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ABSTRACT

Regardless of the length and depth ofadeption trainingmanyadoptive parents

continue to feel yorepared, that informatias withheld and that life with their child is not

what they expected. Adoptive parents present in treataseverwhelmed, hopeless, and

in many cases, traumatized by thegming trauma behaviors of their children. This study

uses a mixed methodology in an attempt to further our clinical understanding of the
adoptive parentébés experiences in raising a
parents present with trauma symptoms, many at a clinical level. Included in these

symptoms are anger, dissociation, depression, and diminishethael§, like failures
Understoodhrough the lens of sefisychology, adoptive parents share their strugahels
successes, giving new insights into life with a traumatized ahitlundestanding into

their sensef-self.
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CHAPTER |

INTRODUCTION

History of the Problem

In the UnitedStatesit is estimated tha@% of the population will experiece
trauma at some point in life. (National Center for Plasiumatic StresBisorder, 200%
It was not untilL980thatthe American Psychiatric Association recognized the etiology
of posttraumatic stress disorder (PTSYithin ten years, thestimatedannual cost to
society for the treatment of anxiety disorders, including PTSD, was $42.3 billion. (Sidran
Institute, 1995)he study and treatment of trauma i€ ohthe fastest growing social
concerns in the United States and throughout the world.

It is through supervision of the Adoption Preservation steffthe research
guestion for this studgmergedThe Adoption Preservation Program is designed to work
with postadoptive families at risk for dissolutioNew staffmembersegin their workm
the program hopeful and eager to work clinically with a diverse population and issues.
Over the course of two or three years, and multiple exposures to individuals, many with
traumatic histories, staff perception of these families began to changeidalcli
supervisionnewstaff memberdiscuss their frustratioand anger at adoptive parents
and the child welfare system, often using similar words or phrases used by the adoptive
parent describing their child. Eventually many staff expressed feelifggpefessness
and powerlessness in their clinical abilities to help adoptive families heal and cope. This

phenomenoknown as vicarious traumatizatioor VT, is seen in caregivers,



soldiers and rescue workdfgley, 1995) | began to formulate the ques o n , nlf
vicarious trauma occurs in professionals w
history, can adoptive parents experience a similar response living with a traumatized
chil d?o
Researchers have long been interested in the matafistressors experienced by
adoptive families, particularly those families who may be at risk for adoption disruption
or dissolution. (Barth & Berry 1982; Barth & Berri988 Barth Berry, Carson
Goodfield & Feinberg1986) Placement disruption ocuwhen a child is removed
from a familybeforefinalization of the adoption. Dissolution is the legal termination of
an adoption resulting in a childbds return
Each step in the adoption process introduces new stressorgjptivagarents.
Common problems arexcompletechild assessments (Donely981), insufficient
preparation(Partridge, Hornby & McDonaldL986) followed bypoor matching(Unger,
Dwarshuis & Johnsqri981)and incomplete or unknowpre-adoptionhistory of the
child, (Kagan & Reid, 1986)inally, unrealistic parental expectations, (Festintfés6;
Barth & Berry 1982); parentds own abuse hi
(Shapiro, Shapir& Par et , 2001); and the patdisdosnekds
to searchadd stres¢Schneider & Rimmer, 1984What researchers have found is that
each risk factor or any combination of them adds to the increased probability that the
adoption may dissolve. In addition to the placement disrupting, ctiveutdress has
been shown to increase the risk of child abuse, increase isolation of the abusing parent
from social supportéRycus & Highes1998) and an increadeisk of alcohol abuse in

parents (Cadore1,990) For some adoptive parents, stress aadnrabegin long before



the child placanent Others they face problems and feelings they never expafterd
the child joins the family

How Americans have understood adoption has significantly changed over the
last50years. As a societyve have shitd from finding babies for childless couples
(Carson1952) to finding homes for abused and neglected childrethénl960sand
1970s attitudes about adoption began to change when abortion and birth control became
more available and less stigmatized fammen. It became socially acceptable for unwed
mothers to keep and raise their children. These social changes in attitude and the
availability of birth control decreased the number of infants placed for adoption. During
the same perigdssues of child abesand neglect filled the front pages of newspapers.

In 1964, the Child Abuse and Neglect Reporting Act passed and child protection
became an issue that states put on the front burner. Increasingly, more and more children
entered the child welfare dgen due to issues of abuse and neglect. Researchers began
exploring the longerm effects of abuse and neglect on development. In 1962, Helfer and
Kempe identified a phenomenom cTahlel eBatttheea efd
Child Syndrome referstothiei nj uri es sustained by a chil d
usually inflicted by an adult cap®Bdghisver o (
paradigm shift began a new way of understanding thetiemg impact of abuse and
neglecton boththeci | dés devel opment and society as
battered child depended upon the severity
future safety. Treatment included counseling, or incarceration for the abusing parent
and/or removal othe child (Lukefahr, 2000Abused and neglected children came into

the child welfare system by the thousands each amy could not return home safely



creating a new category for peoAppedal seeki ng
needs child i®newhois fives years old or oldghas a physical or psychological

disability; is aminority; or is part of a sibling grougAlong with this new classification of

children needing to be ad@plt,came the need to recruit and train a new type of adoptive

parent. Unfortunately, the message to special needs adoptive parents remained the same,

love them enough arttie childwill forget the past.

While we might like to believe that given sufficient opportunity we can reverse any
damage done to children, the research tells us that the effects of some early
experiences cannot be undone.

~Morse & Wiley 1997

From June of 1986 to June 1996, the number of children in substitute care
throughout the country more than doubled. As the number of childlieare increased,
so too did the severity of their emotional and physical problems and the likelihood that
they would experience multiple placements prior to being adophexte issues also
contribute to the risk that the adoption placement will disouplissolve. Researchers
have identified factors that represent increased risk for disruption and dissolution:
chil drends ages, pl acsesp(Donaldeon, 2G04 Baygh and beh
Berry, 1988; Elbow& Knight, 1987) All of this only addedo the complexity of forming
attachments to their new adoptive parents. Smith and Howard (1999) state
The severity of damage among many children in our child welfare system has
been underestimated, as has the complexity of forming a new family through
adoption. The damage done to children from factors such as prenatal substance
exposure or maltreatment may not be manifested until well after the adoption is
finalized. Many families who parent these children are likely to have continuing
needs, peaking aertain developmental periods or times of family strgss3)
The Adoption Preservation Program began in lllinois in 1991. Services focus on

families who were at risk of dissolutiofhe children in the Adoption Preservation

Program exhibit manydhaviors and characteristics similar to those suffering from



PTSD.In their researciSmith & Howard (1999) found th&t8 6 % of t he 204 <ch
fell within the clinical range on the Child Behavior Checklist and 91% fell within the
clinicalrangeinonedf he t hr ee s u mmuiffeying Bornaadrlg abuse gngh . 7 7 ) .
neglect compounded by repeated loss and multiple placements, these childreapmrow
believing that adults can't be trusted and they can only depend on themselves to get their
needs meet (St & Howard, 1999, Hughe2003). As noted in thdSM-IV, children
are more likely to reenact through play, repetitive behaviors and impulsive angry
outburss. All of this occurswithin their new placement and with the adoptive parent as
the recipient otheir anger.

This study lookdat t he i mpact the childds trauma
parentcurrently receiving services in the Adoption Preservation Prodggroringng
together in a new way the current knowledge aposttraumatic stressisbrder,
vicarious traumatization, aral p a r e ndf-€elthisssteidy wikk broaden our

understanding of the adoptive parentso exp

Formuldion of the Problem

Once a waiting child moves in with an adoptive family, the equation changes for
both the child and the family. Everyone assumes new roles and responsibilities, and
the success of the adoption now balances on the health of the entire familyd not just
the child.

~Riggs, 2004, p. 5

Research on adoption, specifically adoptive pargypscally focuseson stress,
coping and parenting skills. In a recent study conducted by the Center for Adoption
Studies on Adoption Preservatiamiilies in lllinois, 87% of the parents reported high

level of stress on the Parent Stress Inventory. Despite the high levels of stress



reported, 72% of the parents scored | ow on
study, higher levels of parenting sigs were associated with aggressive behavior in their
children and lower scores in reframing this behavior for parents. (Howard &,Smith

2006) The positive correlation between th
stress suggests that adoptpagents have no frame of reference to understanttdima

behavios in the childhatin turn can cause the parent to feel overwhelmed by, and

powerless to change these behaviors, both key in diagnosing trauma.

1}
—

I n clinical wor k wa is amassaultsoh am uhprepalned t
psyche. o(Gol dber g, 2005) I n understanding
is easy to understand that an adoption professional would believe thadgmt@on
training prepares the parent for the experiencecaring for a traumatized child.

However, many of the families entering the Adoption Preservation Program start out by
saying fAWe didnot t h Indllinois| this statewide grogtares | i k e
designed to help struggling adoptive families akrof dissolution. The majority of

families in the program have adopted children who have experienced trauma, many
having multiple traumatic events. Traumalefinedasiex posur e t o a tr aun
involving direct personal experience of an eveat ihvolves actual or threatened death

or ser i AMSEIV-TR)200Qrp¥63f Herewe see thafi prsonal experiencds

vital to the diagnosis. Parenting is very much a personal experignie stressil

especially for those who are parenting dfeh with special needs well astrauma in

their history



Struggling adoptive families are often not dealing with adoption per se, but
with factors responsible for the childds becomi
Maltreatment, trauma, prenatal exposure to substances, deprivation, lack of
stimulation, and a host of other complicating factors can impair children and
affect their adjustments in their adoptive families.
~Smith & Howard, p. 34

In addition to all the factors that allow a childle in the child welfare system,
adoptive parents also come to adoption with factorsitiiaiencetheir ability to attach
and function in the family. There is an inherent element of loss, stress and trauma in all
adoptions with each individual. (Kirk, lhes, Rycus & Hughes) Daniel Hughes (2003),
a nationally known attachment therapist, staféesr he par ent you see

treatment is not the same person who adopt

Clinicians working withpostadopton families eport parents as angry, rigid and
unreasonabl e i n r el a Littleasrknotvncontemiaghelong hi | d 6 s
term effect stressors have on #uoptiveparent This study hopes to capture the lived
experiences of adoptive parents caring faumnatized children angrovide those who
work clinically with adoptive families new insights into how traueffactsadoptive

parents anddd to the wealth of knowledge on creating successful adoption.



CHAPTER Il

REVIEW OF THE LITERATURE

Introduction

As social workers and researchers, we
t hrougho ar e Adaptionisaprocessyesearalts postadoption
suggestsnany families will need help long afténalization ofthe adoption (Barth &
Berry,1988; Rycus & Huge4998; Smith & Howard, 199McGlone, Santos, Kazama,
Fong &Mueller, 2002)

In lllinois and other states across the courdimld welfare systems continue to
create new programs to support padoptive families. Onsuch program is the
Adoption/ Subsidized Guardianship Preservation Program in lllinois. Serving@@er
families each year (DCFS, 2004) provider agencies work to deliver adoption sensitive
services to struggling adoptive families. Clinical staffs ingtegram continue to
struggle to understand the transformation in adoptive parents who once accepted a child
into their homeandwho are now seeking to have the child removed.

There ardour key components in this study: traumaarious traumaempdhy;
and the development of the selfhese wi be thefocusof the literatureand provie: a

framework for data collection and analysis.



Historical Overview

Adoption literature as it relatestaumaremaim f ocused on t he <chi
(Barth & Berry, 1982; Barth & Berry1988) Trauma as experiencé&y adoptive parents
has a much narrower focus and typically revolves around issues of unresolved infertility.
(Shapiro, Shapir& Paret, 2001) Bstadoption therapists never see the adoptive parent
who originally adopted. Years after the adoptiworkerssee angry, frustrated, and
hopeless families desperate for rellerustration, anger and hopelessrasggesthat

what adoptive parents may bgperiencing is traum#s Herman (1993) notes,

APsychol ogical trauma is an affliction of
ordinary system of care that gives people asenseafapht, connecti on, anc
(p. 33).

Adoptive parents seaig residential placement, respite, or remafahe child
from the home, state they are powerless to change théschddalating behaviors.
Powerlessness and hopelessness are two experiences most often associated with trauma.
This research is designémlexplore the existence of trauma symptoms emnadhderstand
the adoptive pareri$eeling of powerlessnessd hopelessnesé/hat in their life has led
them to feel hopeless? How do these feelaffgcttheir relationship with their child?
Whenparentdalk in terms of feeling hopeless and powerless as it relates to their
parentingthere is clearly a breakdown within the family system.

There are three major components in the making of a healthy family:

1. The mental health of each family member

2. Skills of the parent
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3. Willingness of all members work together on relationships
(Developing Child2004)

In struggling adoptive families these three components are so tightly woven
together it can be difficult ttrace the root of the problem3rauma and itsnfluence on
t he adoptmenta heplthparentirtg 8kdls and willingness to remain committed
to the adoption creatighe question asked in the project: Do adoptive parents of
traumatized children experience trauma symptoms?

Trauma research prales insight in understanding how one event or repeated
traumatic experiences impacts the individual, their view of the world, and themselves in
that world. Bloom(1999)states

A traumatic experience impacts the entire pedstireway we think,
the waywe learn, the way we remember things, the way we feel about
ourselves, the way we feel about other people, and the way we make sense
of the world are all profoundly altered by traumatic experiefe)

All these nfluencet h e p er s o n 6rd are lkeeynteodadertiff/ing areeveint a
as traumatic. (van der Kolk, Marlene& Weisaeth, 1996)The DSMIV (1994) defines
atraumaticeventas:

Direct personal experience that involves actual or threatened death or
serious injury, or other threattoane physi c al integrity,; or
event that involves death, injury, or a threat to the physical integrity of
another; or learning about unexpected or violent death, serious harm, or
threat of death or injury experienced by a family memipeiZ4)

When such an event occuitsmeets Criterion Ain theDSMIV for a diagnosis of

PostTraumatic Stress Disorder or PTSOriterion 2 st at es t hat the ind

response to this event is one of horror, intensive fear and hopelessness.
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Criterion B includes reexperiencinghe traumatic everdne or more of the
following ways: intrusive thoughts, nightmares, dissociative flashbacks, psychological
distress and reactivity due to exposure that resembles the traumatic pv28) (

Criterion C involves avoidance and numbing behaviors that include avoiding
activities and persons that arouse recollections of the trauma. Also in this category is a
sense of despair about the futupe 428)

Criterion Dincludesincreasd arousal, difficlty sleepingjrritability, or outburss
of anger, hypervigilance arahexaggerated startle responge.428)

CriteriaE and F state thi@urations of symptoms is longer than one month and
cause disturbances or distress in social, occupatiomal t i o n(p.429). 0

The use of th®SMIV criterion is useful in this study because it offers
universally shared and recognized concepts about trauma symptoms. It does not however
provide the framework of trauma exposure necessary to fully unde:istimptive
parent 0s €&he geénitiondontaenm as stated in DMV states that the
traumaticeventoccursonce, whether it is a natural disastemoan made. In this study,
Lenore Terrds concept of Tyraumais$ differentfda ma i s
theDSMIV or Typel, in that symptoms arise from prolonged, repe#taadma.Terr
(A991)notesiif Ty pe | I trauma incl udeshygnessar@! and p
dissociation, and alternations between extreme passivitywandlmu r st sp.1®20) r ag e .
Herman(1992)wr i t es, @A Peopl e who have endured hor
psychological harim p. ). Predictable pychological harnthatoccuss due totraumais
apparent itheDSMIV Criteria A-F for the diagnosisf PTSD.PostTraumatic Stress

Disorder is complex, particularly whexploring the existence of and meaning associated
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with a traumatic expemce To ensure that PTSD symptoms in this study are not
misrepresentedhe Criteriaset forth in theSM-IV wasusedin the qualitative data
analysis.

The only study found t hat-adoptiemstoryes t he
had on adoptive parents was conducted by Cadoret in 1990. In his study, Cadoret (1990)
|l ooked at t he icrohaclkgmind and hastony bf Bibhdamidye ne t i
psychopathology had on adoptive parents who had no history of any psychopathology or
substance abuse. He found that parents who adopted children with a predisposition to
psychopathology doubdgheir risk of develong both psychiatric and alcohodlated
behavior than those who adopt children who had no predisposition to psychopathology.
Cadoret 6s f i ndi ng s-adeplivg bistosyt genetlt prédis@ositions,icdnd 6 s
have a profound and lasting impacttbe adoptive parent.

Learner (1995%uggestsraumatic stresss experiencewhen one feels out of
control of the outcome. Heundthat traumatic stress, as it relates to adoptive families is
experienced prplacement and pogtacement irbothchildren and adoptive parents. He
believes that for adoptive parents, this is everything from infertility, the home study
process, financial strain, the long wait to receive a child, and for some accepting a child
with developmental or emotional delays.

Inaddi tion to their own stress as descrilb
experiencerolonged stress and repeatgosurgo overwhelming situationthatcan
lead toPTSD. In adoptive families, cumulative strédsatisr e peat ed exposur e
traumacanlead to vicarious trauma (VTResearch ophenomenon of Vbegan with

clinical therapists.The literature cited thus fauggestshat adoptive parents experience
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stress and that stress can be cumulative, and that cumulative stress can lead vicarious
trauma.

Annscheutz (1999) research on clinical therapists found that there is a cumulative
effect on professionals who are exposed to stress and traumatic clients over tin@teShe s
there are four phases the caring person will face. Inepbraes, there are early warning
signs; in phase two, physical symptoms appear. In phasettheezis an increase in both
emotional and physical symptoms. Finally, in phase four, symptoms are severe and

debilitating.

Phaseone can take a year omiger before any symptoms are noticed. Early
warning signs may include vague anxiety, depression, fatigue, boredom, and apathy. In
phase two, Annscheutz statAsp hy si cal si gns add to the emo
include sleep disturbance, frequent hedea, colds, muscle aches, physical and emotional
fatigue, withdrawal from contact wiptl® ot he
In phase two, Annscheufgaundt hat fAphysical signéThesald t o t
physical signsnclude $eep disturbance, frequent headaches, colds, muscle aches, physical
and emotional fatigue, withdrawal from contact with others, irritabgify intensified

depression.

In phase three, there is an increase of intensity in both physical and emotional
symptomsIn addition in this phase, a person is more likely to increase alcohol
consumption, experience intense anxiety, rigid thinking and restlessness. Annscheutz refers
to this as the entrenched phase and suggests that efforts to reduce symptenys are

difficult at this stage.
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The final phase Annscheut z c a-ddstactieever e

and usually occurs afterb0 years of i gnoring symptoms of

(p-18).

Annscheutz found that

Often there is significant disruption in identity, worldview, or religious
beliefs. Those with a prior history of significant trauma or instability may suffer
to a greater degree. As symptoms progress, the helper can become lags sens
to the viciplpdbs concerns.

Here we see the overwhelmed worker pulling away frontrthematizectlient; a
dynamicmirroredin the relationship between tls&rugglingadoptive parestand their
child. Together, Cadoret (1990) and Annscheutz (1999) studies create a framework for
understanding the impactandlenge r m c ons e q u e n-adepsive hitstoey c hi | d o6

has on adoptive parents.

Annscheutz (1999) and Thomson (2003) studied professionals who worked with
trauma survivors; they heard the traumatic stories of children andss#d their
aggressive/depressive behaviors over the course of manyBetirfound that
professionals who experienced personal trauma are at greater risk of vicarious trauma.

This suggests that it is not the profession that creates the vulnerabilionds prior life
experience before repeated exposure to ano

Saakvitne, 1995; McCann and Pearlman, 1990; Annscheutz, 1999; Thomson, 2003)

In research that looked at predicting caregiver stress, McDonald, Raarthe
Pierpont (1999) found th&br the parents who perceived their child as having

internalzedbehaviorproblems(depression, withdraal) and externaedbehaviors
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(impulsivity, aggressionstress was significantly highamongthose parents who did
not. They al so f o uhildytotmaiatdin afpdsitive outtoakraedga v er 0 s
perceive the child as a source of pride and family cooperation are associated with lower
stress. 0 ( Mc & Bierpoht,d99%P108E r t ner
It is easy to uderstandhatany person directly exposed to a traumatic event will
be changed by #&experience. In the past $@ars researchrs have begun to look at
phenomenon referred to as vicarious trauasg know as,secondary trauma,
compassion fatigue, @umulative stress. (Figlegl997; McCann & Pearlman, 1990;
AnnscheutZ1999) This study will use the concept of vicarious trauma. Vicarious trauma
or VT defined asfiThe permanent transformation in the inner experience of the therapist
that comes aboutagae sul t of empathic engagement wit!|
felt sense of responsibility for (tph3 traum
The main symptoms of VT are disturbance
reference, identityspirituality and worldviewimp act ed ar e oneds affec
fundamental psychological needs, deeply held beliefs about self and others, interpersonal

relationships, and internal imagery. (Pearlman & Saakvitne,, 1719280)

Research in the ameof vicarious trauma has its origins in the study of children of
Holocaust survivors, (Soloman, Kotler & Mikulincer, 198&r veterans and their families
(Solomon, Garb, Bleich & Gipper, 1987) and crisis worke(gigley, 1995; Pearlman and
Saakvitne, 295) These studies found that exposure and contact with survivors of trauma
can have a negative effect on the psychological and behavioral characteristics of those who
stand witness to anothefittese aama. n®ant eé

wh o adopt etdadthe iadogtive paremtg have changed due to their relationship
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with this troubled childThisfurthes the ideahatthe change may be due to the daily

exposure to the childodés traumatic history.

Pearlman & Saakvitne (1995) wrjte

Vicarious traumatization is a process, not an event. It includes our strong
feelings and our defenses against those strong feelihgs,vicarious
traumatization is our strong reactions of grief, rage, and outrage, which
grow as we repeatedlyhedraut and see peopl edbs pain
forced to recognize human potential for cruelty and indifference, and it is
our numbing, our protective shell, and our wish not to know, which follow
those reactions. These two alternative states of numbness and
overwhelming feelings parallel the experience of PTSD41p

Mc Cann and Pearl man (1990) found that
who have experienced trauma ls&al shifts in their cognitive schemathat is patterns

of expectationgBasch 1980) These shifts do not occur over night and in many cases

a |

W o

can take years before reachintgnis point whe

significantly impaired, similar to the effects of cumulative strékgrapists in the post
adoption field expeence vicarious traum#&esearch on Vin caregivers who are not
therapistssuch agoster parentgPerry, 2003)teachergPearlman, 1995gnd even
lawyers(Crawford,2007)has found that VT can occur in any situation where a person is
repeatedly exposédo a n ot h.erhigssggests tlahemmelusion ofvicarious
traumain this study is originato the subjects being studiexhd wellfoundedin previous
research
In much of the literature on vicarious trauma, empathy or empathic cormgztio

the trauma victim enhances oneds chances

Sometimes . .we can become emotionally drained by caring so much; we
are adversely affected by our efforts. In deed, simply being a member of a family
and caringdeeply about its members makes us emotionally vulnerable to the

catastrophes which i mpact them. We, too
emotional connection witthe victimized family membe(p. 12)



17

Kohut (1981) defines empathy as ayof knowing the other while maintaining
oneods o Opjectvityisa qualiyy of dealingwitha obj ect external t
(Reber, 1995p. 505), these however are not the initedperiences of parent to child.
That first experience is attaclemt

Attachment profoundly influences every component of the human condition-
mind, body, emotions, relationships, and values. Attachment is not something
that parents do to their children; rather, it is something that children and parents
create together, in an ongoing, reciprocal relationship. ~Levy & Orlans, 1988, p. 1

fAdoptive mrentsjike all parents, attach to their children through dreams,
fantasies, illusions, and projections into the future. Children are our second chance, our
utimate oO6life products,d the reflemtion an
6) These dreams and fantasies builtteme mor i es of oneds earl i es
the meaningnadeof thoserelationshipsreate representatiaf interactionsthat have
beengeneralized orRI&(Stern19 8 5) A RI GS are basic units o
sel f and o4dve& Cohler 1098)p.83) Rarenting changes the individual,
regardless of how the child comes into the famiiychild welfare building a
relationship with the adoptive child referred toasassimilation. Assimilation calls on
the parents to take specific steps to integrate the child into the family and emulates
attachmentRycus and Hughes (1998) identify three cycles that pterattachment and
assimilation) Arousatrelaxation; Positive Interaction; and Claiming behaviors.

Arousalrelaxation states that the caregivemainsattuned to distress signals
from the childat all times. Signals includantrumsgcrying, and rejectin. Here, the
adoptive parent is expected to ignore these behaviors anckrieliee chi | dés t ens

anxiety. Thus repeating this cycle instills in the child feelings of trust and security.
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Positive interaction encourages the adoptive parent to peosoacial interaction
such as playing, singing and reading. This cycle helps the child who finds physical
affection or intimacy tdoe overwhelming.

Lastly, claiming behaviors communicate to the child that he or she is now part of
the family. Claiming be&wviorsensue that the child isncluded in all family functions,
pictures, activities, birthdays, and family roles and chores. (Rycus & Hughespp998,
696-698)

The stage is set and adoptive parents are ready to take on their parenting role and
enterthis new phase of the life cycle, believing they can love this troubled child enough
to heal themHowever, nany adoptive parents face attemptingtiach toan
emotionally disturbeahild who is attachment disorderéithose with no experience of
such dsorders can be traumatized; those who are familiar with them can find themselves
being retraumatizedStress and anxiety can act as a catalyst for ch@&uyw/ersely
stress and anxiety can also be paralyzing and an individual can resist change. What is
important to remember ot all stress iraumatic but all trauma is stressfulh&
meaning one attaches to the event determine trauiman (1988)foundt hat fit he
meaning that one attaches to the traumatic event is what actually chahnges per son o s
experience of seff p.(1). In examining trauma or VT in adoption we askat/
meaning might an adoptive parent attach to a child who repeatedly is reworking their
trauma?

Lastly, it is necessary to create a context of who the child is in strgpatinptive

families tounderstandhe adoptive parents experience
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Even weltfunctioning, reasonably balanced families begin to change for
the worse when they are under prolonged stress of living with the disturbed
foster/adoptive child. Familiebat are truly suelinical in their adjustment
those who are essentially normal, and built satisfying, intact marital/family
lives-can appear clinical or dysfunctional under the unique stress of
O0i mportedd probl ei®®93p.30)Del aney & Kunst al
Delaney& Kunstal (1993) introduced a phenomenon they call importing pathology.
They suggest that the adopted child comes to the family with-exseng pathological
imprint thateffecs how the parent responds to the child. Unlike traditional family theory,
where the acting out child is seen as a baromtiatrjs,a predictor of family
dysfunction,(Lansky1981) Delaney and Kunstal (1993) suggest that the adoptive child
acts more like a thermostat by controlling the level of intimacy family members have
with one another. What is it about these imported problems that could induce such
dramatic change in the adoptive parents, transforming the desire of wanting to be a
parent, to just wanting the child out of their lives?
The chil dbés i msporéed from the birth farilgt to thesaddpteda n
family as part of the unconscious. (Basch 198036) Allen Siegel (2000) states that
early experiences of trauma and the drives and memories associated with these events
Acannot be i nf | uesracdehdrefdreiarenneapable of ghartggye n c e
follow the | aws of primary prog®&psg6neand pus
way in whicha child survives a hostile environment is by developing adaptive and
maladaptive behaviors becausenitial selfobject failure(Kohut, 1977; SiegeR000
These coping skills and defense mechanisms help the child survive in a hostile

environment but become maladaptive in their new adoptive hdmesunfortunately is

the legacy of many children in the child veee system. This is what they transport from
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one family to the next, a legacy of hurt and p&or. adoptive parents of traumatized
children, these skills and defenses may become the barriers to attaching andtasgimil
the child into the familyRycus& Hughes, 1989) For others it may lead to the adoptive
parentexperiencingdirect or vicarious trauma

Originally, the diagnosis oPTSDwas reserved for adults. Initially, professionals
were skeptical of broadening the diagnosis of p@&tmadic stress disorder to children
Cohen(1998) Handford (1986), Malmquist (1986), Rigamer (1986) and.$48R6)
Currently theDSM-IV notes that PTSD symptoms, specifically those related to Criterion
B are expressed differently in children. Repetitive pfaghtmares, and trauma specific
reenactment are common in children exposedtotraBeas e ar c her f ound t he
initial r esp o mwasdenia| Cahengl®9f Menéalsheatthr a u m
professionals and others rationalized that children wergdong to remember traumatic
events or are too developmentally immature to be traumatized. (Bed©8&kItis this
perspective that allosadoption workers to encourage adoptive parents to go home and
love the child anéssureshem thechild will forgetaboutthepast. gnor i ng t he <c¢h
pre-placement history and not sharing details with adoptive paieatprecursaio
failed adoption. Barth & Berry (1988) found that 67% of adoptive parents felt that more
and better information would have bettergaeed them for parenting. This research
suggests thadoptive parents felt overwhelmed and unprepared to cope withlthe | d 6 s
traumabehaviors. Sadly, for some adoptive families history has a way of repeating itself.

The past is never fully gone. It is absorbed into the present and the future. It stays to
shape what we are and what we do.
Sir William Deanna, Inaugural Lingiari Lecture, Darwin, August 22, 1996

In his lecture, Sibeannas poke about the i mplicht ance of

includeso n ebidlegical, cultural and emotional, and howgtory shapes the future. For
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adopted chilcenrelinquishmentdoesnot just terminate a biological relationship, but
separates them from their culture as well. When and how this separation occurgss the f
traumatic event an adopted child faces. For more than 50 years, child development
specialists have stressed the inherent dangers of abrupt removal and placement of
children. (Freud & Burling 1943; Littner 1956; Gerard & Dukette 1953; Bowlby 1973;
Rycus, Hughes & Garrison 1989; Falhberg 1991) As knowledge of infant development
increased, the importance of early infant/caregiver relationships became the focal point of
researchers and pediatricians.

Attachmentstyle begins before birth and continues the first year of life. The
quality of early attachment has a strong and enduring influence onrtheé i v futdire a | 6 s
social and emotional developmemtd future relationship$Seige]1999) When
inconsistent care giving experienced during infancyd early childhood i.e. abuse,
neglect or prolonged separations, the child may develop insecure or maladaptive
attachments (Bowlby,951; Kohut, 1977; Galatzérevy & Cohler,1993) Siegel (1999)
found that the caregivers who lack the capacity for atteméisind empathy impaired the
chil dés devel op migagulatiom,fmenoties, aftettspamotions, asde | f
brain developmentn this study,abusive or neglectful pradoptionparentings
understood as traumatiResearch has shown that a child vikoepeatedly exposed to
trauma eventually can no longer distinguish comfort from pain.

Eigen (1999) writes:

Emotional toxins and nourishment often are so mixed as to be
indistinguishable. Even if they can be distinguished, it may be impedsiba
person to get one without the other. In order to get emotional nourishment, one
may have to take in emotional toxins.

A life can so sour, and a person so accommodate to high levels of toxins, that
he or she may develop aversive reactiorieds polluted opportunities for
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nourishment. Life may not feel real without large doses of emotional toxins. Some
people cannot take nourishment pthhat i s not
Abuse, neglect, toxic relationships all conttiba t o t he <chofl ddés de
the self The problems that emerge most significantly are attachment disorders (Bowlby,
1973) and violent/aggressiveehaviors Karr-Morse & Wiley,1997) Adoption research
shows that along with attachment disorders, ademhildren may display behaviors
such as lying, stealing and hoarding (Keck & Kuped®85) Abuse or neglect
influences he chil dés ability to develop healthy
develop empathy (Barth, Berr@arson, Goodfield & Feinlog, 1986; Shore, 1997, Spitz,
1945)
Unfortunately many children come into the child welfare system because their
primary caregiver failed to provide affirmation, admiration and connectedness, as well
even a minimal level of food, safety and love. Altleaselfobject allows the child to
develop skills for | ifebs relationships, r
these selfobject needs will negativeifluencethese areas as well. (Kohut, 1977)
Parents who for many reasons fail toyade the necessary experieafa healthy
development increashe possibility that the child will fall victim to abuse in future
relationships.
Freud (1914), Kline (1940), Kohut (1977) and others understood repetitive
behavi or s a orepaekasdaasdve eanyeldldhoot experiences. These
theories help us understand the human desire to repair and recover from pain, but offer
little insight into the experiences of those who love and care for a traumatized child who

is continuouslyreworking, repairing and restoring him or herself everydagny
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adoptive parents are unaware@f minimizet he chi |l dés trauma exper

them to feel frustrated, angry, depleted and frightefiegtus & Hughes, 1989)

All too frequently parents adopt, poorly prepared and under-supported. They often
complain later about the limited information on the child, his diagnosis, behavioral
problems and history of abuse, neglect and exploitation. Although some adoptive
parents concede that they had been warned of problems and had been advised to
follow-up on counseling for themselves and their child, many put it off until too late.
Without assistance, many adoptive parents are overwhelmed by the seriousness of
the problematic children in their home.

~Delaney & Kunstal, 1993, p. 4

The Adoption Preservation Program has seen many families who seek services
only after years of feeling bl ameTteyf or t he
come to the program depleted, wanting the child removed from their home. Most of these
families could never imagine themselves giving up or not loving the child they once
sought to adopt. Pradoptive familieoftenstart out believing that if theyve the child
enough the child will forget the past and blossom into a happy healthy/Adioition,
like vicarious traumatization, is a process and not an event. We know from experience
and research that traumatized childreiemact their trauma repedtg. They recreate
their past abusive environments and evoke strong reactions in their caregivers, all in
service to their selveandat great cost to their parents. This study looks at this unique
phenomenon.

In order to understand the impact trauma bia the self, we must first

understand how the self develops under the best and worst circumstances.
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Theoretical Framework

Self psychologys as one theory that assistauinderstanding how trauma and
vicarious traumatization comes into play in adoptive families.,Hiistnecessary to
understand how the self devel opsrgesioverh e
the course of infancynd it emerges over tredurse of infancy only if it is part of a
relationship with the caregive(GalatzerLevy & Cohler, 199%. 25). The emergence of
the self requires more than just a genetically programmed or indrmatericy to organize
experiencest requires certain tygs of experiences that are present and performed by an
emotionally attuned caregiver (Schore, 1997).

According to Kohut (1977}he emotionally attuned and empathic caregiver
provides selfobject functions t htiantandme et
connection to othergiSelfobjects are experienced subjectively and assist in organizing
and consolidating the sélfKohut, 1984,p. 49). Kohut saw selfobject needs as
fundamental to the human experience. He believed that selfobject needseatakeor

seltcohesion. Theeneedd c hanged form and under went

s el

t h

mat

continually from birth tpolé6leat ho (Mitcheldl

The developing infant experiences the selfobject as providing affirmation,
admiration, angtimulation, as well as the power and protection of the idealized figure
(Elson, 1986)Selfobject needs consist of mirroring, idealization, @mvidship. Ko hut 6 s
models of the bipolar self, as well as the concepts of mirroring, idealization and twinship
are key constructs in this studyheBipolar Self: consists of two poles, one is ambitions

the other i1ideals. Between the poles is

t

he
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and talents (Siege200Q p.203)Mi r r or i ng i s p arotthegrdndidsh e 1 d e\
self in which parental respongethe childbuilds selfe st eemo and reinfor c
sense of self (Kohut, 197p. 116).1 deal i zed parental i mago i s
yearning for an omnipotent objgthe parentjo whom one aaattach in an effort to feel

whol e, saf e andp. 204)Lastly, s€lferdtsgpmlidgvinshif @Hich

is thefifeeling of being similar to anoth@e(Kohut, 1971 p. 115).

Siegel (2000) suggest s t &ddotbe dfftmted need t
valued and validated, and the need for a sense of commonality and kinship with another
human beingo ar e (p20n.hisessehtial atme deveoprdest of a
healthy adult with the capacity to love and feel empathy faretthat the child
experiences the responsiveness of the selfqlijesdtis, gparent or caregiver.

Through consistent repeated interactions withctregiveythe infant learns to trust
that its needs will be met. There is no perfect selfobjetdjlsphase appropriate delays
in responding to the infantdos demands prov
development.

Transmuting internalizations take shape as the infant frigstrizicreases due to
failures in the selfglect surround. (Seigel, 2000) These failures allow for the
internalization of the idealized parental imago which then becomes a part of the self and
are used to self regulate and motivate behavior. The same is true of the poles of the
grandiose self and #dvinship.| t i s i mportant that these f ai
ability to seltsooth or allow the infant to experience his or her environment as
unresponsive thus causing the infant to withdraw or dissobiten these essential

ingredientsarée ac ki ng or t oxdewlppménhaad aitacHfmam t 6 s s el f
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relationships are impacted. The quality of early attachment has a strong and enduring
influence on the child's future social and emotional development. When inconsistent care
giving is experiacead such asbuse, neglect or prolonged separatidasing infancy and

early childhoodthese events can lead to the child developing insecure or maladaptive
attachments.

The inability of the caregiver to reflebbtickto the infant love and acceyptce
influencesthe infant's future ability to develop seéteem and healthy relationships.
Mirroring consists of both positive and negative feedb@ck e 6 s ear |y | i f e
create a template that infor mandmoti vat e,
relationships.

Abuse, neglect and trauma have a profound effect on the developing child. However, the

message given to adoptive parents for deca

everything will be fine.abouttheseffdctaobablsee dge and

neglect and trauma increase, adoptive pamastexpected to understand and manage
behaviors that truly exceed their capacity.

Clinically, transported pathology and the interaction between the traumatized child
and the adoptivparentsareunderstood as havirtgeirroots in transference. Michael

Basch (1980) called this phenomenppatterrs of expectation. He suggested that based

on the childds early history with the care

environnent. These patterns of exgpations are a part of the seHlfobject milieu within
which the child learns to selégulate and have his or her needs met. For many adopted
children their patterns of expectation developed in the context of abuse and wéglect

their primary caregiver (Melind986). The adoptive paregtnot the originator of these



27

constructs, strudggt o under stand the chil dds needines
expectations fail to provid®s insight into
Basch(1980¥ktates:

Hope, wish, and fear are names for patterns of expectation that either
develop directly through experiences or are taught by example. Once
established, these anticipatory configurations are mobilized in response to
situationsthat resemble, or seem to resemble, the original conditions that
gave rise to the pattern. This process is called transfergnés) (
Parents, birth or adoptive, have fantasies about who their child will become.
Fantasy is one of the manyys adults prepare to become parents. A mother will
i magine her babyods first step or smile. A
catch with his son. It is human nature to fantasize about the unknown and the future. This
internal preparation ass$s the individual in planning for the addition of a child and helps
reduce anxiety about the unknown (Galatizevy & Cohler, 1993). Unfortunately, it can
also lead to adoptive parents creating unrealistic expectations about themselves and their
child. These unmet or unrealistic expectatiabsut the child or self astressors that
contribute to adoption dissolution. AA com
and neglect is parentsd unrealisti & expect
Hughes, 19980.451) Some studies have shown that there is a higher likelihood of
di ssolution when the adoptive parentds wunr
and behavioral problems areconflict (Barth & Berry, 1988Rosenthal, 1993)
Experiences of the unexpectaatch as the trauma behaviors in many adopted

childrenare precursors to pestiumatic stresm adoptive parent&/an der Kolk,

McFarlene Weisaeth, 1996)
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The impacthattrauma has on an individual, whether it isreetime event, or

repeated traumatic episodes, will vary from person to person. When an individual
develops characteristics or symptoms in an attempt to manage, avoid, or deny the impact
of a traumatic experience, he or she has PTSD. Symptoms sucleaddilance,
aggression, avoidance, sleeplessness, helplessness, intrusive thoughts or the feeling that
one isreexperincinghe event all constitute the criteria for this diagnoBiSNHV,1994)
In children and adultshe one overiding characteristicfdPTSD isthatit significantly
alters the individual O0isnowexderiencadasla dangerdud v i e
and frightening plageandno one is to be trusted

AThe devel opmental | evel at which trauma
capacity of the vict i nFartems l1¥®{pa568) Trauhatian der K
neurosis (Freud,907),trauma theory(van der Kolk996), attachment theory (Bowlby,
1951), andself-psychology(Kohut, 1977) agree that trauma experienced in childhood has
life-long effects. In adults, traunsffectsbehavior, selregulation, and coping, directly
influencingan i ndi v-stateu(@idge]1999 . @P)fSus an Kl8988)t er 6 s
research on the many fAselveso destdgesl oped th
Afsome selves that are developed arpb).mor e |
Harter believes that parts of the sdiéveloped at an early stagee activatednly when
the adult is in a relationship that triggers a neéatithin the catext of relationships,
including the role of parenadults continue to form and reform the self (Siegel, 1999)

Ulmanand Brothers (198&tatefi ie meaningft r auma changes oned

experience of oneself in relation to selfobjects in ways thahterable.(p. 3). In

ot her words, the meaning of thefsefccurrence
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Not many can truthfully say they are the parent they dreamed they would be.
Families cope with challenges everyday, many sunamd,otherslo not. The adoptive
families in this study are survivors. They face rejection and anger, sometimes with
rejection and anger, sotmae with love. In their ownvords,we find that their

experiences are uniguely common and their abilities to cope anccamytraordinary.
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CHAPTERTHREE

METHODOLOGY

Design
In the field of traumaesearchusing both quantitative and qualitative data

collection methods off er stodevereomabetlteear c her

psychometric limitations of any one instrument, and identify complex relationships,

symptom content and onset and demographic characteristics of indivitialls,

McFarlene Weisaeth1996 p. 245) The question this study askeéswii Do adopti ve

parents of traumatized children experience
Thisstudyusela s equential explanatory design. #f°

is characterized by the collection and analysis of quantitative data followed by the

col l ection and anal ysi s @f25)Q Tha$parde &iteratuvee dat a

on trauma symptoms in adoptive parents dictated implementing phase

methodology. Although the question appears as a simple yes or no question, it was

necessaryo first establistwhethertrauma symptoms occur before attempting to

understand the meaning of these experiences through interviews. Using this mixed

method not only answered the research question but added substance to how trauma is

experiencepgsomething that could not have been accomplished using only a quantitative

or qualitative method.
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Sample Selection

Adoptive parents in the Adoption Preservation Programs throughouwishirere
usedas a purposive sample in this study.a purposive sampling, the resdacuses his
or her knowledge ahe research subject and picks only those subjects who best meet the
purposes of the study. (Bailey, 198299) Adoption Preservatioclients arenore likely
to have adopted a traumatized child, and by virtue of their involvement with the Adoption
Preservation Programereall selfidentified as struggling.

Initially, the sample size for the quantitative portioeluded300 possible
respondents. Distribution of research packets began in early April and ended in late July
2007. Three hundred packets were handed oafitAdoption Preservatioprograms
throughout lllinois. Packets included a cover letter of introduction (Appehyix
statement of rights and consent (ApperiBljxthe TStA questionnaire (Appendik); the
TSI-A answer sheet (AppendR) and a consd to be interviewed (Appendix)C

Originally, the research design state2lindividual parents would be iatviewed
in this study. However, it was necessary to increase this numbédtee to the low
return rate (8%) of packets. Three of fldgparents interviewed consented to interviews
during their spouseds interview.

Demographic dateeviewal prior to selection of participants for an interview were
area codes, age, race and marital status. This allquaddativedata to be collected on a
diverse populationthat is,younger/older parents; urban/rural families;

Caucasiamfrican-American fanilies.
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Instrumentatior& Data Collection

The Trauma Symptom InventeAlternative (TStA AppendixesE andF) was
used to collect quantitative data in this study. TheASIscal e fimeasures t h
which the respondent endorses nirféedént types of traumeelated symptonisthat can
be, in turn subsumed under three broad categ@iesphoric moodPost Traumatic
StressDisorder andSelf-Dy s f u n (Btierepl89%p. 12). Several instruments were
reviewed and considered prior tdesging the TSIA. This particular tool was used
mainly for it ability to measure trauma symptoms, without being trauma specific.

Adoption Preservatio(AP) workers were given an overview of the research
project and assisted with how to introduce giackets to adoptive parents. Workers were
asked to use their clinical judgment to assess the timing on delivering packets to families.
Reminder emails were sent biveekly to all AP workers throughout the state. Many AP
administrators reported their pragn had fewer qualified adoption preservation parent
than originally projected. It is uncertain how many packets were eventually delivered
Twenty-four respomlents (88%) included a consent to be interviewed, supporting the
notion that adoptive parentave something to say and want to be heard.

Interviews vereconducted intha d o pt i v dlome awoek placé. Ihe
adoptive parent determined time and locatiéil.interviews wereaudio taped and
transcribed after each session.

In addition, the researcher kiep field journal of observations and experiences
during interviews. These fieldnotdso c ument ed t he adoptive par e
interview, appeance of the home, observation between spouse or parent to child and

subjectivefeeling of the interview during the interview.
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Data Analysis

Twenty-seven TSIAs were returned from April through Septemidsing the
answer sheet providethw data on the TSA was scored and translated into T scores.
Data vwerethenentered into the SPSS computer software and messfureeans and
standard deviation calculated. Once T scores were calculated and data analysis wa
complete, the information was used to formulate questmrthe intervievs.

The analysis of the TSA lookedat scores in thiollowing areas:

1. Cluster OneDysphoric mood: Anxious Arousal, Depression, and Anger/Irritability

2. ClusterTwo: Post traumatic stresdisorder Intrusive experiences, Defensive
Avoidance, and Dissociation

3. ClusterThree:Self dysfunction: Impaired SelReference and Tension Reduction

Behaviors. (Briere, 199%9. 12)

Using the data collected on the TS| statistichcharts and graphs were created
to easily identify significant areas and show relationships among variable within each
cluster.

A phenomenological approawlas used ithe qualitative phase this studyand
included individual semistructured irgrviews. The flexibility and adaptabilityf
phenomenology researendof its methods to ever widening arcs of inquigyone of its
greatest strengti{&arza, 2007, p. 338Phenomenology allows documenting fhied
experiencesof adoptive parentand their relationship with their traumatized child and
understanding the essences of that experience (Creswell, 2083, . APhenomenol

is the interpretive study of human experience. The aim is to examine and clarify human
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situations, events, meags, and experiences as they spontaneously occur in the course

of daily 1ifeo (v oUsingasknsstructerdd etergieSee9 98, p.
Appendix D)allowedthe researcher to focus on areas of inquiry specific to the research
guestion whilealsoallowing the flexibility forthe participans to describe their subjective
experiences in the broadest sense.

Data analysis collected in the qualitative phase of the studlysteses outlined by
Creswell (1998) for phenomenological studideusiakas (1994) and Polkinghorne
(1989) outline steps in data analysis used in all phenomenological stilese steps
include: dividing information into statements or horizonalization; second step is
transformation otheunitsinto clustes of meaning; ad finally usingthese clusterto
make a both a textual (what was experienced) and structural (how it was experienced)
descriptions. (Creswell, 1998. ) Qualitative data was first analyzed individually,
than collectively, further identifying desctipns and themes. Where two or more
adoptive parents referenced a particular event, feeling, or experience, (general
verification) the experience became wunders
concluded with &époi nt hingthroghuthetusetoftself meani ng
psychology . (Gadamer, 1996; Wertz, 2005)

The final step includiweaving together both the quantitative and qualitative
data.Where appropriate, qualitative data, that is, the adoptive parents own words, is used
in the quantitative analysesJsing data collected during the interviews identified trauma
symptoms that did not show statistical significance on theAT&tafor adoptive

parents as a whole, but where some individual scores fell into the clinical rarige on t
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TSI-A. The reverse was true in using the -BSdlata, specifically questions about anger

and irritability, as this was not an area
Neither method alone would have provided as clear or dspth aswes that

bothprocessegaveinanswer i ng the question asked in t

of traumatized children experience trauma



36

CHAPTER FOUR

RESULTS

Quantitative fhdings on the TSA

Parenting children with special needs requires a presence of mind unlike
children whose development follows a normal path. As if issues of guilt,

upset and |l oss werendt enough, there is also the
continuous supervision these children require, often in the face of limited
support.

~Direnfeld, 2005

Many professionals make the assumption that parenting a traumatized child is
challenging, even stressful. One really does not understand the profounditrhpamn
those who live with the child unless one has had countless encounters with traumatized
children. The question this study asks i s,
experience trauma symptoms?0 liveparergsscannown f
have unrealistic expectations (Festinger, 1986), unresolved issues of infertility (Shapiro
& Paret, 2001), and insufficient preparation (Partridge, Hornby & McDonald, 1986), all
of which affect the success of their adoption. These ishoagver stressful, are not
necessarily traumatic.

This study looked atgrental experiences in adoptjanth the focus orthe
existence ofrauma symptoms adoptive parent©ne assumption made in this study is
thatadoptive parents are expodedandaffected byt h e i r cddoplivettasmap r e

history andhatt he chi |l dés trauma behaviors direct]|

parent to developing PTSD symptoms. Due to the higher likelihood that Adoption
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Preservation families have chitth exposed to trauma, only Adoptive Preservation
parents wer@vitedto take partinthisstudyfNo speci fi c data about
adoptive history was collected beyond whatdabeptive parerghared during the fade-
face interviews.

Using a twephase methodology this study began with the Trauma Symptom
Inventory (TSHA), followed by14 faceto-face interviewsUsing both quantitative and
gualitative data collection proved to be essential to exploring the issue of trauma
experiences in agdive parents. Using the T allowed for an objectiveguantitative
answer to this -wiffacednyeivisws graveledta lamymage akdaneaning
to the adoptive pareriiexperiences. Those who treat trauma survivors know it is not
only the taumatic event itselfut alsothe meaning of the trauma experieacel
psychological resources to copat drives deMeping PTSD symptom@Herman, 1992;
Ulmané& Brothers 1988; van der Kolk, 1996; Matsakis, 1994ne way of
understanding PTSD is to se@ot only as a mentalisorder but also as a cluster of
mutated coping skilldJnder stoodthrough the lens of setfsychology this study begins
to see the adoptive parent in awnway, not as altruistic angels or victirogt like the
childrenthey hae adoptedresilient survivors.

Before moving to demographicformationandtheanalysis of the data collected
in the quantitative and qualitatiydases of the studs brief introduction to the children
living in these homes provida framewok f or wunder standing the
experiencedn an attempt to support adoptive paréfisus on their own personal

experiences, no questimabout the children weresolicited The following information
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wascollectedduringfaceto-face intervews with adoptive parengsdareexample of

the children living in families served in the Adoption Preservation Program.

The Children
Youbve got kids who have had tdteehr heart br ok
youbve got kids who are broken. And someti mes i
kids are maybe beyond the point of repair. They
that | dondét know if any amount of | ove or atte

~Adoptive Father

To understand the adopti ve pokmowthe 6s exp
issues and behaviors their children bring to the family. Adoptive parents do not know the
depth of the chil dbés wounds latwh aaption,Imanye me n't
adoptive grandparents have little or no knowledge of the abuse or negiechilidewas
exposed to prior to coming to live with them. These childféen have hidden
disabilities thafre not apparerdt first. Thesaredisabilitiesoftencaused by praatal
drug exposure, abuseandnegl€xte par ent stated fAThe things
theydve bdmewerreieoughew kids went through a

The 28 children living with the 14ndividual parens interviewechavediagnoses
such as: Reactive Attachment Disorder (RAD); Attention Deficit Hyperactivity Disorder
(ADHD); Bipolar Disorder; Depression; Intermittent Explosive Disorder; Conduct
Disorder; Fetal Alcohol Syndrome (FAS); Fetal Alcohol EfféeAE); Borderline
Retardation; and a multitude of learning disabilitiess estimated that more than 50% of
thechildren had more than one diagnosis.

Adoptive parents in this study reported the following behavlgirsg, stealing,
enuresis, encopsis, fire setting, physical aggression toward children in the family,

hurting family pets, threatening a parent with a knife, physically assaulting a parent,
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running away, sexual perpetration or acting out, screaming, tantrums, and destroying

propery. Theseb e havi or s were much more disturbing

diagnosis Many of the parents reported repeated involvement with community mental

health services, psychiatric hospitals, the police department and the juvenile court system.
As told by the adoptive parents in this stuthg tiniversal factl@outall the children

wasthat they spent a significant part of their early development, from months to years, in

abusive, neglectful environments.

Trauma SymptommizentoryAltered (TSIA)

In adiscussion with the Adoption Preservation contract monitor prior to
implementation of the studit,was estimated th&00newfamiliesseek services each
year fromAdoption Preservation providers. Tlisggestdthe quantitative data
collection would occur over a sbmonth period, allowing approximately 300 families to
be eligible to participate in this studihreehundred packets were given to 11 Adoption
Preservation agencies throughout lllinois. It is unknown howyoéthe packets were
delivered to families. Most agencies found that the number of families who would qualify
for this studythosein the program 12 months or lesgs much smaller than originally
estimated.

Twenty-seven parents respaed throughout the state, or 9% of the 300 packets.
The number of TSA returned was slightly lower than the 10% projected in the proposal;
therefore the number of interviews was increased ft0mo 14 (52%) to provide richer
information about the experiees of adoptive parents. The following is a demographic

profile of all27 TSI-A respondents.
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Tablel
Profile of Respondents

Gender Age Race

Male: 5 Males (1854): 3 Black: 3

Female: 22 Males (55 and above): 2 White: 24
Females (1&%4). 16 Other: O
Females (55 and above):

TSI-A data collection and analysis was done on each indivitiwascores were
compared or calculated on couplesaddition,several of the respondents included notes
to the researcher about scheduling interviews or the best time to reach them. One
adoptive parent enclosed several articles about reactive attachment amshadibptno

note, suggesting that adoptive parents have something to say and are eager to say it.

Response Level of Adoptive Parents on theAT S|

In 1923, Freud expanded his theory on the use of defense mechanisms. In the
broadest sense, defense mechanisms are unconscious and employed by the ego to reduce
tension andnxiety from the external and internal environment. Although not one of
Freudds original defenses, minimizing is p
viewing significant events or problem behaviors as being less important (smaller) than
they actally are. (Wagner, 2008)in both the quantitative and qualitative portions of this
study, adoptive parents s@ésessed, or used minimizing language about how they
personally experienced stressful events related to the adoption.

Thetablebelow illustrates the validity scale on the 78I The Atypical Response
(ATR) #fAconsists of the |l east commonly endo

TSI. (Briere, 199%. 11) The ATR shows the extent of over endorsement of items on the
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subjects

symptomatic. The mean score of respondents on the ATR in this stidy jsdicaing

adoptive parents are less likely to report unusual trauma symoatsas losing n e 0 s

sense of smell or believing someone can read your thqougtits

Atypical Response Level of Adoptive Parents

Table 2

One-Sample Test

Test Value =50

95% Confidence
Interval of the
Mean Difference
t df Sig. (2-tailed) | Difference Lower Upper
atypical response -1.303 26 .204 -1.59 -4.10 .92
response level -5.578 26 .000 -6.11 -8.36 -3.86
inconsistent response -2.025 26 .053 -3.22 -6.49 .05

The table above shows the value of P=.053 on inconsistent response is significant.

Inconsistent Response (IN@jepaired items most likely to be endorsed in a

similar way.An example of INC would be if an adoptive parent answers one question

about anger as a 3 (often) and another similar question about anger as a)0 {inever

mean score for adoptiveapents on this scale was 46.7 with P= .053. Another way to

understand .053 is to say only 53 individuals out of 1000 would answer at this level of

i nconsi

stency.

Brier

e (1995)

s t rantdoens

responding, poor attention or concentration, dissociative phenomena, or reading

di f f i ¢ul2).t Thelsl@measure clearly show the tendency for adoptive parents to

underreport trauma symptoms.

The INC finding is supported by thiedings in the qualitative datdhis study

found that mder reporting, or minimizing feelings and behaviors, is one Waptave

parentsattempedto manage stress. It all@dthemto feel more in control of situations

t hat

a

fi
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that threatenheir stability andsafety. It also reduckthe probability of negative

comments from others. Adoptive parents wait months, sometimes years, to adopt a child.
When placement finally occurs, they are reluctant to tell their adoption worker, friends or
family that they are stggling. Many struggle for years before they stop minimizing their

anger, fear and regret.

Trauma Symptom InventeAjtered (TSIA) Clinical Scales

Scalesonthe TSA assess the psychol ogi cal i mpac
not orly symptoms typically associated witostTraunatic Stress Disorder and Acute
Stress Disorder, but also itaad interpersonal difficulties often associated with more
chronic psychol ogi oal) The TSRAusmat dedignédBar i er e, 19
distinguish between direct or vicarious trauma, it identifies symptoms specRitI®
and is not specific to any one type of trauma.

Adoptive parents are not screenedtraumaor PTSDprior to the adoption, thus
this study is not able tdetermine vinen or what caused trauma symptoms in adoptive
parents nor does it establish any causal relationship between the existence of trauma
symptoms and adopting a traumatized childe TS}HA provides quantitative insight into
adoptive par eberviol usindgaovalid ihstrusnenafor dheasuring trauma
symptoms. The TSA measures three clusters of clinical symptoms typically reported
amongtrauma survivorsThey are:

1. Dysphoria

2. PTSD

3. Self- Dysfunction.
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Analysis of the quantitative data will look atobecluster and the subcategories
specificto trauma symptoms to the clust@ualitative data is used throughout the
guantitative analysis to provide depth amdierstanding as twow adoptive parents make

meaning from stressful or traumatic life events.

1. Dysphoria
The first cluster i s Dysphori a. Dyspho
association with anxiety, r eps282) égesubess and

categories usei the TSHA under the title of Dysphoria are anxious arousal (AA),

anger/irritability (Al), and depression (D).

Anxious Arousal (AA)
TheDSM IV states that persistentraptoms of increased arousaltwo of the
following categories is nessary for making a PTSD diagnogisDi f f i cul ty f al | |
staying asleep, irritability or outbursts of anger, difficulty concentrating, hypervigilance,
and exagger at e dSMIV,4994,p.428) Mhe I Plohasseight 0 (
guestions specifictoanxous ar ousal . Anxious arousal g
anxiety, especially those associated with fiaimatic hyperarousapuch agumpiness
and tension,pdd (Briere, 1995
The graph below shows the variation of individual scokasiean score ds0
represents an average score in the general population. The graph shows the variation

among all respondents.
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Table 3
Anxious Arousal

80

1 3 5 7 9 11 i3 is 17 19 21 23 25 27

Case Number

Six (40%)of the individuas in the graph above have a mean scorebadrthigher.
Two (7%) of the respondents have a mean thas faithin the clinical range.

Thetablebelow shows no significant difference in the average scores among adoptive

parens.
Table 4
Anxious ArousalOne Sample Test
Test Value = 50
95% Confidence
Interval of the
Mean Difference
t df Sig. (2-tailed) | Difference Lower Upper
Anxious arousal 674 26 .506 1.04 -2.12 4.20

The table above shows the two tailed value of p = .506. There is no statistical difference in the
mean scores in anxious arousal occurring in adoptive parents from the general population.

Hyperarousal, panic and increased startle response, occur neosincdidults
who have had repeated exposure to traumatic experiences, such as war, or
emergency/crisis workers. Triggered by sights, sounds and smell similar to the original

traumatic experience, they appear early in PTSD and can last for years aftérahe i
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trauma. Several parents described a sense of dread when hearing the phone ring,
anticipating a call from their childds sch
children were outsidAlthough ymptoms of anxious arousakrenot statisticdly

significanton the TSIA, such symptomdid appear in thendividuala d opt i ve par en

narrative.

Anger/Irritability (Al).

The next sukcategory on the TSA is anger/irritability, ands directly related to
theDSMIV6 s per si st eanxiousarpusyl. The MA has rfine questions
related to anger and i rr i trgpbrtedangenorirritablEh e s e
affect, as well as associated ,pM®gry cogni-t

Identifying thecause oftea d opt i ve parentds anger i s ¢
anger is understodd be due tanultiple factors such dsaving unrealistic expectations,
disappointment in the chiléidopting undepreparedor unresolved infertility etcThe
TSI-A allows for an olgctive view into the level of anger experienced without
preconceived ideas. f@AHigh scores on this s
associated with PTSD or a more chronic angry state. People who score high in this
category describe pervasiveefings of irritability, annoyance, or bad temper, such that
minor difficulties or frustrations provoke contextually inappropriate angry
reacti ons.,p.(I3B The éolowing graph dldstrates teportedanger and

irritability experienced by amptive parents.
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Table 5
Anger/Irritability

90

80 -

Case Number

The graph above illustrates that 51% of the respondents are above the mean.
Three (11%)f respondents have scores in the clinical range.

Anger andrritability are known as affestmeaningthe external expression of
internal statesThetablebelow shows that adoptive parergportedexperiening
anger/irritability at a significantly higher rate than the general population. On th&, TSI
anger/irriability scales examine both internal feelings of anger and cognitiads,

external manifestatiormuch ag/elling, argumentativenesstc. (Briere 1995p. 13)

Table 6
Anger/lIrritability One Sample Test

Test Value = 50

95% Confidence
Interval of the

Mean Difference
t df Sig. (2-tailed) Difference Lower Upper
Anger Irritability 2.822 26 .009 5.04 1.37 8.71

The table above shows a P value of .009 which is statistically significant indicating that adoptive
parents self identify feeling angry or irritable more often than the general population.
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Self-psychology allows one way of understanding this level of anger and
irritability. Healthy narcissism, or sedsteem is developed through relationships with
selfobjects. Selésteem is the fuel that powers confidence and the desire to be successful.
However, the self can be fragile and can only withstand so much before it stekes ba
Narcissistic injuries lead to narcissistic rage. Kohut believed that narcissistic rage was a
result of shame due to failure. When a narcissistic injury occurs within the self, rage
emerges and seeks revenge. Through narcissistic rage, the self geegs mn the
individual who inflicted the injury. AnThes
which has the task of supporting a personbo
injuries weaken the self, depleting its capacity to mainiliress t e e m. 019¢5Tend | er
p. 45; Kohut 1971)

In adoptive parents, this rage can be explosive or passive, screaming hurtful
words, or passivaggressive rejection of the child. Others may view the adoptive
parent 6s anger a tod, unfair,arel everscruel;ua the adoptiye paremto r
it is justified and equal to the angry outburst of their child. None of the adoptive parents
interviewedin this study thought their anger significant, yet on the ASt is the most
statisticallysignficant trauma related symptom reported.

The experience and expression of anger and irritability directly links to two key
issues in this study: empathy and vicarious trauma. Kohut believed that empathy was a
way of knowing the experience of the otethout losing objectivity. Although
objectivity is essential in the therapeutic process, empathy is a human condition. Parents
empathically attune to their infastneeds. Adoptive parents learn to understand their

childés trauma breempathicatiyragunesand conheetyo theiocbild. c a
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Empathy gives insight to the adoptive pare
all ows the adoptive parent to stand witnes
trauma internally. Loss adbjectivity in empathy leads to vulnerability to experiencing

vicarious trauma. The parent no longer experiences the child objectively, but

subjectively. Subjective experiences filter through internal representagions,

Representations that are Internatizand Generalized &1Gs (Stern, 1985)i R1 Gs ar e
the basic units of experi en-teyy&Cohleh ®03h t he
p.33) They provide lifdong meaning to familiar experiences. Sometimes these

interpretations can distort teality of the current situation.

AEmoti onal contagion is the transmission
anot her . 0 ,p. RMY Swith,1759) Edotional contagion is empathy without
objectivity. One parent illustrates this concegien he saidi When t heydr e doin
|l m doing well. When theyodore struggling, I
guess you just want to f i xXAdoptwepargntsimithisg f or
study identified with how theiréhd was f eel i mmkeitallbeiteowant ed t
Unfortunately, compassion and altruismédito change the trauma behaviors of the
child, which lead many parents to feel exactly what their child was feeling, frustrated and
angry Eventuallythe adopt ve parent 6s ability to maintai
themexperiencing the live moment exactly as their child does, no longer attempting to

fimake it betta¥they nav just want tofiget it over witho
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Depression (D)

The final sub-categoryunder dysphoria is depression. In D&MV, depression
comes under the category of Mood Disorder and is not specific to a PTSD diagnosis.
However, depression and trauma have a similar impact on the neurological, physical and
psychologicawell-b ei ng of most people. ATrauma sur vi
clinical depression. Some studies indicate at least 50 percent of individuals with PTSD
al so suffer from demp®PeTbesTSIA has @éght(spdeific s aki s, 1
guestions reasuring depressive symptomatology. Thissubbt egory fdAmeasures
mood state e.g., sadness and deprespive di

2) The graph below shows that 51% of respondents repsoteddepressive symptoms.

Table 7
Individual Depression

90

Case Number

As thegraph above reflectfour (15%) ofindividuals fall within the clinical range
for depressive symptomSome parentsadelevatednean scores indicating they

experience depression at statistically significamels
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Table 8
Individual DepressiorOne Sample Test

One-Sample Test

Test Value =50

95% Confidence
Interval of the

Mean Difference
t df Sig. (2+tailed) | Difference Lower Upper
Depression 1.324 26 .197 2.41 -1.33 6.14

This table indicates the value of p is .197 although a slight increase it is not statistically
significant.

In 1995, Bond first identified postdoption depression syndrome or PADS. She
states,
Feelings of beingiet dowrd are common after reaching any life
milestone PADS is the equivalent to pegatum depression and
associated with new placements. It occurs within a few weeks after
placement, and unlike pegtartum depression can last for several months.
To make matters worse, their child may have problems the new parent did
not anticipate. Thehild may have spent years in orphanages or foster
care, and developed attentigatting or coping behaviors like head
banging or tantrumsp( 1)
In this study, none of the families interviewed had new placendgfisged as
less than two yearkength of time in the home ranged from 2.5 years to 10 yddrs.
struggle of adoptive parents of traumatized children to attach, adjust and auotapties

beyond the initial honeymoon phase as do the feelings of frustration, anger and despair.

Summary oflysphoria
The expression of mood, and feelings such as anger, anxiety and sadness is a
complex system and unique to each individual and family. When adults enter into new

situations, they more often than not haweene level of apprehension. To deal with
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anxiety or obtain a life goal, adults prepare by reading, attending classes, and talking to
others in similar situations. Many of the families stated they remember very little about
the preadoption training. Other s ai d t hey heard the present e
trauma behaviors but believed they would have a different experience, while others
thought the agencies were just trying to scare them away.

What is apparent in this cluster on the -FSis the kvel of anger and irritability
felt by adoptive parents. As the followitapleindicates, they are five times more likely
to feel angry and irritable than they are to show anxious arousal, and twice as likely, to
feel angry as depressed. This statis@eallysis led to the formulation of questions
specific to t he inadaoptyve parertintgndewSeae AgpendB)n g e r
What triggered their anger and how did they make meaning of their angry outbursts? Do
feelings of depression and anxiouswsal correlate with expressions of anger and
irritability? These statistics help us see that adoptive parents experience feelings of anger
and irritability on a traumatic level.

Thetablebelow summarizes the three categories on theAT@iderDysphoria

for participants in the quantitative portion of this study
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Table 9
Summary of Dysphoria

Summary of Dysphoria

56

55 A

54

53 1

52 A

51 1

Mean

50 |
anxious arousal depression anger/imritabil ity

2. PostTraumatic Stress Disorder
PostTraumatic StressDisorder is the second cluster on the-RASIThis cluster
measures symptoms most often associated with a PTSD diagnosis. The three sub
categories are Aintrusive experiences, def
intrusive and avoidant componentsof3&X 6 (van deprl2Kol k, 1996
To clarify the analysis d€luster 2,Post TraumaticStressDisorder will be used when
referencing data collected on the ISIPTSD OSMIV) will be used when referring to

the clinical diagnosis of trauma.
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Intrusive Experience (IE)

Charcot(18 7) first described traumatd c memol
People with PTSDOOSMIV) fihave a fundament al I mpai r men
traumatic experiences with other life events which occur when victims are aroused or
exposedtoremirelr s of t he t rlkg1086§9..90 Intfusive expetiences K o
are recurrent distressing images wusually =c
intrusions of traumatic memories can take many different shapes: flashbacks intense
emotions, sut as panic or rage; somatic sensations; nightmares; interpersonal
reenactments; character style; and pervasive lifethéme¢ Laub & Auer hahn,
There are eight questions on the -PSivhich measure intrusive experiences. These
guestions ask about spic symptoms such as flashbacks, nightmares, and intrusive
thoughts. #fAFl ashbacks, nightmares and intr
They fom the core of @terion B of theDSMIVdef i ni ti on of PTSD. 0
p.161)

The graph bew again shows individual scores as calculated from theATSI
responsedAs it indicatespne individual (3%ad intrusive experiences that fell into the

clinical range. Six or 22% had scores above the mean.
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Table 10

Intrusive Experiences

100

90 -

80 -

Flashbacks, nightmares and intrusive thougirsscommonwithin days of a
traumatic experience, whereas symptoms of defense aceidt@rease oveaime. (van
der Kolk,1996, p. 90) Intrusive experiences can last for years after a traumatic event and
aretriggered by sounds, sights, smells and feelings similar to the traumatic event. As the
graph above indicates, there is a great degariance among the respondents where
some reach a statistically significant le¢e£50) while others do noSeveral adoptive
parents mentioned having feeling of apprehension or fear when hearing a police siren, the
phone ringing during schoolhours,r hearing the chibutddds voi ce
one spoke of these experiences as being intrusive to self. Data from tAed®&$ not
suggest a relationship between intrusive experiencebaidgadopteda traumatized
child. The parentsmarrativehoweversuggestshatintrusive experiences occur as

resulting from problems the parent has his
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behaviors. However, as the followitgpleshows,on average, adoptive parents do not

have intrusive experiences.

Table 11
Intrusive Experiences Orfeample Test

One-Sample Test

Tes Value =50

95% Confidence
Interval of the

Mean Difference
t df Sig. (2+tailed) | Difference Lower Upper
Intrusive EXp. -.879 26 .387 -1.81 -6.06 2.43

The table above shows that there is no statistical significance in the occurrence of intrusive
experiences among adoptive parents when compared with the general population.

Defensive Avoidance (DA)

The second subategory in the pogtaumatic disorderGluster 2) is defensive
avoidanceThe TSIA has ei ght questions specific to
avoidance both cognitivelg.gpus hi ng painful thoughts or m
and behaviorally, avoidance of stimuli reminiscent of a traumatic event. (Briere, 995,

2) Defensive avoidare or psychic numbing makes up Criter©mn theDSMIV for
PTSD.fAvoiding activities or relationships, inability to recall the traumatierg\and a

sense of doom about the future make up thi
means of reducing the intensity of ftphe aff
36)

Defensive avoidance, in the adoptive parents, is theirovavoiding traumatic
stimuli. Avoidant behaviormmayt ake form in their desire to
activities to maximize the childbds time ou

runs their child to soccer games, piano lessons, and scous,of the parents
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interviewed spoke to how difficult it was to be around the child and wanting to minimize

t he

ti me

t hey

i had

t oo

spend

wi t h

t he

Below is the graph showing ressaisto symptoms of defensive avoidantée

variance among indidual responses indicates thab (7%)of adoptive parenttll

within the clinical rangefFour (14%) have elevated T scores.

Table 12
Responses to Defensive Avoidance

80

Case Nlumber

Thetablebelow looks at the occurrence of defensive avoidance in adoptivegpare

Table 13

One-Sample Test

Responses to Defensive Avoidance ample Test

Test Value =50
95% Confidence
Interval of the
Mean Difference
t df Sig. (2-tailed) | Difference Lower Upper
Def Avoidance -.855 26 .400 -1.52 -5.17 2.13

The table above indicates there is no statistical significant in defensive avoidance among

adoptive parents.

c hi
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However, during the interviewspmeparentsappear to have givernpuFor
exampleparents of teenagers are biding their time until their child turns eighteen. One
way to understand the adoptive parentso av
of adapt at i on.FarlefeWaisaetd ¥986. K9) IFarsomevb€the
parents, avoidance | imits the repeated exp
(1995) refers to adaptation/avoidance as a survival strategy. He states:

The adaptive mode of the survival strategies is associated with feelings

of cae, empathy, devotion, and responsibility. When the responsibility is

too great, and caregivers cannot cope, there is a sense of resentment

toward the needy, a sense of depletion

and consequently neglect, and even rejeaidhe unwanted burdens.

Altruism turns to sefconcern. |. 33)

This explanation of adaptation to, and avoidance of, allows one insight into the
transformation that occurs in the adoptive
physcal withdraw from their child acts as selfeservation. The adoptive parent
experiences a diminished self, resulting from their continued interaction with their child.
Restoration of the self occurs by avoiding or limitinggming exposur#o the child.One
parent said, Altdés not what | was prepared
child. I thought they would love me, and want to help and do things. They fight me every
inch of the way. 't just gets veameanslyi shear
which parents regain objectivity and restore the self.

In adoptive parents of traumatized children, avoidance took many different forms,
such as parents who work two jobspoeferred tdake jobs that require traveling several

days a mnthor parents who oveextended themselves with volunteer wdgken in the

face of exhaustion, these parents would choose appoadat their effort to feeling
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diminished by their lack of success with their childi@ame parents sought psychiatric
placement as a form of respitehe lack of responsiveneBsm adoptiorprofessionals
suggests that is easy to dismiss these behaviors and not see them for what they are: a

defense mechanism, and a silent cryhelp.

Dissociation (DIS)

The thrd and final subcategory undelPostTraumatic StressDisorder (Cluster 2) is
Dissociation. Dissociation includes experiences such as derealization, depersonalization,
out-of-the-body experiences, dazed states, disorientation and hallucingtiansier
Kolk,1996p.123) An essential experience of a tr a
of helplessness. Dissociation, whether during the traumatic event or as a means to escape
memories or flashbacks, is one way the individual manages the stresxigtyl an
associated with trauma. The T&Ilhas nine questions relating to dissociation. Below is a
graph of individual responses to dissociation.

Table 14
Individual Responses to Dissociation

80




dissociation varyThe graph above indicatawsjo (7%) respondents fall into the clinical

range. Bur (15%) of the respondertiave elevated T scoreBhetablebelow indicates
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that there is natatisticallysignificant occurrence of dissotian amongst adoptive

parents.
Table B
Individual Responses to Dissociation GBa&mple Test
One-Sample Test
Test Value = 50
95% Confidence
Interval of the
Mean Difference
t df Sig. (2-tailed) | Difference Lower Upper
dissociation .578 26 .568 .85 -2.18 3.88

The table above indicates there is no statistical significance in the average scores in adoptive

parents.

trauma and occurs in 4% of psychiatric inpatient in the United States. (van der Kolk,
McFarlene Weisman 19960. 422) In the 27 adoptive parents surveyed in this study,
four had T scores above 60, including two withcéres 65 or above, placing them in the
clinical range for dissociation. These four cases also mak&spl the respondents in

this study. Although many of the parents referred to feeling helglsssciation was not

Dissociation is common in individuals wihave experienced severe, repeated

identifiable as such in the adoptipea r e nt s 6 Wihat was evidantevasshow

adoptive parents usedsdociation as a meansdstance themselves from their own

angry outbursts and rage. Dissociation is a defense mechanism that too often is

under st ood

dissociations is experienced for some adoptive pardfitiesnwe understand dissociation

as 0l

P

a mcah de®iabut havegno eohnecticn tomvlgat b o d y

s g o i Thgnfoomatiom gained from interviewsrovided language for how
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on a continuumcomments made by adoptive patsebecome more meaningful.
Adoptive parents struggled acknowledg the depth of their anger, they repeatedly
minimized it, then eventually admitted to feeling angry, but many wereapable of
connecting to it as being significant in their relatiopshith their child. This issue will
be explored further in the analysis of the interviews.

Summary oPostTraumatic Stress Disorder

Each subcategory identified some individuals who fell into the clinical range for
PTSD on the TSA, however as whole, this group did nothe graph below shows the
three sukcategories undd?ostTraumatic Stress Disorder on the FAI

Table 16
Subcategories of PTSD on FA&l

51.5

51.0 1

50.5 "

50.0"

49.5 A

49.0 -

48.5 A

48.0 -

Mean

intrusive experience dissociation

defensive avoidance

Unlike intrusive experiences, avoidance and dissociation are defense meshanism
I n their truest form, defense mechanisms

unconsciously motivated, unconsciously acquired, and develop to protect the self or ego

a

from unpl easant ness qp. 188 &nmadoptikeiparants, asiretlf Re b e r

general population, defense mechanisms are adaptive and necessary. Defense
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mechani sms can become mal adaptive whbhen t he
integrate new experiences or fail to protect the internal self and leads to anxiety and a

sense of helplessness.

3. Self Dysfunction

Over and over it has been found the development of PTSD symptoms, and
the severity of those symptoms, has more to do with the intensity and duration of
the stressful event than any preexisting personality patterns. In short, what this
means is that, although the pre-trauma personality, belief system, and values do
affect reactions to and interpretations of the traumatic event, PTSD does not
develop because of some inherent inferiority or weakness in the personality.
Trauma changes personalities, not the other way around. (Matsakis, 1994 p. 17)

The final cluster on the TS\ is selfdysfunction It includes twosub-categories:
impaired selreference and term reduction behavior.

The impaired selfr ef er ence (I SR) scale measures f
associated with inadequate sense of self and personal identity. Items include problems in
di scriminating oneb6s ne¢eosn aedarssmgs ohedm
goals in |Iife, an inability to understand
emptinessand aneed for other people to provide direction and structure, and difficulties
resisting the demangpgsdafonet aeopt ovéBfrateher
frustrated and sad. |l dondt want to feel [
i ncompetent. 06 Many of the adoptive parents
similar feelings. They felt overwhelmed andldaned by this parenting experience,
feelings they did not have prior to their
changes personalities, not the other way a

parents never anticipated, and continue to steugith everyday.
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Trauma symptoms that occdwe to direct or vicarious trena exposure are not
di stinguishable in the indivirefaveadeisco@neods s
to this study. The following graph indicates ISR scores sthpsignificant variation
among the adopti ve ©Qre(3%nhasToscoremdhe dinicdlual sco
range.The graph illustrates, three (11%) of respondbate elevated T scores.

Table 17
Impaired SeHReference among Adoptive Parents

80

1 3 5 7 9 11 13 15 17 19 21 23 25 27

Case Number

Thetablebelow showso statistical significance in threcoresof adoptive parents in
reference to their impaired setferenceas compared to the norm

Table 18
Impaired SeHReference among Adoptive Pare@ise Sample Test

One-Sample Test

Test Value =50

95% Confidence
Interval of the

Mean Difference

t df Sig. (2+tailed) | Difference Lower Upper

impaired self-reference - 177 26 .861 -.26 -3.27 2.75
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The degree to whh adoptive parents in this study exhibited impaired self
reference is directly related to the adopt
grandiose self (perfect me) and idealized
configuration is alaster of needs, wishes, feelings, fantasies and memories within the
unconscious . .it motivates internal life and its expression in the external world. The
grandiose self wants to Iseen, adored and admired for nothing more than other than
mere existace. While union with the idealized perfect other brings emotional balance
and whol enes spp.d-67)Si egel , 2000

Adoptive parents struggle with the merger of perfect me/perfectlyatis,self/
selfobject begins to emerge early in te&ationships The adoptive parent starts with the
desire to be a parent and love a child. Further, they believe the child wants to be adopted
by loving parents. The adoptive parents strive to integratédtieamed dj child, with
the fireceivea child, and relatantly become aware that neither are they the kind of
parent they imagined they would be, nor is this the child they wished for. The reality of
who they are as parents, coupled with the
narcissistic injuries to thee. Literature on adoption disruption identifies unrealistic
expectations as the parent having unrealistic expectations of the child. In this study,
adoptive parents were more likely to have unrealistic expectations about tresgset
their child. Ongpar ent sai d, Al guess | jusand had t hi
everybody was just going to come together and be happy. | never thought it would be as
di fficult as it has been. 0 BHotexpegtingptlrer ent ma
difficulty and challenges they now lived with every day. They acknowledge they knew

this was going to be difficult, but repeated failures in parenting left them depleted. The
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majority were more disappointed in themsslas parents, than in the child, as dispdaye

in the depression scale.

Tension Reduction (TR)

Thefinal sub scalenthe TSIA i s t he tension reducti on
reduction behaviors are those external activities engaged in by the individual as a way to
modulate, interrupt, avoid, soothe negative internal states. This scale measures the
individual 6s tendency to externalize distr
sexual behavior, sethutilation, and activities intended to forestall abandonment or
al onenes,d996p. 14)B-olloneng is a graph of individual responses to the eight
guestions relating to tension reduction. As the graph clearly shows, adoptive parents vary
greatly in tension reduction behaviokne of the respondents have T scores in the
clinica range. Three (11%) have T scores above 55.

Table 19
Tension Reduction Behavior in Adoptive Parents

70




Thetablebelow shows no statistical significance between adoptive parents and

the general population in regards to tension reduction behaviors.

Table 20

Tension Reduction Behavior in Adoptive Parents-Saeple Test

One-Sample Test
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Test Value =50

95% Confidence
Interval of the

Mean Difference
t df Sig. (24tailed) | Difference Lower Upper
tension reduction
behaviors -.660 26 .515 -.63 -2.59 1.33

Several adoptive parents spoke about their current health concerns such as high

blood pressurajepressiomr heart problems, obesity, and diabetes. Research shows that

fithe more intense the stresses, the more serious were the wide variety of consequent

nesses.
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their current health condition, but several attributed the stress of raising thatiecddo

child to their decline in health

When asked how they take care of themselves after a particularly hard day with

t hei
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figet awapis common. One adoptive parent said that after their child was placed in their

home

i One

r

chi

bed. 0

d,

Ot h e r sollowingsaisteessfulyevent mith éhelirictld, solgit

on

e

parent

Awor k fulpeé c a me a

of

t

h e

cor e

r

e

S

ai

d,

Al

experiences

t ake

a

f

t

ho

ho

n psychol

others. Recovery can take place only within the context of relationships; it cannot occur
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in isol ati onp.033)(Himan ooatact andls@pddtive relatiopsiare
essential to both mental health and to a sense ofbeelh. For many adoptive mothers,
meeting up with friends or just going to the local Wlrt to talk to people became
routine after difficult mornings getting the children off to school.

Tension reduction for adoptive parents in this study fell within netmaalthy

range.

Summary of SeDysfunction
Thetest scorebelow indicate that adoptive parerdisnotexperience an impaired

selfreference, nor are they driven to seek tension reduction behavnsdinding is

unexpected and not supported by the information gained in the individual interviews.

During the interviews, many adoptive
thought they would b@é. However, the TSA inventory suggests differently.

Table 21
Impaired SeHReference & TensieReduction Behaviors Orgample Test

One-Sample Test

Test Value =50

95% Confidence
Intewval of the
Mean Difference
t df Sig. (2tailed) | Difference Lower Upper
impaired self-reference -177 26 .861 -.26 -3.27 2.75
tension reduction
behaviors -.660 26 .515 -.63 -2.59 1.33

The following graph reflects the swategories under setfysfunction and the

difference beteen the two categories of sefference and tension reduction.

paren
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Table 22
Impaired SelHReference & TensieReduction Behaviors

49.8

49.7 A

49.6 A

49.5

49.4

Mean

49.3 |
impaired self-refere tension reduction be

The graph indicates that none of the respondents on thA €steeded the T=50
mean of the general population.€Tstatistical analysis from this cluster led to questions

regarding how the parent viewed their parenting skills before and after adopting their

children. To quote one adopt bthenwehad her :

children. o

Condusion TSIA

The use of the TSA in this research allows for a quantitative and objective view
of howadoptive parentareexperiencing trauma behaviors. As the following graph
indicates, four of the eight clusters fall below the mean scds8.dthe remaining four

clusters fall above the mean with one, anger & irritability significantly higher. Fuller
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understanding of t he me aTSi-Asgorebvasobtaingd t h e
through faceto-face interviews.

Table 23
TSI-A Scores ofAdoptive Parents

56

Mean

As dictated by the methodology used in this study, quantitative daa w
analyzed before interviews begdhus reshaping questions for individual intervielse
of data gathered during the intervielssdded to provide deeper meaning to the
statistial analysis

In summary, as a whaqladoptive parents showed statistical significance in
Anger/Irritability PTSD symptoms. However, individual scores ranged frénto315%

in theclinical range in mossubcaggories.

ad
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QuantitativeFindingsof Personal Interviews

Demographics of Interview Subjects

Eighty-eight percent (n=24) of TSA respondents consented to interviews.
Twelve faceto-face intervi;s wer e conducted in the adopt.i
that allowed them to speak freely about their experiences. At their request, one adoptive
couplewasinterviewed at their place of work total of 14individual interviewswvere
conductedTwo were sgle, onewasdivorced, and.1 were marriedThere were a total
osnine distinct families. Ages of the research subjects figem 28 to 79 years old.

Subjects were selected at random based on their telephone area code. Families
lived in a variey of communities throughout lllinois. While some lived in well populated
areas like Chicago or Rockford, others lived in small towns with a population of less than
200, and all lived in singl&amily homes.

The nine families consisted of six famdiezho adopted nerelative children and
three families who adopted grandchildren. Seven families adopted domestically and two
internationally. The number of years the children had lived in their adoptive home ranged
from 2to 15years. The total number ohildren in all nine familiesvas28. Ages of the

children rangd from 4 to 17 years old.

Interview Questions
A semistructured interview was used to facil@atiscussion with the adoptive

parents. The initial seven questions were
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with struggling adoptive parents and the literature review. One question regarding anger
was added based on the 3&findings. (SeeAppendx D.)

Final question changes occurred after completion of the second intelfusaly.
notes and a discussion with the dissertation chair facilitated the chadgesl were the
difficulties adoptive parents had talking about their feelings andvimesaas well as
comparing past feelings to their current feelings. Also noted was the notion that the
interview did not allow the adoptive paren
parents became increasingly uncomfortable when discussing tlsafrons and would
apologize for getting angry, minimizing the challenges they fadetbr word changes
allowed the adoptive paréntstory to unfold naturally. The error here consisted of posing
a question in such a way that the adoptive parent wag beked to compare who they
are today to who they were when first adopting. Changes in wording allowed adoptive
parent to talk reflectively about their early experiences. Listening along with standing

witness to their struggles and triumphs provided riskraand value to this study.

Analysis of Interviews

Stories are less about facts and more about meaning.
~McAdams 1993, pp. 28-29

The meaning of words we hear and experienceBave determine how we
remember and tell our story. Parents were asked how they originally made the decision to
adopt. Adoptive parents began telling their adoption story at a different point in their life
narrative. Some stated they knew from childhoay tlvould adopt. Many adopted due to

infertility, others because they were lonely, and some because they did not want to lose
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their grandchildren into the child welfare system. Regardless of their reasons, all the
adoptive parents believed they were makhngright decision at the time.

All adoptive parents had a story about theirgdeption experiences. Many
began their stories with the most stressful or traumatic experiences they had prior to
getting the child. Even among married couplesaiih@ptive mother might begin with
talking about miscarriages and the adoptive father would begin with the crying tantrums
the children had when first placed. It was evident that the same experiences were not
remembered in the same way.

Themes that caistently ran through domestic adoption stories included:
confusion abouthigh i sk pl acements, |l ack of informat.
experiences, lack of agency support after bpdhent visits, and frustrations with court
proceedings. Some parentsdealecisions to adopt internationally to get younger
children and avoid having to interact with birthparents. International adoptions had a
different set of stressors for parents: traveling to countries where they did not know the
language, and inconsisteamd incomplete health histories on the child. Regardless of the
type of adoption, all the parents spoke about their frustration, confusion and anger when
it came to adopting. At this point, their anger and frustration was directed toward the
child welfae system, agencies, courts, caseworlerd birthparents.

For all the parents, there was a sense of excitement and stress immediately
foll owing the childdés entry into the fami/l
issues of adoptionandste# A Adoption is created through
adoption. These losses and the way they are resolved figure prominently in the lives of

those involved ira d o p t 1088 p.d). Jociety minimizes loss for the adoption triad,
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particularly he adoptive parent. In peatioption work, it is easy to forget that the

adoptive parent has faced loss, stress and traumatic experiences before adopting,
assuming that whatever issue caused the individual to seek to adopt is resolved by
adopting. In thistudy, all the adoptive parents came to adoption through loss, loss of
fertility or loss of a birthchild; all of them believed they had something to give to the
children they adopted, things like love, knowledge and family, things they themselves
valued ad wanted to pass along to the next generation. For the adoptive parents in this
study, their desire to give was the foundation on which they began to build their family, a

foundation that was built on their pain, sorrow, losses and dreams.

Nothing has a stronger influence psychologically on their environment and
especially on their children than the unlived life of the parent.
~Carl G. Jung

The unlived life of the parent goes further than their aspirations and dreams. It
includes their expéences and relationships. An unlived life references the failure to live
a life that is desired or dreamed dfhe core issue here is failure to achieSeme
adoptive parents expected to be like their own parent while others wanted to be better.
Universal in this study is the adoptive parents desindgieeo to their child. Beyond love,
the parents wanted to give the child a safe place where they would not be abused, a good
education, raisthe childwithin a religion, teach them, inspire them, and bee@
family. All of the families had early memories of reading to the child, playing on the
floor, snuggling, going to church. Parents talked fondly of these times. Many adoptive
parents with older children reminisced and often commented that they ilsisedimes
would have continued. As the adoption story unfolded, what became increasing clear,

was theséiparental giftdé were not easily accepted by their children.
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The unexpected response from their children induced what Kohut (1971) refers to
asa fAtrauma stateo in the parent. Trauma st
grandiosity is met with rejection or disapproval. In this moment, the adoptive parent
believes what they are offering ¢t oactiorhe <chi
induces feeling of shame, guilt and helplessness. Trauma states intrude on the
individual 6s central values andawey!| dvi ew.
sarcasm and shanfi€éohut, 1971) There was evidence of reoccurring trauma states in
the narrative of each adoptive parent interviewed.

Rejection, the failure or refusal to accept or assimilate, became the fuel for the
parentds frustrations and anger. Once agai
and reminded of thaunlived life. Many of the parents told sto
rejecting their love, like refusing to be held or comforted. Others became tearful when
they spoke of how the child refused to play or allow the parent to read to them. For
parents of older chdren, rejection came as refusal to act as a member of the family and
share in family events, like parties or going to church. One adoptive father said he felt
i h o p @whendis teenage daughter refused to attend church. Another adoptive mother
became versad as she spoke about how she felt she had so much to give to her children
and how painful 1t was that they continue
they did because | felt | wasndt gfovi ng en
them. 0 For the adoptive parent each reject

A damaged or weakened self occwhen there is an unempathic interaction between
the self and selfobjedtere the parent is the self and the child is the bgdéd. The

selfobject provides three functions; it can be a mirroring selfobject; idealized parental
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imago; and twinning. For the adoptive parents selfobject failures in mirroring and
twinning were most often preseilson, 1986p. 252; Kohut & Wolf, 19B). A
mirroring selfobject confirms oneb6s sense
the feeling of connection to or sameness with another. Sadly, what these children mirror
back is the trauma, abuse and neglect they experienced with their lenhpeaving the
adoptive parent feeling confused, hurt, and powerless.

Disorders of the self (in the adoptive parent) are understood as failures in
selfobjects (the child). Elson (1986) states:

In the case of selfobject failure we do not jadgeselfobjects

shortcomings from a moral point of view. Such an attitude would be

foolish since the disability is an outgrowth of the deepest early

experiences that influenced the development of responsibility and is thus

beyond @&mtrol . o (

It is not knownhow many children in this study suffer from disorders in the self
due to traumaThe behaviors identified by the parents suggest thatchiddtenhave
some degree of primary disorder of the self. In the adoptive parents, both pimdary
secondary disorders of the self were present. Secondary disorders of the self are one of
the areas of inquiry in this research.

After the core self is well established, any disruption in self can be understood as

secondary disorders of the selElson(1986)states,

Injury, illness, loss, separation, failure to achieve an anticipated goal,

being passed over foranotBeins hor t , | i foemagfora i ci ssi t ude
period of time bring about a sense of emptiness, of depletion, or grief or
rage. p. 40)

For the parents in this study these traumatic experiences are woven throughout
their adoption stories. Brought to adoption through illness, infertility, or loss of a birth

child and further traumat i zledhepayentthtye chi | d
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believed they would beMany adoptive parents were in a constant cycle of repair and
restoration of the self. Adoptive parents felt helpless when faced with the child

rejections. As one parentstatédT he f act t h adspondhoare,dhatkealld s d o n
hurts because | have no way of dealing wi
seltesteem and left them feeling depleted, bring about depression and shame which

produced angerOne adoptive mother explained,

Wh e n @iothodgpreadopton]c | as s es y gahdutedittletkid,il n ki ng
can | ove them. Theydre going to be grea
dondt realize poop Iis going to be throw
Theydédre goimtgoyut br bwt ehyags at you. And
going to be.

Feeling depleted was another theme many adoptive parents talked about during
the interview. Often this feeling I mmediat
and lingered in thparent hours after the child calmed down. It is important to understand
that the traumatized chil dad&saumalttidzevn cdad
temper tantrums. Reportedly, a traumatized child will scream and cry for hours. He or she
may refused comply with any reasonable request made by the parent. Running to the
store would take hours of preparation. Dressing, eating, even getting into the car can
trigger a childdés meltdown. Several parent
until theywould vomit or soil themselves. Many parents talked about how the child
injured themselves, or the parent, during one of these episodes. Adapire mother
statedi Tr ying to explain |ife with adopted chi
impossibled untlyoudéve | ived it.o Maioptalviel p@as ent s
inconsolabléuncontrollable emotions and behaviors were present from the beginning.

Several of the parents expressed their desire to limit the time they spent with the child
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and extad the time they themselves spent out of the home. One adoptive couple shared
that they mutually cringed when they heard
the day that followed. When they reached out for help to the adoption agencies, parents
were met with smug indifference or asked if they wanted the child removed. As one
parentsaid,i My wi fe spent the whol.eAllmghtgThén up wi t |
the worker asked if she should come and get her? No, vebbaded too much and
gonehrough too much in those two days. 0 At
depleted, but not ready to give up, or give back the child.

The level to which the adoptiyEarentfelt depleted was related to the number of
years they had been dealingwh t he chil dés trauma behavior
appear connected to their repeated failure to be the parents they believed they could be
and their |l ack of success in changing the
with their childfelt toxic. An  adopt i v erhidislikels@nebody avihodas a feg
i njury and i Gabgsenersetdin ancitmeded hasdolba mput at ed. 0O

This adoptive father was responding to feeling incompetent. Older adoptive
parentsor adopive parents with older teenagevgere more likely to expreseedesire
to want the children gone and out of their;lparentsexperiencedhese childrems
toxic, like a gangrenous leg. Although some adoptive parents spoke about the desire to
have thai child gone, none took any actions to do so. What they shared was their initial
commitment to these children and resignation to feelings of failure in raising them.
Throughout their interview, these parents expressed profound satinegsold

numerous ®ries about how they wanted the child to connect to them and how
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overwhel med and confused they were about t
Unmistakable in many interviews was the profound sense of shame adoptive parents felt.

Shame expressedinwa s or gestures, provided insi
feelings as their stories unfolded. 0AShame
of other feelings. Whenever shame enters the picture, it inhibits the free expression of
emotion, withte ex cept i on ,d987)aAdoptwve parens artidipatédf
sharing loving, joyful moments with their children. Rejections by the child left the
parents feeling empty and confused. Repeated rejections transformed into feelings of
shameoranger.lee again it is the unexpectedness
the parents reaction or response. fiUnbear a
of having oneds humanity negated exactly w
cherished (Fonagy, 2002p. 426) Some adoptive parents, particularly those with older
children, withdrew from the child both physically and emotionally to preserve the self.
Mollon (2002) notesi A shame fill ed person cannot f unc
coresi ve self, adoptive parents deflect the
failures and feelings of shame. The inability to adapt and inflexible patterns of
expectations left them unable to learn new ways of understanding their child.

Someparents showed no desire to learn new parenting skills and truly believed at one

time that loving their child was going be enough. Evident among this small group of
adoptive parents was the resolution : Al oém
changed

Basch (1980) states:

I n everyonebs | ife there are precepts
others whose repetition seems too painful to tolerate because they are
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associated with fear, shame, or guilt. Then it often happens that perceptual
flexibility is sacrificed to defense, that is, in the interest of avoiding

anxi @tx). o (

For adoptive parents, their perception
they associated with the behavior triggered a defensive response. As the dita revea
anger is one of these responses. So are feelings of depression and the desire to get away
from the child, physically and emotionally. P@&toption workers are known to say
ifThese children dondt get bett eptgetletter par en
unless the parent learns new skills to help them.

Adoptive parents who were open to learning new skills to care for their children were
more | ikely to feel successful when dealin
those parestwho believed the child needed to change. A meltdown is understood
clinically as dysregulation or the chil doés
role that assists the child in affect regu
cooperatbn, reciprocity, accessibility, support and acceptance: including modeling,
reinforcement and ,f i56)c Mgny adaptevepareniadaptex! , 199
healthy positive attitudes and techniqgues
Theseadopti ve parents were able to maintain t
dysregulation, as well as continuing to connect with their child at the same time. These
experiences provided new insights into the
respond to the child pain without becoming overwhelmed. Maintaining objectivity is a
vital component to avoiding being over whel

sense of self and awareness of other as separate fromAselfioptive mother said,
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You have to | ove your fl aws. I f you don
because that c¢child is going to bring up
about yourself. Youdbre going to see thi
and vy ongdorresentth®ein. So when you can love yawg you can love

theirs too.

Many adoptive parents shared stories about both their early frustrations in

managing their child, and their excitement in newly discovered parenting techniques.
Somevideotaed their childdéds dysregulation and
ridiculing the child, but making empathic statements about how sad or distressed the
child looked. This allowed the child to see his or her self objectively. Otheradsau
of holding herapy by gently cuddling their childnd feeding tha from a bottle as ways
to connect and give the child new experiences. These positive experiences allowed the
parent to feel successful and confident that they could continue to learn new skills to
parent.

Adoptive parents spoke about success and failure using skills developed prior to
adopting. Adoptive parentslt guilty for parenting techniques that radoptive parents
would not think twice about wusi Rnpwwh@&ns one
youdre going to do something that seems 1in
would not work on your adopted kid. o This
refused to get out of the car and come inside the house, he just leftrigerTtme child
began screaming and crying and the parents were unable to comfort the child for hours.
When talking to their placement worker the next day, the adoptive father learned that the
child had lived in a car while with the birth parent. Thisiéatwas horrified by what he
had done and repeatedly asked, AWhy di dnot

that 1 f | had known. 0 Admittedly, this fa
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all the things that happen to these children pridreiog removed from their birthparent,
but that experience taught him to think twice before doing anything. Learning after the
fact about a childdés trauma experiences, a
accidentally reraumatize their child wasegtastating to many parents in this study.

Feelings of depression or sélame were expressed as failure, specifically failure
to |l ove enough. AWhat am | doing wrong?o0 Ww
continued to ask themselves. For sadeptive parents their failure turned into shame,
for others into frustration and ultimately anger.

Matsakis(1994)states

Traumarelated anger, expressed or unexpressed, can color every

aspect of clientso6 | i veestheirdalyei r wor k or

habits, and most of all, their sedteem and relationships with others.

Anything that might prove frustrating will have an additional charge of

unresolved anger related to the trauma. Clients are often aware that their

responses are out proportion to the current situation, which only serves

to decrease their perhaps already damagegseém and sense of intra

psychic safety.[. 150)

Quantitative data in this study clearly idepntifaumatic anger as a significant
trauma symptom among peatloptive parentsnitially, manyof the adopted parents
minimized or denied feeling angry toward their children. During the interview however,
the adoptive paresgradually became more relaxed and openly spoke about their anger
andfrustration. Several shared, in detail, fights that escalated into the parent throwing
things, swearing, isolating the child, sarcasm and threatening abandonment. Adoptive

parents expressed their anger across a continuum; some were passive/aggressive whil

others became verbally and emotionally abusive.
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When asked about feeling angry, many adoptive parents started with their anger at
adoption workers and the childbs casewor ke
in getting a license to adoptore than one child internationally. Others expressed
frustration and anger about the emotional and physical condition of their children after a
visit with the birthparent. Children returned from visits crying, unfed, dirty and
inconsolable. Adoptive parenshared they had no control over what occurred in these
visits and were unjustly burdened by having to manage the toll these visits took on their

children. Their anger motivated many to seek what little control they had, in hopes to

mi ni mi ze disteessiAhgeddébss usually a central fe
to trauma. Anger helps people cope with [I|i
energy in the face of obstacleso (,hemtob,

1). Thead pti ve parentodos anger served a purpose
wanted.
In listening to the adoptive parents, there was a feeling that their anger and rage

was justified. Few believettheir angehad a negative impact on their child.ng®

believed their childds behavior was del i be
push them away. One adoptive father, disgu
canodot |l et him see that. I  mi gbecaudethenupset a

thatodos a way for him to try an aggravate m
Justifying, denial or rage, and distancing one, sef recognized as responses to
narcissistic injurieand defense mechanisms.

Through the lensfseltp sychol ogy, the adoptive parent

expressed anger toward their child is the use of another defense mechanism known as
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di savowal . nDisavowal i's present in the ex
knowing at the samentie. The split between knowing and not knowing is responsible for
actions that seem oubp. 208)flnthiststady, adoptieemparentt Si e g e
used several defense mechanisms that fall along a continuuniindings in this study
suggesthat the adoptive parents cannot accept the depth of their anger toward the child
and disconnect (disawal) from the unconscious anxiety their anger invokes. Similar
defenses, such as avoidance and dissociation provide a similar relief.

The adoptive@ar ent 6s anger or rage was often tri
comply, accept direction or receive affection from the parent. These narcissistic injuries
lead to narcissistic rage. Kohut believed that there were two variants of narcissistic rage;
revenge and the wish to increase ssdfeem. Revenge and theastablishing of self
esteem are defenses and not actual structures of the self. Again, Kohut noted these
defenses subsided when an empathic contact westablished. (Kohut, 1977) For a few
parents in this study their anger and rage had a revenge gQadgyadoptive mother
smiled when she shared that she felt ok ab
hurt in response. Another adoptive parent appeared pleasedimgélfafter tdling a
story about how he withdrew emotionally from the child seeking coraftat an
altercation. Through acts of revenge, some parents found comfort and internal
justification. Othersvere depletednd revenge took tomuch energyThey lacked any
ability to re-establish any part of their sedbteem as it related to their child and no longer
expressed any desire to have an emotional connection to them. These failed attempts of

revengeandre st abl i sh self esteem weongolthehme adopt
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chil dés behavior. These parents felt. enorm
As one father said, Al just dondét <care any

A small number of adoptive parents used their anger and ragestatiesh their own
diminishedseke st eem. As one adoptive parent said
never really explode. Then | get very sarcasilibey[adopted childrehd o n 6t under st
sarcasm. 0 This parent h adplajnedsab edacationdl a st or
activity he thought his child would find fun, but the child became angry and refused to
participate. As a teacher, this parent felt the best he could give was teaching his children
academics while having fun. This is another exangblthe parent acting with the best of
intentions and yet the childds rejection t
response from the parent. In this case, it was sarcasm. Kohut (1971) states that the use of
sarcasm i s a 0 mbeaik.aleyaercantinaogslydravén todleal with
their narcissistic tensions (including the
(p-263) This adoptive parent truly believed his child did not understand his sarcastic
remarks. As with lanarcissistic injuries and narcissistic rage, revendedssed on the
individual who caused the injury.

Some parents used their anger t@seablish both their sefisteem and feelings

of control. These parents were determined to feel suct@ssparents. They were also
open to redefining success for their child. These parents spoke openly not only about
their frustration and anger, but also their commitment to the children they adopted. In
these cases, the adoptive parent used the naiicigsjsty to empower their self. They
ignored the childdés demand to | eave them a

homework, or standing over the child while they completed a task. One adoptive mother,
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who repeatedly deni e dstahte¥edhave  stayorgtoppf s ai d,
t hem. I 't can b Eronvtleeouside, gnger expresded im this ndanner may
appear abusive or controlling. For some parents in this study, their anger became a source
of energy and determination.

In the treatment of trauma survivors, anger is a source of internal energy that
brings about change. (Matsalki@94) Most of the adoptive parents were able to use their
anger to supply energy to continue coping
told stories about how their childds behavi
parent, without expecting the child to change. One parent shared that following an

incident when her child stole candy from a store, she came home and stitched tlosed al

the childrends pockets. She explained to t
not steal wuntil they could stop stealing o
needed to | earn to break down t aglessinand r e

completing tasks, like getting ready for school.
Anger is a catalyst for change in adoptive families. Adaptation, particularly by the
parent, is an essential piece to successful adop#@ek. & Kupecky (1995) note;
One day, perhapgears from the initial arrival, the child may indeed

become the one first envisioned in dreams. Far more often, parents make

the inner changes and adjustments needed to create new, more realistic

dreams(p. 83)

The process of change is arduoestihg go of a dream is even more difficult.
Adoptive parents in this study not only had to let go of their dreamed of child, but also

the dreamed of parent they believed they would be, and the life they would have. Older

adoptive parents spoke about thed of freedom after adopting. Some had spent several
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years as empty nesters and then adopted older children. Aging, along with unexpected

biological changes that occur, contributed to the adoptive parent feelings of hopelessness.

As one par éyneshauld bedyoing foRlerigd. Living in a home with no

stairs, a quieter I|ife, but we candét do th
Older adoptive parents are not unique in feeling their life has not gone according

to plan, or turned out as expected. One adoptive fathiewbdlthat his marriage failed,

in part, after one of his children accused his wife of abuse. Parenting a traumatized child

adds to the stress in the marital relatiops@ine adoptive mother talked about her anger

regarding her husband when he becametiile traveling during the placement process.

The shame she felt was profound when she d

just wanted him to suck it up and be there. | was so embarrassed when | found out he was

really very simedevinyheradopted dniidren will oteverebe ,

associated with extreme stress and profound shame. Parenting a traumatized child can

also add strength to a marriage. During the interviews, many adoptive parents displayed

attunement t o tnd affection.Opemdoptigedatherramered thearoom

where an interview with his wife was concluding and asked her why she looked so sad?

Others talked about how they and their spouse stay up late and talk for hours about the

kids and their future. The impiof parenting a traumatized child on the marital

relationship goes beyond the scope of this study. However, for better or for worse,

parenting changes the individual and influences the meagitgtionship

| walk down the street,
There is a deep hole in the sidewalk
| fall in.
I am |l osté | am helpl ess.
't isndt my fault.
It takes me forever to find my way out.

| walk down the same street



86

There is a deep hole in the sidewalk

I pretend | dondt see it
| fall in again
| canét believe I d&m in the same pl ace
but, it isndt my fault.

It still takes me a long time to get out.

| walk down the same street
There is a deep hole in the sidewalk
| see it there.
I still fall iné itds a habit
My eyes are open
| know where | am.
| get out immediately.

| walk down the same street
There is a hole in the street.
| walk around it.

| walk down another street.

~Nelson, 1980
Nel sonds poem speaks to an individual 6s
shame, and eventually chanlyecsursaffersrepeated Nel s o
failure and recognition that the problem is not going to disappear i.e. the hole in the
sidewal k, however, the individual s respon

walking down another street, will eventually lead tocess. The same process of change
is truefor adoptive parents.

One of the questions asked was fAAre you
going to be?0 Several of the parents were
of themselvegrior to getting their children. Many thought they would be very much like
their own parent to whom they were very close. Some parentyeaithey are the
parent they thought they would,li®it then added but they never expected to video tape
theirchid 6s expl osive tantrum, keep a poop char

door.
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Many adoptive parents had very high expectation of themselves. Some parents
were able to see and change their unrealistic expectations; others were not. Some
believed they keaw what was best and felt strongly about holding onto their perceptions

of what makes a good parent. For these parents there existed an underlying feeling of

intrusiveness in their stories. As one f at
chil deewdethiefr they | ike it or not. o
The adoptive parentsod6 intrusiveness fre

education, religionand love. Whetheir child rejected one of these valudse parent
became more determined in insuring a successful outcamheth their self and their
chiddDaily attention is given to childrenb6s a
with team sports to build social skills and literally forcing the child to attend church with
the family.Parents talked about the succesbey had using this approach. Happy to feel
successful, the amount of energy parents put into each success was exhausting. These
adoptive parents displayed little flexibility in maintaining their values while adapting
their expectation of the child. A ice parent said fAiThey may not
are happy and grow up to be a good person
accepted his chil drvwasré@ustant te alowrthem tg reckiveslessd i | 1 t
than a B grade.

A small number of adoptive parents showed little ability to change expectations of
themselves or of their child. What became apparent in their stories was the lack of
knowl edge about their childds di @eurbing b
adoption training or could not recall what was covered during the training. These parents

were unabl e t o caodnonpetcitv et hhei sctharlyd owsi tphr et he ¢
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Fetal alcohol, children born poly drug exposed, birth parent melnieds, abuse and
abandonment were seen as issues of the past. Several parents had successfully raised their
own children and believed what worked then should work now. Others clearly knew how
they were parentingas notworking, but had no idea what elgedo.

Inselfpsychol ogy, the key to change is the i1
sense of self while dealing with anxiety or stressful situations. K@9u7)s t at e s , nlt
mandés ability or inabil i tsyorratiertcinceeaséthte new a
strength of already existing ones) that will determine his success or daihdeedhis
psychol ogi cal (ps2i%280) Chahge occursdne aupgomive and
positive mirroring environment with the selfobject. ldioptive parents the selfobject
can be their own parent, spouse or adoption worker. Unfortunately, supportive, positive
mirroring does not always occur. One adoptive mother shared how hurt she felt when a
family membertoldheii Send t hat <éifladr ttohenywdeoluend an:
themoupor when the adoption worker said, AiWe
When others blamed the parent for the chil
shamed, isolated, and traumatized.

Matsakis(1994)referred to blaming the victim as secondary traufiReople
commonly deny or disbelieve the trauma sur
minimize or discount the magnitude of the event, its meaning to the victim, its impact on
thevici més d©Fe. o (

Secondary trauma was evident in many of the stories adoptive parent shared
during their interview. Not only were experiences minimizediscountedadoptive

parents felt blamed and hur tparénts individimllyr s 6 r e
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shared a story about the time their youngest adopted child began to walk. While one

adopted child was standing in the playpen next to the father, at that moment the younger

child began taking his first steps. The child in the playpeawt a metal truck toward

dad, denting the wooden fl oor. fAHe could h
how strong he was until then. o This event
interviews, but also twice after the official intervieadhended. It was apparent that both

parents were traumatized by this event.

Trauma victims often want to repeat their story, while the therapist or researcher
stands witness to the story. Obvious in the repeating of this event, was the fact that the
adoptve father felt that his lifsvasthreatened at that moment. In addition, the real harm
that could have occurred had he been hit and the unexpectedness of the assault while
joyfully watching his childbés fimad steps,
This adoptive father shared that he had never been so angry in his life. Each time he told
this story, his fear and anger rose quickly to the surface, as if the incident had just
occurred when in fact it had happened four years before. Many adpptemts shared
similar stories, in which their child had threatened them with a knife, or the parent had
walked in on theii7-yearold and8-yearold children having sex; other children started
fires or hurt other children in the family. Many adoptivequas live in silent agony until
someone recognizes and acknowledges their hurt and frustration.

Beyond their immediate family, friends, and therapists, adoptive parents found
support from multiple sources. Many spoke of support and informatiordiegar
traumatized children on the internet. Others found adoption sensitive therapists and

support groups through Adoption Preservation programs. Reading and hearing stories
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about what other adoptive parents were struggling with provided a sense of communit
and new insights into their childds trauma
common were the struggles of being adoptive parents. kpsgthology this is known
as the experience otinship. Twinship is a selfobject function, and serves aBanl-t e r
ego or partnering to those with w2n one f
Al't i s in the context of an empathic merge
deficits in selfesteem are provided. In the healing merger with thessdfobject an
individual can be helped to absorb the pain of frustration and disappointment, even
failure, as he sets about ,pedGoldeergtlB7d)g hi s
Knowing Awhyo their chil d b edadsaekeutnevavgayst h ey
of parenting. For many, it was the connection with other adoptive parents and the
similarities of their struggles, which gave them the courage to change. Many parents told
stories about their sense of relief when they finally mettdsther, doctor, friend, parent
or therapist who understood their situations. Through these empathic mergers, adoptive
parents found hope.

In addition to twinshipadoptive parents seek mirroring. Mirroring, as-self
psychology defines it,isselfabjct s Ar esponding and confirmirt
greatness and,1986,p.2¢ dhHraughoubseverd Intereiaws, adoptive
parents reaetlto mirroringrespones t hat i s, verbal &Baes such
great ideato managethate havi or 0 -aesbalwuesd such assmilescand head
nodding that are understood within the context of mirroring. Even the slightest

affirmationsinspired adoptive parents to talk more freely about the challenges of
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parenting their traumatized d&thi Affirming their finew parenting styteallowed the
parent to feel omnipotent and express feelings of hopefulness about the future.
Every adoptive parent interviewed spokéope for the futurgvhen asked about
the decision to adopt. For some, Bdpded after years of never establishing a
meaningful, loving relationship with their child. These adoptive parents were done,
having retreated emotionally from the child, and having never obtained the feeling of
being a successful parent. One adoptiviedia who believed there was no hope that his
young teenage daughter would change,,said per son wi th that much
that much promise, with that much héawastingit. It hurts my soul and | can do
not hing about it .sSarerkosteften compectedtd degresgiordneé s s n e
trauma. Intertwined with hopelessness are low ssteem, shame and guilt. (Matsakis
1994) As their stories unfolded adoptive parents shifted from their fears to their worries.
AA worri ed mioccapied véth fear for thgrsisnoeneor ry . o ( War r e

1998)

Hope did not diminish the adoptive pare
do you worry about?06 One adoptive parent s

| can hold them during a RA[Reactive Attachment Disoed] rage. | can hold

them so they dondét hurt themselves or m

is 11 or 12 years old in one of those r

control them. That worries me.

Many worried about the future, and thelalbit y t o contain and co
behavior, either because the child would be bigger and stronger or they themselves would

be ol der . Anot her parent said, AMy worrie

where we canoé6t tyamoer ec,arvwe odondte hawle amy on e



92

Adoptive parents of traumatized children have many worries and admittedly very few
answers. Worries center on their abilities and capacities to keep going. They recognize
that adopting has changed them, doihot understand why or what in them has changed,
only that they now have feelings they never expected. Beyond the normal frustration and
anger felt by most parents on occasion, these feelings leave the adoptive parent feeling
hopeless, vulnerable and woudde

In addition to worry, as it relates to their capabilities, adoptive parents were
troubled about their childrends future. As
because they have no fear. o0 Thi sevenydiheher sh
a police car or ambulance goes by, fearing that it is her child hurt or in trouble. Many
adoptive children often exhibit highisk behaviors. They jump off garage roofs, run
away, experiment with drugs and get involved with gangs. While nothesé behaviors
are exclusive to adopted children, many adoptive parents fear their child will be
influenced more by thebithar ent s6 | i fe choices than what
As one adoptive motheaid,i | wor ry my c IMybirthpaemtnewer | | t hi n
graduated high school. Why should® worry they wondét strive
than what they were. | worry about that al

Hallowell (1977)states

Worry is a special form of fear. We make fear complex adding

anticipation, memory, imagination and emotions. Worry stems from

vulnerability about powerlessness, as a result of situations such as simple

shyness, depression, general anxiety disorder, distress over the actions of

another and pogtaumatic stress disger. . 36)

Worry has become such a part of everyday life that society often precedes this

word with useless. Why worry about the future? Let the future take care of itself. Often
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times, worry is viewed as unproductive or stagnant; it does twbhe to adapt or
change. When Ha lséxplawes link ldy $ine,sa bedtér endeestamnding of
the meaning of worry in adoptive parents becomes apparent.
Adoptive parents construct complex fear. Some anticipate the future to be as hard
asthe present, as with the mother who felt she would not be able to keep her child safe
during a RAD rage. Emotions cloud their view of positive change that may occur, as with
the father who believed his child was wasting her potential. Repeatedly thees\ae
rooted in feeling powerless. Their stories identified the distress they felt over the action
of their children and the trauma states that occurred.
Fear always triggers some type of physical response: flight, fight or freeze. Worry
does natWorry is quiet: it resonates internally, and does not demand an immediate
emotional or physical response. The transformation of worry from paralyzing to
acquiring newskills occurs when the adoptive parent can withdraw internal psychic
energy itvested imarchaic structures. (Kohut971;, Ulman & Brothers1988) In a
supportive environment, adoptive parents could begin to admit internally and externally
they were overwhelmed. In order to find the strength to change, the adoptive parent had
to let go of tleir grandiose self and idealized child. Worry then became the catalyst for
acquiring new knowledge and planned change.
The final guestion posed to adoptive pa
should know about adopt ivepgrenawete adepiahat i zed ¢

identifying gaps in the child welfare system, and themselves.
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AiBe ready to fight!o one adoptive mothe
my children what they needed. 0 Achd ng as a
promoted claiming or entitlement.

Rycus & Hughe£1998)state

Entitlement is defined as the right to receive, demand, or to do something. In

adoption, entitlement refers to the ado

right and responsibilitytact i n ways that promote the

interest. p. 900)

Many adoptive parents pushed to receive appropriate services from schools,
therapistsand case workers. Claiming behaviors not only assist in their attachment to the
child, it allowedadoptive parents to feel successful and enhanced theegstedfm.

In addition to services, adoptive parents encourage others to obtain as much
information about their child as possi bl e.
parents histry. It will help you know how to better handle the situations that cgote
|l nformati on about the childds past experie
objectivity, whichis the key to avoiding vicarious trauma. In other cases, knowledge of
the chi d 6 splagemeat history helped the parent understand why things like going to
bed, or leaving the child in the car caused the child to emotionally fall apart. When
adoptive parents understood that the chil d
them, rather at those from the past who caused them to hurt, they were able to ignore the
anger, and continue to empathically connect to the child.

Many adoptive parents encourage those seeking to adopt to spend time in self

examinationl aw&noAngoknotw the children com
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Some adoptive parents talked about how they sought out therapy for themselves after the
children were adopted. Therapy allowed the parent to stop blaming themselves and their
children and gain ve insights.

Selfe x ami nation included commitment. One
adoptive parents should take a good hard look and make sure that down the line they
would be able to do the | ob breoderadmvei t see
parents, changes in health often left them questioning their ability to stay committed to
the adoption.

Parents with younger c hwailtwdo¢hisandknowd, A Yo
there i s no going shhaooaok .eds Taltbheosua paredmrt s htidld
placements or attempts to return home. When the child was sent back to them, they
witnessed first hand the pain and distress inflicted on their children and blamed the
system, and birth parents. Young or old, thepdide parents in this study were
committed to seeing the adoption though. As a whole, they wanted otredqptve
parents to know making the commitment to adopt involves more than the desire to be a
parent.

Lastly, adoptive parents want futurepdoi ve parents to fAkeep
reading, and keep |l ooking for answers. o0 Ma
glanced through the written material from th@ie-adoptionclasses. For the adoptive
parents in this study, the need to understaidat was goi ng on came alf
pl acement. AA |Iittle knowledge that acts i
idle.o (Gibran, 1923) Adoptive parents to

they had tried everything they knewd nothing was improving. For many, the
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knowledge they obtained through fdoption training sat idle, while the knowledge
they sought after facilitated action.

The range of affect, when asked about advice to others, is best desctheed in
adoptive parents own words. FrpinEx pect | ot s of tdi §&dlpper ngme
up! 0 made up the conti nuum. Regardl ess of
they had, every parent was committed to their child and the task of seeiolilithéad

adulthood.
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CHAPTER FIVE

DISCUSSION AND CONCLUSIONS

Discussion

An8%-yearoldboy sits in a chair in his thera
AToday wedre going to talk about being ado

The boy brings his knees up to his chest, zips his aadtpulls his baseball cap
over his face and says fAO0Ok. o

The therapist then sapysandl tboanl séeéel ehb
head. fACan atoui tt effdelnme Iwihke to be adopted?c

From under the hat a mud filte@s vepdaxdk amds w

sometimes itdés bad. o
AWhen is it good?0 the therapist asks.
AWhen | remember someone | oves meo repl
AAnd when is it bad?0o
AWhen | remember someone didndét. o says

Later in the same session, while the therapist &iid sit on the floor building
lego structures the therapist asks the chil
your mom?o0

~

ANo, not anymoreo replies the boy.
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Why?0 asks the therapist.

A Cause it makes her cry. o

This insightful youndoy knew what many close their eyes to: adoptive parents
hurt. They hurt with, for, and because of the trauma the child carries within them. Do
adoptive parents of traumatized children experience trauma symptoms? That is the
guestion posed in this studyhd answer to this question is yesoking at their
individual scores on the T&, and listening to their narratives what one seésag
experience trauma vicariously and directly. Some may wonder why the answer to this
question is important. What do#sdd to the field of social work knowledge? How does
this answer influence the way we prepare and treatgutgitive families in the future?

Historically there is a resistance to acknowledging and intervening in troubled
families. Child abuse amtbmestic violencewereonce consi dered Af amil
did not warrant outside intervention. It was not until these isseesbrought into the
light through research that victims had a voice and systems began to change. This study is
an attempt tolgne light on the dark side of child welfare, and give language to what
professionals already know but continue to ignore: adoption trauma is an infectious
disease and left untreated will spread. This sexpjoreal the presences of trauma
symptoms in adative parents and giggnew understandingnd languagéo the adoptive
p a r eerperi@rece. This objective was achieved by identifying known trauma symptoms
using the TSIA, a standardized and validated measure of trauma sympAaiogtive
par ent Oas statisticaky significaron the TSIA. In addition,depression,
dissociationand anxious arousal were identifiaglareas where trauma symptoms

appeared slightly abowee mean. Another unexpected, yet interesting finding was the
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fact that adoptive pants underreport trauma symptoarsthe TSIA. The under
reporting suggeststhal opt i ve parentds sense of fail ure
help, and that thers place blame on the adoptive parents rather than acknowledge their
anger. Had the rearch ended here the findings would have been inconclisoveever,
these reas@to undefreport were confirmed during the fat®face interviews.

How trauma symptoms manifest in adoptive parents became clear through
adoptive parentmarrativesDuring the interviews parents frequently cried, became
silent, and visually sad while talking about their experiences and sense of feeling
incompetent. As the data indicated, adoptive parents are disappointed in themselves, felt
overwhelmed and hopeléssll of which are directly associated with victims of trauma.
As their stories unfoleld, it was clear that adoptive parents experience both direct and
vicarious traumatic events; some related to the adoption, others were not.

Why is this research ingptant? Because it opens the door to identifying a
population never before identified in the trauma literature. Child welfare professionals
approach working with adoptive parents with a set agenda to maintain the placement.
Within that approach, adoptivap ent s h e ar Wedoldyoe itwas goingtk e, A
b e h a Wtai didoyou exXpe®d Rather than seeing their trauma as an opportunity
for growth, it is minimized: forcing the adoptive parents into silent isolation and shame.
Why is it necessary tassign blame in these families? Blame triggers a defensive
reactionl i mi ting oneds openness to change and ¢
skills. In the adoptive families in this study, once blame was marginalized, adoptive
parents felt free to discudseir struggles openly and honestly. They no longer had to

point their finger at the child to explain their anger or disappointment.



100

As a free society, we believe that adults make choices and in making them, they
fully accept the consequences. Only aftears of researcls in the use of lead paint or
tobacco are the consequences realized. Professionals do not want to believe that the
adoptive parestwho chose to adopt are suddenly surprised and overwhelmed by how
difficult it is to be a parent. Browf1963) found that adoption workers documented
negative observati@in only 12 out of 8Qcases thatveredisrupted. Gochros (1967)
found that social workers consistently tended to underestimate the concerns of adoptive
parents. These studies indicatet Bxdoption workers ignored, blamed, and shamed
adoptive parents when they originally reached out fqu.l@&seworkers ignored the
early warning signs, added more services, crossed their fingers and hoped for the best.
Adoptive parents interviewed toldnsilar stories about such experiences. As one
mot her said AMy mouth was moving, but no o
This finding suggests that adoption and placement wosgkersldreceive training
specific to trauma sensitivity. Child welfarevkers are familiar with trauma as it relates
to the child, but lack knowledge of how trauma materializes in adults. The level of anger
in adoptive parestsuggests that this is the first trauma symptom experienced. As Daniel
Hughes (1997)e snoatt etsh eii Tphaerseentasr who ori gi nal
parentds angry thoughts, words, and deeds
reach out and help the parent. Relationships with these parents can feel toxic, mirroring
the toxic relationshiphey have with their traumatized child. Identifying trauma
symptoms early in adoptive parents would decrease the level of anger adoptive parents

experience and provide intervention before issues become untreatable.
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Research focused on the adopiagent typially explores risks associated with
adoption disruption. Studies support that age of the adoptive parent is not linked to
successful adoptions. (Zwimpfer, 1983) In this study, age was not a factor in the
adoptive parentosl dommut meas sbDr ohegl ghasso
feelings of failure and hopelessness. Heal
on life. Adoptive parents in this study were unprepared to deal with declining health
issues. Asone olderadopt e mot her said, AWe should be i
but there is no one to take these children
associated with age. However, adoptive parents who were é@8at now in wheel
chairs or sufferingrbm progressive illnesses commonly expressed feelings of
hopelessness and failure. These parents expressed concern that theyotlimédong
enough to raise their child. Barth, Berry, Goodfield, and Carson (1987) found families
lacking dependable alteaitive plans for the care of their child in case of illness or death
were more often present in families seeking adoption dissolution. This study supports
those findings. Heart attacks, diabetes and illness further isolated the parent and were
experiencea@s traumatic. Now needing to focus on their health, adoptive parents in this
study felt their children were a drain on their limited energy to recover from illness.

Many of the parents in this study were unprepared for the child directing their
rageat them. These parents displayed symptoms of numbing, dissociation and distancing,
and outbursts of rage, all fitting the category of Type Il trauma. (Terr, 1994 study
on stress and adoptive paiegt identifiedtraumasymptoms as coping skills. éwin &
Revenson (1987) found that coping strategies consisted of wishful thinking, fantasies,

wishes that things will turn out and wishing that the situation would go away. They also
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found that in using these coping skills adoptive paretitsdistancehemselvesn efforts
to detach and avoitheir child As is often the case in pestloption work, these coping
skills are viewed as the pared¢snotional withdrawl from the child Helpis then
focused on understandi ng atmrineestigatiog ofthg t he
i mpact the trauma had on the parentodés psyc
Vicarious trauma (VT) is not a diagnosis in 8M-IV. Vicarious trauma
symptoms manifest over an undetermined length of time, and no one incident or event is
ident fi ed as the cause. lzzo & Miller (2008)
and it has potential to exact a huge toll on the caring listener: physiologically,
emotionally, intellectually and spithei tuall
concepts of empathy and repeated exposure. Empathy here is understood as the adoptive
parentds ability to emotionally connect an
behaviors. As previously discumbblieggto, it al's
remain objective. Empathy is like a coin, it too has two sides. One side reflects a
compassionate understanding of the other, while the underside has a malicious quality
that seeks revenge. In this study vicarious trauma and the two facepathgmwas
evident in both the stories adoptive parents told and the emotions and thoughts they
attributed to them.
Compassionate empathy was evident in the tears and sadness as parents spoke
about t h e-dadopticeipéridndes. Parants wiad Ihighrisk placements felt
confused and overwhelmed as to why their child had to continue to visit birthparents that
ignoredthechid eeeds such as food, diaper changes,

broke my heart to think she might havetogolka t her e. Back to no fo
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Other parents used their empathy to change how they interacted or disciplined their child.
They could easily imagine how the child felt being hungry, left in a car, or abandoned.
These parents are giving with all theeart to heal the wounds in their child.

Adoptive parents prepared themselves to answer questiam Wlg did my
mother give me awagbut were overwhelmed when the child talked about the time he
and his siblings ate out of garbage cansyere left in a hallway over night. One mother
inthe studysaid,il dondt wan@g tkheémithg kmeowlidbtm never
them that, or tell them they cané6t talk ab
mother truly believed her feelingsb o ut h er  orfothdmwere enknoven totherr t h
chil dren. Even after she shared how her yo
tal king about their MommnpdopPpondte pauveses i
difficult to admit they felt traunt&Zed by events their child survived. Through
compassion and empathy; every parent in this study experienced vicariously the hurts and
pains his or her child once lived through.

Frequently minimized by the adoptive parents in this study, was wegrlto as
mal i ci ous empathy. Understanding the child
took shape in rejecting the child or threa
overwhelmed them. Withholding activities or possessions exceeded typicalide and
felt vengeful and retaliatory. Child welfare work can be one sided and only see the hurt
from the childds perspective. However, und
has two sides supports what Koli®81)said,

The loss of ammpathic milieu, the loss of an understanding milieu, not
necessarily of the correct action, but the loss of any understanding creates

disintegration anxiety, which is the most severe and disabling of all
anxieties. The loss of an empathic milieu is disglbecause it carries the
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loss of that most basic human need, validatbonoo ne 6 s psychol ogi ca
existencé evenif the validation ocars within a hurtful contextp( 531)

Empathy and loss of objectivity are essential to the experience abusar
trauma. As Kohut suggests, the worst possible reaction would be to ignore the other.
|l gnoring the adoptive parentods internal wo
them. What this study shows is that yes, adoptive parents experience, toatithay are
not viewed as being victims of trauma.
Shifting perspective and listening through the lens of trauma assists in broadening
our understanding of t hSgstemgtleopry telly us thagt whree nt s 6
a crisis occurs, evgone in the familyexperiences a disruption in homeostakialso
suggests that the opportunity for change occurs during and immediately following a
crisis. Insystemgheory, crisis is perceideas an opportunity for change and the
development of new @ing skills.Remembering thatot all crises argaumatic, but all
trauma is a crisjsallows one to consider a traumatic event as another opportunity for
change and growthHartman & Zimberoff (2005) refer to traumatic experience as a
window of opportuity for traumatic growth. When individuals encounter adversity,
accidental or malicious, unexpected or enduring, there are at least four potential
consequences. These possible outcomes are:
1. Slow downward spiral that combines low selteem and the trautimevent and
ends in defeat
2. The individual survives but is diminished or impaired permanently
3. The individual recovers to their pteauma level of functioning
4. The individual surpasses the grauma leel of functioning and thrives

(O6Leary &9) ckovics, 19
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Each of these possible responses to tra
Some were defeated, left with no hope that their life will change; some felt diminished
accepting they will never be the parent they thought they would be; sorveréco
made no plans to alter their behavior; and some saw their experiences as an opportunity
to learn and grow.

So how does this study change the way we think about struggling adoptive
families? First, there must be an agreement that sus/ofdrauma are never to blame
for the events that induced traumatic symptoms. This seems so obvious, yet adoptive
par ent s he ael yautasked fosthiss adMhat did you exped Rather than
listening to their pain with empathy, they aregad because of their anger and rage. In
therapeutic relationships, it is sometimes difficult to look beyond the @ieage and see
the pain and suffering underneath. Nevertheless it is only when we reach the root of the
rage that healing begins. It issential that pre amubstadoption workergully
acknowledge that bringing together a traumatized child in need of parents and needy
parents seeking a child, creates the potential for no one getting what they so desired and
dreamed.

Secondly, prafssionals must begin identifying the early warning signs that
adoptive parents may be experiencing parenthood as traumatic. In this study many
parents continue to ask, AWhy?06 AWhy are t
t his?0o T h e nddteythe qdoiwe pparedipabilityito make sense of their
experiences and diminish their sefteem. They are not necessarily looking for an

answer to their why questipwhat they are attempting to do is make meaning out of their
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experience. The maang of their experience holds the key to understanding how they are
internalizing their adoptive child.

Researchers of trauma encourage using a mixed methodology such as the one
used in this study, when attempting to understand the impact of t@utha individual.

Trauma can be treated successfully only after the full meaning of the event is understood.
Park & Folkmai® €1997) research on stress and coping identified two levels of meaning.

First, is the global meaning and second is the situatimeaning. Global meaning refers

to an individual 6s beliefs, assumptions an
Global meanings are constructego ne 6 s i nteractions with self
experiences. Situational meanings form throtiginteraction between global meaning

and circumstances of an event. When the adoptive parent is asking why, they are
experiencing a situation unfamiliar to theldot onlyare theylacking the global meanin

of what they are experiencing, but atke experiencandermines their view of

themselves and the world, causing vicarious trauma. Their sense of self and identity are

now threatened. Repeated many times @s@ntually they no longerskiwhyo; they

just want it to stopWhat they now seek gelf-preservabn.

When the adoptive parentds identity is
to the cohesive self. Vaughan (1985) state
under attack, t he ,fearfdl bfaéexdednending anegot a.Shebes t h
suggests that these individuals should be helped to rise above their global beliefs, and
incorporate them into a new understanding of themselves and relationships, thus,

incorporating a traumatic event into a new self/world view. In this stuglyma was
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experienced when the parents global beliefs could not be reconciled with their actual

parenting experiences.

Limitations of the Study
Masl ow (1968) said, nalf thngleginstmbky t ool
l' i ke a nail . o0 One |1l6yeardofeexperience workingtwithipest st udy
adoptive families. Adoption trauma is so common in Adoption Preservation families, that
| feared | too would see it everywhere. To limit errorshie qualitative data analysis the
literature on trauma, vicarious trauma, and adoption dissolution identifies key issues,
words, and affect specific to the traumatic experience. Describing experiences as
hopeless, overwhelming and heightened fearfulaessypical to trauma events.
Whenever possible attempts to identify risks of dissolution such as no training and high
expectations were made and not linked to trauma experiences.
Identifying any experience as traumatic had tekst with one or rare of the
following criteria
1. The experience had to be unexpected.
2. The adoptive parent expressed helplessness and hopelessness specific to the event
or situation.
3. The adoptive parent identified the experience as traumatic.
As each story unfoldedhémes of experiencing the unexpected, hopelessness and
trauma emerged. Within this limitation, two other limitations are prefiesii:the
adoptive parent who had trauma symptoms prior to adoptingsandndthefailure to

identify trauma not associatéo the criteriaabove Three subjects in the study made
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personal reference to sexual abuse as a child or had served in the armed forces during a
war, making all three more likely to develop PTSbesensitive to vicarious trauma.

Anassupt i on made in this study i sThet hat of
literature supportthis assumptiom thatchildren who havéadmultiple placements,
lived with a drugabusing birthparent, are older when entering the child welfare system,
or adopéd from Russiaor Romania orphanages are more likely to have experienced
trauma.lt is estimated that within the Adoption Preservation Program, as many as 90% of
the children fall into one of the above categoriksthis study 100% of the children
living with adoptive parents interviewed had some type of trauma experience beyond
removal from their birthparents.

Another limitation in this study is sampling and sample size. Cre2a£B)
states a purposeful sampling applies in qualitativeganda nt i t ati ve r esear c|
individuals are selected because p.B6ly have
Had all adoptive parents in lllinois been included it is possible that no stalystical
significant data on anger or trauma symptorosil have emerged. Adoption
preservation parents were targeted because of being more likely to have adopted a
traumatized child. The small number of respondantmonrandom samplémits the
generalizability beyond participants in this study.

Thefinal limitation in this study is time. The sequential explanatory method used
Creswell 2003) dictates thdidata collected from the quantitative phase is used to shape
the qualitative investigatian ( p . Several \npnths passed prior to scheduling
interviews with adoptive parents. All interviews took place from-@aober through

early November. Adoption Preservation programs throughout theesiageience higher
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referrals during this time. Typically, higher referrals are due to schools sendimggsog
reports and/or anticipation of the holidays. Many parents referenced current school
problems and the stress they currently were coping with may have presented as traumatic.
To avoid ovetidentifying this population as traumatized; the previousintoeed ce

existing criteriavereused.

Implications for Social Work Practice

| think professionals need to take a greater responsibility in educating and helping

families find the help they need. | definitely think it is not over when you finish PRIDE

classes, definitely not! | feel that if other people had more knowledge about, not

necessarily the childés diagnosis but,thbnow t o ge

parentswoul dndét struggle as |l ong and be frustrated.
~Adoptive mother

Identifying adoptive parents as experiencing trauma suggests we engage them in
treatment as such. Well documented in the literature are the possible outcomes for
adoptive parestwho go untreated; increase child abuse, decrease in social supports
(Rycus & Huges 1998gnd increasgalcohol abusgCadoret, 1990) Engaging an
individual who has experienced trauma must begin with having an empathic attuned
listener, a safe environmeto explore feelingwithout being judge and a professional
who understands the psychic mechanisms of defense, anger anslhagsesists in the
restoration of the self.

The expression of traumatic anger and narcissistic rage documented shows the
underside of Kohutdos (1981) description of
appropriate action. Appropriate action, is formed by intimate knowledge of the other.
Finally, empathy can be used f opl8Qgkised or e

imperative that social work professionals acknowledge openly to adoptive parents the
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fidark sid® of adoption and begin to if not normalize it, bring it out into the light so it can
be discussed and resolved. We want adoptive parents to be empathicsiineege their
chil dés needs; to i magine how the child mu
have ever known; and not expect too much from the child. However, we neglect to
acknowledge that assimilating a child into their family and heaasgds them, and
pushes internal buttons they may not be aware they have. Adoption preparation should
include time and energy on assisting the adoptive parent to learn how to lower their
expectations, not of the child, but of his or her self: and leariffevahtiate failure of
deed from failure of self.

Adoption professionals know thate-adoptiontraining does not guarantee a
successful adoption outcome. They knowadeptive parents do not believe them when
presenting situations and behaviof<hildren after placement. Many adoptive parents in
this study openly acknowledged that they remember or learned little from the training. As
one adoptive father said ABeing .wentimed of
oneearandoutthetoer . 0 Some felt the trainer att emg
adoption. It is not the quality of training that comes into question here, but the timing.
Families in this study found adoption sensitive services, only after failing with multiple
therapistsschools and doctors. There is no sure way to prepare someone for the
unexpected, i.e. trauma, suggesting that adoption support and training continue to
families long after the adoption occurs.

Why worry about s o meZWhénmrgexpednce ysataringd o n 6t

you straight in the face, then you have to cope with it, then you have to open up
the manual and learn how to put it back together. (Adoptive father)
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Many adoptive parents were faced between choosingsedervation or the
altruistic desire to parent, a choice they never expected to make. This finding supports
new legislation that allows dying and ill adoptive parents to transfer legal custody of their
adopted child. | would further this notion of baag planning and suggest trzdit
adoptive parents create a bagkplan. Backup planning is not new to adoption,
however, many back up parents decline to accept the children when the time comes. This
suggests that pradoption training include thesackup parentso they can bette
understand the needs of these children and the struggles of the adoptive parent.

|l denti fying direct traumatic events wer
stories. They told stories about their child pulling a knife and threatening others, setting
fires, children having sex with their siblings, stealing, and lying. kagoption training,
parents hear about disrupting and disturbing behaviors children may display after
placement. During training, the adoptive parent remains objective and belieyesth
act compassionately toward the traumatized child. In this setting adoptive parents retain
their objectivity through distance. They a
behavior, nor is any one holding them accountable for the behAllitinis changes once
the child becomes Atheirodo child. From the
responsibility for the child. Being assaulted or rejected by the child compounded by
ot herds judgments, adop manvobjeciive. Thesmossss | ose t
unexpected. There is no way to prepare someone to exposure to a traumatic event. These
classes should provide an opportunity for prospective parents to identify how they

respond to trauma as well as identifying behaviors itheéiyidually deem as traumatic.



112

This would allow adoptive parents to know
should seek help.

Finally, another implications for social work practice found in this study, is the
decision not to use psyclaynamicallytrained professionals in training, adoption
licensing, and placement. More and more agencies face decreasing funding and assign
this work to casenanagers or pafjarofessional staff. The complexity of family
dynamics in noradoptive families is challengynfor the seasoned professional. Add
infertility, loss, aging, role confusion, and trauma, and treatment becomes more difficult.
Many parents identified problems occurring within weeks after placement. This finding
suggests that adoptive parents are egpeimng overwhelming and unexpected situations
from the start. Professionals not trained in trauma attempt to give parenting advice and
miss the psychological impact these problems have on the parent. As one adoptive parent
shared about dawmjastdarkneds gt thg endhaf the, tuniiel. |1 had to try
something new. 0 This particular parent fou
and adoption preservation. He believed that had he known about attachment/holding
therapy he and his family walihave four years of recovery, not fours years of
frustration, hurt and anger. This final implication suggests thaagoption workers,
regardless of level of education, receive training in trauma sensitivity. This knowledge
would allow them to see thrgh the adoptive parents words of frustration and anger, and

intervene with empathy and compassion.
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Future Research

Exploring the adoptive parentsodo experie
areas and questions fiuture research.

This study may be duplicated as designed in an effort to include a significantly
higher number of struggling adoptive parents. The small sample size ntitrotdy
generalizability, bualsodoes not allow other symptoms or thertebefully
documented.

The study showed that trauma symptoms do exist in adoptive parents but did not
show & associatiobetween parenting a traumatized child and experiencing trauma
symptoms. Qualitative data suggests that these two variablelsencayrelated.
However, a causal relationship is still unknown. A longitudatatlythat identifies
trauma symptoms in adoptive parents prior to adogthtghen tracking at several
intervals over the next several years would provide information albeuthe parent is,
or is not, changed by caring for a traumatized child.

Lastly, future research should explordhn e adopt i vefsgffar ent 6s se
specifically, the knd of parent they expect to be armlhthey personally manage change
and failure This study shows thalheseadoptive parents feel like failures. This internal

struggle plays out in their relationship with their child.
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Conclusiors

I f you candét say anythyoondvpogbti aepabbluemyour
~Adoptive mother

What happens to adoptive parents that changes them and transforms their desire to
be a parent into a desire to have the child gone? That is where the question of this
research began. Literature on adoptive parents sudhasthe parent is disappointed in
the child they received antlatnothing has changed. Working with strugglipast
adoptionfamilies suggestthatalthough this may be true in some families at risk of
dissolution, it is not true for all. Theramspecializing in treating adoptive families, such
as Daniel Hghes Richard Delaneyand Frank Kunstal all point to what the child brings
into their new family. In addition, working with caregivers exposed to trauma material
(vicarious trauma) added anotheméinsion for consideration in this study. Thus, the
guestion became, ADo adoptive parents of
symptom® 0

Using a mixedmethodology enabletthe studyto identify specific trauma
symptomgquantitatively and bringneaning to these symptoms qualitatively. The-ASI
assisted in identifying several points of interest. First, it indicated that adoptive parents
have a tendency to undesport having problems. Secondly, it identified that adoptive
parents show a statistiity significant level of anger. Interestingly adoptive parents
initially acknowledged neither undeeporting nor anger/irritability during the interview.
However, other TSA trauma symptoms weudiscussedsuch as depression, anxious
arousal, defensivavoidance, dissociatipand impaired selfeference.

Adoptive parents in this study had amazing resiliency and commitment to the

children they adopted. Many work diligently every day to overcome internal feelings of
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shame and blame they feel foetbrigoing traumatic behaviors of their child. Every day
they hold their heads high and march forward advocating and pushing for services that
will help their child grow into a happy productive adult. They reach out to other
struggling adoptive parents kming they will find a resource and support from someone
who fAwal ks .idheir strngthad detetminatisn are humblingaving one

to wonder if they all start with this dedication, how bad must it have become for the
parent to give up hope?

Adoptive parents enter into parenthood with dreams and unrelenting desire to love
and care for a child in need of a family. This is their internal resource. It gives them the
strength and courage to face whatever the future holds.

How sad for thedoptive parent who remains committed to the child yet has lost
hope for their own future. Althoughese individualsverefew in this study, their sorrow
was as tangible as the joy they spoke of when first receiving their child. | believe that for
these &milies, there were many opportunities for earlier intervention that may have

changed this downward spiral had someone listened through the anger.
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COVER LETTER OF INTRODUCTION
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Linda Wolter LCSW,CADC
3017 Lynn Ct.
Arlington Heights, IL 60005

Dear Adoptive Parent;

My name is Linda Wolter and | am a do@l student at the Institute for Glaal
Social Work in Chicago. | have also worked as an Adoption Preservation therapist for the
past fifteen years. Throughout the course of my workstudies) have found that it is
the adoptive parent who has tatighofessionals about the dé&yday lives and struggles
of adoptive families.

This study is an attempt to look at what, if any impact adopting a traumatized child
has on the adoptive parent. Please tak&SLthinutes to complete the forms included i
thepacket Dond6t be overwhel med, it |l ooks I|ike
1. TSI-A Inventory booklet
2. TSI-A answer sheet. Please fill in the date, age, sex and race only on the top of the
answer sheet. You may use a pen or a pencil to complete this
3. Consent to participate and a statement of your rights.
4. Consent to be interviewed (optional)

When you are done please return all the forms in the addressed stamped envelop provided
for your convenience. If you have any questions or concerns pleaseeé&t tontact

me at 847690-0463. Thank you for participating and sharing with othersithgue
challenges of adoptive families.

Respectfully,

Linda Wolter LCSW,CADC
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APPENDIX B

STATEMENT OF RIGHTS AND CONSENT
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INSTITUTE FOR CLINICAL SOCIAL WORK

STATEMENT ON PROTECTING THE RIGHTS OF HUMAN SUBJECTS
AND INFORMED CONSENT

l, , agree to participate in the
research project conducted by Linda Wolter, aal@t candidateinder the supervision
of Dr. Joan DiLeonardi (31226-8480)from the Institute of Clinical Social Work in
Chicago lllinois. | understand that the purpose of the research is to gain a better
understanding of adoptive parent experiences aadsors.

| understand that my participation will involve completthg TSHA Belief Scale
on which contains 85 questions and a separate answerlghemgdition, | have the option
to consent to a personal interview by the principle researcher, LindanWoinderstand
that my participation in the study is voluntary and | may refuse to answer any question
the TSI=A or in persan understand that my refusal to participate in the study will not
impact any service | now or in the future will receivenirthe Adoption Preservation
Program. | further understand that | may at anytime withdraw my consent to participate
in the study.

| understand that the information | give, in writing or the personal interview, will
be kept confidential. All information Irpvide to the researcher will be coded and
transcribed in a manner in which no individual participant can be identified. There will be
no contact between the researcher and my Adoption Preservation alookgmy
participation in this study

| understandhatin the event thaty participation evokes discomfort or anxiety,
during or immediately aftet,may contact the Linda Wolter at 7-B84-2227 for a
confidential referral.

Signature

Date

Please return all documents in envelop provided to:
Linda Wolter, LCSW, CADC
3017 Lynn Ct.
Arlington Hts, IL 60005
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CONSENT TO INTERVIEW



121

Consent to Interview

, consent tpensam
(please print name)

interview. | understand that even afsggning this form | may withdraw my
consent at any time.

| give my consent for the interview to be recorded and transcribed. | also
understand that all information | share will be kept confidential and at no time,
now or later will any identifying infornteon be shared verbally or in writing. |
understand that | will not receive any monetary reward for my participation.

Signature Date

To arrange for an interview at my convenience the reseamtdecall me at:

Home phone

Work phone

Cell phone
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APPENDIX D

INTERVIEW QUESTIONS
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Interview Questions
1. How did you make the decision to adopt?
2. What do you recall thinking/feeling about the adoption?
Altered to: What to you recall about the early years?
3. Is the adoption what you expected? How? How not?
Altered to: Are you the kind of mother/father you expected to be?
4. Do you feel like the same person you were when you adopted this child?
Deleted
5. What about you is the same? Whatos dif
6. Do you think the child is different since adopting them? How?
Deleted
7. If you could change gthing about your adoptive experience what would it be?
Altered to: If you could tell others anything about the adoptive experience what

would you want them to know?

ADDED:
1. Some parents report feeling angry, do you?
2. What does your anger look like?

3. What doyou worry about?
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APPENDIX E

TSI-FA QUESTIONNAIRE



125

TSI-A Item Booklet

John Briere, PhD

Please read all of these instructions carefully before beginning. Mark all of your answers on the
accompanying answer sheet and write only where indicated. DO NOT write in this item booklet.

On the answer sheet, please write your name, the date, your age, your sex, and your race in the
spaces provided.

This questionnaire contains 86 items describing experiences that may or may not have happened
to you. Please circle the one answer that best indicates how often each of the following experiences
have happened to you in the last 6 months.

Circle 0 if your answer is NEVER; it has not happened at all in the last 6 months, @

Circle 1 or 2 if it has happened in the last 6 months, but has not happened often. 0
0
0

Circle 3 if your answer is OFTEN; it has happened often in the last 6 months.

If you make a mistake or change your mind, DO NOT ERASE! Make an “X” through the
incorrect response and then draw a circle around the correct response.

Please answer each item as honestly as you can. Be sure to answer every item. You can take as
much time as you need to finish the TSI-A.

PAR Psychological Assessment Resources, Inc./P.0. Box 998/0dessa, FL. 33556/ Toll-Free 1.800.331.TEST/www.parinc.com

Copyright © 1991, 1992, 1995, 1999 by Psychological Assessment Resources, Inc. All rights reserved. May not be reproduced in whole or in part in any
form or by any means without written permission of Psychological Assessment Resources, Inc. This booklet is printed in burgundy and green ink on
white paper. Any other version is unauthorized.

987654321 Reorder # RO-4356 Printed in the U.S.A.
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0 1 2 3
Never Often

In the last 6 months, how often have you experienced:

Nightmares or bad dreams

Trying to forget about a bad time in your life

Irritability

Stopping yourself from thinking about the past

Getting angry about something that wasn’t very important
Feeling empty inside

Sadness

Flashbacks (sudden memories or images of upsetting things)
Feeling like you were outside of your body

Lower back pain

Sudden disturbing memories when you were not expecting them
Wanting to cry

Not feeling happy

Becoming angry for little or no reason

Feeling like you don’t know who you really are

Feeling depressed

Thoughts or fantasies about hurting someone

Your mind going blank

Fainting

Periods of trembling or shaking

Pushing painful memories out of your mind

Not understanding why you did something

Threatening or attempting suicide

Feeling like you were watching yourself from far away
Feeling tense or “on edge”

Not feeling like your real self

Wishing you were dead

Worrying about things

Not being sure of what you want in life

Being easily annoyed by other people
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1} 1 2 3
Never Often

In the last 6 months, how often have you experienced:

31.  Starting arguments or picking fights to get your anger out

32.  Having sex or being sexual to keep from feeling lonely or sad
33.  Getting angry when you didn’t want to

34,  Not being able to feel your emotions

35.  Using drugs other than marijuana

36. Feeling jumpy

37.  Absent-mindedness

38.  Feeling paralyzed for minutes at a time

39. Needing other people to tell you what to do

40.  Yelling or telling people off when you felt you shouldn’t have
41. Flirting or “coming on” to someone to get attention

42.  Intentionally hurting yourself (for example, by scratching, cutting. or burning) even though you weren’t
trving to commit suicide

43.  Aches and pains

44.  High anxiety

45.  Problems in your sexual relations with another person

46.  Wishing you had more money

47.  Nervousness

48.  Getting confused about what you thought or believed

49,  Feeling tired

50.  Feeling mad or angry inside

51.  Getting into trouble because of your drinking

52.  Staying away from certain people or places because they reminded you of something
53.  One side of your body going numb

54.  Suddenly remembering something upsetting from your past
55.  Wanting to hit someone or something

56. Feeling hopeless

57. Hearing someone talk to you who wasn’t really there

58.  Suddenly being reminded of something bad

59.  Trying to block out certain memories

60. Sexual problems
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0 1 2 3
Never Often

In the last 6 months, how often have you experienced:

61.
62.
63.
64.
65.
066.
67.
68.
69.
70.
Tl
2
73,
74.
73.
76.
1%
78.
79.
80.
81.
82.
83.
84.
85.
80.

Using sex to feel powerful or important

Violent dreams

Just for a moment, seeing or hearing something upsetting that happened earlier in your life
Frightening or upsetting thoughts popping into your mind

Getting your own feelings mixed up with someone else’s

Trying to keep from being alone

Losing your sense of taste

Your feelings or thoughts changing when you were with other people
Worrying that someone is trying to steal your ideas

Not letting yourself feel bad about the past

Feeling like things weren’t real

Feeling like you were in a dream

Not eating or sleeping for 2 or more days

Trying not to have any feelings about something that once hurt you
Daydreaming

Trying not to think or talk about things in your life that were painful
Feeling like life wasn’t worth living

Being startled or frightened by sudden noises

Seeing people from the spirit world

Trouble controlling your temper

Being easily influenced by others

Wanting to set fire to a public building

Feeling afraid you might die or be injured

Feeling so depressed that you avoided people

Thinking that someone was reading your mind

Feeling worthless



T8I-A Critical ltems

ltem sE%Ta
17 I:I Thoughts or fantasies about hurting someone
23 l:’ Threatening or attempting suicide
27 I:l Wishing you were dead
35 I: Using drugs other than marijuana
a2 l:’ Intentionally hurting yoursel( (for examplg, b)_f gcratching, cutting, or burning)
even though you weren't frying to commit suicide
51 :l Getting into trouble because of your drinking
57 l:' Hearing someone talk to you who wasn't really there
77 l:' Feeling like life wasn't worth living
79 I:l Seeing people from the spirit world
85 [:| Thinking that someone was reading your mind
TSI-A Scoring Werksheet
ATR 19 38 53 57 67 69 73 79 82 85 SUMELsaiiiedia
Eases 5 7 10 13 25 28 43 46 49 #0f0s=
AR 20 25 28 3 4 47 78 83 Sum= __
D 7 12 16 o 56 77 84 86 Sum=
Al 3 14 30 31 33 40 50 55 80 Sum =
T 8 1 54 58 62 63 64 Sum=
DA 2 4 21 52 59 70 74 76 Sum= ___
DIS ¢ 18 2% 26 34 37 7 7 75 Sums it
ISR & 13 2 29 39 48 65 68 81 SO S: i
TRB 23 31 32 40 4 4 61 66 Sum =

#Count the number of Os circled.
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APPENDIX F

TSI-F-A ANSWER SHEET
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TSI-A| Answer Sheet

Name Identification No. Age Sex Race

Date

Fill in your name, the date, and other information above. Follow the instructions in the TSI-A Item Booklet and enter your ratings on
this sheet. Indicate your ratings by circling the appropriate number for each item.

0 1 2 3
Never Often

1 0 1 2 3 [sissld 0 4§ 2 3 37 01 23 55 g 123 73 g 1 2 3
dreasl 0 1 2 8 20 0123 38 0123 56 g1 23 74 0128
Gesi 0 1 2 3 21 g 12 3 39 I 57 012 .3 75 o0 1.2 3
Hasai 0 1 2 3 22 g 1223 40 012 38 58 0123 76 0 91 2 3
Bkl 0 1 2 3 [2dni o 1 2 8 [nid 0 1 2 3[=226002 0 1 2 3 pitgmesilo 1 2 3
Bt 0 1 2 324l 0 102 FpndRas| 0 1 2 3 [xefiii 0 1 2 3 [EBAn0 1 2 3
Zissdl 0 1 2 3[wemenl o 4 2 g fsMsEm 0 1 2 3 [l 0 1 2 gfssmoeniio 1 23
Busesi ' 1 2 3 26 o428 44 012 3 62 g1 2 3 80 T (-
gesssl 0 1 2 Qftesamin 0 1 2 S [segEset 0 1 2 3 [Eeedes| 0 1 2 3 |peseod g 1283
JOEEE| 0 1 2 BMitERil 0 o1 2 3fidEai 0 1 2 3 [aedsii{ 0 1 2 3 [uigilo 1 2 3
1 01 2 Afziegido 1 2 slmdpiadlo 1 2 3 fdiehiio 1 2 3 [FaB3i{0 1 23
§25as3| 00 1 2 3 [Eaigoi| 0 1 2 SRS 0 1 2 3 [ie6isi] 0 1 2 3 [unabAenio 1 2-3
188 0 1 2 3 [58] 0 1 2 3fsidgiss| 0 1 2 3 [feiepedal 0 1 2 § [5feisi 0 1 2 3
qEssesl 0 1 2 3 [faicl 0 1 2 3 fiisMess] 0 1 2 3 [itseRriM 0 1 2 3 [ipaen| 0 1 2 3
15 g1 2 3 33 012 3 51 012 3 69 01 2 48

16 012 3 34 gd12 3 52 a1 e 3 70 g1 2 3

17 012 3 35 012 3 53 0123 71 0123

18 0123 36 g 123 54 g123 72 612 3
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