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PTSD is Important Risk Factor for 

Rape Among Young Women  

National Survey of Adolescents - National probability sample of 4,023 
adolescents between ages of 12-17. 

Wave II follow-up survey 7 years later of 1,753 (44%) young adults,  872 
females. 

12.5% of females reported a new rape since Wave I. 

Wave I predictors of new rapes: 

• Caucasian 

• Prior family drug problems 

• Prior sexual assault reported at Wave I 

• PTSD at Wave I 

PTSD the biggest predictor of new rape assaults. 

PTSD mediated relationship between CSA and new rape. 

Treating PTSD can reduce risk of future sexual assaults. 

Elwood, L.S., Smith, D.W., Resnick, H.S., Gudmundsdottir, B., Amstadter, A.B., Hanson, 
R.H., Saunders, B.E., & Kilpatrick, D.G. (2011). Predictors of rape: Findings from the 
National Survey of Adolescents. Journal of Traumatic Stress, 24(2), 166-173.  



Trauma Research Participation  

Does Not Hurt Teenagers 

NSA-R:  3 wave victimization study with a national probability sample of 
3,614 youth aged 12-17. 

Youth screened for history of sexual assault, physical assault, physical abuse, 
and witnessing violence with explicit, behaviorally specific questions. 

Characteristics of up to 3 incidents assessed. 

Debriefed and assessed for distress at the end of the interview.   

5.7% said some questions had been emotionally upsetting to them. 

0.2% (8) were still upset at the end of the interview and wished to be 
contacted by a counselor. 

 <0.1% (1) needed immediate attention from a counselor after the interview. 

Girls more likely than boys to find questions distressing. 

No impact of Wave 1 distress on study dropout in Wave 2. 

Participation in trauma surveys does not appear to carry an undue risk of 
emotional distress for adolescent participants.   

 

Zajac, K., Ruggiero, K.J., Smith, D.W., Saunders, B.E., & Kilpatrick, D.G. (2011). 
Adolescent distress in traumatic stress research : Data from the National Survey of 
Adolescents-Replication. Journal of Traumatic Stress, 24(2), 226-229.   



Trauma-Focused CBTs for PTS 

Intervention packages based on CBT 

* Emphasize exposure and cognitive processing 

* Structured, focused, time-limited 

TF-CBT: Effectiveness shown for even more groups 

* Exposure to DV (Cohen, Mannarino, & Eyengar, 2011) 

* Preschoolers (Scheeringa, Weems, Amaya-Jackson, & Guthrie, 
2010) 

* International (Jenson, et al ISTSS 2011) 

* Low resource countries (Murray,  Dorsey) 

Other trauma-focused packages: 

* Former child soldiers [KidNet] (Ertl, Pfieffer, Schauer, Elbert, & 
Neuner, 2010) 

* Single incident-Israelis [Prolonged exposure for adolescents 
(PE-A] (Gilboa-Schectman, Foa, Shafran, Aderka,  Powers, 
Rachamim, Rosenbach, Yadan, & Apter, 2010) 



Key Adaptations 

Preschoolers: 

* Parents in room for 3 sessions, observe all sessions; parents 
only ½ all sessions 

DV (since many kids still in contact with offenders): 

* TN more focused on distinguishing reminders from real 
danger 

* Conjoint emphasize to enhance non-offending parental 
support and protectiveness 

Ongoing trauma (Cohen, Mannarino, & Murray, 2011): 

 * Safety education first 

 * Engage with parents re their trauma 

 * Distinguish real danger vs. reminders 

 * Promote parental acceptance of child’s experience 

 

 





The Dilemma 

Usual care-bx probs (Garland, Brookman-Frazee, Accurso, 
Zoffness, Haine-Schlagel, & Ganger, 2010) 

* Little of this, little of that; some evidence-supported 
strategies, many not; no strategies in depth 

* Modeling, practice-feedback, homework = rare 

EBIs 

* Many packages 

• most target a single/specific  outcome 

• many require developer endorsed training/consultation/certification 

* Low penetration/reach 

•  costly and sustained investment required 

•  unfeasible to offer large numbers of different packages 

•  mismatch to client engagement/motivation for service use 



Possible Solution 



Weisz, Chorpita, Palinkas, Schoenwald, Miranda, Bearman, Dalieden, Ugueto, 

Ho, Martin,  Gray, Alleyne, Langer, Southam-Gerow, Gibbons,  & Research 

Network on Youth Mental Health, 2011 

Components/modular approaches: 

 Systematically mix and match key ingredients of 

effective txs 

 Apply and switch based on assessment/measurement 

Study design and results: 

 * RCT comparing TAU vs. sequential manuals vs. 

 systematically applied modules (including a PTS 

 module) 

 * Children in modularized condition improved more  

 * Higher therapist acceptance 



Kazdin Rebooting  



Extending the Reach of Mental Health 

Services: Service Delivery Models  

Most children who meet criteria for disorder do not 

receive mental health services 

Of children who receive, more seen in non-specialty 

centers than specialty 

Children do not benefit from services they do not 

receive 

Most problems mild-moderate; may not need 

specialty care 

 



Possibilities 

Evidence-based services in schools (Jaycox, Cohen, Mannarino, Walker, Langley, 
Gegenheimer, Scott, & Schonlau, 2010) :  

* Trauma-focused CBTs following Katrina 

* Children assigned to CBITS (school) or TF-CBT (clinic) 
• Most received CBITS; few received TF-CBT 

• CBITS lower effect size; TF-CBT higher effect size  

Integrated behavioral health in primary care (Kolko, Camp, Kilbourne, & Kelleher, 
2011) 

* Doctor-Office Collaborative Care v s. Enhanced Usual Care for bx probs 

* DOCC = Case manager delivered, on site, collaborative team with PCP, family, 
back up psychiatrist 

* DOCC = Better service use, completion, and outcomes 

Telephone delivered EBIs (McGrath, Lingley-Pottie, Thurston, MacLean, Cunningham, 
Waschbusch, Watters, Stewart, Bagnell, Santor, & Chaplin, 2011) 

* Strongest Families for bx probs and anxiety delivered by trained/supervised 
coaches over telephone; no in-person contact 

* Decrease in disruptive and anxiety disorder dx compared to usual care 

 



Conceptual Integration 



Medication and Foster Children 

GAO Report Psychotropic Medication Use by Foster 
Children 

http://www.gao.gov/assets/590/586570.pdf 

Antipsychotics (dosReis, Yoon, Rubin, Riddle, Noll, & 
Rothbard, 2011) 

* .5 TANF v 8% (foster care), 5% (foster care/adoption), 
5% (foster care/TANF), 9%  (SSI), 26% (foster 
care/SSI) 

* Foster children as likely to be on antipsychotics as 
SMI children; only 5% = schizophrenia 

* 25-35 % concomitant use; bx probs predicts 

* White youth 27% less likely 

 

http://www.gao.gov/assets/590/586570.pdf


Medication Take Home 

Foster children on multiple medications and 

antipsychotics at substantially higher rates than 

comparable poor children 

Multiple antipsychotics relatively common; mainly 

associated with bx problems 

Few have SMI, primary condition for which 

antipsychotics indicated 

Are they getting EB standard of care tx? 

* Parent management training 

* Skill training 



Workforce Development 

Focus on competencies (Sburlati, Schniering, 

Lyneham, & Rapee, 2011) 

 Move from focus on knowledge and attitude change 

 Identify and measure key skill acquisition (via 

standard patient/behavioral rehearsal)  

Skill acquisition requires active learning components 

(Beidas & Kendall, 2010) 

 Less info/more practicing (just like clients) 

 



Exposure to Critical Incidents Influences 

Workers Assessment of Risk for Child Abuse 

96 child protection workers (81% women) participated in 2 simulated 

interviews with standardized patients and then completed risk 

assessment measures. 

Assessed previous history of traumatic exposure in the workplace, current 

levels of traumatic stress and depression. 

85% exposed to at least 1 critical incident at work and 73% of these 

reported they had experienced distress as a result. 

Number of critical incidents experienced negatively associated with level 

of risk assessed on standardized cases.  Greater the number of 

incidents experienced, the lower the risk was judged to be. 

Higher levels of traumatic stress symptoms also associated with lower 

levels of risk assessed.   

Regehr, C., LeBlanck, V., Shlonsky, A., & Bogo, M. (2010). The influence of clinician’s 
previous trauma exposure on their assessment of child abuse risk. Journal of Nervous 
and Mental Disease, 198(9), 614-618. 



 National Survey of Child and Adolescent Well-Being 

 N=1,613 children within 75 child welfare agencies over 36 months 

 Examined Interorganizational Relationships (IORs) 

 Number of coordination approaches between each child welfare agency 
and mental health service providers 

 Tested relationships between IORs, Service Use, and Outcomes 

 Greater intensity of IORs  greater likelihood of service use and
               mental health improvement. 

 Conclusions: 

 Greater number of ties with mental health providers may help child 
welfare agencies improve children’s mental health service access 
and outcomes 

 Encourage different types of organizational ties between child welfare 
and mental health systems 

 
Bai, Y., Wells, R., Hillemeier, M.M. (2009). Coordination between child welfare agencies and mental health 

service providers, children’s service use, and outcomes. Child Abuse & Neglect, 33, 372-381. 

“Coordination Improves 

Outcomes for Children” 



More Good News from the Crimes 

Against Children Center 
 

Finkelhor, Wolack, Mitchell, Hamby 

http://www.unh.edu/ccrc/ 

CAN reports: Sexual abuse and physical abuse 

continue to decline 

Internet: Unwanted sexual solicitations and 

exposure to pornography has declined 

Sexting is relatively rare [1%kids appear in/produce 

sexually explicit images; 6% receive, rarely 

distribute] 

http://www.unh.edu/ccrc/
http://www.unh.edu/ccrc/

