
A Complex Multimodal 4-Week Residential Treatment Program
Significantly Reduces PTSD Symptoms in Child Sexual Abuse Victims: The
Be Brave Ranch
Peter H Silverstone1*, Farrel Greenspan1, Millie Silverstone2, Hanelle Sawa2 and Jacqui Linder2,3

1Department of Psychiatry, University of Alberta, Edmonton, Canada
2Little Warriors Be Brave Ranch, Ardrossan, Alberta, Canada
3Department of Psychology, City University of Seattle in Canada, Edmonton, Canada
*Corresponding author: Peter H Silverstone, Department of Psychiatry, University of Alberta, and Faculty of Business, University of Alberta, 1E7.17 Mackenzie Centre
8114 -112 Street, Edmonton, Alberta T6G 2B7, Canada, Tel: +1-780-407-6576; Fax: +1-780-407-6672; E-mail: peter.silverstone@ualberta.ca

Received date: January 19, 2016, Accepted date: February 09, 2016, Published date: February 12, 2016

Copyright: © 2016 Silverstone PH, et al. This is an open-access article distributed under the terms of the Creative Commons Attribution License, which permits
unrestricted use, distribution, and reproduction in any medium, provided the original author and source are credited.

Abstract

Childhood sexual abuse (CSA) occurs frequently and often has serious long-term sequelae including post-
traumatic stress disorder (PTSD), which often leads to significantly worse outcomes among CSA survivors.
However, the most effective treatment, particularly for younger children, remains uncertain. Research supports
trauma-focused cognitive behavioural therapy (TF-CBT) in different age groups, and we designed a 4-week
residential treatment program for CSA victims aged 8-12. Here we report the outcome from the first 35 children to
take part in a complex multimodal program (mean age 10 years old), located at a dedicated facility (the “Be Brave
Ranch”), with the primary therapeutic focus being TF-CBT, although several other treatment modalities were also
utilized. Of the 35 children, 23 were female and 12 were male. The results show a highly significant (p<0.001)
reduction in Child Post-Traumatic Stress Disorder Symptom Scale (CPSS) scores from baseline (20.5 ± 1.56) to
follow-up (14.6 ± 1.55). Also, the number of children who were above the threshold for PTSD using this scale (a
score of 16 or more) fell from 26 at baseline to 14 at the end of the 4-week intervention, suggesting that these
improvements are also highly clinically relevant. There was also a significant (p<0.02) decrease in depression and
anxiety, as measured by the Revised Child Anxiety and Depression Scale-Short Version scale, with scores
decreasing from baseline (23.8 ± 1.77) to follow-up (20.6 ± 1.68). These results support the use of this short, but
intense, residential intervention for CSA victims. They are also consistent with recent PTSD studies in adults
demonstrating better efficacy for brief intensive interventions. Since reducing the number of CSA survivors who
develop PTSD can have profound longer-term benefits, this suggests that such an approach might be more widely
utilized. Further research should examine longer-term outcomes and effects of additional interventions, as well as
comparisons to other therapies and determining if similar programs are useful in older age groups.
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Introduction
It is well recognized that child sexual abuse (CSA) occurs frequently

in every geographical region, with a significant degree of sexual abuse
occurring in approximately 1 in 6 girls and 1 in 12 boys (15% and 6%
respectively) [1-6]. Unfortunately, it is difficult accurately determine
the frequency of CSA, or if it is changing, as it is estimated that the vast
majority is never reported [2,7]. There are multiple negative outcomes
of experiencing CSA, many of which can be life-long [8-10]. In adults
who have experienced CSA these include an increased risk of suicide
attempts, and multiple other psychological, behavioural, sleep, and
sexual issues [9-14]. Some of these outcomes are linked to
inappropriate feelings of shame that these victims frequently feel
[15-17]. Perhaps the most important of these psychological issues is
the development of post-traumatic stress disorder (PTSD), since these
symptoms are closely linked to poorer longer-term outcomes [18]. This
occurs in approximately 40% of CSA survivors [19,20]. It is possible
that these changes are mediated via neurobiological or cognitive
developmental changes that occur following CSA [21-24].

In terms of treatment, several recent reviews have found a lack of
well-designed studies for the treatment of PTSD following CSA,
although the most successful appears to be trauma-focused cognitive
behavioural therapy (TF-CBT) [7,25-27]. Other treatments have been
tried, but have been generally found to be less effective and/or to have
only limited amounts of published evidence supporting efficacy,
including eye movement desensitization and reprocessing (EMDR),
animal-assisted therapy, art-therapy, and play therapy [7,26-31].
Another issue when examining the efficacy of treatments has been the
length of treatment and standardization of interventions, with most
treatments being offered during weekly or biweekly meetings over a
prolonged period [8,32,33]. These issues contribute to significant
concerns being raised about access to appropriate therapies [34]. For
these reasons current “standard” interventions, when available, are
clearly problematic given the lack of evidence regarding effectiveness,
standardization of intervention, and the most appropriate length of
treatment.

One way of potentially addressing these issues is to provide a
shorter-term, more intensive program, focused on improving PTSD
symptoms. Recent adult studies have demonstrated that this approach
is more effective than standard, longer-term, treatments [35,36]. For
this reason we have developed a novel, intensive, residential program
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to help children aged 8-12 who have been victims of CSA. This
program was designed to be provided at a dedicated “camp-like”
treatment facility called the “Be Brave Ranch”, with additional
therapeutic interventions for the following 1-year period [37]. The
present publication examines evidence from the first group of children
to enter into this program, to determine if the initial 4-week residential
intervention improves PTSD symptoms, as measured by changes in
CPSS scores.

Methods
All parents completed informed consent forms on behalf of their

children prior to any activity in the program.

The program involves a 4-week initial attendance by the child at a
residential facility (called the “Be Brave Ranch”), which was specifically
designed for this [37]. It should be noted that the original plans
anticipated a 3-week stay, but this was extended to 4-weeks during
pilot work as it was difficult to complete all the therapy in such a
compressed time. It is a “camp-like” facility, located in a semi-rural
area in Alberta, Canada, on a dedicated 20-hectare site. There are a
number of communal lodges designed to accommodate children.
Parents were offered accommodation for periods throughout this stay,
in nearby lodges located in the same facility. The exact length that
parents stayed varied, but parents were strongly encouraged to visit
their child on a regular basis and have daily telephone calls with their
child every evening. There was a high staff ratio, and the facility has
been designed to meet (and exceed) all required safety and regulatory
guidelines. It is regularly assessed for compliance by appropriate
authorities. The entire site is surrounded by a secured fence, and there
are multiple other advanced security features designed to provide
safety for the children.

During the program a comprehensive daily schedule was adhered
to. The key therapeutic intervention revolved around the TF-CBT
program, given during 40-hours of therapy during the 4-week
residency period. To ensure consistency, an extremely detailed manual
was used by all therapists, with daily and weekly meetings occurring to
ensure consistency and fidelity to the program. The TF-CBT program
involved the following components: (1) skills-building to enhance
affective, behavioural, biological, and cognitive self-regulation; (2)
gradual increasing exposure to the child’s trauma in a carefully defined
manner, with close support throughout; (3) development of a trauma
narrative during which children described, and cognitively processed,
their personal trauma experiences; and (4) treatment closure including
conjoint caregiver–child sessions and safety planning. This detailed
TF-CBT approach is based on much previously published work, and
this approach has been shown to be beneficial to childhood victims of
CSA over the longer-term [25]. It is also is consistent with a study in
adolescent survivors of CSA which found a much better outcome with
an approach that utilized repeated exposure to the trauma, when
compared with supportive therapy alone. Approximately 2 hours per
day were spent on group TF-CBT work.

In addition to the TF-CBT interventions, a variety of other activities
were scheduled for the children. These were deliberately designed so
that the program would be “fun” as well as “therapeutic”. These
activities included structured play, physical exercise, arts and crafts,
music, cognitive-training, and interactions with animals. Each of these
activities were also closely defined and manualized, and appropriately
supervised. Approximately 6 hours each day were spent on these
scheduled activities, with children having free time, preparation, and

meal times as well for the remainder of each day. The manual included
detailed clarification of specific games, art, and other activities carried
out each day to help support the specific daily objectives of the TF-
CBT program at that time. For example, after pilot work, it was
determined that during the 4 week stay there would be 4 days in which
there was therapeutic role playing, with the staff and children dressing
up and spending the day in full costume playing therapeutically
beneficial characters. Children were usually entered into the program
in cohorts of 4 or 5 who would progress through the program at the
same time, and share accommodation with their own room in a
specific lodge. There was also approximately 2 hours of EMDR for each
child every week. This program therefore represents a complex
multimodal intervention, in which the primary therapeutic
intervention was the TF-CBT, but the additional time spent in other
activities was an important part of the overall therapeutic intervention.

Inclusion and Exclusion Criteria
Detailed inclusion and exclusion have been published previously

[38]. In brief, inclusion criteria were for children aged 8-12 who had
experienced childhood sexual abuse, were developmentally able to be
in an on-site “camp-like” treatment facility, were able to perform skills
of daily living for self-care, and were in stable physical health. All
children had to be voluntary attendees, and specifically agree to attend
the program in a 1:1 interview with a staff member (which could be
carried out in person or via electronic means). They also had to have
written parental / guardian support to attend. Exclusion criteria
included current severe mental health or behavioural issues such as a
recent suicide attempt, significant history of ongoing self-harm,
significant ongoing addiction issues, or a history of violent behaviours
towards others. Children who were considered a significant runaway
risk were also excluded, despite a comprehensive level of security, as
were those who had significant sexualized behaviour towards others.

Outcome measurements
The primary outcome measure we examined was is change in PTSD

symptoms, as measured by the Child Post-Traumatic Stress Disorder
Symptom Scale (CPSS), designed to be used in children aged 8 – 18,
this scale has a total of 24 items and includes two parts; the first has 17-
items and measures the type and frequency of PTSD symptoms
(mapping directly on to DSM-IV criteria), each of which is can be
scored on a scale of 0, 1, 2, and 3. The questions ask about how much
each problem has bothered the individual during the previous 2 weeks.
The CPSS can be thus be used as a continuous measure of symptom
severity (summation of items 1–17 with possible scores ranging from 0
to 51). Several studies of the psychometric properties of the CPSS
suggest that a score of 16 or more is highly likely to indicate clinically
significant PTSD [39-41]. It also includes an additional second part
which has 7 items, and measures the degree of functional impairment
these symptoms cause, but in the program we did not utilize this
second part. Improvements in PTSD symptoms would lead to a
decrease in score.

As part of the program additional measurements were made to help
determine if children experienced a change in mood and anxiety, self-
esteem and quality of life, or experienced a perceived change in
attachment. To measure mood and anxiety we utilized the Revised
Children’s Anxiety and Depression Scale (RCADS-Short Version) [42],
a 25-item version of the initial 47-item version. For each item there was
a possible score of 0-3 (‘Never’ = 0, ‘Sometimes’ = 1, ‘Often = 2,
‘Always’ = 3), and possible scores could range from 0-75. This scale has
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been previously used to measure depression and anxiety in youth
[43,44]. Improvements in mood and anxiety would lead to a decrease
in score.

To assess self-esteem and quality of life we used the Kid-KINDL
[45], used previously to measure this in similar aged children [46-48].
This has 24 items, of which some are positively-framed questions while
others are negatively-framed questions. We scored the positively-
framed questions differently, as is the usual practice, so that a higher
score indicates higher quality of life. Thus, for positively-framed
questions ‘Never’ = 0, ‘Seldom’ = 1, ‘Sometimes’ = 2, ‘Often = 3, and ‘All
the time’ = 4, whereas for negatively-framed questions ‘Never’ = 4,
‘Seldom’ = 3, ‘Sometimes’ = 2, ‘Often = 1, and ‘All the time’ = 0. The
range of possible scores was from 0-96. An increase in self-esteem and
quality of life would lead to an increase in scores.

We wished to measure if children felt increased attachment and we
therefore utilized 5 questions derived primarily from a questionnaire
“Attachment Style Classification Questionnaire for Latency Age
Children”, used in studies with physically abused, neglected and
maltreated children [49,50]. These questions were scored from 1-5 and
were: ‘I make friends with other children easily’; ‘It is easy for me to
depend on others, if they’re good friends of mine’; ‘It’s all right with me
if good friends trust and depend on me’; ‘I usually believe that others
who are close to me will not leave me’; ‘Usually, when anyone tries to
get too close to me it does not bother me’. Scores could range from
5-25. If attachment increased the score would increase.

All four of these scales were completed at baseline, either prior to
coming to the treatment facility (whenever possible), or once they
arrived. They were then repeated at Follow-up, within 48 hours of the
end of the 4-week treatment program.

Children were also offered further longer-term supports and
possible interactions for up to 12 months [37], but full details
regarding outcomes from these are not currently available.

Sample size and statistical analysis
We carried out a sample size (power) analysis, to determine the

appropriate size of the groups needed to provide likely statistically
significant outcomes. Our primary outcome measure was the score on
the CPSS scale, where a score of 16 or more indicates PTSD, and
higher scores indicate greater levels of symptomology. A previous
study utilized the CPSS scale as the primary outcome measure for
sexually abused adolescent girls [34], and found that after a 3-month
treatment period the mean scores on the CPSS scale decreased from
29.3 ± 2.65 (SD) to 16.2 ± 3.6 (SD). Prior to the program onset we
assumed that the mean baseline score would be 24.0 with an SD of 6.0
and an SEM of 1.5, and we were aiming for a decrease in mean score to
12.0, with an SD of 6.0 and an SEM of 1.5 [38]. Using this information,
with an α = 0.05 and β = 0.09, we determined that we would need 16
individuals to meet statistical significance and demonstrate the
effectiveness of the program.

The primary statistical method was a paired design, in which each
child who completed both baseline ratings and follow-up ratings was
their own control. Statistical analysis was carried out using paired
Student’s t-test, with p<0.05 as the a priori level of statistical
significance. We report results as mean ± standard error of the mean
(SEM).

Data handling and confidentiality
All data were collected in accordance with the Health Information

Act of Alberta, and all other regulatory and legal requirements. A
parent or legal guardian was required to consent on behalf of their
children for all aspects of the program. To ensure that those who
carried out any data analysis would have no identifiable information
about the children involved, all electronic data was password protected.
All participants were assigned a unique ID number to help protect the
confidentiality of the data collected, and only the ID number was be
made available to those carrying out the analysis.

This program adhered to all appropriate laws and regulations
regarding confidentiality of data. However, it is important to note that
while all information was confidential, there were two specific legal
issues regarding confidentiality that were made clear to all
participating children and their parents/guardians.

Child abuse: if a disclosure was made about abuse (physical,
emotional, sexual, neglect) of a child, it was reported it to Alberta
Child and Family Services and/or any other appropriate authorities.

Harm to self or others: if a disclosure was made about immediate or
risk of self-harm, or harm to another client, staff would act
appropriately including (as necessary) calling emergency services, the
individual’s family, or taking the child to a place of safety.

Results
A total of 35 children met the entry criteria and entered the

program, and all completed the 28-day program. Of these children, 23
were female and 12 were male, with a mean age of 10.0 ± 0.5 years
overall. The females (mean age 10.5 ± 0.4 years) were 1.5 years older
than the boys (mean age 9.1 ± 0.3 years), which was significantly older
(p<0.01, t = 2.99, df = 33). Baseline ratings were carried out a mean of
45.5 ± 5.5 days before the follow-up ratings, with 30 children
completing Baseline ratings on all measures were completed prior to
arriving to the treatment facility, in all except 5 children who
completed Baseline ratings immediately upon arrival. All children
completed follow-up ratings within 48 hours of completion of the
treatment program.

Of the 35 children, all completed the residency program it is
important to note that once trust had been established, several children
made significant additional disclosures to BBR staff, all of which were
reported to parents and law enforcement. While there were no
significant episodes of self-harm (requiring any medical intervention),
several children engaged in periodic self-harming behaviour including
banging heads against walls, scratching/picking behaviour, squashing
themselves into tights spaces etc. All such instances were treated as
therapeutic opportunities and clinical staff worked with the children to
teach them more appropriate coping strategies. Parental and/or
guardian participation varied. In several instances children would
travel from long distances, sometimes by airplane, in which case they
were met at the airport and didn’t usually have parental and/or
guardian visits. Relatively few parents participated on a daily basis,
either in person or on the telephone, but were continuously
encouraged to do so.

In terms of CPSS scores, at Baseline the mean scores were 20.46 ±
1.56, with 26 of the children having scores of at least 16. At follow-up
the mean scores were 14.60 ± 1.55, a highly statistically significant
decrease (p<0.001, t = 4.03, df = 34). Additionally, of the original 26
children who had scores of 16 or more at Baseline, 12 (38%) had scores
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of less than 16 at follow-up, suggesting that this reduction was not just
statistically significant but was also clinical meaningful.

For anxiety and depression scores, at Baseline the mean scores were
23.83 ± 1.79, and at follow-up the mean scores were 20.57 ± 1.71, a
statistically significant decrease (p<0.02, t = 2.52, df = 34).

In terms of Kid-KINDL scores there was a small, but not statistically
significant, increase in mean scores from Baseline 63.86 ± 2.42 to
follow-up 64.57 ± 2.46 (p>0.05). For the attachment questions there
was a small, but not statistically significant, decrease in mean scores
from Baseline 14.14 ± 0.54 to follow-up 13.34 ± 0.67 (p>0.05).

Discussion
The present results are very supportive that the clinical intervention

program leads to a clinically meaningful improvement in symptoms of
PTSD, as well as improvements in anxiety and mood symptoms. This
would support suggestions that such an intensive approach could be
more widely utilized. An advantage to children aged 8-12 of the
current program is that it occurs in a residential facility, as many of
them otherwise have no access to appropriate therapy (for
geographical and other reasons). Given the fact that there is a lack of
clinical treatment programs that demonstrate similar levels of
improvement, at least in this age group of CSA survivors, this may be a
valuable addition to the treatment options available.

However, the present program has some limitations. The first is that
there is no comparison group. Ideally, it would be helpful to compare
the daily TF-CBT program administered at the treatment facility with
the same program administered on an out-patient basis. Unfortunately,
this may be difficult to administer because of lack of access in many
remote areas, but in urban settings it may be possible to carry out a
suitable controlled study. A second potential limitation is that it is not
possible to exclude any therapeutic benefits that derived from the
“camp-like” environment and extra activities that this involved. It is
conceivable that this may have contributed to the clinical
improvements, but again research with an appropriate out-patient
approach would help clarify this. In this regard, consideration should
be given to a recent intensive outpatient intervention, which gave
14-21 hours of exposure therapy to adolescent female rape victims over
3 months, and which reported even greater reductions in CPSS scale
scores [38]. Interestingly, this specific therapeutic intervention was
much more effective than supportive counseling. This would suggest
that the therapeutic intervention itself was the primary reason for the
reduction in CPSS scores, and that non-specific interventions or
activities are much less effective. Another potential limitation of the
present research is that some potential confounding variables were not
controlled for, including the degree of parental involvement, the nature
of the sexual abuse, or if the offenders were parents, family members,
or other individuals. Further research needs to also explore whether
these positive findings are maintained over a 1-year period (to date
only 5 individuals have completed a 1-year follow-up, there have been
no drop outs, and their mean CPPS score has decreased from 25.6 at
baseline to 13.0 at one year). However, further longer-term follow-up
studies are required. Additionally, it would be useful to compare how
this residential program compared to an out-patient program,
although it should be recognized that many of the participants have no
access to comprehensive care so this may be somewhat problematic to
carry out. Finally, it would be very useful to determine if this program
was effective for older ages (perhaps 13-16 year olds) and also if it was
effective for different kinds of trauma.

It is also important to note that these outcomes represent the impact
of a complex intervention. While the key therapeutic intervention was
TF-CBT, the potential role of the other activities cannot be discounted.
Indeed, they were chosen as there is some evidence for each activity to
support a potential therapeutic benefit in children who have
experienced CSA. We have reviewed these in detail [7], but in brief
there is some evidence supporting the use of play therapy [28,51-53],
art therapy [30], and EMDR [54,55] as specific treatment modalities.
Therefore, the use of these supporting methods makes it difficult to
ascribe the positive outcomes reported in the current study simply to
the TF-CBT. This emphasizes the need for further research as
previously described.

In conclusion, the present paper presents results from a novel
complex multimodal residential program specifically designed to
reduce PTSD symptoms in child survivors of sexual abuse. Unusually it
is designed for those aged 8-12, which is often prior to the onset of
many self-destructive behaviours, such as self-harm and addiction
issues. The availability of a program with demonstrated improvements
that are clinically meaningful is a useful treatment addition, and ideally
it should be implemented more widely. Further research is needed to
confirm its longer-term success, how it compares to similar out-patient
programs, and to determine if it is also effective for children subject to
other types of abuse and of different age groups.

Acknowledgement
This study was supported, in part, by a grant to the University of

Alberta Department Of Psychiatry from the Little Warriors Charitable
Foundation. PS was, at one time, a board member for Little Warriors
Charity.

Some of the authors worked at the Be Brave Ranch developing the
program (MS, HS) and helped implement the start of the program
(HS, JL), and one author continues to work there, part-time,
supporting the program (JL).

We wish to thank the following individuals who were instrumental
in program implementation and data collection for the study: Janine
Groeneveld, Danielle Fiddler, Megan Ivancic, Kayla Plaizier, Yona
McGinnis, and Fern Ashton.

References
1. Fang X, Fry DA, Brown DS, Mercy JA, Dunne MP, et al. (2015) The

burden of child maltreatment in the East Asia and Pacific region. Child
Abuse Negl 42: 146-162.

2. Martin EK, Silverstone PH (2013) How Much Child Sexual Abuse is
"Below the Surface," and Can We Help Adults Identify it Early? Front
Psychiatry 4: 58.

3. Gilbert R, Widom CS, Browne K, Fergusson D, Webb E, et al. (2009)
Burden and consequences of child maltreatment in high-income
countries. Lancet 373: 68-81.

4. Finkelhor D (1994) Current information on the scope and nature of child
sexual abuse. Future Child 4: 31-53.

5. Pereda N, Guilera G, Forns M, Gómez-Benito J (2009) The international
epidemiology of child sexual abuse: a continuation of Finkelhor (1994).
Child Abuse Negl 33: 331-342.

6. Chiu GR, Lutfey KE, Litman HJ, Link CL, Hall SA, et al. (2013)
Prevalence and overlap of childhood and adult physical, sexual, and
emotional abuse: a descriptive analysis of results from the Boston Area
Community Health (BACH) survey. Violence Vict 28: 381-402.

Citation: Silverstone PH, Greenspan F, Silverstone M, Sawa H, Linder J (2016) A Complex Multimodal 4-Week Residential Treatment Program
Significantly Reduces PTSD Symptoms in Child Sexual Abuse Victims: The Be Brave Ranch. J Child Adolesc Behav 4: 275. doi:
10.4172/2375-4494.1000275

Page 4 of 6

J Child Adolesc Behav, an open access journal
ISSN: 2375-4494

Volume 4 • Issue 1 • 1000275

http://www.ncbi.nlm.nih.gov/pubmed/25757367
http://www.ncbi.nlm.nih.gov/pubmed/25757367
http://www.ncbi.nlm.nih.gov/pubmed/25757367
http://www.ncbi.nlm.nih.gov/pubmed/23874306
http://www.ncbi.nlm.nih.gov/pubmed/23874306
http://www.ncbi.nlm.nih.gov/pubmed/23874306
http://www.ncbi.nlm.nih.gov/pubmed/19056114
http://www.ncbi.nlm.nih.gov/pubmed/19056114
http://www.ncbi.nlm.nih.gov/pubmed/19056114
http://www.ncbi.nlm.nih.gov/pubmed/7804768
http://www.ncbi.nlm.nih.gov/pubmed/7804768
http://www.ncbi.nlm.nih.gov/pubmed/19477003
http://www.ncbi.nlm.nih.gov/pubmed/19477003
http://www.ncbi.nlm.nih.gov/pubmed/19477003
http://www.ncbi.nlm.nih.gov/pubmed/23862305
http://www.ncbi.nlm.nih.gov/pubmed/23862305
http://www.ncbi.nlm.nih.gov/pubmed/23862305
http://www.ncbi.nlm.nih.gov/pubmed/23862305


7. Greenspan F, Moretzsohn AG, Silverstone PH (2013) What treatments
are available for childhood sexual abuse, and how do they compare?
International Journal of Advances in Psychology 2: 232-241.

8. Finkelhor D, Berliner L (1995) Research on the treatment of sexually
abused children: A review and recommendations. J Am Acad Child
Adolesc Psychiatry 34: 1408-1423.

9. Chen LP, Murad MH, Paras ML, Colbenson KM, Sattler AL, et al. (2010)
Sexual abuse and lifetime diagnosis of psychiatric disorders: systematic
review and meta-analysis. Mayo Clin Proc 85: 618-629.

10. Maniglio R (2009) The impact of child sexual abuse on health: a
systematic review of reviews. Clin Psychol Rev 29: 647-657.

11. Kajeepeta S, Gelaye B, Jackson CL, Williams MA (2015) Adverse
childhood experiences are associated with adult sleep disorders: a
systematic review. Sleep Med 16: 320-330.

12. Wosu AC, Gelaye B, Williams MA (2015) History of childhood sexual
abuse and risk of prenatal and postpartum depression or depressive
symptoms: an epidemiologic review. Arch Womens Ment Health 18:
659-671.

13. O'Brien BS, Sher L (2013) Child sexual abuse and the pathophysiology of
suicide in adolescents and adults. Int J Adolesc Med Health 25: 201-205.

14. Kendall-Tackett KA, Williams LM, Finkelhor D (1993) Impact of sexual
abuse on children: a review and synthesis of recent empirical studies.
Psychol Bull 113: 164-180.

15. Pettersen KT (2013) A study of shame from sexual abuse within the
context of a Norwegian incest center. J Child Sex Abus 22: 677-694.

16. Feiring C, Simon VA, Cleland CM, Barrett EP (2013) Potential pathways
from stigmatization and externalizing behavior to anger and dating
aggression in sexually abused youth. J Clin Child Adolesc Psychol 42:
309-322.

17. Schönbucher V, Maier T, Mohler-Kuo M, Schnyder U, Landolt MA (2012)
Disclosure of child sexual abuse by adolescents: a qualitative in-depth
study. J Interpers Violence 27: 3486-3513.

18. Cort NA, Gamble SA, Smith PN, Chaudron LH, Lu N, et al. (2012)
Predictors of treatment outcomes among depressed women with
childhood sexual abuse histories. Depress Anxiety 29: 479-486.

19. Aydin B, Akbas S, Turla A, Dundar C, Yuce M, et al. (2015) Child sexual
abuse in Turkey: an analysis of 1002 cases. J Forensic Sci 60: 61-65.

20. Gospodarevskaya E (2013) Post-traumatic stress disorder and quality of
life in sexually abused Australian children. J Child Sex Abus 22: 277-296.

21. Ehlert U (2013) Enduring psychobiological effects of childhood adversity.
Psychoneuroendocrinology 38: 1850-1857.

22. De Bellis MD, Spratt EG, Hooper SR (2011) Neurodevelopmental biology
associated with childhood sexual abuse. J Child Sex Abus 20: 548-587.

23. Enlow MB, Egeland B, Blood EA, Wright RO, Wright RJ (2012)
Interpersonal trauma exposure and cognitive development in children to
age 8 years: a longitudinal study. J Epidemiol Community Health 66:
1005-1010.

24. Veltman MWM, Browne KD (2001) Three decades of child maltreatment
research: implications for the school years. Trauma Violence Abuse 2:
215-239.

25. Mannarino AP, Cohen JA, Deblinger E, Runyon MK (2012) Trauma-
focused cognitive-behavioural therapy for children sustained impact of
treatment 6 and 12 months later. Child Maltreat 17: 231-241.

26. Cummings M, Berkowitz SJ, Scribano PV (2012) Treatment of childhood
sexual abuse: an updated review. Curr Psychiatry Rep 14: 599-607.

27. Gillies D, Taylor F, Gray C, O'Brien L, D'Abrew N (2012) Psychological
therapies for the treatment of post-traumatic stress disorder in children
and adolescents. Cochrane Database Syst Rev 12: CD006726.

28. Gillies D, Taylor F, Gray C, O'Brien L, D'Abrew N (2013) Psychological
therapies for the treatment of post-traumatic stress disorder in children
and adolescents. Evid Based Child Health 8:1004-116.

29. Scott TA, Burlingame G, Starling M, Porter C, Lilly JP (2003) Effects of
individual client-centered play therapy on sexually abused children’s
mood, self-concept, and social competence. Int J Ther 12: 7-30.

30. Pifalo T (2006) Art therapy with sexually abused children and
adolescents: Extended research study. Art Ther 23: 181-185.

31. Dietz TJ, Davis D, Pennings J (2012) Evaluating animal-assisted therapy
in group treatment for child sexual abuse. J Child Sex Abus 21: 665-683.

32. Ewing CA, Macdonald PM, Taylor M, Bowers MJ (2007) Equine-
facilitated learning for youths with severe emotional disorders: a
quantitative and qualitative study. Child Youth Care Forum 36: 59-72.

33. Keeshin BR, Strawn JR, Luebbe AM, Saldaña SN, Wehry AM, et al. (2014)
Hospitalized youth and child abuse: a systematic examination of
psychiatric morbidity and clinical severity. Child Abuse Negl 38: 76-83.

34. Kolko DJ, Baumann BL, Caldwell N (2003) Child abuse victims'
involvement in community agency treatment: service correlates, short-
term outcomes, and relationship to reabuse. Child Maltreat 8: 273-287.

35. Paul LA, Gray MJ, Elhai JD, Massad PM, Stamm BH (2006) Promotion of
evidence-based practices for child traumatic stress in rural populations:
identification of barriers and promising solutions. Trauma Violence
Abuse 7: 260-273.

36. Ehlers A, Hackmann A, Grey N, Wild J, Liness S, et al. (2014) A
randomized controlled study of 7-day intensive and standard weekly
cognitive therapy for PTSD and emotion-focused supportive therapy. Am
J Psychiatry 171: 294-304.

37. Cloitre M (2014) Alternative Intensive Therapy for PTSD. Am J
Psychiatry 171: 249-251.

38. Silverstone PH, Greenspan F, Silverstone M, Sawa H, Linder J (2015) A
novel, intensive, and comprehensive program to help children aged 8 – 12
who have been victims of child sexual abuse: The Be Brave Ranch (BBR)
1-year program. J Child Adolesc Behav 3: 1.

39. Foa EB, McLean CP, Capaldi S, Rosenfield D (2013) Prolonged exposure
vs supportive counseling for sexual abuse-related PTSD in adolescent
girls: a randomized clinical trial. JAMA 310: 2650-2657.

40. Foa EB, Johnson KM, Feeny NC, Treadwell KR (2001) The child PTSD
Symptom Scale: a preliminary examination of its psychometric
properties. J Clin Child Psychol 30: 376-384.

41. Gillihan SJ, Aderka IM, Conklin PH, Capaldi S, Foa EB (2013) The Child
PTSD Symptom Scale: psychometric properties in female adolescent
sexual assault survivors. Psychol Assess 25: 23-31.

42. Nixon RD, Meiser-Stedman R, Dalgleish T, Yule W, Clark DM, et al.
(2013) The Child PTSD Symptom Scale: an update and replication of its
psychometric properties. Psychol Assess 25: 1025-1031.

43. Chorpita BF, Moffitt CE, Gray J (2005) Psychometric properties of the
Revised Child Anxiety and Depression Scale in a clinical sample. Behav
Res Ther 43: 309-322.

44. Ebesutani C, Reise SP, Chorpita BF, Ale C, Regan J, et al. (2012) The
revised child anxiety and depression scale-short version: scale reduction
via exploratory bifactor modelling of the broad anxiety factor. Psychol
Assess 24: 833-845.

45. Stallard P, Taylor G, Anderson R, Daniels H, Simpson N, et al. (2014) The
prevention of anxiety in children though school-based interventions:
study protocol for a 24-month follow-up of the PACES project. Trials 15:
77.

46. Ravens-Sieberer U, Bullinger M (1998) Assessing health-related quality of
life in chronically ill children with the German KINDL: first
psychometric and content analytical results. Quality Life Res 7: 399-407.

47. Arnhold-Kerri S, Sperlich S (2010) Do parental resources mediate
between social inequality and health-related quality of life of children?
Gesundheitswesen 72: 77-87.

48. Eminoglu TF, Soysal SA, Tumer L, Okur I, Hasanoglu A (2013) Quality of
life in children treated with restrictive diet for inherited metabolic
disease. Pediatr Int 55: 428-433.

49. Wee HL, Lee WW, Ravens-Sieberer U, Erhart M, Li SC (2005) Validation
of the English version of the KINDL generic children's health-related
quality of life instrument for an Asian population--results from a pilot
test. Qual Life Res 14: 1193-1200.

Citation: Silverstone PH, Greenspan F, Silverstone M, Sawa H, Linder J (2016) A Complex Multimodal 4-Week Residential Treatment Program
Significantly Reduces PTSD Symptoms in Child Sexual Abuse Victims: The Be Brave Ranch. J Child Adolesc Behav 4: 275. doi:
10.4172/2375-4494.1000275

Page 5 of 6

J Child Adolesc Behav, an open access journal
ISSN: 2375-4494

Volume 4 • Issue 1 • 1000275

http://www.ncbi.nlm.nih.gov/pubmed/20458101
http://www.ncbi.nlm.nih.gov/pubmed/20458101
http://www.ncbi.nlm.nih.gov/pubmed/20458101
http://www.ncbi.nlm.nih.gov/pubmed/19733950
http://www.ncbi.nlm.nih.gov/pubmed/19733950
http://www.ncbi.nlm.nih.gov/pubmed/25777485
http://www.ncbi.nlm.nih.gov/pubmed/25777485
http://www.ncbi.nlm.nih.gov/pubmed/25777485
http://www.ncbi.nlm.nih.gov/pubmed/25956589
http://www.ncbi.nlm.nih.gov/pubmed/25956589
http://www.ncbi.nlm.nih.gov/pubmed/25956589
http://www.ncbi.nlm.nih.gov/pubmed/25956589
http://www.ncbi.nlm.nih.gov/pubmed/23843572
http://www.ncbi.nlm.nih.gov/pubmed/23843572
http://www.ncbi.nlm.nih.gov/pubmed/8426874
http://www.ncbi.nlm.nih.gov/pubmed/8426874
http://www.ncbi.nlm.nih.gov/pubmed/8426874
http://www.ncbi.nlm.nih.gov/pubmed/23924177
http://www.ncbi.nlm.nih.gov/pubmed/23924177
http://www.ncbi.nlm.nih.gov/pubmed/23148553
http://www.ncbi.nlm.nih.gov/pubmed/23148553
http://www.ncbi.nlm.nih.gov/pubmed/23148553
http://www.ncbi.nlm.nih.gov/pubmed/23148553
http://www.ncbi.nlm.nih.gov/pubmed/22821848
http://www.ncbi.nlm.nih.gov/pubmed/22821848
http://www.ncbi.nlm.nih.gov/pubmed/22821848
http://www.ncbi.nlm.nih.gov/pubmed/22570264
http://www.ncbi.nlm.nih.gov/pubmed/22570264
http://www.ncbi.nlm.nih.gov/pubmed/22570264
http://www.ncbi.nlm.nih.gov/pubmed/25066376
http://www.ncbi.nlm.nih.gov/pubmed/25066376
http://www.ncbi.nlm.nih.gov/pubmed/23590350
http://www.ncbi.nlm.nih.gov/pubmed/23590350
http://www.ncbi.nlm.nih.gov/pubmed/23850228
http://www.ncbi.nlm.nih.gov/pubmed/23850228
http://www.ncbi.nlm.nih.gov/pubmed/21970646
http://www.ncbi.nlm.nih.gov/pubmed/21970646
http://jech.bmj.com/content/early/2012/03/22/jech-2011-200727
http://jech.bmj.com/content/early/2012/03/22/jech-2011-200727
http://jech.bmj.com/content/early/2012/03/22/jech-2011-200727
http://jech.bmj.com/content/early/2012/03/22/jech-2011-200727
http://tva.sagepub.com/content/2/3/215.abstract
http://tva.sagepub.com/content/2/3/215.abstract
http://tva.sagepub.com/content/2/3/215.abstract
http://www.ncbi.nlm.nih.gov/pubmed/22763575
http://www.ncbi.nlm.nih.gov/pubmed/22763575
http://www.ncbi.nlm.nih.gov/pubmed/22763575
http://www.ncbi.nlm.nih.gov/pubmed/23011785
http://www.ncbi.nlm.nih.gov/pubmed/23011785
http://www.ncbi.nlm.nih.gov/pubmed/23235632
http://www.ncbi.nlm.nih.gov/pubmed/23235632
http://www.ncbi.nlm.nih.gov/pubmed/23235632
http://psycnet.apa.org/index.cfm?fa=buy.optionToBuy&id=2003-05749-002
http://psycnet.apa.org/index.cfm?fa=buy.optionToBuy&id=2003-05749-002
http://psycnet.apa.org/index.cfm?fa=buy.optionToBuy&id=2003-05749-002
http://www.ncbi.nlm.nih.gov/pubmed/23194140
http://www.ncbi.nlm.nih.gov/pubmed/23194140
http://link.springer.com/article/10.1007%2Fs10566-006-9031-x
http://link.springer.com/article/10.1007%2Fs10566-006-9031-x
http://link.springer.com/article/10.1007%2Fs10566-006-9031-x
http://www.ncbi.nlm.nih.gov/pubmed/24041456
http://www.ncbi.nlm.nih.gov/pubmed/24041456
http://www.ncbi.nlm.nih.gov/pubmed/24041456
http://www.ncbi.nlm.nih.gov/pubmed/14604175
http://www.ncbi.nlm.nih.gov/pubmed/14604175
http://www.ncbi.nlm.nih.gov/pubmed/14604175
http://www.ncbi.nlm.nih.gov/pubmed/17065547
http://www.ncbi.nlm.nih.gov/pubmed/17065547
http://www.ncbi.nlm.nih.gov/pubmed/17065547
http://www.ncbi.nlm.nih.gov/pubmed/17065547
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4082238/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4082238/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4082238/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4082238/
http://www.ncbi.nlm.nih.gov/pubmed/24585325
http://www.ncbi.nlm.nih.gov/pubmed/24585325
http://www.esciencecentral.org/journals/design-of-a-comprehensive-oneyear-program-at-the-be-brave-ranch-to-help-children-who-have-been-victims-of-sexual-abuse-2375-4494.1000180.php?aid=39010
http://www.esciencecentral.org/journals/design-of-a-comprehensive-oneyear-program-at-the-be-brave-ranch-to-help-children-who-have-been-victims-of-sexual-abuse-2375-4494.1000180.php?aid=39010
http://www.esciencecentral.org/journals/design-of-a-comprehensive-oneyear-program-at-the-be-brave-ranch-to-help-children-who-have-been-victims-of-sexual-abuse-2375-4494.1000180.php?aid=39010
http://www.esciencecentral.org/journals/design-of-a-comprehensive-oneyear-program-at-the-be-brave-ranch-to-help-children-who-have-been-victims-of-sexual-abuse-2375-4494.1000180.php?aid=39010
http://www.ncbi.nlm.nih.gov/pubmed/24368465
http://www.ncbi.nlm.nih.gov/pubmed/24368465
http://www.ncbi.nlm.nih.gov/pubmed/24368465
http://www.ncbi.nlm.nih.gov/pubmed/11501254
http://www.ncbi.nlm.nih.gov/pubmed/11501254
http://www.ncbi.nlm.nih.gov/pubmed/11501254
http://www.ncbi.nlm.nih.gov/pubmed/22867010
http://www.ncbi.nlm.nih.gov/pubmed/22867010
http://www.ncbi.nlm.nih.gov/pubmed/22867010
http://www.ncbi.nlm.nih.gov/pubmed/23815109
http://www.ncbi.nlm.nih.gov/pubmed/23815109
http://www.ncbi.nlm.nih.gov/pubmed/23815109
http://www.ncbi.nlm.nih.gov/pubmed/15680928
http://www.ncbi.nlm.nih.gov/pubmed/15680928
http://www.ncbi.nlm.nih.gov/pubmed/15680928
http://psycnet.apa.org/psycinfo/2012-03830-001/
http://psycnet.apa.org/psycinfo/2012-03830-001/
http://psycnet.apa.org/psycinfo/2012-03830-001/
http://psycnet.apa.org/psycinfo/2012-03830-001/
http://trialsjournal.biomedcentral.com/articles/10.1186/1745-6215-15-77
http://trialsjournal.biomedcentral.com/articles/10.1186/1745-6215-15-77
http://trialsjournal.biomedcentral.com/articles/10.1186/1745-6215-15-77
http://trialsjournal.biomedcentral.com/articles/10.1186/1745-6215-15-77
http://link.springer.com/article/10.1023%2FA%3A1008853819715
http://link.springer.com/article/10.1023%2FA%3A1008853819715
http://link.springer.com/article/10.1023%2FA%3A1008853819715
http://www.ncbi.nlm.nih.gov/pubmed/19468977
http://www.ncbi.nlm.nih.gov/pubmed/19468977
http://www.ncbi.nlm.nih.gov/pubmed/19468977
http://www.ncbi.nlm.nih.gov/pubmed/23461789
http://www.ncbi.nlm.nih.gov/pubmed/23461789
http://www.ncbi.nlm.nih.gov/pubmed/23461789
http://www.ncbi.nlm.nih.gov/pubmed/16041914
http://www.ncbi.nlm.nih.gov/pubmed/16041914
http://www.ncbi.nlm.nih.gov/pubmed/16041914
http://www.ncbi.nlm.nih.gov/pubmed/16041914


50. Finzi R, Cohen O, Sapir Y, Weizman A (2000) Attachment styles in
maltreated children: a comparative study. Child Psychiatry Hum Dev 31:
113-128.

51. Finzi R, Ram A, Har-Even D, Shnit D, Weizman A (2001) Attachment
styles in physically abused and neglected children. Journal of Youth and
Adolescence 30: 769-786.

52. Corder BF, Haizlip T, DeBoer P (1990) A pilot study for a structured,
time-limited therapy group for sexually abused pre-adolescent children.
Child Abuse Negl 14: 243-251.

53. Bratton SC, Ray D, Rhine T, Jones L (2005) The efficacy of play therapy
with children: A meta-analytic review of treatment outcomes. Prof
Psychol: Res Practice 36: 376-390.

54. Miles MS (1981) Play therapy: a review of theories and comparison of
some techniques. Issues Ment Health Nurs 3: 63-75.

55. Greenwald R (1994) Applying eye movement desensitization and
reprocessing (EMDR) to the treatment of traumatized children: Five case
studies. Anx Dis Pract J 1: 83-97.

56. Jaberghaderi N, Greenwald R, Rubin A, Zand SO, Dolatabadi S (2004) A
comparison of CBT and EMDR for sexually-abused Iranian girls. Clin
Psychol Psychother 11: 358-368.

 

Citation: Silverstone PH, Greenspan F, Silverstone M, Sawa H, Linder J (2016) A Complex Multimodal 4-Week Residential Treatment Program
Significantly Reduces PTSD Symptoms in Child Sexual Abuse Victims: The Be Brave Ranch. J Child Adolesc Behav 4: 275. doi:
10.4172/2375-4494.1000275

Page 6 of 6

J Child Adolesc Behav, an open access journal
ISSN: 2375-4494

Volume 4 • Issue 1 • 1000275

http://www.ncbi.nlm.nih.gov/pubmed/11089300
http://www.ncbi.nlm.nih.gov/pubmed/11089300
http://www.ncbi.nlm.nih.gov/pubmed/11089300
http://link.springer.com/article/10.1023%2FA%3A1012237813771
http://link.springer.com/article/10.1023%2FA%3A1012237813771
http://link.springer.com/article/10.1023%2FA%3A1012237813771
http://www.ncbi.nlm.nih.gov/pubmed/2340432
http://www.ncbi.nlm.nih.gov/pubmed/2340432
http://www.ncbi.nlm.nih.gov/pubmed/2340432
http://psycnet.apa.org/index.cfm?fa=buy.optionToBuy&id=2005-09654-006
http://psycnet.apa.org/index.cfm?fa=buy.optionToBuy&id=2005-09654-006
http://psycnet.apa.org/index.cfm?fa=buy.optionToBuy&id=2005-09654-006
http://www.ncbi.nlm.nih.gov/pubmed/6909156
http://www.ncbi.nlm.nih.gov/pubmed/6909156
http://onlinelibrary.wiley.com/doi/10.1002/cpp.395/abstract
http://onlinelibrary.wiley.com/doi/10.1002/cpp.395/abstract
http://onlinelibrary.wiley.com/doi/10.1002/cpp.395/abstract

	Contents
	A Complex Multimodal 4-Week Residential Treatment Program Significantly Reduces PTSD Symptoms in Child Sexual Abuse Victims: The Be Brave Ranch
	Abstract
	Keywords:
	Introduction
	Methods
	Inclusion and Exclusion Criteria
	Outcome measurements
	Sample size and statistical analysis
	Data handling and confidentiality

	Results
	Discussion
	Acknowledgement
	References




