| l* l National Librawioihéque nationale

of Canada du Canada
Canadian Theses GAEHNE

‘ _ Ottawa, Canada
' K1A ON4

. NOTICE
A
The quality of this microformis heavily dependentupon the
quality of the original thesis submitted for microfilming.
Every effort has been made to ensure the highest quality of
- reproduction po§snble .

If pages are missing, contact the university wh|ch granted
the degree. .

Some pages may have indistinct print especiélly it the
original pages were typed with a poor typewriter ribbon or
if the university sent us an inferior photogopy.

9

Previously copyrighted matecials (journal articles, pub-
lished tests, etc.) are not fitmed.

Reproduction in full or in part of this mlcroform is governed
by the Canadian Copyright Act, R.S.C. 1970, ¢. C-30.

NL 39 (1 B8/04)

% Service des théses canadiennes

k]

AVIS

l.a qualité de cette micreforme dépend grandement de Ia
qualité de la these soumise au microfimage. Nous, avons
tout fail peur assurer une qualité supérieure de reproduc-
lion.

Sl manque dgs p*agos veunllez.commumquer avee
I'universite qul a conlére le grade.

La qualité dimpression de cerlaines.pages peut laisser a
désirer, surtout si les pages originales ont élé dactylogra-
phiées a f'aide d'un ruban usé ou si l'université nous a lait
parvenir une photocopie de qualité intérieure.

‘Les documents qui font déja l'objet d'un droit d'auteur

(articles de revue, tesls publigs,. etc) ne sont pas
microfilmeés. ' :

La reproduction, méme partielie, de cette microforme: 5

soumise a la Loi canadienne sur ledroit d'auteur, SHF
1970, ¢c. C- 30 .

!
A

~Canada



VISUAL~KINESTHETIC DISASSOCTATION IN TREATMENT
OF VICTIMS OF RAPE

GORDON L. MCLEOD

-

A Thesis Submitted to the Faculty of éuaﬁe.studies and-
Research in Partial Fulfillment of the Requirements
for the Degree of Master of Education |
In Counselling Psychology

Department of Educational Psychology

A
> L’

Edmonton, Alberta

Fall 1987



a»
'

Permission has been granted -

to the National Library of
Canada to microfilm this
thesis and to lend or sell
" “copies of the film.

The author (copyright owner)
has 'reserved other
publication rights, and
neither the :thesis nor
extensive extracts from it~
ngy be printed or otherwise
reproduced without his/her
written permission. -

!

L'autorisatioh a &té accordée

a la Bibliothéque nationale
du Canada de microfilmer
cette thése et de préter ou

. de vendre des exemplaires du

film.

L'auteur (titulaire du droit
d'auteur) se réeserve les
autres droits de-publication;

ni" la thése ni de 1longs
extraits de celle-ci ne
doi fent ‘étre imprimés ou

autrement reproduits. sans son
autorisation écrite.

r

ISBN 0-315-41093-0 | .



THE UNIVERSITY, OF ALEFRTA
RELEASE FORM L

. . N .
3 . . ) & | A

. . Name of Author:' GORDON'L. MCLEOD

Title of Thesis: VISUAL~KINESTHETIC DISASSOCIATION“ ;
oo .IN TREATMENT -OF VICTIMS OF RAFE

- * Degree: " MASTER OF EDUCATION .
. Year this Degree Granted: 1987

€

Permission is hereby grantéd to THE UNIVERSITY OF ALBERTA LIERARY
» to reproduce single copies of -this thesis and to lend
‘or sell such copfes for private, scholarly or scientifiq

a o
' research purposes only.

The author reserves other publicéti@_p rights, and \
‘ neither the thesis nor extensive extracts frem it may
. be printed or otherwise repréduced ‘without the author's

written permission.

' S . ’ D )
'S0 N T
- SN e - ‘
oM e gt pef
* “(Student's s;.gnature)
il , - 1983 Glermore Averue,

Sherwood Park, Alberta



R
>y

. THE UNIVERSITY OF ALBERLA

FACULTY OF GRADUATE STUDIES AND RESEARCH
- ' '

"T_hé undersigned certify that they have yead, and recoxm;\end
to the Faculty of Graduate Studies and*Researth
for acceptance, a thesis ehtit}éd

Vi_s'ual—thesthe_tic Disassociation In Treatment”
of Victims of Rape

Submtted by Gordon L. Mcleod Py
\m partw al fulflllment of the requ1rments for the degree

of Master of Educatlon in Counsellmg Bsychology

y,
N
TN
SN
. .
-«
\
>
\f;
/
i
~J
e
7

Fall 1987

V7




: . e
A Visual-Kinesthetic Disassociation procedure of Neuro-

‘Llngulstlc Programumg (NLP) Was employed \Mn treatmg rape-mduced
- anxiety and phOblC reactlons NLP theory suggests that anx:.ety )
J reactlons experienced by rape v1ct1ms is a functlon of the mter-

related processes of synesthesia and anchormg A palr “of case

" reports are presented th.ch explore the use of the V—.K D:Lsassoc1atlon

techmque. Frcnn th:Ls prelmmaxy béses further research employmg
;. _thls treatment procedure is suggested Impllcatlons for ci:.nlcal

9

~

| practlce are oted.
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CHAPTER I.
INTRODECTICN S - .
The subject of rape and the treatment of rape victims hafll ,

received surprisingly little attention in the field of psychology.

—— s

Clinical practitioners, news media coverage, ard cammon sense

LSEN

provide acknowledgement of the frequent occxmrenée .of phobic
: T . . ’I ".l.
reactions, interpersonal difficulties, sexual dysfunctions,
e .
depression, and anxiety associated with the—aftermath of rape all of
L : 1€

P . . .
which are osug:us problems of psychological concern. ST
pa

In the , péydg.atrists have tended to be more interested in

the rapists. than in the victim. It was not until the latfr 1960's

t‘hat}: researchers begant:,o focus more upon the victim. Since then,
m in the area Has generated significant data showing that
most rape victims develop psychological symptans and reiated '
. behavioral changes following the experience of rape | (Katz & Mazur,
. 1979; Sutherland & Scherl, 1970; ?uréess & Holmstrom, 1974; Ellis eé{/ |
‘al., 1981; Resick et al., 1981; Atkeson ef al., 1982; Calhown et .-
al., 1982; Kilpatrick & Vercnen, 1979). ~

’

The need for specific -ty 5' strategies designed to address

the psychological effects o & el documented (Kilpatrick, _.

&, AR
Veronen & Resnick, 1970; B&ge% £ Holmstram, 1974). Three models
which attempt to explain anxiety reactions gxperienced by rape

¢
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victips and to propose treatment modalities inc;‘zde Crisis ~
Y . B 5 . . ’ ’ -

intervention, the cogni ive-behavioral approacly and Neurc-Linguistic

. ') . b
S L Y |
The Ne;lro—Lin;uistic Prog'zarmﬁ.n; (NLP) mod ‘a communication - -+

and behavmral model\‘developedr-by Bandler & Grmder ( 1975) ' Grinder

T

& Bardler (1976) & Dilts et al. (1980) is the focus Qf thlS study.

Cameron—Bandler (1985) & Grinder & Bandler (1982), wor}q.ng w1th\1n

_the NIP model, reported on the successful treatmentOf rape victims

' in employing a three-pla.ﬁlsual-m.nesmalc D}ﬁé‘;iociation{ - hd

’

N ) ) ‘ ’

The intent of.the present study wa\s:'to

specific procedure, NLP's Visual-Kinesthetic[f)isas jation, for the
tréatment of rapé—induced arftety and phobic reactions. No long
range studies have been publlsned on the effects of tlus tecrm1que

"%
Theoretically and extpirically, However, we know the need to regain_

wasZery and oor%tml‘ through re-aooessing the trauma (Perls et al.,
1951)

The NLP three-place V-K Dlsassoc1atlon i:echmque seems to

~ satisfy this mpqrtant requlrem.nt as well as bemg a gentle,

no-obstruswe mtexventlon as reported i the clinical e.xperlence of

the researr:her Two ‘case reports are presented to illustrate the

Vﬁf( D:Lsassociatlon procedure and to examine the appllcatlon of this

~approach in the tmat:rrent of victims of rape.-/ 'Ihese/two cases are
o T

intended to provide preliminary data from 'wﬁich recommendations can

be made for clinical practice and for further research. \



The decisio to pupéue this averiue of research was based on
famrlla.rlty with the pm}:edure as the present résearcher has‘
employed it for a mumber of years in a ¢linical setting. Past
e>cpe.r1e.nces with the prmedure had ylelded mmer'bus report:s from

R

cllents as to its effectiveness. 'Untll the present effort, Ro

attempt has been made -to sybstantia:te these reports. X was the

: ° oy
intent of the pre’se.nt investigation to focns scme light on thle>oV‘LP‘ o

three—place V-K Dlsassocmtlon technique by emmmmg two case

studies which inclyde data fram standdd measures gs well as fram
ooxmsellor/cllerét Interviews. . | Q ‘ -
| | T S

&,
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‘ ~——
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QT&RIM* . : @! .
t%al ’researchv into the ‘afte;math of rape focused prmar‘lily

upon the identification of global respon!ee\aattem CThe first S
cllmcal) study of rape victins was publn,shed in 1970 by Sutherland &

) Scherl. The a’?thors intervi £hirteen rape victins and found -

similar response patterns anong them The Sutherland & Scherl study
was followed"& a“second and gimil -;_study conducted ky Burgess &

3

1lmstrom (1974) , based on i texv1ews mth 146 ?ape victims.

Both studies a to 1dent1fy phases or sequential

constellations of reactions as a result of the assault. The authors

reported that victims ive the event as life thl;eabem_ng and

degrading; as having been vi lated and lost coﬁtrol over their

life. The assault is experlenced as ja}act of aggressmn ard not as

V(
a sexual act.” In adjustmg to the event v1ctuns go through a

number of stages: (1) an acute stage of shock ard anxiety; (2) a

- —

pseudo adjustment period 'characterized kv denial and suppressions;
and(3)af1.nalstagemwh1chsyrrptoﬂsbegmtoreappear o
(Sutherland & Scherl, 1970) o °' o

/ . -
-~



The initial research conducted by Sutherland and Scherl (1970)
and by Burgess and Holmstrem (1974), was based on unstructured
lnteJ:v1ews which yielded rich descriptive data concerning the
victims ' global reaction to rape. Although not well-controlled or
systematic, these studies provided information that has influenced
subsequent research (Resick et al., 1981). .

Research .in the 1980's

Subsequent researchers on the after effects of rape have - ) ’
attempted to deternune more prec1sel Y the extent, duration and -
' specific’ aspects of functioning that have been effected. qu’
examole, social adjustnent 1.s disrupted in most areas initially, amd-
by Jour months post-rape, social functioning stabalizes: at levels
carparable to non~victims (Ellis et al., 1981). Frark and Stewart
(1983) observed 51gm§1cant levels of depressmn in victims w to |
six weeks post-rape whlle Atkesan et al., (1982) noted signifi
levels of depression up to four'months post-rape. Significant .
levels of fear and anxiety were. noted by Galhoun et al. (1982) up to
one year post-rape .as did Ellis et al. (>l'98‘:1) ard Kilpatrickvet‘ al.,
(1979, 1980) while Veronen and Best (1983) in a review article of
their work reported 'sif'nificantklevels of fhar and anxiety W, to two
_years post-rape Becker ard Skmner (1983) reported that sexually
assaulted women reported a higher incident of sexual problems-than ° |
- non-assaulted wemen. As well, their .difficulties tended to be more.

frequently related to early sexual arousal while the non-victims



reported other types of sexual problems. Burgess and Holmstrom
(1979) reported that scme wemen (25.9%% did not consider themselves
sexually recovered fram the rape experience 4-6 years post-rape. \
_F_eldman—Smmers et a}‘., (1979) noted that by two months pos t—rape
sexual funct;)m_ng was still disrupted ad the d_isruption of sexual
functicning was a-functionef the rape experience and specific tn
the particular circumstances of the rape ard not as orlgmally
thought a global resp se. ' ' . “

In sumary, these rasearchers suggeet that rape produces af
.cvexwhelminq sense of fefr, anixiety, helplessness, and v
powerlessness. It taxes the victim's eoping¢capaci’ty and
" constitutes a crisis situaf_ion. The resulting adaptive responses of

‘the victims constitutes & recognizable eexqstellation of behaviors
' referred to as the "rape traumd syrx:ircmé". (Burgess & Hehtstmm,

" 1974). The -syndrome is often marked by depression, quilt, anger,
disrupticn in many aspeets of the@pekso 's interpersonal life,
sexual dysfunctions, phcobic responses and a nmumber of scmatic
reactions. These issues and prablems appear to resolve 'tnerrsel\}es
samewhere between one and three menths without formal treatment
' 1eav1ng a cove of fear, anxiety, sexual dysfunction and phcblc
: responses which are stable over time and constltutes the mst

difficul: task in the recovexy process.



o

There are a mmber o oh' "s associated with the cited
research. Firstly, thc rajori s of the research has been
descriptive in mature. = *°s ‘n other ‘words attempted to explore
. and clarif‘yf” the after-effects of rape. The research assumes without
specifying, that the observed description in functioning are a
result of the rape. Cammon sense and case study reports would lead
6f_1e to accept the assumption but it must be tempered with the .
caution that there has been no camparative studies conducted |
camparing rape victims to victims~of other forms of violent crimes. .
Whether one attributes the after-effects of rape to violent crime in |
genéx*al or to the fape per se is frem a clinical and phencmeological
" perspective, purely academic. For if the victim attributes the
after-effects to the rape ipsofecto, it bescmes her reality and that
of the clinican. |

A secord prcblezfxatic area in the research is that of sample
biases. Subjects for rape studies are selected from a mumber .of ‘
sources and each sourt® Tas a buiit-in biases whlch n\;y greatly
effect the resdits cbtaire . For e@npie, Burgess & Holmstrom
(1974) cbtained their subjects from hospital ené.*gency rooms. Cases
seen in hospital emergency rocms are usually only those cases severe

‘ (]
enocugh to rgqu:.re medical and/or psychiatric assistance and may

represent only“a small portion of rape victims. -The failure of such
a sample to accurately represent rape victims is underscored by the

fact that rape is considered to be one of the most unreported



crimes. It has beent estimated that anywhere from one and. one-half
to 100 times more rapes are ca?&nltted than reported (Katz & .Mamr,
1979). One has to questign whether there exists any important
differences between v1;tuns who repoxzt their cases or seek

assistance iy dealing with the rape after-effects and those who do

not report orjseek assmtance

A third methodologlcal dlfflc:ulty with the research is that of
method mvarlance Ihe work of Sutherlarmd & Sc:herl (1970,) ard of .
mrgess & Holmstmm (1974) used similar settings to select/solicit |
participants for their euﬁieﬁ; they used similar approaches in’
gathering their data and found essentially similar results.
Subsequent research has largely been premised upen tﬁe results of
this eaz;lier’research. Many of these researchers have used similar
survey instruments, have solicited participants in similar settings
and have frequently been associated with each other. _

The picture of the rape victim presented by these researchers
must'be questloned i terms of its representativeness and clarity.
. Unfortunately, it is the only avhilable picture. It vas presented
not to specify and Clarify the exact areas and extent of functioning
thatlsdlsruptedbyrapemtrathertoarguethatrapedlsmpts
fmmctlomng It was presented to suggest that if a cllent presents
herselfasarapev1ct1m,1tlssafetoassmeﬂ1athmshe °
experiencestheselfardtheworldhasbeendlsmptedbymat
experlences Which is a suffic1ent argument for the clinical and

phermxemloglcal perspectlve of the present researcher.

«
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Three theoretical explanmations for the cbserved after-effects of o

o

emerged from the literature review:™ crisis theory, the

Q
In crisis theory, which ha/d its origins in Linderman's (1944)

work, rape is viewed as a crisis situation jn-which a traumatic

external event disturbs the bal between internal ego adaption
_ and the envirorment. As rape anxiety is copsidered to be an
 interaction between an extreme envirmental stimilus and the
adaptive capacity of the victim, this anxiety is similar to other
_ stress situations such as camunity disaster, wars, surgery,
autamcbile aocide.ﬁt,’ loss due to suicide, loss of limb, etc.
(ﬁomwitz, 1976; Smith, 1970). <Critical factors in rape, as in‘
o % other events Wh.lCh are perpeived as li‘fe-threatening,‘ are the |
unexpectedness of the event and the victim's resocurces for coping
(Notman & Nadelson, 1976). Crisis theory focuses on hameostatic
balance and.the relationship of coping processes to stable

psychological functioning (Burgess & Holmstrom, 1981).
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Cris:.s mterventlon 1s not conoeptually a clear mdel of social ‘
mtervention It neither spec:Lfles nor suggests ways in wtuch
maladaptlve ‘behavior can be predlcted,/‘\dges it identify the '
mechanlsm whereby maladaptlve behavior is learned or mamtamed In
fact, it:appears that crisis theory has not changed dramatically
from the pioneering oontri‘bution of Linderman. 'Iheorists have not

| operationaliz‘ed the crisis aﬁ:preach‘ into a clear, concepﬁzal
treatment plan (Smith, 1970) Although crisis theory has generated
consmderable practlcal appllcatlon of 1deas in developing centers to
assist traumatized v1ct1ms, it has generated. little if any

significant empirical resea.rch..

&

The cognitive-behavioral model develqped by Vercnen and
KilpatricJ»:..-(;IBB:“s) Views rape as an "'in vi_Vb' classiacgl conditiening
situatfon in which the ﬂm\: of death and,/or éhysical damage,

 plain, and/or confinement evoke responses of cognitive,,
phys:.ologlczﬂu and beha\(J.oral fear and anxiety" (p. 356) . »’Ihis
approach focuses on the role of cognitive variables as deternlinants
of a victim's responses. Thoughts associated with or generalized

\ fram the rape experlence became corx:htloned stimuli for fear and
anx1ety If the conditioned stimilus is adversive enough, one
presentation can result in camplete suppression of behavior or
avoidance of cues that Signal the fearful event (Resick & Jackson,

1976) .



11

A,
-
Varlous studles w1th a cogmtlve-be.havmral orientation have . 8

_been reported Veronen and Kllpatrlck (19833 used systematlc
desensz.tlzatlon ard self-.mstructlon tralmng for treating '
rape-md‘uced anxlety ard phobic reactions. Forman (1980) reported
on the suocessful use, of Rational Emotive Iherapy in tx;atmg rape.
. victims. Blanchard and Abel (1976) successfully employed '

' blofeedback in treating a rape-uﬁuced psychophysiological
cardiovascular disorder. |

Neuro-Linquistic Programming (NLP) developed by Bandler and
Gr:mder (1975) Grinder, & Bandler (1976) ; and Dilts et al., (1980)
is a cammmication and behavior model’based in the postulate that
human beings do not operate directly on their world. They cperate
out of their internal maps and not‘:_om:‘.of sensory experience
(Korzybski, 1958). According to NLP theory, humah beings construct
canceptual maps or series of maps that represent the world and are
used to both quide behav;or and to describe the world. 'Ihese maps
or representlonal systgms are constructed frem sensory experience —— |
visual, audltozy, k.mesfhetlc,l gustatory ard olfaotozy (D;lts, et
al., 1980), and are pafticularly influenced in their ‘development by
parental programmmg and orther env:Lrormmental and physiological 5
factors including shocks or trauma that result in one trial learning.

&



ext:ernal world, but from a lack of orgamzatlon and utlllzatlon of

those resources The assunptlon that pecple are basically whole and
have a camplete set of rescurces is fundamental in the work also of
Erickson et al. (1976) and Satir (1972). Right orientation in these
approaches is described by Carter (1983): "The goal is not to
remove scmething bad’ or add somethlng gocd, but rather to 'stim,;;g;ate
and organize the resources that are already inside the client's
world" (p. 23). Whatls:lmportarrt in the meaning-raking processes
of this approach is not thedgontent of a particular representation
1tself but rather its placement in the context of a particular
’ seqLEence. ‘ ‘ |
Parallel with constructivist t'lleories (Von Foerster, 1981:;
Watzlawick, 1965) and the mituality approach, NIP postulates that
human experience is created and shaped, not only by external
stimilus or force, bdt also, by changing one's sensory patterning of
the vorld. Problems in the patterns and structures of cognitive
xﬁaps may occur through me.universal. modeli;x; p'rooesses'o§
genéralization, deletion, and distortion. |

Generalization refers to the process whereby pieces or elements

of a person's model became detached from the original experience and
- came to represent the entire category of which that particular

. o -
experience is only;a‘n example. ‘Deletion is the process whereby a



e

@

[
<

>
person pays selective attention t6 certain dimensions of experience
and excludes others. Distortion is Jhe process whereby pecple can

make percéptual shifts in their experiences of sensory data (Bandler

. & Grinder, 1975).

. For example, the experience witﬁ the rapist can came to stand
for the e)q;erie.nce with all males (generalization). Despite
numerous subsequent positive experiences v'with males, this does not = .
change (deletion). When carmq family ard friends point out
discrepancies in .logic 'or behavior, the process of‘ (distortion)

allows the inconsistency to remain, the model to remain intact, and

" the problem to remain unresolved.

The NLP model postulates that ‘fear, anxiety, phobic responses
and sexual dysfunction is a2 function of the inter-related pr;acessgs
of synesthesia and amhormg Although NIP does not claim to have
the knbw-how to predict specific anchor and.synesthesia patterns
invelved in creéting specific prablems, techniques of NLP can be
used to identify oeccurrences, géneraiié:ations and maintenance |

patterns in one's basic model or cognitive map as a first step for

therapeutic intervention.
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Synesthesia ~

Synesthe51a is the correlatlon between representatlons in two

‘ dlffe.rem: sensory sysf!e:ms that have became assoc1a'bed in time and

space. ' For examp];?, seeing- blocd and feeling nauseous is a
visual—kinestheti’c synesthe'sia'v "Cmssover comet:tioné between \
represe.ntatlonal system ccmplexes, such that the activity in one
representatlonal system initiates act1v1ty in another system is
called synesthe51a" (Dilts et al 1980, p 23).- Such patterns .
conS‘tJ.tute a large portion of the human meamng makmg process.
Correlations between repre?entatior;al system activities are at the
root of such camplex proce.éses-as xnowl} ge‘ acaz‘mrmet‘fon, choice,
and interpersoral cammmication. y
, ks '
%

Ancharing, X | .

Any representation, internal or external, which triggers ancther
representation or Series of repnese.ntationsa is known as an anchor.
In,simple language, an anchor is any stimulus that has beccme
associated with a’response. The image of a snake may be an aiphor
for the response of fear. A basic assumption behind anchoring is
that all experiences lare represented as gestalts ot: sensory®
informaticn. Whenever any portien of a part.idzlar experience is
re-introduced, other portions of that éxperience will be reproduced
same degree. For example, a certain piece of music may trigger

rmemories of a particular person or event. That event had beccme



S~

as’socmted w1th the msic in previous experience: . "They're playin:

Rt

oursongd'éar'" 'Anyportlonofane@erlencemaybeusedasan

r to access another portion of that experierce (D:ths et al

t

’ 1980) )
Anchori.r;; 1s smu.lar to the "stimus-respcnde" concept in
avioristic models. The.re are, hpwevgr, some 1mportant
differences as outlined by Dilts et al., (1980): Rather than being
condltloned over long pericds of tlme anchors pramote the use of
single trial learn.mg. Remforcen\ent is not required to establlsh :
an anchor, and cognitive behavior is considered to b: as much of a
response as a salivatlng dog e

In terms of the methodology urder investigaticn, the Visual
Kinesthetic Disassociaticn assumes tha}; fear, anxiety, and phobic
responses associated with severe traumatic events are anchored
.responses. The ove.rwhehning neqative feelings associated with this
past event can be triggered by present external or internal stlmull
which have beocme anchored to the event. Further, if the
association between the trlggermg stimili and the mternal
responses can be altered, the phobic responses - fear and anxiety,
will be elininated. Finally, an alteration of this association

! ¢
presupposes an alteration of the map territory relationship.
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A criticism fret;uehtly tade of NIP is its' lack of supportive

research. Bandler & Grarder (1979) mdnrectly address the concern

ﬂ"

- when they state,' 'Wehavemldeaabotrtthe 'real’ nature of things

and we're not pa.rtlcularly mterested in what's t.rue" ... We're not

~ D

7). For the purpose of this

prcpos:.tlon set forth by the orlgmators QKNLP have any basis in
'truﬂ'i' or Lx‘eallty" What is important is the extent to which the
-model and the ta::hmques are 'helpful’' or 'useful' the
determination of which is the focus of the present study. ’
. i

The Visual-Kinesthetic Disassociation Procedure

The NIP methodology explored m the pree.ent study is rlme Visual
Kinesthetic Disass;giation (V-K Disassoeiatioh)‘. In utilizing this .
methodglogy, Bandler (1985) suggests ﬁhat ‘a therapist first notice
whether the persorr is associated or disassociated in the memories,
Associated means going back and relieving the experience, seeing it
from cne's ownc eyes. From aaNLP perspective bisassociated means
locking at the memory j.mege from any point of view other than from
your own. You ml%ht see it as .if loéking down fram an .eirpiane or
as if you were someone else watch_uxg a movie &f yourself in the
situatirm. In general, disassociation can be produced by shifting
fram a feeling to a visual mode. - Disassociation can be\ increased by
changing the size of an image, especially to make it smaller, or by
increasirx;thedlstancebetween selfamilmage

4R - ‘Y
.
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The V-K Dlsassociatlon ‘tarhnique has been repcrted by Fromm
(1965 and Frcnmn & Gardner (1979) who describe the procedure as

separatmg or dlsassocratmg observmg ego from the expenenc:.ng

s

” egoL} In thls approach a person can be descrlbed a,e ing either in

— - . \

the picture or not in the plcture of a ,personally a mental
. image indicating a two-place V—K Dg?gassocmtlon From (1965)
maintains that :Ln hypnos:.s, the obsei'vmg ego can be so totally
separated- frcnn the experiencing ego that pain is observed but not
. felt. As an example, a'woman in labor is told to imagine herself
walking down the hospital corridor toward the delivery room: "Let
thatwcmanwholooks lﬂcengetaheadofymafewsteps Sheés
dressedllkeyou \'/Yoﬁ\.ste-ea\achalr.-mthecomer onthe
delivery roam and watch that wamen have a baby" (p. 129). Fromm
explains: "Ego cat'hex_Ls remains w1th the c&nj&xvmg ego ("you) watt;h
. you sit"), while the body is de-egotized ‘and hasbgcome an
‘cbject ~- “that waman" (p. 1123). |
o Bandler (1985) amd Cameron- _andler (1985) speak of three
positions in the disassociation.. The three place V-K Dlsassociation
technique has been described as follows: | -
It involves having a person watsh }imself from a third positien;
whj(.ch allows him to watch himself watc'aj.ng himself gei/ng through
the traumtic expérience. 1In this way, the person can remain
canfortable while still rememberirx; the e‘xperience because the
kinesthetlc (feelmg) portion is disassociated fram the visual

memory (Cameron Bandler, 1985, p. 152).
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In the NP 1 se-place disassociation, the v:.}klal perspective
remains frc » th:‘%d position, ie., _the actual physicéil self
watching an image of self watchmg self. The second,position is the
image of self watching self in experience; ard the first position is
the image of self actuilly going through the event. Bandler (1985)
uses the three-place procedures as :foll&vs: |

| Firs‘t': I want you “co imagine that you're sitting in the middle .of'

a movie theater, and up on the screen you can see a black-and-

white snapshot in which you see yourself in a situation just

before you had the phobic response ... Then I want you to float .

. - s r. AT
cut of your body up to the projection booth of the theater,

.where you can watch yourself watching yourself. Frem that

position you'll be able to see yourself sifting in the middle of .

the theater, and also see yourself in the still picture up or‘i
the screen... (p. 43). .
Cameron-Bardler (1985) offers the following exampl% of a

t Zee-place disassociation: ' | '
Now, .j’essica,' I. w\int you to bégin to float cutside of your body
to just in back of yourself so that you can see yourself sitting
here next to me, See yourself holding my arm and vatching the
part of Jessica that needs help ocut in front. So you float

- outside until you can se¢ Jessica next to me watching the

" younger Jessica out in front. You'll be watching yourself
watching yourself. When you can see yourself here with me, nod
your head (p. 155). T

9



In the present study, the Visual I.{ihesﬂw:ic Disassociation -
teehnique éonsist_ed of the followihg step's; |
1. Esta.blxlsh ard anchor a serse of bsaféty, comfort ard
resourcefulness in the cllent
2. Holdmg the anchor, have th¢/client visualize herself in a
 "still shot" of the fl{stfﬁi.\:e of the rape. |
S 3. To get‘ outside of the picture, vhav'e the f;lient imagirie
- he.rself floating out of herself and seeing herself sitting
thére locking ‘at herself in the. "younger" pre-rape state.
Thls dlsassoc1atlon can.be done as many times as is felt
ecessaxytomsurecamfort Assuch there are now three
 visual persmctlves Fram the present day person from the
maged person outside of the picture ard from the 1maged
perscn in the p;cture.' - - -
4. The clientisinstx:uqtedterﬁntb:oug’nﬂie'e;@erience | |
\;isually. To 1nsure that she remain camfortable at all
¢ times, usetheandloramltheverbalpatternswhlch indicate
separatlon of the ﬂ)ree parts.

5.  When the experlence has been visualized ccmtpletely, have the

N
\

second part float back ;Lnto the actual present day pe.rson
6. In her n‘nagmation, havé the present day person do to the
younger perseon ard provide her wj,th the infonnatj_ien .

necessa.ry to insure urxiersrtamlmg and _anp_reciation.
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7. When the present day person sees that her younger shfﬁas
been reassured integrate the selves by instructing the |
client to bring that ycunger par+ back inside her cwn body.

Further elaboration and a sample wunsellug< trenscript

illustrating the V-K Disassociation technique can ke found in the

book Solutions (1985) pp. 151-158. '

" A mmber of’ questlons, including these to be examlred in this
study, are suggested by the preceedmg dlscussmn The prrmary.
question being asked is the following: Is the V-K Disessociatien
procedure helpful in assisting non-recent (three months to two
years) sexual assault victims in overccming blocks to n&_ »
functlom.ng" For the purposes of this study "blocks to normal
functioning" will be held to mean amy reported diffieulty, symptan
or problem that a' subject is e(periencirq.

- At three different points in this study an assessment was
Qorrlucted to de! 2rmine reported difficulties, problems and
symptoms. Two methods were utilized to gather this information.
The prima.ry method employed was the structured inteyview. 1In

keeping with the clinical orientation of this study the mfomatlon ‘

' gatheredlnthlswaylsocnsmeredtobeofprmaxymportancearxi

to have the most reliability and validity. The second method
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.
ufilized was that of standard measures. This data was gathered to

p@ide a badcgrbmd upon which to view the interview data.‘ Tt is ‘!\
thus to be conSidered as secondary and supplemental only. It is '
intended, in other words, to be used as an external criteria to -

assist in analyzing and understanding the interview data.



CHAPTER III ' .

DESIGN AND PROCEDURES

The study was conducted utilizingﬂé.twofgtep treatment procedure
. and~three assessment periods. The subjects reported no treatment
| prlor téthese interventions.

Procedure

Selection of Participants: The subjects for this study were .
contacted through an advertisement placed in a university student
nevspsper. The advertisenent Yead as follows: "Sexual assult
victims experiencing anxiety problems are required for a
research/treatment project. Ple?se call.......". Responses were
received from both males and females. As the research upon which
this study was based dealt exclusively with female rape victims, the

' male respondents were excluded :ram the é;:dy. As well those female
h respordents who were more than 24 months post-rape were e.x;luded for
the same reason. Of< the respondents to the ad, only two were fcund
suitable under the above conditions ard willing to participate in
the study. ‘ | |

All sessions were ccnducted by the same therapist at a
university counselling facility. " ' o

v

22
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Hyﬁnqsis can be used adjunctively J_n the context qf many e
theoretical fraﬁxewords of 'psychotherapy. The use of hypnosis |
coupled witr; the V-K Disassociation has been suggested Bandler
(1985) , Cameron-Bandler (1985). With this possibility in mind,
processs df naturalistic trance formation were futiliz A (Erid<so;1 &
Rossi, 1981) in the pre'sent‘ study. In using the naturalistic
approach, no screenmg for ability of 'suégestion is necessary.(/h

In an effort to ensure consistency, a hypnofic i:ﬁuctioﬁ
procedure was read to each subject (see Appendix 1). This procedure
was cdrnpiled from examples of the Ericksen's approach to hypné:tic |

irduction (Erickson and Rossi 1981, p. 66 - 106). Presentatiion of
'such an ‘induction is consistent with that hofmally used in research

involving hypnosis (Adolf, 198i).

Pre-Treatment Sessicm;\ The pre-treatyment session consisted of

. prévidi.ng subjects with infgrxqation about the study, an assessment

interview, and campletion of the assessment package. Each subject
was intezv1ewed individually for app;zp?ﬁimately one ard one-half

hours.



Session A: Each subject was interéiewed individually for
approximately cne and one-half hours, cne week after the pre- | he
treatment session. Trance induction was established for the purpose
of creating a positive ;nchof of relaxation, 'safety, trust,
resourcefulness, camfort and confideﬁce. An opportunity was
provided for questions‘and discussion of procedure.

Session B: Subjects were mterwwed one week after session A.
They were asked to camplete the assessment package first. The
- induction procedure was administered prior to thé V-K Disassociation
procedure to access the prevmusly established pcsitive anchors.
.:llght variations in trance-mducmg procedure were necessary to
a:Jocmm\odate the individual and her particular way of learning. At
- this time, an opportunity was provided for questions and discussion
of procedur; Each subject was interewed for apémxjmmately two
hours.

Post Treatment: Three weeks after session B, subjects were

\J.nteruewed 1.nd1v1dually for approximately one and one-half : -urs.
. Bprmg this sessmn, subjects were askad to camplete the asseszEment
S

package ard to provide a subjective evaluatlon of the procedures and

the impact on their level of anxiety in daily living.
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Assessment Package: The assessment package consisted of the

foliowing instruments which have been used in previous research
dealing with rape victi.ms:_. SCL-90-R (Dercgatis, 1983); the
- \Veronen-Kilpatrick Mdified Fear Survey (MFS-II) (Vercnen &
Kilpatrick, 1983); Profile of Mood States (ECHS) (MNair et al.,
1981) and the State-Trait Anxiety Inventory (Form t_Y) Self Evaluation
Questionnaire (STAT) (Spielberger, 1983). TIts inclusion was base
on the need to evaluété the methodologies thmughthe integration
ard data from both interviews and standard meastves. bppendix II
contains a detailed description of each of the intruments.and scales
usedandasxmxmaryof overall evaluative research. _
The small sample utilizied in this study procludes the stat':isj:i-;
cal analysis of the standard measures data and necesitates a
reliance upen clipiéal judgement to interpret the data. To insure
 consistency and meaningfullness in such judgements, and mkeepmg |
| with clinical practices, only changeé of cne or more standard
deveations will be oons1dered substantial or meamrgfu.l as well
anly those meausres that ave more than one standard deveatien above
orbelwthemmwﬂlbedeenedmeanmgful | |
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CASE STUDIES AND FINDINGS /

Subject I <
 Background

Subject I was a 19-year old Caucasian waman who was enrolled in
her third year of a B.A. program at the time<of entering treatment.
She had been &'aped approximately 20 ‘menths prevmusly while at &
partyby»amar »hom she knew. Shedldnotmformthepollce for
fear of not being belleved and told only her mother and her
boyfriend about the rape. Su.bject I indicated that the rape—u_mduced
‘fears had been prcblamatic fer approximate:ly cne year prior to
entering treatment. She had noted that she was very angry and
fearful with people she did not know well. She reported feeling
very uncamfortable ammd males and noticed herself being very
confrontative with then. _Subject I found herself having little
patience to listen to her friends when they approached her with
perscnal problems which she stated was very much out of character
for her. Subject I reported being concerned about losing control of '
her behavior and noted that her emotional responses were often
excessive. She found herself preferring female companions to male
ccmpa%}ons amd developmg more "feminist" perspectives on many

issues. Subject I noted that she frequently found herself "turning

26 _ | o
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- off" during sexual-relations and could only became sexually
responsive if she initiated the event. She reported that her
primary reason for entering treatment was to overcame the rape so
that she could give "100%" of herself to a relotionship. In her

present relaticnship she felt as if she could not choose to do so.

Treatment Outcomes

Interview Data

-

Treatment followed the previously described format. By the erdl
of treatment, Subject I reported feeling more relaxed and e.ne‘r? |
getic. She reported being able to talk about rape if the subject
came up ard feeling less "jumpy" and more oomfortable around males. '" W“
She felt a decreased sense of persconal. responsmlhty for the rape .
and when shelthought about it could see it cbjectively and with -
little accampanying negative affoct. She reported feela.rr; more *‘“
confident, secure, and sexually responsive. She ‘found that she no. - ;4‘ o

-

longer needed to initiate sexual relations in order to e v ¥
responsive. Subject I reported feeling that she couls nowchoose ;co;fj_f’ )
give "100%" to a relationship should the opportunity prosentb - .
itself. When asked how helpful she had found the course of
treatment, Subject I stated that she had found 1t to be very |
helpful. She felt that she still had things to overcame but knew |, o

. that she could, over time, deal with them.
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Stardard Measures Data

In analysing the standard measures data it was dec1ded that only
those scores above or below the norm one or more standard deviationsv
would be considered to be of clinical importance or to be meaningful
!in a clinical way. Further that only those scores %hich changed one
or more standard deviations v;ould be considered to be clinically

. N
T . =

.+ State Trait Anxiety Inventory (STAT)

D -

Analysis of Subject T's pre-treatment anxiety levels as
| " reflected by the STAT revealed that both the A-State and A-Trait
| ;score were elevated (see Table I). The A-State score was elevated
1,27 standard deviations above the rom. The A-Trait score vas
elevated sl 1ghtly by 0. 94 standard deviations above the norm.
Ass&sment one week after receiving session A mvealed a general
pattern of J.mprovement- The A-State and A—’I‘falt scores contirmued to
be elwated but anly slightly. In oorrtrast to pre-treatment levels
| the A—State score had decreased by 1.0 standard deviations. The
. .-’I‘ralt( score had decreased by 0.59 s&dard deviations.
-Assessment three weeks after neceivmg treat:nent session B
revealed a contimied pattern of improvement. Both scores were now
mthm normal range. The A-State score had decreased by 0.84

standard dev:.atlons and the A-’I‘ralt score had decreased by 0.89

.starxiérd dev:.atlons. These decreases Were considered too small to
be climcally me,imngful

- : C@e"‘"\
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TABLIE I - *

ANXIETY (STAI), FEAR (MFS) MOOD STATE (PMOS) AND SYMPTCM (SCL SOR)
SCORES OF SUBJECT I ACROSS ALL THREE ASSESSMENT PERIODS

Deperdent Norm Pre- .

Measure Score Treatment Session A Session B

STAIU W T
A~-State 38.76 (11.95)* 54 42 32
A-Trait 40.40 (10.15) 50 44 35

s ‘ &
Animal 17.85 (6.88) 23 23 24
Tissue 37.15 (15.64) s 20 45 \ 49
Classical 28.25 (8.81) 29 32 . 30
Social 32.75 (10.08) 40 43 37
Miscellaneous 21.5 (7.32) 28 . 24 24
Failure . 32.55 (:1.17) ,.f9 ’ 35 35
Rape 79.45 (27.75) 03 77 110
Overall 218 (70.03) 312 279 ) 309 -

PMOS
Tension - 50 (10) 54 © 43 45
Depression 50 (10) 53 45 42
Anger 50 (10) 76 48 .45
Vigor** 50 (10) 49 44 55
Fatigue 50 (10) 54 49 43
Confusion 50 (10) 57 46 46

SCIS0-R :
Sam ‘ .36 (.42) .9 .92 .08
oc .39 (.45) 1.9 1.44 1.1
1S .29 (.39) 1.89 1.22 .89
DEP .36 (.44) 2.08 1.30 0.3
ANX .30 (.37) 1.33 1.00 0.9
HOS .30 (.40) 2.17 0.17 0.17
PHOB .13 (.3Y) 0.57 0.14 0.14
PAR .34 (.44 — . 2.67 1.33 0.67
PSY .14 (.25) 0.44 0.50 0.10
GSI % .31 (.31) 1.35 0.89 . 0.48
PSDI 1.32 (.42) 2.14 1.40 0.83
PST 19.39 (15.48) 57 57 36

*Standard Deviations in Brackets
**Indicates A Positive Dimension

Sources: Derogatis, 1983; McNair et al., 1981; Spielberger, 1983; and
Kilpatrick et al., 1979.
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over the course of treatment Subject I's A-State score had
decreased by 1.84 standard deviations. The A-Trait score had
. decreased by 1.47 standard deviations. The data fram the scales
used terd to suggest changeso;:curredcvertheoouzseoftreatment.
2 y .
Pbd:l_fled Fear Survey II (MFS II) ‘
Analysis of Subject I's level of fear as refléctg by the MFS II
a{-: the pre-treatment assessment period revealed that only the
Overall Fear score was elevated more than oné standard deviatio.ns‘

IS

.abovethenorm (see Table I). Ny

‘

One week after receiving session A analysis of Subject I's MFS

IIscoresrevealedthatonlymmmalchangehadoccuned In

to pre-treatment levels minor decreases in score were noted
’Sue Damage Fears, Miscellanecus Fears, Rape-Related Fears ard
Overall Fears. Minor increases 1n Classical Fears, and Social Fears
wex;g&bserved while The Animal Fears scale had remained unchanged.
Assessment three weeks after receivir;g session B in contrast to
session A levels revealed a slight"increase-in reported fears. The
| Rape Fets score had increased marginally to become elevated 1.1
standard deviations above the norm. The Overall Fear score had also
increased slightly to became elevated 1.3 standard deviations above
the norm. Slight increases were also cbserved in The Animal Fears
ard Tissue Damage Fears. The Miscellaneous Fears and Fear of
Failure scales had remained unchanged and minor decreases were noted

\

in the C}assical Fears and Social Fears scales.
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i Over the courses of treatmentmimrdec:reasesyéi'e observed in_

all scales except Animal Fears and Rape-Related Fears. The data

Profile of Mood States (PCIB)
Analysis of Subject I's mood state as reflected by the scales of
| the TQMS at the pre-treatment assessment period indicated that all
of the scales except Vigor were elevated (see Table I). Of these,
‘ only +..e Anger scale which was 2.6 standard deviations above the
‘ | norm was oonsidered.to be clinically elevated. The _\(igor scale
which reflects a positive {E.mensipn was depressed but only slightly.
Analysis one week after receiving session A in contrast to
pre-treatment levels indicated improvemert in all the scales except
Vigor. The Vigor scale had fallen sligrxtly by 0.5 standard
deviations. Decreases weze cbserveéd i the Tensien, Anger and
Confusion scales which dropped 1.1, 2.8 and 1.1 standard deviations
respectfully. The decreases in the Depression and Fatigue scale of
- only 0.8 and 0.5 standard deviations respectively were not |
L considered to be clinically meaningful. |

'

r
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- Assessment three weeks after rece;ivirmg‘session B in centrast to
session A levels revealed a general patteifr; of mprovezrent The !
Tension scale had increased modestly by 0.2 standard deviaticns.

The Confusion scale remained unchanged and within normal range. The
Depressmn, Anger and Fatique scales had. ®ach decreased sllghtly by
0 3 standard deviations each. The Vlgor scale, a posn:lve ’
dimension, had risen by 1.1 st ' ‘dev1ﬁ'3ns.

Over the course of treatmem: follewing decreases in mumber
of starda.rd deviations were ed: Tension 0.9, Depression 1.1,
Arger 3.1, Faugue 1.1 and sion 1.1. The positive Vigor scale
had increased.by 0.6 stardard deviations. The dhta from the scales
usedterdtosuggestthatchan;esoccuredovermecoursesof
treatment in all scales except for the Tensicn and Vigor scales.
SCL~90-R | |

Al
I

" Analysis of subject I's SCI~90-R symptam profile at the
pre-treatment assessment pe.fiod revealed that all of the scales ard
global mdlo&s of distress were elevated more than cne standard
' deviatien above the norm (see Table I).. '

QAssessméntq one week after receiving session A, in contrast to
Iere-txeatxrent levels, revealed a gefxeral pattern of improvement. .o_f
the nine scales and three global indices of dlstress, only two
scales and one global indice of distress falled to show

"mprovement The two scales whlch had not shown improvement were
‘the Samatization and Psychotlcz.sm scales which had increases by 0.04

and 0.24 stardard deviations'r'espectfully. The Positive Symptam '
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Total global irdice of distress had remained unchanged. The
Hostility and Phecbic Anxiety scales at decreased by 5.0 and 1.39
standard deviations respectfully and were now within normal range,
that is within one stardard dev1atlon of the norm. The
Obsesswe—CompL Sive, Intexpersom Sensi thlty, .Depressien,
Anxiety, Paranoid Ideation, Glabal Severity Index.arxi the Positive
synpto'm Distress Index'haa decreasesby 1.02, ‘1 72 1.77, 1.0, 3.04,
l 48, and 1.76 standard de'\é)latlons respect;vely and remalned cne or
more standard dev1 atlons abqve the norm. @ )

Three weeks after recelvmg session B assessment indicated that
all the scales exceot for ObSESSlVe-CGHK“ lsive, Intexpersonal
Sensitivity and Anxiety were wlthm normal range. In contrast to
session A the‘ Samatization, bbsessive—Corxptus;ve, Interpersonal
Sensitivity, Depressian, Anxiety, " paranoid Tdeatinn. '\ Psychoticism,
Glabal Severity Index, Positive Synptmn Dlstress Index&and the
Positive Symptom Total Indexhadalldecreasesbyz 0, ‘0 75, 0.85,
227 0.3, 150 1.60, 132 1.36, andl365tandarddev1atlons
reSpectfully

Over the éourse of treatment the followmg decreases in mumber
of standard deviations were cbserved: Sc_zmatlzatlon 1.96, Obsessive-
Campulsive 1;78, ]"\te:cpersonal Sensitivity 2.56, Depression 4.04,
Anxiety 1.30, Hostility 5.00, Phabic Anxiety 1.39, Paranoid Ideation
4.54, icism 1.36, Glabal Severity Index 2.81, Positive Symp-
tom Di s Index 3.12, P051t1veSymptom’I‘ota1136 The data from
/‘mescalesusedtendtosuggestchangesoccuredoverthecoursesof.

treatment : : . ‘
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' Summary
| At the pre-treatment asses’sment period Subject I reported j
Jclinically- elevated scores on the following deperdent n\easures the

; A—Stgte scaie of the STAT, the Anger scale of the PQMS, the Overall
Fears score of the MFS IT and all scales of the SCI~90-R. At this
assessment period Subject I reported clinically elevated scores cn
15 of the 28 deper..ent measures.

.. One week'after receiving session A, Subject * reported elevated
scores which were clinically meaningful on the follewing ten
dependent measures: the Samaization, Interpe.rsonal Sensitivity,
Depression, Anxiety, Paranoid Ideation, Psychoticiem, Global
Severity Index, f‘Pos'itive Symptom Distress Index and Positive Symptom

,'Ibtal scales of the SCI~90-R. 2

’I‘hree’weeks after receiviI:; s&sion B, Subject I reported
elevated scores which were clinically meaningful on the following
six‘ dependent measures: The Rape-Related Fears and Overall Fears
scales of the MFS iI and the bbsessive—,(:on'p.ulsive, Interpersonai
Sensitivity Anxiety ard Positive Symptam Total scales of the

SCIJ‘QO'}R.

| O/er the course of treatment there had been a reduction of cne
or more standard deviations in reported levels of distress on;.the
following dependent measures: The A-State and A-Trait 'scales of the |
STAT, the Depression, Anger, Fatigue and Confusion scales of the

POMS ard all nine scales and three global indices of distress of the
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SCI_:-90—R Of the 28 dependent measures, 18 were judged to, have been

cllnc1ally affected over the course of treatment.

., Subject IT
Background
Subject II wasan 18-year, 1r-month old Caucasian waman who was
= enmllaimhersecorxiyearofaBSc program at the time of
2 dntering treatment. She was, the oldest of two children and cane
fram a middle-class bac}q;mmd She had been sexually assaulted .
_vhile on her way home from school when she was 10 and had been raped
by a_y‘oung man while on their first date approximately 13 months
prlor to entering treatment.
The sexual assault occurred while Subject II was walklng bcm‘e
from scho¢l. The assallant grabbed her fromebeh:l_rd, forced her ‘nto
) his car, drove her out-of-town on a gravel road at a high rate of
speed and sexually assaulted <r in what Subject II thinks was an
empty schooi yard. He then drove her hame, .gave, her same money and
£old her not to tell-anyone what had happened. Subject II reported
the assault to her parents who called police. Subject II did not
provide her parents nor' the police with as much detail about the
assault or the assailant as she ooulc% have. In retrospect, Subject
II indicated that she thought this was becav = of her sense of
respansibility and of having somehow done samething "bad." Subject
II indicated that she found herself becaming extremely fearful

whenever she was riding on a gravel road or in a car driven fast.
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As well, she found herself over-reacting with fear whenever she was =
approached from behind. Subject IT could not identify anf.other
behavior which she felt were comnected to the sexual assault.

| The rape occurred appm(imat{zely 18 months prior to entering
treatment. Subject II did not report ** x;or did she tell anyone
abouthavmgbeenramd merapeoocurredmaﬁarkafterher
assailant had been d:clnklng Sub]ect 1T J_ndlcate:i that she was able.
' “-;to overcome the rape eme,rlénce for approxmately ‘a year. "She then
- begantonota.cea%ﬁgeofdlstrustofmenardafear ofbemgmth
ttmnwhlchﬂoecamem;e pronounced if theyhadbee.ndrmkmg As |
well, shemtmedageneralterxiencytobenewwsarﬁ’short- v
tenperedmthanyoneshed;dmthww SubjectII fmmdherself
usually s:.ttmg with her back to a: wall in publlc and could not
tolerate srct:mg in a movie theater unless she was in thewback row.
Subject IT reported fee.lmg a lack of control in her life and a need’
to ounsta:ntly be,on guard - She 1ndlcated that she decmded to seek
tmat:nem: becaﬁse of her constant worry that her boyfrlend wonld
, ‘assaultherevenmoughhehadneverglvenheranycausetoworry

and despite her ‘constant attempts to reassure herself. of this.

U
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Intexvmw Data

]

The initlal assessment session revealed that S}xbject II had
experienced two assaults th{;\t had apparently produced distinct
pafterns of fear. It was decided that treatment would follow the
»previously described format with the addit;.on of one more session
involving trance plus V-K Disassociation to deal with the second and
most “ecent assault. Subject II chose to terminate treatment after
only cne session of trance and V-K ciisassociation aimed at dealing
with the first sexual assault only.

© Subject IT reported that treatment sessicr A, trance only,
produced a marked change in her "trust" level and camfort level
around males Between session, Subject II had attended a dance in
which she had fourd herself sitting co;nfortably wn.th males she had
mently met. As well, she reported feeling less angry and "snappy

e

with people." ,
During treatment session B, thé sexual assault that had occurred

when she was 10 was dealt with. Be#ween sessions, Subjecﬁ II went

onaskitrlpdurmgwmchsheleamedtos}u Upen her return she

surprisingly mdlcated a desxre fto tetmmte treatment., When

-~ "

questicned as to why, subject IT indlcated that she had dealt. w;th ¢

; T

.@«;‘. '\' RN
P,

the second assault on her own and thus no lérger requlred A
treatment. She indicated that ledming to ski had been a very
strong metaphor for learning how to oYercome her rape-related

fears. Shestatedthatthev-l(hadtaughtherhwtocvemomeher



fears and that she had applied this learning tc>~ the second assault.
She stated that she found herself no longer "pre-judging" people ard
fhat family and friends had camented‘on how she seemed “happier"
and more relaxed. Subject IT felt nore in control of her life and

that she now had more choices available to her. Subject II reported

that she no longer over—i_*eécted\when .appmached fram behind or felt
so "scared" in unfamiliar situations.
Standard Measures Data

State Trait Anxiety Incentory (STAI)

. Analysis of Subject II's pre—treatmn‘t ‘anxiety levels as 3
-reflected by the STAI revealed that both scores were within norgal
-
range (see Table I1).

Assessment one week after recelvm; sess“lon A indicated that ‘the
A-State score had decreased slightly arxi;‘.umat the A-Trait score had
inczfgg.g’slightly. ‘Both scores contmued to fall within normal
| Assessment three weeks after rece1v1ng sessmn B revealed that

A—State score had decreased slightly and that the A-Trait score
had dec)reased by 1.08 stama.rd dev1atlons Both scores continued to

fall within normal range. ' '

r
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Over the course of treatment there had been slight decreases in
reported levels of anxiety as reflected by the STAI. The A-State
score had decreased by 0.92 standard deviations and the A-Trait
score had decreased by'O.49 standard deviations. As only minor
changes in the scores were cbserved the course of treatment did not
appear to havg affected Subjeét I¥s reported anxie el in a
clinically meaningful way: The courses of treat:nent- was not
expected to have affected reported arixiety levels given that they

were within normal range at the pre-treatment session.
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TARIE IT

-ANXTETY (STAI), FEAR (MFS) MOOD STATE (PMOS) AND SYMPTCM (SCL 9(R)
SCORES OF SUBJECT IT ACROSS AIL THREE ASSESSMENT PERIODS

Dependent Norm Pre- ,

Measure ‘ Score Tregtment "Session A Session B,

STAI A 2 -
A-State ©38.76 (11.95)% 33 L 30 32
A~Trait 40.40 (10.15) 40 ., 46 35

MES | _
Animal 17.85 (6.88) 16 16 17
Tissue 37.15 (15.64) 37 725 22
Classical . 28.25 (8.81) 32 , 23 18
Social 132.75 (10.08) 48 33 29
Miscellaneous 21.5 (7.32) 29 y 16 16

~ Failure 32.55 (11.17) 47 28 25

Rape - 79.45 (27.75) 92 - 63 ' 50
Overall - 218 (70.03) 301 T 206 177

PMOS .
Tension 50 (10) 51 45 41
Depression 50 (10) 56 49 40
Anger 50 (10) 80 61 47
Vigor** - 50 (10) 49 65 59
Fatigue . - 50 (10) 38 37 ~ 34

. Confusion 50 (10) 48 46 39

SCIS0-R , :
Sam .36 (.42) .33 - .42 .50
oC _ .39 (.45) ° 1.50 .40 .30
IS .29 (.39) 1.40 1.11 .33
DEP .36 (.44) 1.92 0.92 .30
ANX ’ .30 (.37) 1.80 1.20 .20
HOS .30 (.40) 3.50 1.67 .50
PHOB .13 (.31) 1.00 .29 0.00
PAR .34 (.44) 1.17 .67 .33
PSY .14 (@25) 7 0.00 0.00
GSI T .31 (.31) 1.41 : .68 .21
PSDI -~ 1.32 (.42) . 2.15 1.69 .79
PST 19.2¢ (15.48) 59.- 36 24 -

*Standard Deviations in Brackets
**Indicates A Positive Dimension

Sources: Derogatis, 1983; McNair et al., 1981; Spielberger, 1983; and
Kilpatrick et al., 1979. :
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Modified Fear Survey H. (MFS II)

| Analysis of Subject II's reported pre-treatment fears as
reflected by the MFS II revealed the Animal Fears, Tissue Damage
Fears, Classical Fea.rs‘and Rape Related Fears were within normal
rar;ge while the Social Fears, Miscellaneoqs 'Fears, Fear of Failure
. and Overall Fears scales were 1.59, 1.02, 1.25, and 1.18 standard
deviations respectfully above the norm (see Table II).

Assessment cne week after receiving treatment session A revealed
that all ofthescoraswerewit_hinnomal range. The Animal Fears
_score had remained unchanged. In contrast to pre-treatment levels
the following decreases in mmbers of standard deviations were
cbserved: Tissue Damage Fears 0.77, Classical Fears 1.02, Social
Fears 1.49, Miscellaneous Fears 1.77, Fear of Failure 1.70, Rape-
Related Fears 1.06 ard Overall};Fears 1.38.

Three weeks after receiving session B assessment revealed that
all of the scorec;ntmued to fall within normal range. Minor
decreases in fear levels were cbserved in all scales except |
Miscellaneous Fears which remained unchanged and Animal Fears which
had increased siightly.

Over the course of treatment there had been a clinically
meaningful reduction in reported levels of fears for all scales
except Animal Fears which had increased by 0.14 standard deviations, [
and Tissue Damage Fears which had decreased by 0.96 standard
deviations. The following decreases in rmbers of standard

deviations were cbserved: Classical Fears 1;56, Social Fears 1.88, °

~
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Miscellanecus Fears 1.77, Fear of Failure 1.97, Rape-Related Fe
1.51 and Dverall Fears 1.77. The data‘fram the scales used tenc *~

suggest that changes occured over t_hé-oourses of treatment.

Profile of Mood States (PQMS)

Assessment of Subject II's mood state as reflected by the PQMS
at the pre-treatment assessment period revealed an Anger .~' score that
was elevated'approximately 3.00 standard deviations above the norm
(see Table II). Only an apg:_oxi;‘aticn can be made as the score

.

abtained exwedéd,;,the upper limit of the scale, The Fatique s;:ale ‘

’ i ' . g i
was 1.2 standard deviations below the norm.” All __ the Y SC@}lW%

L

- were within normal range. ‘ b ;

Assessment one week after receiving sessicn A in contrasltft‘:ow o
pre-treatment levels revealed a general pattern of improvement. 'Ih_e‘
Tension, Depression Co;nfusicn scales had decreased slightly e~
continued to be within normal range. The Anger scale had decreased
by 1.9 standard deviations . The positive Vigor dlmensmn had
increased by 1.6 standard deviaticns and was now elevated 1.5
standard deviations above the norm. The Fatigue scale had decreased
slightly and contirmued to be below normal raﬁge.

Assessment three Weeks after receiving session B in contrast to
sessicn A levels revealed a continued pattern of improvement. The
Tension and Depression scales had decreased slightly and continued
to be within normal rarge. 'me_AngerscalehaddecreasedbylA

-standard deviations and was now within normal rarnge. The positive
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Vigor dimension had decreased slightly and contirued to be
clinically elevated. The Fatigue scale had decreased slightly and
comkimed to be more than cne stardard deviation below the norm.
The Confusion scale had decreased slightly and was now more than one
standard deviation below the norm.

Over the course of treatment the following decreases in mumbers

»tagdard deviations were observed: Tension 1.0, Depression 1.6,

Anger 3.3, Fatigue 1.04, and Confusmn 0.90. ’Ihe Vigor scale which
reflects a pos:.tlve dimension increased by 1.00 standard

1a‘tlons.‘»_, The data from the scales used terd to suggest changes

&y

ed over the courses of ‘treatment. E - ¢
' SCL~90-R |

Analysis of Subject II's reported ’pre-tfeatment symptams as
reflected by the SCL-90-R revealed that all the scales exceeded the
normal range except for Samatization (see Table II).

"In contrast to pre-treatment levels assessment one week after
receiving session A revealed a general pattern of improvement. _
’Ihezje had been decreases in all soores except Samatization which had
increases slightly but contimued to be within normal range. The
following decreases in mmbers of standard deviations were cbserved:,
Obsessive-Campulsive 2.44, Interpersonal Sensitivity 0.74,
Depgassion 2.27, Anxiety 1.62, Hostility 3.32, Phobic Anxiety 2.29,
Paranoid Ideation 1.14, Psychoticism 2.8, Global Severity Index

1.48, Positive Symptam Distress Index 1.09, ard the Positive Syrpton
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Total 1.48. The Obsessive-Carpulsive, Phobic Anxiety, Paranoid
Ideation, Glabal ‘Severity Index, and Positive Symptam Distress Index
were now within normal range and the Psychoticisn scale was reported
Assessment three weeks after receiving session B, in contrast to
session A levels revealed that the Samatization scale had increased
slightly but cantimied to be within normal rénge. The Psychotisim
scale cantinued to be reported as symptam free as was the Phobic
anxiety scale and that all of the remaining scales were now within
normal range. The following decreasés in mmbers of standard
deviations W%' | ed: Obsession-Campulsive 0.22, Interpersonal 8
. Sensitivity 2.00, Depression 1.40, Anxiety 2.70, Hostility 2.90,
Phobic Anxiety 0.93, Paranoid Ideation 0.77, Global Severity Index
1.52, Positive Distresé Index 2.14 ard the Positive Symptam
Total Index 0.77.
Wﬂmc&mseoftxeaﬁentdeaeaseshswreswereqbs@ed
\Eor all scales except Scmatization which hac increased slightly by
©0.40 starxiard deviations. The followiﬁg decreases in mumbers of
standard deviations were obsérved: ébsessive—Ccnpulsive 2.66,
Interpersonal Sensitivity 2.74, Depress'i\o‘n/l;.GB, Anxiety 4.32,
Hostility 6.25, Phobic Amxiety 3.22, Paranoid Ideation 1.91,
Psychoticism 2.8 Globalﬁ Severity Index 3.87, éositive Symptom
Distress Index 3.24, Positive Symptom Total 2.26.™ The data fram the
scalesusedtendtosﬁggestduanges'ooairedcverthecourseso_f:
treatment. ‘
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At the pre-treatment assessment periocd, Subject II reported

elevated scores which were clinicé.lly meaningful on the following

~dependent measures: Social Fears, Miscellanecus Fears, Fear of

Failure qrﬁ the Overall Fears scales of the MFS I, the Anger scale
6fthePCNs, and all of the scales of the SCL~90-R except
Samatization. Ele\ﬁ‘atéd scores were thus reported\by Subject Ikson § y

16 Of the 28 dependent measures.
¢t : :

, : J ) ;
One week after receiving session A, Subject II reported elevated

scores which were clinically meaningful on the following six
dependent measures: the Anger scale of the POMS, and the
Irrte.rpe.rsonal Sensitivity, Depression, Arxiety, Hostility and Glabal
Severity Index of the SCI~90-R.

Three weeks after receiving session B, asse;sment indicated that‘
&iject IT did not report any non-positive scales as eievated in a
clinically meaningful way. ”

Over the course of treatment there had been a clinically .
meaningful reduction in reported levels of distress on the following
dependent measures the Classical Fear, Social Fears, Miscellaneous
Fears, Fear of Failure, Rape-Related Fears, and Overall Fears scales
of the MFS I;; Tension, Depressmn and Arger scales of the RMS; and
all of the scales gf the SCI~90-R except Somatization. As well the
positive Vigor dimension of the POMS had been affected in a-positive
direction.* Of the 28 de%ae:&m: measupes, 21 had been affected over
the courses of treatment in 'a.clim".cally meaningful way.
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Conclusion - » ’
’mer&éultsobtamedfromboththe mtezv1ewandstarxiard

measuresdatasuggestthattheccursesoftreamentwashelpmlm

assisting subjects to overcame blocks to normal functioning. At the

pre-treatment assessment perlod Subject I reported feeling angry
and fearful of gecple. She reported-feeling on edge arcund males
and that she was concerned about excessive emotional responses,

especially anger,'and about losing control over her behavior.

Subject I was, in other words, reportlrg that ‘she was experiencing a

greatdealofdistreﬁs Onﬂuestarxiaidmeasures, Subject I,
presented a similar picture, that of sczmeone experiencing a great
deal of d.lstress Specifically, that' of the 28 variables being

measured, 15werereportedasbeihgeleva§edmrethanonestaridard

deviation above the norm. )

Three weeks after session B Subject I reported feeling more

o can_f_ortable arourd males, more confident, secure and sexually

responsive. As well, she reported feeling less responsible for the |
rape and more capable of talking about -it. | She also indicated that
although she still had things to workon she could do so without
further assistance. At the post-treatment assessment period or
three weeks after session B in contrast to the pre-treatment

assessment period, Subject I was presenting a picture of sameone who
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was experlencmg substantially less distress. A similar piotdre was
' re%lected by the starxiard measures data. Of the 28 dependent
neasures only. 6 were reported as bemg elev:ated more than one
standard deviation above the norm.

At the pre-treatment assessment period Subject II reported
feeling anxious, short-tepered with strangers and distrustful of
men. She felt that she nesded to be constantly on quard and -
experienced a lack of control in her llfe The high levelb of
dlstress reported by Subject IT durlng the structured mterv1ew was
also reflected m the standard n‘ea.éu.res Of the 28 dependent
measures. leerereporteda..;bemgelevatedmorethanonestaniard
deviation above ‘the norm.

Durmg the interview one week after session’B Subject. IT
| preserted herself as feellng less angry ard "snappy w:Lth people."
As well she repofted feeIing ‘more camfortable around males . This
presentatlon of hexse;f as e:gperlencm less distress in per life (°
was also reflected in the standard measures data(’ Of the 28
dependent measures only 6 were reported as be:Lng elevated more than
one standard deviation above the norm.
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Three‘weeks after session B Subject IT reported feeling more
relaxed, and happier. She indicated that she now felt more in
control of her life, less fearful in unfamiliar situations and that
she wished to terninite treatnent. The standard measures data also
indicated that further treatment was not warranted. Of the 28 |
dependént measures only one, a positive dimension, was reported as,
being elevated Iﬁore than ane standard deviation above the nomm. R

The intent of this study was to determine ttiue effectiveness of
the treatment procedure. Table IIT presents in mmbers of standard
: dgviétions the extént ©of emotional distress reported by each.
sﬁbject over all the assessment perlods It displays a picture of
decreasing reports of emctional distress and lends support to the
primaiy evaluative sources, the mmiW' data, and the conclusion .
of the positive effects of the course of treatment.
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NUMBER OF STANDARD DEVIATIONS SUBJECTS SCCRES WERE ABOVE THE NORM

TARIE TIT

FCR EACH ASSESSMENT PERTOD

©

Pre-Treatment

Dependent Measure
- Sub I Sub IT
A-State 1.27 - .48
A-Trait .94 - .004
. 75% = 27
Ti .82 - .00S
- Clasbical .08 .42
~ Social . .72 1,59
Miscel danecus .89 1.02
Failure .56 1.29
Rape .85 - .45
Overall . . 1.34 1.18
Tension .4 .1
Depression .3 .6
Anger . 2.6 3+
Vigor* -.1 -.1
Fatigue .4 -1.2
Confusion .7 -.2
SCM - 1.28 - .07
oC "3.35 2.47
- 4.1 2.85
TEP, 3.9%, - 3.54
ANX 3.22. 4.05"
HOS ' 4.67 . 6,757
PHOB -~ 1l.42 . 2.8
PAR "« 5,294 1.89 ¥
PSy < 1.2 2.24
GSI 3.35 2.68
PSDI 1.95 1.98
PST ' ' "2.43 2.56

P

Session A
Sub I  Sub II
.27 - .73
.39 .58
.75 - .27
.5 - .77
.42 - .59
1.02 .02
.34 - .75
.22 0 - .4
-.09 - .59
1.34 - .2
-.7 - .5
-.5 - .1
-.2 1.1
-.6 1.5
-1 -1.3
-.4 - .4
1.33 __.14
2.33 .02
2.38 2.1°
2.14 1.27
2.12 2.43
~.32 3.42
- L3203 .5
2.25 .75
1.44 - .56
1.89 1.19
.19 .88
2.43 1.08
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Session B
Sub I Sub IT
- .56 -1.4
- .5 - .49
.89 - .12
.75 - .96
.2 =1.16
.42 - .37
.34 - .75
.22 - .67
1.1 -1.06
1.3 - .58
- .5 -~ .9
- .8 -1.0
- .5 - .3
.5 .9
- .7 -1.6
- .4 -1.1
- .67 .33
1.58 - .2
1.54 .1
- .14 - .14
1.82 - .27
- .32 5
.03 - .42
.75 - .02
- .16 - .56
.55 - .32
-1.17 -1.26
1.1

.3

* Denotes a Positive Dimensioh:

4



The primary objective of the present study was ,,tov investigate
the effectiveness or usefulness an NLP techmque V=K Disassociatioﬁ
- for eesisti:xg non-recent rape victims to overcame the primary blocks -
£o normal functioning this is fear and anxiety. Two ase reports’
are presented to J.llustrate the V-K Dis w:,soc1atlon :Jrocedure ’I‘hese*
vtwo cases are intended to prov1de p m..nary data fram whlc.h
reccnunerxiations can be made for clin.c:’. practice and for further (.
research. Only limited research has heen publlshed on its effects
and none have attempted to J.nteg'rate doth mte.rv1w data and
standard measures. |

In this chapter, aanmaxyoftheresearchiswtlmedarﬁis
'followed by a discussion of the results obtamed in re*atlon to both
the ob]ectl‘ve of the study ard in terms of sc:me of the’ theoretlcal

it 4

and pract ‘cal issues in the area of clmlcal work with rape
;\

: )
victims. Following the discussion, a mmberpf mxpllcat;ons for
further research and counselling are cutlmed

.

: . ; ¢
1 . {,
B

i

L
POL
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The literature review suggested that victims of rape egxperience ,
-

an ovei.vhehnmg sense of fear, anxiety, helplessness and power-

: lessness. "I‘he resulting adaptive iﬁsponses'of the v:,ct:.ms

oonst-imtes a recognizable constellation of behaviors referred to as

the "rape trauma syndrome." The !yndrome is often marked by‘depres-

' smn, quilt, anger, dlsruptlon ,.én mary aspects of the person s

,?*“ e T

‘ mterpersonal llfe, se;mal dysftmctlons, phaobic responses ard a

rumber of samatic reactions. 'Thgse issues and problems appear to

, resolve themselves somewhere between cme and three months without

formal treat:nerrt leavmg a core of fear, anxiety, sexual dysfunctlon

Jand phoblc responses th.ch are stable over time and constitute the

most djfficult task in- thg recbvery process.
, PO
In attemptmg to explam these cbservations, three theoretloal

£

,models have been forwarded cr151s interventlon the cognitive-

_ behav&bg'al approach and the NLP model. Crisis theory views rape as" \

a crisis situatlon in th.ch a traumatlc external event disrupts the
balance between J.nternal ego a.daptlon and the ervirorment. Crisis

are con51dered to be self-llmtmg events in wmch a resolutlon,

elther adaptlve or maladaptlve, takes place w1th1n four to six

weeks, Maladaptiverespmsesareseenasbemgaresultofthe
victim hav,mg learned’ self—defeatlng or neurctic mechanisms to cope

N
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with the stressfull event. Cris:Ls theory does not spec1fy For,
suggest ways in which maladaptive behaViors can be predioted nor

does it specify the mecham.sm whereby maladaptive behav1or is
1earned or maintained.

]

The cognitive-behavioral model suggests that the extreme terror
which precedes and aooompanies a rape is sufficent to oonditioﬁ one-
trial learning. As a result of this conditioning process, latter
presentation of cues that are associated with the experiences .
trigger fear responses. " Long-tent fear and anxiety praflems are
thus seenas being acquired l@rqely through olassical conditioning,
stimilu$ generalization a.nd swond—order con:‘litionmg Cognitive
stlmull as well as ekternal cues can serve as oonditioned Stlmull
for electing fear and anxiety responses -

'Ihe NLP model suggests that the fear, anx1ety and phabic
reactions expe.rienced by rape victims is a function of the ihter-
related processes of anchoring and synesthesia.

« Little information exists in the literature regarding the
treatment of rape-induced problems and even fewer studies are
devoted to treatment outcames. The treatnﬁnt&%odallty most
frequently offered recent victins is% modified form of crisis
intervention based on the work of Burgess and Ho]mstrom@mm).
This approach is, short-term, issue—ori‘énted counselling which

@

focuses the mﬁ:ial mterv1ew and follcm-up sessions on the rape
)

incident 1tself The goal of therapy here is to return the victim

as quickly as possible to the pre—rape 1evel of funotioning. Crisis
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counselling with rape victims is con51deredby same as a
preventative form of “herapy {Resick and Jackson, 1976).

It is hoped that by assisting the rape victim in coping with the

~ trauma of rape, maladaptive responses or beliefs will be avoided or
minimized.

The short-tern issues-orientated model developed by Burgess and
Holstram (1974) and adopted by many cllmc1ans both profess:.onal and
lay, lacks emperrcal verification of its effectlveness (Veranen and
Kilpatrick, 1983). The methods suggested by the various people
working in the field appears to be derived fram clinical experi
ard subjeotiver‘ evaluatian. | .

A imall number of spec1f1c treatment approaches dlrected towards
the problems of non-rwent rape victims have bee.n reported Veronen
and Kilpatrick (1983) reported bn the suboessful treatment of“ six: ,.5 ’
rape victims using a vanety of technlquesvduected towartt: ass:.stmg
victims to learn mcre appropriate cop;.ng skills. Blachard and Abel
(1976) reported on the suooessful use of biofeedback tra:mrg in
ass:l.stlng a subject to overcame a rape-induced psychophysiological

iovascular disorder Foman (1980) suoc_essfully employed
Rational Emotive Therapy in treating rape victims. Camercn-Bandler
(1978) reported on the successful treatment of a rape victim using’ |

Visual-Kinesthetrio Disassociation.
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Discussiaon 3 ' |

Generally the‘ results abtained tended to support the subjective
evaluations previcusly cbtained and are cansistent with those
reported by Bandler (1985) and Cameron-Bandler (1985). As well; the
subj ectlve evaluatlors were cons:.stent with the data cbtained * |
thrmgpﬂmestarriardmeasures Inallca.,esexceptforonewerea
pre-treatment score was substantz.ally elevated, that is elevated c

thanonestarxiardelevatlon(.bovethenom, bytheendof

treatment a substartial mpmvementhacr been noted. The exception
was the overall subscale:_of the MFS II for Subject I which had not
changed substantially over the courses of treatment. Convventi»onal‘
thinking and clinical cbservation as well as common sense might
reasan, however, that rape victims need more than two sessions to
work through their post-traumatic stress. Just hypnotizing rape
victims twice and atbthe second time suggestlrgto?l;.hem a
disassociatian of the cbserving part of the perscnality frem the
experiencing part while remembering the rape, seems hardly enough to
fully help the victim overcame the fear and emotional strain caused
by the rape. The V-K Disassociation, nevertheless, coupled with
hypnosis, seems tog&ee an effective short term psychotherapy -
proéedure and a promising averue to egxplore in treating victims of _
rape. Fram and Garner (1979) Suggest “that treatment ean be
shortened through the use of hypnosns' "Treatment time can indeed
. be shortened while sacnficmg neither depth nor durabllity of the

change in the patient" (p. 415).
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It was orlglnally thought by the researghers that both subjects

- would employ the V-K Disassociation treatnjent in smllar ways. The
results suggest, however, that each cllent used the V-K procedure in
her own personal vay,  In the post treatment session, Subject I
indicated that when she thought about the rape experience, it was as
if she was seeing it en T.V. ' She reported feeling a gmater
distance fram the event, reme:rbermg it in morg obj ectlve manner.
This subject is an example of utilization of the procedure in a
‘ prechctable way.

Subject IT utilized the procedure in a campletely unpredictable
manner. Althmgh she had experiericed two separate rape assaults,
trea‘bt\enthadbeendir‘ec‘tedonlytothefix's‘l;.ofﬂl%e She seemed
toneedmspec1fictreat1nent for the second and most recent
assaul?. one explanation might suggest that her metaphorical
applicaticn of the procedure was so camplete as’ to allow her to deal
with the second assault without further assistance. If this be
true, o further possibﬁities‘ can begccn51dered

On the are hand, the V-K Disassociation procedure l:Lke mgany
therapeutic interventions, is essentially me’caphencal S ch, :
the treatment can operate on a rumber of levels snmultaneousl}*g | 4,:
(Gordon, 978) During session B, 1t is possible thag psychologlcal |
oonsequenc&s of both assaults were similtanecusly dealt wi‘th LR
although the first assault prov1ded the conscious focus of the

intervention.
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On the cther hand, Subject II's perscnal experience of learning
to ski may indicate an extension of what had occurred in the treat-
ment session. During that one hour of trance induction and the use
of positive anchors of confide.ncé and resourcefullness, the client:

galned the conviction’ that she could overcame her anxiety about

‘rape, and master it; she'!ﬁxenlearnedtosqumc}dyandfourﬁshe

could master samething, and became even more convinced that she
could nlaéter her fear of men.
Whlle in treatment Subject I had faced fear on the

psychologlcal level ard had experienced p051t1ve success in working

. it through to integratien. Tobeafraldmeansto feel alone ard to

remain constantly on quard, unable to trust oneself in whatever the
context. Iearning to ski may require facing fear on a physical
level, to remain afraid, alone at the top of the hill looking down.
The pa:.alle.is are cbvious; it can be argued that charge in cne

sphere can facilitate change in other. As is the case with °

‘ netaphores, their applicability lies nct in content similarly but .

" rather in const:cuct equivalency (Gordon 1978).

At the pre-treatment assessmnt period Sub]ec*' IT reported
subtantlally elevated scores .on 16 of the depent measures. Three
weeks after receiving session B, Subject II did not report any non- |
pz'assive scages as substant_-ially élevat;ed. Subject I, on the cther
hand, reporteci 15 depent measures as substar;tially elevated at the

pre-treatment assessment pericd and only 6 as belhg substantially



elevated upen oonpleticn of treatment. These results suggest that
treatment was more 'through' or 'successful for Subject IT then for
Subject I. These findings support an mterpretatlm Wthh suggests
that Subject II ut‘lllzed the treatment procedure beyond its specific
confines. J . ’ )
Although no real checks on gender effects were employed,

maleness may be cited ®s a factor in the treatmrrt process of ."'”rape

- victims as the mere presenCe of‘.‘a male may mtenSIfy the client's

| anxiety. Since the experience of hypnos:Ls essentially involves
_learning how to become respons;.ve to another person (Erickson &
ROSSJ., 1981) amd the @c‘t that the "other person" mthls situation
was a male theraplst working with a female rape victim who has fear,
amuety, ‘and mistrust associated with men, she may in fact have
generallzed fear and dlstrust of men. 'Ihe pOSSJblllty existed that
the female client will be resistant to change or experience an
abresctlon _ ‘ . ' -~

In the case studies presented, rape victims lateness in ghekmg

mtapeutlc help may be mberpreted as an attempt to protect or even
consolidate their ongo.mg present relationships with men, as for
each of them their current relatlonshlp appeared to be of same
mpor&kpe In the present design, cne cannot avoid the strong
ocmplianee'and demand characteristics in the three assessments
carried out by the same male individﬁal who was responsible also for
the treatment. D °
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If the client defies campliance-based interventions, one
approach in dealmg wrt:h the contradiction is to allow the client's
mmlved 1ssues to become exposed creatmg amuety and strong
msxstance ‘In this s1tuatlon, catharsis w1th awareness and
o responsﬁmlty will lead to meaningful change. Altermatively,

i Can be used as a clinical tool for dealing with the

rslesta.me and c1munventmg the power struggle. Paradox is based
mﬁhegestaltconceptoftheuseofsynptmasazrechamsm for self-
requlation (Mlnuctun & Flshman 1981) ‘

'Ihe Erlcksoman and NI.P approach of forming an alllance with the
client's model" of -‘t.he world and using positive anchors, specifically
av01ds cﬁ'eatmg resistance and the need for therapeutic catharsis or -
paradomcal mterve.ntlon. Frum a practical perspectlvg (it appears

- that the metaphorlcal nature of the V-K Dlsassoc1atlon procedure
allowed each clierrt to employ it in a’ manner that ‘Fﬂd facilitate
her ovm umque style of learnmg arnd reccvery It allowed the
freedom to d'xange and recover at mdlvmual rates and to -address

primary per »‘r:'-l concerns without rlsking the creation of

- reslstence ihe thzaée place V-K Dlsassoc1atlon technique seems to

be an effective t&aempeuﬁc tool that should be explored more

[ @ ’
thoroughly. _‘";. '
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A rnumber of cbserva-ions can be made from this initial
investigation to give direction to further research and practice.
The /priznary problem that confronts a clinician attempting to assist
a victim of rape is the selection of an approprlate treatment
modality. Appropriate refe.rs to treatment that, has at least same
empirical support as to its effectiveness. As well, appropriate is
meant to refer to treatment which acknowledes individual différenpes

‘and unique styles of learning and chanc_ng. This implies the need
for a varlqt}: of treatment modalities from which clinicians may
choose the most appropriate for their c;lients. ‘The "-¥ |
Disassociatian method of treatment fits with the Ericksonian model
in having sufficient structure to pmv:de a focus during therapy and
encugh flexibility to accommodate an individual's unique style of
learning. Results suggest that the V—K Disassociation procedure is

.a useful intervention for assistmg non-recent victims in overcoming

blocks to natural functioning. Moreover, subjects reported the V—z{ '

Disassociation procedure to be gentle and non-cbtrusive.

Use of the V-K Disassociation procedure has not been extensively
researched. Based on this limited empirical support, any research
“or clinical implications arising from the use.of this procedure must -
be interpreted in light of these limitaticns. Suggestions for $
further research employing the V-K Disassociation treatment
'procedure may be summarlzed as follows: - _ ' ‘ u

B
A
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It would seem benef1c1al to 1nvest1gate t:ﬁe efficiency of

treatment employing a larger sanple of twenty or more
subjects. This would allow for a more therough

: mde.rstandmg of the specific treat:nent as opposed to

©

1dlosyncrat1c responses.
A follow-up camponent could be inc%wuded so as to determine
the long-term efficiel;zcy of treatment, say three to six -
A fenale therapist could be employedsto test the
hypothekized male/female intetraction effect.

The applicability of this procédure could be expiofed with
malev rape victims. | |
Phenamenological methods (Becker, 1986; P{ol}dnghorne, 1986;
Rogers, 1985; Wertz, 1984) could be employed in attempt to
develop an ln—depﬂi understanding of chosen aspects of the |

V-K Disassociation exp_eriencq .

Clinical implications for the use of this treatment procedure

may include the following'

l|

.2

With certain chents the use of trance-a551sted V-K
Dlsassmlat‘fon can pmv1de an effectlve means ‘of helpinq
cllents overcame blocks to natural functlonmg

A male therapist working with female v1ctms of rape must be
aware of the#possible paradox_lcal nature of this course of

tre_am\ent

. Short-term psychotherapy can be an effeczwe means of aiding

non-recent v1ct1ms of rape. \
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APPENDIX I

I would lﬂcetoregardmypatlentsashavmgaccr\uscmusmmd
andanunconscmu‘sorsuboonscmusmmd Iexpectthetwoofthem
bobetocnthermthesameperson andIex;ﬂectbothofthemtobe
m the office with me when I am talking to a person -at the conscious
level. I -expect him to.be listening to me at an unconscious'level
as well as consciously. Many of my patients find it helpful for vme
mmwm%mmmﬁamﬁmmmmmmmm@@mum

Now can you sit straight with both feet together in front of
you? Put your hands on your thighs, elbows comfortably against the
51deofyourbody arxilearnuugscmetlungaboutatrancels
essentially learning about the way you experience. You don't know
just how the changes take place in your feeling from the conscious
state to the unconscious state. Now, the unconscious state of mmd
the facts that the mind... Wubwhwtoﬂemms&mﬁ but if
youareaskedtospec1fythemvements in order, you don't know
them. You don't know what the body orientation is in the matter of
developlng atrance. I have to watch fp/ different orlentatlons in
‘your body response. Now there 1svno hurry on your part 'Ihere is
no rush, youﬂ simply wait. You let me do the talking. In time I'll
askyouoertamth_mgs arxia51tbeconesanatural feellngw1th

you, you will answer, but in your owWn way.

67
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SiMories assoc1ated with your hands, with your arms, w1th your

68 .

2

elbows JUswhat all of those memorles -are would be impossible to

behavior. When —— the movement was that of a strictly conscious -

‘mental set. The unconscious moves the hard in a different way.

I'1l call your attentioh to your hards again. I want you to wait
until one of them begins to move towards your face, very slowly.

Which one? We'll have to find out. There will be a choice. Maybe

your right hand, maybe your left. Or it may Be the dom:mant hand. ™

You really don"vt know., Ycu just wait ard let your unconscioue mind
make the choice, and slowly you will become aware that the hand

begins to lighten. It may feel scmewhat different and you serse a
tendency in the elbows, a tendency to behavior. Ycu may or may not

become aware of that. Tt is sufficient that anly your unconscious

mind becames awareafdbe'willihgtostman increasing daminant

@ &
v, )

choice.

Certain things have been occurring of which you are aware. Your

. blood pressure has altered; that you are unaware. Your blood

pressure has altered; that is a matter of course in all subjects.

_Ymrhandisrespohdingjustabitmoxearxisoonyourelbwwill

came. im:o play. You may be aware your breatmng rate has altered

'arxithepattem$ofbreatlung Nwthethmglsyourheartratehas

charged I}_cnqvﬂmmbyv:rtueofthefactthatIcanobserveyour

‘ pulse in yo{zr neck. Scmetimes I can see it in-the temples, but the

AL



important thing is for you to discover that the hand lifting slowly
upward, there's enough daminance in one hand for you to becomebawarev
of it. 'You will be patient because the unconscicus is learning for
the first time how to take over J.ntentlonally, respansive to ancther
person |
Ym:rbodyhasbeenrespondihginmanywaysonanwmnsciws
level without your knowledge. When you meet a person for the /fJ_rst
tJ_me ﬂmerearecertammscleathatoomract There are certain
muscles that relax and you respond dJ.fferently to different pecple.
Now your hand is 11ftmg ‘away fram your thigh, lifting up and it
will became hlgher and hJ.gher.l Now think of it coming up, caming
up, and perhaps you can feel it move tovard scme cbject just akove
your head. Allttlebit higher. Nowtheelbowmll getreadyand
thewrlstwnl lift. Now all ofymrleamnmghasacertam
carefulness, a slowness, a precisiommess mwlcated in your pattern\
of learning. This is one‘bit of learmrgwhlchyou do not need to
lear; to be respansible, and there is no rigid pattern for it to
fo?low. It is purely e spontaneous soft of ﬂﬁ.ng Spontaneity of
muscle effort on your part has been trained J.nto one position, and
_ cam, and that's one thing that is going to(%ave to be altered.
Andnowymarema]mx;stlllmreprogress, shwmgyouroom
particular pattern of hand levitation, and you are showing your
'erowmvementsarenotthose ofaamtherperson They are your
patterns of elbow movement. That's fine, because your arm has

risen, andywbegintowonderwhenycurhandwn.ll getalltheway v
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Your head is bowing dwp towards it very slowly. Bom.ng ‘cfvm»

_up. Where you can worder which will be first to ioosen, to lose

- contact with your thighs, If is losing contact here, there. I

éon't even}mcw1fyouknwwh1chharxiit is but that is not
important. Your pattern of learnmg may be to include the exclusion

of your own awareness. Exclusion of your awareness is not wrong,

. it's @anjlYm'Ve been trained by experience to be very

awareas if a in this situation were important, but you are

actually accamplishing somethmg It's going up more and more.

You've already accomplished encugh to achieve awareness. It is a

necessarypartofourlearmng 'Domel is important that you

learn in any way thatywcan, and I'm Jully aware that your part is

to learn a pattern of responses, not camon to me. It's lifting

higher ard higher. Your unconscious mind has moved the hand. It's
already made the elbow move, and it's altering contract with your
leg, and now soonei/',‘or later they'll be pushed by your uncenscious

m:.nclJ.sgo:.ngtopullorpushyourhandupwa:rdande 1 are actually

‘‘‘‘‘

j mcreasmgyourlearm.ng Inawayyourharx:lhadadogblepurpose
- which is very nice. : | 5.";.4:"'"‘

You have a tendency to leatning more than yéu are'd

can be aware of some and be unaware of same. Llftmg :

toward
yoaur hard as yourhead bows, your hand will lift easily, bcmirg

down, very slowly. And the hand lifting to meet the face, bowing

" down, slowly, down, down, up, down, up, down, down, up, down, up,
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yow “ead is gettirg lower Your “ingers are about ready to lose
corzact. More of that slight jerk a.nd same of your fingers will be”
of. lifting, ifting, when your “and is off you will have learned a
- gr=at deal, only you won't ke hat it is your have learned. But

it w21 e 1 sizezble amount . .ch which you can work, if you want vto
know scmethng of how .. o, that's right, a nice jerk, soon there
will be ancther. ..ur head is getting a bit lower,‘ hand 1lifting,
that's right, anoctaer movement. - Wonder why there would be jerky
movements. There are always jerky mvm That's part of - |
‘physical learning. ILearning smooth movements and slowness is not
| anything to be dlstressed by. That's right, lifting all of its
own Up it cames. Now it exterds to your forearm and elbows, and
the tension will increase in the elbow and it isn't necessary for.
you to speak to me. You've heard‘whzgt I‘ have had to say. Your
experience of learning to retain the spoken word and you, you can
repeatthisonarﬂmtlnghywrjnixﬁ, and making your response
fit your memories as my worcis flow through your memory. And that “
way yod're gomgto enhance your learm.ng That's right. You've
already learned so much. " You may not know you have yet learned
anything about hypnesis. Yeu may not feel you have Jearned
Ianything. Ymrunconscmusmmdmaykrmmatlthasleamed So /
Imgoirx;toposeamtuatlonand in the s1tuatlcmwew1llbothwa1t

for the answer. If your unconscious mind knows that you have
 learned scmething, your head will slowly nod yes. If your
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unconsc1ws mmd thirks no, it will slowiy shake no. Now 'we w1ll
walt for the answer. Has your uncopscmus learned somethmg’about -
hypnotlc response” Now a pos&.hﬁ.ve answer is a. nod of the head. A
negative answer a shake of the head So far what you have”

attained has been a sllgh%nod and a sllght shaking, neanmg I don't
f“‘

‘ mmd does have a lot of repressed knowing.
That's why we call it the unconscmus - Now slowly move your head
. down, down until your chin touches your shirt. Down still ﬁ;rther',
and keep on going till yourchm Mes your shirt. It seems so
long and far away, the shirt does, and you can get your chin on it
eventually by sensing your hand., or your foreanté, or your neck, or
your thighs, or yox.@ calves, by paying attention to flrst one’ part,
| anithenanotherparcofywrbody Ard last of all, feel the

comfortinyourhead arxifeelthesenseofbemgrested Ncmwﬁeh

4 is, 1t1tnotmportanttoh1wwhatyouhave
learred. What is important is the acquisition of the knowledge and
having it ready to utilize when the proper stimulus ccames. .
Ncm I would like you to awaken, so very slowly, oome av{ake. Not
all over. I want you to learn to enjoy sensing what trance feelings
are in the various parts of your body. You many not get all of the
feelings in all of the parts all at once. It is a learning =
process. I would like to have you, as scon as you are ready in your
own way to spéakandsayI am awake, wheﬁyou feel ycuareawakened._

"

EAY

4‘,g;jl5f“-?§ ’
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The SCL~90-R' | g . L

The Nireth Mertal Measumnents Yearbook (Mltchell 1985) statés

that the SC:L«-BOR test retest (l-week apart) correlation _ ’

coeff1c1ents range fmm .78 (HOStlllty to .90 (Phabic Anx_lety) in a
psychlatrlc population (p. 1327) ‘As wgl;, the review artlglg 5
. stated that "Another use to- whlch the te§£ has been put is £§
eva.luabe the effects of the psychologlcal stress assoc1ated with, ‘
such thmgs as death, . dJ,saster rape, pain, chronic tensmn \'/ . "
headache, cancer and anorex1a nervesa. Each of these stressors has
‘been associated wrth scme symptcamatoloty as evaluated by the.
SCIL—9OR" (p. 1327) .Finally the artlcle concludes that "...the

"SC:I:-9OR is an J.nterestlng and rellable self—admuustered psychiatric

o §ymptom check list ‘which can be very useful in research studles" (p.

1329) ' Suggestmg that the SCL~90R is an approprlate mstrument for
use in this study. B | o o

“The SCI-S0-R is a S0-item self-report symptam imventory. Tt is
des’igned primarily to reflect the psychological’ symptc:m pattérns of
psychiatric and medical patients. The SCI~90-R is a R (revised)
fonﬁ based on earlier clinical experiences and psychometric analysis
(Derogatis 1983). o

73
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1

Each item of the "30" is rated cn a five-point scale of distress
(0-4), ranging from "not-at-all" at cne pole to "extremely" at the
other. "Ihe_sooring‘and interpretation of the "90" is based on nine
prinary sympton dimensions and thres glabal indices of distress
(Dérogatis, 1983). The nine subscales and three glabal scales are
labeled: i

I. Samatization
II. Cbsessive-Campulsive
,_ _ IITI. Interpersonal Sensitivity
' IV. Depression
V. Anxiety
VI. Hostility
VII. Phobic Anxiety , ,
VIII. Parancid Ideaticn - g
IX. Psychoticism.

Global Severity Ifdex (GSI)

Positive Symptam Distress .Index (PSDI)

Positive Symptcm Total (PST)

‘Derogatis (1983) states that the three glibal scales reflect
distinct aspects of psychological disorder and were included to
0 .

provide greater flexibility in overall assessment (Perogotis, 1983).
Test Administration and Instructions

Under normal conditions Derogotis (1983) found that the test was
campleted in 12 to 15 minutes by most respondents.

The instructions given subjects in ocﬁrﬁieting the assessment
package were the following: -

In order to cbtain some indication of how you arefeelmg I

would like you to camplete four questionnaires. As each

questiornaire is different please ensure that you read the
directions carefully ard follow them.
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The' specific instructions accompanying the "90" test form were:

‘Below is‘a list of problems ard camplaints that pecple scmetimes
have. Please read each one carefully. After you have done so,
- please fill in cne of the numbered circles to the right that
d ‘best describes HOWMUCH DISCOMFORT THAT PROBLEM HAS CAUSED YOU
DURING- THE PAST WEEK INCIUDING TODAY. Mark only one mumbered -
circle for each problem and do not’ skip any items. If you
change your mind, eraseyourf:.rstmar‘{carefully Read the

example below before begimning, and if you have any questlons
please ask the technician. (Derogotis 1983)

Definition and Descnptums of the SCI:-QO—R Subscales

Somatlzatlon ’

 Distress arising from perceptions of bodily disfﬁnction are
reflected in the Samatization dimension. Included in this scale are
' complamts focused on cardlovascular, gastro—mtestmal resplratory
and other synptoms with strong antonamie medlatlon As well
headaches pam and discamfort  of the gross muscular and samatic
equlvalents of anxiety are\\ included. ’_Ihese s:.gnsl ard syx,nptms(
though reflectwe of true physical vﬁmblems, are reportﬁed to
cgrrelate stroyly with disorders of a functlonal etlology
; (Derogatls, 1983)
Obsesswe—Conpulswe

’Ihe obsesswe—ocmpulswe dmens:.on reflects "‘choughts impulses
and actions that are experleheed as unremttmg ard 1rrest1ble by
the mdiv1c‘:ual but are of an ego-alien or mrvianted nature."

q(Derogatls, 1983, p. 7.} e
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Intangrsonal Sensitivity R K &

'Ihis. dimension focuses on "feelings of personal inadequacy ard
inferiority, partisularly in cdmparison with others." .(Derogatis,
1983, p. 7.) Characteristic manifestations of this syndreme are
self-depreciation, feelings of uneasiness and marked discamfort
- during interpersonal interactions.
ression = ‘

‘The items includedwithinthii.ssubscaiewereselectedsoasto
reflect a broad rahge of the ﬁxanifestations of clinical depr‘_‘ession‘. '
Included in the depression subscale are symptoms cf dysphofg‘.c mocd
and 'affect as are signs of "withdrawal ‘of life interest, 1ac:k of
g motivation, and loss of vital e.nergy In adstlon, feelmgs of
hopelessness, thoughts of su.1c1de and othe.r oog'n_itlve and scmatlc
correlates of depressmn are .included. " (Derogatis, 1983, p. 8.)

meamdetysubscaleiscsnposed'ofasetbfsynptmsthatam
clmlcally assocxated with hlgh lervels of manifest amuety
(Derogatis, 1983). Pamc attacks andt feelings of terror along with
Qne.rvwsnesls, tension and trembling are included. Thoughts involving
feelings. of apprehensiqx}?'arxi dread, ard scme sozr\atic correlates of

anxiety are included as well.
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tlllg[
"The Hostlllty dimension reflects thoughts feellngs or actlons

that are cha.racterlstlcs of the .negatlve affect state of arger. The
selectioﬁ of items includes all three modes of manifestation and

. reflects qua_lltles such as agressmn, irritability, rage and

resentment.' (Derogaﬁa.s‘f ©1983, p. 9.)

_‘Phcbic Anxiety '; .gh / 

Derogatis (1983) defines phobic anxiety as a "persistent fear
: response to a specific person, place, cbject, or situation which is "
| characterized as bemg irrational and dlsproportlonate to the
stimilus, and wnlch leads to av01dance or escape behavior" (p. 9).
This subscale reflects the more disruptive manifestations of pho}_oic
behavmr ard is in very close agreement with the defmltlon of
"agoraphobia" (Derogatis, 1983).

Paranolid Ideaticn

This subscale was designed to reflect disordered mode of
thinking. "’Ihe\cardinal characteristics of projective thought,
hostility, susplcmusness, grandiosity, centrality, fear of loss of
, autonony, and delusmns are viewed as primary reflections of this
dlsorder and 1tem selectlon was orlented toward representmg this

R

i
conceptuallzatlon." (Derogatls 1983 .2 10)



© 78

 ‘Bsychoticien | D - v

W

This subscale was des:Lgned to represent the construct as a -
contimum (De.rogatls, 1983). The scale thus ranges from mild
lnterpersonal alienation to psychosis. Items includell were those
irdig:ative of the i‘golated, withdrawn schizoid lifestyle and
first-order: symptcms of schizophrenia, such as hallucinations and .
thought~broadcasting.
rIhe-Global Indices of Distresé :

The SCI~90-R provides three glcbal measures of distress: Global
Severity Index (GSI); the Positive Symptam Distress Index (PSDI);
and the Positive Symptcm Total (PST). 'ihe GSI is a single surmary r
measire of the person's .present level of distress. atis,
1965.) The PSDI score is an indicy of intensity co for
aumber of symptams. The PST is simply a count of the mumber of
Syng-oms the persen has indicated as experiencing.

The Vermen-mlpatrlck Modified Fear Survey (MFS-IT)

The MFS-II (Veronen & Kilpatrick, 1980,) 1s a 120-item mventory
of potent:.ally fear-—producux; items and 51tuat10ns Each item 1s
rated on a five-point scale of distress (1 to 5) rangmg from

"not-at-all" at one pole to "very much" at the other 'The scoring
¥

~and intepretation of the MFS-II is based on seven subscales and cne

global score. The seven subscales are:

45



I.. Animal Fears = A
II. Tissue Damage - T .
III. Classical Fears - C
IV. Social Fears - S ,
V. Miscellanecus Fears - M L
VI. Fear of Failure -~ F -
VII. Rape Related Fears - R
\ . .
The MFS-III is a modified form of the original Walpe & Lorg
¢ &

(1964) Fear &n:vey Schedule with the addltlon of 42 rape—related
items. Each of the subscales contams items Whld'l reflect, 1t'

name. No review of the MFS-III could be found ard its mclusmn was - |
based on the work of Vercnen & Kilpatrick (1980) .

Proflle of Mood States (POMS)

. A review article in the Eighth Mentél Measurements Yearbock

. (Biros) uxhcates\(:hat the RS Reliability appears to be acceptably
high . . .Test-retest corelations range fram .65 to .74 with medmn
.69. 'I‘hls is a conmderable dlfference but it is comoniant with

the purpose of measurmg transient f};,lctuatlm affectlve states (p.‘

1016). ..... The POMS es have consxderable face validity. 'Ihere
ol '
is consxle?able in these scales, ard it is not surprlsmg

that intérnal cansistency is high (.1017). ....The forte of
instruments such as POS is in the area of treatment ecaluation,
usually psydmo—therapy and/or medication (p. 1018) . ....phile
validity of the test is apparently well established, scme further
studies of realiability are needed ‘(p. ‘lOlé) . The =S thus’ seems

to be an appropriate instrument for thie study.

~
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The profile of Mood Sates (McNalr et. al., 1981) is a 65-item .
questionnaire designed to measure six identifianle mood or affective
states. Each item of the FOMS is rated on a four-point scale (1-4)

- of intensity ranging from "hot-at-all" at ane pole to "extremely" a?j
the other. The soorihg ard inte:.pretation o:f the POMS is based 6n :
six subscales: |

I. Tension-Anxisty
II. Depression-Dejection
ITI. Anger-Hostility
IV. Vigor-Activity
V. Fatigue-Inertia
VI. Confusion-Bewilderment

Test Administration and Instmctioﬁs

Under normal conditions McNair et. al. (1981) fcund that most
respondents could comrplete the questlormalre in three to flve

mimites. ‘The specific J.nstructlons aoccnpanymg the PQMS were:

Below is a list of words that describe, feelings pecple have.
Please read each ane carefully. Then fill in ONE space under
the answer to the right which best describes HOW YOU. HAVE BEEN
- FEELING DURING THE PAST WEEK INCIUDING TODAY (McNalr/ et. al

1981).
Definitions and Descriptions of the PC!B Subccales

A}

Tension-Anxiety

The tensicn anxiety scale is defiﬁéd by items which are
.dm1ptive of helghtened nmscmloskeletal tension. Included-are
mens Wh.lCh are reflective of somatlc tensmn that may not be overly

that may be more
).
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readily cbservable (shakéy, restless). Hlso included are items

which refer to vague, dlffused amuety (anxious, uneasy) - (McNaix
et. al., 1981.) ™

Depression-Dejection

The Depression—Déjection scale is defined as items which
"repi‘gsent a moad of depressionbacccnnpanied by a sense of perscnal
inadequacy. It is best defmed by scales :erlcatmg feelings of
perscnal worthlessness, futility regarding the struggle to. adjust a

[
i}

sense of emcticnal isolation from others, sadness and quilt."
(McNair et. al., 1981, p. 7.)

AngerHostility .

#m
'Ihe Angehl—iostlllty scale represents a mood of anger ard

antipathy towards.others. Items included in this subscale were
chosen to reflect intense, Qvert apge.r or the milder feellngs of
hostlllty.

4

&,)‘

\/_igorActivity
The items in the Vigor-Activity scale were chosen to'reflect ;1

mood of vigorousness, exuberance and high energy. This scale is

negatively related to the cther BOM§ scales and probably, represents

a positive affect. .(McNair et. al, 1981.)

3
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Fatique-Inertia

This scale is refl 've,. of an affective state characterized by
Weariness, inertia and low energy ievel g Though negatively related’
| to the Vigor-Activity scale the Fatlgue-Inertla scale has %en shown ® v
to be an independent factor and not merely an opposrte of/ a bipolar
factor. (MoNair et. al., 1981.)

Confus:.on—Bemldement Y

'Ihe Confusmn—Bewn.ldement scale is characterlzed by a mood
state Of "bewilderment" and "muddleheadedness".' McNair et. al.
(1981) ‘report' that there is uncertainty as to whether the scale .
'lrepresents cogmtlve,inefflclency a mood state or both.

State-’I‘ralt Anx:.ety InVentory (STAL)

A review m the Elghth Mental Measurements . Yearbook (Buros 1978)
| ,stated that ....the STAT is ‘an excellent choice for the clinical
psychologlst or personallty reseamher 1ook.1rx; for an
easy-to—admmlster easy—to—score, rellable, ard valid: mdex of |
ea.ther md1v1dual différences in proneness to anx1ety or J.ndlv:Ldual
differences in transitory experlence of anxlety (p. 1096). 'Ihe,
review artlcle supports the mclusmn of the STAT in this study.

'Ihe S'l‘AI (Splelberger, 1983) is designed to assess a !
respondem: s su?;echve experienes of anx1ety along two ‘dimensions:
trait amxiety (T-Anxiety) ard state anxiety (S-Amiety).  Trait
Anxiety refers to relatively stable dlfferenes between pecple to
perceive 51tutlons as stressful ard to respond to such situations
with increased state anxiety "T-Anxiety may alsoxreflect

s
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mdlvmual dlfferences in the frequency amd mtens*ty with whlch
anxiety states have blen mam.fsted in the past, ard in the
probabilgty that S-Anxiety w1ll be’ experlenced in the futyre."
(Spielberger, 1983, p. 1.) State Amxiety refers to the amount of
anxiety experienced by. the person. It varies over tlme\}and

situations as a functlon of the amount of stresE' that impinges upan

the person. -Anxlety is thus conceptuallzed as a mood state whlle

3

‘T-Anxlety is h.eld to be a stable personality trait.

3

The STAI is a_40-1te1n questlonnalre. Each item of the STAI is
rated on a fqm-po'intscale of distress (1 - 4), ranging fram
"rxot-at—all'! at qne pole to “very-nuich—so" '_at the other The

scoring ‘ard interpretation of the STAT is based on two scales:

S-Anxiety and T-Anxiety.

The S-Anxiety scale is admmlsteredas recammended first and is
acoarrpamed by the following instructions: v
Ammxberofstatementswhichpeoplehaveusedtodescrz.be

themselves are given below. Read €ach statement and then
blacken in the appropriate circle to the right of the statement

to indicate how you generally feel. 'Iherearenorlghtormng

answers. Do not spend.too much time én any one statement but
give the answer whlch seems to describe how you generally feel.

'IheI\-Armetyscaleisadmmsterednextandlsaocompamedmth
the following instructions:

A number of statements which pecple haveusedtodescrlbe

themselves are given below. Read each statement and then

~ blacken in'the appropriate circle to the rlght of the statement

to indicate how you feel right now, that is, at this moment.

There are no right or wrong answers. Do not sperd too much time

on any cne statement bt give the answer which seems to describe

your present feelings best.




