Cultural, Ethnic, and Gender Factors in Assessment

All behavioral health screening and assessment should be culturally competent and sensitive to
gender, functional impairment, age, and religion/spiritual beliefs. Screening and assessment for
trauma and traumatic stress reactions are no exception, particularly given that research suggests
that culturally defined ways of interpreting traumatic experiences affect an individual’s reaction
to trauma, including the type and degree of behavioral health problems that may result from the
trauma exposure (Wilson, 2007). The planned TIP, Improving Cultural Competence (SAMHSA,
planned c), contains more detailed information on conducting culturally competent assessments
in behavioral health settings.

In assessing the impact of trauma on clients with diverse cultural backgrounds, one must
understand how their culture interprets the traumatic event, the historical and intergenerational
context of the trauma, the types of responses to trauma that the culture considers appropriate, and
what sources of strength/resilience people from that culture rely on in the wake of trauma
(Danieli, 2007; Hoshmand, 2007). Another important issue is how a client’s culture may shape
his or her attitudes toward behavioral health services and behavioral health disorder diagnoses.
For example, people from developing countries who have mood and/or anxiety disorders are

about twice as likely as those from developed countries to perceive “stigma” associated with
those disorders, which can affect their willingness to report symptoms (Alonso et al., 2008).

Clients’ understanding and presentation of dissociative symptoms may also vary according to
their cultural backgrounds. For example, a number of researchers and clinicians have observed
that Asians and Asian Americans are more likely than members of many other cultural groups to
present anxiety symptoms, including PTSD symptoms, as somatic complaints (Hinton, Hofmann,
Pollack & Otto, 2009). Others have observed that Asian Americans may be more reticent about
discussing psychological complaints, because their cultures teach that stoic acceptance is the
appropriate response to adversity (Lee & Mock, 2005a,b). Research from the Netherlands has
found that people from non-Western cultures have more physical health-related anxieties
following trauma exposure than do those from Western cultures exposed to the same traumatic
event (Verschuur et al., 2010).

Pole and colleagues (2008) observed that African American clients may be hesitant to discuss
certain traumatic experiences with White American clinicians because they are concerned about
being judged. Instead, they too may present themselves in a reserved or stoic manner that can be
mistaken for the PTSD symptoms of avoidance or numbing. The authors noted that some Latinos
may also somaticize PTSD symptoms or present complaints using terminology that may not fit
easily into PTSD symptom categories (e.g., an attack of nerves).

Members of some cultural groups may also present dissociative symptoms in a manner that may
not readily be assessed as dissociation (e.g., as possession by a spirit; Lewi-Fernandez et al.,
2007). Hinton, Pich, Marques, Nickerson, and Pollack (2010) found that severity of khyal
attacks, a panic-like symptom experienced by Cambodian people and attributed to disruption in
personal energy, was strongly correlated with severity of PTSD symptoms. Certain traumas,
given their importance to members of a culture, may also be more likely to cause traumatic stress
reactions in members of a particular cultural group.

Some, but not all, assessment instruments have been evaluated with different cultural groups.
Pole and colleagues’ (2008) review noted that the Mississippi Combat-Related PTSD Scale, the
Keane PTSD Scale, the CAPS, and the PCL have been found to be effective with African
American populations. It is worth noting that an assessment instrument may have been translated
into another language, but this does not mean it is valid with every cultural group that speaks that
language. For instance, Bourque and Shen (2005) found that the Spanish translation of the
Civilian Mississippi Scale had significantly poorer correlations for Latinos than it did for White
Americans compared with other PTSD measures. Fortuna, Porche, and Alegria (2009)
recommended that clinicians use the Cultural Formulation from the DSM-5 (a model that takes
into consideration cultural identity, the client’s cultural environment, the role of culture in the
clinical relationship, and cultural factors related to behavioral health) when assessing PTSD.
They explained its application but also observed that, in their own research involving community
healthcare settings, the model is not widely used.

Special Issues in Assessment

Clinicians may have concerns that clients will not want to answer questions about certain types
of trauma, such as childhood abuse. Research indicates that a considerable percentage of people
who experience childhood sexual abuse do not report it when asked open-ended questions about

childhood experiences. In earlier studies reviewed by Goodman and colleagues (2003), 37
percent of women (Williams, 1994) and 38 percent of women and men (Widom & Morris, 1997)
with child sexual abuse histories did not report it. Goodman and colleagues (2003) also reviewed
research indicating that men are less likely than women to disclose childhood sexual abuse and
that individuals are less likely to disclose instances of childhood sexual abuse when the
perpetrator is a family member.

Goodman and colleagues’ (2003) own research involved 175 adults who had participated as
children in a study regarding their sexual abuse and were reinterviewed by phone 13 years later,
ostensibly for a study of their legal experiences and attitudes. They found that only 15.5 percent
(n=26) reported the abuse. They observed that their study, in contrast to the earlier studies they
reviewed, had comprehensive records of the participants’ childhood sexual abuse, which enabled
them to more accurately assess whether participants were disclosing information about the
reported events. Factors associated with significantly lower likelihood of disclosing about
childhood sexual abuse included abuse occurring at an early age (age 5 or earlier), less severe
abuse, and less maternal support following the abuse. The authors did not find significant
differences in disclosure between men and women. On the other hand, Edwards and colleagues
(2003) found in the ACE study, as well as in some other research they reviewed, that most
individuals who sustained childhood abuse are willing to discuss it and also believe that
clinicians can help them cope with the effects of such abuse. The authors observed that
differences in findings may reflect differences in how inquiries about childhood sexual abuse are
made and how nonreporting of such abuse was evaluated, but also noted that the wrong
assessment methods will fail to elicit reports about such trauma.

Clinicians may also have difficulties eliciting information about other types of interpersonal
trauma, such as torture. Westermeyer, Hollifield, Spring, Johnson, and Jaranson (2011) assessed
experiences of torture for 1,134 refugees from Eastern Africa, using a single direct question as to
whether the individual had been tortured and a checklist of the 75 most common experiences of
torture. They found a fair amount of disagreement between the two assessment methods; 14
percent of the sample reported 1 or more item of torture on the checklist but answered the single
question negatively, and 9 percent of the sample answered that they had been tortured but
indicated no experience that would be considered torture.

The authors suggested that those who reported an experience that qualifies as torture but did not
indicate they had been tortured may have done so because they may have been so inundated with
trauma in their environment that they did not perceive their experience as torture, they may have
been afraid of being discriminated against because of their experiences, and/or they may have
perceived their experiences to be punishment for political actions and not as victimization by
torture. Those who indicated being tortured in answer to the general question but did not indicate
any specific experiences differed from others in the study in that they were significantly more
likely to be women; to be separated, divorced, or widowed; and to be significantly older (factors
that may have played a role in shaping their response). The authors noted that this latter group
was, like others in the study, highly traumatized and may have perceived their trauma as a form
of torture, even if their specific experiences would not generally be categorized as torture. The
results of this study suggest that multiple methods of screening/assessment may be needed to
elicit information about certain types of trauma, such as torture.

Although childhood sexual abuse often goes unreported, another potential concern in assessment
1s whether recovered or discontinuous memories of childhood abuse (particularly childhood
sexual abuse) are valid or accurate portrayals of an individual’s past trauma. Courtois (2000)
discussed the reasons for the controversy surrounding recovered memories and the arguments
given, both pro and con, concerning the validity of such memories. She also reviewed the
conclusions of four expert panels that weighed in on the controversy. An APA panel cautioned
that clinicians should not automatically disbelieve any reports of abuse, nor should they pressure
clients to believe that abuse may have occurred. The APA similarly noted that all clinicians
should take a neutral attitude toward reports of child abuse, and observed that despite it being
possible to construct pseudomemories that may be mistaken for real events, there are no hard and
fast rules as to when reports are inaccurate. She concluded that research has established that
memories can be recovered, but also that false memories are possible.

Geraerts and colleagues (2007) reviewed, in greater detail, evidence that it is possible for
individuals to regain previously forgotten memories of childhood abuse, but they observed that
the cases where this has been established have not involved aggressive memory-recovery
techniques (e.g., hypnosis). They also provided evidence from their own study of a self-selected
sample of individuals with either continuous (#=71) or discontinuous (#=57) memories of
childhood sexual abuse. They substantiated, using other sources, significantly more cases of
discontinuous memory when the memory was recalled outside of therapy and, in fact, they could
not substantiate any of the cases involving discontinuous memories that were recalled within the
context of therapy. Similar percentages of continuous memories and discontinuous memories
recalled outside of therapy were corroborated. Although this does not discount discontinuous
memories first recalled within the context of therapy, it does suggest that it is more likely that
some of them are not authentic.

In another study, Geraerts and colleagues (2009) evaluated the propensity to recall falsely and
the tendency to forget prior instances of remembering among a Dutch sample of individuals who
had memories of childhood sexual abuse recovered in therapy (#=30) or recovered spontaneously
(n=30) or who had continuous memories of childhood sexual abuse (#»=30) or no such memories
(n=30). They found that individuals who recovered memories while in treatment appeared to be
more susceptible to false memories; those who recovered memories outside treatment appeared
more prone to forgetting past acts of remembering. Again, the tests used were not conclusive but
do suggest underlying differences between those who may have false recall of childhood sexual
abuse and those who may have forgotten and then recalled acts of childhood sexual abuse.

Certain aspects of traumatic stress reactions may also hinder effective assessment. Briere (2002)
noted that avoidant PTSD symptoms, by their very nature, decrease clients’ responses to
assessment questions and inhibit discussion of trauma. Such symptoms may even manifest as
dissociative amnesia, which may make traumatic memories completely unavailable to clients.



