
ods lasting at least one veek
(or any duratfon {f marked
{npati ment in occupational
functioning or {n usual social
activities or relat{ocaships
with cthers) when mood was
abnomally and persisteatly
elevated, expansive, or {rri-
table. :

DATE:

IF IRRITABLE MOO0 ONLY, CHECXX

HERE AFTER CODING *3" ABWE __

8. During the period cf mocd
- disturbances, at least three
of the following symptams
have persisted (four {f the
nood {s cnly {rritable) and
have been present to a-sig-
nificaat degree: ‘

(1) taflated sel festeem
(grandios{ty, which may be
delusional)

-

(2) decreased need for
sleep, @.g., feels restad
after only three hours of
sleep

2=subthreshold

Hood Syndromes

Al

13

3=threshold or true
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During that time...

esWere you more talkative than
usual? (Pecple had trouble
stopping you or wunderstanding
you? Pecple had trouble
getting a word in edgewisel)

ccvEre yéur thoughts racing
through your head?

eedid you have trouble con-
centrating becauss any little
thing going on around you

could get you of f the track?

<ohow did you .spend your time?
(¥ork, frieands, hobdbies?) -

¥ere you so active that your.
friends or fau{ly were con-
cermed about youl

IF NO: Were you physically ‘
-rest]ess? How bad was {t?

~

««did you do anything that could
have causad troudble for you or
your fanily? (Buying things
you didn't need?) (Anything
sexual that was unusual for
youl) (Reckless driving?)-

Past MS

90

{(3) more talkative than
usual or pressurs to keep
talking

(4) flight of {deas or sub~ 7?1
Jective experiencs that
thoughts are racing

(5) distractib{lity, f.e., ? 1
attention too easf{ly drawn

to unimpertant or {rrele-

vant external stimul{

(6) {ncreass {n activity . T 1

(efther socially, at work, -
or saxually) or physical
restlessness o

(7) excessive {nvolvement T 1
in activities that have a

high potant{al for pafnfuyl
consaquencss vhich {s not
recognized. e.g.. buying

sprees, sexual {ndiscre-

tions, foolfsh business {n=
vestments, reckless driving

Mood Syndromes

AT LEAST THREE "B*™ SXS ARE 1 3

COCED "3" (FOUR IF MOQO ONLY

IRRITABLE) —_—
1 §
IGO0 TO DYS-1
ITHMIC {

:SYNO. A.16 'l

T inadequate tnformation l=absent or false  2=3ubthreshold  3=threshold or tru
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scio 8/lu/es . . Past MS Mood Syndromes A, k-

IF NOT KNOWN: At that time, C. The episode of mood _ 1 3

did you have seri{cus prob- disturbance was sufficiently

lens at home or at work severe to cause marksd {m~ N S

(school) because you were paitmment {n occupational func- { 11 i

(SYMPTOMS) or did you have . tioning or in usual social IHYPO=-{ [MANIC!

to be adnittsd to the hospital? activities or relati{caships IMANIC] | 1
with others, or hospitaliza- 11 !

tioa was necessary to prevent
- " ham to self or others.

ETIOLGGIC RALE OF AN QRGANIC
FACTOR IN RULL MANIC SYNOROME

;Tust before this began, vere - 0. Except for somatic anti- ? 1 3
you taking any drugs or - depressant treatment (e.g..,
medicines? Orinking a2 lot? drugs, ECT), an organic etio- Y S
. . logy has been ruled out; {.e., | {1 {
IF YES-TO EITHER OF ef ther there was no new RO IN |
THESE QUESTIONS, organic factor (or change {n [ ORG { IORG |
DETERMINE IF. MANIC a pre-ex{sting organic factor) | MOOOI JETIOLI
EPISOCE WAS PRECIPITATED that precipitated the distur- SN | l
OR SUSTAINED BY AN bance, or the disturbancs has i "] |CON= |
CRGANIC FACTOR. . persisted for at least cne 1GO TO! |TINUE!
month beyond the csssation of j0YS- ¢ 1____ |
the precipftating organfc factor. [THY- |
. e |
IF ORGANIC FACTOR, DESCRIBE: - Iswo.!
1A, 16!
| R
PAST MANIC SYNDROME
Criteria A, B. C. & D -1 3
_ ARE CODED 3%
} . ' - —
{1 {
oo YT pAST wsi
. y [ °
CHRONOLOGY :SYND-v A16 :l
Hor old were you vhen you A t —_—
first had these problems s ';[;. -!:n:.;:: first
or had to go to the hospital plaode
because you were (ONN EQUIV- Duration of first
M ENT/MANIC)? Manic episode
Hor many separats times were Nunber of episodes of —_— —
you (HIGH/OWN EQUIVALENT) Manic Syndrome (CODE §7
and had several of these IF TOO INDISTINCT OR
probleas for a week or more NUMERCUS TO COUNT)

(or were hospitalized)?

M{radequate {nformation I=absent or false 2=subthreshold 3=threshold or tru
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scID 8/1/85 Dysthymic Mood Syndromes A, ¢

DYSTHYMIC SYNDROME CRITERIA
CURRENT OR PAST
DYSTHYMIC SYNDROME

IF NQ CURRENT OR PAST A. A two vegr period where there
MAJOR DEPRESSIVE SYNDROME: has bees depressed mood mostof ? 1 2 3
Duriag the pait counle of

the dav, more davy thag mot
yoars, have you beea bothered (either by subjective accoust, R -
by depressed mood mast of the dxy, e.g., feels “dowx” o "low,® or i {
mare days thas mot? 1s observed by others to look sad | {
IF NO: Have you ever had & or depressed) asd at least two INEXT 1
period of two years or more of the following* ) [MOOULE]
like this? | {

DEPRESSIVE SYNDROME: Other

thas the (MAJOR DEPRESSIVE * -

SYNDROMEK) we've already talked - -

aboat, during the o

. years, have you been bothered by

depressed mood most of the day,”

more days tham mo?

IF NO: Have you ever had 2

period of two years or more -
like this (other thas MDS aiready ’
talked about)?

Ouring these perfods of (OWN
EQUIVALENT FOR MILD [EPRES-
SION, do you oftefiees

veclose your appetite? (1) poor appetits or Y 1 2 3
(¥What about overeatingl) oversiting

<echave trouble sleeping or (2 {nsamnfa or hypersamnfia T 1 2 3
slesp too auch?

ecohave 1{ttle energy to do (3) low energy or fatigue T 1 2 3
things or feel tired alot? -

<«sfeal dorn on yourself? (4) lov self-esteem T 1 2 3
(fesl vorthless, or a
faflurel)

T={nadequats f{nfamation l=absent or false 2=subthreshold Jathreshald or true
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Ouring thess perfods, do you
oftsNece

ceshave trouble concentrating
or making -decisfons?

ecofeel pessim{stic about
the future? -

What is the loagest perfod
of time ln the two year
period that you felt OK
(NO DYSTHYMIC SXs)?

Yhen did all this begin?
(COMPARE WITH OATE OF
ONSET OF. FIRST MDS, A. 8.) -

I={adequate {nfomation

l=absent or false

93

Dysthymic

(5) poor concentration of
difficul ty making decisfons

(6) pessiaisa

AT LEAST T™WO DEPRESSIVE
SXS MRE COCED *3*

B. For the two years

never without thesd synptazs
for moce than three moaths at
a time,

COCE *1¢ IF NORMAL MO0 FOR
MORE THAN TNO MONTHS AT A
TIE

C. During the f{rst two years
of the disturbancs, no clear
evidence of a major depressive
episade., NOTE: There may have
been a prior major depressive

episode provided that there was -

a full remission (no sigaifi-
cant signs or sysptoms for six

months) prior to the develop= "

sent cf the Dysthymia., In addi-
tion, after two years of Dysthy-
m{a, sajor depressive ep{sodes
asy be superimposed, {n which
case both dfagnoses are givea,

CODE *3® IF NO KOS IN FIRST
THO YEARS

2=sybthreshold

Mocd Syndromes AL 17

3= threshold or true
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Disorder)?

™{nadequate {nformation l=absent or false 2=subthreshaold

L SUY wyes Uy stayaic ~CAQ Jyncromes AL it
1F NOT ALREADY QLEAR: 0. No psychotic symptoms, and T 1 3
RETURN TO THIS ITEM AFTER not the res{dual phase of :

COMALETING THE PSYCHOTIC Schizophrenia.
DISORDERS SECTION.
EXPLORE POSSIBLE ETIALGGIC
ROLE OF SUBSTANCE USE .
Have you been taking any drugs E. Not sustained by a spe= S § 3
or medicines during this time? cific organfc factor or
substance, e.g., prolonged [ S
adnin{stration of an anti- i {1 !
hypertensive medication. RO I |
. : 1O0RG | IORG |
IF ORGMANIC FACTOR, DESCRIBE: { MO00F lETIQLY
t SN U H
| S R (s |
ITINVE!
1
) 1 3
CURRENT OR PAST DYSTHYMIC
SYNDROME Criteria A, B.C. D, —_—t
AND X ARE CODED =3 A 11 l
[GO TO | 10YS- |
INEXT | [THY- §
[MODWE! IMIC |
l [ ISTN- |
{0ROME |
1
CHRONOLOGY
IF UNCLEAR: Daring the.” -~ Has met criterla for. L 3
past two years, have you Dysthymic Disorder 1
had (DYSTHYMIC EPISODES)? during past twq years
~ (currest) . :
] .
When did you last have - Age whes last had
(Dysthymic Disorder)? Dysthymic Disorder i —
How old were you when Age of easet of
you {irst had (Dysthymic Dysthymic Disorder

Jethreshold or tru
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Adjustment Disorders I. 19

ADJUSTHENT DISOROER (CURRENT OR PAST)

(Do you think that [STRESSOR]

had anything to do with your
getting [SYMPTOMS]?)

(What effect has [SYMPTOMS] -
had on you and your ab{lity
to do things?) ’

(Havo you had this kind.of. .
reaction sany times defore?)

(Were you having these
{SYMPTOMS] even before
[STRESSOR] happened?)

(Hor long has 1t been now
since [STRESSOR AND COM=
PLICATIONS ARISING FROM
THE STRESSOR]?)

= {nadequates {nformation

leabsent or false

ACJUSTHENT DISORDER
CRITERIA

A. A reaction to an f{deati-

flable psychosocial stressor, .

that occurs withian three
months of the onset of the
stressor,

OESCRIBE:

8. The malacdaptive mture of
the reaction is ind{cated

" by efther of the followiag:

(1) tmpafrment in occupa-
tional functioning or {n
usual socfal activities
or relatfoaships with
athers .

(2) symptoms that are {n
excess of & normal and
expectable reaction to
the stressor

C. The.disturbancs 1s not
merely one {nstancs of a
pattern of overrsacticn to
stress or an exacsrbation
of om of the mental dis~
orders previously described.

DO. The saladaptive reaction
has persisted for at least
one wveeak, DUt not for more
than six months aftar the
stressor (and {ts environ-
meatal consequences) has
ceased.

2=subthreshold

I
lcoTo !
lce.pis.!

{
g

Jethreshold of true
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Adjustment Oisorders I, 2¢

E. The disturbance does act T 2 3
meet the critsria for any ’
specific mental discrder or —
Uncompl fcated Bereavezent, lcoTo
U.a !
CURRENT OR PAST
AQIUSTMENT DISCROER CRI= 1 3
TERIA A, B G, D, ANDE :
&RE_COCED 3% —
Ico 10 !! !

lCHD [{1AD- |
(BT |
- : I0IS~ !
{OROER |
R
!
|

CODE SIBTYPE BASED ON
PREDOMINANT SYMPTOKS

I={nadequate {nformation

-1 WITH DEPRESSED MO0 -
(e.g., depressed mood, tearfulness, -
hopelessness)

2 WITH ANXICUS MO00 -
(e.g.» Mervousness, worry, Jittarinsss)

3 ¥ITH MIXED EMOTIONA. FEATURES
(e.g.s var{ous combinations of anxiety,
depression. or other emctions) .

4 WITH DISTURBANCE OF CONCUCT ]
(conduct {n which there {s violation of
the rights of others or of major age~
appropriats societal porms and rules)

S MIXED DISTURBANCE OF EMOTIONS AND CONOUCT
(e.g.s» Gepression and disturbance of conduct)

6 NWITH WORK (OR ACACEMIC; INHIBITION
(inhidition 1{n work or academic functioning
in an 1ndividual vhose previous vork or
academic functiontng has been adequats)

7 WITH WITHORAWAL
(social vithdraral without significant
depression or anxious mood)

8 WITH PHYSICA. COMPLAINTS
(physf{cal symptoms such as headache, backache,
other aches and pains, or fatigue

9 NOT OTHERWISE SPECIFIED

1=absent or false | 3ethreshold or true
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PSYGHOTIC SCREENING

0 M
YMPTO

97

Psychot{c Screent ng

WHETHER N N-
EEN PRESENT AT ANY TIME !

(IN SOM Q.INICH. ANO RESEMRCH SETTINGS SI.BJECTS WITH A HISTGIY
OF NON~-CRGANIC PSYCHOTIC SYMPTOMS WILL BE EXCLUOED.)

FOR ANY PSYCHOTIC SYMPTU!G CO0ED "3,

" DETERMINE WHETHER THE

SYMPTOM IS *NOT ORGANIC™ OR WHETHER THERE IS A PUSSIBLE CR
DEFINITE ORGANIC CAUSE. THE FOLLOWING QUESTIONS MAY BE USEFUL
IF THE OVERVIEW HAS NQT ALREADY PROYIDED THE INFORMATION:
¥hen you were (PSYCHOTIC SXS), were you taking any drugs or
medfcines? Orinking a lot? Physically 117

IF HAS NOT ACKNOWLEDGED PSYCHO-
TIC SXS: Now I am gofng to
ask you about unusual experi-
ences that pecple scaetimes
have.

IF HAS ACKNOWLEDGED PSYCHOTIC
SXS: You have told me about
(PSYCHOTIC EXPERIENCES). Now
I‘am going to ask you. more
about those kinds of things.

D{d 1t ever seam that pecple-
were talking about you or taking
special notice of you?

What about recefving special

nessages from pesople or from

the way things were arranged

around you, or from the new s~
paper, radio or T¥?

=1{nadequate {nformation

l=abpsent or falsse

DELUSICMS .
A false personal belief basad
on {acorrect {nference about
extermal reality and fimly
sustained {n spits of what al-
most everycne else belfeves
and {n spites of what consti-
tutes {ncontrovertidle and
obvious proof or evidencs to
the contrary. Code overvalued
{deas (an unreasonable and
sustained belfef that {s main-
taimd vith less than delu~
sfonal {ntens{ty) as "Z."

Delusions of refereacs., {.s.,
personal significancs {s
falsaly attributsd to chjects
or events {n enviromment
DATES:

DESCRIBE: -

2=subthreshald

8/C. 1

3=threshold or true



| SCID-NP 8/1s86

What about anyone gotng out of

the way to give you a hard time,

or trying to hurt you?

IF YES: Do you know why
this happened to you?

Did you ever feel that you vere

especially faportant {n some way,

or that you had porers to do

things that other people couldn't

do?

D1d you ever foel that parts of

your body had changed or stopped

wveorking (when your doctor said
there was nothing vrong with
youl)? (What did your doctor
say?)

I={radequats {nfomaticn

l=absent or faise

98

Psychaotic Screening gsc. .

Persacutory delusfcns, f.e.,
the tndividual (or hts or her
group) s being attacked,
harassed, cheatsd, persscuted,
o conspired against.

DATES:

DESCRIBE:

Grandfose delusfons, {.e..
contsnt {nvolves sxaggerated
power, knovledge or {mportancs
DATES:

DESCRIBE:

Samatic delusfons, {.e.,
coatsnt {nvolves change or

di sturbance {n body functioning
DATES:

DESRRIBE:

Other delusfons, e.g.,
delusfoans of guilt, Jeﬂousy.
n{b{l{sn, poverty

DATS:

DESCRIEBE:

2=subthreshaold

1 3

POSS/DEF  NOT -{
ORG ORG |
1

—

PQSS/0EF  NQT |
0RG ORG |

J=threshold or true
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D{d you ever hear things

that other peaple couldntt:
hear, such as nof{ses, or the

va{ces of people whispering
or talking?

¥hat d1d you hear?l

Di{d you ever have vi{sfons or

see things that cther pecple
couldntt see? .

99

Psychotic Screenfng 8/C. 3

HALLUCINATIONS (PSYCHOTIC)
A sensory perception without
external sttmulation of the

relevant seasory organ, (COCE
%27 FOR HALLUCINATIONS WITHQUT

DELUSIONAL INTERPRETATION.)
Audttory hallucinations
when fully avake and heard
either inside or outs{de of
head.

DATES:

OESCRIBE:

Yisual iu‘llucf nations
DATES:
DESCRIBE:

Other hallucinations, e. ()

- gustatory, ol factory

DATES:
DESCRIBE:

A nor~organic psychotic
syrptom has been present

-4t some time

NOT
0RG 0RG

5
g
m

EXPLCRE DETAILS AND DESCRIBE DIAGMOSTIC DESCRIBE:
SIGNIFICANCE (E.G., SUBSTANCE-INOUCED

PSYCHOTIC OISORDER, SCHIZOPHRENIA,

PSTCHOTIC MOOD DISORDER, OR A TRANSIENT
SX OF A NONPSYCHOTIC DISORDER, SUCH AS i

BORDER.LINE PERSONALITY DISORDER OR
POST-TRAUMATIC STRESS OISORDER)

I={nadequate {nformation

l=absent or false

2=subthreshold

J=threshold or tTue
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-Mood Disorders
'DIAGNOSIS OF MOOD DISORDER
Go to next module If there

.4
(major depression, mania, hypo-
manla, dysthymia). This section
is for making moad disorder
diagnoses after the preseace of a
mood syndrome has been established
and psychotic features have beea
ruled In or oat.

y w! w . ? 1

One or more manic episodes,
with or without major depressive episodes

w w ? 1
No history of manic or unequlvocal
hypomanic episodes
? 1
No history of manic or unequivocal
hypomanic episodes during the two year period of
the disorder .
Crclothvmic Disorder ? 1
Dysthymic and hypomanic cplséda alternsting
during the two year period of the disocder
? 1
Residual category for hypomanic episodes that
are not part of Bipolar Disorder or
Cyclothymia
v . ? 1

Residual category for disorders with

depressive features that do not meet the .
criteria for any other specific Affective

Disorder or Adjustment. Disarder with

Depressed Mood. L. T

Examples: Major depressive episode superimposed
oa residual Schizophrenis, Intermittent dysthymic
episodes, Bon-stress-related depressive episodes
that do not meet criteria for a major

depressive episode

D.1
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$CID x 8/1/86 Alcohol
PSYCHOACTIYE SUBSTANCE DEPENDENCE
ALCOHOL DEPENDENCE CRITERIA

(LIFETDE)

What are your drinking habdbits
1tke? (How much do you drink?)

¥as there ever a period 1{n your .
T1{fe when you drank too much? (Has

_alcohol ever caused problems for youl)

IF YES: What problems did
1t cause? -

-

Has anycne ever cbjected to
your drinking?

IF YES: Why?
F NO N_THAT EVER DRANK

ALCOHO EXCESSIYELY. OR HAD. ALCCHOL=~
EMS, CHECK HERE AND
SKIP TQ €, 6 (NON=-ALOCCHOL PSOAY ___.

*“en {n your 1ife.wers you
- lnking the most?

(How long did 1t last?)

Now I am gc1ng to ask you several
questicns about that time.

IF CAN'T IDENTIFY A PARTI-
QULAR PERIOD, REPHRASE EACH
QUESTION TO BEGIN WITH
"Have you ever..."

A. At least three of the

folloring:

01d you oftsn spend a 1ot of time
saking sure that you had alcshol
avaflable or thinking about
drinkting?

O{d you often find that when you
startad drinking you ended up
drinking much more than you
thought you would?

IF NO: What about drinking for
A much longer period of time
than you thought you would?

(1) ¥hen not actually using
alcohol, a lot of time spent
looking forvard to use of or
arranging to get alcshol

(2) Alcohol oftan taken {n
larger amounts or over a
longer period than the 1nd1-
vidual {ntended

PSDA

E.

1



<CI0 &/u/es

Did you find that you needed to
drink a 1ct more in order to get
high than you did when you first
started drinking?

IF NO: ¥hat about finding
that when you drank the same
amount, 1t had much less
effect than before?

Did you ever have the shakes when
you cut down or stopped drinking
(that 1s, your hands shook so auch
that cother pecple would have been
able to notice.{t)?

IF HAD WITHORAWAL SXSt Aftar not
drinking for a few hours or nore,
did you often drink toc keep your-
sel? fram gettiang the shakes or
becoming sick?

IF NO: What about drink{ng when

you were hav{ng the shakes cr

feeling sick so that you would
~feel better? ’

Did you try to cut down or stop
drinking alcchol?

IF YES: D1id you ever
-actually stop drinking alto-
Qether? .

(How many times did you try
to cut down or stop alto~
gether?)

IF NO: D1d you want to stop
or cut down?

IF YES: Is this something
you kept worrying about or
was 1t just a passing
concern?

1={nadequate fnformatfon

l=abseat or false

102

Alcohol

(3) Tolerance: need for 1o~
creased amounts of alcohol

1{n order to achieve fntoxica=-
tion or desired effect, o
dim{nished effect vith con=
tinued use of the same amount

(4]} Charactesristic vith-
draval symptoms, such as
~coarss tremor ("shakes®),
ssizures, OTs. (Do not
include simple "hangover.®)

(S) Alcochol oftan taken to.
rel{eve or avoid v {thdraval

symptoms

(6) Persistent desire or

-repeatesd efforts to cut down
or coatrol alcohol .use

2=subthreshold

PSOA E. 2
T 1 2 3
7 1 2 3
1 1 2 3
17 1 2 3

3=threshold or true
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N{d you have a time when you vere
tan {mtox{catsd or high or very
hungover, when you were dofing
something important, like being at
school or work, or taking care of

childrean?

IF NO: What about missing .
something {mportant, like
stay {ing awvay from. school or
work or missing an appointment
because you vere {ntoxicatad,

high or very hungover?

(D1d you ever drink while dofng
something where {t was dangerous

to drink at m'n

Did you drink so oftan that

you startsd to drink fastsad

of working or spending time at
hobbies o with your faaily or
‘friends?

= NOT ALREADY KNOWN: Dd your
winking cause prodlems with
cther people, such as with famfly
members or people at work?

IF NOT ALREADY KNOWN: D1d your
drinking cause psychologfcal
prodle=s, 1{ke making you
depressed? )

IF NOT ALREADY KNOWN: D1d your
drinking ever cause physfcal
problems cr make a physical
problen worse?

IF YES TO ANY OF -ABOVE: Did
you keep on drinking anyway?

103

Alcohol

(7) Frequent {ntox{caticn or
{mpafrment by alcohol use
vhen expectsd to fulf{ll
social or occupaticnal obl f-
gations, oc when alcohol use
1s hazardous (e.g., doesn't
g0 to work because hungover
or highs, goes to work high,
drives when drunk)

(8) Important socfal, occu-

- pational, or recreaticnal

activity given up or reduced
because 1t was {ncompatible
vith the use of alcohol

(9) Continued alcohol use

despits a persistent socfal,
occuypational, psychological,
or physfcal problem that 1s

Caused or exacsrbatsd by the.

use of alcohal

PSDA
1 2
1 2
1 2

E.

3
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IF UNCLEAR: For how long 2
time were you having (SXS
OF ALCCHOL DEPENDENCE

104

Alcohol

B. Scme symptoms of the
disturbance have per—
sisted for at least one
aonth, or have occurred
repeatadly over a longer
period of time,

PSOA E. 4
? 1 3
|
{ . {
(GO TO NON=ALC.!
{ PSD, E. 6 |
{ {
1 3
1 [
' !
GO TO ALCOHOL

DEPENDEMN

NON-ALC. J
PSD, E6
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sap arves ' Alcohal PSOA E. S
CHRONOLOGY
IF UNCLEAR: During the past Has met criteria for Alcohol 1 3
moath, have you kad (LIST OF Dependence i
ALCOHOL DEPENDENCE SXS CODED past month (Curreat) l
l ‘ ) -
When did you last have prodl ems * Age when last met criteria _
with alcohol? - ’ for Alcohol Dependence
Hor old were you when you first . Age at onset of Alcohol
had (LIST OF ALCOHOL DEPENDENCE Dependencs : —_ -

SXS COCED w3%)?

I={nadequate information l=absent or false J«threshold or tTuc
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NON=-ALCCHOLIC PSYCHOACTIYE
SUBSTANCE DEPENCENCE
(LIFETIME)

Now I am going to ask you about
your uss of drugs or medicines.

SHOW ORG LIST TO SLBIECT.

Have you ever taken any of
these to get highs to slesep
bettsr or to change your
mood? .

IF A DRUG THAT IS SCMETIMES

PRESCRIBED: Was that pre-

scribed or did you take it
. on your cwn?

IF PRESCRIBED: 01d you take
more than was prescribed?
D{d you ever get hocked
(become dependent) on a drug
that was prescribed for you?

IF EYER HAS TAKEN ANY OF
THESE ORUGS OF OWN (R MORE
_THAN WAS PRESCRIBED. OR BE-
CAME CEPENDENT: Have you
taken these more than five
. times (on yocur cwn)? Have
you used mar{juana more
than twventy- times? (Have
you ever ussd any of these
drugs nearly every day for
more than a week?) -

CHECX DRLG QLASS AT (R ABOVE
SCREENING THRESHOLD AND NOTE
SPECIFIC ORUG USED

—— Sedattvex-hypnotics~anxi olytics
(e.g., quazlude, seconal, valfus,

1fdbrium, “"downers™)

106

Nan=Alcohol

SCREENING FOR DRUG USE:
Etther (1), (2}, or (3)s

(1) has used cannabis more
than twenty times, or nearly
every day for more than 2
veesk

(2) has taken other non-
alcohol ¢ drugl(s) on his or
her own (or more than wvas .
prescribed}, to sleep or to
alter moaod or thinking, more
than five times or mearly
every day for mors than a
veoek .

(3) reports becoming
dependent on a prescribed
drug .

‘PSOA

SPECIFIC DRUG USED ("MULTIPLE™ IF
A YMIETY OF DRUGS WITHIN A CLASS)

—— Cannabis (e.g., marffuana, THC,
®grass,® "weed," *reefer," "pot,*

hash{sh)

——— Stimulants (e.g., amphetam{ne.

"speed, ™ “uppers”)

™{radequate {nformation leabstant ~ ¢al<a

E.

6
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SCID 8/1/86 ) . NorAlcohol

PSDA g, 7

DRUG CQLASS . SPECIFIC DRUG USED ("MUALTIFLE™ IF
A VARIETY OF DRUGS WITHIN A Q.Ass)

Opfofids (e.g.. herofn, morphine,

methadone, darvon, opfum, codefns,

denerol, percodan)

Cocaine .("cokc." "crack®)

Hallucinogens-PCP (e.g., LSO, ®acid,®
nescal ine, peycte, pailocybin. STP,

"angel dust.® "peacs pf11%)
Other (e.g., stearoids, "glue,”

nonprescription diet and sleeping
pills) .

INQUIRE 8QUT FOLY CRUG USE:

¥Yas there a period of at least six
ronths when you were using a 1ot

of different drugs, with or w{thout
alcohol (other than tobacco), and not
mainly one drug? .

+¢ YES, USE POLY COLUMN BELOW FOR

POLY DRIG USE.

ASK ABQUT EACH ITEM ACROSS THE CRUG ’ SED.~
CATEGORIES CGHECXED ABOYE. CODE "1," HYPN,-
"2,%" OR "3." QUESTIONS SHQULD BE ARX,

FOCQUSED ON THE TIME PERIOO WHEN THE
SUBJECT WAS TAKING THE LARGEST AMOUNTS
OF THE DRUG.

A. At Teast three of the following:

01d you cften spend a 1ot of time
saking sure that you had (ORUG)
avaflable or thinkihg about using
(ORUG)?

(1) When not actually using
drug, a 1ot of time spent
looking forward to use of or
arranging to get drug

I=inadequate {nformation l=absent or false

CANN  STIMU OF1
IS LANTS. 0IDS

2=subthreshold

COCA HALL-
INE PCP POLY O

3=threshold or true
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SCID 8/1/86 . Non-Alcohal PSOA E. 8

SED.- ~
HYPN.- CANN STIMU  OPT. COCA HALL-
ANX, IS LANTS 0IDS INE peP POLY OTH

){d you often find that when you
started us{ng (DRUG) you ended up
taking much mcre of {t than you
thought you would? -

IF NO: What about using {t
over a much longer periocd-of
time than you thought you
vould?

(2) Drug oftan taken {n —_ —_— —_— —_— -— — - —
larger amounts o over a

Tonger perfod than the . - .

{adividual {ntanded )

Hd you find that you needed to
iss a 1ot more (DRUG) f{n order
c0 get high than you di{d when
oy first startsd taking 1t2

IF XQ: ¥hat about find{ng that
when you used the same mmount,
1t had much less effect than
before?

(3) Tolerance: need for {n- — —_ - -— _— — —_— —
creased amounts of drug ia

order to achifeve {ntoxication

or desired effect, o dimi= ~ .

nished effect with continued

use of the same amount -

fave you ever had withdraral
iynptoms, that 1s, felt sick
thea you cut down or stopped
1sing (DRUG)?

IF YES: What symptoams did
you have? IF UNQLEAR
WHETHER SYMPTOMS REPRESENT-
WITHORMAWAL, CONSULT DSM-IIT-R
CRITERIA FOR WITHORAMAL
STNDROKES

(4) Characteristi{c with-
drawal symptaoms

*={nadequate {nformation l=abseat or false 2=subthreshold 3=threshold or true
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SCID 8/V/es ~ Nor~Alcohol PSOA E. g

SED.-
HYPN.- CANN STIMJ OPI COCA HALL-
ANX, ABIS LANTS OIDS INE FeCP POLY om

IF HAD WITHORAWAL SXS: After not
using (DRUG) for a few hours or
nore, did you oftan use {t or some
other drug to keep yourself from
getting sick (WITHORAWAL SXS)?
What about using (DRUG) when you
were feelfing sick (WITHORAWAL SXS)
30 that you would fesl bettsr?

(5) Orug oftan taken to — -— . -— — -_— -— —_—
relfeve or avoid w{thdrawval

syoptons

Did you try to cut d.o-n‘ or s.top
using (CRUG? .

IF YES: Did you ever actually
stop taking ‘ORUG) altogether?

(How many times did you try to
~ut down or stop altogether?

IF NO: D1d you want to stop
or cut down?

IF YES: Is th{s something
you kept worrying about or
was {1t Just a passing -
concern?

(6) Pers{stent desirs or . — - . - — — - —_— —_
repeatsd efforts to cut
down or control drug use

1=inadequats {nformation l=absent or false 2=subthreshold 3=threshold or true
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CHRONOLOGY

IF UNCLEAR: During the past.
month, have you had (LIST OF
NON-ALCOHOL SUBSTANCE
DEPENDENCE SXS CODED"3%)7?

110

Noar-Al cohol " psoa EL2

Has met criteria for Non-Alcohol
Substance Dependence during past T 1 3
month (Current)

|
1
!

{
¥hen did you last have prodlems’
vith (DRIG)?

" How old vere you when you f{rst
had (LIST OF NON=-ALCCHCOL B~
STANCE CEPENDENCE CODED *3%)1?

Age when last met criteria
for Noa-Alcohol Substance Dependence

Age at cnsaet of Non—alcohol —_— —
Substance Dependencs

CHECX HERE IF EYER BECAME DEPENOENT €N A PRESCRIBED DRUG ___

SPECIFY DRUG:
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) Panic

111

ANXIETY DISORDERS (Carreat or Past)

" PANIC DISORDER

Have you gyer had a panic
attack, when you suddenly
felt frightsned, anxious or
extremely uncoafortable?

IE YES: Tell me about
1t. Whea dces that
happen? (Have you ever
had one wvhen you didn't
expect to at all?)

Have you gver h;d four
attacks 1{ke that {n a faur-
wveek period?

JE NO: Did you worry a:ict
dbout having ancther one?
(How long did you worry?)

¥hen wvas the Tast bad one
(EXPECTED OR UNEXPECTED)?

Now I am going to ask you
about that attack. ¥hat was
the first thing you noti{ced?
Then what?

During that attack...

«e¥Ore you short of breath?
(Have troudle catching your
breath?)

«.d{d you feel as {f you vers
choki{ng?

«-did your heart race, pound
or skip?

={nadequate {nformation

leabsent or false

PANIC DISCRDER CRITERIA

A. At sane time during the
disturbance, one or more panic
attacks (discrets periods of
{ateass discomfort or fear)
that vere (1) unexpected, f.e..,
did not occur {mmediately
before or uypon exposure to 2
s{tuation that almost alvays
caused anxfety, and (2) not
triggered by s{tuaticns {n
which the individual was the
focus of cothers! attenat{ca.

’

8. Ef{ther four attacks, as
defined 1n critsrica A,°
occurred within & four-week
period, or cne or more

- attacks were folloved by a

period of at least a moath of

© _persistant fear of having

another attack.

- C. At least foyr of the fol-

lowing symptoms developed

during gT Jeast one of the
attacks:

(1) shortness of Hreath
(dyspnes) or smothering
sansations :

(2) choking

(3) palpitations or
accel erated heart rata
(tachycardia)

2=subthreshold

Anxiety Disorders F. 1

1 2 3
—
| 1
{"GO TO |
[ AwOFD, |
1 F.6 |
! !
? 1 2 3
—
| !
| GO TO I
| AWOPD, |
lF.él
1 1
1 2 3
T 1 2 3
T 1 2 3

J=threshold or true
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During that attack...

+.d{d you have chest pain or
pressure?

«odid you sweat?

..d1d you feel dizzy, unsteady,
or 1fke you might faint?.

<edid you have nausea cr upset
stomach or the feelf{ng that
you wers going to have diarrheal

<.dfd things around you seem
unreal or did you fee]l detached -
from things around you or de—
tached from part of your body?

«+did you have tingling or -
- aumbness fn parts of your bady?

«+dld you have flushes Chot
flashes) or chills?

eedid you tremble o shake?

..vere you afraid that you
might die?

«owere you afraid yau were going
crazy or might lose control?

112

(4) chest pain or
discomfort

(5) suo.at(ng

(6) dixziness, unstsady
fesl{ngs, or faintness

{7) nauses or abdom{inal
distress

(8) -depersonal fzation or
derealization

(9) numbness or tingling
sensations (paresthesias)

(10) flushes (hat
flashes) or chills

- (11) trembling or shaking

(12) fear of dying

(13)~fear of going crazy
cr of doing something

uncontrolled
AT _LEAST FQUR *"C™ SXS ARE
COCED *3%

ATTACKS INVOLYING
FOUR OR MORE SYMFTOMS ARE
PANIC ATTACKS; ATTACKS
INVALVING FENER THAN FOUR
SYMPTOMS ARE LIMITED SYMP-
TOM ATTACKS (SEE AGORA-
PHOBIA WITHQUT HISTORY OF
PANIC DISORDER., f. 6).

= {nadequate {nformation l=absent or false 2=subthreshold

Pantc Anxfety Disorders F. 1

T 1 2 3
7 1 2 3
? 1 2 3
T 1 2 3
7 1 2 3
? 1 2 3
? 1 2 3
T 1 2 3
T 1 2 3
T 1 2 3
1 3
-l
] '
{ 60 T0 ¢
{ moPD,!
1 F.6 1
{ 1

3= threshald or true
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¥hen you have bad attacks, how
Tong does {t take from when {t
begins to when you have most of
the symptoas? (Is 1t often Tess
than ten minutes?)

Just before you began having
panic attacks, were you taking
any drugs, stimulants or medi-
cinas?

IF YES: D1{d you keep
having the attacks after

you stopped?

¥ere you physically 1117
(Xhat did the doctor say?)

IF YES: D{id you ever have
these attacks vhea you
wveren't (taking any drugs or
redicines, physically 1117)

T={radequats {nformation

1=absent or false

113

Panic

D. During at least some of

the attacks, at least four

of the "C" symptoms developed
suddenly and {ncreased {n in-
tensity as of
the begimming of the first "C*
symptom noticed {n the attack.

E. An organic stiology (e.g.,
Azphetamine or Caffeins In-
tox{cation, hyperthyrofdism)
has been ruled out., {.e.
ef{ther there was no new oOr—
ganic factor (or change fn a
pre-existing organic factor)
that precipitated the d{stur-
bance, or the dfsturbance has
persisted for at least one
month beyond the cessation of
the precipitating organic
factor. N

NOTE: Mitral vilve prolapse
may be an associ{ated condi-
tion ‘but does nct rule out

a dfagnosis of Pan{c Disorder.

NOTE: COOE *"3% IF SIBSTANCE

"USE OR PHYSICAL ILLNESS WAS
NOT ETIOLCGIC TO PANIC ATTACKS.

2=subthreshold

Anxiety Disorders F. 3

GO TO AvOPD|
{ F. 6 |

T
GO TO [IPANICI
A{OPD, 11015~ |
F. 6 1lORCER!

T !

— e e o

3=threshold or t-ue



SCID 8/1/86

PANIC DISORDER SWBTYPES-

IF NOT 0BYIOUS FROM OVERYIEW:
Were there situstions or places
that you avolded because you
were afrald you might have an
attack?

(Tell me all the things
you avolded, or could do oaly
by forcing yourself).

¥hat about...
«eobeing at hame alone?

...shoppﬂ:xg alone {n a big -
store?

-eswalking far fraz home
alone?

' ...cross'tng busy or wide
streets alone?

.s.haing alone {n a crovded
place—11{ke a movie

theatre, a church, or a
restaurant?

<« using public transporta’
tion—T1ke a bus, train, or
subway—or driving a car?

" IF NOT OBVIOUS: What
effect did avoiding (AGORAPHOBIC
SITUATIONS) have on your life?

I~{nadequate {nformation

- tack.

l=absent or false

114

Paatc

WITH AGCRAPHCBIA

Fear of being 1in places or
s{tuations from which escape
might be difficult (or
exzbarrassi{ng), or {n which
help mfght act be avaflable,
{n the event cof a panic at-
As a result of this

‘ fear, there are efther travel
restrictions or need for a
companion when away from
home; or there {s endurance
of agoraphobic sftuatfions
despits {ntsnse anxiety.
Comxnon agoraphobic s{tuatiocas
{nclude being outside of the -
hane alone, being 1n a crowd
or standing {n a 1{ne, being
on a bridge, traveling 1n a
bus, trafn, or car.

2=subthreshold

Anxiety Disorders £ 4

1 3
—_ I
{ i |

IPANIC [IPANIC |

j0Is. 1lo1s. !
IWITH=- [I¥IT™H |
IUT  [1AGORA-

{ AGORA-[ [PHCGBIA T
IPHCBIAL L [

| P

3« threshold or true
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CHRONCL OGY

IF UNQLEAR: During the past
month, how many panic attacks
have you had?

Panftc

Has met criteriz for Panic

Disorder (with or without
Agoraphobla) during past moath, l.e.,
at least 4 panlc attacks or persisteat
fear of having 2 panic attack

Anxiety Disorders F. s

. o . o o fd

f
When did you last have (ANY SX

OF PANIC DISORDER)?

How old were you when you first
startad having a 1ot of panic
attacks (or worried all the
tine that you might have cne)?

™1{madequate {nformation

l=abseat or false

Age when last had
Panic Disorder

Age at onset of Panic Disorder

- (at Teast four attacks over a

four veek period or ons or
more attacks follorved by per~

. -sistant fear of having ancther

attack)

J=threshaold or true
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>' SCI0- 8/ /&S ) AWOPD ) Anx{ety Disorders F. 6
AGORAPHOBIA WITHOUT HISTORY " AGORAPHOBIA WITHOUT HISTORY OF
OF PANIC DISORDER (ANOPO) © PANIC DISORDER (AXOPD) CRITERIA
SKIP_IF _EYER 1ET CRITERIA
EOR_PANIC DISCROER OR IF

PSYCHOTIC (DELUSIONS.
HALLUCINATIONS, OISORGANIZED
SPEECH) DURING PAST MONTH,
‘OR IF IN RESIDUAL PHASE OF-

. SCHIZOPHRENIA.
Yere you _ever tfn.id of gafing A, Fear of being {n placss 1 2 3
out of the house alone, being or si{tuations from which
in crowds or csrtain public escape might be difficult (or N
places 1{ke tunnels, : enbarrassing), or {n which | 1
bridges., buses or - trainsl help might not be avaflable, 1GOTO |
. in the event of sudden {ncapa- {SOCIAL |
. ¥hat were you .afraid could . citatfon., Common agoraphobic [PHOBIA, {
happen? sf{tuations {nclude being out- IF. 8 1
s{de of the hone alone, befng { |
- . i{n a crowd or standiag {n a
1ine, being on a bridge, trav-
eling {n a bus, train, o car.
IF FEAR OF INCAPACITATIN IS
RELATED TO A SFECIFIC SYMPTOM,
CHECK BELOW:
— becoming dizzy or falling
S __ depersonalizatfon cr
dereal {Zaticon
— loss of bladder or bowel
coatrol
—— fear of cardiac distress
——other (Specifys_______ )
Tell me all the thingsyou B, As a result of ‘this fear, ~ ? 1 2 3
avoided (or could only do there are efther travel re-
by forcing yoursalf). strictions or need for a —_—l
companion when away from home; 1 {
(How often did you go out- or there {s endurance of IGO0 TO |
s{de of your house alone?) agoraphobic sttuations despite 1SOCIAL |
intense anxiety. IPHCGBIA, |
(01d you oftan need a oo IF. 8 1
panfoa?) ’ T 1

(Xhat effect d1d avotding
these sftuations or places
have an your 1{fel)

T={nadequate information l=absent or false Z=subthreshold Jathreshold of true
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CHRONQLGGY

IF UNCLEAR: During the past
month, have you avoided
(PHGBIC SITUATIONS)?

117

AWOPD
CURRENT OR PAST
AGORAPHCBIA WITHOQUT HISTORY

OF ‘PANIC DISORDER CRITERIA

A _AND B ARE COOED %3*

Has met criterfa for Agorapho—
bia without History of Panfc

Disorder during past month
(Current) -

Anxiety Disorders F.

-4

1 3
—_l 1
{ 1" i
IGO0 TO [1AGORA- |
{SOCIAL[IPHOBIA |-
IPHGBIA [ W ITHQUT ]
IF. 8 [IHISTORY|
11OF 1
{PANIC !
{01~ {
IORDER |
{ {

- e P

!
¥hen did you last avoid (PHOBIC

SITUATIONS)?

How old were you when you f{rst
had this problem?

I={nadequate {naformation

Age when l23t had Agoraphobla
without History of Panic Disorder

Age at onset of Agcraphobfa
without History of Panic
Disorder

l=absent or false

3J=threshold or tru
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. SCID 8/1/85 Soctal Phobia ' Anxiety Disorders F. 8

SOCIAL PHOBIA SOCIAL PHOBIA CRITERIA

SKIP 1F PSYCHOTIC (DELUSIONS.
HALLUCINATIONS, OISORGANIZED
SPEECH) DURING PAST MONTH, OR
IF IN RESIDUAL PHASE OF
SCHIZOPHRENIA.

Is there anything that you. A. A persistent fear of one or 1 2 3

wers ever afraid to do or more situations (the phodic

felt uncomfortadle doing {n situations) 1a which the {ndi- NI, .

front of other pecple, like vidual {s exposed to possible | !

speaking, eating or writing? scrutiny by others and fears IGO0 |

. that he or she may do samething {SIMFLE |

Anything elss? or act in a way that w{ll be IPHCBIA, |
. hun{lfating or embarrassing. - IFe 11 1

What are (were) you afrald - Examples Include: unable to 1

will (would) happen continue talking wvh{le speaking

when 1“ Pub] ‘CJ d‘oking on fmd when

eating {n froat of cthers.

unablo to urinate 1n a pudlic

lavatory, hand tremblipng when

writing {n front of cthers.

saying foolish things or nct

being-able to answer questions

in social s{tuations.

FPHABIC SITUATIONS(S) Check:

— public speaking

— 82ting 1o front of cthers
—— vriting 1n froat of others
- Qeneral {zed (mcst social

) situatfons)

—— Cther (Specify: _____ )

IF NOT ALREADY CQLEAR: B. If an Axis III or another T 1 2 3
RETURN TO THIS ITEM AFTER Axis 1 disorder 1s presant, )
COMALETING INTERYIEW. the fear f{n "A" {3 unrelatad P J—
to 1t, e.g., the fear s not l |
of having a panic attack (Panic GO TO |
Oisorder), stuttering (Stut- ISIMPLE |
tering), trembling (Parkinsaa's IPHGBIA, |
diseass), exhibiting abnormal iF. 11 |
.. eating behavior (Ancrexia { |
Nervosa or Bul fmfa Nervosa).

T={radequate {nformation l=absent or false 2=subthreshold Jethreshold or true
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Do (did) you always feel anxious
when you (CONFRONT PHOBIC
STIMULUS)?

Do (dfd) youa go
out of your way to avold
k4

IF NO: How hard ls (was) l;
for you to 7

TF NOT CBYIQUS: How fmportant
is (was) 1t to yoa to be able to

(How bathered are (were) ).vou
that you are (were) afraid

of ___ 7

Do you think that yoa are
(were) more afraid of (PHOBIC
ACTIVITY) than you shoald be

(have been) or than makes
(made) sense?

T™1{nadequate {nformaticn

Social Phobfa

l=absent or false

119

C. Ouring scme phase of the
disturbancs, exposure to the
specific phodic stimulus (or
stimul {) almost {nvariably
provokes an {mmediate anxfiety
responsa.

D. The phobic s{tuation(s)
i{s avoided, or endured with
{ntense anxiety.

-~

E. The fear or the avofdant
behavior interferes with
occupaticnal functioning or
with usual social activities
or relationships with others,
or there {s marked distress
about having the fear.

F. The {ndividual recognizes
that his or her fear {s
excsssive or unrsasonable.

2=sybthreshold

1GO

Anxiety Disorders F. 9

|
TO SIMPLE]

{PHOBIA, F.111

{
GO

|PHOBIA, F.1ll|
{

TO SIMALE]

r 1 2 3
—_l
l |
IGO0 TO |
ISIMPLE |
IPHGBIA, |
IF. 11 |
| |
1 2 3
P S
{ )
IGO0 T0 |
ISIMPLE |
[PHCBIA, !
1F. 11 |
R |
1 3
JURS PR
! 1! !
IGO0 TO [ISOCIALI

!
1
i

SIMPLE | IPHOBIAY
PHOBIA, ! ! !
F. 11 1
1

3=threshold or true
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"SCID 8/1/86 Soctal Phcbfa Anxfety Disarders F. 10
CHRONQL OGY

IF UNCLEAR: During the past Has met critarfa for T 1 3
month, héve you been bothered Soctal Prodfa during past {

by (SOCIAL PHOSIA ACTIVITY)? month (Current) |

{
{
When were you last bothered by Age when last had 2 Social Phobia I —

(SOCIAL FHOBIA ACTIVITY)? -

Hor o1d wers you vhen you first Age at cnset of Social Phobia —_— -
were bothered by (SOCIAL FHCBIA .
ACTIVITY)? .

™inadequats fnformation l=absent or false ) Jethreshold or true
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SIMPLE PHOBIA

SKIP IF PSYCHOTIC (DELUSIONS,
HALLUCINATIONS, DISORGANIZED
SPEEQH) DURING PAST MONTH, OR
IF IN RESICUAL PHASE OF
SCHIZOPHRENIA,

Have there gycr beea other things
that you have been espscial-
1y afraid of, like heights,
seeing blood, closed places,
or certain kinds of animals?

What are (were) you afraid will

(would) happen whea ______ 7

Do (did) you always feel anxious:
when you (CONFRONTED PHCBIC
STIMAUSI?

Do (did) yoa go out of your way
to avoid ?

How hard Is (was) 1t
for you to

IF NOT C8VIQUS: How tmpor-
tant Is (was) It to yoa to be
able to 4

(How bothered are (were) you

that you arc (werce) afraid
of )

I=tnadequats {nformation

1=absent or false

121

Simple Phobfa

SIMPLE PHOBIA CRITERIA

A. A persistent fear of a
circunscribed stimulus (ob-
Ject or stituatica), cther
than of having a panfc attack
(as {n Panic Ofsorder) or of
hum{ltfation or embarrissment
in certafin socifal situatioas
(as fn Soctal Pnobia).

PH@IC CBIECT(S) OR
SITUATIONS(S). Check:

— animals N
- heights )
—i. Closed spacss

— blood/injury

Anx{ety ‘Disorders

— other:

B. During some phase of -the
disturbancs, exposure to the
specific phodbic stimulus (or
stimul {) almost t{nvar{ably
provokes an {mmediate anxiety
responsae.

C. The odject or situation
18 avoided. or endured with
{ntense anxiety.

~

0. The fear or the avofdant
behavior f{nterferes with
occupaticnal functioning or
vith usual social activities
or relationships wi{th others,
or there {3 marked di{stress
about having the fear.

2=subthreshold

F.

3=threshald or t-ue



122

scIpD 8/ls86 Sﬁny‘l e Phabfa Anx{ety. Disorders F.1%
E. The {ndividual recognizes 21 2 3
z:r?:l::::ko{ ou are (were) that his or her fear {s
than you should be or than excessive or unreasonable. 'l__l__
makes (made) sense? 160 TU:
1085~ 1
100MP, |
IF. 131
. A SR |
IF NOT ALREADY QLEAR: F. The phabic stimulus s T 1 2 3
RETURN TO THIS ITEM AFIER unrelated to the content of
COMPLETING SECTION ON.OS- the obsessions of Obsessive .
SESSIVE CO&PULSIVE 01S~ Compul sive Disorder. . ) | B
OROER. : 1GO TO!
: i8S |
1CoMP. |
IF. 131
| S
CURRENT OR PAST
SIMRE PHORIA CRITERIA ?7 1 3
Ay B, G, O, E; ANDF T
&BS_COOED 3% T e

) I !
-1GO TO!ISIMALE|
{085 [{PHGBIAI

JCoMP. 1 | 1
{F. 131
1
CHRONCL OGY ) ’
IF UNCLEAR: During the past Has met criteria for ? 1 3
month, have you been bothered Simple Phobfa during past { '
by (SIMARLE PHGBIA? . gaoth (Cuarreat) ; -1
{
! .
et e PaiaL ™t DOthered BY - pge when last had Simple Phobla - -
Hov 01d were you when you first Age at onset of Simple Phobdfa —_— ——

were bothered by (SIMPLE PHOBIA)?

={radequate {nformation . le=absent or false 2=sybthreshold Je=threshold or tru:
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OBSESSIYE COMPULSIVE DISORDER

Now I would 1ike to ask you

1f you have ever been bothered
by thoughts that didn't make
any sense and kept coming back
to you even vhen you tried not
to have them?

IF YES: DISTINGUISH FROM
BROODING ABQUT PROBLEMS
(SUCH AS HAVING A PANIC
ATTACK) CR ANXIQUS RUMI-
NATION 28QIT REALISTIC
DANGERS: What are (were) they?
(What about awful thoughts.
1i{ke actually-hurting
someone even though you
dfdn't wvaant to, or being
coataminated by germs or
41rt?)

123

Obsessive Compulsive ODisorder

O8SESSIVE COMPULSIYVE DISORDER
CRITERIA

A, Either obsess{ons or coor
pulsfons:

QObsessions:
(4)z

(1) Recurrent and persistent
{deas, thoughts, f{apul ses,
or {mages that are experi~
encsd.as {ntrusive, urwanted,
and ssnssless or repugnant
(at least {aftially).

(2) The individual attempts
to {gnore or suppress them
or to neutral {ze them with
scme cther thought o action.

(3) The {ndividual recog-
nizes that the cbsessions
are the product of his or
her cwn mind and not imposed
from without (as {n thought
{nsertion).

(4) If another Axis I disor-
der {s presant, the coatent
of the cbsession 1s unrelated
to 1t, f.e., do not {nclude
thoughts about food {n the
presance of an Eating Disor-
der, thoughts about drugs 1n
the presence of a Psychocac- -
tive Substance Uss Disorder,
or guilty thoughts {n the
presancs of a Major Depres—
sfon,

(), (29, (3), and

F. 13
7 1 2 3

—_—l {

! !

| ]

i {

|

: ? 1 2 3

! ! 1

i

1

111 2 3

!

—

! 1

! {

{

1?2 1 2 3

!

] I
-1
108SES-1
[SIONS |

S i G e p G Sch

continue to next page)

I={nadequate {nformation

l=absent or false

{ -
DESCRIBE:

2=subthreshold

J=threshold or tTue



. scID- 8/l/8s

Is (was) there anything that you

have (had) to do over and over again

and can’t (coulda’t) resist dolag,
like washing your hands again and

" Compulsions:

again, or checking something
several times to make sure you
have (had) doae [t right?

IF YES: What do (did) you

have to do? What are (were)

you afrald wouald happen

If yoa don’t (dida’t) do it?

How many times do (did)

you have to __? How much

time do (did) you spend cach day
2

IF UNQLEAR: Do you think
that you (DO COMPULSIVE
BEHAYIOR} more than you
should? (Do you think
[COMPULSICN] makes sensel) -

124

Obsessive Compulsive Disorder

(1) Repetitive, purposeful,
and {ntentional behavior that
1s performed according "to
certain rules or {n a stereo-
typed fashion.

(2) The behavior {s not an
end in ttself, dut s de-
signed to neutral{ze or pre-
vent discomfort or scme
dreaded eveat cr situation,
Hovever, either the activity
1s not connected 1n a real{s
tic way vith vhat {t (s
designed to neutralize or
prevent, or it {s clearly
excessive,

(3) The individual recognizes
that the behavior {s ex-
cessive cor unreasocnitle,

(1), (2) and (3):

™{nadequate tnformation

f NEITHER CBSESSIONS NOR COMPULSIONS, GO TO GAD, F. 16.

l=absent or false

F. 14
T 1 2 3
R | !
! !
| !
{ !
! {
|
!1 ? 1 2 3 ;
1 1
l |
! !
1 1
! !
| 1
l !
! 1
] {
| t
i 72 1 2 3
!
! | .
t {
| I
! ! !
. [COMPULSICNS |

| I |
l

DESCRIBE:

~

2=subthreshold

OTHERYISE, CONTINUE.

J«threshold or true
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What effect does (dId) this
(OBSESSION OR COMPULSION) have
on yoar life? Does (did)

bother you a lot?

How much time do (did) you
spend (OBSESSION OR
COMPULSION)?

Does (did) anyone in your family,
or your frieads, have to go
out of their way becauss

of your [CB8SESSION R
COMPULSIQNIY)

CHRONQL 0GY

IF UNGLEAR: During the past
moath, did the (OBSESSIONS R
COMPULSIONS) have any effect on
your li{fe o bother you a laot? -

125

Obsessive Compulsive Ofsorder

8. The obsessions or campul-
sfons cause marked distress,’
or are time-consuming (take
more than an hour a day), or
{nterfere with occupational
functioning or with usual
social activities or rela=
tionsh{ps with cthers,

DESCRIBE:

CURRENT OR PAST

OBSESSIYE COMPULSIVE DOIS~
CRITERIA A AND B

ARE_CODED *3%

Has met criterfa for Obsessive
Compulsive Disorder during past
month (Carreat)

l 1 l
1GO TO [!08SES~ !
1GAD, {ISIVE |
[F. 16 tlcoMPuL-{
| [ISIVE |
[DISOR~ |
ICER 1
|

{
¥hen were you last bothered

by (ANY C8SESSIONS OR COMPUL~
SIONS)?

How 0ld vere you when the
(OBSESSIONS CR COMPULSIONS)
first had any effect on your
T1ife or bothered you a lot?

inadequats 1nformaticn

l=absent or false

Age when last had Obsessive
Compulsive Disorder

Age at onset of Obsesstive
Compulsive Disorder (critsria
A and B)

Z=subthreshold

J=threshold or true
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RENERALIZED ANXIETY DISOROER

SKIP IF PSYCHOTIC (DELUSIONS,
HALLUCINATIONS, DISORGANIZED

SPEECH) DURING PAST MONTH,
OR IF IN RESIDUAL PHASE OF
SCHIZOPHRENIA.

Have you ¢yer had a period of
time where yoa worried alot that
bad things might happen? When
was this? What did yoa worry
about? (Any other worries?)
(How realistic were these worries?)

How loag did this go oa for? IF SIX
MONTHS OR MORE: Would you say

you were worrying most of the time
(mors days than not)?

CODE BASED N PREYIQUS

INFORMATION. REVISE AT
END OF INTERVIEX IF
KECESSARY,

Now I am golng to ask you
some questions about other
symptoms that oftea go aloag
with being worried or nervous.
Thinking about how you felt
during that period_.

~dld (do) you often tremble,
twitch or feel shaky?

—did (do) your muscles aften
{eel tense, sore, or achy?

=1nadequate {nformatian

1=abdsent or false
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GAD . Anxiety D{sorders

GENERALIZED ANXIETY. DISORDER
CRITERIA :

A Durlng 2 jix_mogth perfod, -
the individual has been bothered

more davs than not by uarealistic

or excessive worry (appreheasive
expectation) about two or moré¢
life circymstances, e.g., worry
aboat possible misfortune to
child (who Is Iz ao danger)

and worry about finances (for no
good reason).

. - B. [f_another Axis I disorder

e focus of the

vorfy {n ®A" above {5 ynrelated

[ the wor 1s no

2ving & panfc a

_ ck (as
{in Panic Disorder), being con-

tami{nated (as in Obsessive—.
Compul sive Disorder), cor

qaining weight (as {n Ancrexia

"Nervosal, .

C. At least si{x of the fol-
loving sightsen symptoms

anxicys dariag thesix -~
sonths (DO NOT INQLUOE SXS
PRESENT QLY DURING PANIC
ATTACKS)t

Motor tensfon
(1) trembdbling, twitching
or feeling shaky

(2) muscle tensfon, aches
or soreness

2=sybthreshold

F. 16

J«threshold or true



T={nadequates {nformation

“scio 8su/es

—did (do) you often feel
physleally restiess—coaldn’t
(can’t) sit still?

.did (do) you often tire
ensily?

~—did (d6) you often feel short
of breath? <(have troudle
getting your breathl)

—did (does) your heart often
pound or race?l

~did (do) you often sweat a lot?
Wcrg (are) yoar hands oftem cold

or clammy?

—did (does) your mouth often
feel dry?

—did (do) you often feel dixxy
or lightheaded?

—was (Is) your stomach often
upset, or did (do) you have
aausex or diarrhea?

~-dld (do) you often have {lushes
(hat flashes) or chi{lls?

~dld (do) you urinate more often
than usual?

—did (do) you oftex have
troudle swalloving, or get
2 lwmp 1n your throat?

—~did (do) yoa often feel keyed
up or on edge?

l=absent or false

127

GAD : Anxiety Disorders F, 17

(3) restlessness

(4) easy fatfgabtlifty

Autonomic hyperactivity

(S) shortness of breath
or sacthering sensatioas

(6) palpftations or ac~-
celeratsd heart rats
(tachycardia)

(7) sweating, or cold,
claumy hands .

(8) dry mcuth

-{9) dizziness or 1ight=
headedness

- (10} nausea, dfarrhea or
cther abdominal distress

(11) - flushes (hot flashes)
or chills

-

(12) frequent urination

(13) trouble awallowing
or Tump {n throat

Yigilaoce and scanning

(14) feeling keyed up or
on edge

2=subthreshold

7 1 2 3
t 1 2 3
-1 2 3
1.1 2 3
11 2 3
t 1 2 3
T 1 2 3
T 1 2 3
T 1 2 3
T 1 2 3
T 1 2 3
T 1 2 3

J=threshold or true
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—did (do) sudden noises often
startle you?

—were (are) you often 30 nervous
you had (have) txoublc conceutu-
ting?

~did (do) yoa often have trouable
fall{ng or staving asleep?

—were (are) you often Irritable
or especially fmpatient?

CODE BASED QN PREY IOUS
INFORMATION,

Were (have) you (beena) taking any
drugs? Were (have) you (been)
physicall 112

IF YES: EXPLORE POS-
SIBLE RELATIONSHIP
BETWEEN ORGANIC m:rm
AD ANXTETY

128

GAD . - Anx{ety Disorders F. 1&

(15) exaggerated startle
respoase

(16) difffculty concentra-
ting or mind gofng blank
becauss of anxiety i

(17) trouble falling or
staying asleep -

(18) frritadb{l{ty

AT LEAST SIX "C" SXS ARE
QRED 3"

D. The disturbance does not
occur only during the course
of & psychotic disorder

E. Not sustained by a speci-
fic organic factor (e.G..
hyperthyrofdism, Caffeine In~
toxi{cationl.

I={nadequats 1nfomtjon 1=absent or falze 2=subthreshold

| MODWLE

B-mr-shola or true
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-SCID - 8/L/86 GAD Anx{ety Disorders F, 15

CURRENT OR PAST 1 3
CRITERIA A. B, C.D. ANDE 1 1

ARE_ CODED °3° 1 I 1

IGO0 TO {IGEN- !

INEXT | lERAL-1

{MODWLE [11ZED |

e HANX= |

1IETY |

CHRONOLOGY : 1018~ |

[ORDER!

IF UNCLEAR: During the past . e\

moanth, have you been bothered . Has met criteriz for GAD during ? 1 3

by (GENERALIZED ANXIETY DISORDER)? past month (curreat)

When were you last bothered by (GAD)? Age when 123t had GAD -_— -

How ald were you whes ' .
you first were bothered by (GAD)? - Age at oaset of GAD —_ —_—

'Vt-innd-guqt. information - l=absent or false J«threshold or true



POST-TRAUMATIC STRESS DISORDER

Have you ever had an &=
periencs that was really
frightsaing or trausstic, 1ike
haviag your l1{fe threstsned,
seeing scmeone dead or badly
hurt, or haviag yoar bouse
baurn dumr

IF YES: ¥What vas the
sxperience? ¥hen ¢id -
1t happen? .

D1d (EXPERIENCE OF CRITERION
A)- keep coming Back o you
in scome vay? For example...

you didn’t want to. even
vhea therse vas. nothing there
2o rexind you of {t?

«.what about having dremms
about 122

«.what about finding your;.!f
acting or fealing as though
you vere back at that timel?

1=1nadequats {nformation

l=atsent or false

130

Post=trammatic Stress O{sorder F.20

POST=TRAUMATIC STRESS OISCROER
QRITERIA

A Aa event that 1s outside 1 2 3
the rangs of usual human exper—

{eacs and that 1s potsatially e—t
psychologically traumatic, g.o - | §
serious threat to one's life IGO0 TO |
or persoasl physical fategrity. INXT |
destruction of one's hame or IMCORLE |
comunitys or seeing ancther S |

pesraon who s sutilateds dyting
or dead, or the victia of
physical viaolenca.

OESRIBE:

8. Ouriag some phass of the
111ness, the tramstic evert
i{s persistantly reaxperiencsd
i &t least one of the foﬂor-

iag wayss

(1) recurreat and {merusive T 1 2 3
dtxtressing recollections
of the event without any
avarensss of envircrmental
stimgl { that trigger the
reaction

(2) recurreat distressing 1 2 3
dremms of the event .

(3) sudden actiag cr feeling 2?1 2 3
. as {f the trausatic event

were recurring ({acludes a

sense of reliviag the ex—

perieacss {llusfons. hallu= .

cimtions, and dissociative )

{Nasadack] episodes. even

those that octur upan awakeo-

i{ag or whea {ntox!catsd}

OESCRIBE:

2=subith reshald Jethreshold ar tue
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;;m . ) A Post-traumatic Stress Oisorder F.21
- Teedid you feel a 10t vorse (4) intease psychological t 12 3
] whea you werse 18 & situa dlistress at exposure to eveats
tion that resinded you that symbolize or resemble
.of 1 an aspect of the traumatic
. event.
DESCRIBE:
AT LEAST ONE =39 $X IS 1 3
QODED 737 L :
1
{1G0 T !
INEXT !
IMOOULE!
| S

C. Persistent avoidance of
stimull associated with the
traumsa or samblng of respon-
siveness (not preseat before
the trauama), as indicated

by at least three of the

following:
Stnca (THE TRAUMA)... ‘
<o d1d you maka a special (1) _del{berata efforts ta 1.1 2 3
effort to aveid thinking about avotd thoughts or feelings :
what happened or getiing upset associstad vith the trauma
_ about 1£?
eedtd you stay away from - . {2) delidersts efforts to T 12 13
things that would remind you awcid activities or situe~
of 1t? tioas that arouse recsl=-
- lectioas of the trauma
««d1d you have trouble remen- (3) t1eadflity to recall 1 1 2 3
bering same important part of an important aspect of
what happened? the truma (psychogenic

mnesia)

" te{nadequats {nformation l=absent or false Z2esubthreshald Jethresncld or true



$CI0

Stace (THE TRAUMAY ...

coWOr® yOu Buch less {ntsres=
tad in tnings that used to be
i{uportant to you. 1ike sports,
hobdtes. social activities?

..614 you fod «m ot
off fraa othecrs?

eedid you no longer feel
stroagly about things. or feel
“aumbd,® or feel that you vere
nct able to have loving feelings
for pecple clcse o you?

~did you feel that your
future would be shortened?

St{nca (THE TRAUMA)...

cedid you have troutle ~
sleeping? A(¥What kind of
troublel}

c.WOre you unusually
irr{table? What about
outhursts of anger?

«edid you have troudle
concantrating?

«eWere you wvatchful or on
gquard even whet there was
no reascn to be?

I={nadequate ‘Infonunon

l=absent or false
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" Postetramatic Stress Ofsorder

(4) markedly diminished
{ntecest 1n signif{cant
activities

(S) feeling of detachment
ar estrangemsat from
cthers

(8) restricted range of
affects & g., "numbding,™
unable to have loving N
feelings

D. Persisteat symptoms of
{ncreased arousal (not present
before the trauma) as indicated
by at least two of the
following:

(1 difficulty falling or
stayfag asleep

(2 frritadtltty or owtbursts
. of anger

(3) difficulty coancan=

trating

(4) hypervigilancs

2=subthreshold

£.22

T 1 2 3
T 1 2 3
? 1 2 3

1l 3
S S
! {
10 T 1
INECT
IMOOULE!
l-—l
? 1 2 13
T 1 2 13
T 1 2 3
? 1 2 3

J«threshaold or true



sCID-

«o¥WEre you Jumpy or easily
startled, 1iks by sudden
nof ses?

~did you have physical symptoms

of anxiety when you were In a
situation that reminded you of
k4

Did the ("B* SXS) and the
("C" SXS) and the ("D* SXS)
all happen together for at
least one month?

IF MO, DETERMINE IF THEY

OCCURRED WITHIN A SIX=-FONTH

PERICO: ¥hent were these

133

F.23

" differeat things happening?

1=inadequats tnformation

l=absent or false

Post=traumatic Stress Oi{sardar
(S) exaggeratsd startle T 1 2 3
response
? 1 2 3
AT LEAST TWO 'D' SX ARE -
CODED *3° 1 3
—_—
! [
IGO T0 |
INEXT |
IMOOULE!
| I
E. "B,” *C," and *D* symptoms 1 2 3
all occurred together for
at least one month N
R
G0 T0 |
: INEXT |
IMOOULE!
l {
CURRENT OR PAST 1 3
POST-TRAUMATIC STRESS :
DISORDER, CRITERIA A B. C. D, R N
AND E ARE CODED "3* 1 {! !
IGQ TO jIPOST- !
INEXT [ITRAU- !
IMOOULE] [MATIC !
1 ____IISTRESS!
I0ISOR-¢
{0ER {
!

2=sutthreshald 3=athreshold or true
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scIo - Post-traumatic Stress 0fsorder F.24
CHRONQ. GY .
IF UNCLEAR: daring the past Has had Post-traumatic Stress T 1 3
.month, have you had (PTSD)? Disorder during past month t
- . (current) 1
1

Whea did you last have (ANY SX Age whes last had
CF PTSD CODED *#3w)7 Post-traumatic Stress Dlsorder

How old wers you when you first  Age at cnset of Post-traumatic’  ___ _
had (PTSD SYNDROME)? Stress m:ord-(

l=inadequats informaticn - le=ahsent or false . Jethreshold or true
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Samatization

SOMATOFORM DISORDERS (CURRENT AND PASTY

SKIP TO NEXT MODWE IF PSY-
CHOTIC (DELUSIONS, HALLU-
CINATIONS, DISORGANIZED
SPEECH) DURING PAST MONTH,
R IF IN RESITUAL PHASE OF
SGHIZOPHRENIA: - -~ =

SCREENING QUESTIONS

Over the last several years,
what has your physfcal health
been 1{ke? .

How coften havc you had to go
to0 a doctor because you weren't
feeling well? (what forl) ’

(¥as the doctor always able to
find out what was wrong, o

were there times when the doctor

safd there was nathing wroag,
but you vere still coavinced
that something was wrong?)

(Do you worry much about your
physical health? Does your
doctor think you worry too
wuch)

F -

H MD -
GO TO KEXT MOODWLE.

SOMATIZATION DISORDER

Hov old were you whea you first

started to have a 1ot of physi=

cal problems or 111nesses?

T={nadequats {nformation

l=absent or false

NOTES

SOHATIZATION CRITERIA

A. The predaminant.disturbance
i{s sany physical complafints or
a belief that he or she has
been sickly, for ssvera] vears
and beginning before the aqe
of 30.

Age at onsaet

2=subthreshold

Samatofornm G. 1

Jathreshold or true
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FOR EACH SYMPTOM REPORTED,
DETERMINE THAT THE FOUR
CRITERIA FOR SIGNIFICANCE
ARE MET BY SUGH QUESTIONS AS:

D{d you tell a doctor about
(SYMPTOK) T . .

¥hat vas his dfagnosis? (¥hat
did he say was causing {t2)

01d he find anything abaormal
when he took tssts 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 werse having
a panfc attack?

D1id you take any udicim for
12

D1d 1t intsrfere ﬁth your 11fe

a lot?

Now I a= going to ask about

specific physical symptoms
you may have had.

Have you ever had a lot of
trouble vith...

«ovami{ting (vhen you weren't
pregnant)?

ecdbdominal or delly pain (not
counting times when you were
meastruating)? :

eonauser—feeling sick to your
stomach byt not actually
vamitiag?

«.axcassive gas or bloating
of your stomach o abdomen?

‘es10038 borels or diarrhea

" M{nadequats fnfomation

Somatization

l=abseat or false

136

Somatoform

B. At least 13 symptams fram the
1ist of symptoms below. To count
a symptcm as significant, the
following criterfa must be met:

1. no organic pathology or patho-

- physfologic mechan{sn (e.g.. & -

physical discrder or the effects
of injury, sedication, drugs or
alcchol) has been found to account
for the symptom, or when there {s
relatad organic pathology, the
compl ainit o resul ting social or
occupational impafmment 1s grossly
1n excass of vhat would be ex-
pected fram the physfcal findings

2. not occurring only during a
panic attack

-

- 3. has caused the {ndividual to

take pedicine (other than aspirin).
see a doctor, or alter l{festyle

SYMPFTOK LIST .

HSastrointestinal

(1) vomiting (other than during 1 2 3
pregnancy)

(2) adbdominal pain (other than T 1 2 3
when meastruatinag)

(3) nausea (other than mction T 1 2 3
sickness)

(4) bloating (gassy) T 1 2 13
(S) diarrhea T 1 2 3

2=subthreshold

3«threshold or tru
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Have there been any foods that
you couldn’t eat because they
made you sick? What are theyl

Have you ever had...

<epafn {n your ams or legs
other than 1n the joints?.

«ed 1ot of trouble with
back pain?

«spain {n your jofints?
;.pain when you urinats?

«spain anyvheérs else
(other than headaches)?

Have you ever been bothered

by.l.
«oShortness of breath

ssyour heart race, pound or
skip?
e«Chest pain?

cedizZiness?

‘Have you ever...

«ohad a period of mmnesfa, that
13, a perfod of ssveral hours or

days when you couldn't renemder
anything aftarvards about what
happened during that time?

<ohad troudle sralloring?

«<-lost your voice for more than

a fer minutes?

™{nadequate {nfommation

leabseat or false

137

Scmatuati on

(6) {atolerance of (gets sick
on) several different foods

Pain
(7) pain {n extremities
(8) back pain

(9) Joint pain
(10) pain during urination

(11) other pain (other than
headaches)

Sardfoouimonary {gther than
during oanic attacks)

(12) shortness of breath when
not exerting oneself

(13) palpitations

(14) chest pain
(15) dizziness

Conversion or

Sseudoneurological
{other than during pasic attacks)

(16) annes{a

(17) difficulty swallowing

(18) loss of voice

2=subthreshold

Scmatof orm G. 3

1 2 3
T 1 2 3
T 1 2 3
Tt 1 2 3
? 1 2 3
? 1 2 3
7.1 2 3
? 1 2 3
? 1 2 3
? 1 2 3
? 1 2 3
T 1 2 3
? 1 2 3

3ethreshold or true
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) SCID. 8/1/785 Somatization
Have you ever...
<obeen completsly deaf for & (19} deafness

period of time?

. cohad double vi{sfon for a
period of time? .

..had blurred visfon (when you
didn?'t need g‘luus_)?

«eboen completaly blind for
nore than a few seconds?

<.had fainting spells or been
unconscious?

+«shad a sefzure or convulsion?
.-had troutle walking?

«sboen paralyzed or had perifods
of weakness when you couldn't
11{ft or move things that you
could normally?’

«ebeen completely unable to uri-
nats for a vhole day (ather than
after ch{lddirth or surgery)?

Now I'm gofng to ask you same
questions adbout sex. .

Have you ever had a burning
sensation Iin your sexual
organs or rectum (cther than
during intercourse)?

Would you say that your sex 1ife
has been {mportant to you or
could you have gotten along as
well without {t?

Has having sex often been physi-
cally painful for you?

FOR MEN: Have you often had any

Other sexual problem., 1fke not
being able to have an erection?

" T=inadequats {nformation

l=absent ‘or false

(20) double vision
€(21) dlurred vision
(22) blindness

(23) fainting or loss of
consciousness

(24) seizure or convulsion
(25} trouble walking

(26) paralysis or muscle weak-
ness

(2Z7) urinary retention or diffi-
culty ur{imating

(28) burning sensation {n
sexual organs or rectum
(other than duriag inter-
course)

(29) sexual {ndifference

(30) pain during {ntercourse

(31) impctence

2=subthreshold

G. 4
T 1 2 13
T 1 2 3
? 1 2 3
T 1 2 3
T 1 2 13
T 1 2 3
T 1 2 3
Tt 1 2 3
T 1 2 3
T 1 2 3
T 1 2 3
T 1 2 3
T 1 2 3

3=threshold or true
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' scI0 8/1/8s Samat{zation Sanatoform g, s
Female raproductive symptoms Judged .
Dy the individual fo occur more fre=
auently or severaly thag {n most
xomen
Other than during your first (32) patnful menstruation T 1 2 3
year of meastruation, have you
‘had very painful perfods? -
IF YES: More than most wamen?
Other than during your first (33) {rregular menstrual 1 2 3
yeaar of menstruatica (or during perfiods
menopause), have you had
irregular perfods?
IF YES: More than most wamen?
What about too much bleeding (34) excsssive menstrual t 1 2 3
during your parfods? bleeding
IF YES: More than most women? )
. IF HAS GIVEN BIRTH: 0fd you vamit (35) vamiting throughout ? 1 2 3
throughout any pregnancy? pregnancy
AT'LEAST 13 "B® SXS ARE 1 3
COCED *3% -
CURRENT OR PAST -
gﬁéﬁgfg% DIECRDER 1 -3
~{00ED o3 I
I {
CHRONOLOGY . I SOW\TIZ'A_- |
IF UNCLEAR: During the past Has met criteria for :Eg_g‘mms':

SOMATIZATION DISORDER during
past month (current)

mouth, have yoa been bothered
by (SOMATIZATION DISORDER)?

L_’__!

‘Vhll were you last bothered by
(SOMATIZATION DISORDER)?

How old were you when
you {irst were bothered by
(SOMATIZATION DISORDER)?

fradequats {nformaticn

" 1=absent or false

" Age when last had

SOMATIZATION DISORDER

Age at onset of SOMATIZATION
DISORDER

2=subthreshold

3=threshold or true



'scID “8/1/86
HYPOCHONDRIASIS

Have you gver fesred that you
had a serious disease?

What do (did) you think is (was)
wroag? :

Have (had) you been to 2 doctor for
these symptoms?

¥hat tasts wvere done?

¥hat did the cdoctor say was
wroag?

Were you reassured by what the -

doctor sa{d? (D{id you feel
better when he told you that
...z)

(When' d1d all this beginl)

~{radequate {nfomation
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Hypochondriasis

HYPOCHONDRIASIS CRITERIA

A. The predomtnant dfsturbance
1s preoccupation with the fear

one has, 4 aﬂgyg gj sease,

based on the individyal's 1n~
terpretation of physical signs
or_seasations as evidencs of
ca ness DO NOT
INCLUDE MISINTERPRETATION OF
PHYSICAL SXS OF PANIC ATTACK.)

DESCRIBE:

8. Appropriate physical evalua-
tion does not support the diag-
nosi{s of any phys{cal disorder
that can account for the phy—
sical signs or sensations or
the {ndividual's unwarranted
{nterpretation of thes, AND the
syegtoms {n "A® are not only
symptams of pani{c attacks.

C. The fear of having, or
belief that one has a dis>
eass, persists despits
pedical reassurancs.

0. Ouration of the di{sturbancs
1s at Jeast six months,

leabsent or falsae

Somatoform G. 6

{ l
160 T |
IWNDIFF, |
|SOMATO-|
IFORM, |
1G. 8 |
I |

1 {
1GO 0 |
{UNDIFF. |
[ SOMATO-1
(FORM, 1
Ic. 8 |
| R

3=threshold or tTrue
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SCID 8/L/es Hypochondriasts Samatoform G, 7
CURRENT OR PAST 1 3
HYPOCHONDRIASIS, .
CRITERIA A B. C._ —_— 1
AND D ARE CODED “3° 1 !
1G0 TO (iHYPO- |
[UNDIFF. | ICHON- |
{SONATO-1 1ORIA- |
{FORM, 11S1S R
1. 8 |} {
e
CHRONOLOGY
IF UNCLEAR: During the past Has met criteria for ? 1 3
moath, have you been bothered HYPOCHONDRIASIS during
by (HYPOCHONDRIASIS)? ° past month (carrent) I
{
’
s
g
When were you l2st bothered b A h
(H'YPOCHOND_ b Yy g¢ when [ast had

HYPOCHONDRIASIS. : S

How old were you when

you f{lrst were bothered by ) ;\go at oaset of HYPOCHONDRIASIS —— —
(HYPOCHONDRIASIS)? .
:-“‘d‘q“t' {nformation 1=absent or false J=threshold or true



sCID 8/1/85

UNDIFFERENTIATED SOMATOFORM

MAT FROM
GYERY IE_OF PRESENT DLNESS
- ENING

AND _SOMATOFORM 3
S WILL USUALLY B
. _CO0E_THESE

TO .
IVEMS. ASK ADOITIONA.
GQUESTIONS IF NECESSAY.

(Xhen did all this begin?)

T=t madequats {nformation

1=absent or false
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Undifferent{ated Scmatoform

UNDIFFERENTIATED SOHATOFORM
DISORDER CRITERIA

A. The predaminant disturbance
1s multiple physical complatnats.
e.g., pain, fatigue, loss of
appetits,

 DESCRIBE:

B. Efther (1) or (2)s

(1) aftsr appropriate evalua-
tion, no organic pathology

or pathophysiologic mechantsm
(e.g.» & physical disorder coc
the effects of {njury, medica-
ti{on, drugs oc alcohol) has
been found to account for the
physical complaints °

(2) when there {s related
organic pathology, the phy=
“st{cal complaints cr resulting
social o occypatiomal o~

pafrment are grossly ia
excess of what would be
expsctsd from the physical
findings

C. Durstion of the disturbdance
1s at Teast six months,

D. Not occurring oaly during
the course of ancther Somato~
form Disorder, a Sexual
Dysfuncticn, Mood Disorder,
Anx{ety Disorder, Sleep Dis~
order or psychoti{c disarder.

2=subthreshold

Somatoform G. 8

l 1
-jG0 TO |
INEXT. |
{MO0WLE!
1

! {
1GO TO |
INEXT |
1MOOWLE]
f {

Jethreshold or true
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SCID 8/1r86 _ Und{fferent{ated Scmatoform Sanatoform G, 9
CURRENT OR PAST ‘
UNOIFFERENTIATED SOMATOFORM - 1 3
DISORDER, CROTERIA A, B, C.
MAND D ARE COCED %3 R t

‘ l——-—.—

{
IGO0 TO tiunOIFF. |
INEXT 11SOMATO-!

TMOOULE | [FORM I
[ __1IDISOR- |
. {OER |
CHRONOLOGY . i l
IF UNCLEAR: During the past Hazs met criteria for ? 1 3
moath, have you been bothered UNDIFFERENTIATED SOMATOFORM )
by (UNDIFFERENTIATED DISORDER during i
SOMATOFORM DISORDER)? nast month (curreat) |
l
{
i1
{ .
1 _ -
Whez were yoa last bothered by Age when last had
.(UNDIFFERENTIATED ~° -  UNDIFFERENTIATED
. SOMATOFORM DISORDER)? SOMATOFORM DISORDER —_—
How old were you when Age at oaset of UNDIFFERENTIATED .
you f{lrst were bothered by SOMATOFORM DISORDER — —_—
(UNDIFFERENTIATED SOMATOFORM
DISORDER)? . .

I={nadequate {nfomatian _1=abseat or false . 3athreshold or true



‘ SCID" 8/1/88

-Anorexf{a Nervosa
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EATING DISORDERS (CURRENT AND PAST)

ANOREXIA NERYCSA

Now I would 1{ke to ask you
same questions about your
.eating habits and your weight.

" Have you ever had a time when
you veighed much less than
cther pecple thought you ought
to weighl

IF YES: How old were you
then? How much did you
weigh? Hor tall werse you?

At that tize, were you very
afrafd that you could decome

fat?

At your 1ovest weight, how
d{d you think you looked?
(D1d you still feel too fat ~
or that part of your body
was too fatl)

FCR FEMAMLES: Before this time,
vere you having your perfods?
Did they stop? (For hor long?)

I={nadequate {nfommation

l=absent or fal se

AIOREXTIA NERYOSA CRITERIA

A. Refusal to mafntain body
veight over a ainimal nomal
weight for age and height, e.g.,
ve{ght Toss leading to
maintenance of body weight 15%
below expectsd; faflure to make
expected vefght qain during
period of grarth, leading to
body weight 15K belar expected.

B. Intsnse fear of becmming
cbese, even when underweight.

C. Disturbance in the way In
vhich one's body weight,

size. or shape {3 experiencsd,
e.g., claiming to *feel

fat" even when emactated,
bel{ef that one arsa of the
body 1s ®"too fat" even when
obviously undervei{ght.

-

0. In females. absencs of at
Teast three consecutive
meastrual cycles when other-
wi{se @pectesd to occur
(primary or secondary
amenortheal). (A woman {s
cons{dered to be ameanorrheic
{f her perfods occur only
following homone. e.g.,
estrogen, admin{stration.)

Z=sybthreshold

Eating Disorders H. 1

IGO0 TOl
1w I-!
IMIA |
INER- |
{YOSA. |
IH. 3 |

3« threshold or true
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© SCID” &/Lu/es Anorex{a Nervosa Eating Disorders p. 2

ANQREXIA NERVQSA, CRITERIA 1 3
A B C AND D ARE CODED *3° :
. I _1
l L
GO J01 tano- 1 -
IBUR.I-1 {REXIAL
IMIA | INER- |
INER- | [V0OSA |
- e - ©OIOSA L 1y
H, 3 1
!
CHRONOL OGY
IF UNQLEAR: During the past Has met symptomatic criteria ? 1 3
moath, have you had (SXS OF for Anorex{a Nervosa guring
ANOREXIA NERVQOSA)? past month (criteria A B, t
. . and C) ] :
|
1 .
¥hea did you last have-(ANY SX Age when last had —

OF ANOREXIA NERYVQSA CQOED *3")1 Anorexia mervosa

How old wers you when you Age at onset of Anocrexfa’ —_—
f{rst began to have (SXS OF Nervasa
ANOREXIA NERYQSA)? :

_ Iinadequate faformation  l=sbsent or false 2=subthreshold Jethreshold or true
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Bul {mfa Nervosa Eating Oisorders H. 3

" scIp 8/U/8s .

BULINIA NERYGSA

Have you ever had eating
binges during which you ate a
1ot of food {n a short perfod
of timel

During thess binges., did you
feel that your eating wvas
out of contr_o‘l?

Did you do anything to
counteract the effects of the
tinges? (Like making yourself
vanit, taking laatives,
strict dieting, fasting, or
exsrcising & 1ct?)

~

Ouring this time, d{d you have
eating binges as oftan as twice
a2 vesk for three months?

Are you a 1ot mcre concsrned
about your weight and body
shape than most people (your
age)?

I={nadequate {nformation

I-Abunt or false

" BULIMIA NERYOSA CRITERIA

A. Recurrent episodes of T 1 2
binge-eating (rapid con~
sunption of a large amount e
of food 1n a discrets | !
period of time). {GO0 TO |
, INEXT |
IMOOULE]
| S
- 8. During the eating binges T 1 2
there 13 a feeling of lack
of coantrol cover the eating .
behavior, ! 1
IGO0 TO |
INEXT 1
{MODWLE
{ 1
C. The {ndfvidual regularly 1 2

engages {n efther selif-
{nduced vomiting, use of
Taatives, strict dieting, ! |

fasting, or vigorous exsrcise {0 TO 1§

{a order to prevent weight INEXT |

gain. [MOOWLE]

I

D. A nininum average of two T 1 2
binge~eating episodes per

veek for at least three N

moaths, 1 |

y {G0 TO 1

INET |

{MODWLE |

{ |

E. Persistant overconcern - ? 1 2

with body shape and weight. ’

S

| |

10 TO 1

INEXT |

[MOOWLE]

2=subthreshald

3=threshold or *rue
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"SCID 8/1r8s ) Bul mu.Norvosa Eating Disorders H. 4
- CURRENT OR PAST
BULIMIA NERVOSA CRITERIA . 1 3
A B C, D AND E ARE CODED _
b LI ) — 1
160 T0 1 toue o
’ | 1Bu -1
INEXT § qu1A
[MODULE] INER- |
{ I {vosa ¢
- M ]
CHRONQLOGY - .
IF UNQ.EAR: Ouring the past Has met symptomatic criteria 7 1 3
month, have you had (SXS OF for Bul {afa Nervesa durin
BULIMIA NERVOSA)? past month (criteria A Ce {
: 0, and E) {
b !
!
¥hen did you last have (ANY SX Age when last had - -
OF BULIMIA NERVOSA CQDED *3%)?7 Balimiz Nervosa
How old vere you when you _Age at onset of Bulimia _— —
first began to have (SXS OF Nervosa - .

BULIMIA NERVOSA)?

T={nadequats {nformation l=absent or false Jethreshold or true
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CHITDHOQOD DISQORDERS Childhood Disorders

Now I am going to ask you specifically about your childhood and
adolescenca. Do you remember having any emotional or behavioral
‘problens as a child or teenagex? IF YES: What kinds of problems?
(I¥ DESCRIPTION OF PROBLEMS SUGGESTS ONE OF THE DISORDERS ALREADY
COVERED, RETURN TO THE APPROPRIATE SECTION AND DETERMINE WHETHER MET

CRITERTA) :

How I am going to ask you specific questions about certain problems
that children and adolescents sometimes experience.......



149

Childhood Disorders

For diagnosis, at least three gsvmptoms must be present for at least
two weeks.,

When you were in Elementary School, Junior High, or High School, di.
you evaer: .

ceee <Feel 30 nervous or afraid to go to school that you were reluctant ~ NO YES
to go, wouldn’t ga, or had to be taken by force?

eceesDid you -feel physically 111 at these times NoO YES
(e.g., stomachaches, headaches, vomiting,
nausea)? Was this only on school days (on
separation days)? Did it happen on weekends tooc?

eeeesHWHara you reluctant (or refused to) sleep away NO YES
fror home or sleep alone at night?

eeseeDid you have nightmares about being away from NO  YES
' your parents, getting kidnapped, or about
your parents going away or getting hurt?

«eee.Did you gat scarey feelings when your parents NO  YES
veren't around? Did you want to be arocund
them all of the time?

eeveeDid you get afraid that something bad .night ~ NO  YES
happean to your mother/father when he/she was
not close by? Or that she/ha wouldn't come back?

eees.Did 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?

ee...Was it scarey for you to be home alone? - - NO YES
Did you try to aveoid it? Did you get upset if .
-your mother/father was not in the same room as you?

«eeeeDid you feel sad, upset, or empty when you Xo YES
vere not with your mother/father? Did you
- . feel 30 bad that you couldn't pay attenticn
in school? cCouldn‘t do homework or play?

THREE symptoms present at least
m v.‘h‘....‘...‘QC.CQ...‘.Q.‘O-..-.Q No Y;S

SAD

How 0ld wvere you when thesae problems began?
How loag did they go oa for?

IX _NOQT QBVIQUS:

Did they begin before your started to NO YES
meanstruata (woman)/qrow hair in your armpits

and puhic area (men)?
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Chlldhood Disorders

When you were in Elementary School, Junior High, or High School

eeessDid you worry alot about things before they

happened? Worry about many different things?

eess.Did you worry alot about things that already
happened-whether you did or said the right
thing? ]

eeeseDid you feel that you had to be good at avery

thing or most things?

eesesDid you need a lot of reassurance from your
parents/teachers?

eeessDid you have physical symptoms or complaints
: (e.g., headaches, stomaches, etc.), but
a mnedical reason could not -be found?

ves..Nare you very sclr—conscic;us?

eseesDid you feel "uptight® a lot, like you
could not relax?
FOUR symptonms present at least
SIX BONtNSeceerececscsccccccsccoscscsccccas

" How old were you vhen these problems began?

How loag did they go oa for?

IX_NQT QBVIQUS:

Did this cccur before you began to
manstruate (women)/grow hair in your
armpits and pubic hair (men)?

NO YES
NO YEsS
NO YES
NO Yz
NO YES
NO ° YES
NO YES
KO -."..S

i

QAD

NO YES
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J4
AVOIDANT DISORDER
When you were In Elementary School, Juaior Hlgh, or High School:
—Did you feel yery shy or scared around people you
didn’t know? NO YES
—-Did you sailmost 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
SIXMONTHS . NO YES
S
) A voidant
Disorder -

How old were you whea these problems began? ) —
How long did they go on for? .
IF NOT OBVIQUS:

Did this occur before you began to menstruate
(women)/grow hair in your armpits and pubic hair
(men)? ' . NO . YES
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- Childbood Disorders 7J.<

ATTENTION DEFICIT = HYPERACTIVITY DISORDER
Wmmmmmmﬂmmemmml
When you were 6 or 7 years old:

Remaining Seated | Ko . YES

pid you have trouble staying in your
seat? at school? at home (e.g.,
during dinner)?

Fidgety ¥o YES
Could you sit still or were you
always moving in your chair?
pifficulty Plaving Quietly No YES
Could you play quietly? Did you?
Was it hard to play quietly? . Did you
get into trouble because of this?
Talks F {vel NO YES
Did you talk a lot? All the time? )
More than cther kids? Was it a
problen?

XO YES
Shifts Activities .

- Did you do cne thing and then .
something else without finishing the
first thing? Was it hard to stay with
one thing for long? (DESCRIBE)

pifficulty Sustaining Attention ‘ Ko  y¥Es
Did you have trouble paying .
attention? Xeeping your mind on

school work, games? Did your

friends have this problem? Wwas it
even harder for you?

pifriculty Following Instructions No YES

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?
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.

‘caﬁl& ‘almost anything get your mind

‘.

off of what you were doing? in
school? in a game? even If you were
talking to scmeona?

Interrupts or Intrudes

pid you talk when others were
talking without waiting cll they were
finished? a lot? Did you interzupt

other children's games?
Blurts out Answers

Did you give answers to questions
before someone finished asking? Did

you call ocut answers in school
without the teacher calling on you?

Difficulty Waiting Turn

Was it hard to wait your turn when
you played with othar kids? Dpid
you? .

Acts Before Thinking

Did you get -into trouble (or get hurt)

because you rushed into things
without thinking about what might
happen? (e.g., ran Into Street
without looking)

Mesay or Sloppy

Were you messy or sloppy? A lot?

Ioses Things

Did you lose things (i.e., toys, books,

etc.)? A lot?
Doesn't Listen

Did your mother (teacher) complain
that you were not listening (or
daydreaming)? A lot?

= Symptoms presant at least

-ttt e e cv e —. -

NO

NO

KO

NoO

Xo

NO

NO

NO

six months......... cececcssccssccccaccesNO

How old wera you when t:hese.
problems began?

How loag did they go oa for?

YES

N

ADDH]

o
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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 put a 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.
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True False 25. How much money a person made was not important to us.

True False 26. Learning about new and different things was very important in
our family.

True False 27. Nobody in our family was active in sports, Little League,
bowling, etc. '

True False 28. We often talked about the religious meaning of Christmas,
Passover, or other holidays.

True False 29. It was often hard to find things when you needed them in our
household.

True False 30. There was one family member who made most of the decisions.

True False 31. There was a feeling of togetherness in our family.

True False 32. We told each other about our personal problems.

True False 33. Family members hardly ever lost their tempers.

True False 34. We came and went as we wanted to in our family.

True False 35. We believed in competition and “may the best man win.”

True False 36. We were not that interested in cultural activities.

True False 37. We often went to the movies, sports events, camping, etc.

True False 38. We didn’t believe in heaven or hell.

True False 39. Being on time was very important in our family.

True False 40. There were set ways of doing things at home.

True False 41. We rarely volunteered when something had to be done at home.

True False 42. If we felt like doing something on the spur of the moment we
often just picked up and went.

True False 43. Family members often criticized each other.

True False 44. There was very little privacy in our family.

True False 45. We always strove to do things just a little better the next time.

True False 46. We rarely had intellectual discussions.

True False 47. Everyone in our family had a hobby or two.

True False 48. Family members had strict ideas about what was right and
wrong.

True False 49. People changed their minds often in our family.

True False 50. There was a strong emphasis on following rules in our family.

True False 51. Family members really backed each other up.

True False 52. Someone usually got upset if you complained in our family.

True False 53. Family members sometimes hit each other.

True False 54. Family members almost always relied on themselves when a
problem came up.

True False 55. Family members rarely worried about job promotions, school
grades, etc.

True False 56. Someone in our family played a musical instrument.

True False 57. Family members were not very involved in recreational
activities outside work or school.

True False 58. We believed there were some things you just had to take on faith.
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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 T.V. 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:

O 00N O U A N

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:

OO NG U W=

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

. a town of between 5,000 and 25,000

. a town of between 25,000 and 100,000

. a town of between 100,000 and
500,000

6. a town larger than 500,000

G W=

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)

¢. 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



(Mother, continued)

b. What is (was) her year of birth? (If
unsure, put current age or
approximate age)

¢. 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. Ishe:
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. Ishe:
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)



(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. Ishe:
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)

¢. 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. a. 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)

BN =

(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

G W=

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)

¢. 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

G N e

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 ¢. 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. 1stsister

b. Stepfather f 2nd brother j. 2nd sister

c¢. Mother g. 3rd brother k. 3rd sister

d. Stepmother h. 4th brother 1. 4th sister
PartB

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
X X 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.)

[\»]
(=]

. How many of your grandparents were born in the United States?
1. 1 2.2 3.3 4. 4 0. 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

[

4. One sister

. More than one sister

6. One or more brothers
and sisters

9]

. One or both parents
. Someone else
9. Other combination

®© 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 ¢. Uncle d. Aunt
e. Otherrelative 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

meo A0 o

g. 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

MNNRNNNRENNNNDNDN
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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 UL W=

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 = __ No mother

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 -4 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

If you were going on a trip, who would you:

Sister closest
in age

Brother closest
in age

a. Hug good bye: Yes No Yes No Yes No Yes No
b. Kiss goodbye: Yes No Yes No Yes No Yes No
¢. 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

1234567891011
B. That babies result from sexual intercourse

1234567891011
C. That your parents engaged in sexual intercourse

1234567891011
D. How to obtain and use contraceptives

1234567891011
E. How to cope with menstruation

1234567891011
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.

Ages0-6

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:

. 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:

[N

1. Stranger 1 1 1
2. Person you knew, but not friend 2 2 2
3. Friend 3 3 3
14. Niece or nephew 14 14 14
5. Cousin 5 5 5
8. Brother 8 8 8
9. Sister 9 9 9
15. Other: 15 15 15
5. What happened? (1 = yes, 0 = no) yes no yes no yes no
a. Aninvitation or request to do something sexual 1 0 1 0 1 0
b. Kissing and hugging in a sexual way 1 0 1 0 1 0
¢. Other person showing his/her sex organstoyou 1 0 1 0 1 0
d. You showing your sex organs to other person 1 0 1 0 1 0
e. Other person fondling you in a sexual way 1 0 1.0 1 0
f. You fondling other person in a sexual way 1 0 1 0 1 0
g. Other person touching your sex organs 1 0 1 0 1 0
h. You touching other person’s sex organs 1 0 1 0 1 0
i. Intercourse, but without attempting penetration 1 0 1 0 1 0
j- Intercourse 1 0 1 0 1 0

k. Other: Please mention:
#1:
#2:
#3:
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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 = alittle; 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 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

S . 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

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:
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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. Aninvitation or request to do something sexual 1 0 1 0 1 0
b. Kissing and hugging in a sexual way 1 0 1 0 1 0
c¢. Other person showing his/hersex organstoyou 1 0 1 0 1 0
d. You showing your sex organs to other person 1 0 1 0 1 0
e. Other person fondling you in a sexual way 1 0 1 0 1 0
f. You fondling other person in a sexual way 1 0 1 0 1 0
g. Other person touching your sex organs 1 0 1 0 1 0
h. You touching other person’s sex organs 1 0 1 0 1 0
i. Intercourse, but without attempting penetration 1 0 1 0 1 0
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 1 2 3 1 2 '3 1 2 3
8. Did you threaten or force other person(s)?
1 =yes; 2 = alittle; 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)?
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11. Which of these would best describe your reaction at the time of the expenence?
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 12314 1234 1234
b. Supportive 12314 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 234
b. Supportive 1234 1234 234
16. How did your brother/sister react? If you did not tell him/her, how do you think s/he
would have reacted? A
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 12314 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

Ages7-12

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 1 1

2. Person you knew, but not friend 2 2. 2

3. Friend 3 3 3

14. Niece or nephew 14 14 14

5. Cousin 5 5 5

8. Brother 8 8 8

9. Sister 9 9 9

15. Other: 15 15 15
5. What happened? (1 = yes, 0 = no) yes no yes no yes no
a. Aninvitation or request to do something sexual 1 0 1 0 1 0
b. Kissing and hugging in a sexual way 1 0 1 0 1 0
¢. Other person showing his/hersex organstoyou 1 0 1 0 1 0
d. You showing your sex organs to other person 1 0 1 0 1 0
e. Other person fondling you in a sexual way 1 0 1 0 1 0
f. You fondling other person in a sexual way 1 0 1 0 1 0
g. Other person touching your sex organs 1 0 1 0 1 0
h. You touching other person’s sex organs 1 0 1 0 1 0
i. Intercourse, but without attempting penetration 1 0 1 0 1 0
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 = alittle; 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. 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
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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
havereacted? 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:

—
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5. What happened? (1 = yes, 0 = no) yes no yes no yes
a. An invitation or request to do something sexual
b. Kissing and hugging in a sexual way

¢. Other person showing his/her sex organs to you
d

e

f

-

1
1
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
g. Other person touching your sex organs 1
h. You touching other person’s sex organs 1
i. Intercourse, but without attempting penetration 1
j. Intercourse 1
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 = alittle; 3 = no 1 2 3 1 2 3 1 2 3
8. Did you threaten or force other person(s)?
1 =yes; 2 =alittle; 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?
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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 expenence?
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
. Mother
. Father
. Other adult
. Brother/Sister
. Friend 6
13. How dld 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
b. Supportive 1234 2
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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 12314 1234 12314

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 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
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
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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 =alittle; 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. 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 234

b. Supportive 1234 1234 12314

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 to do something sexual 1 0 1.0 1 0
b. Kissing and hugging in a sexual way 1 0 1 0 1 0
¢. Other person showing his/her sex organstoyou 1 0 1 0 1 0
d. You showing your sex organs to other person 1 0 1 0 1 0
e. Other person fondling you in a sexual way 1 0 1 0 1 0
f. You fondling other person in a sexual way 1 0 1 0 1 0
g. Other person touching your sex organs 1 0 1 0 1 0
h. You touching other person’s sex organs 1 0 1 0 1 0
i. Intercourse, but without attempting penetration 1 0 1 0 1 0
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 = alittle; 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
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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. 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 234 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 =

w

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
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 to do something sexual 1 0 1 0 1 0
b. Kissing and hugging in a sexual way 1 0 1 0 1 0
¢. Other person showing his/her sex organstoyou 1 0 1 0 1 0
d. You showing your sex organs to other person 1 0 1 0 1 0
e. Other person fondling you in a sexual way 1 0 1 0 1 0
f. You fondling other person in a sexual way 1 0 1 0 1 0
g. Other person touching your sex organs 1 0 1 0 1 0
h. You touching other person’s sex organs 1 0 1 0 1 0
i. Intercourse, but without attempting penetration 1 0 1 0 1 0
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 = alittle; 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
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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 thmk 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 234 234

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.

0=Never 1=0Once 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 01 2 3 45 6 X
b. A brother or sister did that to another brother or sister 012 3 45 6 X
¢. Idid to a brother or sister 01 2 3 456 X
d. My father did to me 012 3 45 6 X
e. My father did to a brother or sister 0123456 X
f. My mother did to me 012 3 45 6 X
g. My mother did to a brother or sister 01 2 3 45 6 X
h. Father did to mother 012 3 45 6 X
i. Mother did to father 012 3456 X

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 01 2 3 45 6 X
b. A brother or sister did that to another brother or sister 01 2 3 45 6 X
¢. 1did to a brother or sister 01 2 3 45 6 X
d. My father did to me 01 2 3 456 X
" e. My father did to a brother or sister 012 3456 X
f. My mother did to me 012 3 456 X
g. My mother did to a brother or sister 012 3 456 X
h. Father did to mother 01 2 3 456 X
i. Mother did to father 01 2 3 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 01 2 3 45 6 X
b. A brother or sister did that to another brother or sister 01 2 3 45 6 X
¢. 1 did to a brother or sister 012 3 456 X
d. My father did to me 012 3 456 X
e. My father did to a brother or sister 01 2 3 45 6 X
f. My mother did to me 012 3 456 X
g. My mother did to a brother or sister 012 3456 X
h. Father did to mother 012 3456 X
i. Mother did to father 012 3456 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? .
Ifyes: Give me some examples.
Ifno: Have others told you that you're like that?
Ifyes: 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 -2

What are your long-term goals in life?

Do they change often?

Ifyes: 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?

Ifyes: 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. o
4. 0 1 2 0 1 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?
Ifyes: 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?

o _ Inappropriate, intense anger or lack of control of anger.
6 0. . 1 2 . 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?
Ifyes: 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?
Ifyes: 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?
Ifyes: 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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Polytechnic and State University, Blacksburg,
Virginia. Assessment and treatment of a
variety of clinical problems, primarily with
women, at an outpatient clinical training
facility. Supervision of first- and second-year



June, 1992 to December, 1992:

June, 1991 to June, 1992:

August, 1991 to May, 1992:

August, 1989 to May, 1991:
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graduate clinicians at the training facility and
in the public school system.

Supervisors: Thomas H. Ollendick, Ph.D. and
Ellie T. Sturgis, Ph.D.

Emergency Services Clinician, RAFT
Community Crisis Center, Blacksburg,
Virginia. Worked relief hours. Provided
crisis intervention, crisis counseling of adults
and children, and evaluated individuals for
psychiatric hospitalization, involuntarily
committing when necessary.

Supervisors: Dennis Cropper, Ph.D. and Kathy
Pollock, M.S.

Mental Health Clinician Extern, Mental Health
Services of the New River Valley,
Montgomery County Clinic, Christiansburg,
Virginia. Assessment and treatment of
diversity of clinical problems with children
and adults (primarily women) at an
outpatient community mental health clinic.
Treatment included individual, couples,
family, and group therapy as well as parent
training. o

Supervisors: Dennis Cropper, Ph.D. and Linda
Felts, LCSW

Intern with School Psychologist, Montgomery
County Public Schools, Montgomery County,
Virginia. NIMH project. Counseling of
emotionally disturbed children in
elementary, middle, and high schools on an
individual and group basis.

Supervisors: Thomas H. Ollendick, Ph.D. and
Barbara Reasor, M.A.

Graduate Clinician, Psychological Services
Center and Child Study Center, Virginia
Polytechnic Institute and State University,
Blacksburg, Virginia. Assessment and
treatment of a variety of clinical problems



1988 to 1989:

Research Experience:

October, 1993 to present:

January, 1993 to July, 1993:

June to September, 1992:

Fall, 1991 to Spring, 1992:

185

with children and adults at an outpatient
clinical training facility. Included Attention-
Deficit Disorder evaluations and parent
training groups for parents of children with
Attention-Deficit Disorder.

Supervisors: Jack W. Finney, Ph.D., Ross
Greene, Ph.D., Russell T. Jones, Ph.D., and
Carolyn Pickett, Ph.D.

Telephone Counselor, Families and Children in
Trouble hotline. Washington, D.C. Crisis
counseling for the general public via
telephone.

Conducted dissertation research with a
clinical sample of sexually abused women to
determine the relationship between
childhood sexual abuse, family
characteristics, and borderline personality
disorder. Diagnostic, personality, and sexual
victimization interviews as well as self-
reports on coping and family environment
were utilized.

Principal Investigator: Margaret K. Warren,
M.S.

Assisted with diagnostic, personality, and
sexual victimization interviews with battered
women in shelters.

Principal Investigator: Terri L. Weaver, M.S.

Conducted group hypnosis sessions for data
collection to investigate childhood
experiences and hypnotizability.

Principal Investigators: Helen Crawford,
Ph.D., Ellie Sturgis, Ph.D., and Margaret K.
Warren, M.S.

Assisted with diagnostic interviews and self-
reports of adolescent inpatients to determine
the relationship between depression and



Spring, 1991:

January to September, 1990:

Teaching Experience:
April 22, 1994:

Fall, 1992 and Fall, 1993:

Spring, 1992:
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conduct disorder in adolescent psychiatric
inpatients.

Principal Investigator: Thomas H. Ollendick,
Ph.D.

Assisted with diagnostic and attachment
interviews of college students to determine
relationship between separation anxiety and
attachment. '

Principal Investigator: Cynthia Lease, M.S.

Assisted with diagnostic interviews and self-
reports of parents and children who were in
car accidents to investigate Posttraumatic
Stress Disorder.

Principal Investigator: Jane Keppel, M.S.

“Childhood Emotional Abuse and Neglect:
Definitions, Effects, and Implications for
Professionals.” Conducted a four-hour
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.
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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.




