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- ABSTRACT

“Trauma does not heal trauma. Trauma oniy adds to trauma
'  Trauma deepens frauma" o
Berkman (Solomon, 1993 PZDQ)

This study aims to explore the relatienshlp between intrusion and avoidance symptoms -
as described in the dlagnostic category - in the DSM-IV (American Psychiatric
Associatzon,1994) and frequem.y and level of exposure o traumatogenic events, The
effects of lay counselling after the event were taken into account in the analysis, and
the sample consisted of voiuntary First Natzcnal Barnk employees, who were exposed ta
more than one bank robbery between Decemb .. 1989 and 1992.

The hypotheses of the study were that an increasing number of exposures to potentially
traumatogenic events, and increasing levels of exposure to potentially traumatogenic
events would be related to the development of avoidant and intrusion 'symptt:ms.
Further, it was hypothesised that the interaction of these two variables would also be
significantly related to the development of avoidant and intrusive symptoms and the
nature of this interaction was explored. The scale used to ineasure the symptoms was
the Impact o* Events Scale (Horowitz, 1979). Level of expusure was measured onh &
four point sca e, which included extreme exposure with physical ihjury; direct threat and
confrontation; indirect contact with the perpetrators, and the fourth category was
indirect exposure or secondary victimisation.

The results indicated that level of exposure had a 'significant relationship with the
davelopment of both intrusion and avoidance symptems. Contrary to expectations;
frequency of exposure was not found to be related to symptomology and it was
speculated that this might have been because of the erudeness of the measure, In this
regard it is of note that level of exposure as measured in t_his study included frequency
of exposure. The results indicated further that post trauma counselling was not
significantly related to symptomology. '

The implications ef these findings were discussed in the light of the general literature in
PTSD.
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- CHAPTER ONE

LIT ERATURE RE:"'

1.4 THE NATURE AND DEFINITION OF PTSD

 Akey feature in 'peychotraumatology'is the presumed refationship between exposure to -

an ex'tre'me stressor or potentially traumatogenic event and the development of PTSD,
In this regard ihere appears to be consensus that a "dbse-effect" r‘el'ationship' exists in

which the rlsk of developing PTSD increases with :ntensﬂy and duration. of exposure to
_ stressors However, this relattenshlp is mediated by other factors '

Davidson and Foa (1993) propose an interactive model in which the risk of developing
PTSD is seen as a function both of the trauma (‘external” factors) and of the victim
(“internal factors”). PTSD can develop at any time, but de_pends partly on the: severity
and qualitative characteristics of the traumatogenic event, and partly on the individual's
predisposing features. Certain extremely traumatogenic events, they suggest, are likely
to produce PTSD in almost any individual regardiess of their predisposition. However,
lower grade traumatbgenic events may produee _PTSD in certain individuals with strong’
predisposing Vulnerabitities, whereas others might expeﬁence the situation as minimally
stressful. What the exact nature of these traumatogenic events are and what the
specific individual vulnerabilities are that are implicated in the development of F'TSD is,
however, a matter of debate. Despite thss dehate, at this current time, the deﬁmtlon
and diagnostic criteria specified by the DSM-IV (Amerlcan Psychtatrlc ASSOGIatIOH
1994) are still widely accepted (Refer to Appendlx 1).

In the following section, these five criteria will be expanded upon brieﬂy, togaina -
clearer overview of the disorder. -



THE NATURE OF THE TRAUMATOGENIC EVENT

Criterion A coh‘siders the nature of the traum_afogéh_ic event and as indicated there
are numerous debates and issues sumuhdirig this, which will be discussed in sectich

INTRUSION

Critér_ion' B consists of intrusive thoughts ‘about the traumatogenic expetience,
- characterised by a refiving of the event as if it were recusring in the present.  This mi'gh't
include distressing "flashbacks” or intensely vivid reenactment experiences of the
original traumatogenic situation, and may be represented by images (e.g. thematxcally
related nightmares) or distressing affect (Foy, 1982). Triggering events or reminders of
- the original situation may resuit in the individual experiencing intense emotional distress
or physiological reactivity. Theorists have explained the intrusive symptoms according
‘to their different models (see Chapter 2). Common explanations suggest that infrusion
is characterised by intense emotionality, and is considered a means of gaining mastery
through réliving the event (Horowitz, 1993)." Brett (Davidsoh and Foa, 1991) suggests
that by actively reliving the event, the survivor is presented with an opporfunity to work
- through the event with increased preparedness and effi Cacy Intrusive symptoms
provide opportunities to reconstruct the meaning of the traumatogemc event

AVOIDANCE AND NUMBING
Criterion C includes avoldance and numbing reactions; The individual tries to avoid
both reminders of the physical eﬁvirbnmé_nt and a wide range of emotions felt at the
time of the event or immediately afterwards (Foy, 1992). This reaction includes both
numbing (of ern_otioris and memories) and avoidance behaviours, such as social
isolation, de'tachment'and denial. . Several ‘approaches acknowledge that thera are
- r1 ay forms of numblng or dissociative reactions, and these could include arnnesna,
,,pf'“onallsahcn and altefed states of reallty (Shilony and Grossman, 1993)

| Kil_patr:ck and Resnick (1993) found that the most highly predictive a__vordance



g

symptoms of PTSD were d:stancmg frorn others, reduced mterest iri actnntles and |
avoidance of reminders of the traumatlc event.

Hamniahd, R_éym‘ond,‘ . S’_curﬁe!d, ‘Rigse (1993) suggest -that_-':the purpose of the'se-_ |
avoidance reactions is to counteract intrusive and arousal symptoms, 'especiélly when |
the suvivor has been unable fo overcome the initial trauma “crisis reaction”, Far from

bring seen as pathologic, Shlloney and Grossmart (1 993) stata that dISSOGIatIC!n has an .
~ adaptive function, which protects the survivor froth collapse in the face of terifying .
events, Théy suggest that the terrible memories are spﬁt' off from “nommal

consciousness” ahd' forgotten. Intrusion symptoms are seen fo be aspects of the' .

resurfacmg afthess “forgotten” memories '

INCREASED AROUSAL

- Criterion D consists of symptoms of mcreased physmloglcal arousal and ¢ nSIStS of -
physmlogic _reacuwty whett confronted with reminders of the traumatogemc event.
Many researchers have USed physiologic assessment measures for autonomic nervous
system arousal, which could include heart rate, sweat g!and activity and blood pressure.
The dlwdmg line between physiclogic arousal and soma’asatlon of symptoms is an area

that requires further consideration. Herman (1982b) proposes that severe a_nd'
prolonged trauma can appear to amplify and generalise the physiologic symptoms of
PTSD, suggesting that individuals somatise their traumatic éxperiences as a jme'ans' of
coping. She noles that survivors complain of somatic complaints over time, such as
headaches, .gésfrointestiha! disturbances and phys_icai pain. This cbuld_ result in

 difficulties in diagnosis and comorbidity (Refer Section “.3.3). |

DURATION AND ONSET

Criterion E includes the duration of the symptoms, specifying the presencé of PTSD
.ﬂsymp.tomsfor more than ona montﬁ. The DSM-IV (American Psychiatric Association,
1994) has inciuded a new category of Acute Stress Disorder, which allows for the
| "prese'nce of PTSD symptoms for a maximum period of ong month, and an onset of four
weaeks after the traumatogeni'c event. If the duration of symptoms wag more than six



months after the. event the DSM-IV (Amencan Psychiatnc Assoczatxon 1994)
: reccsmmends that this is noted. '

The lack of predictability surrounding the onset of symptoms and the 'ﬂUCtliating course
of symptoms has created ongoing controversy and GOnfusmn Typscally, peri iods. of-
intrusion and arousal alternate with periods of numbing and avowance but there are no
- discemible and predictable pattems of fluctuation with regard o rndw_ld_ua! reactions.

This pattern of fluctuating sympto'm's can either remain of diminish' as the sutvivor 'starts
to cope with the traumatogenic eﬁects (Dunner, 1993), Issues regardmg duration and -
onr =t are discussed further i i Section 1.3.4.

Criterion F, an addition to the DSM-IIR (American Psychiatic Association, 1987)
criteria, includes the lmpalrment of key functnonal areas (such as occupation and
social) after the event. '

in addition, the DSM-IV (American | Psychiatric Association, 1994) suggesis that
diagnosticians note whether the duration of symptoms was less or more than three
months. '

. SUMMARY

The DSM-IV (American Psychiatric Association, 1894) has enumerated categories of
symptoms, which form the basis for a diagnosis of PTSD, and whi_ch at first gliance
appear to consist of a cohesive and practically applicable set of criteria. However,
under closer investigation, the definition of PTSD and what constitutes the sﬂr_m_ptom -'
and diagnostic picture is highly confusing and controversial, and is further compotinded
by debates concerning which events should be classified as traumatogenic. '



1.2 THE NOTION OF A POTENTIALLY TRAUMATOGENIC STRESSOR

In hoth the DSM-IR {American Psych'iatric Association, 1987) and the DSMAV
- (American Psychiatric Assbciatibn. 1994) the definition of the nature of the trauma plays
a gate-keepmg role in the dlagnosm of PTSD. They identify types of potentually‘_
traumatogemc events and expenencas that allow or disaliow individuals to be evaluated'
further for PT8D, using the remaining diagnostic criteria (Kllpatnck_and Resnick, 1_993) |
Neve “heless, March (Davidson and Foa, 1993) states that while PTSD has clear face
vatidity,'_the scape of the tiagnosis is unclear, and this is a result of several factors,

One of the key issuésﬂ is whether events are in and of themselves ‘potentially

traumatogerss. The genéral.stress literature conceptualises stress as the gf.p between

the challenges posed by & life event and the individual's assess_ed'capacity {o deal with

‘these challengas (Scotf and Stradling , 1982). The DSM-IIIR (American Psychiatric
Assoclation, 1987) defined a traurnatic event somewhat tau_t_ologically as one that was
“outside the scdpe of usual human experience”, the experiencing or observing . which -
would be extremely psychologically distressing to aimost anyone. _-The DSM-IV

(American Psychiatric Aséociation, 1994) shifted the main emphasis away from the

objective severity of the siressor, to a mix of the objective severity of the potentiaily

traumatogenic stressor, and individual vuinerability and perception of the stressor. The

implications are that vuinerable 1ndivlduals exposed to a ! minor" stressor may still

exper[enoe PTSD symptoms

This modified version is more in line with the proposed I(‘D—‘lo definition of the nature'
of the potentially traumatogemc stressor

.. an exceptional mental or physical stressor, either bnef or proionged ver mciuding

mllltary combat, sexual or other violent assault, human or natural disasters, and

~ seveie accidents. Infrequently, in the presence of heightene'd pergonal vul_nerabllity_,
 events that are objectively less threataning (may be inu.luded)" |

(Kllpatr:ck and Resnick 1993; p 245)



. There is, deever‘ ongoiny Icen_troversy within the literaturs cbncerhi'ng the speciﬁe”
nature and interaction of the vulnerability and environmental factors.

- While i may be true that extreme exposure o stressers of htgh mtensnty almoet' -

invarlably resuits in PTSD mdwtdual dlfferences greatly influence whether m;!der forms - |
© of expoeure to potentially traumatogemc events, will result in PTSD or not (March, =

1993), Some reseatchers suggest that mdwxduals respend drfferently in smmlar
traumatogenic situations, dependtng on how they perceive and interprat thetr .
_ envlrenment (Tomb, 1994). In line with the theory of a_ttnbutlenai style, Scoft and
Stradling (1992) propose that the meaning attributed to the potentially traumatogenic
event by the individual is of utmost importance and can mediate its effects. They quote
a study by Macfariane (1988) in which & number of bushfire survivors felt personally
challenged rather than traumatised and helpless.  Concem, however, has been
 expressed that this thft in focus may lead fo an increased risk of subjectwrty ‘when -

diagnosmg stress reactiens (Tomb 1994) ' '

This then leads onto the debate surrounding threshold levet: at what critical peint does
~ the severity of the stressor play g greater role than individual vulnerabilities? There is -
clearly a ne'e:_:l for more normative data regarding the definition of what kinds of events
and what level of severity of these events may be experienced as traumatic, as well as
the nature of the interaction of individual vulnerabilities and environmental factors.
Leading on from the difficulties and debates around the definition of the traumatic.
event, is the major i issue of the eymptom pteture and the lmpact this has on F'TSD asa
dlag nostic categery

13 THE SYMPTOM PICTURE

| The issue of the specific symptoms and the clustering of these symptom's which serve
as criteria for diagnostic categoneaiion has beceme hlghly controversial and will be-
further considered



' 1,31 GROUPING OF SYMPTOMS

An"area of controversy in PTSD is. Wha't specific sytaptoms andior clustering of
symptoms are essential to the diagnosis. One concern has been whether different B
| potentially traumatogamc strassors will result in diverse ‘symptom complexes within
PTSD. Research indicates that the nature of str_e;ssors does indeed alter the symptom
 picture and researchers have proposed that natural fraumatogenic events (such as an
 earthquake) will have different effects to man-made assault (rape or murder) (Tomb,
~ 1994). Other research dlstmguishes between the effects of single versus muttlpie or_
continuous stressors (Herman 1962 a; 1992b Scoi‘t and Stradllng, 1992).

Some researchers are of the opinion that the number of criteria fisted in the DSM-HIIR
(American Psychiatric Association, 1987) are fairly arbitrary and have sugge'sted that the
- presence of fewer criteria (specifically avoidance ctiteria) could still be indicative of ?
diagnosis of PTSD ({Kilpatrick and Resnick, 1993). ‘This is in'r';ontra,st' to the DSM-IV
'(American Psychiatric Association, '1994) "requiremént that the ﬁresance of both
avoidance 'of stimuli and a pumbing of géneral responsiveness are necessary for a
diagnosis, rather than either one or the other (Tomb, 1994). In view of this, it is
suggested that further émpirical studies on consfruct validity, consistency, and the
relationship between traumatogenic svents and predictable PTSD patterns needs to be |
caried out, before the epidemiology of the disorder can be firmly established (Foy,
1292}, ' - ' '

1.3.2 PRIMARY AND SECONDARY SYMPTOMS

Which syrhptoms are primar'y in the presenting pictu’ré of PTSD and which are
secondary symptoms is also a matter of debate, and the DSM-IV (American Psychiatric
Association, 1994) has not changed from the DSMHIR (American Psychiatric
~ Association, 1987) in this regai"d.' Secondary symptoms seriously urder consideration
by sevérat researchers include depression, anxiety, ‘somatisation, various changes in
€go functloning (Peterson, Prout Schwartz 1991); rage, damaged |dent|ty and loss of
self respect (Hammond et al, 1993) Foy {1992) discusses loss of trust and a loss of
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control, which could result in a continual monitoring of interpersonal and physical
- environments, and in excess could manifest as 2 phoblc avoidance of trauma related
 situations. ' ' '

The 'effects of survivor guilt and shame have been described by rhany authors
R _'(Solamon 1993; Peterson et al, 1991}, but have not been formally included in the
| dlagnostzc critenon (DSM-IV American Psychtatnc Asscclatlon 1994), Nevertheless :
- the inclusion of these common symptom presentations could be |mportant in deepenmg N
an understandmg of PTSD and in rnaklng differential dlagnoses '

1.3.3 COMORBIDITY AND DIFFERENTIAL DIAGNOSIS

The issue of differential diagnosis is complidated by that of comorbidity * PTSD rarely
exists as an isolated disorder once it has become chronic, and research has found that
patients with PTSD are twice as likely to present with another psyohiatric diagnosis than
col trols (Davidson and Foa, 1991; Peterson et al, 1991), Other anxiety disorders,
depression and substance abuse are three disorders which have been foi.md to have
- the highest.!evel of comorbidity with PTSD (Davidson and Foa, 1991; Davidson and

~ Baum, 1993, Peterson and Q,Shanick, 1986). To further complicate the issue, _;broad
epidemwlogical studies indicate that other comorbid disorders include somatisation
disorder, schizophrenia, schizophreniform disorder and obsessive compulsive disorder
(Davidson and Foa, 1991). | ’

" Current debates focus on whather PTSD is the primary of secondary disotder; whether
PTSD caused the second disorder to develop, or whether the existence of the other
disorder in fact created a pre-disposing vulnerability for PTSD, That several disorders
can be diagnosed in comorbidity with PTSD has serious implications for the delimitation
of diagnostic ooundar'ias' which in turn will affect the selection of treatment strategies.
One of the difficuities in this regard remains the fact that eptdemtologxcal studies use
' diverse data bases, and therefore do riot cons:stentty examine the same illnesses.



This is further comp!zcated by the fact that notwrthstanding the issues of comcrbtdlty o
“and dtacnostac clanty several sefs of the symptoms associated with PTSD are not

specific to it (Quamnte s, 1985). Once again, this makes a clear delimitation of PTSD

extremely difficult. The symptoms of adj'ustment disorder, for example, presents at face
~ value in a similar way to the symptoms of PTSD and one is dependent upon assessing

the nature of the traumatogenic stres.,.ur when making a differential dmgnosns Thls L

raises the question of the :mpoﬂanoe. of aetiology when defining diagnost!c criteria
whlch has major lmplicatlons for the DSM project per se.. L

Clinicians might easily miss the diagnosis of PTSD' because of comorbidity. To
- compensate for these difficulties, clinicians are advised to assess which disorder is :
~primary and which is secondary, and (with extreme cases) to allow'f_or mu!tiple" |
diagnoses as with the DSM-IV (American Psychiatric Association, 1994) -axialb )
classification. Because psychiatric comorbidity is so common in PTSD,_ diagnosing and .
addressing' 'co-.existirig psychiatric illness is an essential step in- planning PTSD
-~ freatment. An increased _awarehe_ss of symptoms more specific to PTSD, such as
nightmares, flashbacks, startle response and hypesvigilance could assist clinicians in
diagnosis, as ¢ould an undérstanding of sécondary symptorﬁ's associated with PTSD
(Davidson and Foa, 1991). S

4.3.4 COMPLICATIONS CREATED BY THE TIME FRAME

Related to the debates around the symptom picture- and the nature of the
traumatogenic event is that of the course of PTSD: the time frame, onset and duration .
of PTSD symptomology. The core issue in this regard focuses on the discrimination
between normal aid disordered processes of recovery (Lyons, 1991), Several studies
in the literature suggest that the course of PTSD varies considerably, depending on the
duration, severity and complexity of the traumatogenic expdsure. and how this interacts
with the lndwldual's pre dlspos:ng characteristics and societal supports (Wilson and
* Raphael, 1993)
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The DSM-IV (American Psychiatric Association, 1994) attempted to address these
is‘sues by ihtroduoing ‘two 'subtypeé of symptom duration: acute (less than three-'
" months) and chronic (more than three months). ‘This does not, however, resolve the
complexities surroundmg the unpredlc:tabie fluctuation and onset of symptoms the
complexity of the disorder and the durabzl;ty of symptoms ' -

A further issue Which still réquires considei‘ation is whether or not *~ diagnostic critoria
should be expanded to include a "normal response” to PTSD. It first year followmg |
exposure to a traumatogenic avent, many individuals manifest symptoms which cause

distress but do not neoessanly meet the diagnostic reguirements of PTSD. I-n_ this

regard, the DSMIV (American Psychiatic Association, 1994) introduced a new
category, namely Acute Stress Disorder. The symptom picture is almost identical to
that of PTSD, differing in its emphasis on k_dissociative symptoms and a time frame that
specifies between two days’ and four weeks' duration of symptoms and an onset within'
~ four weeks of the event, | | |

Ancther issue which complicates the establishment of a diagnosis of PTSD_ at any one
point in time is that in some individuals, symptoms may attenuate and disappear over
time, whereas in others they may increase or become periodic.

Blank (1993) strongly. recommends that major differencos in symptom constellation
(subtype) be clearly differentiated from the course of symptoms (the time axis, e.g.'
onset, duration, waxing and waning of symptoms), a distinction which he believes is not
clear in the DSM-1IIR (American Psychiatric Association, 1987). Greater awareness of
the temporal features of PTSD can assist with assessment, positive diagnosis,
treatment planning and intervention strategies.
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1.3.5 CLASSIFICATION DIFFICULTIES

B The adequacy of PTSI) as a diagnostic category is c‘Iosély related to the issue of the
classification of PTSD in the nomenclature focusrng on. its plaoement among the_-
_ -'ar‘.Xlaty or 'the dlssoclatlvo disorders - :

- The classification of PTSD among the anxiely disorders has created ongoing
controversy, and sparked off research to prowde svidence regarding the: oentrahty of
gither or both avoidant and :ntruswe symptomology (Davidsun and . Baum, 1993 .
Davidson ancl Foa, 1991). Two of the issues are the degree of seventy of symptom
presentation, and comorbidity (and the averlapping of symptoms).

Arguments for the classifi cation of PTSD in the anxiety odtegory propose that fear,
anxiety and avoidance behaviours are typ;cal of anxrety drsorders, and the presentation

of PTSD symptomology shares much in common with panic disorder, phoblc anxiety

and generalised anxiety disorder (GAD). For example, symptoms associated with panic
disorder are physiologic arousal and intense fear following exposure to a reminder of

the stressor, as well as flashbacks, nightmares and numbing - similar symptoms

required for a diagnosis of PTSD. The presence of a stressor in panic disorder relates

~ closely to the traumatogenic stressor in PTSD. -

Arguments for the inclusion of PTSD as a dissociative disorder propose that re-
experiencing and numbing are typical of dissociative disorders, and are arls_o. features of -
PTSD. Suppotting this argument; Davidson and Foa (1993) note that psychogenic
amnesia is a common response with chronic PTSD, and that in treatment, re'capturing
dissociated material facilitates the recovety process. They_ also suggest that the
magnitude of dissociative response predicts outcome in PTSD. Also supporting the
notion that PTSD is a dissociative disorder is the inclusion of a new diagnostio category
in the DSM-IV (Arﬁeric_:ah' Psychiatric Association, 1884}, viz. Acute Stress Disorder,
which has a strong emphasis on dissociative symptoms, including numbing and
 detachment, reduced awareness of surroundings, derealrsatron, depersonalisation and

drssoclatrve amnesra -
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Arguing against this ;assiﬁcatiqn are the findings that disseciation tends to decrease
over time ‘and is not found in all PTSD sufferers (Davidson and Foa, 1993). Further,
| of lesser importance than anxiety symptoms, insofar as
attempt o deal wrth extreme fear or anxiety through -

L

avcidance, and is therefore se¢ u.k__ Nary to anxiety wmptoms Further compllcatmg the

dissociative symptoms may b :
dissociatibn can be seen as #

picture i us the fiuctuating nature oF symptoms and the complex time frame. However at

this moment the weight of opinion is that the degres of dissociation in PTSD is not
severe enough to warrant classifi catlon asn dlSSOGIatIVe disorder.

1.4 SUMMARY

‘The issue of the categorisation of PTSD as a psychiatric disorder warrants further
research. There is currently confusion conceming the symptomatology, bourse and
onset of symptoms, comorbidity, and treatment response. Greater clarity in these
areas could contribttte to a better understanding of the etiological process and the
presentation of the symptom picture.

This study foliows the current classification of PTSD as an anxiety disorder as |
present.d in DSM-IV (American Psychiatric Association, 1894). The focus in this study
is on both the etiological importance of the stressor and on the presenting’ syrmptom
picture, and it explores their interaction. This leads into k: d:scussmn of conceptual -
models of PTSD
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 CHAPTER 2

CONCEPTUAL MODELS OF PTSD

A variety of conceptuai models have been dlaveloped in order to expialn the formation |
and resultant symptom picture of PTSD. A centrai consideration in the various models

is what Solomon (1993) terms “dlfferentlal aftribution of responsibillty’ Some maodels
~ attribute l‘espOHSIblh‘ty {or blame) to the survivors themselves and suggest that survivors
of traumatogemc events manifesting distress (and PTSD) do so as a result of
- characterological weakness or defi iciency. This modei implies an accusatory stance,
which has had implications for war combatants (“sﬁirke'rs"j' with regard to legat and
financial compensation issues. Other models attribute responsibility for d‘istfes_s and
PTSD fo environmental factors such as the nature of the stressor itself. This approach,
while generally adcepted does not, however, expiain why survivors respohd in different
ways. An mtegratlon of models is therei‘ore recommerwed s¢ as 1o prowde more
satzsfactory explanations, -

54 PSYCHOANALYTIC APPROACH

There is no single psychoanalytic apprdadh to the undefstanding of the pathogenesis of
PTSD, although most of the theoties ara complementary and can be synthesised into a
basic descripticn, ' '

The majority of psychoanalytic writérs focus on individual factors, stréssing.'genetic
predisposition, pre-tratma conflicts and the pre-morbid capacity to handle stress..

Trauma is viewed in the context of the individual’s disposition, wh|ch includes the state
_of mind at the time of the event, the traumatogenic situation and the ex1stmg psychic
conflicts which prevent the integration of the traumatogenic experlence Into the
conscious personality. In this model the Individual's fantasies that arise out of the
trauma are consndered to have more impact than the nature of the trauma |tself
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‘Freud and the early analytic wiiters contributed greatly to this field with the concept of a
 “protective shield” or “stimulus barrier”. This shield is shatiered when external events
~ lead fo an excessive stimulation which occurs abrupily and _Unexp'ectedly, res'ulting ina
| sstuatlen of “energy overload”, The ego libido e'a'ﬁ nc longer be centained in this

sntuatlon. and alteratlons in psychnc functioning occur in order to restore balance. This o " .

~ can result in disturbed integration, upset equilibrium and disorganisation in mental | "
~ functioning, even 1o the pdint of pemmanent ireversible damage fo the psyche and
structural personality changes. Disturbances can include chronic use of denial, escape
into the inner wortd of memories and fantasy. fearfulness of repetition ‘resulting in
'conetant alertness, shattered basic trust and a fragile ege structure (Peterson et al,
1991).- Other issues stressed in Freud's theory ot traurna is early mfantlte conflict and
the repetttson compulsion. '

" In contrast to Freud, Object Relations theorists suggest that in the face of intsmal
iraurha, the individual defends himself by “splitting” of the personality, which can bring =
about splitting of the "self system”. There is a resultant loss of identity a Se.1se of '
omnipotence and the emergence of a protective or false self (Peterson et al, 1991).
- This approach stresses the importance of the dissociative aspect of PTSD.

Critics of the dynamic approach have argued that it is constrictive and jedgmentai.' The
approach is limited to an individual focus and does not take into account the nature of |
the stressor, the realities of war, social disaster and current seeia! stressors (Peterson
et al, 1991) However current psychodynamic writings do stress the nature of the
traumatic stressor and environmental factors (Peterson et a! 1991). Cntics also state o
that - dynamxc treatment strategles on their own are not effective, especially where B
traumatls_atlon is severe and time constraints are important.
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22 BEHAVIORALILEARNING THEORY FORMULATION

Two Factor Learning Theory states that psychopathology is a function of both classic
conditioning (s fear respbhse is leamed through associative 'principies) and
mstrumental ieammg (mdl\nduals Ieam to avoid the conditloned cues that evoke
anxnety) '

To explain the development of symptoms of PTSD, Peterson et al (1991) suggest that
the unconditioned negative stimutus (UCS) of the traumatic event serves to elicit
extreme physiologicél and 'p'sychological distress. Both 'environmentai and internal
phy‘siological and psychblogica! responsés which accompany the UCS may become
conditioned stimuli (CS) eliciting a stress response similar to that elicited by the UCS,
and this accounts for the reexperiencing of the event.

Instrumental conditioning asserts that individuals will develop several behaviours in
order to avoid aversive CS and UCS, and that they will learn to avoid .cués that eficit
negative emotions. This avoidance prevents deconditioning to the CS, and by providing
immediate relief from anxisty, perpetuates the avoidance. The complexity of PTSD
symptomology is explained through stlrrulous generalisation, higher order condltlonmg,
and incomplete exposure fo traumatic memories (Peterson et al, 1991). '

“eligman's theory of Learned Helplessness (Solomon, 1993) is particularly helpful in
offering an understanding of the individual's sense of helplesshess and loss of
proactivity in threatening situations. When an individual is exposed to adverse
* conditions that he cannot control or escape, he derives a conviction that no matter how
hard he tries, he cannot control (or has little influence over) the environment. The
survivor comes to believe {learn) that he is a helpless victim of circumstances.

Adding to this theory, Milgram (Figley, 1985) explains that the “externalisation
attribution” results in reduced motivation levels and a loss of initiative to respond to



| e
stressful situa_ticn's. The eventual outcome. is depression, withdrawai,--isbiatic\'n and
chronic anxiety associated with the fear that the trauma will reoccur.” However, the
extemal Ioct!l;s.:of attribution may provide a rationalisation for survivors . ~utial and
béh?viorai_' states, and this atfitude can serve as an aid in the recovery process.
Solomon (1993) proposes that Seligman’s theory is _par-ticdlar_l;y- relevant fo survivors of E _
~ multiple traumat_isétioh.. ' o o

The behaﬁoi‘a! approach. is fimited 1n that cahnot'adequately expiaih_ chan'ge_s : ln |
personality associated with ongoing trauma (Kolb, 1987). The strengths 'of' this
- approach include the effectiveness of treatment modalities, such as desensmsatlon

relaxation and attempts to shift the external logus of control to an Internal focus. Several o

studies have advocated the behavioral treatment of PTSD as the treatment of cholce
(Peterson et al, 1991). | - - |

2.3 PSYCHORIOLOGIC MODELS

Recognition that psychological trauma has an enduring effect on biolegical changes
has resuited in increasmg ps ychoblologlcal studies of trauma and PTSD, with
exploration of hyperarousal, disequilibrium and neurophysiolagical processes (Van Der
Kolk and Fisler, 1995; Lipper, 1990; Davidson and Edna, 1993; Giller, 1990). The
traumatogenic event upsets the stasis of the individuals functioning, feading to
dise'quilibr'ium at both psychological and physical levels.” The psychobiology of PTSD
attempts to understand symptom expressnon and related d;sturbances in learning
processes by studying the changes in the central nervous system, the autonomzc
‘nervous system and refated neural mechamsms followmg exposure to trauma

In this regard, Van Der Kolk and Sapporta (1993) analyse the neural structures and
“subsystems and how they mediate PTSD symptoms and fearning processes after a

traumatogenic event. The areas studied include: 1) autonomic hyperreactivity and =

intrusive reexperiencing, 2) nu'mbing of responsivenes_s. 3) developmental levels and
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_ the effects of'treﬁmatogenic events, 4) the limbic system, - 5} - noregenic and

serotonic pathways, 6) endogenous OplOld system 7 the role of the locus coeruleus

and related structures |

- Van Der Kolk and Sapporta (1993) propose that there is a btologioaily srgnlﬁcant
- relatlonshrp between autonomlo arousal and infrusive. recollections, and they quote

| “studies of several researchere who (through physmlogloal measurements] noted L

condltroned reactions when individuals were presented with stimuti similar to that of an
original traumatogenic evsnt These findings prowded further support for the no’ on of
‘common biological Underpmnlngs for certain PTSD symptoms such as ﬂashbacks

o anxrety and panic attacks. Van der Kolk and Sapporta (1993) researched whether -

increased autonomic arousal might occur in response to a varlety of stimuli and no’t just'
to the conditioned stimulous alone, and they found that "habituation may follow
repeated e_xpOSure to the traumatogenic stimuli itself,'but associated events continue to
elicit hyperreactivity”. This ocours because emotional reactivity (st the core of PTSD
symptomology) is increased dus to = loss of neuromodulation, and . further, |
‘hyperarousal contributes to the loss of memory .of the treumatogenrﬂ event and
therefore prevents a process of working through the painful memeries.

Another important area of research has _been. the effects of the iir‘nbio systern on PTSD
symptoms, The limbic system pleys an important role in modulating emotic ns tha’r
control survival and self—presewatron behaviours, and constitutes the primary area in
the CNS where the processing of memories takes place. Suppressron of hippocampal |
- functioning, following a _traumatogenlc event, could result in the creation of amnesia for
the specifics of traumatogenic related situations, but not the feelings associated with
them. Therefore, the locating of memoty in 'spe_tial and temporal dimensions is
disturbed, which in turn sould lead to a lack of encoded symbolic linguistic Ianguege,
which is essential for information retrieval (Van der Kolk and Sap_porte, 1993). |

- Van Der Kotk and Saporta (1983) state that with the growing aware'ness and research _
in the areas.of the nervous funstions, that “the psychet«ology of frauma (is) one of the
most p smising areas of psychiatry” (p4t. However, these models lack focus on
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envirohmantél f_aétors such as the nature of the stressor, and the interaction of the
individual with his environment and support systems. ' ‘

2.4  INFORMATION PROCESSING MODEL -

Perhaps one of the most influential models of PTSD s that of Horowitz's Information
Processing Model, which emphasises ._infdrmation processing and cognitive' theories of -
emotion (Wilson and Réph_ael, 1993; Green, 1993). This model inipacted on PTSD
theary and formed the foundations for the diagnostic ctiteria of the DEM-IIl (Peterson et . -
al, 1991). '

" Horowitz (1693) proposes that a disaster or traumafogenic event creates an internal
excess. of information,  resulting in information overload. The individual is too -
overwhelmed to cognitively integrate the material and copes defensively by numbing
and denial. - He proposes a fype of aclive memory which stores the information, and
which has an intrinsic tendency towards repetition of the contents (Peterson et al,
1991).

There, traumatogenic contents will periodically seep into awareness and manifest as
intrusive imagery, flashbacks, nightmares, and un  ed thoughts and emations.
When this intrusive information becomes too great, t fensive méchanisms kick into
place again i1 the form of numbing and denial, _and as a result ther_e is an oscillation
between intusive and avoidant (numbing) symptoms. In an adaplive situation,
¢ompletion of information procéssing continues until the information is fully integrated
irtto existing cognitive schema (Peterson et ai, 1991; Tomb, 1994),

Horawitz (1993) postulated that survivors typically progress through a well-defined
sequence of stages when assimilating the trauma, and he lists these as outery;
avoidance, inkiusive imagery and reexperience of the event (this phase may alternate
- cyclically with avoidance and numbing), transition, and integration (Figley, 1985), This
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concept of stage theory has been _queé.tio_néci by several authors _(P.e’terson 'et_ai'_, 1991)
who argue that data supporting the stage theories have been descriptive rather that
empirical, and that the extreme "/ariability of the response patterns to stressful and
aversive life events does not support this cancept,

The strt\hgth'- of Horbwitz_? approach _is_ 'i_t_he importance placed on the individual's

cognitive style, patterns of conflict and coping mechanisms. It strésses the necessity

for individualised treatment strategies, as the course of PTSD may differ for indlwduals
_at certain pmn’ts of the prooess (Paterson at al 1891), '

25 TOWARDS AN INTEGRATION OF APPROACHES

* While afl the approaches presented so far have relevance and make important
contributions towards the research of PTSD, there is a move towards integration of
sevisral approaches, to gain a broader, more encompassing understanding of the
de{te!opment and process of PTSD, and the relationships between interacting variables,
Certain contributions of the 'psych_aanalytic, learning theory, psychobiologi¢ and
* information processing approaches can be integrated in the Psychosocial Model. Its -
framework is based on the Information Processing model proposed by Horowitz
(Peterson et al, 1991). This model is widely accepted in thie field of PTSD, and its
relevance ligs in its focus on the interaction of various aspects of the trauma process,
such as the nature of the trauma, individual characteristics, the social/cultural -
“environment, and normal and pathologic reactions to trauma (Peter_son et al, 1991).

The starling point is the assumed fraumatogenic nature of the event or stressor (Figley,
1985; Peierson et al, 1991). The nature of the stressor, its duration, 'the level of life
threat, bereavement and loss are components that constitute the oblective
stressorfstimuli (Tomb, 1994). The individual's subjective evaluation of the event is the
- next factor In the equation (DSM—-IV American Psychiatric Association, 1994; Joseph,
Yule and Williams, 1993b; Tomb, 1994), as ls the relationship between these two
areas (Tormb, 1994; Joseph et al, 19933)
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The components of the individual's personal frame of referen_be which influence their
responses to the environment and mediate their respenses to trauma in the model are”
believed to be ego-strength, nature of coping resources and defences, presence of pre-
existing psychopathology, prior stressfulltraumatogenic events, and demagraphzcs
~ {such as age and deveIOpmental stage) -

-Envlronmental factors mc!ude not oniy levels of su;:port during the post-trauma phase
but also the protectwem.ss of the famlly. social services and the community, -the
commonly held aftitudes of saciety, the level of intactness of the community, and .
dultural characteristicé These factors can "strongly influence how the individual :
absorbs, mterprets and reacts to evants and snuatims (Dawes and Donald 1994;
Peterson et al, 1991). o '

in summary then, in this modei it Is beheved that in understanding PTSD the startmg
point is the mdi\nduals exposure to an event which is objectively defined as potentiaily
traumatogenic (the nature of the stressor, the lntenslty, ievsl of physical harm, death,
destruction, ete.) which is then subjectively experienced and evaluated according to
existing schema and past experiences (in terms of level of personal fife threat, persbnal |
attribution, level of helplessness, bereavement etc.), and then reéponded fo at a |
physiological level. How the response is then assimilated depends on whether social

supports (which could include family support, counselling, community involvement, -

existing sacistal mores, ete.) were perceived to be avallable,

All the above factors then serve tc mediate (éxacerbate or ameliorate) the reaction to
the stressor over time, and influerice whether pathologic reactions to the event wil
‘oceur or whether the individual will achieve either nomeostams or possnbly a hlgher level
of functioning than prior to the event, |

This modei contribixte_s towards an uhderstandhrg of why certain indiséiddais 'develop'
PTSD while others do not, and it tak_es into account the interaction qf both external -
mediating and individual vulnerability factors. |
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26 SUMMARY

_Shatev (Van Der Koik and Fisler, 1995) prcoposes that PTSD is g result of a complex
| _mteractlon and oa—occurrence of several patnogen:c processes. These include altered
cognitive schemata nd social understanding; a change in neuroblo.ogicai processes
which affect the m_clwldual'_s ability to discriminate stimuli, and thirdly, conditioned fear
responses acquired in relation to traumatogenic stimuli. The previous chapter has

' attempted to provide a summary of several different approaches to the understanding

of the deveiopment of trauma reactions, and concludes wufh an attempt at mtegratlon of
- models. While the models are drawn from differing paradlgms it is suggested that they
share several areas of commonahty '

_ In regard to the theoretical understanding which informs the present diésartation, an
_integrated model was adopted insofar as in regard to the development of
symptomelogy, it acknowledged the role and interaction of environmenta! factors, (the
hature and number of exposures to t'raumatoge'ni?c -stressors), the postiratima
environment .(’coun'selling after the event) as well as'subjective appraisals of ihie events
(ratings of the perceived level of exposure to the event). |

However, the study Itseif only examined the effects of a limited number of the variables

| implidated in this integrated model and this was a limitation of the study, The variables
chosen for focus are dlscussed in Section 6.3, and the !imltatlons of the study are
discussed in Section 8.2, '
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CHAPTER3

FACTORS WHICH INFLUENCE THE DEVELOPMENT OF PTSD-

Three factors, identified by the literature, which influence the des slopment of PTSD are
“the nature of the traumatogenic event, the postdrauma environment and individual
differences (Green, 1993; Peterson et al 1961; Sdlomen 1993 -Scott and Stradlmg,
1992 Fey, 199‘2 Flgley, 1985), -

31 THE NATURE OF THE TRAUMATOGENIC EVENT

~ These factors are also referred to as “environmental factors”, and refer to the level of
expostire fo the traumatogenic event, the number of traumatogenic events expenenced
and the nature of the traumatogenic event itself. Researchers have argued that the
nature and the degree o_f the traumatogenic event/s are the most powerful predictors of -
PTSD symptomology, as coposed to individual 1.ictors (March, 1983; Peterson and
- 0,Shanick, 1986). Research, however, presents contradictory findings.

344 THE LEVEL OF EXPOSURE

Development of PTSD has been Iihked with level of exposure to objective aspects of
the stressor experience '(Yule_ et al, 1990; Yule and Williams, 1990; Tomb, 1994),

Increasing Jevels of exposure or involvement raises the risk of PTSD symptomology,
| with high levels of expasure being associated with more than twice the risk found for
low levels (Pynoos, Frederick, Nader, Arroyo, Stelnberg, 1987; Foy, 1982), High levels
of exposure have been defined as personal involvement with the traumatogenic event,
injury and perceived th_reet to life. March (Davidscn and Edna, 1993) states quite
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emphatically that the empmcal literature demonstrates that the stressor-dose |s the
“major risk factor for the deve!opment for PTSD, especlally where the traumatogenic
event involves injury, life threat and object loss. The "brush with death” appears to
' have a deeply shattering effect and actual physm:al injury (especially when mtentlonally
lnﬂlcted) has been shown to have a high correlation with increasing levels of PTSD,
anxiety and depression (Green, Grace and Gilessor, 1985; Gleser, Green, nget, '
1981; Foy, Resnick Sipprelie, Carroll, 1987; Kilpatrick and P~snick, 1993). |

 Conklin (Figley, 1985) coined the ter'r_n “secondary victimisation” fo_inc_:lude individuals
not present at the time of the traumatogenic' event, who are nevertheless
“psychologically involved” and may suffer from milder forms of PTSD. Green (1993) .
suggests that the individual suffers vicariously upon hearing about the harm or violence

to a partner or family member. Lower levels of exposure to traumatogenic events -

appear to effect individuals differently, and in some cases no traumatisation appears to-
take plece. whereas high leveis of exposure to --exfreme traumatogenic situations seem
to affect everyone, regardiess of pre-existing individual vulnerabilities (Gibbs, 198§; -
Yule et al, 19920). The point at which this takes place is unclear and has resulted in
further research to discover varying threshold levels especially with lower magnitude
events. '

Subjective perception of the traumatoger_lic stressor es has a!ready'b'een indicated,
appears to mediate PTSD reactions, explaining fo some degree, varying individual
responses to similar fraumatogenic events. The DSM-IV (American Psychiatric
Association, 1994} revised crite-ion A (the stressor) to include both the objective factors
‘and the subjective perception of the traumatogenic event. Objective factors would
consist of the magnitude {or level of exposure), number and length of exposure and the
type of traumatogenic event. Subjective experience of the event includes the Ieve'l of
perceived threat or danger (to life), percoption of suffering, the perception of loss (such
as death) and perception of low controliability, or perceived responsibility for failure to
assist in a socially approved manner (Mar'ch,' 1993; Wiison and Raphael, 1993; Green
et al, 1985, Gibbs, 1989). The importance of the individual's subjective perception of
the event was illustrated by Pilowsky (Davidson and Foa, 1891), who found that PTSD
symptoms appeared in accident victims whose subjective perception of the danger level



and life threat was far greater than the actual risk assessed by others, once the facts"
had been gathered. | | |

 Green (1993) reports thet whero the survivor perceives harm and viokance to be
purposeful and mtent;onal (as opposed to harm arising from nature or mlshap) F'TSD'
| _'symptoms present at highei levels. -

3.4.2 MULTIPLE AND CUMULATIVE TRAUMATOGENIC SITUATIONS

“Trauma does not heat trauma. Trauma only adds to _tral'.lmé. " _'
" Trauma deepens trauma’

__Berkm_an(Solomon, 1993, p209)

The 'majoﬁty of stu_diés’ focus on single traumatogenic evenfs, whereas multiple -
traumatisation appears to be the norm rather than the exception {(Foy, 1992). |
Repeated fraumatisation appears to intensify and despen PTSD symptoms, with two-
time survivors of fraumatogenic events experiencing significantly more intrusion, |
general distress and depression (Solomon, 1993; Sorenson and Golding, 1990). One
explanation for these reactions is that some survivors emerged with scars, increased
vulnerélbility and a depletion of coping resources following attempts to function
adequately: | ' : | '

“Retraumatisation left a deeper imprint on all areas of the casualties lives - from their
psychiatric and social status to their porceptlon of themselves and their world than
one time trauma” (Solomon, 1993, p207). '

Survivors-of multiple traumatisation report having more antioip;atory anxiety, having poor
family, social and work adjustment after the second trauhétoge‘nio eveﬁt. It appears
nat multiple traumatisation reactivates old themes and unresolved issues which have
not yet beon worked through and resolved, eSpeoially related to past trat_!matisation.
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This lack of resolution can create a vulnerability th_r_pugh the_ accumulation of layers
upon _Iayérs_ of damage and hurt (Scott and Stradling, 1992; Foy, 1992). Solomon
{1 993) suggests that an “imprint” from the initia‘l' traumatogenic event is ambad’déd in
~ the individual's psyche, and the survivor of multiple traumatisation has to contend “with

not one failure, but two ~ with two sets of appallmg memones g:.ult stacked upon gmlt
- tage upon rage, and stress upon stress" (p208) ' -

Furthermore, it is possible that the survivor's resources have been deple‘ed thrbu_gh

coping with the effects of the first traumatogenic event. Hill (Solomon, 1993) proposes
" a “roller-coaster” mddel in which reorganisation occurs at a lower level from that on "

~ which the surviver originally functlﬁned espec:ally where second traumatogenlc event is
- perceived to be more devastatlng a :

The result of this focus on multiple traumatisation has encouraged 'researchers. to shift =
from a -"cros_s-ti‘aumatiSation” fo a “multiple-traumatisation” approach, whi_ch: has_
resulted in a broader cconceptualisation of fraumatogenic sifuations. Green (1994)
notes that more longitudinal research is being c..ried out with muitiple traumatogemc
events, with emphasm on onset and the cuurse of symptoms

3.1.3 PROLONGED, REPEATED TRAUMATOGENIC SITUATIONS

Evidence has been collected to support the existence of more complex types of
traumatogenic reaction than single events, in\?olving situations of hdstages, 'torl:ure |
‘combat and criminal wctlrnlsation with the main effect being changed characterologlcal |
features of survivors (Herman. 1992a, 1992b) ' '

In the context of South Africa’s socio-political turbulence, Straker (1987) cites youth and
adults’ exposure to exireme and ongoing levels of traumatogenic incidents, and
Introduces the term “continuous traumatic stress”. She proposes that dissociation and
numbing can play an Integral protective function for the survivor while he is still under
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' threat from ongoing traumatisation, which has serious treatment implications. The

concept of continuous traumatiSation has led o a valuable explbration of the concept of

~ resilience of survivors, a focus that sh:fts sole emphas;s away from pathologecal-
| oonsnderatlons of traumatased mdmduals ' -

3.1.4 SUMMARY

In situations of multiple and prolonged traumatisation, clinical observations have led to.
the _écknowled_gement that the symptoms displayéd tem_fl‘ to be mbre, complex, diffuse
* and deeply rooted than in simple PTSD. Literature surveys offer wide support for this

notion, although evidenée’ is as yet unsystematised (Horowitz, 1988; Herman, 1993).
| Multiple and chronic events are not as clearly fitted into a stressor or traumatogenlc' "

avent ccnoeptuahsatlon as are acute and one-off events, although the DSM v -

(Arrierican Psychiatric Assomahon. 1994) has attempted to take oognlsance of this by
‘broadening the definition of the traumatogamc stressor '

'_Nevéﬂheiess, the syﬁdr_omé of multiple and 'continuous traum'ati'safion' appears to be
sufficiently different from simple PTSD to warrant further consideration and research
(Foster, 1987, Green, 1993). However' the notion of continuous traumatisation is
prdb'!emafic. March (1893) questions how researchers can quantitatively reconcile a
- chronic expowre to low level threat with exposure to more severe events of shorter
duration. Despite this and the difficulties that the concept of multiple and prolonged
traumatisation poses for conceptuallsation and measurement, the need to contlnue
such research is clear. '
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32 THE POST-TRAUMA ENVIRONMENT

. There is definite evidence that factors in the posttrauma environment mediate the
effects of traumatogenic eventfs These factors lnclude counselling, Ieve!s of social
‘'stpport and current life events These are described below.

' 3.2.4 COUNSELLING

- -Several researchers suggest that counseliing after -exposuré to trauma is essential fo
- lessen its impact, because it serves to contain the éuwivoré feelings in the context of a
safe environment (Peterson et al, 1991; Pynoos and Eth, 1988; Manton and Talbot, -
1940; Scott and Stradling, 1992; Foy, 1892). Counselling appears to be particutarly
" important when as$ault or crime are ihvolved (Peterson et al, 1991)'. Counselling |
assists the survivor to negotiate his/her way through the shock phase, and ensures that
the b'e'ginningé of the “working-through” .process is not delayed or blocked, and thereby
- facilitates the _' assimilétion and integration of the traumatogenic effects (Scott and
Stradling, 1992; Foy, 1992; Solomon, 1993). Counsellors achieve this through
supporting adaptive ego skills, normalising the abnommal, decreasing avoidance
reactions and alterlng attribution of meaning, techmques adopted i most forms of. '
therapeutic intervention with PTSD (Peterson et al, 1991).

An argument for éarly intervention is that at crisis points, therapeutic leverage is at its

greatest and furthermore once PTSD has become chronic, treatment is more difficuit |
{Peterson et al, 1991). A further argument for eatly intervention is that it can assist in

ideniifying survivors who may be at greater risk for developing complicated PTSD

reactions . (Manton and Tatbot, 1‘990'). and %'h:-»t it can also assist individuals to identify
new strengths and resources, and reaffirm: or develop new relataonshlps (Wlison and -
Raphael 1993) - '
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| The issue of oounselnng or therapy of trauma survivors hes generated several debates

o one of the most :mportant questions belng whether survwors can recover without

= therapy {through natural recovery- or spontaneous -l'eI’T'II_SSlCIn) or whether PTSD is
B exacerbated where there has lbeen no intervention. The length and type of intervention,
‘and what constitutes -effeothfe-tre_atment outcome has also been debated at length, as

' has the role of sovial support in ameliorating the effects of _exposur'e to trauma. .

3.2.2 LEVELS OF SOCIAL SUPPORT

As discussed previously, the recovery of the survivor s partly dependent on a :
supportive post-trauma enviranment (Foy, 1992; Straker 1992; Scott and Stradiing.

1992) Defi nltlons of external support systems include the family, theraptstsltrauma -

sounsellors, medical support, relief organisations, and those involved in recreating
order . or cleaning up after the event (police,  lawyers, municipalities, etc.). The
individuat's peroeption of suppot’t can also contribute to the buffering the stressors
effects.

- The concept of a “rauma membrane’ has been used to describe the level of
protectiveness provided by famtly and friends in the recovery environment, with Yule
and Williams (1990) emphas:smg the role played by parents and family members:

“farnilies who did not share their immediate reactions to disaster may have had more |
trouble with: their long term adjustrnent and expurienced a greater degree of
estrangement” p282) | | |

*~ small close-knit communities, the serse of loss experienced by individuals can be
intensified by the “impact -on others of the traumatogemc event (Peterson and
0, Shanick, 1986 Sewetl 1993) The level of intactness of the immediate oommumty
will therefore have an impact on the survivor and the SUIVIVOFr's family. The role of the
community in socially constructing the traumatogenic event, as well as constructing the
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role of the victim and kagltlmrsmg certain coping responses will also have & wtal lmpact'
on whether PTSD develops. Quarantellz (Gibbs, 1988) maintains that the shared
experience of trauma can serve ll‘l the recovery process to bind and mtegrate a
traumatised community and m this process protect the individual by providing new and
more ac:ceptable_ social meanings of traumatogemc avents. Straker (1992) presents
examples of the role of traditional healers and community rituals in defining such events

-and shows how these may help mdwnduals to become more relntegrated mto the
commumty '

In like vein, re_l_igihus: or political ideclogies can serve to justify and motivate actions and
beha#inur‘s;_ahd can be sustaining through traumatogenic situations, The strength of
 religious conviction may offer the survivor refief through spiritual justification- and by -
- providing. an external gl_obai causal attribution .fo_r.. the traumatogenic event.

Reciprocally, loss of faith folloWing frauma can be devastating in itself, in that it can.
reinfdrce an experience of a world that is meanihgiess and destructive, and reinforce
feelings of hopelessness and helplessness (Ochberg, 1993). |

The above—mentloned are all areas requiring further research in relatlon to PTSD, but
they clearly effect its course as do current life events.

3.2.3 CURRENT LIFE EVENTS OR LIFE CHANGE

Addifional 'streSSchs in the survivor's life can lead to an exacerbation of the effécts of
the fraumatogenic event, because they disallow a focus on recovery after the
.traumatogenic event, Stressors can include family difficulties, relationship problems
and work-related difficulties, These situations can lead to a depletion of coping
resources, already taxed by the traumatogenic event. Further, additional stressful life
events can act as triggers for PTSD and stimulate other psychological disorders, raising -
the complex issue of comorbidity (Matsakis, 1952), as discussed in Secticn 1.3.3. |
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role of the victim and legitimising certain coping responses will also jhave'e vital impact
on whether PTSD develops Quarantelfi (Gibbs, 1988) maintains that the sh'ared- '
experience of trauma can serve m the recovery process to b]nd and mtegrate a
traumatised community, and in this process protect the individual by providing new and
more acceptable social mearings of traumatogenu. events. Straker (1992) presents.
 examples of the role of traditional healers and cemmumty rituals in defining such events

nd shows how these may help lndlwduats to become more reintegrated :nto {he
community

 In like vein, religious or political ideologies can serve to justify and motivate actions and
behaviours, and can be sustaining through traumatogenic situations, The strength of
.religioue cenvtc'tio:n may offer the survivor relief through spiritual'justiﬁeation and by
providing an external global causal atiribution for the fraumatogenic event.
Recapmoally, loss of faith following trauma can be davastatmg in itself, in that it can
reinforce an eXpenence of a world that is meanmgless and destructive, and relnforce
feelings of hopelessness and helplessness (Qchberg, 1993 ). '

The above mentioned are all areas ~squiring further research in retatlon to PTSD but
they clearty sffect its course as d» surrent life events.

3.2.3 CURRENT LIFE EVENTS OR LIFE CHANGE

Additional stressors in the survivor's life can lead to an exacerbation of the effects of
the traumatogenic event, because they disallow a focus on reeovery after the
traumatogenic event. Stressors can include family difficulties, relationship problenis
‘and work-related difficuities. These situations can lead to a depletion of coping
resources, already taxed by the traumatogenic event. Further, additional stressful life
events can act as triggers for PTSD and stimulate other psychological disorders, raising
the complex issue of comorbidity (Matsakis, 1992), as discussed in Section 1.3.3.
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3.3 PERSONAL FACTORS

e el

One area of controversy in the study of traumatology has been the variabilty of -

individuals’ reactions to similar traumatogenic events, While the nature and force of the
traumatogenic event play a critical role in this regard, the extent of the survivor's ability -

- todeal with the situation and after effects have been debated. The foliowmg factors are

taken into account when exploring indivxdual dsfferenoas constitution, copang style and

 attribution.

334 CONSTITUTIONAL FACTORS

* Inherited psy¢hological and developmental aspects of the individual will contribute to
the manner in which . Imatogenic event is handled. These include predisposing
vulnerability factors (which: might consist of genetic vulnerability to psychopathology in

general, or to specific p's_ychological disorders in particular); early adverse or

traumatogenic experiences;  personality characteristics (in- particular borderline,
sociopathic, dependent, paranoid or neurotic features), and cognitive style.

3.3.1.1 - PRE-EXISTING PERSONAL_ITY OR EMOTIONAL DISORDER

“It is ackowledged that pre-rauma disorders such as depression oan function as

“fault-lines” along which the individual may break down in the wake of a major
trauma” (Scott and Stradling, 1992, p6a).

Research has bath confirmed and refuted that individ_u‘a_ls _with a his_tory'-af psychiatric' or
emotional disturbance are at higher risk for developing PTSD. Several researchers
confirm that predisposing vulnerabilities significantly contribute to the development of

PTSD, with emphasis on more acute PTSD reac "s, higher levels of PTSD
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3.3 PERSONAL FACTORS

One area of contfoversy in the study of traumatology has been the variability of
 individuals® reactions to similar traumatogenic events. While the nature and force of the
tfraumatogenic event play a eritical role in this regard, the extent of the survivor's ability
to deal with the situation and after effects have been debated. The following factors are
takén into account when exploring individual differences: constitution, coping style and

a_ttributidn. ' | o '

- 3.3.1 CONSTITUTIONAL FACTORS

Inherited psychological and developmental aspacts of the individual will contribute to
the manner in which the traumatogenic event is handied. These include predis_poésing
vulnerability factors (which might consist of genetic vulneraidlity to Ipsychopath'ology in
general, or to ‘specific psychological disorders in particular); early adverse or
traumatogenic experiences; personality characteristics (in particular borderline,
sociopathic, dependent, paranoid or neurotic features), and cognitive style.

3.3.141 PRE-EXiSTING PERSONALITY OR EMOTIONAL NISORDER

“It is acknowledged that pre-trauma disorders such as depression can function as
“fault-lines” along which the individual may break down in the wake of a major
frauma” (Scaoit and Stradling, 1992, p6g).

Research has both confirmed and refuted that individuals with a history of psychiatric or
" emotional disturbance are at higher risk for devel'qping.' PTSD, Several researchers
confirm that predisposing vulnerabilities significantly coniribute to the development of
PTSD, with emphasis on more acute PTSD reactions, higher levels of PTSD
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syrnptomology. and a mareé chronic course uf PTSD (Peterson and O, Shamck 1986
. So!ornon 1993; Craamer Butgess. Bucﬁ.lngham Pattlson, 1993). '

However, several researchers found that other factors played a more important role in
_contribition to the development of PTSD (Best 1891). Green at al (1 985) conducted a
_-study and found that factors associated with the traumatogenic expenence itself (such
as life threat, longer exposure to the trauma, and. bereavement) played a more
pradominant role than previous history of psychiatric illness. In addition, Silverman
(Peterson et al, 1991) argued that even previously healthy and adap‘twe mdwiclua!s
suffer from PTSD after a traumatogenlc event. '

This is an area where little consensus has been reached, possibly due to the difficulty in
conducting retrospective studies with the survivors themselves or with the survivors'

family, Gibbs (1989) suggests that ancther complication 1s that the cument

traumatogenic experlenca can b:as the survivor to report higher pre-traumatogenic
disturbances, -

3312 - OTHER PERSONALITY FACTORS

‘Peterson et al (1991) suggest that the individual's premorbid ways of viewing himself
and his world will influence the development of PTSD, The individual’s early childhood
_ expenenoes could lead to a development of abilities or inabilities to engage actwely and
adaptivisly in the world, to form strong networks of friends and support, and to seek and
incorporate this support (Peterson et al, 1981; Straker, 1992) The presence of

absence of these factors could serve to reduce or increase the risk of damaging

conseq uences of traumatogenic events.

Findings with regard to the effects of age on traumatic responsés are conflicting.
Children are considered to be especially vulnerable to traumatogenic events, because
of the underdeifeloped nature of their coping mechanisms and limits on their ability to.
act Independently (Straker, 1992; Ullman, 195). However, Gibbs (1989) notes that
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individuals responses according to age vary as a result of other factors, such as the

nature of the traumatogenic event itself, Moreover, older persons may have more
exposure to additional environmental and life stressors, which could exacerbate the
likelihood of PTSD developing; on the other hand, older persons also have more age- -
related experience with coping which could assist in mediating the effects of the
traumatogenic events. | |

In line with this, Gibbs (1989) has suggested that an individual's coping style Is most
predictive of outcome after a traumatogenic event. Coping styles include avoidance
- versus intrusion, activity vefsus passivity, and a high or low locus of control.

3.3.2 COFING STYLES

3324 AVOIDANT ORINTRUSIVE

Individuals tend towards either an avoidant or infrusive mode of response in dealing
with stressful or traumatogenic situations. McFarlane (Gibbs, 1989) reported that those
with high avoidance scores were prone t_o' acute and chronic distress. He proposes that
avoidance - approaches might interfere with action taken during and after the
traumatogenic situation, which could lead to feelings of inadequacy and guilt. Several
researchers suggest that, in the long term, avoidence can lead to a lack of problem -
solving, adaptive ps'ycholcigical integration of experiences.' and '_possibly an
exacerbation of PTSD symptoms (Scott and Stradling, 1062; Gibbs, - 1989).

Alternatively, this style could tempa'rarily relieve stress and allow _for a témparal réprieve
during which trauma may be processed. - | '

3.3.2.2 ACTIVE OR PALLIATIVE

- Coping styles are deseribed in terms of the role ard behaviour of the survivor during
and immediately after the_.tfaumatogeni_t ‘experience. . Lazarus {Scott and Stradling,
: 1992) describes two coping styles: active and palliative, The active sfyle involves a
direct confrontation of the probiem where the individual atteinpt's to do something about
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the situation. - A higher level of proactivity and involvement (self help activities and.
a assisting socially, such as cleaning up after a disaster), and a concern for othiers are
. factors which could reduce the risk for PTSD (Solomon, 1993; Herman, 1992a). This
tvype of coping was found to be predictive of a reduced level of psychopathology |
following the Buffalo Creek Flood (Gleser, 1881). Active concern and involvement can
- resuit in higher levels of self regard and parsonal efficacy (Gibbs, 1989), which can be
connected with the individuals move towards. re-establishing a grPater perceptfon of
| controllablhty of the event and perso*ral locus of control ' '

An emotion-focused or palliative approach fd_cuses on alleviation of distressful feelings
caused by the traumatogenic event and often involves avoidance of the issue and
situation itself. This style might provide temporary alleviation, but is no cure for the
~ basic problem. - ' |

33.23 LOCUS OF CONTROL

_ The Issue of internal versus external locus of control is related to the notion of coping |
styles and as implicated in PTSD. The loss of the individual's belief in a world that is
safe and predictable, and in his own coping abilities, plays an important role in the way
in which fraumatogenic situations are handled. Individuals who perceive that they have
played a responsible role in partially controlling the cutcome of a situation appear less
likely to be affected by the traumatogenic event than those who perceive that control
resides externally, However, a limitation in this field of research is that pré~measures of -
focus of control are not always available. |

An important facet of the appraisal prociss followmg a traumatogenic: event is causal
attribution, dlscussed in the following sectlon.
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3.3.3 ATTRIBUTION FACTORS |

Individuals appear to have a need to explain why évents' happen in their 'li_ves;
attributfon’ theory explores the manner in which individuals account for their
‘experiences, and suggests that there is an interaction between emotional processing of
the event, the individual's personality factors -and the social envirenment. |
‘Conventionally, causal attributions are rated -along the following dimensions: external
and intemal, global and specific, stable and unstable, The manner in which individuals
interpfet events along these indices has m'ajor-conseq_uencas'fqr how they respond to
exposure to trauma. - | |

“When both the internal and external factors involved in the occurrence of & traurnatic
event are perceived to be beyond the individuals contral, there is a higher association
between exposure to trauma and dépression, anxiety and PTSD (Joéeph et al, 1993b;
Gibbs, 19689). Similarly , when individuals make causal atiributions to stable and global
factofs; expectations of hopelessnaas develop, Alternatively when internal attributions
are made and the fraumatic evants are believed to have been avoldable, then guilt and
lowered seli-esteem are the iikely consequences (March, 1993), |

Joseph et al (1993b), taking a slightly different approach, suggest that in any event,
external, stable, and global atiributions are likely to be made in traumatogenic
situations, especially when the traumétdgenic event is severe, and is generally
acknowledged fo 2 st in this situation, attributions are more likely to be external,
becat.i_me cf the ar.ount of obvious information the situation provides (Joseph et al,
1993b). However, individuals who attribute the causes of the event externally could
also peﬂ;ﬁ.?xf.e the event as more stressful and use less active coping mechanisms, The
“victim réle" can be assumed and internalised when the surviver believes he has no
perscnal responsibility or pdwe,r. which may exacerbate PTSD symptoms (Matsakis,
1892).

In summary, the role of causal attributions, following a traumatogenic event, may
influence the coping strategies chosen. Greater levels of PTSD symptoms are
- associated with an external locus of control, external, stable and global aftributions and
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an emotiohally-fpcused style of coping. Difficulties with this type of ressarch include the
* changing nature of PTSD as a diagnostic category, and the tendency of intrusive and
- avoidant symptoms to oscillate, which may account for the lack of consistency in.
research findings, as these variables may interact dlfferently at various phases of PTSD
- (Joseph Williams and Yule, 19933) Further research is nec;assary to exp!ore the fink
~ between causal attrzbutsons and emotionzl states, such as guiit and shame, as well as

. behavrours lnvoived in seeking of social supports and how these mteract with cogmtwe '

styles. o . R

3.3.4 COGNITIVE STYLES

Davidson and Baum (1993) suggest that the individual's pre-existing style of information
processing and coping influence the long term. outcomes of traumatogenic events, -
 because cognitive and behavioral ter...ancies set up similar patterns of response across
situations. When an individual cognitively appraises his world, Peterson et al (1991)
suggest that the more the traumatogenic event threatens the survivor's basic
| éssumption’s- concerming his world along dimensions such as his trust in himself, others,
“and the safety and protectweness of hls unwersa, the more severe the PTSD reactlon
is likely to be.

in examining the way in which cognitive factors are implicated in PTSD it would seem
 that intellectual capacity is a further variable which needs fo be taken into account. -
Lower intellect may serve to decrea_s_e awareress of the impact and consequences of a
traumatogenic event, yet the counter argun-*eht suggests that a higher intellect could
assist the sutvivor in adapting and assimilating the traumatogemc event more readily
Once agam further research is required In these areas.
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3.3.5 SUMMARY AND IMPLICATIONS FOR THIS STUDY

To summarise, the literature emphasises that responses to traumatogenic events are
multiply determined ‘and it is impossible to apply simplistic and reductionistic
-ca'useleffei:t- explanations to traumato!og'y r_eéearch. Three key factors interact to
‘produce individual reactions in the face of traumatogenic events, and these are the
nature of the fraumatogenic event itself, individual differences and the poét-trauma
environment. - This study focuses on the nature of the traumatogenic event, with the
level of intensity and number of fraumatogenic exposures ekp!t)red'_individ'ualiy and in
 interaction with one another. Counselling in the post-trauma environment is also taken
into consideration. Individual differences are not explored, which is a limitation. A
~ strength of this study is however, that it explores these issues in the context of criminal
 victimisation and amed robbery, which is ah area of expdsure'to trauma.that has been
relatively underresearched, - R - |



37
CHAPTER 4

CRIMINAL VICTIMISATION AND ARMED ROBBERY

" This study focuses on criminal victimisation and armed robbery in a bank setting; 'the .
group consists of bank etnployees who had experienced or observed multiple bank
robberies over a three year period. ' ’

Armed rebberies are characterised in general by violence and life threat, accompanied
by physical and verbal assault, in rarer cases with injury, death and bereavement.
Gabor, Baril, Gussori,.EIie, Leblanc, Normandeau (1987) propose that armed robberies
typically involve a lack of predictability and suddenness, in which the perpetrators
attempt to establish control over the situation as quickly as possible. . The most
common and effective means of establishin'g this controt is through the use of weapons
{mainly ﬂr_earms)' and explicit or implicit threats, which often induces an immediate level
of compliance with the viclims. In terms of the stressor definition in the DSM-IV
(American Psychiatric Association, 1984), individuals either directly expetience or
observe the robberies, and 'respond with feelings of intense terror, helplessness and
horra,

Studies show that victims of crime suffer major psychological trauma similar in many
respects to survivors of other types _df disaster, with the type of crime predictive of the
level of PTSD (Kilpatrick and Resnick, 1993; Sorenson and Galding, 1990). In this
regard, the occutrence of life threat and injury were significantly associated with the
presence of PTSD, and where both factors were present the risk of PTSD increased
fourfold. However in this regard a riote of caution is introduced by Creamer et al, 1993)
who conducted a study of multiple shootings in a corporate sefting and found that
perceived threat was more predictive of the development of PTSD symiptoms than the
| objective threat itself. Nevertheless, other researchers have found that objectively
higher levels of threat are significantly related to distress as indicated by the fact that
crimes of domestic robbery, burglary (with no physical viclence) and non-rape sexual
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assaults are less prednctive of PTSD than crimes involving physucal wolence and
'weapons (Davidson and Foa, 1991; Kllpatrlck and Resnick 1993) '

Gabor et al (1987) conducted a study lnvolwng 182 sméil busmesses in the Montreal
 area which had been mvolved in one or more armed robberies in a 2 year period. He

found that all the victims quest:oned responded with a baseline of psychological and -

- physical distress, irrespective of level of exposure and individual differences. Close to |
60% of the cases investigated reported exper;encmg both physical and psychological

- symptoms :mmedlately after the event, and between 60-70% of these respondents
reported either (or both) physical and psychological symptoms 7 months after the
‘event. The victims' overall Ilfestyle and family life were substantially affected in 20% of
the sample (such as job changes, increasing absence from - work, and family
difiiculties). One comphcatlon of this study was the lack of knowledge regarding
individuals status prior to the event, and he suggests that those already experiencing
- familial, financial and health problems were more ||ke!y to be seriously effected by the

~ robbery. However, the findings do point to the traumatogenic nature of armed

| robberies and points to the need to research this area further, '

- As has already been indieat_ed, there is a relative Sparsiiy of research on violent ammed
rob'beries, and _this is true especially in South Africa. The aim of the present sfudy is to
- contribute to the fiterature in this arga. As eueh. this study focuses un the effects on
symptoms of avoidance and intrusion of exposure to multiple armed robberies, at
 different levels of intensity of exposure and furthermore, examines the iﬁﬂ_uenee of
counselling on the effects of these exposures. - |
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CHAPTER 5
RESEARCH AIMS AND HYPOTHESES

54 RESEARCHAIMS

The basic aim of this study is to explore' the relationship bétwe‘en the number of
tr_aumatbgéﬁic events fo which the individual is expdsed and the level of exposure to
these potentially traumatogenic events and the development of intrusion and avoidance
~symptoms as described in the diagnostic category of Post-Traumatic Stress Disorder
(DSM-IV, American Psychiatric Association, 1994). This study also examines the
interaction of these two variables, in- relation to the development of symptomology.

These intéractions are éxamined within the context of criminal victimisation in bank |
robberies. The effects of counsellmg after the BVent are taken into account in |
cons:denng the lmpact of these varlables on PTSD. '

In order to achieve the aims of the study, intrusion and avoidance symploms were
assessed by means of the Impact of Event Scale (Horowitz, 1979) and subjects were
requested to supply details of the number of robberies they had been exposed to, the -
level of exposure to each robbei'y, which was subjectively graded on a scale of one to
four, and whether they had received counsening'after the event. |

52 RESEARCH HYPOTHESES

- The hypotheses of this study are as follows:
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 HYPOTHESIS ONE o |

' Ine'reasinj numbers of expesure to potentially:t%aumatogen'ic events will E\e é.is;mii“‘r,:ahﬂ;;r
related to the deve!opment of F‘TSD avoidant and intritsive symptoms as measured by '

- the lmpact of Events Scale. - - o

HYPOTHESIS TWO |

Increasing levels of exposure to potentially fraumatogenic events wil be significantly
‘related to the development of PTSD avoidant and intrusive symptoms, as measured by
~ the Impaet of Events Scale. D

HYPOTHESIS THREE

The interactlon of htgher levels of exposure to the traumdtogemc event and higher
numbers of traumatogenlc gvents wiil be sngmﬁcantly refated to the development of
infrusive and avoidant symptams '

: HY'POTHESIS FOUR

- Counselling taken as a co-vanate will SIQniﬁcantiy alter the re]ationshtps between the
inde. -sndent and dependent vanables ' ' '
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' CHAPTER 6
METHOD

61 SUBJECTS

Five branches of the First National Bank in central Johannesburg, whe're. more than one

'robbery had taken place, participated in the study.  Contact was initiated with the
Human Resources department and then the branch managers were contacted. The .
subjects met in group sessions and completed the qucstionnaire. There were 80
respondants in total. Ali respondents knew that participation was voluntary. '

Al the participants were currently employed by the bank, had been exposead to more
thah one bank robbery over a four year period, 1990 to 1983, and had a good grasp of
the English language :

6.1.1 COMPOSITION OF SUBJECTS

The total sample consisted of 80 respondents, and they came from various age, sex,
racial and marital groups. '

Of the B0 respondents, 26 (32,5%) were male, and 54 (67,5%) were female. The
subjects ranged in age from 20 years to 59 years (with a mean age of 30 years and a
standard deviation of 8.8 years). The racial compasitior: of the group consisted of 36
(45%) white persons, 27 (33.8%) so-called “colonred” persons, 9 (11.3%) Indian
persons, and 8 (10%) black persons. The marital status of the subjects was as follows:
42 {52.5%) married, 3 (3.75%) divorced, 1 (1.25%) separated, and 34 (41.25%) single..
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62 PROCEDURE

A questionnaire, to be described later, was administered to the bank employees during
working hours, at a group meeting pre-arranged by the branch manager. As already
indicated, they were told that participation was voluntary, that they could choose to
remain anenymous and they'\_.vere informed of re_asdy for the study.

The administrator explained the procedure and the format of the questionnalre fo the
staff, in order to ensure {nat the instructions were clear. The subjects then completed |
the questlonnalré There was no set time iimit for completlon of the questionnaire, and
the average time taken ranged between 30 to 60 minutes. The administrator made
herself available during and after the procerure to dissuss any questions or concerns
on an individual basis. Where personally raquested, onward referrals for counseliing
were made elther to the Human Resource department or to the community or university
trauma counsellng units. | |

6.3 INSTRUMENTS

Data were gathered by means of administration of a questionnaire to the sample
described above. A copy of the questionnaire is included in Appendix 1. The
guestionnaire inciuded an irtoductory letter and a section for obtaining limited
hiographical information; a seution for documenting the number of robberies to which
the individual was exposer, as well as & section which rated the inte.sity of exposure to
each traumatogenic event, In addition there was a section detailing the number of
counselling s¢ssions received after each robbery. The Revised Impact of Events Scale
(Horowitz, 1979) was also included in the questionnaire.



634  IMPADT OF EVENT SCALE (IES) (Horowitz, 1979)

The IES (Horowitz, 1979) is a seif-report Instrument, which provides a subjective
megsure of the impact of a specific event, focusing on infrusive and a_\kbidan_t' thinking,
and it p'roikides. a measure of PTSD. Research shows that the scale cofréiates_with"the

- criterion for PTSD as set out in th- DSM-IIR (American Psychiatric Association, 1987)
and that it measures the subjective degree of saverlty of the person’s distress (Lees-
Haley. 1990)

“The index consists of 15 PTSD reaction items, categorised as avoldant or Infrusive.
The questlonnalre reqmres a response to self-reports on the frequency of Ilstad PToD
symptoms as expenenced in the past seven days. -

Empirical ciusters SUpport_the' concept of subscores for infrusion and avoidance
respanses. The scale has an internal consistency of 0.78 for intrusion subscales and
0.82 for avoidance subscales. Horowitz points out that a correlation of 0.42 (p>0.0002)
between intrusion and avoidance subscales indicates that the two subsets are
assoclated but do not measure identical dimensions. Results indicated a test-retest
reliability of 0.87 for the total scores (Horowitz, 1979). In & later study aimed at further
validating the scale, Zilberg, Weiss, Horowitz! (1982) consolidated these findings and
confirmed that the scale has a high measure of internal consistency across rfepeéted
measurement in time. | |

Research by the authors of the IES (Horowitz, 1979) has suggested that the scaie can
be utilised with individuals from differing educational, economic and cultural
backgrounds, This instrument has been widely used in studies with adults (Joseph et
al, 1993a; Amick-McMullan et al, 1989; Lees-Haley, 1990; Davidson and Foa, 1993)
and has been described as one of the most widely accepted and established PTSD
assessment Instruments (Joseph et al, 1993a; Lyons, 1991; Peterson et al, 1991).



6.3.2 LEVEL OF EXPOSURE TO THE ROBBERIES

Subjects'were reguired to briefly describe each robbery and to rate the ihtenéity of their
level of expo'sure"tq trayma along the pre-selected dimensions. Past research has

"~ indicated that a high intensity of exposure to traumatogenic events (defined as personal

injury and perceived threat to life) results In a hlgher risk of deve!opmg PTSD symptoms
o (Yule and Williams, 1990 Foy, 1992) - : :

Leve! of exposure was classh‘" ed as follows;

HIGH Leveld Exposure lnvolvmg physical § mjury or hospttallsamon B
| Level3 - Being confronted, threatened, but not physically hurt

_Le\fel 2 ~Being in the \ncmity of the robbery (in the same room as an obsetver |
B  but not belng directly confronted)
{OW Level1 'Br-\mg in an outside office or room or even out of the bu;lchng at the -
time of the robbery, and bemg exposed to the aftermath upon retum
o the situation,

The participants rated themselves on the above categories in regard {o 'each robbery to
which they were exposed, and ho test-retest data or inter-rater data were obtained
which is a limitation in this research, - ' |

£.3.3 TOTAL NUMBER OF ROBBERIES

Subjects were asked to list the number of robberies to which they had bsien exposed io
during the time period specifi ecl The categories of numbars ranged from 21t 5
robberies. ' '

6.3.4 NUMBER OF COUNSELLING SESSIONS
v

The su:bjécts were asked to list thé number of formal counselling sessions they
' received after each robbé% -
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6.4 DATA ANALYSIS AND SCORING -

The IES yie!ds two scores 'ranging from 1 to 4 for intrusion and 1 to 4 for avoidance,
with 1 representing a low. occurrenoe of the symptom and 4 representing a high
- oocun‘ence of the symp’com " | |

~ The Iovel of exposure to robber:es was Soored ana 4—point scale as follows

4 Exposure involving physical i injury or hospitalisation

3 Being confronted, threatened, but not physically hurt -

2 Being in the vicinity of the robbery (m the same room as an observer but not bemg '
 directly confronted) , .

1 Being in an outside office or room or even n out of the building at the time of the

) robbery. and bemg exposed {o the aftermath upon return to the situation. '

The sum of all the scores across each robbery were taken together for statistical

purposes, and a tnedian split- calculated so that approximately half the scores were

above the median and called “high” and approximately half the soores were below the |
median and cailed "low". R '

The number of exposures to 'robberles was scol'ed on &4 point scale as follows:

2 Two robberies
Three robberles
Four robberies
| Five or more robberies.

A W

The four point scale was then used to divide the total sample into:

Two and three robberies (Low Frequency).
Four, five or more robberies  (High Frequency).

Counselling as a variable was indicated as preser, or not,
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8.5 STATISTICAL ANALYSIS

- Given the samh'le_ size end the niature of the data described above, pararhetric statistics
 were considered appropriate.  The hypotheses explored a stated interest in the
relationship between the varia_bles. The usual tool is the correlation co-efficient;
however, the variables in this study are not appropriate for this technique, specifically
level of exposure and number of robberies. This study examined the relationships by
means of Anovas which examine the mean dlfferenoes in aveidance and mtrusmn for _
the different levels of the vanables

Several 'tWo—way ANOVAs and ANCOVA's were conducted, where the dependent

variables were the intrusion and avoidance symptoms, and the independent variables

were the level of exposure to the robberies and the number of robberies.
- Counselfing was taken as the covariate, in order fc_: partial out its effect.

~ ANOVAs were run to assess the effects of the independent variables (level of exposure -
and number of robbenes) on the dependent var:ables (mtrusuon and avoidance _
symptoms) separately. -



. CHAPTER7
RESULTS

7.1 MEAN SCORES

Prior to presenting the results of the statistical tests, the mean scores of the intrusion
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and avoidance scales in relation to the level of exposure and number of robberies wil
be presented in Tables 1 and 2.

TABLE1  MEAN SCORES FOR AVOIDANGE AND INTRUSION SYMPTOMS IN

~ RELATION TO THE LEVEL OF EXPOSURE

TTLEVELOF | NO.OF | VARIABLE | MEAN | N | &D.
EXPOSURE |  § |

T HGH | 47 AVOID | 2.6265057 | 47 | 0727

| INTRUDE | 2.7568380 | 47 | 0.821

[ Low 33| AVOID | 21430304 | 33 | 0.566

| - INTRUDE | 21688312 | 33 | 0.882

TABLE2  MEAN SCORES FOR AVOIDANCE AND INTRUSION SYMPTOMS iN

RELATION TO THE NUMBER OF ROBBERIES . -

NO.OF | NOOFS | VARIABLE | MEAN | N | b
| ROBBERIES |
" FEW | @8 | AVOID | 28421053 | 38 | 0.688

INTRUDE | 25112782 | 88 | c.eaz
TMANY | 42 | AVOD | 23028571 | 42 | 0.708
- T | INTRUDE | 25170088 | 42 | 0.866
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7.2 ANALYSES OF VARIANCE --
'Tabﬁ.. 3 reflects the relationship between avmdance symptoms and both level of

exposure and number c. robberies.

) TABLE 3  LEVEL OF EXPOSURE AND NUMBER OF ROBBEKIES IN RE.LATION
' TO AVOIDANCE SYMPTOMS

SOURCE_ " -'T‘_(PEIII-SS Tal ws | 7 ] &

LEVELOF | 320165117 | 1 | 320165117 | 7.21 | 0.0089
| EXPOSURE | - | |

ROBBERY 056614758 | 1 | 056614758 | 1.24 | 0.2689
* LEVEL ] -
(NUMBERS)

INTERACTION: | 0.00003655 | 1 | 0.00003655 | 0.00 | 0.9920 |
LEVEL OF i : | -
EXPOSURE AND
ROBBERY LEVEL
(NUMBERS) -

As can be seen from the above, the only significant relationship was between level of
exposure and avoidance symptoms (p<0.0089). This is reflected in the graph below.

GRAPH1 THE RELATiONSH!P BETWEEN ¢ EVEL OF EXPOSURE AND

- AVOIDANCE SYMPTOMS
Y -

'.ﬂ 96 8id, D2y
&1,

0.5 : i e} T #1,00°8d, Dev
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Tabie 4 reflects the relataonshlp between intrusmn symptoms and leve! of exposure and

. number of robberies E
TABLE4  LEVEL OF EXPOSU’ E AND NUMBER OF ROBBERIE N RELAT_ION-
TO lNTRUSION SYMPTOMS o |
~ SOURCE | TYPEMSS [df| Ms Fl p

" LEVEL OF | 9.00218971 | 1 | 0.00216971 | 13.58| 0.0004
- EXPOSURE ' ! - 1
TOTAL | 2.39425884 | 1 | 2.30425884 | 3.61| 0.0611
ROBBERIES | N 3 !
INTERACTION: | 0.01105446 | 1 | 001105446 | 002 0.8976
LEVELOF | ] - |
| EXPOSUREAND |
'ROBBERY LEVEL |
| (NumBERS)

- As can be seen from the abovs, the only"Signiﬂcant’ relations_hip was between level of
exposure and intrusion symptoms (p<0,0004). This is reflected in the graph below.

_ GRAPH 2 THE RELATIONSHIP BETWEEN LEVEL OF EXPOSURE AND
INTRUSION SYMPTOMS

INTRUDE
B
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| Given that 60unsélling is known to inﬂuenbe_a- the individuals level of fﬁnctiohing, the
" above analyses were repeated taking counsslliing into consideration as a co-variate.

~ The results of these analyses were sumilar to those obtamed when counselling was not

t‘aken tnta account

TABLES  THE EFFECTS ON AVOIDANCE SYMPTOMS OF LEVEL OF
' EXPOSURE AND NUMBER oF ROBBERIES, wITH COUNSELLING A8 THE
| CC)VARIATE | -

SOURCE | TYFEIIISS._':df-“ Ms | F | p

'-LE\_(__E_____I__OF | 284273596 | 1 | 2,84273596 | 621 : 0.0149#
EXPOSURE | .

CTOTAL | 049218006 | 1 | 049218006 | 1.07 | 0.3032°
ROBBERIES - | R

INTERAGTION: | 0,00506158 | 1 | 0.00508152 | 0,01 | 08486 |

LEVELOF | | "
EXPOSURE AND
ROBBERY LEVEL
 (NUMBERS)

COUNSELLING | 0.33848389 | 1 | 0.33846380 | 0.74 | 0.3027

As can be seen from the above results, when counselling was taken as a covariate.
there was one gnificant re!at:onshlp, viz, that between level of exposure and
avoidance symptoms (p<0.0149). '
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TABLE 6 THE EFFECTS ON INTRUSION SYMPTOMS OF LEVEL OF

' EXPOSURE AND NUMBER OF ROBBERIES WiTH COUNSELLING AS THE
COVARIATE | |

=

SOURCE | ss |af| Ms | F | p

| LEVELOF | 840669987 | 1 | 8.49660087 | 12.67 | 0.0007 |
EXPOSURE o - | |

TOTAL | 231896426 | 1 | 231896126 | 3.46 | 0.0669
ROBBERIES | - | | |

| INTERACTION | 0.01699619 | 1 | 0.0169981% | 0.03 | 0.8740

LEVELOF | -

| EXPOSURE AND

ROBBERY LEVEL
(NUMBERS)

" COUNSEL | 005347234 | 1 | 00534734 | . 008 | 07785

~ Results from Table 6 indicate that when counselling was taken as a covariat ), there
‘was one significant relationship viz. that between level of exposure and intrusion
symptoms (p<0,0007). ' ' ' ' -
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CHAPTER EIGHT
 DISCUSSION
51 DISCUSSION - |

The '_hypo.thesés of the study were fi_rstly that incréasing numbers of _expdsure to
potentially traumatogenic events would telate significantly to the development of PTSD
avoidant and intrusive symptoms, as measured by the Impact of Events Scale:

secondly that increasing levels of exposure to potentially traumatogenic events would
relate significaritly to the development of PTSD avoidant and intrusive 'symptdms, as
meésured by the 'lmpact of Events 'Scale; thirdly, level of expostre to the traumatogenic
éve_nt and numbers of expastires to traumatogenic events would show & significant
interaction effect in regard to the development of intrusive and avoidant ~vinptoms;
fourthly that counselling would significantly aiter the relationship betwsen the .
dependent and the independent variables

It is clear from the resulte *hat only the hypothesis that there would be a significant
relationship between lever of exposure and intrusion and avoidance symptoms was
confirmed.

The hypotheses that frequency of exposure and that the interaction between frequency
and level of exposure would relate significantly to the development of intrusion and
avoidance symptoms were not confirmed and this requires comment, because these
findings were contrary to the predictions of the literature. In sttempting to explain this
anomalous finding, the author revisited the literature which points to a relationship
between frequency of exposure fo trauma and PTSD. What was clear from this
literature was that it often used more soph-isticated scoririg procedures than the ones
used in this study. For example Davidson et Foa (1993) assess both intensity aid -
duration of the stressor. Tumer, Thom'pson and Rosser (1995) include both abjective
and subjective ratings on life risk and leve of threat
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From the above then it would seem that most studies which specified “stressor-dose”
include variables other than simple 'frequency of exposure. In other wards they used
. Mmeasures more akin to the level of exposure measure used in this study_which in fact
~ factored the frequency of exposure into the equation, and as such was a compound
measure. Thus it is speculated that the hypothesis in regard to frequency of exposure
was not confirmed in this study, because of the crudeness of the measure used fo
assessit. | | | )

The fi ndmgs of this study that level of symptomoiogy and level of exposure to frauma
are related is in keeping with current hterature and research, They are in keeplng with
the fi n_dlngs of Hardin, Weinrich, Weinrich, Hardin, Garrison (1994), who fotnd *hat as
adolescents’ expoéure to Hurricane Hugo in‘creaised, so did their levels of psychological

distress; Green'etal (1 985) in their study on the Beverley Hills Supper Club Fire, found |

that increasing lévels of exposure to the stressor (measured both objectively and
subjectively) were positively correlated to levels of stress. They aiso found that
bereavement, life threat and extent of injury were highly correlated to levels of post-
trauma stress. Joseph et al {1993b) noted that while response to trauma is multiply
determined, the intensity and nature of exposure is the primary determinant, Green
(1894) found that “intensity of exposure is a clear-cut risk factor for the development of
PTSD" (p356). Creamer et al (1993) found that su.bjective'eva_luation of threat duririg
the event was motre sigrificant than the measured objective levet of threat.

Thus the findings of the study were largely confirmatory of the literature, albeit in an
" area of expostire to trauma that has been relatively littie studied, that is in the area of
criminal victimisation.

The finding in regard to- counselling was, howaver, not in accord with the literature,
although previous researcih has produced mixed findings with regard to the effects of
counselling. This study partialled out the effects of counselling, but an examination of
the data indicated that whether.gounéeliing took piace or not, made no significant
difference to the level of symptomology, yet the bulk of the literatufe in this area
appears to support the notion that pu':;‘ -3uma counseliing will significantly reduce the
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presentation and development of PTSD symptomo!ogy (Petersen and 0 Shanlck 1993
: Meek 1990; Wllson and Raphael 1993; Tomb, 1994) '

However, even when the literature does SUpport the notion that counselling makes &
significant difference to the developmient of PTSD, there are stil debates i the
“fiterature concerning what form it should take and how long after the event it should -
oecur (Peterson and 0 Shanrck 1993 Tomb, 1094, Ochberg. 1983). Therefore, the
ﬂndmg in this study requires further comment. Un the one harid Jt is possubie that the

. counsellmg offered in this study was ineffective, because. it appears to have been _ _'

conducted in a supetficial manner in most cases. The eounsellzng was given by lay

| ceunsellors and accordmg to some of the respondees, consisted of a brief talk after the

- robbery, a question “how are you feelmg and a cup of tea. There was no in-depth
debriefing in all cases. There were only two respondes. *, out of a sample of 80, who
stated that they had gone for professional counselling after the robberies. On the ~er
“hand, it is possible that it was not the nature of counselling offered in this study that was
at fault, buf that ceunsel:ing in general' may not always be as effect. 2 as we would iike
to think. Several authors have noted that there have been few if any randomiced or |
controlled studies to support the hypothesis that early intervention with counselling can
prevent the devel_epment of PTSD (Tomb, 1994). Carller (1895) conducted a study of

 policemen who had been debriefed after an air crash, and the study found that there
was no significant relationship betwsen structured debriefing and reductlon of PTSD
symptomology

An ther possible explanation is that the resuits in this study were biased insofar as a
few of the seriously injured sur\?ivors (i.e. with gun shot or knife wounds) either cliose .
not to participate in the study or had left the bank at the time of the study. It is possible
that those more seriously wounded are those whe would benefit most from individual
counseliing. Numbers were not available in this regard and this information was only
offered informally by the bark’s representative. '

The effects of the soclal support networks in the: community and family were not taken
into account as mediating  influences in this study, which could also be a factor
contributing to the lack of significant findings in regard to the effects of counselling .
symptomology. Creamer et al (1893) suggest that stronger mediating factors on PTSD
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ar2 more.likely to be the availability and integration into social networks, as opposed to
the singular effects of psychiatric counselling. Dawes and Donald (1994) in their
research with childfen, stressed the-irriportant contribution of sociocultural context in
‘understanding how individuals appraise events and correspondingly function in different
situations. The values and social mores of the p_opulation studied could influence how
the traumatised individual Is integrated back into his group, and this may be a thore:
important mediating factor than coun_selling {Lyons, 1981). '

In conclusion then the resuits of this sﬁndy were supportive of the literature Mth regard
to the importance of the stressor-dose in PTSD, but did not support the weight of
opinion with fegard to the importance of counselling.

With regard to the literature pertaining fo the relationship between symptoms of N
avoidance and Intrusion, the following pertains: |

8.1.1 INTRUSION AND /VOIDANCE SYMPTOMS

Horowitz (1993) found that there is a fairly predictable overall pattern of response
: foliowihg a traumatogenic event. However, whether intrusive or avoidance symptoms
are more prevalent, and which symptom plays a more important role in determining
long term outcomes of PTSD is an ongoing aoncern. The next sectlon briefiy considers
these symptoms in relation to the findings of this study.

Resesarch conducted by Davidson and Baum (1933) in a study of the Three Mile Island
nuclear powar station accident, found that intrusive symptoms are important when
considered independently of symptoms of avoidance, Davidson ef Baum (1993) found
that survivors from the Vietnam War displayed significantly higher intrusive Symptoms
compared to avoidance symptoms and that degree of symptomology in regard to the
former was significantly related to levsl of combat exposure. The findings of both these
studies suggest that symptoms of intrusion are related to PTSD independently of
symptoms of avoidance and that furthermore they are predicﬂve of leng term responses
to stress, which might present as much as fourieen years after the event,
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* White it is generally agreed that intrusive symptoms are prablematic, the same is not
~ necessarily true in relation to avoidance symptoms. in a study of university students
who had experienced tfaUmatogenic events, Shiloney and Grossman (1893) Suggested |
that avoidance . symptoms serve a protectwe and adaptwe function in the face of
terrifying and potentially overwhelmmg events, and that individuals who expenenced'
| depersonalisation (one of the avoidance symptoms) during or immediately after the

- event, were less symptomatic in the long term, HdweVer, opposing these findings, o
several researchers found that dissociation and avoidance symptoms are more
predictive of long term PTSD symptomology Van Der Kolk and Fisler {1995) found
~ that dissoclation was indicated as the “central pathogenic mechanism that gives rise fo

PTSD" (p 505). Research has found that dissociation is a common response to

situations of massive, ongoing abuse with child populations (Herman, 1992b). Similar
- findings were obtained in a study of a population of non-clinical college students
(Herman, 1992b). Thus although avoidance symptoms may s_ometimess be considered

to be adaptive, the presentation. of dissociative symptoms appears to have fong tem

consequences for disturbed individual functioning.

Horowitz (1993) suggested that intrusion and denial symptoms of PTSD may sticceed
“each other, and that the nature of the interplay bolween the two symptom clusters is
characterised by a waxing and waning process, It is however, 'widely ackndw.ledged
that the time of onset and nature of fluctuation varies according to the situation and
according fo individual differences, and is fairly unpredictable. Thus, Shiloney and
Grossman (1993) found that the amount of time to elapse after the traumatogenic event
and its relationship to symptom manifestation was not significant, while Gibbs (1988)
found that the time factor considerably effected reactions to disaster.

it is thus clear that the PTSD literature is fittered with inﬁonsistent findings.

Nevertheless, the issue of whether intrusive symptoms or avoidance symptoms are
‘more prevalent, and which plays a more important fole in determining long term
outcomes of PTSD is central to the debate about where PTSD should be placed in the -
nomenclature (Refer Section 1.3.5). Similarly the time factors and Issues of the waxing
and' waning of symptoms has implications for research designs, and also has
implications for post-trauma interventions, | | |
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~ In this research, it was hypothesised that level ::_f'éxposure. number of robbaries and
their interaction, would relate si'gnificantly' to the development of both intrusion and
avoidance symptoms. The findings in this research illustrated that level of exposure
' related significantly to the development of both avoidance and intrusion symptoms,
which is in line with other research fincings. Furthermore, in this study, the Intrusion
~and Avoldance subscales correlated highly with each other (R=67185; p<0.01), a

finding supported in research carried out by Davidson et Foa (1993), mdicaﬁng that' e

intrusion and avoidance symptoms are not mdependent of one another

8.1.2 SUMMARY -

- The previous' section has dealt with the discussion of results of the three hypotheses
~ presented in Chapter 5. Hypotheé_is two was found to be significant, indicating that
Jevel of exposure"has a signiﬁcanf relationship to level of stptdmology (avoldance and -
_infrusion symptoms). In this_" research, the leve! of expdsure was assessed by the
individuals' personal ratings of level of exposure, guided by objective indicators of
threat. A limitation of the study is that subjective perception of threat or danger was hot
taken into account and this i is discussed further in Section B 2.

Both hypotheses one and three were found to be non-significant, indicating that
- frequency of exposure and the interaction of frequency and level of exposute to
traumatogenic events did not relate significantly to the development' of PTSD
' symptoms An explanation of this was that the frequency count of robbenes was too
smpiastic a score to accurately measure stressor-dose. - '

In regard to counselling, the resulis indicated that the varigble did not relate signiﬂcaﬂtly
to the development of PTSD, A possible explanation for this was offered. |

The followmg section discussss the limitations uf the study and implications for future :
research.
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8.2 LIMITAT!ONS OF THE RESEARCH

| The. hmrtatlons of thls study wull be dlscussed under the folicwmg headings: research
_deSIgn measures of PTSD, and sampling.

821 RESEARCH DESIGN

The study was-cross-—s.ectio'nal, and this is a possible limitation because longitudinal
studies of reactloné ta trau:natbgenic situations could result in deepe.ﬁr understanding of
the course and 'natufe of post-traumatic symptoms '(G'reen._-1 094; Solomon, Regier,
Burke, 1989; Shiloney and Grossman, 1993). However-,_ this alternative was not
feasible becausei of the limited avaitability of samples in the banks, and the time'délays
~ that would have been involved in measuring postrauma reactions to multiple
robberies. To obtain _ev\_an‘ a 's'ample of 80 subjects.' several branghes were
approachzd, and il took three years to obtain data involving multiple robberies. - The
bank representatives noted that robberies were rare at the time of the study as a resul
of increased preventative measures, pre-empting future research on such a scale.

Gibbs (1988) reiterates that pre-test measures are hard fo come by in longitudinal
research because of the difficulties posed by the lack of predictability of traumatogenic

events '

A further limitation of the study was the degree to which exposure to other trauma and
life events could"have influenced the outcome of the sfudy* In Johannesbhurg (where

the bank's branches are iocated), otentially traumatogenic events often ocour. These
events include car hijackings, theft, personal and physical assault. There was ho

independent measure in this study which assessed whether the subjects had been

exposed to other traumatogenic life events, which would complicate the separation of
~ bank robberies out as a research focus, as was af' ‘mpted in this study.

Several 'researchérs ha\?e advoc_:atéd tha_é use of integrated models of trauma (-'Da_vicison
and Foa, 1991; Scott and Stradling, 1992; Psterson et al, 1991; Meek, 1990; Lyons,
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1981), and while level of exposure, number of robberies and counselling were included
~ in this study, it is acknowledged that several important variables were excluded. Future -
research could include measures such as percelved levels of lrfelphysmal threat--
(Wilson and Raphasl, 1993; Green et al, 1985), the nature of mternai versus external
- causal attrlbutlons_ and locus of control (Joseph_ ot al, 1993b; Gibbs, 1989); past
~ psychiatric history én_d exposure to past fraumatogenic events (Green et al, 1985),
current 'Iife events (Gibbs, 1989), and family and social support (Hérdiﬁ et al, 1894), the B
L _nature and timing of counseliing (Meek 1990), each of whlch could have an !mportant

maderatlng effect ' '

The measures used for counselling involved & yesfno" response across all robberies.
- Asa simphstlc score this constituted & weakness in this study, insofar as the nal e and
duratlon of the counsellmg were not taken info account. |

| 8.2.2 MEASURES USED IN THE STUDY

The researcher used ane assessment instrument (the IES) to determine the presence
of intrusion and avoidance symptoms. Whils the IES has sound psyt:hometric
properties, and has been described as the mast efficient diagnostio assessment tool for
~ PTSD (Neal, Busuttil, Rollins, Herepath, Strike, Turnbull, 1994), and the most widely
used (Joseph et al, 1993a, Yule, 1991}, a limitation of the study is the use of only one -
instrument to assess PTSD (Allen, 1984; Kean, Wolfe, Taylor, 1987; Lyons, 1991).
The use of two or three measures of PTSD, subjective ratings and a clinical interview
could have produced more comprehensive data. '

Another Iimifation of the IES is its failure to measure arousal 'syr_h'ptpms as listed in' |
Criterion D of the DSM-IV (American Psychiatric Association, 1994). The symptoms
include sleep patterns, hypervigilance, startle response and increased irritability (Lees-
Haley, 1990) However, the IES was develcped in 1979, and an updated version that is
in line with the new criterion in the DSM-IV (American Psychiatrie Assoclat:on, 1994) is
not currently avaitable, although Horowitz did mclude a few arousal cnterla as items in
the lntrusmn sub-set, -
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Ancther weakness of the IES Is that it Is a seff-report scale. The problem of the-

- - accuracy of self report has been a cntlclsm levelled at the Impact of Events Scale by a

“number of researchers including LeesfHaIey (1990) and Allen (1994). 1t is for this -

- - reason, among others, that the additional use of other measures of traumatic stress
~ and the use of clinical interviews have been recommended by many researchers i in the
fleld (Wi!son and Raphael, 1993) ‘The use of these measutes would also obviate othar

. criticisms in regard to the IES, 'such as those pertaimng to its crcss—cultural valldrty =

Horowitz (1979) 'hims_elf states that the IES has crass cultural validity. Lees-Haley
(1990) however queries this, stating tha: while testing has been carried out on broad-
- basad popu]étiOns‘,-- the_' issue of wheiher' norms generated in 'regard to mulfi-cutfur~

Americans and Asian populations are generalisable beyond this 'group has not yet been
_'_resc.ivéd. Further, critics of the Scale'prcﬁpose that the norms generated even in regard -
‘to multi-cultural American and Asian groups are insufficient, and that more refiable and

_ comprehens'ive* narmative data bases reed to be collested (Lees-HaIey, 1990). This

“would also be helpful in providing base-rates for responses fo specific ftems on the
~ scale scores. Furth«armc:re1 Allen (1994) notes that dtfferently weighted socrlng systems

'have been used in various studies, makmg valid campansons dlfﬁcult

'W’th regard to frequency of exposure as a measure lts limitations have already been
discussed, With regard to self ratings of the level of exposure, the researcher relied on
the subjects’ own ratings, and did not incorporate objective ratings by indeperzdent |
researchers (Dawdson et Foa, 1881}, and this was a limitation of the study. However, it
‘was beyond the scope of this study to generate rating Sc:ales whose psychometrlc '
properties it had ensured,

8.2.3 SAMPLING

One of the recurring criticisms in trauma reséarch has been the d_ifficulties in comparing
populations across different traumatogenic events . (Fontana et al, 1993). This criticism
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applies to the present study where the nan-random selection of subjects also fimited the
generalisabiiity of findings, - Furthermore, while the sample size was adequate with-
regard to the number of variables examined, the sample was not fully representative in
that not all bank employaes involved in multlpie robbenes partlelpated in the etudy, and
 this also llmlted the generahsablllty of the findings.

' 8.24 LACK OF MEASUREMENT OF MEDIATING VARIABLES

The literature recommends the adoption of an integrated mode! when researching
trauma reactions (Horowitz, 1993) (refer to Section 2.5). A limitation of this study was

the paucity of the mediating variables incorporated into the study des.pite the fact that = -

their importance has been established in the literature,

Mediating factors which have found to be important related to the event itself include
~ the nature of the event, whether it was physical attack, rape, combat, natural disaster
‘and intenticnal (Uliman, 1995); extent of loss and bereavement (Meek, 1990); whether |
the event was accidental or intentional (Davideen and Foa, 1993), Individual factors
inJiude stibjective perceptlon of threat and locus of control (Gibbs, 1989); attribution
(Joseph et al, 1993b): ‘approach/avoidance coping styles (Creen et al, 1988); levels of
pre-morbid functioning (Tumer et al, 1995) prior and current life evenk (Green et al,
1985).  Mediating factors in the post-trauma environment lnclude levels of social
support and avai!ab!!ity of . debneﬁng (Turner et al, 1995), the family support system
- (Yule and Wiliiams, 1980); level of proactivity and mvolvement (G1bbs. 1689); oulturai
- mores and vajues (Dawes and Donald, 1994; Straker, 1 992)

Thle study incorporated only Ieve! ef exposure, frequency and counseiimg and this was
a short—commg of this study,
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B3 IMPLICATIONS OF THIS RESEARCH
- Several implications emerge f’r!o_ni this research.
Firstly, it is clear that both objective and sub]ecﬁve aépeéts of the traumatogenic .

stressor shouid be |nc!uded in further research, in that both appear to play an essential
- role’in the devaloprnent andlor the medlatlon of PTSD symptomology o

Secondly, attention needs to be paid to the exact nature _of_th-e stressors of interest, _
T he difficulties in comparing the accumulation of several lower magnitude events as
. opposed to a gingle and severe trauthatogenic exposure of short duration needs to be

acknowledged {March, 1993; Green, 1993) In this regard further research is required - N

to explore -the threshold levels of different events across different populations,
" especially where the stressor is of lower magnrtude and appears to rely mores on
individual differences (Gibbs 1989; Yule et al, 1990)

Furthermore, recent literature has been focusing on multiple fraumatic events as
pracess, as opposed to the effects of single and simple traumatic exposure. Tomb
(1894) note that it is raire for individuals to have been exposed to a single
traumatogenic event, and t is difficult to separate out individual traumatdgenic events
and corresponding mediating factors. Furthermore, ongoing stresso;é do not é'asily
lend themsnlves to maasurement and classri‘ cation. Green, (1993) mrnments that i in a

situatlcan of - ' |

“multiple or rep_ea_ted traumatic experiences.... the 'proée'ss is bngoing and contains N
within it a number of discrete events” (p138). | -

Further comphcating the plcture l:s the conaept of continupus streas (Straker 1887)
which has been described as routmised trauma a3 opposed 10 exposure to a smgle
and mdmdual event (Green, 1993) | : i
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-The resuit of this focus 0]1 multlple traumatzsatlon has enoouraged researchers to shlft
_fn)m a cross~traumatisa‘t|on to a "muitlpI&—traumatlsation" éppmach (Green 1994; -
. Wilgon and Raphael, ‘l993) and there is clearly a need to develop a broader
oonneptualtsatlon of traumatogenic situations and medlatmg factors. In similar vein,
. Baum et al {1 993) comment on the difficulty in comparing traumatogemc events whlch
are very different in nafure and severity. There are w!de varlatlons in the types of

B 'traumatogemc events StUdled ancl there is a !ack of systematlc clasmﬁcation of various

companents o dlsaster

'Furi'the'r difficulties with research into PTSD pertains to sociacultural issues (Dawes and
" Donaid, 1'994). There is ceriainly, curr.enﬂy, ongoing debate around the generaIiSability-

of PTSD responses. to other populations, This issue 'hin'ges around whether 'PTSD
reactions are universai ar group and context-dependent (Dawes and Donald 1994) In
order to assess the degree i¢ which PTSD is context dependent, some researchers -
‘have recommended that -researc_h be -desngne_d in such a way as to facilitate
- comparative analyses béMeen populations, and to discern common 'pathway's-as well
as differénces_speciﬁc to stressor evénts'(l‘-'einstein, 1993). As mentioned above, this -
type of research should consider both individual differences, the nature of the stressor
and tie soclocultural context in which stress occurred. Thus futu'r‘e research in this
‘area needs. to be more sophisticated than thls present. study, which was fimited in
- scope and in the methouology it emp%oyed

Neveﬁ,heless, the ﬁ'ndings of the _culrré.rit research as far as they wer_it were supportive
of the general trendis in the literature in regard to the rofe of stressor dose in producing
PTSD, and this was an important firld_in_g as the nature of the trauma_in_\féstigatéd-. viz.
- criminal victimisation, is relatively under-represented in the literature.
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: Appendnx‘l DSV (American Psychiatric Assoctatlon, 1994) o
_ Criterta for the Dtagnesls of Post-Traumatlc Stress Disorder. Pp 427 429,

A The person has been exposed toa traumatic event In which both of the foliowmg _
: were present: ' '

{1)the person eXps"riensed withessed , Orwas confrohted with an event or events that

involved actual or threatened death or serieus lnjury, ora threat to the physical o

integnty of self or others ' o . _
(2)the person 'S response involved intense fear, helplessness, or horror. Note: in -
chlldren thts may be expressed instead ny dlsorgamsed or agltated behavmur

B | The traumattc event |s pemlstently resxf | '_mced- in one {or more) of the
followmg ways: '

1 recurrent and intrusive dlstressmg recollectlons of the event including images, -
| ~ thoughts, or pereephons Note: in yeung children, repetitive play may oceur, in
- which themes or aspects of the frauma are expressed. |

2 recurrent dletresstng dreams of the eveat. Note: in children, there may be
frlghtenxng dreams without recogmseble content. .

3 acting or fee!mg as if the traumatic event were recurring (lncludes a sense of
reliving the experience, Musions, haliucinations, and dissociative - flaghback
eplsodes mctudmg those that ocour on awakenrng or when mtoxicated) Note: in
young children, trauma-spec:t‘ ic re«enactment may oceur,

4 intense psychological distress at exposure to mterna! or external cues that
symbolise or resemble an aspect of the traumatic event | _

5 physiological reactivity on exposure to internal or external cues that symbolise or
resemble an aspact of the traumatic event. o i

C Persistent avoidance of stimuli associated With the trauma and _ndmbing of -
general responsiveness (not present before the trauma), as indit:_ated by three (or
more) of the following: -

1 efforts to avoid tho_Ugh_ts; feelings or conversat_iens associated wtth the trauma _
2 efforts to avoid activities, places or people that arouse recollections of the trauma
3 inability to recall an important aspect of the trauma



| 14
4 markedly diminished interest or pafticipatioh in significant activities
_: 5 ieelings of detachment or estrangement from others - o
.6 restricted range of effect, (e.g., unable to have loving- feelings)
7 eense of a foreshottened future, (e.qg., does not expect to have a career, marnage._ :
- or children ora normal Ilfe span)

D Persistent symptoms of Increased areusal (not pzesent be:ore the trauma) as "
indicated by two {or miore) of the followmg. _ -' -

1 diffi oulty falling or staying asleep
irritability or outbursts of anger
dificulty concentrating - |

| hype'wigilanoe

‘exaggerated startle response

m oA W N

E Duration of the disturbance (symptoms in orrterla B C, and D) ls more than one
' month ' ' '

F The dlsturbanoe causes o!inloally s:onlf‘ cant dIStI‘eSS or ampamnent in soolal
occupational, or other zmoortant areas of functioning. '

Specify |f
Acute: if duratlon of symptoms is less than 3 months
Chronic:  if duration of syrr_lptoms is 3 months or more
Bpecify if:

With delayed onset: if onset of symptoms Is at least six months after the stressar.



Appendix 2:  DSM-IIR (American Psychiatric Association, 1987)

. Griteria for the Diagnosis of Post-Traumatic Stress Disorder, Pp 250-261,

A

The _persqh_ has expetienced an event that is outside the range of usual h'umah |
experie‘noé'and that it would be markedly distre_.ss_'ing to almost 'anytme. 'e.g.
- serious thréat to one'’s life or bodily iniegrity; serious threat or. harm to one's
 children, spouse, or other close relatives and friends; sudden destruct:on of one's
home or community; or seeing another person who has recently been or is being,
serlousiy injure_d or killed as the resuit ofan accldent_ or physical v:olence |

The traumatlc event is persistenﬂy reexpenenced in at least one of the follomng
ways: o |
recurrent and infrusive distressing recollections of the event, (in young chiidren_',
repetitive play in which themss or aspects of the trauma are expressed)

2 recurrent distressing dreams of the event

3 sudden acting or feeling as if the traumatic event were recurring (includes a sense

C .

of reiiving the expenence ilusions, haliucinations, and dissociative {flashback)

eplsodes, even those that oceur upon awakening or when intoxicated). -
intense psychological distress at expostre to events that symbolise or resemble
an aspect of the traumatic event, including anniversaries of the trauma

Persistent avoidance of stimuli associated with the trauma or numbing of generali

responsiveness (not present before the trauma), as indicated by at least three of the
- following: '

1
2
3
4

L4

efforts to avoid thoughts or feelings associated with the trauma _
efforts to avoid activities or situations that arouse recollections of the trauma
inability to recall an important aspect of the trauma (psychogenic arinesia)
markedly diminished mterest in S|gn|f icant activities (in young children, loss of

recently acquired developmenta! skills such as tofiet training or Ianguage skllls)
'feehngs of detachment or estrangement from others

restricted range of effect, (e.9., unable to have loving feslings)
sense of a foreshortened future, (e g. does not expect o have a career, marriage,
or children or long life)
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D Pers:stent symptoms of increased arousat (not present before the trauma), as -
lndlcated by at least two of the follownng ' '

1 difficulty falling or staying asieep
2 |rr|tahs!|ty or outhursts of anger
3 difficulty concentratmg
| -'4 hypervigilance - :
- 6 exaggerated startle reSponse
8 physmlogicat reactivity upon exposure to events that symbollse or resemble an
aspect of the traumatm event (e.g. a woman who was raped in an elevator breaks |
out into a sweat when entering any elevator) :

E  Duration of the disturbance (symptoms in B, C, and D) of at least one month.

‘Specify delayed onset if the or'set of symptums was at least six months after the
trauma '
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..-APPe_ndix'S: Qﬁéstidntjaire '
INFORMATION SHEET

This research aims to. find ouvt more -about the effects of hank"
robberies or hold-ups on bank staff, and what the effects are on .
those people wHo have experlenced more than one. .

To partlcipate, we will request you to complete a  brief
queéstionnaire and then to provide more detail about your various
experiences in the bank robberies. The more details you can
provmde, the more helpful this will be. :

Depending on how many robberies you were involved in, this should .
-take you between 20 minutes to an hour. (Please fake your time
- and glve as many details as possxble) *

ALL THE INFORMATION WILL BE KEPT STRICTLY CONFIDEN‘I‘IAL

Only the researcher willl have access to the completed
questionnaires and descriptions provided by yourselves, This
information will be coded to ensure further conFldentlallty You
will have the choice to include your name or not.

I would therefore urge you to be as open as ;ou can about your
experlences.

Thls 1nformation-will only be used for reqea*ch-purposes.'

Partzczpatlon in thls research is volountary and you may withdraw.
at any time without prejudice.

'SHOULD YOU REQUIRE ANY OTHER INFORMATION OR FURTHER COUNSELLING,
PLEASE CONTACT THE RESEARCHER (SHARON BENATAR) .

GENERAL INSTRUCTIONS

There are 4 parts to this questionnaire:

1 General Information.

2 Revised Impact of Events Scale,
-3 Level of Exposure to the Event.

4

Counsslling after the Event/Past History

PLEASE COMPLETE ALL FOUR SECTIONS.



' GENERAL INFORMATION

SURNAME :

FIRST NAME:

{(You may cl;'h'odse'_NOT. to include your name)

AGE: ——m
SEX: ' . MALE  FEMALE R

| MARITAL STATUS: SINGLE MARRIED DIVORCED ' SEPARATED
RECE:-'_ B . . WHITE "CDLOUch_D BLACK INDIAN

' HOME LANGUAGE:  ENGLISH AFRIKAANS ZULU  SOTHO  TSWANA
| . OTHER; , A

'HIGHEST LEVEL OF EDUCATION OBTAINED:




RE;V_J:SED | ImAcT- OF Evmw SCALE

You have been involved in a stressful event .- awveral stressful
events. o

Below is a list of comments made by people after stressful life
events. Please check sach item, indicating how frequently these
comments were true for you DURING THE LAST SEVEN DAYS, - If they -
" did not occur durlng that tlme, please wrlte not at all"

Please write after each qiestion how often the statement was true
for you {(use the cocde provided) DURING THE IAST SEVEH pAYS:

NOT AT nLL 1
RARELY 2
. SOMETIMES - 3

OFTEN 4

1T thought about it when I didn’t mean to

2 I avoided letting myself get upset when I th”Jght about it

Or was reminded of it -
3 I tried to remove it from membry.
4 I had trouble falling asleep or staylng aSJecD because of

plctures or thoughts abOut it that came intc ~y mind .

5 I had waves of strong feelings about it

6 T had dreams about it 

7 I stayed away'frOm remindeis of it

8 1 felt as if it hadn’t happaned oxr it wasn't *éal

9 I tried not to talk ‘about 1t

10  Pictures about it popped into my mind -

11 Other things kept making me think abdut it_

12 I was aware that I still had a lot of feeli: gs about it,
Cbut I didn’t deal with them - . _

13 T tried not to think_about it

14 Any reminder brought back feelings about it

15 My feelings about it were kind of numb



LEVEL OF EXPOSURE TO THE EVENT

You have experienced one or more bank robbéries in th@ last foﬁr
- years., For EACH of the robberies you were involved in, please

"£ill in the dateé and deggllbe in as much detail as you gan the
. situation that you were involved in. {Sheuld you experience any

dlfflculties please ask the researcher for ass;stance )

‘Please mark on the scale of 1 ~ 4 the level of eaposura that you
axparzenced with each strassful event._ .

. RATING scnmi

3 T was not involved with the event. : S o
IE. I was in a back office, toilét, tea rdom,ﬂetc at the
time of the event, .
I was out of the branch/bulldlng at tha time of the

event, . _ _ _ _
I had no contact (visual or physicﬁl}' with the
robbers. ; '

2 I observed the event; I was a bystander at the event,

~IE I was in the vicinity or area w.  the event took
place and I could observe what happened, but I had no
direct contact (physical or verbal) with the robbers.

'3 ‘I had direct 1nVo1vement thh the robbars ; but I was not

hurt orxr assaultad

"IE I was ordered to the ground,
told to hand ovei money/keys etc;
told to carry out an 1nstruct10nr .
threatened; .
taken hostage,_ - : L
had a gun palnted dlrectly at me or a knife held to
me; etc

4 T was dlrectly involved and I was physxcally 1njured and/or
assaulted.

IE - I was hit; shot; ‘knifed; beaten, thrown,
" 'I had to receive medical treatment/assistance for
physical injury/I was hospltal;sed._

--Dlﬁase turn over Lo rﬁnplehe the description of ths event/s and.
give your ratlng of Lse level of ewposure. '



EANK ROBBERY 1

DATE

DESCRIBE HOW YOU WERE INVOLVED (ANB WHAT JOB EOU WERE DDING AT

' :THE TIME) ¢

RATING: 1| 2 | 3 4

'BANK ROBBERY 2 -

DATE: -

' DESCRIBE HOW YOU WERE INVOLVED . (AND WHAT JOB YOU WERE DOING AT
THE TIME) :

RATING: | 1 | 2 | 3 4 |




BANR ROBBERY 3

. DATE:

~ DESCRIBE HOW YOU WERE INVOLVED (AND WHAT JOB YOU WERE DOING AT
THE TIME) : " ' o . : _

wraTiNGg: |1 ) 2 | 3 ] a

EANK ROBEERY 4

DATE

DESCRIBE HOW YOU WERE INVOLVED (AND WHAT JOB YOU WERE DOING AT
THE TIME): . '

T | ]
RATING: - 1 | 2 ! 3 4 !
. ' | " l




G
) A

Lo ..

4

DATE;

| : ey ————
RATING: 11 2 | 3 4 |

BANK ROBBERY §

—

DBSCRIBE HOW YGU WERE INVOLVED (AND WHAT JOB YOU WERS DOING AI
THE TIME) 3

BANK ROBBERY 6

DATE:

DESCRIBE HOW ¥QU WERE INVOLVED (AND WHAT JOB YOU haRE DOING AT
THE TIME): '

RATING: 2} 3 } o4
R NN IO E




' BANK_ROBBERY 7

DATE:

.-DESCRIBE HOW YOU WERE INVOLVED (AND WHAT JOB ¥YOU WERE DOING AT -
'THE TIME)-

RATING: 1] 2 | 3 | 4




' COUNSELLING AFTER THE EVENT

How many  sessiong of caunsellmg did you receive after the
traumat:.c; event/ 4 {as listed abc,ve) ? Please mark the appropriate

block.
 NUMBER OF COUNSELLING SESSIONS -
ot REFERRAL
1 -2 3 1 4 5+ TO
N : | PROFESSIONAL
ROBBERY 1
ROBBERY 2
ROBBERY 3
ROBBERY 4
ROBBERY 5
ROBBERY 6
ROBBERY 7
PREVIQOYJS HISTORY
Please circle the correct answer.
1 I have consulted with a psychiatrist or psych iogist BEFORE
the event/s YES/NO
2 I have previocusly been treated for a psychiatric or
- . psychologicel problem BEFORE the event/s YES/NO
3 The reason was: ' | | - |

ALL INFORMATION GIVEN WILL BE KEPT STRICTLY CONFIDENTIAL

THANK YOU VERY MUCH FOR YOUR PARTICIPATION.
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