Factors Inflencing Pathological Dissociative FeatuireSyrian Refugee Children

by Mary R. DeRaedt

B.S in Education, December 1995, Purdue University
M.S. in Mental HealtlCounseling, May 2005, Purdue University

A Dissertation submitted to

The Faculty of
The Graduate School of Education and Human Development
of The George Washington University
in partial fulfilment of the requirements
for the degree of Doctor éthilosophy

May 20, 2018

Dissertation directed by

SylviaA. MarottaWalters
Professor of Counseling



The Graduate School of Education and Human Development of The George Washington
University certifies that Mary R. DeRaedt has passed the Exahination for the
degree of Doctor of Philosophy as of March 1, 2018. This is the final and approved form

of the dissertation.

Factors Influacing Pathological Dissociative FeatunesSyrian Refugee Children

Mary R. DeRaedt

Dissertation Researcbommittee:
Sylvia A. MarottaWalters, Professor of Counseling, Dissertation Director

SharonA. Dannels Associate Professor of Educational LeadersGipmmittee
Member

Jorge Garcia, Professor of Counseling, Committee Member



Dedication

The author wisheto dedicate this dissertation to the selfless andimakehg individuals
who spend every ddyelping provide care and connection to refugee children in

Lebanon.

| had the honor of working with some of these individuals while | was in Lebanon
completing this research. Every day, these wonderful people pour out compassion and
acceptance on a group of refugees who receive very little of these powerful human needs

from any other source.



Acknowledgments

Thirteen years ago, wherfinished my masterOs degree in counseling, | spent a
few weeks considering the logical next step: doctoritg head told me to start applying
immediately, but my heart reptedly reminded me about the dissertatiotid not
believe that | could complete a dissertation, so | waited and woBadover the
subsequent years, the amazing people in my life who consistently reinforced that my head
was right slowly convinced ynheart. | would like to take this opportunity to thank all of
those individuals without whom | would not be finishing my Ph.D.

Throughout this process, one person who has consistently been a firm believer in
my ability to complete this worlsiDr. Sylvia A. MarottaWalters.Her belief in me
began when she accepted me, a slightly oldertraalitional student, into George
WashingtonOs progranT.hroughout this process, she has always responded to my self
doubt with a dismissal that was mondorting than any reassurance could have
been. She never doubted me for even a sectiten | questioned my topic, she
encouraged me to follow my heart to a topic that would inspire me, even if it took a little
longer. When | decided to do my researahai foreign country, she pushed me to think it
through, and then supported me completely. When IRB barely passed me in time to leave
for Beirut, she calmly told me, ODonOt worry, this happens all theltiwié.be fine.O |
can honestly say that withotlte velvetcovered brick that is Dr. Marot/alters, |
would never have accomplished this research or finished this program with my sanity
intact. You have worn so many hats in my life over the last six years and thank you is

not enough.



Through out my academic career, others have provided me with support and
encouragement and deserve acknowledgeni2ntJean Peterson has been a mentor and
role model for me ever since | started in the counseling program at Purdue University
over 15 years ag She was my first teacher in the area of counseling and she spoke the
words that have shaped my life and career since then: OEmbrace the ambiguity.O Thank
you, Jean.To my dissertation committee, | offer my deepest thaiiks.Dannels, who
pushed me tanake my document match my passion and Dr. Garcia, who made me dig in
to prove even behaviorists can be open to idea of dissociation, both gave me what |
needed to sit in my defense and confidently defend my wbokDr. LaFauctSchutt and
Dr. France, thak you for your willingness to give time and effort for my defersam
grateful.

| owe an unending debt of gratitude to my sistéfathleen DeRaedt and Sarah
DeRaediBanks, are the core of my life and the basis for most of who | am tddhesy.
unending love and acceptance they have both offered me for as long as | have been alive
is more valuable to me than can ever be expre$$&y. have been more than just sisters
to me, they have been mentors, friends, counselors, and pushers (leeftienl to slap
out of it!). When | doubted myself, Kate unfailingly confronted my-gaty. When
someone hurt me, she would stand up for me and defend me, no questions asked. When |
was wrong, she pushed me to acknowledgégtit IOm not wrong abouérzeption =
reality!) Kate, you are the most powerful and loving woman | have ever met, and | aspire
to be like you.When | called crying at 2am, Sarah always cried with me and then
reminded me it will get bettedWhen | thought this process would neterover, she

unfailingly reminded me that | would succeatfhen | made mistakes, she reassured me



that it didnOt change how valuable | am. Sarah, you are the strongest, most supportive and
accepting woman | knoand | learn from you everyday. And to DanlBanks, SarahOs
husband and my newest brother, your generous willingness to review statistics with me,
encourage me, and empathize with the struggle of this process have reinforced what a
good man you are and how grateful | am that my sister marriedEyety time there was
something to celebratall three of them werthere, rejoicing together with mand

raising a glassThank you and | love yomore than words.

My friends have been the tireless presence in my life. Without them and their
loving acceptance, this process would have felt insurmountiideyann Lombardi has
patiently listened to me cry, laugh, quit, try again, doubt, and then confidently assert, Olt
will be done!O for the last six yeaShe consistently had faith that | wouldigin this
and always encouraged me to follow my heart to find that which sparked my passion. She
valued my heafted approach to life and reminded me | mattene is irreplaceable in
my life, she matters to me, and | am grateful for her every day.

The oneperson who singkdandedly dragged me kicking and screaming into the
world of quantitative research is Dr. Robert Zeglte spent hours rexplaining my
stats classes, listened to me scream defensively, and never once showed me any doubt
that | could larn regression or hierarchical linear modelikte has been one of my
closest friends throughout this doctoral program and bey@relcelebrated countless
successes together, yelled in frustration together, and mourned strugglesrtddeth
reminded mehatheads and hearts could be amazing friends.

| am grateful to all of the friends | have made throughout this doctoral program,

but two stand out as my true doctoral committee. Hours spent encouragirajhesach

Vi



listening to each otherOruggles, and giving each other advice on everything from
dating to research methodology were a lifeline for me through this process. Thank you,
Robin Cleveland and Ronica Marable.

Finally and most importantly, to my Parents: can you believddhghter who
broke her neck and tons of rules would ever become a doctor?! These two people have
been the solid, loving foundation on which | have built my IM¢ho | am and
everything | have accomplished | owe to thefimey are exaples of selfless seice,
caling correction, unfailing support, and abiding lovejuote them both throughout the
counseling classes | teach and even in counseling sessions. OlOve always got to be
thinking.O Their commitment to God, their family and their community is\spjiration
to do the work | have done with people who have experienced trauma. | could not
possiblyhoardall the love and support | have been given by them when their example is
clear: Use what you have been given to care for those who need care ahdseveho
need love. James and Mary Jo DeRaedt, everything in the document that follows is for

and because of you.

vii



Abstract of Dissertation

Factors Influencing Phblogical Dissociative Features Syrian Refugee Children

Trauma and dissociation havesberesearched 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 accesd.he 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 agange from 6 years old to 14.cssroom teachers completed
the Child Dissociatie Checklist for up to ten of their students. The CDC was found to be
reliable for this populationo( = .903). Frequency statistics showed at least 40% of the
sample scoring above the modified pathology score of 11 and the most often endorsed
items focusd 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 rgponse. The study found that gender was an insignificant predictor of
dissociation [t (1,44) = .184, p > .0p but together, age and times since displacement
were significantly correlated to higher reports of dissociation. After controllinagier
time since displacement did not havsignificant effect on dissociative resporfBé =

178, p > .05yefugee children living in caps in Lebanon
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Chapter One
Introduction

This study explored one of the core disruptors of functioning for refugee children
who have experiencambtentially traumatic eventpathologicaldissociative features
(Guli", Male'evi", Carde—a, Bengtsson, & S¢ ndergaard, 204acfie, Cicchetti, & Toth,
2002, Schimmenti, & Carett2016 Shukoor2015). When a child is confronted with an
experience he or she cannot initially cope with, one of &t matural coping
mechanisms to utilize is dissociati@arlson, Tahiroglu, & Taylor, 200®utnam, 1996
according to the developmental continuum model of dissocialtus 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; DOAndrea, Ford, Stolbach, Spinaz&alan der Kolk, 2012;
Putnam, 1997; Kohl, 2010)Vhen the issue they face exceeds the ability of their growing
minds to comprehend, there is an increased probathiitghildren will over use the
coping mechanism of dissociation, especialhen theyare not offered new and more
effective coping skills. Pathological dissociation can be the redtiibughsome
theoretical approaches have debated the growing evidence for dissociation as a spectrum
of normal to pathological, by the 1990s, even the behatscacknowledged that
dissociation occurs in adults and children (Hilgard, 1992). Developmental approaches
have accepted the dissociative spectrum (Putnam, 1997).

Once a child begins to ewse dissociation in his or heaily life, stressful

situationswill result infunctioning in all aeas of life being disruptett.has been shown



to reduce school performance, increastng out and naompliant behavior, reduce
ability to connect relationally, and conversely, result in dangerous increases in
compliance (DOAndrea et a012;Earls,Snith, Reich, & Jung, 988 Kianpoor, &
Bakhshani2012 Schimmenti, & Caretti2016). These outcomes mirror the instinctual
responses of the brain to dand@ight, flight, freeze, and submit. In refugee children who
areliving in unstable conditions and have been exposed to extreme violence and war,
levels ofpathologicaldissociation 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 disociation in refugee children, a whole generation of children is at risk of
growing into traumatized adults.

The purpose of this research stwdgsto provide a clearer understanding of the
role of dissociation in children who have been exposed to jatgntaumatic events
(PTE). Pathological dissociation is an overused coping mechanism that has been defined
as disruption in the usually integrated aspetconsciousness, memory, identity, or
perception of th environment (American Psychiatric Assticia, 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 spedull individuals thatangefrom
healthy to pathologicgPutnam, 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 diasoai (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, 2@&l#hough

dissociation has been explored in children who have a hist@gxaal or physical abuse
(DOANdrea et aR012 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 resettlemi@mew countries, where they will be asked to
integrate into an already strained system that has limited understanding of their
experiences and coping mechaniststinstal] Sethna, & Taylor2004). Providing

children with the best possible chanceuoceed 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 hdwldren 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, Xia@008, thechronological phases of refugee
experience (Fazal & Stein, 2002) and attachment theory of develofdowtif 2004
Schimmenti, & Caretti201§ and assessed the pathological nature of dissociation in
Syrian refugee children who have been given an appity to attend school.

Chapter | 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 explanatiokegfterms used throughout the

research.



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
potentiallytraumatic 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
understandig of pathological dissociative features and te#fects 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 flad tountry 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 playygg host
to a large number of Iragi refugees. At least 50%0$e 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 ewsvrkrthe potential to be
exploited or trafficked by mercenaries, and/or stereotyped and rejected by other countries
as criminals, invadeysr freeloaders (Amnesty International, 2016). Regardless, these

families, individuals, and children will eventualte relocated and incorporated into new



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 treling alone or with family, are exposed to multiple
potentially traumatic eventiustig, & Tennakoon2008 throughout their journey. This
minefield of disruptive and traumatizing experiences can continue once they reach the
relative stability of a campraefugee housing in the city (McFarlane, Kaplan, &
Lawrence, 2011Papadopoulos, 20D1Specifically, 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. Theayerowding 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 &nd community wide violen@abbar, & Zaza2014). Research has
demonstrated that in refugee populations worldwide, there is increased incidence of post
traumatic stress disordd?TSD) anxiety, depression, and panic attacks (Refugee Health
Technical Assistance Cent®&HTAC,2016) For children, this incidence is even higher
with rates of PTSD and depression as high a8@6 (RHTAC, 2016). Further study has
revealed that in adult refugee populations dissociation plays a key role in both recovery
and pathology after resettlemehRinklestein,Laufer, & Solomon2012 Palic, Carlsson,
Armour, & EIklit, 2019 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 lookediatrefugee populations as a symptom of PTSD, but

when approaching trauma responses in refugee children, there is developmental evidence



for exploring the nature of this coping mechanism independent of a diagnosis of PTSD
(Liotti, 2004, McFarlane, Kaplan, &awrence, 2011Papadopoulos, 200Echimmenti

& 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 detion centers tends to depersonalize the individual by the
assignment of numbers, the lack of personalized space, and group mentality which occurs
under these conditiorgslarrellBond, 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 viewsd 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
(Hashouwlandary, Assayagitzan, Yuval, Aderka, ltz, & Bernstein2016 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 witmmlg and individual
perception of danger and threat (Carlson, Tahiroglu, & Tag@08 Overstreet, Berenz,
Kendler, Dick,& Amstadter2017).Pathological dissociation can be one of the outcomes
of this filter. Pierre Janet was one of the first clams in the late 1®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 t@# that occurs on a continuum from



normal to pathological (Putman, 199'Bven as early as 1988ognitive researchers
were exploring the extent to which dissociation plays a role in noreadthy
development (Zelazo & Barr, 1989Despite the ongoindebate about the role of
healthy dissociation in childhood, the negative outcomes for pathological dissociation are
generally accepted.nicases of naefugee children who have experienced complex
trauma from physical or sexual abuse, some of individwal factors have been studied
as potential determinants of pathologically dissociative outcomes include gender, age,
and time since traumalhereaghere has éen some indication that in mefugee
populations these individual level factors play a mlthe development of pathological
dissociation (Macfie, Cicchetti, & TotR001, Putnam, Helmers, & Trickett993
Spitzer, Klauer, Grabe, Lucht, & al, e. 2003) their role in refugee p?)pulations is
unknown.

Whereas dissociation has been researchesfenence to sexual andphysical
abuse in children (Bockers, Roepke, Michael, Renneberg, & Knaelveﬂsdeohl,
2010 Schimmenti, & Caretti2016, 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 ghildren as being related to fantasy play, day dreaming and
intense focus on taskSiGger, Golinkoff,& Hirsh-Pasek2006. These behaviors that
come naturally to children become over used and potentially pathological aslthese
them to cope with trana that exceeds their ability to comprehend or confronts their

ability to feel safe. Given the debilitatimgture of long term dissociation in adults,



specifically adults who have survived displacement and refugee status, it is important to

fully undersaind 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-Wka environments, the few studies (Harrell
Bond & Voutira,2007) that have addressed refugee children have found that there are
specific challenges to assessment with this populdfionthe most part in théérature,
children who have refugee status are assessed for a checklist of trauma events and
symptoms of PTSDBronstein, & Montgomery20117). Although this basic information
is helpful for public health reports, there is limited use for them in cliagstssment
(Bjorn, Boden, Sydsjo, &ustafsson, 201 1lt 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 effectivéButnam,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 &, 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 anergptirt measures in teen and young adult
refugeegBjsrn, et al,2011 Hall, Puffer,Murray, Ismael, Bass, Sim, & BoltoA014)

seem to indicate that there is a more complicated structure that is interfering in the



outcomes. It has been presented that for reftayadies, 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 ofrthé pare
child relationship is made even more opaque by the competing trauma experiences of the
parentsand children and the cultural expectations (Gil, & Dre\2845 HarrelFBond &

Voutira, 2007 for many refugee families. Specifically, for families in #ght Phase of

the refugee journey (Fazdé,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 poxins 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 experiemaacht on a
significant level and are now being asked to adapt to new cultures and environments
(Fazel, Reed, Pant@rick, & Stein,2012 that are unfamiliar and challengingvhereas
all of the refugees fleeing war and violence do not meet the critef®lfD, a large
portion of them may still be dealing with symptoms and trauma responses that reduce

their functional adaptability (Apitzsch996. This is even truer for children who, in large

9



numbers, are traveling alone or with caregivers who are ut@plevide 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 Westdtareland understandir(@\ -

Krenawi, Graham, ABedah, Kadri, & SehwaiR009. 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 fedas providing care once a child
reacheshe relative safety of the third pha®ronstein, & Montgomery2011 Fazel,

Reed, PanteBrick, & 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 phse Il will potentially minimize the internalization of poor or maladaptive
coping mechanisms. Phase Il 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 notMultiple defense mechanisms dagemployed by the individual

to adapt and cope withe trauma they are experiencing. Dissociative features are one of
these, and to cope through dissociatingne of the most innate responsesl least

complex, neurologicallyPerry, 2002}t is impoitant to understand how children use this

mechanism in coping with extreme traurmAa.dissociation generalig viewedasa

10



natural and healthy way in which all children process experiences and make sense of
events, it is necessary that those providing sttpmderstand and recognize dissociation

in both its healthy and maladaptive forms. Currently hiln@anitariarapproach to the

flight phase is to focus almost solely on physical supporinesty International, 2016

Fazel, & Stein2002 but providing scial 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 muitiglessthat look at outcomes,
such as depression, anxiety, PTSD, and panic disorder (Bronstein, & Montgafiery,
Overstreet, Berenz, Kendler, Dick, Amstad®)17), 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 Europesdoytt 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 Il, they are exjposedlts 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. Unddmstphow 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 thattcibbute to a pathological outcome could be the
key to helping children have healthy trauma outconvgkereaghe limited studies that
have been completed looking into factors that contribute to pathological dissociation have
looked at basic demographidormation 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, & Tayl@2008 DOAndrea, ey aRp12 Kohl, 201Q
MacMillan, Ohan, Cherian, & Mtch,2015 Putnam, Helmers, & Tricket,993 Spitzer,

Klauer, Grabe, Lucht, & al, 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 diffence 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 oftiacfie, Cicchetti, & Toth, @01, Overstreet,

Berenz, Kendler, @k, Amstadter, 201)7 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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prevalere of pathological dissociative featureghis 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 Questior#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 agel gender?

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

(Jabbar, & Zaza2014)

Delimitations
Delimitatiors narrow the range ofsaudy and limit the generalizability ofeh

results (Creswell, 1994). Thielimitations inthis 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 limitedthe scope of the study and its generalizability.
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Limitations

The limitations of this study include the specpmpulation of Syriamefugees
and the school population chosen. The cultural aspects of Syrian and Iraqi refugees result
in the potential lek of generalizability to the general population of refugees. The sample
chosen from the Nesovernmental Organization School will consist of children from
families who are more willing to send their children to the schootlzrgk who
potentially priortize 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 housiy, 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 spdaassix 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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Dissociationis defined as coping response that results in the lack of integration of
experieme, perception and information that occurs on a spectrum for all individuals from
normative to pathologicabDissociative featureare the components that make up the
disorder of dissociation.

Refugeas defined according to the parameters laid out by the United Nations High
Commission for Refugees (UNHCR) as a person who Ois forced to flee his or her country
because of persecution, war,violence.O (UNHCR. 20)L6

Potentially Traumatic Event (PTE9 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 significantréat to both/either the physical or psychological
wellbeing.

Pathological Dissociatiomccurs on a spectrum from mild to moderate and then severe.
It includes any expression of dissociation that interferes with daily functioning or
interrupts developmentarogression in children.

Refugee Traumis any experience @xtremely stressful events because of political or
religious oppression, war, migration, and resettlen¥émse can include but are not

limited to combat violence, witnessing murder or exerigj exposure to

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

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

This chapter presents the relevhierature and research after ihedepth
search done by this researcher. A synthesis of the pertinent facts about the
refugee experiencéhe theoreticalrameworls utilized tofully understand the
research being presentead lastlythe relatedstudies and understanding of
trauma, dissociatigrand children will be presented. As supporting material, this
chapter will also present the issues okastg refugee children in phase 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 growin
every year. The war in Syria has increased this significantly. In the country of
Lebanon, over 1.1 millioMAmnesty International, 201&NHCR, 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-Bawernmental Organizations. A
refugee is considered amydividual fleeing his or hecountry due to war, taral
disaster or persecutigdmnesty International, 2016, UNHCR, 2016yt of he
thousands of individualfleeing the Syrian conflict, 50% are childréiNHCR, 2016

who are brou@t into this status as a refugeetwitery 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, losand deatlon the trip toward a country that may or may not
allow them entrancéMicFarlane Kaplan, & Lawrence, 2011; 2018hukoor, 201h

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 limted food supply Amnesty International, 201&azel, & 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, & Montgor@a@fyl). During the

19900s with the Balkan conflicts and the ongoing political upheaval in many countries
on the African continent, refugee trauma symptoms were researched and well
documented (Bjsrn, BodZBydsj$, & GustafssorR011 Finklestein, & Solomon,

2009 Finklestein Laufer, & Solomon2012 Hall, Puffer, Murray, Ismael, Bass, Sim,

& Bolton, 2014 Heptinstal] Sethna, & Taylor2004 Palic, Carlsson, Armour, &

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

limited understanding ohe refugee experieador 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 forgneration 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 regulati@ghatent
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disruption, dissociation, cognitive distortion, and externalizing/internalizing behaviors
including oppositionabehaviornonsuicidal self injuryNSSI), and decreased age of first
sexual experience (Sansone, Muennich, Barnes, & Wiede20@9, Inother 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 arous@lerstreet et gl2017 Yehuda, Halligan, & Grossman,

2007). 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 Ostored in the bodyO. The ressytimgtomology of trauma responses

are the bodyOs 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 lotgrm health outcoes @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 manyrehilap to multiple re
traumatizations. An example of this is a child who is sexually abusgtt be at

increased risk for continued abuse.

Another way in which trauma symptomology becomes adverse health effects is
when the natural process of trauma xexy is interrupted by further trauma or lack of
opportunity to store the trauma in a meaningful {@ghimmenti, & Caretti2016)
Interruption of the trauma process can leave the individual stuck in a specific phase of

trauma and halt the progressiorhaling. 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 conditionxpadences
such as violence, conflict, traumatic death, sudden loss and depravation, all of which
gualify them as experiencing traurffamnesty International, 2016; Perry, 2002 his
exposure leaves them at risk for multiple mental health outcomes,imghaniiety,
depressionPTSD sleeping disturbances, social withdrawal, difficulties with attention,
peer interaction disturbances, and increases in irritability or hyperarousal (Almgvist &
BrandeltForsberg, 1997; Mollica, Poole, Son, Murray, & Tor, 1;9B@usignant 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 appropriatsassent 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 stadmiit safgt (UNHCR, 2016.

The effect of longerm 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 ar8lPT

Fazal and Stein (2002) proposed that the trauma that results from the experience
of displacement can come during any of three stagbese stages have been established
for over a decade and supported by multiple studibsdgra & Jones, 2001, Keyés
Kane, 20@4; KhawajaWhite, Schweitzer, & Greenslad2)08; Miller, Worthington,

Muzueovic et al., 2002)They are pnaigration, in transjtand post migrationThe first
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occurs vhile the child is still in his or hdrome country. The conditions trdxive 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 childOs sense of security. Chijolseadeto war and
conflict violence have been demonstrated to express this in their play by reenacting
beheadings, murders, and violence they have witnessed (Howard, 2la@vard (2007)
documented this idea after observing the outdoor play of childrernvwele being raised

in Irag 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 ard terougtplay which includes
reenactment of trauma experien(@gewes 2005 Green, & Myrick,2014 MacMillan,

Ohan, Cherian, & Mutcl2015 Terr,1981). The children in Baghdad reported playing
OAmericans and terroristsO, beheading, mkidegpping and assassination. These

same children are being reported by parents and care givers as experiencing nightmares,
bedwetting, withdrawal, muteness, panic attaaks violence towards other children and
their own parents (Howard, 2007). Thebddren, 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 clead to understand traumesponses in

children and the point at which thbecome pathological.

The second stage occurs when the families are fleeing the country of origin
transit, and potentially reaching temporary and unstable respite in another caintry
this stage, the children are potentially exposed to mublipéssors 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 cadgbbar and Zaza (2014) looked at the
trauma challenges facing children in refugee cam@®idan, one group of children from
a camp significantly close to the border, a second farther from the actual figimihg

third that was located in Amman, far removed from the potential for violence. This study
comparedhree groups currently in peatwo and found significantly more symptoms of
trauma forthe group closest to the border. More specifically, the camp closest to the
fighting hadsignificantly higher levels of anxiety and depression for both boys and girls
and older (1aL2 years) chilcen reporting higher levels of anxietyl € 2.06,SD= .52)

than younge(7-9 yearschildren M = 1.77,SD= .44) where p # .05. The assessments
usedwere all parent or setleport measuresndincludedthe Hopkins Symptom
Checklist(HSCL) B25 and theHarvard Trauma Questionnaire, looked at symptogwl
through a PTSD focused lerEhisstudyOs outconemonstrates that even when the
child refugee reaches the relative Osafetgamp in another country, he or shstik

experiencing significant ttama 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 arives at the country where he or sheagking asylumor post migration
This provides opportunity for incread 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
increasd stress andepression in his or hgarents, challenges of learning a new
language and making friends, and also being placed in ajga@&sital role due to the
need to translate and navigate a new culture on behalf of parents. Studies demonstrate

that the traumaessulting from stages one and two negatively affects their ability to make
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these adaptations in their new cour{ipitzsch, 1996McFarlane, Kaplan, & Lawrence,
2017). After all, how successfully can a child navigate this complicated OsafeO
environment wkn 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 haterong

issues with anxiety and depression (Apitzsch, 1996).

Children at each stage are subjectel@vels 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 refed 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, JABedah, Kadri, & Sehwail, 200@Ilmqvist, & Brandelt
Forsberg,1997. These bildren 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-&agtac self

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

Dissociation and Trauma

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

long-term neurological deficits created by tn@umasupports the importance of finding
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ways to assess for trauma pathology such as dissociation. Accurately determining
wheter 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 playwetrerla
dissociative behaviors (Terr, 1981, 1983, 1991) thathe expressions of traumas A
therapedut playis challenging to access for refugee children in stage assessing
specificdocumented dissociative behaviors is a way to address this ikikhown

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

defensive responses and symptg@arison, Tahiroglu, & Taylor, 2008).

Dissociation is generally accepted in the study of child development as a well
doaumented 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 lat8 ¢&ntury, the French psychologist Pierreetamas
already discussing dissociation as a disruption in consciousness. Th¥ P&Mdes a
pathologyfocused definition: Oa disruption in the usually integrated functions of
consciousness, memory, identity, or perimepof the environment@inerican
Psychiatric Association, 201B. 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 reabnarld
loss of connection to generally related things which offers a safe place to process and
restructure an individualOs understanding of the world. When this disconnect results in
interruptions of awareness, continuity, and loss of sense of self it camée

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 indivitualas been
traumatized safe distance from the trauma. Terr (1981, 1990) suggested that dissociation
is rooted in the individualOs initattempts to distance him or herdetfm event/events

that are too horrible for the individual to process. Disgimriavorks 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, aridgzrew outsiderOs perspective

on the events (Dunn, Paulo, Ry&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
betweerdissociation 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 selfarm, 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 taless i
researched. One of the few studies that has been published was in 2@kpltrad the
prevalence of dissociatidor Bosnian refugees living in Denmark (Palic, Carlsson,
Amour, & Elklit, 2015). The researchers found that after 15 years in theatttement
country, 30% of the refugees assessed using the Dissociative Experiencé®ES8ale
were still experiencing pathological dissociation. Bteictured Interview for Disorders

of Extrene Stress dissociation subscal8OESD) 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 postwar identity. The authors stdteat 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 ircthugitry and had
experienced significant trauma expos(imllica, Poole, Son, Murray, & To6,997).

The random sample of 50 refugees was assessed using the PTSD Checklist and the DES
as well as the HSGR5 for depression. Important characteristics of saimple 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 l@gthe 50 individuals
assessed, only two evidenced dissocidgerls thatvould fall within a normal range.

Such high rates of giificant dissociation in a npatient sample indicate a need to

understand the role of dissociation in trauma respamseegzovery.

Althoughdissociation has been identified as a symptom of PTSD a study
completed in 2009 with Ethiopian refugees in Istgdtinklestein and Solomon provided
an interesting insight into the role of dissociati¢iour hundred and sevengight
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 tobe 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 coddd indica

that dissociation takes a different path and trajectory than PTSD.

In a follow up study of thipopulation, Finklestein, Laufe& Solomon 012)
looked at the relationship between coping, PTSD, and dissociation. The study used the
same assessmerits PTSD and dissociation but also utilized the Strategic Approach to
Coping Scale$ACS Hobfoll, Dunahoo, & Monnier, 1993). The results reinforced a
possible connection between prégration trauma and high levels of dissociation. The
importance of te study is that it documented the maladaptive nature of dissociation in
adulthood(Finklestein, Laufer& Solomon 2012) Whereagpro-social and actie coping
werefound 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 riskvimtireization
(Bockers, Roepke, Michael, Rennebe&&d{ naevelsrud2014).This link between
dissociation and less effective coping in adulthood and increased riskviotingzation
points to a need for better identification and treatment at earlier stagesefitee

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 loigrm dissocitive patternof copingcould be greater.

And yet in a recent comprehensive review the research completed about psychological
distress in refugee children (Bronstein & Montgome@d1.1)there was not one reference

to dissociation or a single study that used a disBoniacale 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 psychophysiologicabntinuum of dissociation from normal healthy
responses to pathological dissociation (Putnam, HeJ&é&rsckett, 1992) and modern
neuroscience has provided added support for this understanding of dissociation as a
continuum (Perry, 200Anderson & Hanslayr, 2014. Asa child develops, the
challenges which drive the acquisition of healthy emotion regulation and identity
development include secure attachment bond with a caregiver, increasing aytamomy
peer bonds (Macfie, Cicchetti, & Toth, 2001). Om¢he 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 taskbetiake
or fantasy play, blocking out memory that doesintrrupt functioning such as Ospacing
outO or Ochecking outO 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 understandiat 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 isiddmesponsiveness, 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 thiemal 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 oesecure attachment style is indicated by

a childOs ability to utilize its caregiver as a secure base. Children with an insecure
ambivalent, insecuravoidanf 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 infancand 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 eablish 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 levelsfeorauma 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 distresd #mat can lead to stagnation.

The Language of Trauma

Although spokn language is the most direct avenue to processing and emotional
expression in adults, play is developmentally expressive, naturally dissq@ative
functional for children. It can offer a chance for dedfling (Gil & Drewes, 2015;
Landreth, 2001; Tre, 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 sty of children that were kidnapped in Chowchilla, CA in 1976
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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 wtih 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 usintap to treat trauma. Since the initial studies completed by

Terr, the connection between play, trauma respoaséstreatment has been well studied

and supported (Eth, 2001; Findling et al, 2006; James, 1994, Lin & Bratton, 2015; Terr,
1991), as well athe 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 iteens. Th
levels of dissociation found did not differ according to gender or age that contoagicts
previous studyhat found that females tend to have higher levels of dissociation. The
outcome of this study suggests that there is a clear link betwagmeion and role play
and nompathological 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 imggiteymate, 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

29



bothering the child, they are instigating poor betigwr 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 whengtshift could be happening for children.

This understanding of the interconnected nature of dissociative play and
trauma has been referred to as gomimatic play (Terr, 1991). The research into this
aspect of play has determined five categories of @ta 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 pasaumaticplay 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 heslttlissociative play such as daydreaming, imaginative

role playing and reenacting events and negative or pathological expressions.

The expression of negative afféegtdemonstrated through behaviors that
indicate emotions such as anger, anxiety, sadaedsear. 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 shootingstheir campmightrepeatedly depict individuals being
shot or dying in otheways. Often when children ameenacting trauma or when their
play begins to become negsentative of trauma, th&yill abruptly change the action or
stop playing. This play druption 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 dwcontinues 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 childOs willingness to include the therapist in the play (Finding et
al, 2006; Terr1991). 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

connectiorthat 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 odn 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 (Drew&§05; Findling, et al, 2006; Green, Crenshaw, & Kolos, 2010).
Childrenwho 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 origingoathological 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 fasy 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
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pathological dissociation which is the traamodel (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 &svby over utilizing dissociation as a coping
mechanism due to mediating factors. Dalenberg. €2@12) 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 dis®octhat 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 whidtartber explore the role of dissociation in
children who experience trauma. It is also clear that this modedppropriate

explanation of dissociation for children who have experienced refugee trauma as the
majority of the arguments for the FM discimsv 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 wiave 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 fantasggroay mediate the outcome of
pathological dissociation, normal childhood imagination and dissociation fit better in
explaining its later development and research supports this persggegtiveet al., 1988;

Powers, 1991Young, 1988)
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Anotha assumptia of the TMof dissociation is that the etiology of pathological
dissociation is not rooted in iatrogenic or cultural factors. A study conducteddsy
Keyes, Yan, Wang, Zou, Xu, and Xig@008 with Chinese and Canadian outpatients
investigated the ras 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 dissociatigrusing 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
Canadias 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 na 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 hasbeen 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 children due to sex differences and tWestern 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 PT3Ihoughthis basic information is helpful for

public halth reports, there is limited use for them in clinical assessment (&jatn

2011). It is also possible that children that do not meet criteria for PTSD are experiencing
symptans that interferén their ability to heal and process their trauma effetyiv

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 fairehillt 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 expmtdaand parenting style

(BjSrn et al, 2011Bockess, Roepke, MichaeRenneberg, & Knaevelsru@014 Liotti,

20049 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) studie@elts ad

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 thaparent and selfeport 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 pladandreth, 2001) One study completed IBjSrn,

BodZn, Sysj$, & 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 childreniag24Hat had
experienced refgee status and compared a parent interview of child symptoms to a
projective play assessment administered to the child similar to Lowenf20@@sWorld
Technique called the Erica Method. When the childOs play was assessed directly the
researchers fouhthat 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 disruplitvough parenal

repors can give ingght into behaviors, the genuine emotional experience of the child is
generally only accessiblerthugh direct assessment of his or plary by an unbiased
observer The authors also mention that not all parent assessment tools are valid for
multiculturalpopulations(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
areat 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 fonassess
were seHlreport and indicated for children over the age of 12 (Milne & CeNMagina,

2014). The majority of assessments for children and trauma also focus almost completely
on PTSDsymptoms. Milne and Collingezina (2014) reviewed nine different

traditional trauma scales for use with children in the foster care systerBri€he

Assessment Checklist f@hildren and Adolescents (BACEA; TarrenSweeney, 2013)

was reported to be one of the most directly related to trauma but it is very neasand h
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limited support. Th€hild and Adolescent Needs and StrestBANSMH; 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 reportvand follo
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 healglgendent on socicultural
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 classwitipstentially have a
clearer perspective on the children they will be assessing and less of a personal bias
against acknowledgement of problematic expressions of traAmecent study by Hall,
Puffer, Murray, Ishmael, Bass, Siand Bolton (2014) hidlghted 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 reliabititpss cultures is difficult. The
study completed by Hall, et al focused onAlehenbach Youth SeReport and the
Child PosttraumatiStress Disorder Symptom Scal€hese assessments were
administered to a population of 147 Ethepirefugees and fourildat even thougthe
instruments demonstted internal reliabilityexternal validity was limited due to cultural
differences in interpretation of questions. This study highlights the continuing need to

find assessments that crazdtural barriers and law 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 (Y&l&dwin, 1991) and that parents tend to
underestimate the impact of the trauma experiencheindhildren Bronstein, &

Montgomery, 2011; BurkéBorus, Burns, Millstein & Beasley,982. As a result, parent
reports and child interviews could have a limited success rate in determining the true
impact of trauma on a childSupport for deeper ingégation into the need for

appropriate assessment of children who have experienced refugee trauma is found in the
research of Affouneh (2007). This stuayed teachers to assess students and fooused

the unique challenges faced by those who have bgmsed to war and violent conflict

The authors were assessthg 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 femaleiHtis qualitative studyTo 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 thigpesure 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. Rars 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 observationdr 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 assessiffeatsl, Reed, Pant@&rick, &
Stein, D12)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 2044). The research that has
been done looks mostly at Caucasian children with sexual and physicahatoses
(Macfie, Cicchetti, & Toth2001)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, dgk tis study spdacally
looked at the role dissociation played in trauma andtpasgimatic stress in children.
This study found that dissociation played a significant mediating role in the development

of PTSD butdid not specifically look at the outcome of pathologtiakociation.

In an attempt to adapt trauma assessment for children and address the problems of
parental bias and child minimization, Findling et @4006) created the Trauma Play
Scale (TPS). This instrument incorporated the understanding propo$ed hiyat
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 hexsflether 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 etal., 2006). A follow up study by Meyer et,2011) found further support for

the differences in play behaviors for children who have experienced both single incident
trauma and repetitive interpersonal trauma (Meyer.e2@l1). As yet, the TPS has not
been assessed with a multicultural populatiowith 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 obtaimedte video of

a session for assessment. These rastiemake 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 educationhi¥ 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 fdhe 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; Puthnam 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 fy@arsld children
(Janmious & Wahlstrom, 2016) tb4-yearolds (Putnam Helmers & Trickett, 1993;

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

2002). The CDC is a 2lem checklist of specific dissociative behavioral responses
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intended ® be completed by a parent or close caregiver, including teachers. Created by
Putnam, (1993) ik screeningnstrument was intended to track the continuum of
dissociative responses in children and adolescents sitggestedcore of 12 being a
possibleindicator of pathological dissociative response. Table 5 is a summary of the
mean scores for the CDC across three large stuihesinstrument is not intended as a

diagnostic tool.

Table 1

Means for Pathological Dissociation with the CDC across Studies

DDNOS DID Anxiety Dis ADHD Control
M SD M SD M  SD M SD M  SD
Putnam,Helmers, 16.8 4.7 245 52 - e 23 2.7
& Trickett, 1993
(N=181)
Putnam & 236 7.8 198 86 - e e
Peterson, 1994
(N=123)

Zoroglu et al, 16.4 6.1 249 49 46 3.1 6.7 41 3.7 43
2002 (Turkish)

(N=204)

This indicating score has been utilized with every study for validation, including a
study completed by Zorogkt al. in 2002 (N = 204) with a Middle Eastern population.
This study included children who were roimical (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, cliniciansid 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 fivenonth retest interval with a CronbachQOs alpha for the entire sample
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of .90. Zoroglu and collepes found a negative correlation between age and score on the
CDC in the norclinical sample (SpearmanOs rho32, n = 88). This study found no
differences in gender, which differed from other studies with Westernized populations
where gender has betyund to be a significant predictor of pathological dissociation
(Wherry et al., 2009)n the most recent such study, Wherry and colleagues analyzed the
data using hierarchical multiple regression on a sample of children and adolescents who
were nonrclinical 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 alsodoked at duration and severity of abuse but found them to be
insignificant. Overall, the CDC has been validaasd screening tooi both clinical

and nonrclinical samples across multiple cultural groups, including Middle Eastern
samples. It is intendefor 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 wrpsetfin

children.

Variabl es Effecting PathologicaDissociatve 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 influetieedevelopment of pathological
dissociation.Oneof these studies found the variable of gender to indicate females tend to
be more dissociative than males (Putnam, HornstePet&rson, 1996). A study

completed by Wherry and colleagues in 2009 (N = 232) completed a study with a sample
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of all physically or sexually abused children agdd13. In their study, gender was the

only significant predictor of pathological dissocmetiwhen 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, wheréhalfesf the sample

was femalefound no differences between malesl &emales in rates of dissociation
(Spitzer, Klauer, Grabe, Lucht, 2003n a study completed by HetzRIiggin (2011),

gender was explored in terms of trauma type on PTSD, general distress and peritraumatic
dissociation (N = 1,503). This study founatimales had lower scores for disision

than women on the Pe@atumatic 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 disiative scores post natural disaster (M =

16.3, SD = 7.0hereasvomen evidenced higher scores (6.8, SD = 5.6post

sudden loss or interpersonal violendée few studies to look at role of gender in

childhood dissociation generally find little csgnsus on the predominance of one gender
in the use of dissociatioiohl, 2010;Putnam, Hornstein, & Petersorg§9b, Putnam,
Helmers, & Trickett1993. The role of gender in childhood dissociation requires deeper

research and more informed study.

Anotherfactor 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 thepotential for even pathological dissociation to reduce asttihe develops
(Schimmenti, & Caretti2016. There is some support in the research for a reduction of

dissociation for children as they age. As itis a developmentally appropriate coping
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mechaism for children age-@, (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 dissociatianjgher
very little research exploration. One study found that dissociative disorders tend to
increase with age for females but not for males (Putham, Hornstein, & Peterson, 1996),
but this has not been replicated and no further exploration has uncovevatidity 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 tnma 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, & Jund988 Kianpoor, & Bakhshan012 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 demonstragetlite over
time for individuals who have experienced trauma (D#aglgRyan,Van Flee1,993
Bockers, Roepke, Michael, Renneberg, & Knaevel20d4), but the confounding factor
of continued instability of living in the second phase of the refugeeriexjge 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 childrba @xperience living with multiple
abuse events over time (Malinoskgmmell & Hoier, 1991, Wherry et al., 2009) In a

study with an alfemale sample (N = 60) that had parents completing the CDC (Putnam,
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1993), the dissociation subscale of the CBC (Acheimi&aDumencj 2001 and

clinicians interviewing the participants using the Child Interview for Subjective
Dissociative Experiences (CISDE; Liner, 1989), Maline&ymmell an Hoier (1991)

found that risk factors such as low socioeconomic status, famildisshkption 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. THes®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 explolie 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

TheTM of dissociation will be the basis for the definitions of dissociation and the
assumptions about the roots of pathological dissociatioithe trauma model of
dissociation assumes that pathological dissociation can develop in any culture where
children are gposed to chronic trauma and that among children, the presence of
pathological dissociation will be higher in the children who are exposed to t(aynme
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 caudesen by
fantasy proneness. #hssumption 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, agend 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 noratrogenic nature of dissociation.

Attachment Theory
Child development is @mplicated and nuanced process that many theories seek
to explain. Attachment theory provides a comprehensive approach to development that is

based on biology, cognitive structurjragd 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 significanma 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 iéimited access to mental health services artdic attitudes

which view psychological issues as weakness and moral failing.

Research Questions and Hypothesis

Research Questior#1: What is theaverage level of dissociative features of

refugee children in ¢banon who attend school?

No hypothesis as question is exploratory.

Research Questior#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 piietthe 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, & Zaza014)

Research Design
A quantitative design was used to understand the relationship between variables

affecting dissociative featuraas Syrian refugee childreffhe 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
requirel sample size was found to be 41. As the schools have a listed number of students
at over 300, the needed sample wasavailable. A local NGO created three schools to
educate Syrian and Iraqi refugee children in the country of Lebanon. Four English
speaking teachers in one schootomplete an assessment for a set of 10 or more of the
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students in their classroom#o remain anonymous. The teachers who completedthe

Child Dissociative Checklist have all been introduced to the instrument and provided

with a brief training about each itetfme previous yearAll of the teachers were

Lebanese. These teachers all havecollege degrees in educatiend 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 stud&his knowledge is due to the
informal nature and wrap around cafedhe NGOSchool in which they teach. Teachers

at the school have previously received trauma-informed professional development by the
researcher. All the teachers were femal&he teachers provided no further information

in order to provide them with anonymity.

The population from which the sample of studentsvas drawn was located in the
country of Lebanon and theyere living in refugee camps or temporary housing across
the country. All are children who have experienced displacement and mdispdated
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 lodédn-GovernmentalDrganization (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 approximai€l§students and 45 were
randomly chosen and assessed by their teachers hsi@hitd 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, #m 3 years to 10 years,

with a mean time since displacement of 4. 9 ye&s«1.36).0f this sample, the
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teachers indicated knowledge tha64% were exposed to violence. Fifteen of the children
were specifically identified as having experienced thedfa 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. Deviatior
age 6.00 14.00 10.42 2.210

Time since 3.00 10.00 491 1.36
displacement

All of the children have been exposed to ofPiEEs 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) wis utilized. The CDC was originé}
developed to provide a child-focusel assessment for dissociation. It has been employed
in multiple studies since its creatibyg Putmarand is an observer report measure
considered to be reliable and valid for determirdiggociative behaviors in childreages
5D17 (Putnamet al.,1993; Putnam & Peterson, 193&nonius &Vahlstrsm 2016;
Wherry et al, 2009; Zoroglu et al, 200Zhis instrument was chosen in part due to its

simplicity, brevity and clear scale as thesmlities reduced the potential for teachers
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completing the scale to be confused and kept minimumthe time involved in
completing the scaleAn openrrendedquestion 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 &20-questionobserver reprt checklist with ahree
optionresporse option (2 = very true, 1 = somewhat or sometimes true, and 0 = not true).
The suggested time frame of observation is oviE-monthperiod with the option to
adjust this based on the intent of the assessment. The final score provided for the
assessme is O to 40 which is obtained by summihg item scores. The observationally
basedscore for indicating pathologically dissociative individuadsopposed to
effectivdy dissociativandividuals has been repodi&o 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 1980Q&tank Putnam (Putnam et al99B).

In initial studies, Putam found that 96%f 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 = 188P6of the sample of
nonclinical children with no doenented history of trauma fell below a score of 12
(Putnam, 1997)Usinga score of 12 as a guiding factor for patholad¥erry, Jolly,
Feldman, Adam, & Manjanatha (1994) studied concurrent validity in relation tanilee C
Behavior Checklisand foundN = 73)significant positive correlations betwetre two
instruments. The initial response format of the CDC is modeled on the Child Behavior
Checklist(Putnam & Peterson, 1994 all studies completed using the CDC, a score of

12 is used as Oa ralethumb” (Putnam et al., 1993) benchmark indicating pathology and
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will be used as a general reference for the scores in this $helpverall purpose of this
instrument is one of screening for dissociative response, not to diagnose disorders, so the
scae 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, th@athologyscore has not been established as significant for
this cultural group of Syrian refugddespite thisthe validationstudy completed in
Turkey, which is a culturally similapopulation in the Middle Eagbrovides a basis on
which topreliminarily use thgathology score for this instrument as a comparison factor.
Furthermore, two items havween removed from the CDC fthiis 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 observedt 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 il2ue. to the removal of these
items, the totakcore toapproximatgpathology was calculated to 086.8 thatwvas

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 CronbachOs Alphat indicated good reliabilitg} "#"$%&@i¢luded in
the assessmentanedemographiguestions thatocumenthese predictor variables of
gender (male/female), age, and time since displacement, country of origin, witness to war
violence and death offamily member due to migration. The CDC also inctlide
gualitativequestion thaaisked the teacher to document any other unusual behavior
exhibited by the child. This providéhem with an opportunity to document behavior
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that is not otherwise offereq Ithe assessment and reduite potential for teacher need

to score behaviorally challenging children highalidity is also increased by the
completion of the checklists by teachers who are all born and raised in the Middle East,
as cultural matckdeaeased the potential for cultural bias in the implementatan.

Syria and Lebanon share common Arab ethnicity and an equivalent culture due to years
of being politicallycombined as one countaynd experiencing the French occupation
togethenAceves, Dahoy & Quillen, 2002), there israincreasegrobability that the
teachers will be better able to use the assessment yapeigificallywhen 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 importarice tHfacher (Aceves, et

al., 2002). This aspect of culture further supports the useltfrally equivalenteachers

as thepoint of assessment.

After its initial use with sexually abused femalles measre was determined to
have clear tegtetest reliability over the span of a year with median reliability coefficient
of .735 p =.000) (Putnam et al 1993 utilizing the pathology score suggestad
Putnam In this same studgN = 181) thediscriminat validity was found to be high with
coefficients between rho = .59 to rho = .79 and a median coefficient gf 773001 or
better)(Putnam et al 1993).Further validation was provided by a study completed in
1994 by Putnam andeterson thagxpanded the use of the CDC to include children
diagnosed with dissociative disorders. The study had a sample size of 123 and found that
the masure reliably indicated children with dissociatbehaviory! = .86) A study
completed in 2009 by Wherry et adypported the relialty of the CDC to predict

pathological dissociatiowith a deciding score of 12 or higher indicating pathology
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oneyear testetest reliability coefficientf rho = .69 N = 73,p=.0001) in a sample of
normal and sexually abusgtls was documented by Putman, &utman and

colleagues (1993) report good discriminant validityti CDC.The age range of the
validation studies across multiple countries including the United States Putnam et al,
1993; Putnam & Peterson, 1994; Wherry et2009), SwedenJanonius &Vahlstrsm
2016) and Turkey (Zoroglu et.a2002) has been as young as 5 years old up yedrs

old, which encompasses the sample in this study and provides support for validity with
the age range accessed in Lebanbme study further added fuel to the discussion of
genderOs rola pathological dissociationrévious studie$Putnam, Hornsteir&

Peteson, 1996 Spitzer, Klauer, Grabe, & Lucht0D3)found females more likely to
pathologically dissociate in response to trauwtzgreasVherry 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, OztugkSar (2002).

Research has shown thiatnon-clinical sanplesyounger children tend to score
higher on dissociative scales than ad(Pistnam, Hornstein, & Peterson, 199bhe
CDC expanded on this ghow areduction 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 igsoBativeExperiences
Scale(DES;van ljzendoornSchuengel& BakermanBKranenburgl199) with the
majority of studies focusing on the dissociation in associatitninterpersonal trauma
or history of maltreatment (Kohl, 2010T here is very little in the currémesearch that
looks at the role of multiple event traumas frompbespective ofefugee experience in

dissociation.

56



Procedures

Data Collection

The collection of data occurred at one school in the south of Lelatiofour
teachers The teachers were instructed to complete CDCs for each of their stutieats.
CDC does not requirgaining butis intended to be utilized by parents and caregivers
who can read and respond to the prompts. The teachers who completed the checklists
wereintroduced to the checklisineyearprior at a traininggompleted by this researcher
in Beirut. The items were reviewed briefly prior to completion of the checklsis to
time corstraints, the teachers each completed less than the total numbeieotsin
their classrooms, but each teacher completed approximal@w8essments each. This
is close to half of their classas the classes range from£80 studentsEach classroom
has a homogenous group of all Syrian refugee children who arg livthe camps near
the school. They are grouped according to age in grades 1 throdghil®. accurate
statements about the generalizability of the sample cannot be shadkmnts are accepted
into the school solely on the basis of space and fundingisslikely that the students in
the sample are comparable to the population of Syrian refugee children living in the
camps.The datecollectioncould not be completed in the time provided and the checklists
were scanned and sent to this researchenmval afterthe teachers finigdthem. As a
result, the specific amount of time that was utilized per teacher on the checklists is not
known.The checklists were printediband numbered and the data wemngered into an
SPSS spreadsheet. One checklist was missingemehatwas replaced using the

average score for that item.
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Data Analysis

For this study, a twatep hierarchical linear regressiaasrun to determine the
ability of the independent vaible 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 statistierun first to
establish the averagevld of pathological dissociation and the most prevalent modes of
dissociating.Univariate regressionasrun for each variable of interest to determine
their significance at p<.05 levelsThe variable of gender diabt reach significance
even after a Chi square analysis was completed to coafidwasremoved from the
following analyses. Following this step, a multiple regressiasruan utilizing the
remaining significant variables to determine the overall significance of these vaoable
the outcome of pathological dissociation. Finallys tvasfollowed by completing a
hierarchical linear regression to determine the nature attagonship between agad
time since displacement on the outcome of pathological dissociationvaaonein
two steps: 1) Agand 2) Time since displacement. Doing so afld¥or the elucidation
of the amount of variance accounted for by the independent variable of interest above and
beyond that accounted for by thentwl variables. This studyrovides important
information about trauma in refugee childr&heir teachers assessed thera real
world environment Having their teachers complete the assessprexides a step
toward reducing the cultural and protective bias brought by the parehtiseachild

report measures.

When working with children, the utmost care must be taken to insure that no harm

is inflicted on the participants. Due to tlieonymous nature of the samglee minimal
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demographic information collected and the factGi¥C is a caregiver report measure

that does not require the childOs paiton, there wasery minimal riskinvolved in

this study. The only potential for risk would involve the possibility that the teacher

would be in some way biased against the athild 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 Infimed 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 approackimll 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 thesstudents that is better suited to their individual needs.

Although parental consent is amerally accepted step when completing research
with children, itwaswaived in this case due to multiple factors. The first is that the
majority of the parentms these schools are only involved in the schooling of their
children in the most minimalenseas they are themselves struggling to cope with trauma
and adjustment to refugee status. Many of the children are walking to and from school
by themselvesvith 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. €hthird factor is that these families are struggling with instability on a
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scale that undermines their normal coping skills andhgdd this, they are attempting to

cope with their own trauma responses.

The teachers filling out the assessmergsaprovided with a consent form that
delineates the risks of the research and informs them of the procedures. ertitie
individuals who are having continued contact and interactions with the children, it is

important that thg begiven clear boundarieand potential risks to their participation.
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Chapter Four

Results

Introduction

This chapter providethe results of the data analysis and the outcomes for each
research question. Tlgata verecollected in one schoat Lebanormassessing 45
children ages ®14 by 4 Lebanese teachers using the CDC. Itosrgenized in a data
file using SPSSvith one missing value imputedrhe question of frequency of
dissociative responses in refugee children and the role of time since elispfaan the
development of pathological dissociation vexploredusng descriptive statistics
frequenciesand hierarchical multiple regression when controlling for age and gender.
The goal was to better understand dissociative responses in thistjpoptalgorovide
effectiveinterventions thatan reduce this outcomehis chapter will reporfrequency of
pathological dissociation in Syrian refugee children thiedmost frequent dissociative
responseéSee Figure 2). It will further providée significance ofime since
displacement on pathological dissociative responses. tiér$tequency of pathological
dissociation in the gpulation studied, followed e descriptive statistiand frequency
for dissociative behavior will be presedteFurthermorethe statistics supporting the
significance of time since displacement on patholdglssociative featurewill be

reported.

Data Analysis
Research Question #1: What is therage level of dissociation of Syriagfugee

children in Lelanon who attend the NGOschool?
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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 Cronbachlpha and the instrument was found tohoghly reliable N = 45;18

items,! =.90).

The meariotal scoreon the CDGwvas 10.54SD= 7.35 N = 45). Forthis
sample, the modscore was 9, which represented 15.6% of the sem@svas less than
one standard deviatidrom a possible pathologicdissociative featurecore of 11The
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 ng&umdo of
the time (See Table) 3There was only one scoo¢ 0 and two scores of 1 represag
6.7% of the total sample. 64.4% of the total scoeswiithin +/- one standard deviation

of the cutoff score.
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Figure 1

Frequency of Scores on the Child Dissociative Checklist
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Research Question #A/hich of the items on the Child DissociatiChecklist are

endorsed with the highest frequency bysheplé&

As all chldren dissociate on a spectrum, but children who have experienced
potentially traumatic events experience dissociation more frequéutlggm, Hornstein,
& Peterson, 199&Zorollu, et al,2002 Spitzer, Klauer, Grabe, & Lucht0®3), and no
studies have been conducted on refugee children from Syria, this question is considered
exploratory and no hypothesis is provid@&te following is aeporting 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 studenfirst was an iterthatreferred to
sexual acting out by the child. Given the cultural and religious nature of the sample, this
guestion was removed. Sexuality is nddpic thatis addressed openly in this
population. The second item was absleepwalkingand as théndividuals filling out
the checklists were teachers, they were not in a position to answer abotbtsedia
home withreliability. Only one item on one of the 45 checklists was missing. This item
was replaced with the modal score for that item, whiak one.Of the 18 remaining
dissociative responsése three dissociative baWors which were scored at 2 (verye)
were @ydreanmg at 53%, labile personality or emotionality at 33d poor response
to behavioral interventions at 20%nly one blavior 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 observégdb4he time.

Table 3

Frequencyscores per itenon the Child Dissociative Checklist

Not True (0) Sometimes Trué€l) Very True(2)

Denies past events 12 26 7
Daydreaming 10 11 24
Labile personality 12 18 15
Forgetful of daily 13 28 4
life information

Poor sense of time 22 18 5
Labile skill 23 17 5
Regression 37 5 3
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Poor intervention 17 19 9
response

Denies behavior 14 23 8
Self in the third 30 12 3
person

Cycling somatic 28 10 7
complaints

Unexplained injury 40 4 1
Hearing voices 32 12 1
Imagina_ry 31 13 1
companion

Anger outbursts 29 16 0
Nighttime oddities 31 10 4
Talks to self 31 6 8
Two or more 30 11 4

personalities

The behavior that was scored most often at a level of Tosgetful of daily life
information The teachers reported tt&&% of the children woul@ometime®struggle
to remember basic information alidbeir lives and history. Together with t8&6 of the
sample who were observed to be forgetful, the prevalence of this dissociative response
was71%. The teachers report&8% of the children were sometimes atvsd to deny
events in their lives, recent and rem&#en combined with the %6 who were scored
as Overy trueO foenies life events, 74% of the total sample showed evidence of this
dissociative response linked to memoRyfty percentof the childrerwere reportedo lie
about or deny misbehaviors throughout the Wl a score of 1 (somewhat/sometimes)
with 18% reported toeny misbehavior at the Overy trie@I| that combines to a total of

68% of the sample evidencing this form of dissociativealéaisome extent.
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Some behaors were reported to be bargdyesent with percentages of an
observed 0, or Onot trueO exceeding the percent endorse@soiewhat/sometimesO
or Overy tru® level.The least reported dissociative behavior by the teachas learing
voices Eighty-nine percenof the children were not observed to be experiencing this
form of dissociation with only 7% evidencingrse form of hearing voices at the Overy
trueOlevel. Regressiowas not observed @2% of the sample anahexplained injury

was the third least observed7dfso.
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Figure 2

Frequency of dissociative behavior per item
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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 previostlygied as predictive factors of
pathological dissociatiofPutnam, Hornstein, & Peterson, 1996ro!lu, et al,2002
Spitzer, Klauer, Grabe, & Lucht0®3) and arenypothesizedo be a factor in the total
scoresTime since displacement refugee children has not been previously stutigd
an exploratory hypothesistisatit 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/herozintry of origin woudl be a significant predictor dissociative
behaviorbeyond the variables of age and gender, a hierarchical multiple regression
analysis was performedhe 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 dfie first regression analyses for gen@aale, n = 26, female, n =
19) found thatit was not a significant predictor of dissociati®h= .065, B = .004,F (1,

44) = .184 p = .67. A Chi Squareon the category of gendanalysis found that there

was no difference between males &mmales, whichndicates that when fully

considered, gender was not a predictor of a pathological dissociative outbataga

age waxplored using numerous statistical procedures and results consistently failed to
show a significant relationshipge was found to be a significant predictor of
dissociationR = .342, B= .117, F {, 44 =5.69, p = .02)Lwith time sincedisplacement

also reaching significanc®(= .393, R=.155, F (1, 4%= 7.86, p = .008 Asgenderof
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the child did not reach significance levels at .0%asnot utilized in the final model. In
a Pearson@rrelation test, (see Table 4) time sidigplacement was correlated to total
score ap < .01 and age was correlated atphe.05 level. Sex was notorrelated at a

significant level.
Table4d

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 displaceffiristmodel demonstrated that
both time since displacement and age reach significancewitB16 (n = 4% For this
modelR = .42 with an Rof .178, F 2, 43) = 4.554p = .037). Together, time since
displacement and age account for 18% ofvlmeance in total scores on the CDC. Prior
to completing the final hierarchical multiple regression, the assumptions of the statistical
analysis wee tested. The sample size ofetbnpletetestswas found to be adequate with
only three variables. The asaption of singularity was met and the variables were not a
combination of any other variable$he variables of age and time sineggptacement
were correlated but the collinearity statistics were within acceptable limits (Tolerance =
.707, VIF = 1.414)which meant that the assumption of mullicearity wasmet.

A two-stagehierarchical multiple regression analysis was completddthe
Total Score on the CDC as the independent variable. At stage one, age vekasnter
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thecontrol variable antime since tplacement (TSD) that was entered at stage two
followed this This progression was chosen to determine the amount of variance TSD
accounted for aftecontrolling for @ye. See regression statistics in Table 5.

Table5

Hierarchical Multiple Rgression Coefficients for Age, TSD and Total Score on the CDC

Variable R R? $R? F Sig. F
Change

Step 1
Age .34 117 .096 5.69 .021
Step 2

TSD A2 .061 139 3.13 .084

Note. N = 45

The hierarchical multiple regressishowed that in stage one, Age was
significantly contributing to the model witk (1,44 = 5.69,p = .021and it accounted for
11.7% of the variance in totat@e on the CDC. When TSD is added to the matlel
step 2, the variable accourits an additional 6.1% of the variance, but this changéin R
was not significant- (1,44) = 3.132, p = .084The moe! indicated that when
controlling for @e, TSD does not significantly coittute to the variance in totat@res

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 oaQtlod
children who scored above the modified pathology cutoff oNLZ (L8). For this

sample, iwas found that age increased to account fd%3¥ the variancéR?= .371)
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and increased in significan@e =.007). This model remained consistent with the first in
that TSDdid not accounfor a significant amount of the varian(®® = .045,F (1,16 =
1.147 p=.301). To fully explore the interaction of the variables age and TSD, further
analyses were ruio determingootentialmoderatioreffects but no significant findings
wererevealedThis studythusfound that age is a significant predictdrdessociation and
for this population;dissociation and age have a significantly positive correlation. Time
since displacement is an independent predictor of dissociatiaobsitnot pedict

pathological dissociative behaviors

The operendedquestion added to the @tklist resited in a 78%response rater
35responses out of ths 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
responseseiterated 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 onré&ponses. Both daydreaming and labile personality were
indicated 6times. Threeften reported behaviors that were not ondecklist were
hyperactivity, social isolation arfdshyO behavidtyperactivity was endorsed on 6
checklists, with shyness and social amn being indicated eachtihes. On three
checklsts, the teachetrtilized this question to report that the child waswnto be
physically abused at home, which was offered as explanati@gdpessive behaviors.
Finally, there was a common report of not taking education seriously or failing to
undestand the importance of his or Istudies that was indicated orcBecklists

Further exploration of this question would be appropriate for future study.
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Chapter 5

Discussion

Introduction

This chapter will provide a discussion of thgrsficantfindings in Chapter 4
The answers teesearclguestions will be explored in reference to explanations and
conformity or norconformity to previous research. The implications and limitations of
this study will be presented with final remarks on indicaitor future research and
clinical practiceThis study was designed to further the clinical understanding of
dissociation as a wap helpaddress the ewvéncreasing need to treat trausaong
refugee children These children are difficult to accessldrard 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 goiMtFarlane et al 2011,
Mollica et al, 1997;Palic, et al 2015 Papadopoulq2001;, 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. Adyemtervention
could potentially reduce the ratespafstraumatic stress disordd?TSD), 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 reagiprior to settlement insgable
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 stebhsikoor,2015 in
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refugee camps in Lebanon. Furthermore, thidysattempts 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 diuhas highlghted the need foralidating theChild
Dissociative ChecklifCDC) with Arab populations but this would require a much larger

sample.

This chapter wilprovide a discussion of the results of each research question
beginning with the ratesf pathologicédissociative features refugee childremand the
frequency of dissociative behavioWhether it is research that is coming out of the
AdverseChildhoodExperiencestudy or the deeper level of neurobiological
understanding that biological science is providiRgrry, 2002; Sperry, 201,8he answer
is clear: trauma in childhood results in poor ldagn emotional and physical outcomes.
Children arevulnerable andchildhood is a time of important development énain
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 resters and clinicians who focus on neurosciencecaiid
developmental research havegun taunderstand dissociati@s occurring on a
spectrum from functional to dysfunctior@l pathologica(Putnam, 1996Perry, Pollard,
Blakley, Baker, & Vigilante, 295;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 trauim children, this study has contributéd
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understanding of dissociation by providing the first documentation that the average of
rates ofdissociation in Syrian refugee childreray be closer to previously documented

levels in children withdissociative disorders thanmorclinical samples.

Finally, this study attempted to take an identified trauma response, dissociation,
and expand on thenderstanding of the factors that contribute to pathological expressions
of this coping mechanism. Althoudte majority of those who research and treat from a
developmental perspective have a consensus that dissociation is a natural coping skill
which rarmges from healthy to pathological, there remains a debate over the more
traditional view that dissociation is pathological in all its expressi&ssong as
dissociation remains shrouded in the status of OsymptomO and understood in only a
limited fashionthis debate will continueBut with neurological evidence mounting
(Perry,2002, Sperry, 200@nd treatment approaches which utiliesalthier modes
dissociatioras a tool for improved outcomes reaching higher levels of effectiveness
(Bratton,Ray, Rhire, & Jones 2005 Lin & Bratton, 2015), the ability to deny the
evidence of its potential spectrumacomes harder and harder. The results of the final
research question of this study provateexplorationof the developmental spectrum of
dissociation andurther delineat¢he relationship between age and time and dissociative

responses in a population where trauma experiences are universal.

Discussionof Findings
The initial exploratory questionf this study focusedn firstunderstandinghe
level of pathologicaldissociative featuras this populationA 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
disociation. Further validation with a larger sample is needed to chigable

conclusionsas the limited nature of this study leaves room for multiple factors that could
be contributing to the result3.he first factor that limits the interpretation of this data is
the lack of diagnosis history and current mental health status for this séspldssues

of teacher bias and instrument interpretation prevent concrete conclugibasjuestion

of levek of dissociatiomrose in part,from both the lack ofniformation about Syrian
refugee children living in Lebanand the researdbase thahotes that children who

have experienced displaceméate 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 foitraumatization.They are also

very difficult to access for assessment due to thesesame circumstances.n®study
completed in the country of Jordan (Jabbar & Za9d4)by Jordanian researchers

looked atanxiety and depression levelsSgrian children living in camps, but even
researchers living in the country encountered obstacles to asse<3ufiemél attitudes
toward researchnd mental healflreduced functioning due to trauma in caregivansl
limited access to environments that are safe and stable reduce the ability to effectively
study the mental health challenges of children living in caifRpsisseau, 1993t also

makes it difficult to determine the mental health history or diagnosis for the children in

thesecircumstances, which limithie generalizabilityf these results beyond the sample.

The mean score for this sample was determiodxt 10.56 with a standard
deviation of 7.35This outcome is closer to populations diagnosed with dissociative

disorders than nealinical samples when a simple visual comparison is made with the
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means of the major validation studies for the CO@e 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
diagnosigPutnamet al, 1993; Wherry et 3l12009; Zoroglu et al2002) As these

children have no access to mental health care and have been living in these extreme
conditions for the majority of their livespne of them have been diagnosed and could

not be separated hlgis criterionwhich results in the inabilityo complete a statistical
analysis comparing the studyOs melamisa visual comparison can be valuable as it can

reinforce the need for further study

The results for previoustudies have found that in ndimical samples, the mean
score isapproximately2 (Putnam et al 1993 Wherry et al 2009; Zoroglu et al, 2002)
In one study that compared a rdmical sample with children identified by dissociative
disorders, the mean scdog norclinical childrenwas2.3 (SD+ 2.7) Thestudy
corducted by Zorogluet al, (2002)testing reliability and validity in Turkey, a culture
closer to Syrian than previous western samplesianelinical control group N = 34)
had amean score of 3. 50D = 4.3)with children diagnosed with anxiety disordexs<
35) having anean score of 4.660= 3.1) Children diagnosed with mood disordexsH
22) and ADHD N = 22) were reported to have a mesoore one point highéM = 5)
with the ADHD group evidencing mean score of 6.50= 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). Thee averages ar@wmsistent 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 explorat@tudy would require a larger sample and

access to clinical diagnodwsr the children.

The average score of 10.868D= 7.35 N = 45) in this study is higher than the
average score for children with documented mental health conoahesTurkish
validation study This indicates on average, higher levels of dissociation in this
undiagnosed population thanaalturally similarchildren who meet criteria for anxiety
disorders, mood disorders, sexual abuse and AlEghteenof the children assessad
this study scored in the pathological rafgethis instrument This is aproximately
40% of the sample€nly children with previously diagnosed dissociative disorders score
higher on average than the children in this studystudies completed arhildren 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 DisorddiPutnam et al., 1993)This restt was replicated in the
Turkish studywith similar means for DID and DDNOShemean score for children in
the currenstudy was well above neclinical sample means and only slightly below the
average score for children with a dissociative disordéese resultsould suggeshat
children who are living in displaced conditions, even when provided with the structure
and support of a school environment, are dissociatiagadé higher than children with
diagnosed clinical disordessch as anxietyrdADHD 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

someincidents of these behaviorBlowever, it is also possible that as this sample is
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previously undiagnosed, the teachers could be documenting other undiagyrapéains

such aghose associated withDHD, depressionor other mood disorders.

In outcomes fothe second research questiting study provided new insight into
the frequency of dissociative behaviors utilized by $piscificsample of Syrian refugee
children.One of thenoteworthyoutcomes of the study was the prevalence of denial and
memory related dissociative responsethiasamplewith often endorsed items being
denial of past behavior, denial of traumatic evediotgietfulness of daily life fact3his
pattern of silence, forgetfulness and denial fits very well with this population due to its
adaptive natur@Anderson, Bunce, & Barba®016. Both pre and pamigration, 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 eve@ssic, et al, 2017; Heptinstall, et al, 2004; Jabbar

& Zara, 2014, Lustig & Tennakoon, 2008; Mollica, et al, 1997

OChildren whbave 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.O (Rousseau,, 12943

Basically,this leaves the children witmexpessedand yetmplicit knowledgeof the
danger in which they are livinéf a childOs experience of his or pgmary attachment
figure is one that consistently involves lies, denial, and avoidance of speaking about
difficult challenges, it follows thahe childOs adaptive responseld mirror his or her

environmen{Bockers, et a] 2014) Aspreviously discusseahildren use dissociation
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as a coping mechanism for experiences they cannot undeostemernalize without
support from an external atthment figure. The situation described above, where they
perceivethe danger of thesurroundings but ardenied external support or validation
from their primary attachment figurésaves these children in the exact circumstances in
which dissociatiomwould begin to be over utilized the form of denial and repression

If the experienced world is dangerous but they are told it is not, this disconnect could
potentiallybe driving the dissociative respons&onversely, this outcome couddsobe
viewed as simpl a learned behavior. The children observe their parents denying
emotion, dangeiand lived experienceand they follow the example providethis basic
observational response, if it continues for years during time spent in displacempas} ca
could then become an internalized pattern of behavibe limited nature of this
exploratory study prevents any definitive explanatidiings result also providesupport

for theresearch thandicates that refugee children tend toward protechieg 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 werg gpenvironments where

denial and silence were most likely being modeledanishposed.

Anotherexploratoryoutcome that is both instructive and surprising is the small
percentage of anger outbursts as a dissociative respithsaver 64% of the saple
being scored as Onot ttiand no endorsements for OwreiyO A very common
response in traumatized childr@vational Center for PTSD, 20Q7gnger outbursts
represent a flooding of emotion that the child is unable to manage or contain. Itis also

heavily rooted in hypervigilancand stressesponsesas OfightO is one of the most
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empowering fear responseGhildren,who have been denied-tegulationdue to poor
parental response, are more likely to have a difficulty managing and controlling anger
(Ainsworth, & al., 1997; Bockers et al2014;: DOAndreat al.,2012). Anger is also a

very adaptive and seffrotective response to danger,igvhis why it becomes a
dissociative pattern for many traumatized childi®itberg, 1998)It is the OfightO in our
Ofight or flightO response. If this population has such low rates of anger regponses
represents pattern that deviates from tNéesten childrenwho experiencérauma. The
combination of these two results provides a perspective on Syrian rehilgigen as
childrenwho deny pain and struggle but also are not able to protect them#wlvegh
defiance whichpotentially puts them areaterrisk for continued danger future
victimization. This reliance on the other responses of freeze,dlegubmit ptentially
creates pattern of compliance, deniahd lack of selpreservation thatould lead to a
susceptibility to radicalizatiorbissociation represents, in essence, a disruption in
identity, which is an identified factor in potential radicalization. Whealacks a

coherent identity, there is a tendency to search out an idéatagstone, 202 News

Rx, 2017. In a review of radicalization completed fdhe HagueSchmid (2013)
identified potentiafactors thatould reduce the outcome of radicalization for individuals
with multiple risk factors. A fevof them focus on establigg positive relationships,
positive meaning making, and connecting with multiple ideologies, but having an outlet
for arger and frustration that is naolent is identified. Suppression of anger, pain and
frustration has a link with radicalization (SchlinR013)in adulthood Given the

minimized angeresponses for these children and the pattern of denial, there could be a

link between dissociative responses and radicalizafiois. potential connection merits
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further gudy to provide support asterruptng patterns of dissociation in childhood
could reduce the outcome of radicalizat{®filani, 2017; Weingurg, 2016h adulthood
But simply put, if the emotional suppressiara childis consistent and reinforced
intemalization and dissociatiothe potential fothe extreme externalizing behaviof

violent extremismn adut could increase

One of the items that was also enddrbg teachers atlawer rateof only 17%
was regression. Regression is a trauma response that generally mesuhesased
attention and support for children. When a child begins to behave in a way that is less
competent than his or heurrent level of functioning, the caretakers are needed to
provide increased engagement. The low occurrence of this dissocgsipaase 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 oegumi a school
environment. When combined with low incidents of two other items, cycling somatic
complaintg(not true: 28)and unexplained injurgnot true: 40) both of which demand
increased attention and care from those in caretaking roles, a pqtatteah emerges of
refugee children evidencing fewer dissociative responses which increase attention and
focus on their need3his is a potentially dangeus pattern where trauma responses that
elicit support from the environment are rarely if ever UE0Andrea, et.aR012

Sansone, Muennich, Barnes, & Wiederman, 2009

The result of exploring the frequency of item endorsement is a snaghshot
children who ar@gredominately relying on dissociaéi responses that are omigticed

when an Ootheiervenes In essence, this sampleuisderutilizingcopingmechanisms
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thatwould bring attention and help from adudtisd over utilizing seloothing
mechanismsThe most reporteblehavior at the level of OveryeQwith 33% labile
personalitycan ke viewed as the child unszessfully attempting to manage his or her

own emotional dysregulation. Wide shifts in emotionadityersonalityare notjn and

of themselves, ObadO nor do they require any intervention or support by the caretaker
(Guli", et d., 2017. Another interpretation of this dissociative response could be that
broad and cycling swings gmotion are simply expressions of poor emotion regulation.
This response could actually be the only response that elicits safe attention from
secondry attachment figurg®OAndrea, et.aR012) such as teachers and caregivers

thus making it the most often utilize@verall, 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 thopic of genderOs role in dissociatfaas been divided
betweerstudies that indicate thahe gender dissociates more frequeatiy studies that
find no significant differencéSpitzer, et al 2003. After completing ainivariate
regression, which found no significant correlation between dissociation patterns and
gerder, there is no support fgender differenceis this sample of refugee childrehe
sample was also predominately male (n = 24) but generally balasitieel f'emale
sample was 19This sample ratio differs from a few of the studies which found that
females dissociate at higher levels, and one study (Wherry 20@9) that found being
male to be a significant predictor of pathological dissociatiore stidy that validate

the CDCin Turkishfound gender to be neignificant in pathological outcomes
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(Zoroglue et al 2002) as did one study completed by Putnam et al {198& debate
between gender and dissociation has support on both sides, buite aEthis study
repeats the research that firidat differences in individual dissociative responses are not
rooted in biology. Perhaps, the differences, when they appearpegeooted irthe
socializing structuresf gendefbasedexpectations than biological differences or
neurological structuringd study completed in 2007 QIff, Langeland, Draijer, and
Gersons suggests that there are socializing factors of gender such as less control or
increased perception of danger that dazdntribute to women being found to have
higher rates of dissociation. This study looked at dissociation only as one symptom of
PTSD. In the refugegopulation, the cultural expectation to protect parents from added
stress and requirements of family datyd survival may have resulted in a balance
between social gender expectatidBasically, the drive to survive and to avoid being a
burden to parents during dangerous experiences could have superseded the cultural
expectation of females being helplesd &ss in control. The connection between

culture and trauma in gender role transmissscam area for future study.

Another area of interest in this study wasrtlationshipof ageto higherscores
on the CDC. Putnam has documented that for cogtonlps and nedissociative
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 resultshefc¢urrenstudy found that age was
positively correlated to scores on the C3G that as children grew older, so too did their
dissociative featuresAs the children studied had poeviously documented diagnosis of

dissociative disorder, interpretatiohthis finding is terdtive, and should be replicated to
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understand its stability among Syrian refugee childtanay be that the exposure to
continuous potentially traumatic experiences through life in a chaotic refugee camp is
repeatedly traumatizing these alreathumatized childrenlhis continuation of

dissociative responsever timecould be related to trauarexposure 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 reducéPerry, 2002, Sperry, 2016)he brain beconsemore reliant on logic and
reasoning. For thoseith dissociativesymptomsthis transition mayot happen

successfully. Trauma can be a contributor to this continuation of dissociative responses,
as well. For this sample, the levels of ongoing trauxpasure could be contributing to

the positive correlation between age and pathologdisabciative featurebut a larger

sample is needed to support this outco@igen the individual item frequency that

indicated suppressive and avoidant dissociatizegjies 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 othelbehaviorsvhich would be confronted and possibly punished. In
essence, dissociatimguld becoméehe aly 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, wlaehe 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 finalvariable that was assessed in 8tigdywas time since displacement

(TSD) from country of origin that waspent in temporary camp#fter an exhaustive
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search of the literature, at the time of this studygtfeet thisvariable hasn

pathological mental health outcomes, including dissociatiomadiadseen explored in any
previous studyThe closest comparison in the literature would looking at the role of child
abuse or neglect which results in compounding impact of living imtaéia
circumstancesThe hypothesis of this reseaethvas 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 supeazel & Stein, 202; Rousseau,
1994) This environment wathioughtto be a potentigbredictor ofongoing trauma
experiences thavould result in increasing levels of dissociation. The results of a
univariate analysis on this variable found that it was a significantilcotatr to

pathological dissociative responsa&’hen 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 thalthoughTSD does contribute to ineasing levels of
dissociation, age is a much more significant predictor. This outcome could have been
skewed by théimitations of datacollection,as the sample was not evenly distributed.

The majority of children assessed had been dispfacegto 6years. This was 7% of

the sample. Aanple of children whose displacement experience was evenly distributed
from 1 to 6 years may have a different outconiéat said, it is also possible that the
reason for the lack of significance could be rooted normalizing effeatf living long-

term in diminished, neglected and impoverished circumest®a 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 developmematapable of remembering, as explicit memisry

still in the process of forming until trend of the firsthree tofive 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, di provide some interesting informatioApart from the documentation of
inattentive behaviors arshild abuse, the teachers reported behavior whichréfeyred
to as OshyO. The way that shymessdcumented indicates that it may dmsidered a
maladaptive behavior in Lebanese and Sygalture. According to McQdrick,

Giordano, and GarciBreto (2005), Lebanese and Syrian culture puts a value on the
concept of OresilienceO. These two countries have been through so muchuwmanland
thatbeing able to survive and thrive in the fadeviolence 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 adative. Shyness in eollectivist culture would inhibit active participation in
groups, which could be considered maladaptive. Extroversion is a documented factor of
resilierce that would alsoéabsent in someone who is smlered shy. Being shy might
reduce ones ability talk and engage with your environment and thus coelld b

considereddunusualO asindication of a problem.

The other often reported behavinrthe open ended questiaras aggressiveness.
This behavior has been found to be culturally valued, espemaiiales (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 aggressivevi@haight be among

refugee children who may spend years in those environmidrgs/aluable information
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provided by the qualitative question presents the need for a follow up study that utilizes a
mixed mehodology in order to explore these potentialljtually influencedoutcomes

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 docuranted in the dataAs aresult,the following recommendations falinical
intervention are limited to the sample population explamed presented as general
practice for children who have experienced trauke clinical implications of this

study poin first to a need for functional and engaging #&lulho 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 responsie caregiver to provide interactive and effectiveregulation(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 ceregulation, supporting parents apcviding asecondarysecure

attachment experience with another functional adult could reduce the pathological
outcomesThe internalizing and dismissing respondemonstrated by this sample could
be seerasindications of denial of emotion and avoidancéusthertrauma. Providing a
group intervention when children firstter school that offers theasafe spacgrablon,
2019 to talk about their trauma andltéleir 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 chdrenaccess to their full range of emotionality. If all
emotions are now acceptable drave a safe place to be expressed, they no longer need

to be avoided, suppressed denied in order to protect self and other.

The implications for day to dagtinical work with refugee children requires
providing a environment where grounding technicaes playare a daily part of
adult/child interactiorfLandreth, 2001; Singer, Golinkoff, & HirdRhasek2006. Touch,
interactive engagement, multiple breathing teghes, and opportunities to move their
bodies as a form of emotional expression shbelgrovided throughouherapygroups
or the school day. Breaks every 20/40 minutes (dependent of developmental stage)
should include organized stretching, breatharyl games of facial moring. These
approaches coulekduce stress built up due to overuse of dissociative responses and
potentiallyincrease 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 lmnaitemental health provet,
or by a teacher who is trained in basic responding skills. Simply listening as a child
recounts a diicult memory or accepting him or her when he or skpresdifficult
emotions like anger at someone for dying, garovide him or heexpressive gxeriences
and release stress and denibglling their story and being heard provides a significant
opportunity for meaning making and eventual heal&goherent narrative for a child
requires an interactive procg$%ahl, 2007)The overall understanaly 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 cysli®leihce 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 potentiahtrma of displacemenhd 60%scored invhat can be
considered aange of nopathological, 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 potémfmovide healing and recovery is
the identification of theseesiliencyfactors. The National Child Traumatic Stress
Network has identified some resiliency factors for children coping with trauma. They
includestrongpositiverelationshig with an adlt/mentor, experiencing appreciation and
havingtalents/abilitieswurtured 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 fee denied, ignoredor repressed. Clinical interventions should directly
target these factors by providing caring and accepting relationships that increase the
childOs sense of belonging aetfworth. Knowing they are worth being cared for and

providing them with a sens¥# purpose would be clinically indicated.

The results of tis studyprovide a first look at thpicture of the dissociative
responses of children who have universally experienced multiple potentially traumatic
eventsdue 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 averag®rclinical population. These children are using dissociative

strategies that awdb attention and protect those around them from experiencing the depth
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of their maladaptive responses to trauma. Regardlesndeg this sample is

responding with denial, memory suppressemd emotional dysregulatioppssibly

putting them at increayy risk for negative physical and emotionakcomes in

adulthood (ACES, 20)6and potentially increasing their risk for radicalization given

their compliant coping strategies. This situation is in need of further study and dopport
understand more cqgrtetely 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 higHevels, the millions who are being left to fend for themselves in the
displacement camps with traumatized or absent care@verven more in need of well

informed intervention.

Limitations
The findings of this study provide a step toward understaratidgassessing

refugee children in trarent and vulnerable positions baete are limitations. Thenain

limitation to the findingss thesmall sample size. Although there were enough children
assessemtmeetthe power requirements 41, 45complete assessmemtienot 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 studyhis is the first use of the CDC with &mab

population as part of thitudy, whichshould be noted as a limitatio his lack of

validation and the challenges of using a Westernized assessment for Eastern children was
improved by having the CDCs commdtby 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 opotential crossultural limitations and the need for a fulllidationstudy.
Thesuggestegathologyindicatorscore of 12 that has beagsedin previous studies has
not been validated with this populatjadhough it has beeasedwith Middle Eastern

populations.

Further limitation exists in that the sample studied consisted of children who had
beenattending 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 applaation
children attending the NGO school&nother limitation is the lack of parental
involvement. As the CDC has no validated Arabic version, the majority of parent woul
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 necessameduce 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 anlimitatio

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 skewedé results, though this cannot be known since the researcher left
the camp before the assessments were complételly, 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 téthe CDC one year prior to use and given direct instruction in how to
interpretthe items, buto more completelyresure the unbiased use of the instrument,

more specific application and inteater 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 degph need of support. Because this was an initial study, there are many
directions in which to expandThe first major area for future research isdamplete a

full validation study of the instrument with a comgiare group of clinical and

norclinical participants.This study providesupport for the need talidate the CDCfor

Arab populations. Although the instrument used was not translated into Akeddbog
teachers for children of Arabic ethnicity and equivalent culture completed the English
version With a Cronbachlpha of.90 (N= 45),the instrument was determined to have
significant reliability with thissample thatan be compared to the Turkish validity study
(Zoroglu, et al. 2002yith an alpha of .890ne of the major obstaclés 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 assessprenedures, 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 populatidmerf=studies with larger

sample sizes should be done to confirm this outcome, and an Arabic translation would

92



increase the validity as the teachers completing the study spoke English as a second

language (Rousseau, 1993).

Another area would be toave thgyarents 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 inteustured 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 schoaining observers
who would be able to follow the chreh to their homes and observe could also
accomplish this goal. Both options would be helped bgrsion othe CDCthat is
translated into Arabic, which indicates another area for continued research. If the
instrumentweretranslated 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 sampkazes thatvill provide more power for the studyruture
research shad 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

relationshipwould be informative.

The ongoing need to explore tbennection between the immediate responses to
trauma and the longeéerm outcome of PTSD presents another area for future study.
This study presents evidence that dissociation is a strategy fogdbpit may be

functional in the short term, meaning younger children, but can become a long term

93



pathological pattern when not provided with interventitime increasing use of
dissociation with age could be the pathway to increased PTSD outcomes stadoée
How children cope with potentially traumatic events is importéintan set the stage for
future pathology and put these children at risk. Thaingliancebased or internalizing
responses have a tendencypéoignored or even appreciated/rentiedby adults who are
stressed and traumatized as welut these reactions have such important and negative
long-termeffects for the individual that they need to be recognized as maladaptive and
supported so that these children can begin to healtiiertrauma they had no choice in

or control over.As such, future research should include effectiveness studies fer play
based interventions that utilize the natural tendency to dissociate as a means for healing.
These pproaches have been studied ierd8rnized children with interpersonal and event
trauma and found to béfective (Bratton Ray, Rhine, & Jone2011), 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 shadattempt to delineate differences among traunetents in
the childOsountry 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 livirgfugee camps over
time, but as anonymity was of utmost importamealepth exploration of the specific
events and experiences of these children in the camps was not po&shlely that

could mark these events prior and post country of origin and a@ntipem to
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dissociative behaviomat each stagerould more directly explore trauma response.
Simply documentinghe cumulative effect of PTE®uld alsofurther delineate the
experience of refugee children and offer significant insighttima traumaresponses.
Given the research that indicates type of trauma may affect dissociation by gender
(HetzelRiggin, 2011), there is clear value to a follow up study that is able to more

directly and concretely document the previous trauma experiences of hildssnc

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 displace@égpeopl
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 trainintpat teachers are provided the role of dissociation in behavibra
responses, the better the potential outcomes for children with complex trauma. Access to
mental health services by refugees in countries like Lebanon is extremely Jimited
availableat all. If support can be provided for the use of teachers indgangvsome

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
resilienceand posttraumatic growth Fostering resilience is the intervention that tes
highest potential for longerm successSixty percent of the childrein this study were
reported by teachers to have experiertca@dma 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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supportirg and treating the 40%ho arestruggling. A study that utilized the Post
Traumatic Growth Inventory (Tedeschi & Calhoon, 19960oper, Marotta, & Depuy,
2009 could provide a balance to the results of the current study of pathdedger
understanding of the personality traitsyieonmental 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 resilienceOf this specift cultural group, many setleported to this researcher
that they had bediving in middle to upper class situat®im Syria prior to fleeing into
desperate and reducedctimstances. The role priordiexperience plays in adjustment
to trauma could dér insight into resilience. Attachment is a difficult factor to assess
even in the most stiand 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 asignificant predictor of resilience, it would be a clear direction for future study with
this population.Another aspect of this specific sample that offers insightregiience
factors is spirituabeliefs and moral teaching.his aspect of traumasponse would be
captured in the PTGI (Tedeschi & Calhoon, 1996) as one of the areas of resilience
identified in this assessment is Ospiritual charR@®ious research into the eol

spirituality playsin trauma recoverfas shown that for childne havinga consistent
spiritualand moral base provides a source for resili¢Beeed & Yasin2017 Brewer-
Smyth & Koenig,2014. The power of meaning making in trauma recovery is awell
researche@Park, 2010)ssue that has often overlappedhwigligiousapproaches as
spirituality offers a powerful avenue for establishing meaning in difficult events

(MarottaWalters, 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 expkrole religion and

hopeplay 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 offera first glimpse into the trauma responses of children who have been displaced by
the long war in SyriaThe 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 saf&xploring the specific
factors which contribute to increasing levels of dissociative behaviors can lead to a
clearer path to treatment and supportive care. An important obstacteviding support

for this traumatized population is the cultural barrier present in the mostly Westernized
screening toolavailable. 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 iving 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 Ioyaintaining anonymity for the children, this study was able to provide

the first steps towardsethe CDCfor Arabic populations, thereby reducing one of the

obstacles, culturally appropriate assessment.

This study was able to provideformation aboubehavior patterns in refugee

children by parsing out the more frequent dissociative responsedinding that over
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40% of the sample scored at or abavieat is generally considered to be gaghological
range demonstrates levels in this sample ofgadly thatcould be mordrequent than

the average, nafinical population. The mean score was higher even than children in a
Turkish sample where children carried previous clinical diagnafsaésxiety and ADHD
There weralsopossible indicationsf apattern 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 dandb need to
protectparents thamay be poducing the high levels of OforgetfulnessO. Whether active
or dissociative, the pattern appears to become more deeply embedded in an involuntary
response as this sample ages into adolesdrragaore research is need to support this
claim. The high freqancy 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 praalistof pathological dissociative features
proved equally enlightening. Gendailed to demonstrate significaetfect on
dissociative responses in Syrian refugee cbild This finding contradictedomestudies
that had opposing outcomes eithergirls or boysdissociating more frequenthyut fit
with the studies that demonstratedsmgnificant effect due to gendefhe variable of
age demonstrated predictive ability in every analysis completed for this studghis=or
population, both the full sample and even more significantly for the 40% that scored at
the pathological level, dissociative responses increased withlTaggefinding fit with

previous uses of theDC butdoes not fit with the developmental undensliag that
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children dissociate less as they move into adolescertus.is most likely due to the past
and ongoing traumatic experiences that all of these children are experidieagtudy
attempted to explore whether time since displacement washedintg to this outcome,
but future research will be needed with a broader and larger sdmplethe relative

safe and structured environment of schrmaly notbeenough 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 findtime 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 ov@b% of the children in the final sample had beemigvin displaced
conditions for 86 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, thsblarwhich 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 copuittp exposure to violence, potential
neglect and dangerous living conditions in a manner that allows theot émly attend
school, but for many of them, excel in school and form healthy attachments with teachers
and caregivers. The factors that conttéto this beautiful resilience are the factors the

will eventually bridge the gap for those suffering under these same conditions.
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APPENDIX A

Child Dissociative Checklist (@C), Version 3
Frank W. Putnam, MD

Date:

Age:

Sexx: 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 hahdescribes the
child
NOW Or WITHIN THE PAST3 MONTHS, please circle 2 if the item \&€RY TRUE Of the

child. Circle 1 if the item iISOMEWHAT or SOMETIMES TRUEOf thechild. If the item is
NOT TRUE

of thechild, circle 0.

0 1 2 1.Child does not remember denies traumatic or painful experiences that
are known to have occurred.

0 1 2 2.Child goes into a daze tiancelike state at times or often appears
"spacedout.” Child may appear to "daydredimequently
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.Childis unusually forgetful or confused about things that he or she
should
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0

0

name.

to

know, e.g. may forget the names of friertéschers or other important
people, loses possessions or gets easily lost.

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 afteom gets confused about
what day it is, or becomes confused about when something has happened.

2 6. Child shows marked datp-day or even houto-hour variations in his or
her skills, knowledge, food preferencatletic abilities, e.g. changes in
handwriting, memory for previously learned information such as
multiplication tables, spelling, use of tools or artistic ability.

2 7.Child shows rapid regressions in dgeel behavior, e.g. a twelwear
old starts to use babwlk sucks thumb or draws like a feyear old.

2 8. Child has a difficult time learning from experience, e.g. explanations,
normal discipline opunishment do not change his or her behavior.

2 9.Child continues to lie or deny misbehavior even when the evidence is
obvious.

2 10.Child refers to himself dnerself in the third person (e@s she or her)
whentalking about self, or at timessistson being called by a different
He or she may also claim that thirthat he or she did actualhappened

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 fromunexplained 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 "imagin&agmpanions" 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 thihgshe 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 nigtimne 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 hersethay 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 yayvé witnessed with this child over the past year.
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