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Abstract of Dissertation 
 

Factors Influencing Pathological Dissociative Features in Syrian Refugee Children 

Trauma and dissociation have been researched in many populations with a clear 

connection established between the two.  This study further explored this connection in 

the difficult to study population of refugee children. They often are living in tumultuous 

settings with limited access.  The study consisted of 45 children all of whom had been 

exposed to potentially traumatic events due to displacement. 26 of the children were male 

with 19 females and an age range from 6 years old to 14.  4 classroom teachers completed 

the Child Dissociative Checklist for up to ten of their students. The CDC was found to be 

reliable for this population (α = .903).  Frequency statistics showed at least 40% of the 

sample scoring above the modified pathology score of 11 and the most often endorsed 

items focused on emotional labiality, memory and denial as primary dissociation 

responses. Hierarchical linear regression was utilized to determine the relationship of 

nature of gender, age and time since displacement on the development of pathological 

dissociative response. The study found that gender was an insignificant predictor of 

dissociation (F (1,44) = .184, p > .05), but together, age and times since displacement 

were significantly correlated to higher reports of dissociation.  After controlling for age, 

time since displacement did not have a significant effect on dissociative response (R2 = 

.178, p > .05) refugee children living in camps in Lebanon.   
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Chapter One 
 Introduction  

 

 This study explored one of the core disruptors of functioning for refugee children 

who have experienced potentially traumatic events: pathological dissociative features 

(Gu!i", Male!evi", Carde–a, Bengtsson, & S¿ndergaard, 2017; Macfie, Cicchetti, & Toth, 

2001; Schimmenti, & Caretti, 2016; Shukoor, 2015). When a child is confronted with an 

experience he or she cannot initially cope with, one of the most natural coping 

mechanisms to utilize is dissociation (Carlson, Tahiroglu, & Taylor, 2008, Putnam, 1996) 

according to the developmental continuum model of dissociation. This approach posits 

that children are neurologically wired to employ dissociation as a means of making sense 

of their world and bringing understanding to developmental challenges (Carlson, 

Tahiroglu, & Taylor, 2008; DÕAndrea, Ford, Stolbach, Spinazzola, & van der Kolk, 2012; 

Putnam, 1997; Kohl, 2010). When the issue they face exceeds the ability of their growing 

minds to comprehend, there is an increased probability that children will over use the 

coping mechanism of dissociation, especially when they are not offered new and more 

effective coping skills. Pathological dissociation can be the result. Although some 

theoretical approaches have debated the growing evidence for dissociation as a spectrum 

of normal to pathological, by the 1990s, even the behaviorists acknowledged that 

dissociation occurs in adults and children (Hilgard, 1992). Developmental approaches 

have accepted the dissociative spectrum (Putnam, 1997).  

Once a child begins to overuse dissociation in his or her daily life, stressful 

situations will result in functioning in all areas of life being disrupted. It has been shown 
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to reduce school performance, increase acting out and noncompliant behavior, reduce 

ability to connect relationally, and conversely, result in dangerous increases in 

compliance (DÕAndrea et al. 2012; Earls, Smith, Reich, & Jung, 1988; Kianpoor, & 

Bakhshani, 2012; Schimmenti, & Caretti, 2016). These outcomes mirror the instinctual 

responses of the brain to danger-fight, flight, freeze, and submit.  In refugee children who 

are living in unstable conditions and have been exposed to extreme violence and war, 

levels of pathological dissociation could potentially disrupt their ability to make use of 

support services or education when it is provided. Given the current status of millions of 

children experiencing displacement and the limited research and understanding of the 

issue of dissociation in refugee children, a whole generation of children is at risk of 

growing into traumatized adults.  

The purpose of this research study was to provide a clearer understanding of the 

role of dissociation in children who have been exposed to potentially traumatic events 

(PTE). Pathological dissociation is an overused coping mechanism that has been defined 

as disruption in the usually integrated aspects of consciousness, memory, identity, or 

perception of the environment (American Psychiatric Association, 2013) or more 

generally, it is a disconnect between the perceived world and the real world that results in 

interruptions of awareness, continuity, and loss of sense of self.  Developmental theorists 

have posited that dissociation occurs on a spectrum for all individuals that range from 

healthy to pathological (Putnam, 1997). Historically, some schools of thought, such as 

cognitive behaviorists, have resisted the idea that the disconnect between the conscious 

and the subconscious can be labeled dissociation (Putnam, 1997), but the most recent 

neuroscience is providing increasing support for the developmental perspective 
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(Anderson, Bunce, & Barbas, 2016; Anderson & Hanslmyer, 2014). Although 

dissociation has been explored in children who have a history of sexual or physical abuse 

(DÕAndrea et al., 2012; Macfie et al., 2001), no one has studied the role of dissociation in 

children living in the status of refugee. Many of these children will eventually make their 

way to safer locations and final resettlement in new countries, where they will be asked to 

integrate into an already strained system that has limited understanding of their 

experiences and coping mechanisms (Heptinstall, Sethna, & Taylor, 2004). Providing 

children with the best possible chance to succeed by better understanding their trauma 

responses requires that the research community engage in the environments and 

communities where these children are taking the first steps toward safety and emotional 

regulation. If a better understanding of how children conceptualize and internalize 

refugee trauma can be gained, a more effective way of fostering resilience post-

resettlement could be uncovered. This study is rooted in the trauma model of dissociation 

(Ross, Keyes,Yan,Wang, Zou, Xu, Xiao, 2008), the chronological phases of refugee 

experience (Fazal & Stein, 2002) and attachment theory of development (Liotti, 2004; 

Schimmenti, & Caretti, 2016)  and assessed the pathological nature of dissociation in 

Syrian refugee children who have been given an opportunity to attend school.   

Chapter I presents the need for the study by explaining the context of the problem of 

refugee children and trauma, the research questions, the significance of the study, 

assumptions, delimitations, limitations and explanation of key terms used throughout the 

research.  
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The Context of the Problem 

To understand the scope and nature of this problem, this section will first present 

the setting of the refugee crisis and what is currently known about the risk of exposure to 

potentially traumatic events for the children who are and have experienced displacement 

due to war and violence in their home country. In the following section, the current 

understanding of pathological dissociative features and their effects on functioning in 

children and adults will be explored to delineate the need for a deeper understanding of 

this problem. Finally, challenges of assessing the refugee population, and children 

specifically will be discussed with a description of how this study addressed those 

challenges.   

The Refugee Crisis 

The refugee crisis worldwide has expanded, and outcomes appear direr, especially 

for children fleeing violence in Syria. In the last six years since the beginning of the war 

for Syria in 2012, over 4.5 million people have fled the country to, predominantly, 

Jordan, Turkey, and Lebanon (Amnesty International, 2016). Over 1.1 million of this 

population has been accepted into the country of Lebanon, a country already playing host 

to a large number of Iraqi refugees. At least 50% of those displaced are children and a 

significant portion of those children are traveling alone or with only one parent due to 

death, abandonment, or forced separation (UNHCR, 2016). These children face 

dangerous journeys from the only homes they have ever known, the potential to be 

exploited or trafficked by mercenaries, and/or stereotyped and rejected by other countries 

as criminals, invaders, or freeloaders (Amnesty International, 2016). Regardless, these 

families, individuals, and children will eventually be relocated and incorporated into new 
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countries and cultures and they will bring with them the wounds of the journey. Children 

are both the most vulnerable and also have the highest potential for intervention and 

healing.   

Refugee children, whether traveling alone or with family, are exposed to multiple 

potentially traumatic events (Lustig, & Tennakoon, 2008) throughout their journey. This 

minefield of disruptive and traumatizing experiences can continue once they reach the 

relative stability of a camp or refugee housing in the city (McFarlane, Kaplan, & 

Lawrence, 2011; Papadopoulos, 2001). Specifically, in the country of Lebanon, many of 

the refugee children are living in either individual tents or one room apartments with 

families as large as 10. The overcrowding and poverty, when combined with parents or 

caregivers who are overwhelmed and traumatized themselves, leaves the children 

unprotected and at risk for exploitation, malnutrition, physical harm and exposure to 

domestic and community wide violence (Jabbar, & Zaza, 2014).  Research has 

demonstrated that in refugee populations worldwide, there is increased incidence of post-

traumatic stress disorder (PTSD), anxiety, depression, and panic attacks (Refugee Health 

Technical Assistance Center, RHTAC,2016). For children, this incidence is even higher 

with rates of PTSD and depression as high as 50-90% (RHTAC, 2016). Further study has 

revealed that in adult refugee populations dissociation plays a key role in both recovery 

and pathology after resettlement (Finklestein, Laufer, & Solomon, 2012; Palic, Carlsson, 

Armour, & Elklit, 2015) in a new country. A gap in the literature is the incidence of 

dissociation by children who have been exposed to refugee trauma. Pathological 

dissociation is most often looked at in refugee populations as a symptom of PTSD, but 

when approaching trauma responses in refugee children, there is developmental evidence 
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for exploring the nature of this coping mechanism independent of a diagnosis of PTSD 

(Liotti, 2004; McFarlane, Kaplan, & Lawrence, 2011; Papadopoulos, 2001; Schimmenti 

& Caretti, 2016; Shukoor, 2015). The danger for dissociation to become pathological for 

refugees is significantly increased during the flight phase of the refugee experience as the 

experience in camps and detention centers tends to depersonalize the individual by the 

assignment of numbers, the lack of personalized space, and group mentality which occurs 

under these conditions	(Harrell-Bond, 2000). This can all lead to a reduction in 

individualized identity and a community which is unable to provide a child with the 

structure and guidance needed to develop key elements of self.    

Trauma and Dissociation 

Exposure to any event that could be viewed as a threat to physical or 

psychological wellbeing is considered a potentially traumatic event (PTE).  The mere fact 

of exposure does not predict the outcome of PTSD or anxiety disorders related to trauma 

(Hashoul-andary, Assayag-nitzan, Yuval, Aderka,  Litz, & Bernstein, 2016) as each 

individual brings a unique and complicated perspective through which to filter the 

experience. This filter can be shaped by multiple factors, including environmental 

response to the experience, attachment experiences within a family and individual 

perception of danger and threat (Carlson, Tahiroglu, & Taylor, 2008; Overstreet, Berenz, 

Kendler, Dick, &Amstadter, 2017). Pathological dissociation can be one of the outcomes 

of this filter.  Pierre Janet was one of the first clinicians in the late 19th century, to label 

and study dissociation (Putman, 1997) from the perspective of defense mechanisms. 

Since that time, most developmental researchers and clinicians have expanded their 

understanding of dissociation from a symptom to a trait that occurs on a continuum from 
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normal to pathological (Putman, 1997).  Even as early as 1989, cognitive researchers 

were exploring the extent to which dissociation plays a role in normal healthy 

development (Zelazo & Barr, 1989).  Despite the ongoing debate about the role of 

healthy dissociation in childhood, the negative outcomes for pathological dissociation are 

generally accepted.  In cases of nonrefugee children who have experienced complex 

trauma from physical or sexual abuse, some of individual level factors have been studied 

as potential determinants of pathologically dissociative outcomes include gender, age, 

and time since trauma.  Whereas there has been some indication that in nonrefugee 

populations these individual level factors play a role in the development of pathological 

dissociation (Macfie, Cicchetti, & Toth, 2001; Putnam, Helmers, & Trickett, 1993; 

Spitzer, Klauer, Grabe, Lucht, & al, e. 2003) their role in refugee populations is 

unknown.   

Whereas dissociation has been researched in reference to sexual and physical 

abuse in children (Bockers, Roepke, Michael, Renneberg, & Knaevelsrud, 2014; Kohl, 

2010; Schimmenti, & Caretti, 2016), it has never been explored in the refugee child 

population where there has been exposure to multiple PTEs and sustained living in 

unstable and insecure environments. Child development explains the nature of healthy 

coping through dissociation in children as being related to fantasy play, day dreaming and 

intense focus on tasks (Singer, Golinkoff, & Hirsh-Pasek, 2006). These behaviors that 

come naturally to children become over used and potentially pathological as they will  use 

them to cope with trauma that exceeds their ability to comprehend or confronts their 

ability to feel safe. Given the debilitating nature of long term dissociation in adults, 
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specifically adults who have survived displacement and refugee status, it is important to 

fully understand the process by which it develops.   

Challenges of Assessment 

Despite dangerous conditions and issues of language and culture, the children 

who are fleeing war and violent conditions need more specifically targeted assessments to 

address these issues. Whereas multiple assessments have been used with Western cultures 

and children who are not in unstable and war-like environments, the few studies (Harrell-

Bond & Voutira, 2007) that have addressed refugee children have found that there are 

specific challenges to assessment with this population. For the most part in the literature, 

children who have refugee status are assessed for a checklist of trauma events and 

symptoms of PTSD (Bronstein, & Montgomery, 2011). Although this basic information 

is helpful for public health reports, there is limited use for them in clinical assessment 

(Bjorn, Boden, Sydsjo, & Gustafsson, 2011). It is also possible that children that do not 

meet criteria for PTSD are experiencing symptoms that interfere with their ability to heal 

and process their trauma effectively (Putnam,1996).  

Many of these studies also rely heavily on parental report assessments 

(Montgomery, 2008) which are minimally informative in that they do not take into 

consideration the differing parental cultural roles and behavioral expectations for children 

(Bjorn et al, 2011). This focus on parental assessment limits the usefulness of the 

outcome as it is generally focused on assessment of externalizing behavior. Discrepancy 

found between parent report measures and self-report measures in teen and young adult 

refugees (Bjšrn, et al, 2011; Hall, Puffer, Murray, Ismael, Bass, Sim, & Bolton, 2014) 

seem to indicate that there is a more complicated structure that is interfering in the 
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outcomes. It has been presented that for refugee families, parents who have experienced 

their own trauma may be less attentive to child reactions and that refugee children that 

have witnessed their parents experience multiple hardships may be minimizing their 

trauma responses in order to protect their parents. The complicated nature of the parent 

child relationship is made even more opaque by the competing trauma experiences of the 

parents and children and the cultural expectations (Gil, & Drewes, 2015; Harrell-Bond & 

Voutira, 2007) for many refugee families. Specifically, for families in the Flight Phase of 

the refugee journey (Fazel, & Stein, 2002), the ability of the parent or the child to present 

an accurate and unfiltered assessment of both affective and behavioral changes for the 

child is limited.  Teachers provide a next logical step toward decreasing this bias, as they 

spend significant portions of the day with children, sometimes exceeding six hours, and 

they are more stable as they are established members of their communities and consistent 

enough to have stable employment and solid living conditions.    

Justification of Lit erature Gap 

Problem of Practice 

 Around the world, the refugee crisis is expanding and evolving with increasing 

numbers of individuals moving into countries that are unprepared for the specific needs 

of this population.  The majority of these individuals have experienced trauma on a 

significant level and are now being asked to adapt to new cultures and environments 

(Fazel, Reed, Panter-Brick, & Stein, 2012) that are unfamiliar and challenging.  Whereas 

all of the refugees fleeing war and violence do not meet the criteria for PTSD, a large 

portion of them may still be dealing with symptoms and trauma responses that reduce 

their functional adaptability (Apitzsch, 1996). This is even truer for children who, in large 



	
	
	

	 10	
	

numbers, are traveling alone or with caregivers who are unable to provide them with 

effective support.  In the country of Lebanon there are thousands of children who are in 

need of support and care who are unable to access it, but even if they were able to access 

care, it would be based on models rooted in Western culture and understanding (Al -

Krenawi, Graham, Al-Bedah, Kadri, & Sehwail, 2009).  Little has been done to provide 

culturally specific, trauma informed care for Middle Eastern refugee children in the 

temporary encampment phase of the refugee experience.   

 The current practices that are considered trauma informed have been shaped 

predominately by experiences with PTSD and focused on providing care once a child 

reaches the relative safety of the third phase (Bronstein, & Montgomery, 2011; Fazel, 

Reed, Panter-Brick, & Stein, 2012), when they are resettled in a new country and 

beginning to deal with acculturation issues and potentially recovering from the poor 

coping they learned prior to resettlement.  Targeting trauma informed care for individuals 

who are in phase II will potentially minimize the internalization of poor or maladaptive 

coping mechanisms.  Phase II is the period of time when refugee families are first able to 

process the trauma experiences which were the impetus to flee their home country (Fazel, 

& Stein, 2002).  Whereas many children exhibit the full complement of PTSD symptoms 

at this time, all of the children are processing their experiences in myriad ways, some 

adaptive and some not.   Multiple defense mechanisms can be employed by the individual 

to adapt and cope with the trauma they are experiencing. Dissociative features are one of 

these, and to cope through dissociating is one of the most innate responses and least 

complex, neurologically (Perry, 2002) it is important to understand how children use this 

mechanism in coping with extreme trauma. As dissociation generally is viewed as a 
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natural and healthy way in which all children process experiences and make sense of 

events, it is necessary that those providing support understand and recognize dissociation 

in both its healthy and maladaptive forms.  Currently, the humanitarian approach to the 

flight phase is to focus almost solely on physical support (Amnesty International, 2016; 

Fazel, & Stein, 2002) but providing social interactions which offer trauma informed 

content and are targeted to the culture and needs of the specific group may enable refugee 

children to begin healthy processing of trauma before they develop unhealthy ways of 

internalizing and externalizing.  

Problem of Research 

 The struggle to provide informed services to refugee children is rooted in the lack 

of research into the trauma coping role of dissociation for children who have experienced 

displacement and refugee status.  There have been multiple studies that look at outcomes, 

such as depression, anxiety, PTSD, and panic disorder (Bronstein, & Montgomery, 2011; 

Overstreet, Berenz, Kendler, Dick, Amstadter, 2017), but dissociation is generally only 

touched on as a symptom of PTSD and rarely explored from the perspective of the 

developmental normative nature of dissociation for children.  The majority of the 

research completed in the United States and Europe on the topic of childhood 

dissociation focuses on children and adults who have experienced sexual and physical 

abuse.  Whereas a portion of refugee children may also be exposed to sexual and physical 

abuse, more often once they are in phase II, they are exposed to adults who are 

traumatized and struggling to survive (Fazel & Stein, 2002) and adapt and all of them 

have experienced exposure to war, violence, and/or death.  This makes refugee children a 

very unique population in terms of trauma responses.  Understanding how they are using 
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dissociation to cope with their experiences could bring a new understanding of this 

complicated response.  

Furthermore, the understanding of the line between pathological dissociation and 

normal dissociation and the factors that contribute to a pathological outcome could be the 

key to helping children have healthy trauma outcomes.  Whereas the limited studies that 

have been completed looking into factors that contribute to pathological dissociation have 

looked at basic demographic information such as gender and age of the child, the results 

to this point have been mixed, with no clear answer to whether these factors affect 

pathology (Carlson, Tahiroglu, & Taylor, 2008; DÕAndrea, ey al., 2012; Kohl, 2010; 

MacMillan, Ohan, Cherian, & Mutch, 2015; Putnam, Helmers, & Trickett, 1993; Spitzer, 

Klauer, Grabe, Lucht, & al, e. 2003).  The studies that have looked at gender have found 

that in some instances, females have higher levels of dissociation but more recent studies 

have shown no difference between males and females.  Overall, studies that look at age 

as it applies to dissociation have found that children tend to experience an ebb in 

dissociative responses as they get older (Macfie, Cicchetti, & Toth, 2001; Overstreet, 

Berenz, Kendler, Dick, Amstadter, 2017), but this has never been studied with a refugee 

population. Time since displacement as a factor contributing to dissociative responses has 

not been studied for refugee children.  This factor is unique to refugee children who are 

living in the flight phase, as they have moved past the initial danger of their journey and 

the war conditions are behind them, but they are still experiencing adjustment and 

continued risk involved in the temporary camps and urban housing where they are now 

living.   As of this study, no research has been found that looks specifically at the 
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prevalence of pathological dissociative features in this group or the factors that may 

contribute to this outcome.    

Research Questions 
 

Research Question #1: What is the average level of dissociative features of 

refugee children in Lebanon who attend school? 

 No hypothesis as question is exploratory. 

Research Question #2: Which of the items on the Child Dissociative Checklist 

are endorsed with the highest frequency by the sample. 

No hypothesis as question is exploratory. 

 Research Question #3: Does time since displacement predict the level of 

dissociative responses in children living as refugees in Lebanon who have been exposed 

to refugee trauma after controlling for age and gender? 

H3: Time since displacement will be a significant independent predictor of dissociation 

(Jabbar, & Zaza, 2014). 

Delimitations 
Delimitations narrow the range of a study and limit the generalizability of the 

results (Creswell, 1994). The delimitations in this study were that the assessments are to 

be completed by teachers all of whom are living in Lebanon and the children assessed are 

all of Syrian descent.  These delimitations result from the sample being one of 

convenience.  This limited the scope of the study and its generalizability. 
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Limitations  
 

 The limitations of this study include the specific population of Syrian refugees 

and the school population chosen.  The cultural aspects of Syrian and Iraqi refugees result 

in the potential lack of generalizability to the general population of refugees.  The sample 

chosen from the Non-Governmental Organization School will consist of children from 

families who are more willing to send their children to the school and those who 

potentially prioritize education.  This factor also reduces generalizability. Further 

limitations include the size of the sample and the need to maintain anonymity for the 

children.  Due to the complicated and dangerous nature of living in refugee camps and 

temporary housing, parental consent and involvement is limited which would have 

provided more direct information about attachment experiences and history for each 

child.   

 

Assumptions 
 This study has two assumptions.  First, teachers will be able to accurately assess 

dissociative expressions in students they have spent at least six months with in a 

classroom setting. The second assumption is that refugee children who are pathologically 

dissociating will evidence these behaviors when in a classroom environment.  

 

Definitions of Key Terms 
 

 This section contains definitions for key terms in this study in order to provide 

clarity about conceptual content. They are the following: 
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Dissociation is defined as a coping response that results in the lack of integration of 

experience, perception and information that occurs on a spectrum for all individuals from 

normative to pathological. Dissociative features are the components that make up the 

disorder of dissociation. 

Refugee is defined according to the parameters laid out by the United Nations High 

Commission for Refugees (UNHCR) as a person who Òis forced to flee his or her country 

because of persecution, war, or violence.Ó (UNHCR. 2016)  

Potentially  Traumatic Event (PTE) is any experience that is powerful and unsettling 

enough to intrude on the daily functioning of an individual.  Contained within the 

category of events that might intrude would be any experience that is considered life 

threatening or provides significant threat to both/either the physical or psychological 

wellbeing. 

Pathological Dissociation occurs on a spectrum from mild to moderate and then severe.  

It includes any expression of dissociation that interferes with daily functioning or 

interrupts developmental progression in children. 

Refugee Trauma is any experience of extremely stressful events because of political or 

religious oppression, war, migration, and resettlement. These can include but are not 

limited to combat violence, witnessing murder or executions, exposure to 

dismemberment or death, specific threat of serious injury, imprisonment, torture, 

malnutrition, physical assault or rape, death of family members, or loss of property.  
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Chapter Two 
Review of Literature 

This chapter presents the relevant literature and research after the in-depth 

search done by this researcher.  A synthesis of the pertinent facts about the 

refugee experience, the theoretical frameworks utilized to fully understand the 

research being presented, and lastly the related studies and understanding of 

trauma, dissociation, and children will be presented.  As supporting material, this 

chapter will also present the issues of assessing refugee children in phase two of 

their refugee journey, fleeing and temporary sheltering.   

The Refugee Crisis 

In 2015, the refugee crisis around the world reached near epic proportions.  

The United Nations High Commissioner on Refugees (2016) reported that the number 

of refugees worldwide had reached over 13 million by 2014 with the number growing 

every year.  The war in Syria has increased this significantly.  In the country of 

Lebanon, over 1.1 million (Amnesty International, 2016, UNHCR, 2016), refugees 

have been accepted and are living in camps or in urban housing at the poverty level, 

often with families as large as 10 sharing one room.  These families arrive in a foreign 

country with little more than their lives and are provided with physical support from 

both the government and international and local Non-Governmental Organizations.  A 

refugee is considered any individual fleeing his or her country due to war, natural 

disaster or persecution (Amnesty International, 2016, UNHCR, 2016), but of the 

thousands of individuals fleeing the Syrian conflict, 50% are children (UNHCR, 2016) 

who are brought into this status as a refugee with very little choice or options.  These 
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children are being exposed to intense violence and war conditions while in their home 

country and violence, loss, and death on the trip toward a country that may or may not 

allow them entrance (McFarlane, Kaplan, & Lawrence, 2011; 2010, Shukoor, 2015).  

Once they reach a relatively safe encampment in a neighboring country, they are 

subjected to poor conditions such as limited shelter, no running water, potential 

trafficking, and limited food supply (Amnesty International, 2016; Fazel, & Stein, 

2002). The difficult and often life threatening conditions which refugees are exposed 

to during their exodus result in physical and mental health difficulties both during their 

journey and once they are resettled (Bronstein, & Montgomery, 2011).  During the 

1990Õs with the Balkan conflicts and the ongoing political upheaval in many countries 

on the African continent, refugee trauma symptoms were researched and well 

documented (Bjšrn,  BodŽn, Sydsjš, & Gustafsson, 2011; Finklestein, & Solomon, 

2009; Finklestein, Laufer, & Solomon, 2012; Hall,  Puffer, Murray, Ismael, Bass, Sim, 

& Bolton, 2014; Heptinstall, Sethna, & Taylor, 2004; Palic, Carlsson, Armour, & 

Elklit, 2015). The focus of the majority of this research was on adults with only 

limited understanding of the refugee experience for children.  With the more recent 

crisis in Syria and the millions of people fleeing to neighboring countries and all 

across Europe, the number of children who will be facing these challenges is on the 

rise as is the potential for a generation of children growing up with significant mental 

health challenges.   

Refugee Children and Trauma 

  The established outcomes of trauma for children and adolescents include 

biological change, neurological restructuring, poor affect regulation, attachment 
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disruption, dissociation, cognitive distortion, and externalizing/internalizing behaviors 

including oppositional behavior, nonsuicidal self injury (NSSI), and decreased age of first 

sexual experience (Sansone, Muennich, Barnes, & Wiederman, 2009).  In other words, 

the whole child is affected (Green & Myrick, 2014). The somatization of trauma results 

in traumatized individuals being changed on the neuronal level putting them in a constant 

state of heightened arousal (Overstreet et al., 2017; Yehuda, Halligan, & Grossman, 

2001). Being in this state results in a bypassing of the neocortex when an activating event 

occurs and drives the individual directly into the brain stem. In this way, trauma is 

understood to be Òstored in the bodyÓ. The resulting symptomology of trauma responses 

are the bodyÕs poor and truncated attempts to heal the brain (Perry, 2002). Without 

intervention that provides the brain with the opportunity to heal sufficiently, this 

symptomology predicts negative long-term health outcomes (Anda, 2006).  When a child 

is not offered the chance to heal from trauma, the brain demonstrates signs of 

deterioration in adulthood (Perry, 2002).  This deterioration begins in childhood and 

results in increases in risky behavior that opens many children up to multiple re-

traumatizations. An example of this is a child who is sexually abused might be at 

increased risk for continued abuse. 

  Another way in which trauma symptomology becomes adverse health effects is 

when the natural process of trauma recovery is interrupted by further trauma or lack of 

opportunity to store the trauma in a meaningful way (Schimmenti, & Caretti, 2016). 

Interruption of the trauma process can leave the individual stuck in a specific phase of 

trauma and halt the progression to healing.  Sugar(1992) found that children as young as 
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19 months old can verbalize and reenact these trauma experiences, and this reenactment 

allows the child to discharge trauma energy. 

The majority of refugee children have been exposed to conditions and experiences 

such as violence, conflict, traumatic death, sudden loss and depravation, all of which 

qualify them as experiencing trauma (Amnesty International, 2016; Perry, 2002).  This 

exposure leaves them at risk for multiple mental health outcomes, including anxiety, 

depression, PTSD, sleeping disturbances, social withdrawal, difficulties with attention, 

peer interaction disturbances, and increases in irritability or hyperarousal (Almqvist & 

Brandell-Forsberg, 1997; Mollica, Poole, Son, Murray, & Tor, 1997; Tousignant et al., 

1999).  The literature that documents the mental health outcomes for children who 

experience the displacement of refugee status is generally over 15 years old with only 

limited attempts to explore effective treatment or appropriate assessment that takes into 

consideration the uniqueness of the refugee experience.  Another confounding factor is 

that many refugees spend multiple years in refugee camps or holding areas before they 

reach a country where they are able to reestablish stability and safety (UNHCR, 2016).  

The effect of long-term refugee status has almost no literature exploring its effect on 

children. This time in camps potentially increases exposure for children to conditions and 

events that can result in trauma symptoms and PTSD.   

Fazal and Stein (2002) proposed that the trauma that results from the experience 

of displacement can come during any of three stages.  These stages have been established 

for over a decade and supported by multiple studies (Bhugra & Jones, 2001, Keyes & 

Kane, 2004; Khawaja, White, Schweitzer, & Greenslade, 2008; Miller, Worthington, 

Muzueovic et al., 2002). They are premigration, in transit, and post migration.  The first 
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occurs while the child is still in his or her home country.  The conditions that drive their 

families out such as war, conflict, starvation and torture are often the impetus for the 

initial trauma exposures. This can include events the child witnessed their parents 

experience and it undermines the childÕs sense of security.  Children exposed to war and 

conflict violence have been demonstrated to express this in their play by reenacting 

beheadings, murders, and violence they have witnessed (Howard, 2007).  Howard (2007) 

documented this idea after observing the outdoor play of children who were being raised 

in Iraq during the war. Their play was focused on reenacting the violence and murder that 

they had witnessed.  In this observational report, the play behaviors fit with years of 

study which supports the fact that children process and learn through play which includes 

reenactment of trauma experiences (Drewes, 2005; Green, & Myrick, 2014; MacMillan, 

Ohan, Cherian, & Mutch, 2015; Terr, 1981).  The children in Baghdad reported playing 

ÒAmericans and terroristsÓ, beheading, murder, kidnapping, and assassination.  These 

same children are being reported by parents and care givers as experiencing nightmares, 

bedwetting, withdrawal, muteness, panic attacks, and violence towards other children and 

their own parents (Howard, 2007).  These children, if left with no intervention or support, 

will continue to act out their trauma in play that perpetuates the violence into the 

generations to come. They represent the clear need to understand trauma responses in 

children and the point at which they become pathological.  

The second stage occurs when the families are fleeing the country of origin, or in 

transit, and potentially reaching temporary and unstable respite in another country.  At 

this stage, the children are potentially exposed to multiple stressors including prolonged 

exposure to danger, possible separation from and/or death of family members and the 
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possibility of months and years in a refugee camp.  Jabbar and Zaza (2014) looked at the 

trauma challenges facing children in refugee camps in Jordan, one group of children from 

a camp significantly close to the border, a second farther from the actual fighting, and a 

third that was located in Amman, far removed from the potential for violence.  This study 

compared three groups currently in phase two and found significantly more symptoms of 

trauma for the group closest to the border.  More specifically, the camp closest to the 

fighting had significantly higher levels of anxiety and depression for both boys and girls 

and older (10-12 years) children reporting higher levels of anxiety (M = 2.06, SD = .52) 

than younger (7-9 years) children (M = 1.77, SD = .44) where p # .05. The assessments 

used were all parent or self-report measures and included the Hopkins Symptom 

Checklist (HSCL) Ð 25 and the Harvard Trauma Questionnaire, looked at symptomology 

through a PTSD focused lens. This studyÕs outcome demonstrates that even when the 

child refugee reaches the relative ÒsafetyÓ of a camp in another country, he or she is still 

experiencing significant trauma and increased mental health issues.  

The third period of time at which a child is as risk for trauma as a refugee is when 

the individual arrives at the country where he or she is seeking asylum, or post migration.  

This provides opportunity for increased parental stress, assimilation difficulties and lack 

of services for support in dealing with continuing grief and loss.  This period of relative 

physical safety is often perceived as the least dangerous, but the child is dealing with 

increased stress and depression in his or her parents, challenges of learning a new 

language and making friends, and also being placed in a quasi-parental role due to the 

need to translate and navigate a new culture on behalf of parents.  Studies demonstrate 

that the trauma resulting from stages one and two negatively affects their ability to make 
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these adaptations in their new country (Apitzsch, 1996; McFarlane, Kaplan, & Lawrence, 

2011).  After all, how successfully can a child navigate this complicated ÒsafeÓ 

environment when he or she is still processing the trauma experienced on the journey? 

They are less likely to be successful in a school or social environment and have long-term 

issues with anxiety and depression (Apitzsch, 1996).  

Children at each stage are subjected to levels of family and physical stress that 

reach clinical levels and very rarely are they given coping skills that reduce the stress and 

decrease the potential for a PTSD diagnosis (Shukoor, 2015).  As a result, a large portion 

of these children are referred to mental health services with providers in the host country 

who are not trained in how to approach or even recognize the unique challenges they 

bring (Al -Krenawi, Graham, JAl-Bedah, Kadri, & Sehwail, 2009; Almqvist, & Brandell-

Forsberg, 1997).  These children can present as resilient and driven, given cultural values 

to suppress emotion and maladaptive coping skills which have allowed them to 

internalize their trauma experiences.   For this reason, traditional Anglo-centric self-

report and parental report assessments could potentially miss children who are suffering. 

Dissociation and Trauma 

Whereas some research in resilience has shown that intervention at any of the 

three stages of refugee status can reduce symptoms and decrease some poor mental health 

outcomes, Perry (2002) reported that neurologically, with every trauma that goes 

unprocessed and treated, potential is lost.   He posits that play is the key to children 

recovering from trauma and from the poor neurological organization and diminished 

functioning which are the consequences of trauma exposure. This understanding of the 

long-term neurological deficits created by the trauma supports the importance of finding 
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ways to assess for trauma pathology such as dissociation.  Accurately determining 

whether or not a child is being negatively impacted will provide direction and focus to 

intervention even at early stages.  Play is the most universal and unguarded route to this 

more accurate assessment for children and trauma, but many aspects of play overlap with 

dissociative behaviors (Terr, 1981, 1983, 1991) that can be expressions of trauma. As 

therapeutic play is challenging to access for refugee children in stage two, assessing  

specific documented dissociative behaviors is a way to address this.  Little is known 

about the complicated interplay of healthy developmental dissociation in play and trauma 

defensive responses and symptoms (Carlson, Tahiroglu, & Taylor, 2008).   

 Dissociation is generally accepted in the study of child development as a well-

documented coping mechanism for individuals at all stages of life.  Putnam was noted for 

compiling the evidence for a dimensional spectrum of dissociation in childhood in the 

late 1990s, but as early as he late 19th century, the French psychologist Pierre Janet was 

already discussing dissociation as a disruption in consciousness.   The DSM-V provides a 

pathology-focused definition: Òa disruption in the usually integrated functions of 

consciousness, memory, identity, or perception of the environmentÓ (American 

Psychiatric Association, 2013, p. 477).  But the developmental perspective views 

dissociation as an attempt by the individual to integrate external experience with internal 

working models.  It is a disconnect between the perceived world and the real world or a 

loss of connection to generally related things which offers a safe place to process and 

restructure an individualÕs understanding of the world. When this disconnect results in 

interruptions of awareness, continuity, and loss of sense of self it can become 

pathological.   It encompasses many different aspects of human behavior including 
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derealization, depersonalization, amnesia, and identity confusion.  In general, dissociation 

in adults is associated with trauma response as it provides the individual who has been 

traumatized safe distance from the trauma.  Terr (1981, 1990) suggested that dissociation 

is rooted in the individualÕs initial attempts to distance him or herself from event/events 

that are too horrible for the individual to process.  Dissociation works well in this 

capacity and becomes a pattern of avoidance that eventually becomes automatic.  This 

method of coping works well because it allows the person to limit the exposure to pain 

and stress, reduces awareness of the stark reality, and provides an outsiderÕs perspective 

on the events (Dunn, Paulo, Ryan, & Van Fleet, 1993) 

 When dissociation becomes unconscious, the chance for positive mental health 

and behavioral outcomes decreases. One analysis of the research into the relationship 

between dissociation and high risk behaviors (Kianpoor, & Bakhshani, 2012) found that 

dissociation acts as a mediator between trauma and high risk behaviors such as substance 

use, deliberate self-harm, sexual acting out, violence and aggression, suicide attempts, 

and disordered eating. This connection between dissociation, trauma, and dangerous 

behavioral outcomes requires a better understanding of the role dissociation is playing 

and how it is mediating the behavior. The role dissociation plays in refugee trauma is less 

researched. One of the few studies that has been published was in 2015 that explored the 

prevalence of dissociation for Bosnian refugees living in Denmark (Palic, Carlsson, 

Amour, & Elklit, 2015). The researchers found that after 15 years in their resettlement 

country, 30% of the refugees assessed using the Dissociative Experiences Scale (DES) 

were still experiencing pathological dissociation. The Structured Interview for Disorders 

of Extreme Stress dissociation subscales (SIDES-D) was also conducted and indicated 
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that the percentage could actually be higher than 30%.  One of the specific findings of 

this study was that the Bosnian refugee population reported a disconnection between of 

pre- and post- war identity.  The authors state that this appears specific to the refugee 

experience but requires deeper exploration of its roots and pathology.  

 An early study into the role of dissociation in PTSD was completed with 

Cambodian refugees who were the survivors of the holocaust in their country and had 

experienced significant trauma exposure (Mollica, Poole, Son, Murray, & Tor, 1997).  

The random sample of 50 refugees was assessed using the PTSD Checklist and the DES 

as well as the HSCL-25 for depression. Important characteristics of this sample were that 

the individuals were not identified as having PTSD or receiving treatment for mental 

concerns and had been living in the resettlement country for an average of 5 years.  The 

rates of dissociation for this group were reported as being high.  Of the 50 individuals 

assessed, only two evidenced dissociation levels that would fall within a normal range.  

Such high rates of significant dissociation in a nonpatient sample indicate a need to 

understand the role of dissociation in trauma response and recovery.   

 Although dissociation has been identified as a symptom of PTSD a study 

completed in 2009 with Ethiopian refugees in Israel by Finklestein and Solomon provided 

an interesting insight into the role of dissociation.  Four hundred and seventy-eight 

refugees were assessed using the Harvard Trauma Questionaire (HTQ), the Post 

Migration Living Difficulties (PMLD) scale and DES.  The researchers found that 

although the levels of PTSD varied across the sample, the rates of dissociation were 

found to be fairly consistent with an average of 18% of the sample experiencing clinical 

dissociative symptoms.  This lack of connection between severity of trauma and level of 
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dissociation is suggested as an area of future study by the researchers. It could indicate 

that dissociation takes a different path and trajectory than PTSD.   

 In a follow up study of this population, Finklestein, Laufer, & Solomon (2012) 

looked at the relationship between coping, PTSD, and dissociation.  The study used the 

same assessments for PTSD and dissociation but also utilized the Strategic Approach to 

Coping Scale (SACS, Hobfoll, Dunahoo, & Monnier, 1993).  The results reinforced a 

possible connection between pre-migration trauma and high levels of dissociation.  The 

importance of this study is that it documented the maladaptive nature of dissociation in 

adulthood (Finklestein, Laufer, & Solomon, 2012).  Whereas pro-social and active coping 

were found to indicate more adaptive responses, dissociation was positively correlated 

with antisocial and passive coping. There has also been some link found between the use 

of state dissociation, or episodic dissociation, and increased risk for re-victimization 

(Bockers, Roepke, Michael, Renneberg, & Knaevelsrud, 2014). This link between 

dissociation and less effective coping in adulthood and increased risk for re-victimization 

points to a need for better identification and treatment at earlier stages of the refugee 

journey.   

 Furthermore, whereas multiple studies have researched the role of dissociation in 

adult refugees, very little has been looked at in child refugees.  For this population, the 

potential danger of developing long-term dissociative patterns of coping could be greater.  

And yet in a recent comprehensive review the research completed about psychological 

distress in refugee children (Bronstein & Montgomery, 2011) there was not one reference 

to dissociation or a single study that used a dissociation scale or assessment.  
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Role of Dissociation in Children 

From a developmental perspective, dissociation in children can be a normal part 

of responding to circumstances (Landreth, 2001; Putnam, 1996). Researchers have 

identified a psychophysiological continuum of dissociation from normal healthy 

responses to pathological dissociation (Putnam, Helmers, &Trickett, 1992) and modern 

neuroscience has provided added support for this understanding of dissociation as a 

continuum (Perry, 2002; Anderson & Hanslmayr, 2014). As a child develops, the 

challenges which drive the acquisition of healthy emotion regulation and identity 

development include secure attachment bond with a caregiver, increasing autonomy, and 

peer bonds (Macfie, Cicchetti, & Toth, 2001). One of the ways in which a child develops 

these healthy responses is through dissociation. In a normally developing child 

dissociation takes the form of daydreaming, complete absorption in a task, make-believe 

or fantasy play, blocking out memory that does not interrupt functioning such as Òspacing 

outÓ or Òchecking outÓ during an activity (Carlson, Tahiroglu, & Taylor, 2008), almost all 

of which occur during play. This form of dissociation allows for healthy processing at a 

later time or facilitates understanding at a rate with which the child can cope.  

Research into the role of attachment in children has uncovered the connection 

between disorganized attachment responses and what is considered dissociation (Liotti, 

2004). Kohut proposed that when a child is denied responsiveness, attunement and 

empathy in early childhood the response is generally dissociating from individual self-

experience (Cowen & Heselmeyer, 2011). This dissociation from their felt experience 

can result in conflict between the self and the external world which presents as poor 

emotion regulation and inability to trust their environment or in other words, a 
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disorganized attachment approach.  Attachment theory identifies four distinct attachment 

styles in children of which disorganized is one.  A secure attachment style is indicated by 

a childÕs ability to utilize its caregiver as a secure base.  Children with an insecure-

ambivalent, insecure-avoidant, or disorganized attachment approach are unable to trust 

the responses of their caregiver and respond to challenges in security with maladaptive 

coping patterns, one of the most severe being dissociation.    The development of a secure 

attachment in infancy and early childhood provides the consistent external containment 

that facilitates fluid emotion regulation and trauma processing (Bockers, Roepke, 

Michael, Renneberg, & Knaevelsrud, 2014; Liotti, 2004).  For children who are denied 

the opportunity to establish a secure attachment, or who are prevented from having access 

to their secure base, such as in the case of refugee children who have experienced the 

death of a parent or separation from caregivers or because their caregivers have 

experienced levels of trauma themselves which prevent them from serving in their 

capacity as a secure base, their natural dissociative processing through play can become, 

instead, an expression of distress and that can lead to stagnation.  

The Language of Trauma 

Although spoken language is the most direct avenue to processing and emotional 

expression in adults, play is developmentally expressive, naturally dissociative, and 

functional for children.  It can offer a chance for self-healing (Gil & Drewes, 2015; 

Landreth, 2001; Terr, 1994) and its dissociative nature allows children a safe distance 

from their trauma.  Play and fantasy are symbolic which moves understanding past 

defenses and taps into deeper levels of the brain (Perry, 2002). Terr (1981), who 

conducted a lengthy study of children that were kidnapped in Chowchilla, CA in 1976 



	
	
	

	 29	
	

and subsequent studies of play behaviors in children who have experienced trauma, 

proposed the idea that children who have been exposed to trauma exhibit specific 

behaviors during play all of which demonstrate a trauma language that is directly 

connected to dissociation.  Her focus on childhood trauma play and her discovery of its 

consistent nature uncovered the usefulness of play in assessing trauma in children and the 

subsequent value in using play to treat trauma.  Since the initial studies completed by 

Terr, the connection between play, trauma responses, and treatment has been well studied 

and supported (Eth, 2001; Findling et al, 2006; James, 1994, Lin & Bratton, 2015; Terr, 

1991), as well as the significance of the impact of trauma on individuals. What has not 

been clearly established is the complicated, intertwining relationship between play and 

dissociation.  

In a study completed in 2008, Carlson, Tahiroglu, and Taylor attempted to further 

explore the relationship between children, play and dissociation.  In their study, a 

normative sample of 147 children ages 3 or 4 were assessed.  The parents completed a 

Child Dissociative Checklist and the children were interviewed on these same items.  The 

levels of dissociation found did not differ according to gender or age that contradicts one 

previous study that found that females tend to have higher levels of dissociation.  The 

outcome of this study suggests that there is a clear link between imagination and role play 

and nonpathological dissociation but the authors suggest that further research is needed to 

understand the pathways which cause normative dissociation to move into pathological 

expressions.  When dissociation takes the form of an imaginary playmate, Silberg (1998) 

identified four main characteristics of the imagined playmate that could indicate a shift to 

pathology due to their negative outcomes. When the imaginary friend has control, is 
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bothering the child, they are instigating poor behavior, or sending contradictory messages 

about behavior, the imaginary friend is considered to be pathological.  This example of 

when dissociative play trespasses into normal healthy play has been organized into 

specific potential play indicators of when this shift could be happening for children.  

 This understanding of the interconnected nature of dissociative play and 

trauma has been referred to as post-traumatic play (Terr, 1991). The research into this 

aspect of play has determined five categories of play are consistently demonstrated in the 

behaviors of children who have experienced trauma. They are negative affect, repetitive 

play, play disruption, intense play, and avoidant play (Findling, Bratton, & Henson, 2006; 

Landreth, 2001). These post-traumatic play behaviors have been used clinically to 

identify trauma and assess for recovery, but there has been very little empirical support as 

of yet into their utility as assessment. They are the closest clinicians have come to 

delineating between normal healthy dissociative play such as daydreaming, imaginative 

role playing and reenacting events and negative or pathological expressions.  

   The expression of negative affect is demonstrated through behaviors that 

indicate emotions such as anger, anxiety, sadness, and fear. In extreme cases, this could 

present as blunted or flat affect.  Repetitive play is often a reenactment of trauma that is 

repeated in either a direct manner or in a symbolic manner. An example would be refugee 

children who witnessed shootings in their camp might repeatedly depict individuals being 

shot or dying in other ways.   Often when children are reenacting trauma or when their 

play begins to become representative of trauma, they will abruptly change the action or 

stop playing. This play disruption is indicative of the intensity of the experience for 

children and a form of dissociating, as they have not yet built up defenses or healthy 
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coping for the events they have witnessed or experienced. When the play is not 

interrupted for the child but continues in a focused and driven manner it is considered 

intense play. The final play behavior is avoidant play that is focused less on the play 

itself, and more on the childÕs willingness to include the therapist in the play (Finding et 

al, 2006; Terr, 1991).  This lack of connection and interaction is indicative of poor trust 

and potentially the inability to engage in the therapy relationship. It could be an 

expression of attachment interruption dissociation in the form of avoiding emotional 

connection that would root the child in the present and in reality.  

Even violent, repetitive, intense play can be therapeutic for the traumatized child 

as the child is acting out internal struggle, but when this struggle is acted out alone or 

without the support of an accepting caregiver it can reinforce the avoidance and result in 

a developmental disruption that allows the child to remain stuck in the trauma and to over 

use the defense (Drewes, 2005; Findling, et al, 2006; Green, Crenshaw, & Kolos, 2010). 

Children who have trauma histories require trauma informed caregivers in multiple areas 

of their lives to process their experiences effectively and end the cycle of violence 

through reenacting as adults.  

Models of Dissociation 

The current debate on the origins of pathological dissociation and dissociative 

disorders in adulthood focuses on the question of whether individuals who are fantasy 

prone are more likely to develop pathological dissociative responses given environmental 

and familial factors, labeled the fantasy model (FM) or the sociocognitive model, 

(Dalenberg, Brand, Gleaves, Dorahy, Loewenstein, Carde–a, & Spiegel, 2012; Ross et al, 

2008) or if those who experience trauma are at increased risk for development of 



	
	
	

	 32	
	

pathological dissociation which is the trauma model (TM). The FM, or sociocognitive, 

approach would suggest that those individuals who are more fantasy prone will ultimately 

report experiencing trauma due to this trait where the TM would propose that those who 

experience trauma respond to these events by over utilizing dissociation as a coping 

mechanism due to mediating factors. Dalenberg et al. (2012) completed a comprehensive 

review of the literature surrounding the questions of fantasy proneness, the etiology of 

dissociation, and trauma that concluded that there are psychological and biological 

connections between trauma experiences and dissociation that are not fully explained by 

fantasy proneness. Given the research supporting this conclusion and the clear link to 

dissociation and fantasy play to normal child development, the TM of dissociation 

appears to be the clearest lens through which to further explore the role of dissociation in 

children who experience trauma. It is also clear that this model is a appropriate 

explanation of dissociation for children who have experienced refugee trauma as the 

majority of the arguments for the FM discuss how fantasy prone individuals will interpret 

events like child physical or sexual abuse as trauma given mediating environmental 

factors	(Lynn, Lilienfeld, Merckelbach, Giesbrecht, McNally, Loftus, & Malaktaris, 

2014). The trauma experienced by children who have been exposed to multiple 

significant event traumas such as witnessing the death of a parent or friend or being 

dragged from their home or community due to violence do not need to be fantasy prone 

to be affected. Whereas the trait of being fantasy prone may mediate the outcome of 

pathological dissociation, normal childhood imagination and dissociation fit better in 

explaining its later development and research supports this perspective (Lynn et al., 1988; 

Powers, 1991; Young, 1988).   
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Another assumption of the TM of dissociation is that the etiology of pathological 

dissociation is not rooted in iatrogenic or cultural factors. A study conducted by Ross, 

Keyes, Yan, Wang, Zou, Xu, and Xiao, (2008) with Chinese and Canadian outpatients 

investigated the rates of pathological dissociation with a sample of 502 Canadians from 

the general population and 302 outpatient Chinese citizens.  The authors hoped to 

demonstrate that given similar levels of reported trauma, the levels of reported 

pathological dissociation, using the Dissociative Experiences Scale (DES), would be the 

same.  Chinese culture was identified as effective in contrasting for iatrogenic factors as 

there is no culture wide or professional diagnosis of dissociative identity disorder in the 

country. The researchers found that the two samples reported similar levels of abuse in 

childhood and the rates of pathological dissociation were similar at 2% for Chinese 

participants and 3.3% for Canadians.  The most significant differences were seen with 

Canadians reporting higher levels of dissociative amnesia and Chinese participants 

experiencing higher incidents of hearing voices inside their heads (Ross et al, 2008).  

This study supports the theory that dissociation is a normal human response to trauma 

and not better explained by cultural influences or fantasy proneness.   For this reason, the 

TM for dissociation in tandem with attachment theory that explains developmental 

factors will be the basis for this research.    

Assessment of Refugee Trauma 

Little has been done to research the specific expressions of trauma for refugee 

children (Bjorn, Boden, Sydsjo, and Gustafsson, 2011) and the studies that have been 

done focus on assessments that are not successful in capturing an accurate picture of 

trauma responses in children due to sex differences and non-Western origins.  For the 
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most part in the literature, children who have refugee status are assessed for a checklist of 

trauma events and symptoms of PTSD. Although this basic information is helpful for 

public health reports, there is limited use for them in clinical assessment (Bjorn et al, 

2011). It is also possible that children that do not meet criteria for PTSD are experiencing 

symptoms that interfere in their ability to heal and process their trauma effectively.  

Many of these studies also rely heavily on parental report (Montgomery, 2008). This 

focus on parent report is minimally informative in that it does not take into consideration 

the differing parental cultural roles and behavioral expectations for children. It also limits 

the usefulness of the outcome as it is focused solely on assessment of externalizing 

behaviors such as acting out and disruption.  Externalizing behavior can have multiple 

roots, including attachment issues, cultural behavioral expectations, and parenting style 

(Bjšrn et al, 2011; Bockers, Roepke, Michael, Renneberg, & Knaevelsrud, 2014; Liotti, 

2004) and are not always indicators of trauma.  Parental assessments of what is normal or 

deviant may differ depending on culture and experience that also results in discrepancy in 

results between parents and children. Montgomery (2008) studied self-reports and 

interviews with teen and young adult refugees and compared them to parental interview. 

The data suggest that responses obtained from these sources may be reflecting different 

constructs all together and both are subject to significant bias.  

The idea that parent and self-report measures are so disparate needs to be taken 

one step further for children who are not yet adolescents as their most honest and natural 

expression of trauma is through play (Landreth, 2001).  One study completed by Bjšrn, 

BodŽn, Sydsjš, & Gustafsson in 2011, looked specifically at the pre and post play 

behaviors of children who had been displaced from their home countries and compared 
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these to a parent report measure.  The study looked at children ages 5 Ð 12 that had 

experienced refugee status and compared a parent interview of child symptoms to a 

projective play assessment administered to the child similar to LowenfeldÕs (2004) World 

Technique called the Erica Method.  When the childÕs play was assessed directly the 

researchers found that there was higher degree of trauma present than with parent report.  

This result provides support for a more direct focus on the child and their 

developmentally appropriate expressions of emotion and disruption. Although parental 

reports can give insight into behaviors, the genuine emotional experience of the child is 

generally only accessible through direct assessment of his or her play by an unbiased 

observer.  The authors also mention that not all parent assessment tools are valid for 

multicultural populations (Drewes, 2005).  Parents who are coping with their own refugee 

trauma and attempting to adapt to new and sometimes transient living conditions may not 

be available or capable of playing with or observing their child playing. While children 

are at school, teachers are in a unique position to observe and participate in the play of 

children.  

A recent study that looked at the strengths and weaknesses of assessment 

instruments for children and trauma found that the most widely used tools for assessment 

were self-report and indicated for children over the age of 12 (Milne & Collins-Vezina, 

2014).  The majority of assessments for children and trauma also focus almost completely 

on PTSD symptoms.  Milne and Collins-Vezina (2014) reviewed nine different 

traditional trauma scales for use with children in the foster care system. The Brief 

Assessment Checklist for Children and Adolescents (BACC; -A; Tarren-Sweeney, 2013), 

was reported to be one of the most directly related to trauma but it is very new and has 
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limited support.  The Child and Adolescent Needs and Strengths (CANS-MH; Lyons & 

Anderson, 2001) is also comprehensive and provides a broad spectrum of behaviors but 

lacks validity support.  Both of these assessments are based on parent report and follow 

the trend of assessing for behavioral indicators of PTSD, not the more likely and less 

diagnosable trauma response.  

The perception of emotional disturbance is culturally based and willingness to 

admit or acknowledge psychological struggle is heavily dependent on socio-cultural 

perceptions of counseling and the need for mental health support (Shukoor, 2015). 

Teachers who are trained in child development and have experience observing behavior 

and play across a spectrum of children present in classrooms will potentially have a 

clearer perspective on the children they will be assessing and less of a personal bias 

against acknowledgement of problematic expressions of trauma.  A recent study by Hall, 

Puffer, Murray, Ishmael, Bass, Sim, and Bolton (2014) highlighted one of the major 

challenges for assessing the refugee population specifically.  They documented the broad 

cultural spectrum of individuals who share the common label of refugee.  As a result, 

finding assessments that have validity and reliability across cultures is difficult.  The 

study completed by Hall, et al focused on the Achenbach Youth Self-Report and the 

Child Posttraumatic Stress Disorder Symptom Scale.  These assessments were 

administered to a population of 147 Ethiopian refugees and found that even though the 

instruments demonstrated internal reliability, external validity was limited due to cultural 

differences in interpretation of questions.  This study highlights the continuing need to 

find assessments that cross-cultural barriers and allow for accurate indications of trauma.  
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It has been documented that children tend to protect their parents from the 

negative emotional outcomes of trauma (Yule & Udwin , 1991) and that parents tend to 

underestimate the impact of the trauma experience on their children (Bronstein, & 

Montgomery, 2011; Burke, Borus, Burns, Millstein & Beasley, 1982).  As a result, parent 

reports and child interviews could have a limited success rate in determining the true 

impact of trauma on a child.  Support for deeper investigation into the need for 

appropriate assessment of children who have experienced refugee trauma is found in the 

research of Affouneh (2007).  This study used teachers to assess students and focused on 

the unique challenges faced by those who have been exposed to war and violent conflict.  

The authors were assessing the difficulty in providing moral training in this environment.  

Interviews were conducted with 6 teachers, 4 of which were also parents, and 6 

adolescent students, all of which were female, for this qualitative study.  To obtain the 

interviews, the researcher had to cross military checkpoints and some interview tapes 

were confiscated.  These challenges resulted in a skewed and smaller sample.  The author 

reported that children who have this exposure are heavily influenced by violence, hatred, 

and aggression that can result in limited moral development.  This influence and exposure 

can be acted out in violent play behaviors that, without intervention, can normalize 

violence and aggression.  For this study, the inclusion of teachers provided a unique 

perspective but it was complicated by their duel status as parents.  This research supports 

the use of teacher report in assessment as a less biased and more informed expression of 

child observation for children in unstable and potentially dangerous environments. 
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Assessment of Dissociation in Refugee Children 

Although PTSD and trauma have some limited research with this population, 

dissociation in refugee children has been comparatively unstudied.  The studies that do 

exist focus specifically on trauma and PTSD assessments (Fazel, Reed, Panter-Brick, & 

Stein, 2012) which approach dissociation as a symptom as opposed to separating it out to 

determine not only the prevalence in this population, but also the impact it has on 

functioning for refugee children, regardless of meeting the criteria for PTSD.  There is 

also no literature exploring the role culture plays in the acceptability or encouragement of 

dissociation as a coping mechanism for trauma (Hall et al. 2014).  The research that has 

been done looks mostly at Caucasian children with sexual and physical abuse histories 

(Macfie, Cicchetti, & Toth, 2001) and some exploration of the role maltreatment plays 

for low income adolescents in urban areas (Kohl, 2010).  With a predominately African 

American sample of 160 children and adolescents, age 3-17, this study specifically 

looked at the role dissociation played in trauma and post-traumatic stress in children.  

This study found that dissociation played a significant mediating role in the development 

of PTSD but did not specifically look at the outcome of pathological dissociation.  

In an attempt to adapt trauma assessment for children and address the problems of 

parental bias and child minimization, Findling et al., (2006) created the Trauma Play 

Scale (TPS). This instrument incorporated the understanding proposed by Terr that 

children who experience trauma express it in their play in the form of compulsive play, 

literal play, and repetitive play. She also proposed that trauma play did not have the 

anxiety relieving aspect of general play (Terr, 1981, 1990).  It has been further proposed 

that negative affective expressions and limited enjoyment of play are also elements of 
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trauma expression in play.  There are also repetitive themes present in traumatized play 

(Findling et al., 2006). A follow up study by Meyer et al, (2011) found further support for 

the differences in play behaviors for children who have experienced both single incident 

trauma and repetitive interpersonal trauma (Meyer et al., 2011).  As yet, the TPS has not 

been assessed with a multicultural population or with refugee trauma.  The widespread 

use of the TPS is also limited by the need for each child assessed to be in individual 

Child-Centered Play Therapy (CCPT) and for the assessor to obtain a 45-minute video of 

a session for assessment.  These restrictions make its use with refugee children who are 

living in transient camps or temporary shelters prohibitive. These children do not have 

access to services that include therapy and, in fact, generally do not even have access to 

basic classroom education.  This makes this assessment nearly impossible to employ with 

the population that would benefit from it significantly.  What it does provide is a deeper 

understanding of the importance of directly assessing dissociative behaviors in children 

and the need for the assessor to be well versed about child development and normal 

behavioral responses in children.  

One assessment that has been validated with multiple diverse populations 

(Janonious & Wahlstrom, 2016; Putnam Helmers & Trickett, 1993; Putnam & Peterson, 

1994; Wherry, Neil, & Taylor, 2009; Zoroglu, Tuzun, Ozturk, & Sar, 2002) is the Child 

Dissociative Checklist (CDC; Putnam et al. 1993). This checklist of dissociative 

behaviors in children has been validated with an age range from 5-year-old children 

(Janonious & Wahlstrom, 2016) to 14-year olds (Putnam Helmers & Trickett, 1993; 

Putnam & Peterson, 1994; Wherry, Neil, & Taylor, 2009; Zoroglu, Tuzun, Ozturk, & Sar, 

2002).  The CDC is a 20-item checklist of specific dissociative behavioral responses 
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intended to be completed by a parent or close caregiver, including teachers.  Created by 

Putnam, (1993) this screening instrument was intended to track the continuum of 

dissociative responses in children and adolescents with a suggested score of 12 being a 

possible indicator of pathological dissociative response.  Table 5 is a summary of the 

mean scores for the CDC across three large studies. The instrument is not intended as a 

diagnostic tool.  

Table 1 

Means for Pathological Dissociation with the CDC across Studies 

 DDNOS 

M      SD 

DID 

M      SD 

Anxiety Dis 

M      SD 

ADHD 

M    SD 

Control 

M      SD 

Putnam,Helmers, 
& Trickett, 1993 
(N=181) 

 16.8      4.7 24.5       5.2 ----- ----- 2.3     2.7 

Putnam & 
Peterson, 1994 
(N=123) 

 23.6      7.8 19.8       8.6 ----- ----- ----- 

Zoroglu et al, 
2002 (Turkish) 
(N=204) 

16.4       6.1 24.9       4.9 4.6      3.1   6.7     4.1 3.7     4.3 

 

This indicating score has been utilized with every study for validation, including a 

study completed by Zoroglu et al. in 2002 (N = 204) with a Middle Eastern population. 

This study included children who were non-clinical (N = 88) and those diagnosed with 

DID (N=9), DDNOS (N=28), Anxiety disorders (N=35), Mood disorders (N=22) and 

ADHD (N=22). Parents, clinicians and other caregivers completed the checklists for 

children with an age range of 5 years old to 17 years old.  This study found the CDC to 

be reliable over a five-month retest interval with a CronbachÕs alpha for the entire sample 



	
	
	

	 41	
	

of .90.  Zoroglu and colleagues found a negative correlation between age and score on the 

CDC in the non-clinical sample (SpearmanÕs rho = -.32, n = 88).  This study found no 

differences in gender, which differed from other studies with Westernized populations 

where gender has been found to be a significant predictor of pathological dissociation 

(Wherry et al., 2009). In the most recent such study, Wherry and colleagues analyzed the 

data using hierarchical multiple regression on a sample of children and adolescents who 

were non-clinical or had been identified as having experienced significant abuse 

(N=232).  This study found males to be more likely to pathologically dissociate with 

F(1,134) = 11.47, p < .01 with gender accounting for eight percent of the adjusted R2. 

This study also looked at duration and severity of abuse but found them to be 

insignificant.  Overall, the CDC has been validated as a screening tool in both clinical 

and non-clinical samples across multiple cultural groups, including Middle Eastern 

samples.  It is intended for use with both parents and other caregivers which makes it a 

simple, versatile instrument for use with a population such as refugees where parent 

report is challenging to access and documented to be inconsistent with self-report in 

children.   

Variabl es Effecting Pathological Dissociative Features 

Although many studies have explored the factors that can influence the later 

development of PTSD for those exposed to PTE, there have only been few studies that 

sought to uncover the variables that influence the development of pathological 

dissociation.  One of these studies found the variable of gender to indicate females tend to 

be more dissociative than males (Putnam, Hornstein, & Peterson, 1996).  A study 

completed by Wherry and colleagues in 2009 (N = 232) completed a study with a sample 



	
	
	

	 42	
	

of all physically or sexually abused children aged 6 Ð 13.  In their study, gender was the 

only significant predictor of pathological dissociation when a stepwise regression was 

completed with the variables of gender, duration and severity (F(1,134) = 11.47, p < .01) 

A more recent study completed with a sample of 2,153, where over half of the sample 

was female, found no differences between males and females in rates of dissociation 

(Spitzer, Klauer, Grabe, Lucht, 2003).  In a study completed by Hetzel-Riggin (2011), 

gender was explored in terms of trauma type on PTSD, general distress and peritraumatic 

dissociation (N = 1,503).  This study found that males had lower scores for dissociation 

than women on the Peritraumatic Dissociative Experiences Questionnaire (PDEQ; 

F(1,1500) = 7.56, p = .006).  This study did find that trauma type had a significant effect 

by gender, with males reporting higher dissociative scores post natural disaster (M = 

16.3, SD = 7.0) whereas women evidenced higher scores (M = 20.8, SD = 5.6) post 

sudden loss or interpersonal violence.  The few studies to look at role of gender in 

childhood dissociation generally find little consensus on the predominance of one gender 

in the use of dissociation (Kohl, 2010; Putnam, Hornstein, & Peterson, 1996; Putnam, 

Helmers, & Trickett, 1993). The role of gender in childhood dissociation requires deeper 

research and more informed study. 

Another factor influencing the development of pathological dissociation in 

children is age. As dissociation is a normal developmental response in children (Haltigan 

& Roisman, 2015), it is important to begin to explore the age at which this shifts as well 

as the potential for even pathological dissociation to reduce as the child develops 

(Schimmenti, & Caretti, 2016). There is some support in the research for a reduction of 

dissociation for children as they age.  As it is a developmentally appropriate coping 
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mechanism for children age 0-7, (Putnam, 1997) it follows that as the brain develops 

more complicated cognitive structures, dissociation in general will reduce.  Whereas this 

holds true for healthy developmental dissociation, for pathological dissociation, there is 

very little research exploration. One study found that dissociative disorders tend to 

increase with age for females but not for males (Putnam, Hornstein, & Peterson, 1996), 

but this has not been replicated and no further exploration has uncovered the validity of 

this potential developmental difference.  

When the question of factors that affect the outcome of dissociation is applied to 

refugee children, another contributing factor could be the length of time since the child 

experienced the potential trauma of displacement.  Time since the trauma experience has 

been explored in terms of military trauma, sexual and physical abuse and event trauma 

(Earls, Smith, Reich, & Jung, 1988; Kianpoor, & Bakhshani, 2012; Litz, 1992) but no 

studies have explored the effect of time in encampment on child refugees.  Generally, the 

longer period of time since an individual experienced a trauma, the more reduced the 

symptomology becomes.  Dissociation specifically has been demonstrated to reduce over 

time for individuals who have experienced trauma (Dunn, Paolo,Ryan,Van Fleet,1993; 

Bockers, Roepke, Michael, Renneberg, & Knaevelsrud, 2014), but the confounding factor 

of continued instability of living in the second phase of the refugee experience could play 

a significant role in the continued and potentially pathological expression of dissociation 

of refugee children. The closest research to this idea of continued trauma over time has 

looked at increased rates of dissociation for children who experience living with multiple 

abuse events over time (Malinosky-Rummell & Hoier, 1991, Wherry et al., 2009) In a 

study with an all-female sample (N = 60) that had parents completing the CDC (Putnam, 
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1993), the dissociation subscale of the CBC (Achenbach & Dumenci, 2001) and 

clinicians interviewing the participants using the Child Interview for Subjective 

Dissociative Experiences (CISDE; Liner, 1989), Malinosky-Rummell an Hoier (1991) 

found that risk factors such as low socioeconomic status, family risk/disruption and 

repeated traumatic life events were associated with higher levels of dissociation.  In other 

words, living in poverty conditions with repeated experiences of stress and disruption 

contributes to increased pathological dissociation.  This offers insight into one of the 

more mystifying questions of trauma response: Is pathology driven by the event or what 

happens after the event? 

Theoretical Constructs  
 This study was conducted to explore the role gender, age, and time since trauma 

plays in the outcome of pathological dissociation for refugee children. To address all 

components of the complicated issue, dissociation, refugee status, and child development, 

three theoretical bases have been identified.  First, refugee children provide a specific set 

of circumstances that are unique to this population.  To understand these challenges in 

context, the chronological phases of the refugee experience: preflight, flight, and 

resettlement (Fazel & Stein, 2002; Papadopoulos, 2001) will be an organizing construct. 

The children assessed will have already experienced the preflight struggles and stresses 

of exposure to war, violence, death, and combat conditions. The stage at which they are 

being assessed is the flight phase that is defined by marked uncertainty about settlement, 

potential separation from caregivers, continued exposure to violence, and lack of 

predictability for the future.   
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Trauma Model 

 The TM of dissociation will be the basis for the definitions of dissociation and the 

assumptions about the roots of pathological dissociation. The trauma model of 

dissociation assumes that pathological dissociation can develop in any culture where 

children are exposed to chronic trauma and that among children, the presence of 

pathological dissociation will be higher in the children who are exposed to trauma (Lynn, 

Lili enfeld, Merckelbach, Giesbrecht, McNally, Loftus, & Malaktaris, 2014; Ross, et al., 

2008). This theoretical approach to pathological dissociation further posits that 

dissociation is a psychological response to trauma and that in spite of culture, individuals 

experiencing commensurate levels of trauma will experience similar levels of 

dissociation (Ross et al, 2008). Fundamental to this approach to trauma is the 

understanding that trauma responses are driven by biological and innate instincts within 

the person and not imposed by culture, exposure to iatrogenic causes, or driven by 

fantasy proneness. The assumption here is that given the population being sampled, 

where every child has been exposed to PTEs, there will be a significant number of 

children who are experiencing pathological dissociation and that the individual level 

factors of gender, age, and time since displacement will provide support for this theory as 

none of the children assessed have received or are receiving mental health services. This 

will support the non-iatrogenic nature of dissociation.   

Attachment Theory 

 Child development is a complicated and nuanced process that many theories seek 

to explain. Attachment theory provides a comprehensive approach to development that is 

based on biology, cognitive structuring, and socio-emotional growth (Ainsworth, 1978, 
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Ainsworth, Blehar, Waters, & Wall, 2015). Bowlby first identified this innate drive to 

regulate emotion in a social context with studies that looked at caregiver/baby 

interactions. He was supported by research that clarified specific patterns of response to 

offered care and support in toddlers (Ainsworth, 1978, 2015). This developmental theory 

proposes that the ability to learn emotion regulation is rooted in the child’s ability to 

successfully make use of caregivers to soothe and express emotion. Trauma has been 

clearly demonstrated to disrupt attachment and interrupt children’s ability to successfully 

interact with their environment. Dissociation can be a pathological attachment response 

(Bockers et al., 2014).  It is a disengagement from the external environment and an 

inability to make use of connection to regulate overwhelming emotions.  The attachment 

relationship is created by the interplay of the child’s response to trauma and the parent’s 

response to the child.  Refugee children are generally either on their own after losing their 

primary caregivers to violence in the country they are fleeing or being supported by 

parents and caregivers who are also experiencing traumatic events.  This trauma cycle 

interrupts healthy attachment and leads to poor attachment patterns over a lifetime, often 

in form of pathological dissociation (Bocker et al., 2014; Liotti, 2004).    

Conclusion 
 The impact of potentially traumatic events on individuals is a challenge that 

mental health professionals have been studying for many years and although there has 

been progress in understanding the pathological outcomes, the role of dissociation is only 

recently being looked at independently of a diagnosis such as PTSD.  For children, the 

understanding of trauma and dissociation is in its infancy.  Given the negative impact of 

pathological dissociation, understanding the factors that contribute to dissociation 
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becoming a coping mechanism need to be more directly understood.  When placed in the 

context of the millions of refugee children experiencing significant trauma currently, we 

are facing a generation of children who will be significantly impacted by traumatizing 

events.  Helping them to understand and restructure their coping mechanisms requires 

that those who are attempting to support and care for these children are armed with a 

clearer map of the web of dissociative responses and factors that contribute to this 

outcome.    
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Chapter Three 

Methodology 

Introduction  

 The purpose of this study was to explore the prevalence of and variables that 

contribute to dissociative features in refugee children who have experienced potentially 

traumatizing events (PTE).  These children are not always given access to mental health 

assessment and may be experiencing significant dissociative coping which could become 

a long-term strategy for them and result in behavioral pathology. Although much work 

has been done to explore the role of dissociation in adults coping with trauma, very little 

has been done with children and nothing has been studied in terms of refugee children 

who are experiencing displacement.  Identifying the more frequently utilized dissociative 

strategies and understanding the factors which contribute to pathological dissociation in 

trauma responses will allow those working with this population to better provide them 

with effective intervention.  Furthermore, the limited assessment of trauma in refugee 

children that has been done has found a trend toward both parent report and self-report 

instruments under reporting externalizing behaviors and internalizing struggles (Harrell-

Bond & Voutira, 2007; Jabbar & Zaza, 2014; MacMillan, Ohan, Cherian, & Mutch, 

2015). This has been attributed to the desire of refugee children to protect their parents 

from further struggle by minimizing behaviors around them and limiting their reports of 

internalizing pain. For the parents, it has been suggested that potentially due to child 

minimization and parental stress and trauma response, the parents are poor reporters. 

Another factor that could be influencing parental report is cultural expectation. There is 

potential for parents to under report negative behaviors to avoid cultural judgment (Al-
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Krenawi, Graham, Al-Bedah, Kadri, & Sehwail, 2009). The stigma attached to mental 

disorders continues to be a confounding factor in research in cultures such as that in 

Lebanon, where there is limited access to mental health services and public attitudes 

which view psychological issues as weakness and moral failing. 

Research Questions and Hypothesis 

Research Question #1: What is the average level of dissociative features of 

refugee children in Lebanon who attend school? 

 No hypothesis as question is exploratory. 

Research Question #2: Which of the items on the Child Dissociative Checklist 

are endorsed with the highest frequency by the sample. 

No hypothesis as question is exploratory. 

 Research Question #3: Does time since displacement predict the level of 

dissociative responses in children living as refugees in Lebanon who have been exposed 

to refugee trauma after controlling for age and gender? 

H3: Time since displacement will be a significant independent predictor of dissociation 

(Jabbar, & Zaza, 2014). 

Research Design 
 A quantitative design was used to understand the relationship between variables 

affecting dissociative features in Syrian refugee children. The initial questions were 

designed to explore the prevalence of dissociative responses and the regression analysis 

provides understanding of the relationship between age, gender and time since 
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displacement and the dependent variable of pathological dissociative features.  This study 

is non-experimental research that uses a correlational approach to the data with an 

exploratory intention (Creswell, 2002) as the issue of dissociative trauma responses in 

Syrian refugee children has not been studied to this point. The limitations of this 

approach include the sacrifice of generalizability; increase potential for bias in the results, 

and reduced basis for practical suggestion.  The sample is one group that will be assessed 

at one time point and no intervention or treatment will be utilized.   

Sampling 

A convenience sample of refugee children will be utilized that was accessed by 

this researcher following previous work with the schools operated by a nongovernmental 

organization (NGO).  A convenience sample is appropriate for this population as access 

to refugee children in camps and temporary shelters is significantly difficult and requires 

translation in most cases.  Families are attempting to cope with trauma from displacement 

experiences, they are hard to contact, build trust with, and overcome cultural differences. 

Accessing children that have already been accepted into a school, allowing them to 

remain anonymous and utilizing their teachers who speak English and spend over 6 hours 

of the day with them, minimize many of these obstacles.  

After completing a power analysis with an effect size of 0.30, power level of 0.8, 

number of predictor variables of three and probability level of 0.05, the minimum 

required sample size was found to be 41.  As the schools have a listed number of students 

at over 300, the needed sample was available.  A local NGO created three schools to 

educate Syrian and Iraqi refugee children in the country of Lebanon. Four English-

speaking teachers in one school completed an assessment for a set of 10 or more of the 
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students in their classrooms who remain anonymous. The teachers who completed the 

Child Dissociative Checklist have all been introduced to the instrument and provided 

with a brief training about each item the previous year.  All of the teachers were 

Lebanese.  These teachers all have college degrees in education and all of the teachers 

have at least one year of teaching experience with extensive knowledge of the 

backgrounds and narratives of the lives of their students. This knowledge is due to the 

informal nature and wrap around care of the NGO School in which they teach.  Teachers 

at the school have previously received trauma-informed professional development by the 

researcher.  All the teachers were female.  The teachers provided no further information 

in order to provide them with anonymity.    

The population from which the sample of students was drawn was located in the 

country of Lebanon and they were living in refugee camps or temporary housing across 

the country.  All are children who have experienced displacement and maintain displaced 

people status in the country in which they are living.  The initial sample being assessed in 

this study consisted of Syrian refugee children living in Lebanon who attended one of 

three schools provided by a local Non-Governmental Organization (NGO).  Due to time 

constraints once arriving in country, only children from one of the schools were assessed. 

The total population of that school was approximately 100 students and 45 were 

randomly chosen and assessed by their teachers using the Child Dissociative Checklist.  

The students ranged in age from 6 years old to 14 years old with an average age of 10.4 

years (SD = 2.21).  The sample was approximately 60% male to 40% female.  The 

children have been displaced from their country of origin, Syria, from 3 years to 10 years, 

with a mean time since displacement of 4. 9 years (SD = 1.36). Of this sample, the 
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teachers indicated knowledge that 64% were exposed to violence.  Fifteen of the children 

were specifically identified as having experienced the loss of a family member with 11 

missing responses for this item.  No further demographic information was reported in 

order to maintain anonymity for the children being assessed.  The teachers completing the 

assessments had worked with the children for at least a year.   

Table 2  
 
Sample descriptive statistics 
 
  Minimum Maximum Mean Std. Deviation 
age  6.00 14.00 10.42       2.210 

Time since 
displacement 

 3.00 10.00 4.91      1.36 

 

All of the children have been exposed to other PTEs such as witnessing the death 

of a family member, having their own life threatened or seeing dead bodies.   

   

Instrumentation 

 To address the research questions for this study, the Child Dissociative Checklist 

(CDC, Putnam, Helmers, & Trickett, 1993) was utilized. The CDC was originally 

developed to provide a child-focused assessment for dissociation. It has been employed 

in multiple studies since its creation by Putman and is an observer report measure 

considered to be reliable and valid for determining dissociative behaviors in children ages 

5 Ð 17 (Putnam, et al., 1993; Putnam & Peterson, 1994; Janonius & Wahlstršm, 2016; 

Wherry et al, 2009; Zoroglu et al, 2002). This instrument was chosen in part due to its 

simplicity, brevity and clear scale as these qualities reduced the potential for teachers 
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completing the scale to be confused and kept to a minimum the time involved in 

completing the scale.  An open-ended question was added to the instrument asking for 

any other unusual behaviors the teachers had observed in order to offset potential over 

reporting by the teachers.  

 Description: The CDC is a 20-question observer report checklist with a three-

option response option (2 = very true, 1 = somewhat or sometimes true, and 0 = not true).  

The suggested time frame of observation is over a 12-month period with the option to 

adjust this based on the intent of the assessment.  The final score provided for the 

assessment is 0 to 40 which is obtained by summing the item scores.  The observationally 

based score for indicating pathologically dissociative individuals as opposed to 

effectively dissociative individuals has been reported to be a score of 12 (Putnam, 1997, 

Wherry, Neil & Taylor, 2009). The checklist was compiled from established predictors of 

Multiple Personality Disorder in the early 1980Õs by Frank Putnam (Putnam et al., 1993). 

In initial studies, Putnam found that 96% of children who fit the diagnostic criteria in the 

DSM-IIIR for multiple personality disorder or dissociative disorder NOS had scores that 

fell above 12.  Initial applications also found that (N = 134)  93% of the sample of 

nonclinical children with no documented history of trauma fell below a score of 12 

(Putnam, 1997).  Using a score of 12 as a guiding factor for pathology, Wherry, Jolly, 

Feldman, Adam, & Manjanatha (1994) studied concurrent validity in relation to the Child 

Behavior Checklist and found (N = 73) significant positive correlations between the two 

instruments.  The initial response format of the CDC is modeled on the Child Behavior 

Checklist (Putnam & Peterson, 1994).  In all studies completed using the CDC, a score of 

12 is used as Òa rule of thumb” (Putnam et al., 1993) benchmark indicating pathology and 
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will be used as a general reference for the scores in this study. The overall purpose of this 

instrument is one of screening for dissociative response, not to diagnose disorders, so the 

score of 12 is a general guideline based on comparison with individuals who have been 

diagnosed, not cut off point for disorder.  

As of this study, the pathology score has not been established as significant for 

this cultural group of Syrian refuges. Despite this, the validation study completed in 

Turkey, which is a culturally similar population in the Middle East, provides a basis on 

which to preliminarily use the pathology score for this instrument as a comparison factor.  

Furthermore, two items have been removed from the CDC for this population.  As the 

individuals completing the checklists are teachers, item 17, which refers to sleep walking 

has been removed as a teacher would most likely not be aware of this behavior when the 

child is only observed at school.  The second item to be removed is number 12.  This item 

refers to sexualized behavior and sexual acting out.  Lebanese religious culture could 

result in skewed or unreliable endorsement of this item. Due to the removal of these 

items, the total score to approximate pathology was calculated to be 10.8 that was 

rounded to 11 as there is not possibility of scoring with a decimal.   

Reliability for the version of the CDC utilized in this study was tested and found 

to be high with a CronbachÕs Alpha that indicated good reliability (! ""#"$%&'$""(ncluded in 

the assessment were demographic questions that document these predictor variables of 

gender (male/female), age, and time since displacement, country of origin, witness to war 

violence and death of a family member due to migration.  The CDC also included a 

qualitative question that asked the teacher to document any other unusual behavior 

exhibited by the child.  This provides them with an opportunity to document behavior 



	
	
	

	 55	
	

that is not otherwise offered by the assessment and reduces the potential for teacher need 

to score behaviorally challenging children higher.  Validity is also increased by the 

completion of the checklists by teachers who are all born and raised in the Middle East, 

as cultural match decreased the potential for cultural bias in the implementation.  As 

Syria and Lebanon share common Arab ethnicity and an equivalent culture due to years 

of being politically combined as one country and experiencing the French occupation 

together (Aceves, Dolinoy & Quillen, 2002), there is an increased probability that the 

teachers will be better able to use the assessment validly, specifically, when compared to 

a Western European researcher. There is also a common cultural belief in Syrian and 

Lebanese culture in the value of education and the importance of the teacher (Aceves, et 

al., 2002). This aspect of culture further supports the use of culturally equivalent teachers 

as the point of assessment.  

  After its initial use with sexually abused females the measure was determined to 

have clear test-retest reliability over the span of a year with median reliability coefficient 

of .735 (p = .0001) (Putnam et al., 1993) utilizing the pathology score suggested by 

Putnam. In this same study (N = 181), the discriminant validity was found to be high with 

coefficients between rho = .59 to rho = .79 and a median coefficient of .73 (p = .0001 or 

better) (Putnam et al., 1993). Further validation was provided by a study completed in 

1994 by Putnam and Peterson that expanded the use of the CDC to include children 

diagnosed with dissociative disorders.  The study had a sample size of 123 and found that 

the measure reliably indicated children with dissociative behaviors (! = .86) A study 

completed in 2009 by Wherry et al., supported the reliabili ty of the CDC to predict 

pathological dissociation with a deciding score of 12 or higher indicating pathology.  A 



	
	
	

	 56	
	

one-year test-retest reliability coefficient of rho = .69 (N = 73, p = .0001) in a sample of 

normal and sexually abused girls was documented by Putman, and Putman and 

colleagues (1993) report good discriminant validity for the CDC. The age range of the 

validation studies across multiple countries including the United States Putnam et al, 

1993; Putnam & Peterson, 1994; Wherry et al., 2009), Sweden (Janonius & Wahlstršm, 

2016) and Turkey (Zoroglu et al., 2002) has been as young as 5 years old up to 14 years 

old, which encompasses the sample in this study and provides support for validity with 

the age range accessed in Lebanon.  The study further added fuel to the discussion of 

genderÕs role in pathological dissociation. Previous studies (Putnam, Hornstein, & 

Peterson, 1996; Spitzer, Klauer, Grabe, & Lucht, 2003) found females more likely to 

pathologically dissociate in response to trauma, whereas Wherry and colleagues found 

that males were more likely to utilize dissociation in a pathological manner.  The CDC 

was further validated in Turkish by Zoro!lu, Tuzun, Ozturk, & Sar (2002).   

Research has shown that in non-clinical samples younger children tend to score 

higher on dissociative scales than adults (Putnam, Hornstein, & Peterson, 1996). The 

CDC expanded on this to show a reduction in dissociation as children age regardless of 

maltreatment history (Putnam, 1997). This trend in the downward slope of dissociation as 

children age has been mirrored in multiple studies using the Dissociative Experiences 

Scale (DES; van Ijzendoorn, Schuengel, & BakermansÐKranenburg ,1999) with the 

majority of studies focusing on the dissociation in association with interpersonal trauma 

or history of maltreatment (Kohl, 2010).  There is very little in the current research that 

looks at the role of multiple event traumas from the perspective of refugee experience in 

dissociation.   
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Procedures 

 Data Collection 

 The collection of data occurred at one school in the south of Lebanon with four 

teachers.  The teachers were instructed to complete CDCs for each of their students.  The 

CDC does not require training but is intended to be utilized by parents and caregivers 

who can read and respond to the prompts. The teachers who completed the checklists 

were introduced to the checklist one-year prior at a training completed by this researcher 

in Beirut.  The items were reviewed briefly prior to completion of the checklists. Due to 

time constraints, the teachers each completed less than the total number of students in 

their classrooms, but each teacher completed approximately 9-12 assessments each.  This 

is close to half of their classes as the classes range from 20 Ð 30 students. Each classroom 

has a homogenous group of all Syrian refugee children who are living in the camps near 

the school. They are grouped according to age in grades 1 through 5.  While accurate 

statements about the generalizability of the sample cannot be made, students are accepted 

into the school solely on the basis of space and funding, so it is likely that the students in 

the sample are comparable to the population of Syrian refugee children living in the 

camps. The data collection could not be completed in the time provided and the checklists 

were scanned and sent to this researcher via email after the teachers finished them.  As a 

result, the specific amount of time that was utilized per teacher on the checklists is not 

known. The checklists were printed out and numbered and the data were entered into an 

SPSS spreadsheet. One checklist was missing one item that was replaced using the 

average score for that item. 	
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Data Analysis 

For this study, a two-step hierarchical linear regression was run to determine the 

ability of the independent variable of interest (i.e., time since displacement) to predict the 

dependent variable of pathological dissociation after controlling for important 

demographic variables (i.e., age and gender).  Descriptive statistics were run first to 

establish the average level of pathological dissociation and the most prevalent modes of 

dissociating.  Univariate regression was run for each variable of interest to determine 

their significance at a p <.05 levels. The variable of gender did not reach significance 

even after a Chi square analysis was completed to confirm and was removed from the 

following analyses.  Following this step, a multiple regression was run utilizing the 

remaining significant variables to determine the overall significance of these variables on 

the outcome of pathological dissociation.  Finally, this was followed by completing a 

hierarchical linear regression to determine the nature of the relationship between age and 

time since displacement on the outcome of pathological dissociation. This was done in 

two steps: 1) Age and 2) Time since displacement. Doing so allowed for the elucidation 

of the amount of variance accounted for by the independent variable of interest above and 

beyond that accounted for by the control variables. This study provides important 

information about trauma in refugee children. Their teachers assessed them in a real-

world environment.  Having their teachers complete the assessment provides a step 

toward reducing the cultural and protective bias brought by the parents and the child-

report measures.   

 When working with children, the utmost care must be taken to insure that no harm 

is inflicted on the participants.  Due to the anonymous nature of the sample, the minimal 
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demographic information collected and the fact the CDC is a caregiver report measure 

that does not require the childÕs participation, there was very minimal risk involved in 

this study.  The only potential for risk would involve the possibility that the teacher 

would be in some way biased against the child due to the completion of the assessment.  

That said, these teachers have all been trained in recognizing dissociation and the use of 

the CDC by this researcher.  Over the previous summer, all of the teachers participated in 

a training entitled Trauma Informed Classrooms in which they were provided with the 

opportunity to apply their learning about dissociation to the students in their classes.  

Given this training, it is safe to state that the teachers completing the assessment have 

already been approaching all of their students from a trauma informed perspective, 

including a focus on dissociation.  As a result, the completion of this assessment has the 

potential to improve the ability of the teachers to provide instruction and classroom 

management for these students that is better suited to their individual needs.  	

 Although parental consent is a generally accepted step when completing research 

with children, it was waived in this case due to multiple factors.  The first is that the 

majority of the parents in these schools are only involved in the schooling of their 

children in the most minimal sense, as they are themselves struggling to cope with trauma 

and adjustment to refugee status.  Many of the children are walking to and from school 

by themselves with very little parental supervision.  The second aspect making gaining 

parental consent a hardship is the fact that the majority of the parents do not speak 

English.  They are living in camps and temporary housing in predominantly Arabic 

speaking areas.  The third factor is that these families are struggling with instability on a 
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scale that undermines their normal coping skills and adding to this, they are attempting to 

cope with their own trauma responses.   

  The teachers filling out the assessments were provided with a consent form that 

delineates the risks of the research and informs them of the procedures.  As they were the 

individuals who are having continued contact and interactions with the children, it is 

important that they be given clear boundaries and potential risks to their participation.  
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Chapter Four 

Results 

Introduction   

 This chapter provides the results of the data analysis and the outcomes for each 

research question.  The data were collected in one school in Lebanon assessing 45 

children ages 6 Ð 14 by 4 Lebanese teachers using the CDC.  It was organized in a data 

file using SPSS with one missing value imputed.  The question of frequency of 

dissociative responses in refugee children and the role of time since displacement in the 

development of pathological dissociation was explored using descriptive statistics, 

frequencies, and hierarchical multiple regression when controlling for age and gender.  

The goal was to better understand dissociative responses in this population to provide 

effective interventions that can reduce this outcome. This chapter will report frequency of 

pathological dissociation in Syrian refugee children and the most frequent dissociative 

responses (See Figure 2).  It will further provide the significance of time since 

displacement on pathological dissociative responses.  First the frequency of pathological 

dissociation in the population studied, followed by the descriptive statistics and frequency 

for dissociative behavior will be presented.  Furthermore, the statistics supporting the 

significance of time since displacement on pathological dissociative features will be 

reported.   

Data Analysis 

Research Question #1: What is the average level of dissociation of Syrian refugee 

children in Lebanon who attend the NGO school? 
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As this was an exploratory research question, there was no hypothesized outcome 

expected.  Before running frequencies, the reliability of the instrument was analyzed 

using Cronbach alpha and the instrument was found to be highly reliable (N = 45; 18 

items, ! = .90 ). 

The mean total score on the CDC was 10.56 (SD = 7.35, N = 45).  For this 

sample, the mode score was 9, which represented 15.6% of the scores and was less than 

one standard deviation from a possible pathological dissociative feature score of 11. The 

second most frequent score was 3, which occurred 13.3% of the time.  Approximately 

40% of the sample scored 11 or higher with scores of 15 and 18 both occurring 6.7% of 

the time (See Table 3). There was only one score of 0 and two scores of 1 representing 

6.7% of the total sample. 64.4% of the total scores fell within +/- one standard deviation 

of the cutoff score.   
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Figure 1  

Frequency of Scores on the Child Dissociative Checklist 

 
 

Research Question #2: Which of the items on the Child Dissociative Checklist are 

endorsed with the highest frequency by the sample? 

As all children dissociate on a spectrum, but children who have experienced 

potentially traumatic events experience dissociation more frequently (Putnam, Hornstein, 

& Peterson, 1996; Zoro!lu, et al, 2002; Spitzer, Klauer, Grabe, & Lucht, 2003), and no 

studies have been conducted on refugee children from Syria, this question is considered 

exploratory and no hypothesis is provided. The following is a reporting of the frequencies 

of response per individual item on the completed checklists for this sample.   
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 There are 20 items on the CDC, two of which were removed leaving 18 total 

items assessed by the teachers for each student. The first was an item that referred to 

sexual acting out by the child.  Given the cultural and religious nature of the sample, this 

question was removed.  Sexuality is not a topic that is addressed openly in this 

population.  The second item was about sleepwalking and as the individuals filling out 

the checklists were teachers, they were not in a position to answer about behaviors at 

home with reliability. Only one item on one of the 45 checklists was missing.  This item 

was replaced with the modal score for that item, which was a one.  Of the 18 remaining 

dissociative responses the three dissociative behaviors which were scored at 2 (very true) 

were daydreaming at 53%, labile personality or emotionality at 33%, and poor response 

to behavioral interventions at 20%.  Only one behavior was never reported as being 

observed often, angry outbursts. Angry outbursts were reported with a score of 1 

(sometimes true) at a rate of 36% and were not observed 64 % of the time.   

Table 3 

Frequency scores per item on the Child Dissociative Checklist 

 Not True (0) Sometimes True (1) Very True (2) 

Denies past events 12 26 7 

Daydreaming 10 11 24 

Labile personality 12 18 15 

Forgetful of daily 
life information 

13 28 4 

Poor sense of time 22 18 5 

Labile skill 23 17 5 

Regression 37 5 3 
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Poor intervention 
response 

17 19 9 

Denies behavior 14 23 8 

Self in the third 
person 

30 12 3 

Cycling somatic 
complaints 

28 10 7 

Unexplained injury 40 4 1 

Hearing voices 32 12 1 

Imaginary 
companion 

31 13 1 

Anger outbursts 29 16 0 

Nighttime oddities  31 10 4 

Talks to self 31 6 8 

Two or more 
personalities 

30 11 4 

 

The behavior that was scored most often at a level of 1 was forgetful of daily life 

information. The teachers reported that 62% of the children would ÒsometimesÓ struggle 

to remember basic information about their lives and history. Together with the 9% of the 

sample who were observed to be forgetful, the prevalence of this dissociative response 

was 71%. The teachers reported 58% of the children were sometimes observed to deny 

events in their lives, recent and remote. When combined with the 16% who were scored 

as Òvery trueÓ for denies life events, 74% of the total sample showed evidence of this 

dissociative response linked to memory.  Fifty percent of the children were reported to lie 

about or deny misbehaviors throughout the day with a score of 1 (somewhat/sometimes) 

with 18% reported to deny misbehavior at the Òvery trueÓ level that combines to a total of 

68% of the sample evidencing this form of dissociative denial to some extent.   
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Some behaviors were reported to be barely present with percentages of an 

observed 0, or Ònot trueÓ exceeding the percent endorsed at the Òsomewhat/sometimesÓ 

or Òvery trueÓ level.  The least reported dissociative behavior by the teachers was hearing 

voices. Eighty-nine percent of the children were not observed to be experiencing this 

form of dissociation with only 7% evidencing some form of hearing voices at the Òvery 

trueÓ level.  Regression was not observed on 82% of the sample and unexplained injury 

was the third least observed at 71%.   

 

 

 

 

 

 

 

 

 

 

 

 

 



	
	
	

	 67	
	

Figure 2  

Frequency of dissociative behavior per item

 

 The frequency for each dissociative response on the CDC is reported in Figure 1, 

which can be referenced for full percentages.  
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 Research Question #3: Does time since displacement predict the level of 

dissociative responses in children living as refugees in Lebanon who have been exposed 

to refugee trauma after controlling for age and gender? 

Both age and gender have been previously studied as predictive factors of 

pathological dissociation (Putnam, Hornstein, & Peterson, 1996; Zoro!lu, et al, 2002; 

Spitzer, Klauer, Grabe, & Lucht, 2003) and are hypothesized to be a factor in the total 

scores. Time since displacement in refugee children has not been previously studied but 

an exploratory hypothesis is that it will be a significant independent predictor of 

dissociation. 

 In order to test the hypothesis that the time since a refugee child had been 

displaced from his/her country of origin would be a significant predictor of dissociative 

behavior beyond the variables of age and gender, a hierarchical multiple regression 

analysis was performed.  The sample size of 45 is adequate for the three variables being 

tested. Prior to performing this analysis, a univariate regression was completed for each 

variable.  The results of the first regression analyses for gender (male, n = 26, female, n = 

19) found that it was not a significant predictor of dissociation (R = .065, R2 = .004, F (1, 

44) = .184, p = .67). A Chi Square on the category of gender analysis found that there 

was no difference between males and females, which indicates that when fully 

considered, gender was not a predictor of a pathological dissociative outcome.  Data for 

age was explored using numerous statistical procedures and results consistently failed to 

show a significant relationship. Age was found to be a significant predictor of 

dissociation (R = .342, R2 = .117, F (1, 44) =5.69, p = .021) with time since displacement 

also reaching significance (R = .393, R2 = .155, F (1, 44) = 7.86, p = .008).  As gender of 
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the child did not reach significance levels at .05, it was not utilized in the final model.  In 

a PearsonÕs Correlation test, (see Table 4) time since displacement was correlated to total 

score at p < .01 and age was correlated at the p < .05 level.  Sex was not correlated at a 

significant level.   

Table 4 

Correlations Between Two Variables and Pathological Dissociation 

           Age        TSD   Total Score 
Age ----   

TSD .505* ----  

CDC Total  .609**           .490* ---- 

 
 A multiple regression analysis was completed using the remaining variables that 

reached significance: age and time since displacement. This model demonstrated that 

both time since displacement and age reach significance with p = .016 (n = 45).  For this 

model R = .42 with an R2 of .178, F (2, 43) = 4.554, p = .037).  Together, time since 

displacement and age account for 18% of the variance in total scores on the CDC.  Prior 

to completing the final hierarchical multiple regression, the assumptions of the statistical 

analysis were tested.  The sample size of 45 complete tests was found to be adequate with 

only three variables. The assumption of singularity was met and the variables were not a 

combination of any other variables.  The variables of age and time since displacement 

were correlated but the collinearity statistics were within acceptable limits (Tolerance = 

.707, VIF = 1.414), which meant that the assumption of multicollinearity was met.  

 A two-stage hierarchical multiple regression analysis was completed with the 

Total Score on the CDC as the independent variable.  At stage one, age was entered as 
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the control variable and time since displacement (TSD) that was entered at stage two 

followed this.  This progression was chosen to determine the amount of variance TSD 

accounted for after controlling for age.  See regression statistics in Table 5. 

Table 5 

Hierarchical Multiple Regression Coefficients for Age, TSD and Total Score on the CDC 

Variable                      R                      R2                      $R2                F               Sig. F 
Change 

Step 1     

      Age                    .34                    .117              .096  5.69  .021 

Step 2  

     TSD          .42           .061  .139  3.13  .084 

Note. N = 45 

 The hierarchical multiple regression showed that in stage one, Age was 

significantly contributing to the model with F (1,44) = 5.69, p = .021 and it accounted for 

11.7% of the variance in total score on the CDC.  When TSD is added to the model at 

step 2, the variable accounts for an additional 6.1% of the variance, but this change in R2 

was not significant, F (1, 44) = 3.132, p = .084.  The model indicated that when 

controlling for age, TSD does not significantly contribute to the variance in total scores 

on the CDC. 

 To explore the role age and TSD play specifically in children who have reached 

the cutoff for pathology, the regression analysis was recreated using only the 40% of 

children who scored above the modified pathology cutoff of 11 (N = 18).  For this 

sample, it was found that age increased to account for 37 % of the variance (R2 = .371) 
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and increased in significance (p = .007). This model remained consistent with the first in 

that TSD did not account for a significant amount of the variance (R2 = .045, F (1,16) = 

1.147, p = .301).  To fully explore the interaction of the variables age and TSD, further 

analyses were run to determine potential moderation effects, but no significant findings 

were revealed. This study thus found that age is a significant predictor of dissociation and 

for this population; dissociation and age have a significantly positive correlation. Time 

since displacement is an independent predictor of dissociation but does not predict 

pathological dissociative behaviors.     

 The open-ended question added to the checklist resulted in a 78% response rate or 

35 responses out of the 45 checklists.  This question was not the focus of the study but 

the high response rate indicates the usefulness of the addition.  A large portion of the 

responses reiterated the items in the CDC, with aggression (item 16), daydreaming (item 

2) and rapid personality shifts (item 3) being reinforced in written form repeatedly.  

Aggression was indicated on 9 responses.  Both daydreaming and labile personality were 

indicated 6 times. Three often reported behaviors that were not on the checklist were 

hyperactivity, social isolation and ÒshyÓ behavior. Hyperactivity was endorsed on 6 

checklists, with shyness and social isolation being indicated each 7 times. On three 

checklists, the teacher utilized this question to report that the child was known to be 

physically abused at home, which was offered as explanation for aggressive behaviors.  

Finally, there was a common report of not taking education seriously or failing to 

understand the importance of his or her studies that was indicated on 5 checklists.  

Further exploration of this question would be appropriate for future study.    



	
	
	

	 72	
	

Chapter 5 

Discussion 

Introduction  

This chapter will provide a discussion of the significant findings in Chapter 4.  

The answers to research questions will be explored in reference to explanations and 

conformity or non-conformity to previous research.  The implications and limitations of 

this study will be presented with final remarks on indications for future research and 

clinical practice. This study was designed to further the clinical understanding of 

dissociation as a way to help address the ever-increasing need to treat trauma among 

refugee children.  These children are difficult to access and hard to study given the 

instability of their environment and cultural barriers (Bronstein & Montgomery, 2011, 

Rousseau, 1993). The majority of research has focused on looking at outcomes for 

children once they reach the relative safety of an asylum country (McFarlane et al., 2011; 

Mollica et al., 1997; Palic, et al., 2015; Papadopoulos, 2001; Shukoor, 2015) but 

hundreds of thousands of Syrians are living in camps in countries that border their own in 

the hope that they can return to their country, not be resettled. The children in these 

families are left living in displacement conditions indefinitely.  As early intervention 

could potentially reduce the rates of posttraumatic stress disorder (PTSD), depression and 

anxiety for these children, it is important to begin looking more specifically at the coping 

skills they are utilizing to manage their trauma reactions prior to settlement in a stable 

and secure environment. This study has taken a step toward this goal by assessing Syrian 

children who are living with the limbo of displaced people status (Shukoor, 2015) in 
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refugee camps in Lebanon.  Furthermore, this study attempts to address the issue of 

cultural barriers by assessing children who are displaced in a country with a similar 

culture and having them be assessed by individuals who are natives to that equivalent 

culture. In the process, this study has highlighted the need for validating the Child 

Dissociative Checklist (CDC) with Arab populations but this would require a much larger 

sample.  

This chapter will provide a discussion of the results of each research question 

beginning with the rates of pathological dissociative features in refugee children and the 

frequency of dissociative behaviors. Whether it is research that is coming out of the 

Adverse Childhood Experiences study or the deeper level of neurobiological 

understanding that biological science is providing (Perry, 2002; Sperry, 2016), the answer 

is clear: trauma in childhood results in poor long-term emotional and physical outcomes.  

Children are vulnerable, and childhood is a time of important development and brain 

structuring. There is some debate about the functional role that dissociation plays in the 

development process, with behaviorists generally approaching it as a dysfunctional 

defense response, but researchers and clinicians who focus on neuroscience and child 

developmental research have begun to understand dissociation as occurring on a 

spectrum from functional to dysfunctional or pathological (Putnam, 1996; Perry, Pollard, 

Blakley, Baker, & Vigilante, 1995; van der Kolk, 2002).  What is little understood is the 

tipping point between these two extremes.  At what point does dissociating move from a 

healthy coping and processing function to a dysfunctional pattern that interrupts activities 

of daily living and leads to reduced health outcomes? By exploring this complicated 

mental process as it relates to trauma in children, this study has contributed the 



	
	
	

	 74	
	

understanding of dissociation by providing the first documentation that the average of 

rates of dissociation in Syrian refugee children may be closer to previously documented 

levels in children with dissociative disorders than nonclinical samples.   

Finally, this study attempted to take an identified trauma response, dissociation, 

and expand on the understanding of the factors that contribute to pathological expressions 

of this coping mechanism.  Although the majority of those who research and treat from a 

developmental perspective have a consensus that dissociation is a natural coping skill 

which ranges from healthy to pathological, there remains a debate over the more 

traditional view that dissociation is pathological in all its expressions.  As long as 

dissociation remains shrouded in the status of ÒsymptomÓ and understood in only a 

limited fashion, this debate will continue.  But with neurological evidence mounting 

(Perry, 2002, Sperry, 2016) and treatment approaches which utilize healthier modes 

dissociation as a tool for improved outcomes reaching higher levels of effectiveness 

(Bratton, Ray, Rhine, & Jones, 2005; Lin & Bratton, 2015), the ability to deny the 

evidence of its potential spectrum becomes harder and harder.  The results of the final 

research question of this study provide an exploration of the developmental spectrum of 

dissociation and further delineate the relationship between age and time and dissociative 

responses in a population where trauma experiences are universal.  

Discussion of Findings 

The initial exploratory question of this study focused on first understanding the 

level of pathological dissociative features in this population. A discussion of how this 

population scored when compared to previous samples can provide preliminary insight 
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into how often and to what extent this population may be reaching pathological levels of 

dissociation. Further validation with a larger sample is needed to draw reliable 

conclusions as the limited nature of this study leaves room for multiple factors that could 

be contributing to the results.  The first factor that limits the interpretation of this data is 

the lack of diagnosis history and current mental health status for this sample. Also, issues 

of teacher bias and instrument interpretation prevent concrete conclusions.   The question 

of levels of dissociation arose, in part, from both the lack of information about Syrian 

refugee children living in Lebanon and the research base that notes that children who 

have experienced displacement have been exposed to multiple potentially traumatic 

events.  These children do not have access to mental health assessment or care, and they 

are living in conditions that offer daily opportunities for re-traumatization.  They are also 

very difficult to access for assessment due to these very same circumstances.  One study 

completed in the country of Jordan (Jabbar & Zaza, 2014) by Jordanian researchers 

looked at anxiety and depression levels in Syrian children living in camps, but even 

researchers living in the country encountered obstacles to assessment. Cultural attitudes 

toward research and mental health, reduced functioning due to trauma in caregivers, and 

limited access to environments that are safe and stable reduce the ability to effectively 

study the mental health challenges of children living in camps (Rousseau, 1993). It also 

makes it difficult to determine the mental health history or diagnosis for the children in 

these circumstances, which limits the generalizability of these results beyond the sample.   

The mean score for this sample was determined to be 10.56 with a standard 

deviation of 7.35. This outcome is closer to populations diagnosed with dissociative 

disorders than non-clinical samples when a simple visual comparison is made with the 
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means of the major validation studies for the CDC.  The majority of the studies 

completed using the CDC have separated the sample into those with a diagnosed 

dissociative disorder, another diagnosed mental health disorder or control group with no 

diagnosis (Putnam et al., 1993; Wherry et al., 2009; Zoroglu et al., 2002).  As these 

children have no access to mental health care and have been living in these extreme 

conditions for the majority of their lives, none of them have been diagnosed and could 

not be separated by this criterion which results in the inability to complete a statistical 

analysis comparing the studyÕs means, but a visual comparison can be valuable as it can 

reinforce the need for further study.  

The results for previous studies have found that in nonclinical samples, the mean 

score is approximately 2 (Putnam et al., 1993; Wherry et al., 2009; Zoroglu et al, 2002). 

In one study that compared a non-clinical sample with children identified by dissociative 

disorders, the mean score for nonclinical children was 2.3 (SD ± 2.7).  The study 

conducted by Zoroglue et al., (2002) testing reliability and validity in Turkey, a culture 

closer to Syrian than previous western samples, the nonclinical control group (N = 34) 

had a mean score of 3.7 (SD = 4.3) with children diagnosed with anxiety disorders (N = 

35) having a mean score of 4.6 (SD = 3.1).  Children diagnosed with mood disorders (N = 

22) and ADHD (N = 22) were reported to have a mean score one point higher (M = 5) 

with the ADHD group evidencing a mean score of 6.7 (SD = 4.1). The   In a study 

completed in the United States, the mean score for children in the control group was 2.3 

(SD = 2.7) and for girls with documented sexual abuse the average score was only 

slightly higher (M = 6, SD = 6.4).  These averages are consistent across studies and 

cultures.  No statistical comparison was made due the differences in sample sizes, but 
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visual observation shows that the Syrian refugee sample had similar metrics. 

Confirmation of the results of this exploratory study would require a larger sample and 

access to clinical diagnosis for the children.  

The average score of 10.56 (SD = 7.35, N = 45) in this study is higher than the 

average score for children with documented mental health concerns in the Turkish 

validation study.  This indicates on average, higher levels of dissociation in this 

undiagnosed population than in culturally similar children who meet criteria for anxiety 

disorders, mood disorders, sexual abuse and ADHD. Eighteen of the children assessed in 

this study scored in the pathological range for this instrument.  This is approximately 

40% of the sample. Only children with previously diagnosed dissociative disorders score 

higher on average than the children in this study.  In studies completed on children in the 

United States, the range of mean scores for children with diagnosed dissociative disorders 

was between 16.8 for Dissociative Disorder, NOS and 25.2 for children with diagnosed 

Dissociative Identity Disorder (Putnam et al., 1993).  This result was replicated in the 

Turkish study with similar means for DID and DDNOS. The mean score for children in 

the current study was well above non-clinical sample means and only slightly below the 

average score for children with a dissociative disorder.  These results could suggest that 

children who are living in displaced conditions, even when provided with the structure 

and support of a school environment, are dissociating at a rate higher than children with 

diagnosed clinical disorders such as anxiety or ADHD in the general population but less 

than those with diagnosed dissociative disorders.  Given classroom size and factors of 

teacher attention, this percentage of dissociation could be higher as teachers may miss 

some incidents of these behaviors.  However, it is also possible that as this sample is 
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previously undiagnosed, the teachers could be documenting other undiagnosed symptoms 

such as those associated with ADHD, depression, or other mood disorders.   

 In outcomes for the second research question, this study provided new insight into 

the frequency of dissociative behaviors utilized by this specific sample of Syrian refugee 

children. One of the noteworthy outcomes of the study was the prevalence of denial and 

memory related dissociative responses in this sample with often endorsed items being 

denial of past behavior, denial of traumatic events, forgetfulness of daily life facts. This 

pattern of silence, forgetfulness and denial fits very well with this population due to its 

adaptive nature (Anderson, Bunce, & Barbas, 2016).  Both pre and perimigration, there 

are multiple potential factors that would contribute to dissociation being channeled into 

repression and denial.  The first of these is the potential for parents in war torn and 

violent conditions to attempt to protect their children by actively denying safety concerns 

and keeping silent on facts and events (Gusic, et al, 2017; Heptinstall, et al, 2004; Jabbar 

& Zara, 2014; Lustig & Tennakoon, 2008; Mollica, et al, 1997).   

ÒChildren who have been given no explanation of serious events affecting their family or 

community present more symptoms than those who have been given an explanation for 

what is happening to them.Ó (Rousseau, 1994, p. 13) 

Basically, this leaves the children with unexpressed, and yet implicit knowledge of the 

danger in which they are living. If a childÕs experience of his or her primary attachment 

figure is one that consistently involves lies, denial, and avoidance of speaking about 

difficult challenges, it follows that the childÕs adaptive response could mirror his or her 

environment (Bockers, et al., 2014).  As previously discussed, children use dissociation 
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as a coping mechanism for experiences they cannot understand or internalize without 

support from an external attachment figure.  The situation described above, where they 

perceive the danger of their surroundings but are denied external support or validation 

from their primary attachment figures leaves these children in the exact circumstances in 

which dissociation would begin to be over utilized in the form of denial and repression.  

If the experienced world is dangerous but they are told it is not, this disconnect could 

potentially be driving the dissociative responses.  Conversely, this outcome could also be 

viewed as simply a learned behavior.  The children observe their parents denying 

emotion, danger, and lived experiences, and they follow the example provided. This basic 

observational response, if it continues for years during time spent in displacement camps, 

could then become an internalized pattern of behavior.  The limited nature of this 

exploratory study prevents any definitive explanations. This result also provides support 

for the research that indicates that refugee children tend toward protecting their parents 

(Bjorn, et al., 2011) from further stress by minimizing their struggle and confusion.  For 

the majority of this sample, the early formative years of their lives when they were the 

most prone to the use of dissociation as a coping skill were spent in environments where 

denial and silence were most likely being modeled and/or imposed.   

 Another exploratory outcome that is both instructive and surprising is the small 

percentage of anger outbursts as a dissociative response with over 64% of the sample 

being scored as Ònot trueÓ and no endorsements for Òvery trueÓ.  A very common 

response in traumatized children (National Center for PTSD, 2007), anger outbursts 

represent a flooding of emotion that the child is unable to manage or contain.  It is also 

heavily rooted in hypervigilance and stress responses, as ÒfightÓ is one of the most 
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empowering fear responses.  Children, who have been denied co-regulation due to poor 

parental response, are more likely to have a difficulty managing and controlling anger 

(Ainsworth, et al., 1997; Bockers et al., 2014; DÕAndrea, et al., 2012).  Anger is also a 

very adaptive and self-protective response to danger, which is why it becomes a 

dissociative pattern for many traumatized children (Silberg, 1998). It is the ÒfightÓ in our 

Òfight or flightÓ response.  If this population has such low rates of anger responses, it 

represents a pattern that deviates from the Western children who experience trauma.  The 

combination of these two results provides a perspective on Syrian refugee children as 

children who deny pain and struggle but also are not able to protect themselves through 

defiance, which potentially puts them at greater risk for continued danger or future 

victimization.  This reliance on the other responses of freeze, flee, or submit potentially 

creates a pattern of compliance, denial, and lack of self-preservation that could lead to a 

susceptibility to radicalization. Dissociation represents, in essence, a disruption in 

identity, which is an identified factor in potential radicalization.  When one lacks a 

coherent identity, there is a tendency to search out an identity (Freestone, 2017; News 

Rx, 2017).  In a review of radicalization completed for The Hague, Schmid (2013) 

identified potential factors that could reduce the outcome of radicalization for individuals 

with multiple risk factors. A few of them focus on establishing positive relationships, 

positive meaning making, and connecting with multiple ideologies, but having an outlet 

for anger and frustration that is nonviolent is identified. Suppression of anger, pain and 

frustration has a link with radicalization (Schmid, 2013) in adulthood. Given the 

minimized anger responses for these children and the pattern of denial, there could be a 

link between dissociative responses and radicalization. This potential connection merits 
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further study to provide support as interrupting patterns of dissociation in childhood 

could reduce the outcome of radicalization (Milani, 2017; Weingurg, 2016) in adulthood.  

But simply put, if the emotional suppression in a child is consistent and reinforced 

internalization and dissociation, the potential for the extreme externalizing behavior of 

violent extremism in adult could increase.  

 One of the items that was also endorsed by teachers at a lower rate of only 17% 

was regression.  Regression is a trauma response that generally results in increased 

attention and support for children.  When a child begins to behave in a way that is less 

competent than his or her current level of functioning, the caretakers are needed to 

provide increased engagement.  The low occurrence of this dissociative response in this 

sample of children fits with the idea that children living in refugee conditions tend to 

minimize the requirements they place on their caretakers.  This has most often been 

documented with parents, but in this situation it is also occurring in a school 

environment.  When combined with low incidents of two other items, cycling somatic 

complaints (not true: 28) and unexplained injury (not true: 40), both of which demand 

increased attention and care from those in caretaking roles, a potential pattern emerges of 

refugee children evidencing fewer dissociative responses which increase attention and 

focus on their needs. This is a potentially dangerous pattern where trauma responses that 

elicit support from the environment are rarely if ever used (DÕAndrea, et al., 2012; 

Sansone, Muennich, Barnes, & Wiederman, 2009).   

The result of exploring the frequency of item endorsement is a snapshot of 

children who are predominately relying on dissociative responses that are only noticed 

when an ÒotherÓ intervenes.  In essence, this sample is underutilizing coping mechanisms 
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that would bring attention and help from adults and over utilizing self-soothing 

mechanisms. The most reported behavior at the level of Òvery trueÓ with 33%, labile 

personality, can be viewed as the child unsuccessfully attempting to manage his or her 

own emotional dysregulation.  Wide shifts in emotionality or personality are not, in and 

of themselves, ÒbadÓ nor do they require any intervention or support by the caretaker 

(Gu!i", et al., 2017).  Another interpretation of this dissociative response could be that 

broad and cycling swings in emotion are simply expressions of poor emotion regulation.  

This response could actually be the only response that elicits safe attention from 

secondary attachment figures (DÕAndrea, et al., 2012) such as teachers and caregivers 

thus making it the most often utilized.  Overall, the frequency with which teachers 

endorsed these behaviors could also be explained by a focus on culturally inappropriate 

behavior. The teachers could have been predisposed to focus on/notice behaviors that are 

considered culturally inappropriate.   

The literature on the topic of genderÕs role in dissociation has been divided 

between studies that indicate that one gender dissociates more frequently and studies that 

find no significant difference (Spitzer, et al., 2003).  After completing a univariate 

regression, which found no significant correlation between dissociation patterns and 

gender, there is no support for gender differences in this sample of refugee children.  The 

sample was also predominately male (n = 24) but generally balanced as the female 

sample was 19.  This sample ratio differs from a few of the studies which found that 

females dissociate at higher levels, and one study (Wherry et al., 2009) that found being 

male to be a significant predictor of pathological dissociation.  The study that validated 

the CDC in Turkish found gender to be nonsignificant in pathological outcomes 
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(Zoroglue et al., 2002) as did one study completed by Putnam et al (1997). The debate 

between gender and dissociation has support on both sides, but the results of this study 

repeats the research that finds that differences in individual dissociative responses are not 

rooted in biology.  Perhaps, the differences, when they appear, are more rooted in the 

socializing structures of gender-based expectations than biological differences or 

neurological structuring. A study completed in 2007 by Olff, Langeland, Draijer, and 

Gersons suggests that there are socializing factors of gender such as less control or 

increased perception of danger that could contribute to women being found to have 

higher rates of dissociation. This study looked at dissociation only as one symptom of 

PTSD.  In the refugee population, the cultural expectation to protect parents from added 

stress and requirements of family duty and survival may have resulted in a balance 

between social gender expectations. Basically, the drive to survive and to avoid being a 

burden to parents during dangerous experiences could have superseded the cultural 

expectation of females being helpless and less in control.  The connection between 

culture and trauma in gender role transmission is an area for future study.   

Another area of interest in this study was the relationship of age to higher scores 

on the CDC.  Putnam has documented that for control groups and non-dissociative 

diagnoses, dissociation behaviors diminish as age increases, but remain consistent for 

children with dissociative disorders (Putnam, 1997).   This finding was replicated in the 

Turkish study completed in 2002.  The results of the current study found that age was 

positively correlated to scores on the CDC, so that as children grew older, so too did their 

dissociative features.  As the children studied had no previously documented diagnosis of 

dissociative disorder, interpretation of this finding is tentative, and should be replicated to 
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understand its stability among Syrian refugee children. It may be that the exposure to 

continuous potentially traumatic experiences through life in a chaotic refugee camp is 

repeatedly traumatizing these already-traumatized children. This continuation of 

dissociative response over time could be related to trauma exposure in this sample when 

viewed through a developmental lens.  As the prefrontal cortex develops in later 

childhood and adolescence, the use of more limbic responses such as dissociation for 

coping reduce (Perry, 2002, Sperry, 2016). The brain becomes more reliant on logic and 

reasoning. For those with dissociative symptoms, this transition may not happen 

successfully.  Trauma can be a contributor to this continuation of dissociative responses, 

as well.  For this sample, the levels of ongoing trauma exposure could be contributing to 

the positive correlation between age and pathological dissociative features, but a larger 

sample is needed to support this outcome. Given the individual item frequency that 

indicated suppressive and avoidant dissociative strategies are more often utilized by this 

sample, it is possible that they are able to continue to use these strategies for coping much 

longer than other behaviors which would be confronted and possibly punished.  In 

essence, dissociating could become the only way to balance two needs, the attachment 

drive to be cared for and the individual need to survive.  By internalizing and avoiding 

strong emotional reactions, the child gets both needs met by his/her environment. 

Especially in a school environment, where the child is receiving free education, a secure 

environment and emotional interaction, the drive to stay in this environment will be high 

which might be driving more overt dissociative symptoms underground.   

The final variable that was assessed in this study was time since displacement 

(TSD) from country of origin that was spent in temporary camps.  After an exhaustive 
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search of the literature, at the time of this study, the effect this variable has on 

pathological mental health outcomes, including dissociation, has not been explored in any 

previous study. The closest comparison in the literature would looking at the role of child 

abuse or neglect which results in compounding impact of living in traumatic 

circumstances.  The hypothesis of this researcher was that TSD would be a significant 

predictor of pathological levels in refugee children who have been living in the limbo of 

temporary camps with very little supervision or support (Fazel & Stein, 2002; Rousseau, 

1994).  This environment was thought to be a potential predictor of ongoing trauma 

experiences that would result in increasing levels of dissociation.  The results of a 

univariate analysis on this variable found that it was a significant contributor to 

pathological dissociative responses.  When combined with age, it maintained its ability to 

predict dissociation.  Only when controlling for the effects of age does it lose its 

significance. This indicates that although TSD does contribute to increasing levels of 

dissociation, age is a much more significant predictor.  This outcome could have been 

skewed by the limitations of data collection, as the sample was not evenly distributed.  

The majority of children assessed had been displaced for 5 to 6 years.  This was 75 % of 

the sample.  A sample of children whose displacement experience was evenly distributed 

from 1 to 6 years may have a different outcome.   That said, it is also possible that the 

reason for the lack of significance could be rooted in a normalizing effect of living long-

term in diminished, neglected and impoverished circumstances.  For children who are 9 

to 14 years old, living in a refugee camp for five to six years would represent the majority 

of the life that they are developmentally capable of remembering, as explicit memory is 

still in the process of forming until the end of the first three to five years of life (Rovee-
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Collier, 1997).  This could mean that there is a tipping point of normalization that has yet 

to be determined and is an area for future study.    

The open ended question on the checklist, although not used for assessment 

purposes, did provide some interesting information.  Apart from the documentation of 

inattentive behaviors and child abuse, the teachers reported behavior which they referred 

to as ÒshyÓ.  The way that shyness was documented indicates that it may be considered a 

maladaptive behavior in Lebanese and Syrian culture.  According to McGoldrick, 

Giordano, and Garcia-Preto (2005), Lebanese and Syrian culture puts a value on the 

concept of ÒresilienceÓ.  These two countries have been through so much war and tumult 

that being able to survive and thrive in the face of violence and upheaval has become a 

cultural imperative.  Combine this value of resilience with the collectivist nature of their 

culture and a picture begins to emerge of the types of behaviors that could be prized as 

healthy or adaptive.  Shyness in a collectivist culture would inhibit active participation in 

groups, which could be considered maladaptive.  Extroversion is a documented factor of 

resilience that would also be absent in someone who is considered shy. Being shy might 

reduce ones ability to talk and engage with your environment and thus could be 

considered ÒunusualÓ or as indication of a problem.   

The other often reported behavior in the open ended question was aggressiveness. 

This behavior has been found to be culturally valued, especially in males (Rugh, 1977).  

It is impossible to determine from these responses whether aggression was being 

employed by these children in unacceptable ways for Syrian culture, but it would be 

important to study what the cultural implications of aggressive behavior might be among 

refugee children who may spend years in those environments. The valuable information 
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provided by the qualitative question presents the need for a follow up study that utilizes a 

mixed methodology in order to explore these potentially culturally influenced outcomes 

in more depth.   

Clinical Implications  
This study was limited in its clinical implications due to the small sample size, 

lack of mental health history for the children and potential alternate explanations for the 

behavior documented in the data.  As a result, the following recommendations for clinical 

intervention are limited to the sample population explored and presented as general 

practice for children who have experienced trauma.  The clinical implications of this 

study point first to a need for functional and engaging adults who are able to provide 

children with secure attachment experiences.  Attachment theory proposes that 

dissociation can be an attempt by the child to regulate emotional reactions when there is 

no responsive caregiver to provide interactive and effective co-regulation (James, 1994; 

Liotti, 2004).  As it is the most likely case that the parents of Syrian refugee children are 

experiencing trauma and emotional dysregulation of their own, and as such, unable to 

provide this co-regulation, supporting parents and providing a secondary, secure 

attachment experience with another functional adult could reduce the pathological 

outcomes. The internalizing and dismissing responses demonstrated by this sample could 

be seen as indications of denial of emotion and avoidance of further trauma.  Providing a 

group intervention when children first enter school that offers them a safe space (Yablon, 

2015) to talk about their trauma and tell their story would offer a starting point for 

changing the pattern of avoidance and denial.  Further, being encouraged to express 

emotions such as anger and sadness and fear, which adults often tell children to suppress 
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or ignore, would offer refugee children access to their full range of emotionality.  If all 

emotions are now acceptable and have a safe place to be expressed, they no longer need 

to be avoided, suppressed, or denied in order to protect self and other.  

The implications for day to day clinical work with refugee children requires 

providing a environment where grounding techniques and play are a daily part of 

adult/child interaction (Landreth, 2001; Singer, Golinkoff, & Hirsh-Pasek, 2006).  Touch, 

interactive engagement, multiple breathing techniques, and opportunities to move their 

bodies as a form of emotional expression should be provided throughout therapy groups 

or the school day.  Breaks every 20/40 minutes (dependent of developmental stage) 

should include organized stretching, breathing, and games of facial mirroring.  These 

approaches could reduce stress built up due to overuse of dissociative responses and 

potentially increase ability to concentrate and learn and emote.  Finally, the opportunity 

to talk about memories and process them should be available for children, especially in 

the first year after displacement.  This can be offered by an onsite mental health provider, 

or by a teacher who is trained in basic responding skills.  Simply listening as a child 

recounts a difficult memory or accepting him or her when he or she express difficult 

emotions, like anger at someone for dying, can provide him or her expressive experiences 

and release stress and denial.  Telling their story and being heard provides a significant 

opportunity for meaning making and eventual healing. A coherent narrative for a child 

requires an interactive process (Pahl, 2007). The overall understanding of providing these 

children with opportunities to release, express and reconnect to themselves, their 

environment, and other human beings could reduce the long term negative outcomes and 
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improve current and future functioning, perhaps ending a cycle of violence and 

disruption.   

Implicit in this study is the reality that not all of these children are dissociating at 

a level that is pathological.  Given the fact that every one of the children assessed has 

experienced the potential trauma of displacement and 60% scored in what can be 

considered a range of nonpathological, it would follow that there are clearly factors that 

are contributing to healthier responses and outcomes.  For clinicians working with 

refugee children, the area that has the most potential to provide healing and recovery is 

the identification of these resiliency factors.  The National Child Traumatic Stress 

Network has identified some resiliency factors for children coping with trauma. They 

include strong positive relationships with an adult/mentor, experiencing appreciation and 

having talents/abilities nurtured and feeling connected to a community, group or a greater 

cause (Milani, 2017).  These resiliency conditions fit with the needs of Syrian refugee 

children, who feel denied, ignored, or repressed.  Clinical interventions should directly 

target these factors by providing caring and accepting relationships that increase the 

childÕs sense of belonging and self-worth.  Knowing they are worth being cared for and 

providing them with a sense of purpose would be clinically indicated.  

The results of this study provide a first look at the picture of the dissociative 

responses of children who have universally experienced multiple potentially traumatic 

events due to displacement.  Even in a sample that has been provided a secure 

environment in which to learn in the form of an NGO school, levels of dissociation 

exceed the average nonclinical population.  These children are using dissociative 

strategies that avoid attention and protect those around them from experiencing the depth 



	
	
	

	 90	
	

of their maladaptive responses to trauma.  Regardless of gender, this sample is 

responding with denial, memory suppression, and emotional dysregulation, possibly 

putting them at increasing risk for negative physical and emotional outcomes in 

adulthood (ACES, 2016), and potentially increasing their risk for radicalization given 

their compliant coping strategies. This situation is in need of further study and support to 

understand more completely the interventions that will most effectively intervene and 

change the course of this population.  If the 300 children who are already being provided 

intervention in the form of a caring and engaging school environment are dissociating at 

such high levels, the millions who are being left to fend for themselves in the 

displacement camps with traumatized or absent caregivers are even more in need of well-

informed intervention.  

Limitations  
The findings of this study provide a step toward understanding and assessing 

refugee children in transient and vulnerable positions but there are limitations. The main 

limitation to the findings is the small sample size.  Although there were enough children 

assessed to meet the power requirements of 41, 45 complete assessments are not enough 

to generalize these findings to the whole sample of refugee child living in Lebanon and 

beyond.  Generalizability is also limited by the lack of information about the remaining 

children who were not part of this study. This is the first use of the CDC with an Arab 

population as part of this study, which should be noted as a limitation.  This lack of 

validation and the challenges of using a Westernized assessment for Eastern children was 

improved by having the CDCs completed by teachers of equivalent culture, but as there 

could be differing cultural nuances that are unknown to this author, there continues to be 
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an issue of potential cross-cultural limitations and the need for a full validation study. 

The suggested pathology indicator score of 12 that has been used in previous studies has 

not been validated with this population, though it has been used with Middle Eastern 

populations.   

Further limitation exists in that the sample studied consisted of children who had 

been attending school and receiving support and interaction.  These students have an 

advantage in trauma recovery over the hundreds of thousands of children who are in the 

refugee camps with no structure, education, or direct behavior intervention, which the 

teachers provide. As such, the results of this study have a limited scope of application to 

children attending the NGO schools.  Another limitation is the lack of parental 

involvement.  As the CDC has no validated Arabic version, the majority of parents would 

not be able to complete the assessment.  Furthermore, as parents were not able to 

participate, the amount of information gathered about demographics and individually 

identifying information was minimized to provide anonymity for the children. 

Anonymity for the teachers was also necessary to reduce the potential for breach of 

anonymity for the children, which further limits the exploration of factors influencing the 

results. The removal of two questions due to cultural and access issues is also a limitation 

in validating this instrument with an Arabic population.   

Because of the limited amount of time available to the researcher, it could be that 

teachers began their assessments of their students with the most disruptive children and 

this may have skewed the results, though this cannot be known since the researcher left 

the camp before the assessments were completed. Finally, this study is limited due to the 

minimal amount of training the teachers were provided with the instrument.  They were 
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all exposed to the CDC one year prior to use and given direct instruction in how to 

interpret the items, but to more completely ensure the unbiased use of the instrument, 

more specific application and inter-rater reliability should have been completed prior to 

the study.  This was not able to happen due to limited time availability of the teachers and 

the difficulties of travel to Lebanon.    

Recommendations for Research 
This study was a preliminary attempt to understand a population that is both hard 

to access and deeply in need of support.  Because this was an initial study, there are many 

directions in which to expand.  The first major area for future research is to complete a 

full validation study of the instrument with a comparative group of clinical and 

nonclinical participants.  This study provides support for the need to validate the CDC for 

Arab populations.  Although the instrument used was not translated into Arabic, Arabic 

teachers for children of Arabic ethnicity and equivalent culture completed the English 

version.  With a Cronbach alpha of .90 (N = 45), the instrument was determined to have 

significant reliability with this sample that can be compared to the Turkish validity study 

(Zoroglu, et al. 2002) with an alpha of .89.  One of the major obstacles to validity for 

Western assessments with children has been the tendency for parents of refugee children 

to minimize the symptoms (Bjorn et al, 2011; Hall et al, 2014; Rousseau, 1993).  By 

utilizing culturally equivalent teachers who are familiar with assessment procedures, not 

coping with refugee status, and have been introduced to the instrument and trained in 

trauma symptom recognition, this study provides significant steps toward addressing 

challenges to reliable assessment outcomes for this population. Further studies with larger 

sample sizes should be done to confirm this outcome, and an Arabic translation would 
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increase the validity as the teachers completing the study spoke English as a second 

language (Rousseau, 1993).  

Another area would be to have the parents of the children complete the 

assessments.  Due to the limiting factors of ongoing instability and trauma for these 

individuals, this will be a challenging direction but one that will more directly assess the 

behaviors of children who are not in a structured and contained environment.  By having 

the parents of the children complete the assessment, it would open the study to all 

children in the camps without the limits of those attending school. Training observers 

who would be able to follow the children to their homes and observe could also 

accomplish this goal. Both options would be helped by a version of the CDC that is 

translated into Arabic, which indicates another area for continued research.  If the 

instrument were translated into the native language of those completing the assessment, 

the outcome would increase in reliability and validity.  It would also increase the 

potential for larger sample sizes that will provide more power for the study.  Future 

research should also focus more directly on the attachment bond between refugee 

children and parents.  As attachment is one of the identified drivers of dissociative 

responses, understanding the effects of trauma on the refugee parent and child attachment 

relationship would be informative.   

 The ongoing need to explore the connection between the immediate responses to 

trauma and the longer-term outcome of PTSD presents another area for future study.  

This study presents evidence that dissociation is a strategy for coping that may be 

functional in the short term, meaning younger children, but can become a long term 
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pathological pattern when not provided with intervention. The increasing use of 

dissociation with age could be the pathway to increased PTSD outcomes in adolescence.  

How children cope with potentially traumatic events is important.  It can set the stage for 

future pathology and put these children at risk.  Their compliance-based or internalizing 

responses have a tendency to be ignored or even appreciated/reinforced by adults who are 

stressed and traumatized as well.  But these reactions have such important and negative 

long-term effects for the individual that they need to be recognized as maladaptive and 

supported so that these children can begin to heal from the trauma they had no choice in 

or control over.  As such, future research should include effectiveness studies for play-

based interventions that utilize the natural tendency to dissociate as a means for healing.  

These approaches have been studied in Westernized children with interpersonal and event 

trauma and found to be effective (Bratton, Ray, Rhine, & Jones, 2011), but completing an 

effectiveness study in extreme circumstances would provide myriad challenges which 

have been delineated in this study.   

This study did not look specifically at the potentially traumatic events that these 

children have been exposed to in the process of displacement and while living in refugee 

camps.  Future studies should attempt to delineate differences among traumatic events in 

the childÕs country of origin, prior to travel, and the trauma and potential neglect of living 

in reduced and dangerous conditions on a daily basis.  By marking the time since 

displacement, this study attempted to capture the effect of living in refugee camps over 

time, but as anonymity was of utmost importance, in depth exploration of the specific 

events and experiences of these children in the camps was not possible.  A study that 

could mark these events prior and post country of origin and compare them to 
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dissociative behaviors at each stage would more directly explore trauma response.  

Simply documenting the cumulative effect of PTEs could also further delineate the 

experience of refugee children and offer significant insight into their trauma responses.  

Given the research that indicates type of trauma may affect dissociation by gender 

(Hetzel-Riggin, 2011), there is clear value to a follow up study that is able to more 

directly and concretely document the previous trauma experiences of these children.  

 This study provides the basis for future study of the effectiveness, specifically, of 

utilizing teachers in providing trauma informed behavior management in school 

environments.  As multiple countries in the Middle East who house displaced peoples 

from Syria have begun to offer formal education to these children, the avenues for 

studying direct and daily classroom intervention have been opened up.  The more 

education and training that teachers are provided on the role of dissociation in behavioral 

responses, the better the potential outcomes for children with complex trauma.  Access to 

mental health services by refugees in countries like Lebanon is extremely limited, if 

available at all.  If support can be provided for the use of teachers in providing some 

limited mental health support, the options for treatment are expanded.   

 Finally, the most important future research that needs to be done is in the area of 

resilience and post-traumatic growth.  Fostering resilience is the intervention that has the 

highest potential for long-term success.  Sixty percent of the children in this study were 

reported by teachers to have experienced trauma and disruption, and yet they are able to 

cope and function and make use of resources offered to them in a manner that has 

allowed them to learn and thrive.  This is powerful and these children hold the key to 
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supporting and treating the 40% who are struggling.  A study that utilized the Post-

Traumatic Growth Inventory (Tedeschi & Calhoon, 1996; Hooper, Marotta, & Depuy, 

2009) could provide a balance to the results of the current study of pathology.  Better 

understanding of the personality traits, environmental factors and attachment experiences 

of those children who are functioning in spite of their circumstances can direct all 

individuals who are providing care to children in similar circumstances with tools that 

promote resilience.  Of this specific cultural group, many self-reported to this researcher 

that they had been living in middle to upper class situations in Syria prior to fleeing into 

desperate and reduced circumstances.  The role prior life experience plays in adjustment 

to trauma could offer insight into resilience. Attachment is a difficult factor to assess 

even in the most stable and safe environment, as it requires more than a simple checklist 

of behaviors to provide clarity, but as previous studies have shown secure attachment to 

be a significant predictor of resilience, it would be a clear direction for future study with 

this population.  Another aspect of this specific sample that offers insight into resilience 

factors is spiritual beliefs and moral teaching.  This aspect of trauma response would be 

captured in the PTGI (Tedeschi & Calhoon, 1996) as one of the areas of resilience 

identified in this assessment is Òspiritual changeÓ. Previous research into the role 

spirituality plays in trauma recovery has shown that for children, having a consistent 

spiritual and moral base provides a source for resilience (Saeed & Yasin, 2017; Brewer-

Smyth & Koenig, 2014). The power of meaning making in trauma recovery is a well-

researched (Park, 2010) issue that has often overlapped with religious approaches as 

spirituality offers a powerful avenue for establishing meaning in difficult events 

(Marotta-Walters, 2015).  As the NGO schools that the children in this study attend offer 
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a religious based approach to relationship, future study could explore the role religion and 

hope play in meaning making for children.   

Conclusion 
This was a preliminary and exploratory study with an understudied population. 

The limitations presented provide caution in the generalizability of the results but begin 

to offer a first glimpse into the trauma responses of children who have been displaced by 

the long war in Syria.  The goal of this research was to provide a deeper understanding of 

the role dissociation is playing in refugee children who are continuing to live in 

conditions of instability, depravation, neglect and limited safety.  Exploring the specific 

factors which contribute to increasing levels of dissociative behaviors can lead to a 

clearer path to treatment and supportive care.  An important obstacle to providing support 

for this traumatized population is the cultural barrier present in the mostly Westernized 

screening tools available.  Demonstrating validity and finding Arabic translations of these 

instruments is challenging and often impossible.  Access to this population is also a 

confounding factor in the limited research being done with refugee children in 

transitional living situations.  Parental availability, safety concerns and limited cultural 

awareness are only a few of many obstacles to assessment.  By accessing English 

speaking teachers of Arab descent who are a cultural match for the children being 

assessed and by maintaining anonymity for the children, this study was able to provide 

the first steps toward use the CDC for Arabic populations, thereby reducing one of the 

obstacles, culturally appropriate assessment.   

This study was able to provide information about behavior patterns in refugee 

children by parsing out the more frequent dissociative responses.  The finding that over 
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40% of the sample scored at or above what is generally considered to be the pathological 

range demonstrates levels in this sample of pathology that could be more frequent than 

the average, nonclinical population.  The mean score was higher even than children in a 

Turkish sample where children carried previous clinical diagnoses of anxiety and ADHD.  

There were also possible indications of a pattern of denial and memory suppression, 

although the voluntary or involuntary nature of that suppression is still unclear.  There is 

a possibility of voluntary denial in early childhood due to parental denial and a need to 

protect parents that may be producing the high levels of ÒforgetfulnessÓ.  Whether active 

or dissociative, the pattern appears to become more deeply embedded in an involuntary 

response as this sample ages into adolescence but more research is need to support this 

claim.  The high frequency with which the suppression, denial and emotionality occurred 

in this study, when combined with the low levels of aggressive or violent behavior could 

result in a population of children who are vulnerable to more radical and aggressive 

leaders.   

The factors that were analyzed as predictors of pathological dissociative features 

proved equally enlightening.  Gender failed to demonstrate significant effect on 

dissociative responses in Syrian refugee children.  This finding contradicted some studies 

that had opposing outcomes of either girls or boys dissociating more frequently but fit 

with the studies that demonstrated no significant effect due to gender.  The variable of 

age demonstrated predictive ability in every analysis completed for this study.  For this 

population, both the full sample and even more significantly for the 40% that scored at 

the pathological level, dissociative responses increased with age.  This finding fit with 

previous uses of the CDC but does not fit with the developmental understanding that 
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children dissociate less as they move into adolescence.  This is most likely due to the past 

and ongoing traumatic experiences that all of these children are experiencing. This study 

attempted to explore whether time since displacement was contributing to this outcome, 

but future research will be needed with a broader and larger sample. Even the relative 

safe and structured environment of school may not be enough to overcome continuous re-

traumatizations.   

The last factor to be analyzed and the variable of interest for this study was time 

since displacement from country of origin.  This variable was meant to represent 

continued exposure to neglect, violence and parental instability.  The regression model 

did not find time since displacement to be a significant predictor of dissociation once age 

was controlled for.  There are some indications that the reason for this outcome could lie 

in the sample, as over 75% of the children in the final sample had been living in displaced 

conditions for 5 Ð 6 years.  With such a skewed sample, the potential for significance is 

reduced.  This study should be attempted again with a broader representation of times 

since displacement. But for the purposes of this study, this variable, which has predictive 

significance on its own, is less important to pathological dissociative outcomes than age.  

Although this study focused on pathology, the hopeful and promising outcome is that 

60% of these children are resilient. They are coping with exposure to violence, potential 

neglect and dangerous living conditions in a manner that allows them to not only attend 

school, but for many of them, excel in school and form healthy attachments with teachers 

and caregivers.  The factors that contribute to this beautiful resilience are the factors the 

will eventually bridge the gap for those suffering under these same conditions.    

 



	
	
	

	 100	
	

 

 

 

 

 

 

References 
 

Aceves, R., Dolinoy, J., & Quillen, M. (2002) Cultural notes on Syria and Lebanon.  

 Retrieved from  

 https://web.stanford.edu/~hakuta/www/archives/syllabi/E_CLAD/SU_SFUSD_cu 

 lt/aceves/syria_lebanon.htm 

Achenbach, T. M., & Dumenci, L. (2001). Advances in empirically based assessment: 

Revised 

 cross-informant syndromes and new DSM-oriented scales for the CBCL, YSR, 

and TRF:  

Comment on Lengua, Sadowski, Friedrich, and Fisher (2001). Journal Of 

Consulting And 

 Clinical Psychology, 69(4), 699-702.  

Affouneh, S. J. (2007). How sustained conflict makes moral education impossible: Some 

            observations from Palestine. Journal of Moral Education, 36(3), 343Ð356. 



	
	
	

	 101	
	

Al-Krenawi, A., Graham, J. R., Al-Bedah, E. A., Kadri, H. M., & Sehwail, M. A. (2009). 

Cross-national comparison of middle eastern university students: Help-seeking 

behaviors, attitudes toward helping professionals, and cultural beliefs about 

mental health problems. Community Mental Health Journal, 45(1), 26-36. 

doi:10.1007/s10597-008-9175-2 

Ainsworth, M. D. S. (1978). The Bowlby-Ainsworth attachment theory. Behavioral and 

Brain Sciences, 1(03), 436-438. 

Ainsworth, M. D. S., Blehar, M. C., Waters, E., & Wall, S. N. (2015). Patterns of 

attachment: A psychological study of the strange situation. Psychology Press. 

Almqvist, K., & Brandell-Forsberg, M. (1997). Refugee children in Sweden: Post-

traumatic stress disorder in Iranian preschool children exposed to organized 

violence. Child abuse & neglect, 21(4), 351-366. 

Anda, R. F., Felitti, V. J., Bremner, J. D., Walker, J. D., Whitfield, C. H., Perry, B. D., ... 

& Giles, W. H. (2006). The enduring effects of abuse and related adverse 

experiences in childhood. European archives of psychiatry and clinical 

neuroscience, 256(3), 174-186. 

Anderson, M. C., & Hanslmayr, S. (2014). Neural mechanisms of motivated 

forgetting. Trends in cognitive sciences, 18(6), 279-292. 

Anderson, M. C., Bunce, J. G., & Barbas, H. (2016). PrefrontalÐhippocampal pathways 

underlying inhibitory control over memory. Neurobiology of learning and 

memory, 134, 145-161. 



	
	
	

	 102	
	

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 

disorders (5th ed.). Washington, DC: Author. 

Amnesty International, (2016). Tackling the global refugee crisis: from shirking to 

sharing responsibility, Retrieved from 

https://www.amnestyusa.org/reports/tackling-the-global-refugee-crisis-from-

shirking-to-sharing-responsibility/ 

Apitzsch, H. (1996). Trauma and dissociation in refugee patients. Nordic Journal of 

Psychiatry, 50(4), 333-336. 

Brewer-Smyth, K., & Koenig, H. G. (2014). Could spirituality and religion promote 

stress resilience in survivors of childhood trauma?. Issues In Mental Health 

Nursing, 35(4), 251-256. doi:10.3109/01612840.2013.873101 

Bjšrn, G. J., BodŽn, C., Sydsjš, G., & Gustafsson, P. A. (2011). Psychological evaluation 

of refugee children: Contrasting results from play diagnosis and parental 

interviews. Clinical child psychology and psychiatry, 16(4), 517-534. 

Bockers, E., Roepke, S., Michael, L., Renneberg, B., & Knaevelsrud, C. (2014). Risk 

recognition, attachment anxiety, self-efficacy, and state dissociation predict 

revictimization. Plos One, 9(9), e108206. doi:10.1371/journal.pone.0108206 

Bratton, S. C., Ray, D., Rhine, T., & Jones, L. (2005). The Efficacy of Play Therapy With 

Children: A Meta-Analytic Review of Treatment Outcomes. 

Bhugra, D. & Jones, P. (2001). Migration and mental illness. Advances in Psychiatric 



	
	
	

	 103	
	

Treatment, 7, 216-223. 

Bronstein, I., & Montgomery, P. (2011). Psychological distress in refugee children: A 

systematic review. Clinical Child and Family Psychology Review, 14(1), 44-56. 

doi:http://dx.doi.org/10.1007/s10567-010-0081-0 

Burke, J., Borus, J., Burns, B., Millstein, K.H., & Beasley, M. (1982). Changes in 

childrenÕs behavior after a natural disaster. American Journal of Psychiatry, 138, 

114Ð120. 

Carlson, S. M., Tahiroglu, D., & Taylor, M. (2008). Links between dissociation and role 

play in a nonclinical sample of preschool children. Journal of Trauma and 

Dissociation, 9(2), 149-171. doi:10.1080/15299730802045799 

Centers for Disease Control and Prevention, ÒAdverse Childhood Experiences (ACEs),Ó 

web page (April 2016), https://www.cdc.gov/violenceprevention/acestudy/. 

Cowan, E., & Heselmeyer, R. (2011). Bulimia and dissociation: A developmental 

perspective. Journal of Mental Health Counseling, 33(2), 128-143. Retrieved 

from 

http://proxygw.wrlc.org/login?url=http://search.proquest.com/docview/86459123

6?accountid=11243 

Creswell, J. (2002). Educational research: Planning, conducting, and evaluating 

quantitative and qualitative research. Saddle River, NJ: Prentice Hall 



	
	
	

	 104	
	

Dalenberg, C. J., Brand, B. L., Gleaves, D. H., Dorahy, M. J., Loewenstein, R. J., 

Carde–a, E., & ... Spiegel, D. (2012). Evaluation of the evidence for the trauma 

and fantasy models of dissociation. Psychological Bulletin, 138(3), 550-588. 

doi:10.1037/a0027447 

DÕAndrea, W., Ford, J., Stolbach, B., Spinazzola, J., & van der Kolk, B. A. (2012). 

Understanding interpersonal trauma in children: Why we need a developmentally 

appropriate trauma diagnosis. American Journal Of Orthopsychiatry, 82(2), 187-

200. doi:10.1111/j.1939-0025.2012.01154.x 

Drewes, A. A. (2005). Suggestions and Research on Multicultural Play Therapy. In E. 

 Gil, A. A.   

Dunn G.E., Paolo A.M., Ryan J.J., Van Fleet J. (1993). Dissociative symptoms in a 

substance abuse population. American Journal of Psychiatry.150(7):1043-7. 

Earls, F., Smith, E., Reich, W., & Jung, K. (1988). Investigating psychopathological 

consequences of a disaster in children: A pilot study incorporating a structured 

diagnostic interview. Journal of the American Academy of Child and Adolescent 

Psychiatry, 27, 90Ð95. 

Eth, S. (2001). Introduction: Childhood trauma in perspective. PTSD in children and 

adolescents (pp. xvii-xxv). Washington, DC: American Psychiatric Publishing. 

Fazel, M., Reed, R. V., Panter-Brick, C., & Stein, A. (2012). Mental health of displaced 

and refugee children resettled in high-income countries: Risk and protective 

factors. The Lancet, 379(9812), 266-282. 



	
	
	

	 105	
	

Fazel, M., & Stein, A. (2002). The mental health of refugee children. Archives of disease 

in childhood, 87(5), 366-370. 

Findling, J. H., Bratton, S. C., & Henson, R. K. (2006). Development of the trauma play 

scale: An observation-based assessment of the impact of trauma on play therapy 

behaviors of young children. International Journal of Play Therapy, 15(1), 7-36. 

Finklestein, M., & Solomon, Z. (2009). Cumulative trauma, PTSD and dissociation 

among ethiopian refugees in israel. Journal of Trauma and Dissociation, 10(1), 

38-56. doi:10.1080/15299730802485151 

Finklestein, M., Laufer, A., & Solomon, Z. (2012). Coping strategies of ethiopian 

immigrants in israel: Association with PTSD and dissociation. Scandinavian 

Journal of Psychology, 53(6), 490-498.  

Freestone, M. (2017). Personality, identity, risk and radicalisation. International Review 

of Psychiatry, 29(4), 310-312.  

Green, E. J., Crenshaw, D. A., & Kolos, A. C. (2010). Counseling children with preverbal               

trauma. International Journal Of Play Therapy, 19(2), 95-105.  

Green, E.J., & Myrick, A.C. (2014) Treating complex trauma in adolescents: a phase-

based, integrative approach for play therapists. International Journal of Play 

Therapy 23(3), 131-145 

Gu!i", S., Male!evi", A., Carde–a, E., Bengtsson, H., & S¿ndergaard, H. P. (2017). 'I 

Feel Like I do Not Exist:' A Study of Dissociative Experiences Among War-



	
	
	

	 106	
	

Traumatized Refugee Youth. Psychological Trauma: Theory, Research, Practice, 

And Policy,  

Gil, E., & Drewes, A. A. (2015). Cultural issues in play therapy. Guilford Publications 

Hall, B. J., Puffer, E., Murray, L. K., Ismael, A., Bass, J. K., Sim, A., & Bolton, P. A. 

(2014).  The importance of establishing reliability and validity of assessment 

instruments for mental health problems: An example from Somali children and 

adolescents living in three refugee camps in Ethiopia. Psychological Injury And 

Law, 7(2), 153-164. doi:10.1007/s12207-014-9188-9 

Haltigan, J. D., & Roisman, G. I. (2015). Infant attachment insecurity and dissociative 

symptomatology: Findings from the NICHD study of early child care and youth 

development. Infant Mental Health Journal, 36(1), 30-41. 

doi:10.1002/imhj.21479 

Harrell-Bond, B., & Voutira, E. (2007). In search of 'invisible' actors: Barriers to access 

in refugee research. Journal of Refugee Studies, 20(2), 281-298.  

Hashoul-andary, R., Assayag-nitzan, Y., Yuval, K., Aderka, I. M., Litz, B., & Bernstein, 

A. (2016). A longitudinal study of emotional distress intolerance and 

psychopathology following exposure to a potentially traumatic event in a 

community sample. Cognitive Therapy and Research, 40(1), 1-13. 

doi:http://dx.doi.org/10.1007/s10608-015-9730-4 

Heptinstall, E., Sethna, V., & Taylor, E. (2004). PTSD and depression in refugee 

children: Associations with pre-migration trauma and post-migration stress. 



	
	
	

	 107	
	

European Child & Adolescent Psychiatry, 13(6), 373-380. doi:10.1007/s00787-

004-0422-y 

Hetzel-Riggin, M. D., & Roby, R. P. (2013). Trauma type and gender effects on PTSD, 

general distress, and peritraumatic dissociation. Journal of Loss and Trauma, 

18(1), 41-53. 

Hilgard, E. R. (1992). Divided consciousness and dissociation. Consciousness and 

Cognition, 1(1), 16-31. 10.1016/1053-8100(92)90041-8 

Hobfoll, S. E., Dunahoo, C. L., & Monnier, J. (1993). Preliminary test manual: The 

strategic approach to coping scale (SACS). Unpublished test manual, Kent State 

University, Ohio. 

Hooper, L. M., Marotta, S. A., & Depuy, V. (2009). A confirmatory factor analytic study 

of the Posttraumatic Growth Inventory among a sample of racially diverse college 

students. Journal Of Mental Health, 18(4), 335-343. 

doi:10.1080/09638230802522502 

Howard, M. (2007, 6 February) Children of war: the generation traumatised by violence 

in Iraq, The Guardian, 1Ð2. 

Jabbar, S. A., & Zaza, H. I. (2014). Impact of conflict in Syria on Syrian children at the 

Zaatari refugee camp in Jordan. Early Child Development And Care, 184(9-10), 

1507-1530. doi:10.1080/03004430.2014.916074 

Janonius, J., & Wahlstršm, N. (2017). Guidelines for the validation of the Child 

Dissociative Checklist in Sweden. 



	
	
	

	 108	
	

James, B. (1994). Handbook for treatment of attachment-trauma problems in children. 

Simon and Schuster. 

Keyes, E. F., & Kane, C. F. (2004). Belonging and adapting: Mental health of Bosnian  

refugees living in the United States. Issues In Mental Health Nursing, 25, 809- 

831. 

Khawaja, N. G., White, K. M., Schweitzer, R., & Greenslade, J. (2008). Difficulties and 

coping strategies of Sudanese refugees: A qualitative approach. Transcultural 

Psychiatry, 45, 489-512.		

Kianpoor, M., & Bakhshani, N. (2012). Trauma, dissociation,and high-risk behaviors. 

International Journal High Risk Behaviors & Addiction, 1(1), 7-11. 

doi:10.5812/ijhrba.4624 

Kohl, Krista L. (2010). Trauma, dissociation, and traumatic stress at a trauma center 

serving low-income children and adolescents. Ph.D. diss., Loyola University 

Chicago, 

http://proxygw.wrlc.org/login?url=http://search.proquest.com/docview/82396939

4?accountid=11243  

Landreth, G.L. (2001).  Facilitative dimensions of play in the play therapy process.  In 

G.L. Landreth (Ed.), Innovations in Play Therapy:  Issues, Process, and Special 

Populations (pp. 3-22).  Philadelphia:  Brunner-Routledge. 

Levin, R., Sirof, B., Simeon, D., & Guralnick, O. (2004). Role of fantasy proneness, 

imaginative involvement, and psychological absorption in depersonalization 



	
	
	

	 109	
	

disorder. The Journal of Nervous and Mental Disease, 192(1), 69-71. 

doi:10.1097/01.nmd.0000106003.46153.54 

Lin, Y., & Bratton, S. C. (2015). A Meta-Analytic Review of Child-Centered Play 

 Therapy Approaches. Journal Of Counseling & Development, 93(1), 45-58.  

Liotti, Giovanni. (2004). Trauma, dissociation, and disorganized attachment: Three 

strands of a single braid. Psychotherapy: Theory, Research, Practice, Training 

41, no. 4: 472-486. PsycARTICLES, EBSCOhost (accessed June 16, 2016). 

Litz, B. T. (1992). Emotional numbing in combat-related post-traumatic stress disorder: 

A critical review and reformulation. Clinical Psychology Review, 12(4), 417-432. 

Lowenfeld, M. (2004). Understanding children's sandplay: Lowenfeld's world technique. 

Sussex Academic Press. 

Lustig, S. L., & Tennakoon, L. (2008). Testimonials, narratives, stories, and drawings: 

Child refugees as witnesses. Child and Adolescent Psychiatric Clinics of North 

America, 17(3), 569-584. doi:10.1016/j.chc.2008.02.001 

Lynn, S. J., Lilienfeld, S. O., Merckelbach, H., Giesbrecht, T., McNally, R. J., Loftus, E. 

F., & ... Malaktaris, A. (2014). The trauma model of dissociation: Inconvenient 

truths and stubborn fictions. Comment on Dalenberg et al. (2012). Psychological 

Bulletin, 140(3), 896-910. doi:10.1037/a0035570 

Lyons, J. S., & Anderson, R. L. (2001). The Child and Adolescent Needs and Strengths. 

Child & Adolescent, 1, 25. 



	
	
	

	 110	
	

Marotta-Walters, S. A. (2015). Spiritual meaning making following clergy-perpetrated 

sexual abuse. Traumatology, 21(2), 64-70. doi:10.1037/trm0000022 

McFarlane, C. A., Kaplan, I., & Lawrence, J. A. (2011;2010;). Psychosocial indicators of 

wellbeing for resettled refugee children and youth: Conceptual and developmental 

directions. Child Indicators Research, 4(4), 647-677. doi:10.1007/s12187-010-

9100-4 

Macfie, J., Cicchetti, D., & Toth, S. L. (2001). Dissociation in maltreated versus 

nonmaltreated preschool-aged children. Child Abuse and Neglect, 25(9), 1253-

1267. doi:10.1016/S0145-2134(01)00266-6 

MacMillan, K. K., Ohan, J., Cherian, S., & Mutch, R. C. (2015). Refugee childrenÕs play: 

Before and after migration to Australia. Journal Of Paediatrics And Child 

Health, 51(8), 771-777. doi:10.1111/jpc.12849 

McGoldrick, M., Giordano, J., & Garcia-Preto, N. (2005). Ethnicity and family therapy., 

3rd ed. New York, NY, US: Guilford Press. 

Milani, L, (2017, May). Youth, trauma, & radicalization: Futures without violence. 

Blueprint. 

Miller, K.E., Worthington, G.J., Muzurovic, J., Tipping, S., & Goldman, A. (2002). 

Bosnian refugees and the stressors of exile: A narrative study. American Journal 

of Orthopsychiatry, 72(3), 341-354. 

Milne, L., & Collin-VŽzina, D. (2015). Assessment of children and youth in child  



	
	
	

	 111	
	

 protective services out-of-home care: An overview of trauma measures.  

 Psychology of Violence, 5(2), 122. 

Mollica, R. F., Poole, C., Son, L., Murray, C. C., & Tor, S. (1997). Effects of war trauma 

on Cambodian refugee adolescents' functional health and mental health 

status. Journal of the American Academy of Child & Adolescent 

Psychiatry, 36(8), 1098-1106. 

Montgomery, E. (2008). Long-term effects of organized violence on young Middle 

Eastern refugees' mental health. Social science & medicine, 67(10), 1596-1603. 

Myers, C. E., Bratton, S. C., Hagen, C., & Findling, J. H. (2011). Development of the 

Trauma  Play Scale: Comparison of children manifesting a history of 

interpersonal trauma with a  normative sample. International Journal Of Play 

Therapy, 20(2), 66-78. doi:10.1037/a0022667 

Olff, M, Langeland, W., Draijer, N., & Gersons, B. (2007). Gender differences in 

posttraumatic stress disorder. Psychological Bulletin. 133. 183-204. 

10.1037/0033-2909.133.2.183. 

Overstreet, Berenz, Kendler, Dick, Amstadter, (2017). Predictors and mental health 

outcomes of potentially traumatic event exposure, Psychiatry Research,  

(247)296-304, http://dx.doi.org/10.1016/j.psychres.2016.10.047. 

Pahl, K. k. (2007). Timescales and ethnography: understanding a child's meaning-making 

across three sites, a home, a classroom and a family literacy class. Ethnography & 

Education, 2(2), 175-190. doi:10.1080/17457820701350558 



	
	
	

	 112	
	

Palic, S., Carlsson, J., Armour, C., & Elklit, A. (2015). Assessment of dissociation in 

bosnian treatment-seeking refugees in denmark. Nordic Journal of Psychiatry, 

69(4), 307-314. doi:10.3109/08039488.2014.977344 

Papadopoulos, R.K. (2001), Refugee families: Issues of systemic supervision. Journal of 

Family Therapy 23: 405-422 

Perry, B. D., Pollard, R. A., Blakley, T. L., Baker, W. L., & Vigilante, D. (1995). 

Childhood trauma, the neurobiology of adaptation, and "use-dependent" 

development of the brain: how "states" become "traits". Infant Mental Health 

Journal, 16(4), 271-291. 

Perry, B. D. (2002). Childhood experience and the expression of genetic potential: What 

childhood neglect tells us about nature and nurture. Brain and mind, 3(1), 79-100. 

Powers, S. M. (1991). Fantasy proneness, amnesia, and the UFO abduction phenomenon. 

            Dissociation, 4, 46Ð54. 

PTSD: National Center for PTSD. (2007, January 01). Retrieved December 10, 2017, 

from https://www.ptsd.va.gov/public/problems/anger-and-trauma.asp 

Putnam, F. W. (1996). Child Development and Dissociation. Child And Adolescent 

Psychiatric Clinics Of North America, 5(2), 285-301. 

Putnam, F. W. (1997). Dissociation in children and adolescents: A developmental 

perspective. New York: Guilford Press. 



	
	
	

	 113	
	

Putnam, F. W., Helmers, K., & Trickett, P. K. (1993). Development, reliability, and 

validity of a child dissociation scale. Child Abuse & Neglect, 17(6), 731-741. 

doi:10.1016/S0145-2134(08)80004-X 

Putnam, F. W., Hornstein, N., & Peterson, G. (1996). Clinical Phenomenology of Child 

and Adolescent Dissociative Disorders: Gender and Age Effects. Child and 

Adolescent Psychiatric Clinics of North America. 

Refugee Health Technical Assistance Center, (2016). Youth and mental health, Retrieved 

from http://refugeehealthta.org/physical-mental-health/mental-health/youth-and-

mental-health/ 

Ross, C. A., Keyes, B. B., Yan, H., Wang, Z., Zou, Z., Xu, Y., . . . Xiao, Z. (2008). A 

cross-cultural test of the trauma model of dissociation. Journal of Trauma and 

Dissociation, 9(1), 35-49. doi:10.1080/15299730802073635 

Rousseau, C. (1993). The place of the unexpressed: Ethics and methodology for research 

with refugee children. Canada's Mental Health, 41(4), 12-16. 

Rovee-Collier, C. (1997). Dissociations in infant memory: Rethinking the development 

of implicit and explicit memory. Psychological Review, 104(3), 467-498. 

http://dx.doi.org/10.1037/0033-295X.104.3.467 

Rugh, A. (1997). Within the circle: Parents and children in an Arab village. New York,  

  Columbia University Press.  



	
	
	

	 114	
	

Saeed, A., & Yasin, S. A. (2017). Resilience and meaning of life among Pakistani slum 

dwellers. Journal Of The Indian Academy Of Applied Psychology, 43(1), 85-97. 

Sansone, R. A., Muennich, E., Barnes, J., & Wiederman, M. W. (2009). Childhood 

trauma and sexual behavior in adulthood among internal medicine 

outpatients. International journal of psychiatry in clinical practice, 13(4), 341-

344. 

Schmid, A. (2103, March). Radicalisation, De-Radicalisation, Counter-Radicalisation: A 

Conceptual Discussion and Literature Review. Retrieved from 

https://s3.amazonaws.com/academia.edu.documents/31064974/ICCT-Schmid-

Radicalisation-De-Radicalisation-Counter-Radicalisation-March-

2013.pdf?AWSAccessKeyId=AKIAIWOWYYGZ2Y53UL3A&Expires=151543

0521&Signature=fTEGdaZy6ubp%2FQAUIXm2abpV24g%3D&response-

content-

disposition=inline%3B%20filename%3DAlex_P._Schmid._Radicalisation_De-

Radica.pdf 

Schimmenti, A., & Caretti, V. (2016). Linking the overwhelming with the unbearable: 

Developmental trauma, dissociation, and the disconnected self. Psychoanalytic 

Psychology, 33(1), 106-128. doi:10.1037/a0038019 

Shukoor, J. (2015). Trauma and Children: A Refugee Perspective. Children 

Australia, 40(03),  188-194. 

Silberg, J. L. (Ed.). (1998). The dissociative child: Diagnosis, treatment, and 

management. Sidran Press. 



	
	
	

	 115	
	

Singer, D. G., Golinkoff, R. M., & Hirsh-Pasek, K. (2006). Play = learning: How play 

            motivates and enhances childrenÕs cognitive and social-emotional growth. New 

York:  Oxford University Press. 

Snowden, L. R., & Yamada, A. (2005). Cultural differences in access to care. Annual 

Review of Clinical Psychology, 1(1), 143-166. 

doi:10.1146/annurev.clinpsy.1.102803.143846 

Sperry, L. (2016). Trauma, Neurobiology, and Personality Dynamics: A Primer. Journal 

Of Individual Psychology, 72(3), 161-167. 

Spitzer, C., Klauer, T., Grabe, H., Lucht, M., & al, e. (2003). Gender differences in 

dissociation a dimensional approach. Psychopathology, 36(2), 65-70.  

Sugar, M. (1992). Toddlers' traumatic memories. Infant Mental Health Journal. 

Lyons, J., Griffin, E., Fazio, M., & Lyons, M. (1999). Child and adolescent needs and 

strengths: An information integration tool for children and adolescents with 

mental health challenges (CANS-MH), Manual. Buddin Praed Foundation 

Tarren-Sweeney, M. (2013). The Brief Assessment Checklists (BAC-C, BAC-A): Mental 

health screening measures for school-aged children and adolescents in foster, 

kinship, residential and adoptive care. Children and Youth Services Review, 

35(5), 771-779. 



	
	
	

	 116	
	

Tedeschi, R. G., & Calhoun, L. G. (1996). The Posttraumatic Growth Inventory: 

Measuring the positive legacy of trauma. Journal of traumatic stress, 9(3), 455-

471. 

Terr, L. C. (1981). Forbidden games: Post-traumatic childÕs play. Journal of the 

American Academy of Child Psychiatry, (20), pp. 741-760.  

Terr, L. C. (1983). Play therapy and psychic trauma: A preliminary report. In C. Schaefer 

& K. OÕConnor (Eds.), Handbook of Play Therapy. (pp. 308-319). New York: 

John Wiley & Sons.  

Terr, L. C. (1990). Too scared to cry: Psychic trauma in childhood. New York: Harper 

and Row. 

Terr, L. C. (1991). Childhood trauma: An outline and overview. American Journal of 

Psychiatry, 148(1), 10-20.  

Terr, L. C. (1994). Unchained memories: True stories of traumatic memories, lost and 

found. New York: Basic Books. 

The road to extremism: Field and experimental evidence that significance loss-induced 

need for closure fosters radicalization. (2017). Journal of Personality and Social 

Psychology, No Pagination Specified. doi:10.1037/pspi0000111 

Tousignant, M., Habimana, E., Biron, C., Malo, C., Sidoli-lebianc, E., & Bendris, N. 

(1999). The Quebec adolescent refugee project: Psychopathology and family 

variables in a sample from 35 nations. Journal of the American Academy of Child 

& Adolescent Psychiatry, 38(11), 1426-1432. 



	
	
	

	 117	
	

United Nations High Commissioner for Refugees, (2016). Figures at a glance. Retrieved 

from http://www.unhcr.org/en-us/figures-at-a-glance.html. 

van der Kolk, Bessel A. (2003). The neurobiology of childhood trauma and abuse. Child 

and Adolescent Psychiatric Clinics of North America, 12(2), 293-317. 

doi:10.1016/S1056-4993(03)00003-8 

Van Ijzendoorn, M. H., Schuengel, C., & BakermansÐKranenburg, M. J. (1999). 

Disorganized attachment in early childhood: Meta-analysis of precursors, 

concomitants, and sequelae. Development and psychopathology, 11(2), 225-250. 

Waller, N., Putnam, F. W., & Carlson, E. B. (1996). Types of dissociation and 

dissociative types: A taxometric analysis of dissociative experiences. 

Psychological Methods, 1(3), 300-321. doi:10.1037/1082-989X.1.3.300 

Weinberger, P, (2016) Implications of Research on Traumatic Stress for Countering 

Violent Extremism, (College Park, MD: National Consortium for the Study of 

Terrorism and Responses to Terrorism, University of Maryland). 

Wherry, J. N., Wherry, J. N., Jolly, J. B., Jolly, J. B., Feldman, J., Feldman, J., . . . 

Manjanatha, S. (1994). The child dissociative checklist: Preliminary findings of a 

screening measure. Journal of Child Sexual Abuse, 3(3), 51-66. 

Wherry, J. N., Neil, D. A., & Taylor, T. N. (2009). Pathological dissociation as measured 

by the child dissociative checklist. Journal Of Child Sexual Abuse: Research, 

Treatment, & Program Innovations For Victims, Survivors, & Offenders, 18(1), 

93-102. doi:10.1080/10538710802584643 



	
	
	

	 118	
	

Yablon, Y.B. (2015) Positive school climate as a resilience factor in armed conflict 

zones. Psychology of Violence, 5(4), 393-401 

Yehuda, R., Halligan, S. L., & Grossman, R. (2001). Childhood trauma and risk for 

PTSD: Relationship to intergenerational effects of trauma, parental PTSD, and 

cortisol excretion. Development and Psychopathology, 13(3), 733-753. 

doi:10.1017/S0954579401003170 

Young, W. C. (1988). Observations on fantasy in the formation of multiple personality 

             disorder. Dissociation, 1, 13Ð20. 

Yule, W., & Udwin, O. (1991). Screening child survivors for post-traumatic stress 

disorders: Experiences from the ÔJupiterÕsinking. British Journal of 

Clinical Psychology, 30(2), 131-138. 

Yule, W. (2001). Post-traumatic stress disorder in children and 

adolescents. International Review of Psychiatry, 13(3), 194-200. 

Zelazo, P. R., & Barr, R. G. (1989). Challenges to developmental paradigms:   

 Implications for theory, assessment, and treatment. Hillsdale, N.J: L. Erlbaum  

 Associates. 

Zoro%lu, S. S., Tuzun, U., Ozturk, M., & Sar, V. (2002). Reliability and validity of the  

 Turkish version of the Child Dissociative Checklist. Journal Of Trauma &  

 Dissociation, 3(1), 37-49. doi:10.1300/J229v03n01_04  



	
	
	

	 119	
	

 

APPENDIX A  

Child Dissociative Checklist (CDC), Version 3 
Frank W. Putnam, MD 
 
Date: 
 
Age: 
 
Sex:  M   F     
 
Identification # :  
 
Country of origin: 
 
How long since leaving that country: 
 
Child experienced the death of a family member due to war or displacement? Y    N 
 
Child witnessed violence?   Y    N   
 
 
Below is a list of behaviors that describe children. For each item that describes the 
child 
NOW or WITHIN THE PAST 3 MONTHS, please circle 2 if the item is VERY TRUE of the 
child. Circle 1 if the item is SOMEWHAT or SOMETIMES TRUE of the child. If the item is 
NOT TRUE 
of the child, circle 0. 
 
0   1   2    1. Child does not remember or denies traumatic or painful experiences that 
                    are known to have occurred. 
 
0   1   2    2. Child goes into a daze or trance-like state at times or often appears 
                   "spaced-out." Child may appear to "daydream" frequently 
                    in school. 
 
0   1   2    3. Child shows rapid changes in personality. He or she may go from being 
                    shy to being outgoing, from feminine to masculine, from timid to 
                    aggressive. 
 
0   1   2    4. Child is unusually forgetful or confused about things that he or she 
should 
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                    know, e.g. may forget the names of friends, teachers or other important 
                    people, loses possessions or gets easily lost. 
 
0   1   2    5. Child has a very poor sense of time. He or she loses track of time, may 
                    think that it is morning when it is actually afternoon, gets confused about 

        what day it is, or becomes confused about when something has happened. 
 
0   1   2    6. Child shows marked day-to-day or even hour-to-hour variations in his or 
                   her skills, knowledge, food preferences, athletic abilities, e.g. changes in 
                   handwriting, memory for previously learned information such as 
                  multiplication tables, spelling, use of tools or artistic ability. 
 
0   1   2   7. Child shows rapid regressions in age-level behavior, e.g. a twelve-year- 
                   old starts to use baby-talk sucks thumb or draws like a four-year old. 
 
0   1   2    8. Child has a difficult time learning from experience, e.g. explanations, 
                    normal discipline or punishment do not change his or her behavior. 
 
0   1   2    9. Child continues to lie or deny misbehavior even when the evidence is 
                    obvious. 
0   1   2   10. Child refers to himself or herself in the third person (eg. as she or her) 
                     when talking about self, or at times insists on being called by a different 
name.  
                     He or she may also claim that things that he or she did actually happened 
to 
                     another person. 
 
0   1   2   11. Child has rapidly changing physical complaints such as headache or 
upset 
                     stomach. For example, he or she may complain of a headache one 
minute 
                     and seem to forget about it the next. 
 
0   1   2   13. Child suffers from unexplained injuries or may even deliberately injure 
                     self at times. 
 
0   1   2   14. Child reports hearing voices that talk to him or her. The voices may be 
                     friendly or angry and may come form "imaginary companions" or sound 
                     like the voices of parents, friends or teachers. 
 
0   1   2   15. Child has a vivid imaginary companion or companions. Child may insist 
                     that the imaginary companion(s) is responsible for things that he or she 
                     has done. 
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0   1   2   16. Child has intense outbursts of anger, often without apparent cause and 
                    may display unusual physical strength during these episodes. 
 
0   1   2   17. Child has unusual nighttime experiences, e.g. may report seeing "ghosts" 
                     or that things happen at night that he or she can't account for (e.g. broken 
                     toys, unexplained injuries). 
 
0   1   2   18. Child frequently talks to him or herself, may use a different voice or 
argue 
                     with self at times. 
 
0   1   2   19. Child has two or more distinct and separate personalities that take 
control 
                     over the child's behavior. 

 

 

Describe any unusual behaviors you have witnessed with this child over the past year.  
________________________________________________________________________
___ 

________________________________________________________________________
___ 

________________________________________________________________________
___ 

________________________________________________________________________
___ 

 

 


