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ABSTRACT 

Child abuse is an increasingly recognized social concern with a concurrent increase in 

tiie quantity and quality of research efforts in the area (Gelles & Straus, 1987; Emery, 

1989). Although the question of a common vs. differential outcome pattern between 

sexual, physical, and psychological abuse has not been resolved (Mullen, Martin, 

Anderson, Romans, & Herbison, 1996), there is general agreement that childhood abuse 

is associated with a wide range of negative outcomes in adulthood. The current focus of 

research is on the identification of various moderator and mediator variables and their 

role in models that account for varying outcomes in abuse survivors. 

This study evaluated the similarities and differences between sexually, physically, and 

psychologically abused groups on social context, family environment, and symptom 

outcome as well as determined the relative contributions of abuse specific characteristics, 

social context of abuse, and family environment to variance in symptom outcome. The 

Social Sequelae of Abuse (Gameros & Harter, 1996) scale, which has been developed to 

assess the social context of abuse, was cross-validated and internal consistency, test-retest 

reliability, and predictive validity were evaluated. 

It was found that the SSA has adequate internal reliability, test-retest reliability, and 

constmct validity. Although the SSA did not make a unique contribution to the 

prediction of symptom outcome, it did distinguish between groups of individuals with a 

history of abuse on the social constiricts it measures. All abuse groups were found to 

differ from the no abuse group on the close, responsive, and democratic factor of family 



functioning and on tiauma symptom outcome. The sexual abuse group was the only 

group found to differ from the no abuse group on social adjustment. Results point to a 

common effects view of abuse in this population of individuals who experience less 

severe consequences; however, they also support the possibility that the presence of 

psychological abuse is a stiong indicator of symptom outcome. Also highlighted were 

the apparent reluctance on the part of some physical and sexual abuse survivors to 

disclose their abuse experiences and the identification of more severe consequences of 

abuse in individuals who responded consistentiy to inquiry regarding their abuse. 
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CHAPTER I 

INTRODUCTION 

Since 1962 when the "battered child syndrome" was first described (Kempe, 

Silverman, Steele, Droegemueller, & Silver, 1962), the widespread prevalence of child 

abuse, as well as tiie numerous problems and consequences associated with it, have been 

increasingly recognized (Hansen, Conaway, & Christopher, 1990; Whitfield, 1995). An 

increase in the number of cases of maltreatment reported to social service agencies in the 

U.S. since the 1960s perpetuated the belief that the rates of child abuse were increasing 

(Gelles & Stiaus, 1987). The number of official reports of suspected maltreatment was 

three million in 1993, as compared to Kempe's estimate in 1960 of 300 when he 

delineated the battered child syndrome (Wolfe & McEachem, 1997). Incidence rates 

vary from 1985 when a reported 19/1000 children experienced physical abuse (Gelles & 

Sfraus, 1987) to 1986 when 4.9/1000 children reportedly experienced physical abuse, 

2.2/1000 children experienced sexual abuse, and 2.8/1000 experienced emotional abuse 

(National Center on Child Abuse and Neglect, 1988). Methodological problems with 

data collection, including varying definitions, lead to confroversy as to whether the tme 

rate of abuse is increasing or decreasing and whether any reported increase is merely due 

to increased recognition (Panel on Research on Child Abuse and Neglect, 1993). Either 

way, an issue that was ignored for centuries has been fransformed into a major social 

concern (Gelles & Sfraus, 1987). In 1990, the U.S. Advisory Board on Child Abuse and 

Neglect reported exfraordinary changes in the U.S. family since 1960 and proclaimed that 



tiie problem of child maltieatinent had reached the level of a national emergency 

(PRCAN, 1993). 

Recognition of tiie existence of the problem of abuse has caused, in addition to 

improved prevention and treatinent efforts, an increase in social science research both "in 

terms of sheer magnitude and in terms of methodological and theoretical sophistication" 

(Emery, 1989, p. 321). As of 1989, research began to focus on the victims of abuse and 

more attention was paid to the long-term consequences for individual adjustment. It 

appears that the long-term consequences of child maltieatment are more damaging to 

victims and their families and more costiy for society than the immediate or acute injuries 

themselves, with abusive experiences a major component of many child and adult mental 

and behavioral disorders (PRCAN, 1993). 

This paper includes a brief review of the known long-term correlates of physical, 

sexual, and psychological abuse, and considers the common versus differential outcome 

patterns resulting from different forms of maltieatment. A subset of moderator and 

mediator variables which have been identified as influencing outcomes and their role in 

various models of abuse are reviewed. The Social Sequelae of Abuse scale (SSA; 

Gameros & Harter, 1996), which has been developed to assess the social context of 

abuse, was cross-validated and internal consistency, test-retest reliability, and predictive 

validity were evaluated. Similarities and differences were examined between sexually 

abused, physically abused, and psychologically abused groups on the social context of the 

abuse, family environment, and symptom outcome. Finally, the relative contribution of 



abuse specific characteristics, social context of abuse, and family environment to 

variance in symptom outcome was tested. 

Overview of Research and Theory 

Most abuse research has been retrospective and correlational, limiting ability to 

identify causal relationships. It has been beneficial, however, in increasing awareness 

and informing social policy decisions (Briere, 1992b). Replication and meta-analyses 

have allowed for tentative conclusions regarding the long-term correlates of childhood 

physical and sexual abuse. Psychological abuse is one of the most common forms of 

child malfreatinent and although it has received relatively less attention, research has 

shown some outcomes similar to those of physical abuse and sexual abuse (Mullen et al., 

1996). According to Higgins and McCabe (2001), occurrences of multi-type 

maltreatment are rarely studied. 

Long-Term Effects of Abuse 

Sexual, physical, and psychological abuse are associated with a wide range of long-

term difficulties and are summarized in Table 1. Among them are aggressive and violent 

behavior. In the case of physical abuse, both violence directed towards family members 

and that directed towards nonfamilial persons has been identified (Malinosky-Rummell & 

Hansen, 1993). Parental spouse abuse and observing or engaging in sibling violence, as 

well as parental conflict and lack of supervision may co-occur with childhood physical 

abuse and accoimt for a portion of the long-term effects (Malinosky-Rummell & Hansen, 



1993; Fergusson & Lynskey, 1997). Clinical experience suggests that adults with 

childhood histories of psychological abuse are also more prone than nonabused 

individuals to aggression (Briere, 1992a). 

Emotional symptoms that appear to be related to physical abuse include depression, 

anxiety, hostility, paranoid ideations, and psychosis (Braver, Bumberry, Green, & 

Rawson, 1992; Briere, 1992a; Fergusson & Lynskey, 1997; Fox & Gilbert, 1994; 

Malinosky-Rummell & Hansen, 1993; Mullen et al., 1996; Silverman, Reinherz, & 

Giaconia, 1996). Depression is the most commonly reported symptom in adults molested 

as children (Beitchman et al., 1992; Browne & Finkelhor, 1986; Finkelhor, 1990; Polusny 

& FoUette, 1995) and has also been found to be associated with a history of psychological 

abuse (Mullen et al., 1996). Anxiety and tension are evident in clinical and community 

samples of women with a history of sexual abuse with symptoms including anxiety 

attacks, nightmares, difficulty sleeping, and nervousness (Browne & Finkelhor, 1986; 

Polusny & FoUette, 1995). Beitchman et al. (1992) reported that anxiety is associated 

with child sexual abuse but that it is not clear whether this is due to the use of force at the 

time of the abuse or is more generally associated with sexual abuse. Mullen et al. (1996) 

found that those with a history of psychological abuse are more likely to be identified as a 

psychiatric case on the Present State Examination and to have been a psychiatric 

inpatient. 

Additional correlates of physical abuse include substance abuse (Brown & Anderson, 

1991; Malinosky-Rummell & Hansen, 1993; Silverman et al., 1996) and suicidal 

behavior, including suicide attempts and ideation, as well as the self-injurious behaviors 



of bingeing and purging, self-mutilation and compulsive sexual behavior (Fergusson & 

Lynskey, 1997; Malinosky-Rummell «& Hansen, 1993; Mullen et al., 1996; Silverman, et 

al., 1996; van der Kolk, Perry, & Herman, 1991). Early child sexual abuse may also be 

connected to later substance abuse (Browne & Finkelhor, 1986; Polusny & FoUette, 

1995) and tiiere is some evidence of an association between child sexual abuse and eating 

disorders, although it is not conclusive (Polusny & FoUette, 1995). Studies using clinical 

and nonclinical samples have revealed more self-destmctive behavior, including suicide 

attempts or a desire to hurt themselves in sexually abused than nonabused women 

(Browne & Finkelhor, 1986; Polusny & FoUette, 1995). However, Beitchman and 

colleagues (1992) concluded there is no connection between child sexual abuse and 

suicide unless force is a part of the abuse and that concurrent child sexual abuse and child 

physical abuse is related to suicide. Clinical experience suggests that adults with 

childhood histories of psychological abuse are more prone than nonabused individuals to 

substance abuse (Briere, 1992a) and Mullen et al. (1996) found that those with a history 

of psychological abuse are more likely to have an eating disorder and display suicidal 

behaviors. 

Social isolation, poor social adjustment, and feelings of stigmatization are evident in 

empirical studies of clinical samples of sexual abuse victims (Browne & Finkelhor, 1986; 

Polusny & FoUette, 1995), although it is not clear what portion is due to the abuse itself 

or to family characteristics (Polusny & FoUette, 1995). Women with very poor self-

esteem were nearly four times more likely to report a history of sexual abuse than other 

subjects in a random sample (Browne & Finkelhor, 1986). Psychological abuse is 



particularly related to low self-esteem (Briere & Runtz, 1990). Circumstances that force 

women out of the household and low levels of self-esteem may subject women to 

revictimization, altiiough idealization of men and oversexualization resulting from the 

abuse may also contiibute (Beitchman et al., 1992). Revictimization later in life may 

include rape and abuse by partners (Browne & Finkelhor, 1986; Polusney & FoUette, 

1995). 

Problems in interpersonal relationships are reported in samples of sexually abused 

women (Browne & Finkelhor, 1986; Polusny & FoUette, 1995). Difficulties are reported 

with both men and women, with parents, and in parenting (Browne & Finkelhor, 1986). 

Difficulty tmsting others including reactions of fear, hostility, and a sense of befrayal is 

common. Interpersonal problems and academic and vocational difficulties have also 

been shown to be related-to a history of physical abuse (Briere, 1992a; Malinosky-

Rummell & Hansen, 1993; Mullen et al., 1996) and interpersonal sensitivity is related 

specifically to psychological abuse by the father (Briere & Runtz, 1988). Almost all the 

studies based on clinical samples reviewed by Browne and Finkelhor (1986) revealed 

later sexual problems experienced by survivors of sexual abuse in clinical and nonclinical 

samples, particularly incest victims. Mullen et al. (1996) found that those with a history 

of psychological abuse are more likely to report sexual problems than those with no 

history of abuse. 

Psychological disorders identified as related to a history of child physical abuse 

include somatization, borderline personality disorder (BPD), antisocial personality 

disorder, post fraumatic stiess disorder (PTSD), and dissociative disorders. A 



relationship has been identified between child sexual abuse and somatic complaints but 

tiie use of clinical samples makes this conclusion not generalizable beyond women 

seeking medical help (Polusny & FoUette, 1995). Kendall-Tackett (2002) provided a 

review of tiie literature tiiat points toward a higher frequency of health problems among 

adult survivors of psychological, physical, and contact sexual abuse. They go to the 

doctor more often, report more physical symptoms, have surgery more often, and are at 

increased risk of chronic pain syndromes. She also noted the role of social isolation, 

distmst, and depression on the health status and overall well-being of abuse survivors. 

Johnson, Cohen, Brown, Smailes, and Bernstein (1999) shidied 639 families in a 

longitudinal study over an 18-year period and found that in early adulthood, persons who 

were abused or neglected as a child were four times more likely than those who had not 

to be diagnosed with a personality disorder even after age, parental education, and 

parental psychiatric disorders were contioUed. Physical abuse, sexual abuse, and neglect 

were each associated with increased personality disorder symptom levels after other types 

of maltreatment were controlled. Physical abuse, sexual abuse, and neglect considered 

together were associated with antisocial, avoidant, borderline, dependent, depressive, 

histrionic, narcissistic, passive-aggressive, schizotypal personality disorders, and total 

number of personality disorders. In the physically abused group, antisocial personality 

disorder remained significant after all other personality disorders were contioUed for. In 

the sexually abused group, borderline personality disorder remained significant after 

other personality disorders were controlled for. In a study done by Brown and Anderson 

(1991) involving 947 psychiatric inpatients, borderline personality disorder (BPD) was 



more common in abuse victims than nonabused inpatients with 3% of the nonabused 

group, 13% of tiie group with either sexual abuse or physical abuse alone, and 29% with 

both types of abuse diagnosed with BPD. 

Clinical experience suggests a connection between a history of physical abuse and 

post fraumatic stiess symptoms witii the variety of PTSD symptoms seen in physically 

abused survivors including more autonomic arousal (tension, jumpiness, flinching), 

avoidance of abuse-related thoughts or stimuli, violent nightmares, and more intmsive 

thoughts of being violent or of suddenly being injured than appears in sexual abuse 

victims (Briere, 1992a). Numerous studies suggest that a high number of sexual abuse 

victims suffer from symptoms related to PTSD such as flashbacks, nightmares, numbing 

of affect, a sense of esfrangement, and sleep problems. However, Finkelhor (1990) noted 

the shortcomings of this view, stating that victims suffer symptoms in addition to those of 

PTSD, the PTSD model neglects the cognitive effects of the abuse, and many victims do 

not suffer PTSD symptoms. 

Studies have linked dissociation to childhood tiauma in general (Chu & Dill, 1990) and 

childhood physical abuse (Braver et al, 1992) and psychological abuse by the father 

(Briere &, Runtz, 1988) specifically. Studies which show a connection between 

dissociative disorders and sexual abuse frequentiy have a majority of the subjects who 

also experienced physical abuse, weakening the association with child sexual abuse 

(Polusney & FoUette, 1995; Beitchman et al, 1992). The existence of dissociative 

identity disorder is confroversial, as is the presence of memory disturbances related to 



sexual abuse. The emerging literatiire related to tiiese questions is discussed briefly in 

the next section. 

Additional confroversy was generated in a meta-analysis conducted by Rind, 

Tromovitch, and Bauserman (1998) regarding outcomes specific to sexual abuse. 

Although tiie authors did concede that it is not necessarily the case that sexual abuse 

never causes intense harm, they suggested that the negative potential for most individuals 

who have a history of sexual abuse has been overstated. Other investigators disputed 

conclusions drawn by Rind et al. and enumerated a number of methodological criticisms. 

Among tiiese are tiie exclusion of some dependent measures available for study, 

including postfraimiatic stiess disorder, externalized behavior (Ondersma et al., 2001), 

illegal dmg use, and revictimization (Dallam et al., 2001). Also noted are Rind et al.'s 

apparent lack of consideration of the difficulty that arises from varying definitions when 

combining data for study (Ondersma et al, 2001), along with their failure to delineate 

clear inclusion or exclusion criteria (Dallam et al., 2001). Rind, et al. used self-report, 

refrospective, quasi-experimental designs to determine the relative contribution of family 

environment and sexual abuse to abuse outcome (Ondersma et al., 2001)without 

considering that the use of a covariate (family environment) that is significantly 

correlated with both the independent and dependent variables can be misleading (Dallam 

et al., 2001). Additional criticisms include the lack of correction for sources of 

attenuation of effect sizes (Dallam et al., 2001), the lack of consideration of the context in 

which the small effect sizes were determined, ignoring that small effect sizes can have 

important clinical significance (Ondersma et al., 2001), and the use of a college 



population to over-interpret and over-generalize to the broader population (Ondersma et 

al., 2001; DaUam et al., 2001). 

Memories of Abuse 

Some autiiors argue that all memory is the same and others that memory for trauma 

may be biologically and cognitively a different phenomenon (Pope & Brown, 1996). 

Pope and Brown emphasized tiie state of rapid evolution and flux in the stiidy of 

fraumatic memories and concluded that it is not surprising that there are disagreements 

regarding the incidence of false claims of child sexual abuse (Pope & Brown, 1996). 

Pope and Brown (1996) stated that consciousness and memory in general are seen as 

active processes that incorporate environmental information as well as internal 

information. What people report they recall may depend on the salience of the recalled 

material as well as how well it has been stored in and retrieved from memory. What 

people remember is merely a version of what happened and the version is mediated by 

many variables (Pope & Brown, 1996). 

The term repression tends to add confusion and misunderstanding (Pope & Brown, 

1996) to the study of fraumatic memory. It is often confounded with the term state-

dependent remembering in which memories acquired in one state are accessible mainly in 

that state but are "dissociated" or not available for recall in an alternate state. For 

example, a state of hyperarousal occurring at the time of a highly stressful event seems to 

preclude the capacity to freely recall the event in a calmer state. Pope and Brown used 
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tiie terms delayed memory or delayed recall to avoid support of any one theoretical model 

over the other. 

Suggestibility of memory in both adults and children is also an issue in trauma 

investigations and Pope and Brown (1996) reported that it is influenced by various 

factors, as are storage, stiength, and staying power of memories, as well as a person's 

capacity to retiieve the memory witii or witiiout external cueing. They concluded that 

research regarding planting of false memories is inconclusive and it may be more 

possible to implant memories for common than uncommon events. 

Herman and Schatzow (1987) stiidied 53 women outpatients in short-term therapy 

groups for incest survivors. Sixty-four percent of tiiese patients did not have full recall of 

incidents of sexual abuse and reported at least some degree of amnesia. Twenty-eight 

percent reported severe memory deficits. Seventy-five percent of the women in the 

study were able to obtain corroborating evidence of the abuse. Herman and Schatzow 

argued that it was appropriate to return to Freud's original seduction theory and to resume 

that line of investigation. They noted that Freud had proposed that there might be a 

relationship between conscious recall and the nature of the abuse and that massive 

repression appeared to be the main defense available to victims. He also speculated that 

in addition to those who incorporated massive repression, women who experienced less 

violence employed other defenses including partial repression, dissociation, and 

intellectualization. Herman and Schatzow believe that the retrieval and validation of 

repressed memories is important in the recovery process, as is the reliving of the 

experience for those who relied on dissociation as a defense. 
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Briere and Conte (1993) investigated the frequency of delayed memories in childhood 

sexual abuse tiauma. Of 450 sexually abused respondents, they found that 59% reported 

not remembering abuse at some point before their IS"' birthday. They acknowledged that 

tiieir results are not generalizable to other clinical or nonclinical populations and that it is 

not clear if tiie reported amnesia is due to repression or to dissociation. 

Loftus, Polonsky, and FuUilove (1994) also stiidied the frequency of delayed 

memories of childhood sexual abuse. They concluded that, despite numerous confident 

assertions of a high level of delayed memories in abuse survivors, few stiidies provide 

direct evidence of the extent, hi thefr own stiidy, they found that 12% of 105 women 

claimed to remember parts but not all of their sexual abuse and 19% claimed that they 

forgot for a period of time. Thus, depending on the definition, they identified between 

19% and 31% of their participants who experienced delayed memories of sexual abuse, 

although they concluded that no absolute answer to the question of frequency is available 

(it consists of asking about a memory for forgetting a memory). 

Williams (1994) provided evidence regarding the frequency with which abuse is 

forgotten and suggested explanations for its occurrence. She used a sample of women 

with documented histories of sexual abuse in childhood who were asked 17 years later 

about their recollection of the abuse. Thirty-eight percent of the 129 women did not 

report the sexual abuse they had experienced in childhood. All the incidents in this study 

were reported to authorities, and it is possible that the rate of forgetting in nonreported 

events might be even higher. Of those who did not recall the documented abuse, 32 % 

(12% of the total sample) reported that they were never sexually abused, when it had in 
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fact been documented in hospital records. Sixteen percent who reported the abuse event 

stated tiiat tiiere was a time in the past when they did not remember the abuse. Williams 

suggested that tiie lack of memory might be a result of having no verbal memory, only 

that based on images, actions, or feelings that are incomprehensible to the child at the 

time. 

Studies of tiie neurobiology of tiauma suggest that changes to the organism because of 

exposure to tiaumatic stiess are likely to have an effect on memory, thus differentiating 

fraumatic memory from normal memory. New research data (observing brain 

functioning, measuring neurochemical and neurohormonal outputs) suggest that tiauma 

changes the functioning of the brain in ways that are likely to affect memory storage and 

memory retrieval (Pope & Brown, 1986). Clinical literature such as the Herman and 

Schatzow (1987) study describes cases in which fraumatic events become available to 

conscious memory and are independently corroborated. Frequently a survivor of trauma 

experiences both hypermnesia (in the form of flashbacks) and postfraumatic amnesia (in 

the form of numbing) as the individual cycles in and out of the numbing and intmsive 

phases (Pope & Brown, 1996). 

Research is examining the clinical observation that the inability to comprehend a 

stressful experience, caused by dissociation, plays a role in making that experience 

traumatic. The dissociation causes the memories to be organized as sensory fragments 

and intense emotional states, which are accompanied by depersonalization and 

derealization (van der Kolk, Burbridge, & Suzuki, 1997). The sensory fragments 

continue to intiiide as flashbacks and nightinares. Van der Kolk et al. (1997) postiilate 
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tiiat exfreme emotional arousal leads to a failure of the cenfral nervous system to 

syntiiesize tiie sensations related to the tiauma into an integrated whole. The parts of the 

cenfral nervous system that process and interpret incoming information have been 

implicated, including the amygdala, hippocampus, corpus callosum, anterior cingulate, 

and prefrontal cortex (van der Kolk et al, 1997) and neuroimaging studies of patients 

with PTSD have confirmed a contribution by most of these stractures. In their own 

study, Van der Kolk et al. (1997) found that the majority of trauma victims initially had 

no "narrative memory" of the event, but remembered in the form of somatosensory 

flashback experiences as visual, olfactory, affective, auditory, or kinesthetic imprints (as 

fragments of the sensory components of the event) without the capacity to verbalize what 

happened over time. Thus, in their view, it is the nature of traumatic memory to be 

dissociated and initially stored as sensory fragments with no linguistic components. As 

in ordinary memory, memory constraction of the trauma is likely to be influenced by 

prior experience and by personal meaning schemes. The investigators present the 

proposition that the core issue in tiauma memory is the failure of the CNS to synthesize 

the sensations related to the tiauma into an integrated semantic memory; sensory 

elements are registered separately and retiieved independentiy of the context of the 

experience. The fragmentation interferes witii the evaluation, classification, and 

contextualization of the experience. The activation of the fragmented sensations is state-

dependent and is in the form of flashbacks and nightinares. There may coexist a lack of 

conscious memory of the tiauma or a semantic version tiiat does not match the sensory 

components. Van der Kolk et al. (1997) summarized their conclusions by stating that 
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tiaumatic experiences initially are imprinted as sensations that are not translated into 

personal narratives. Retrieval is accomplished in sensory representations and the failure 

to process information on a symbolic level seems to be at the core of PTSD. 

Common versus Differential Effects of Abuse 

Despite the apparent similarities, investigators have differing assumptions regarding 

possible distinctions between the psychological consequences of different abuse types. In 

their study of college women, Briere and Runtz (1988) found consequences for physical 

and psychological abuse similar to those noted in the sexual abuse literature, including 

depression, anxiety, somatization, interpersonal sensitivity, suicidal ideation, and 

dissociation. Subsequent examination of sexual, physical, and psychological abuse 

together (Briere & Runtz, 1990) showed an overall increase in symptoms with multiple 

types of abuse, yet independent relationships for sexual abuse and sexually acting out, 

physical abuse and aggression, and psychological abuse and low self-esteem (severe self-

criticism and guilt). Briere and Runtz (1990) concluded that "physical and sexual abuse 

can represent substantially different phenomena" (p. 361); however, they did not consider 

severity, dual abuse, or intemaUzing symptoms, resulting in inconclusive evidence 

regarding the distinctiveness of the results of abuse (Wind & Silvern, 1992). A stiidy by 

Mullen et al. (1996) partially substantiated the Briere and Runtz (1990) conclusions and 

noted a trend for sexual abuse to be particularly associated with sexual problems, 

physical abuse to marital breakdown, and emotional abuse to low self-esteem. 
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hi tiieir literatiire review, Higgins and McCabe (2001) found stiidies in which 

anywhere from 16.7% to 31% of participants experienced the combination of physical 

and sexual abuse and there were moderately high correlations between physical and 

psychological maltieatinent. They concluded that different types of maltreatment rarely 

occur in isolation and multi-type maltieatinent is likely to make unique contributions to 

symptom outcome. 

In his review of the literature on the long-term consequences of child physical and 

sexual abuse, Stevenson (1999) concluded that long-term psychological sequelae are 

related to the abuse itself and not just associated background factors and that there is a 

distinction in the outcome of different types of abuse. Johnson et al. (1999) found that 

childhood physical abuse and sexual abuse may be associated with increases in different 

types of personality disorder symptoms. After symptoms of other personality disorders 

were accounted for, physical abuse remained related to antisocial personality disorder 

symptoms, and sexual abuse was related to borderline personality disorder symptoms. 

This differential view is congment with that of Daro (1988) and Conaway and Hansen 

(1989), who emphasized the importance of future research comparing subjects with 

different forms of abuse since the consequences of each may be different and may require 

different interventions. 

Other investigators assume common consequences for different abuse types. Some 

base that view on the concept that sexual abuse and physical abuse cause similar 

pathogenic cogrutive and affective experiences (Wind & Silvern, 1992). In his review of 

the research on the effects of child abuse and family violence, Emery (1989) argued that 
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aversive arousal is common to all types of abuse, and that similar maladaptive modes of 

coping are used and negatively reinforced. The violence itself, according to Emery, is 

not tiie most powerful predictor of poor psychological adjustment in abused children, and 

the diverse reactions of children to abuse may be attiibutable to correlates of abuse such 

as family dysfunction and disturbed attachment. 

Others say that abuse may be harmful because it is traumatic (Briere, 1992a; 

Donaldson & Gardner, 1985; Lindberg & Distad, 1985; McLeer, Deblinger, Atkins, Foa, 

& Ralphe, 1988) and that PTSD develops in abuse victims because of shared elements of 

terror, helplessness, and overstimulation. Harter and Vanecek (2000a) presented a review 

of the literature regarding the fraumatic elements of child abuse and described physical or 

verbal violence, psychological betrayal, stigmatization, powerlessness, and the child's 

lack of ability to give consent to developmentally inappropriate sexual activities as 

possibly contributing to negative outcomes of abuse. PTSD as a result of psychological 

abuse has not been reported frequentiy nor is it often observed clinically, although 

terrorizing (verbally assaulting, frightening, or threatening with physical or psychological 

harm) or witnessing violent assaults on others may be exceptions (Briere, 1992a). 

Also included in the common effects view of abuse is the idea of a generalized 

response to maltreatment. Empirical research has identified similar effects for differing 

types of abusive experiences. Wind and Silvern (1992) found no difference between 

groups of women with either physical abuse (but no sexual abuse) or sexual abuse (but no 

physical abuse). There was a greater likelihood of later physical assault in those women 

who had been physically abused than in those with no abuse. Their findings support the 
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notion that physical and sexual abuse have common long-term internalizing 

consequences, and tiiat a generalized response to abuse is likely, regardless of its natiire 

(physical, sexual, or dual). To reconcile their findings with those of Briere and Runtz 

(1990), Wind and Silvern noted the possibility that internalizing symptoms, which they 

measured, are elevated across types of abuse, and that the acting out symptoms measured 

by Briere and Runtz may be specific for each type of abuse. Wind and Silvern concluded 

tiiat tiieir results support tiie stiidy of sexual abuse and physical abuse together, while it is 

tiie severity of abuse, both physical and sexual, that is associated with the level of impact 

on adults. 

Further evidence supporting the common consequences view of types of abuse 

includes a stiidy by Bryer, Nelson, Miller, and Krol (1987). A group of women inpatients 

who had histories of physical abuse only and sexual abuse only had similar symptoms at 

a higher level than nonabused participants, and those who experienced both physical and 

sexual abuse had an additive level of symptoms, suggesting that the two types of abuse 

are different forms of a similar phenomenon. Braver et al. (1992) found levels of 

depression, disfress, and borderline personality disorder in groups with psychological 

abuse that were similar to groups with sexual or multiple forms of abuse, which they note 

is consistent with Crittendon and Ainsworth's (1989) idea that the effects of abuse are 

pervasive and may apply to maltieatment in general, without regard to the amount of 

physical harm. Harter and Taylor (2000) foimd that groups with sexual abuse histories, 

physical abuse histories, and psychological abuse histories were each associated with 



increased long-term symptom disfress and social adjustment, with few significant 

differences between the abuse groups. 

Cognitive processes have been implicated as having an influence on the long-term 

negative effects of child abuse, with negative self-perceptions associated with poorer 

long-term outcomes in survivors of sexual abuse and, more recently, in survivors of 

physical and psychological abuse (Harter & Vanecek, 2000a). In Briere's (1992a) review 

of the theory of abuse, he noted tiiat distorted self-perceptions have been linked to all 

major forms of child abuse, and that it is likely that the core for this cognitive disturbance 

is psychological maltieatment. 

Thus, while there is general agreement that child abuse correlates with a range of 

negative consequences in adulthood, the extent to which each type of abuse generates 

either common or specific patterns is still in question (Mullen et al., 1996). Abuse types 

have typically been studied separately with poor integration across the areas and the co

occurrence of different forms has not been examined in depth (PRCAN, 1993). 

Moderator and Mediator Variables in the Study of the LTEs of Abuse 

In addition to the question of common versus distinct effects of abuse is the issue of 

third variables and how they affect outcome in adult survivors. The current research 

emphasis is on developing models to explain the mechanisms by which abuse results in 

highly variable outcomes, hi order to accomplish this it is important to clearly identify 

the contributions of moderator and mediator variables to long-term effects. 
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Four classifications of moderator variables, which are not mutually exclusive, that 

affect the relation between physical abuse and its long-term effects have been identified 

(Malinosky-Rummell & Hansen, 1993) and this categorization scheme appears to be 

applicable to sexual and psychological abuse as well. A moderator variable is a 

qualitative or quantitative variable tiiat "affects the direction and/or strength of the 

relation between an independent or predictor variable and a dependent or criterion 

variable" (Baron & Kenny, 1986, p. 1174). Moderators may interact with each other or 

with the consequences of abuse. Outcomes might be a result of the abuse itself, 

moderators, other factors, or an interaction of these. 

Malfreatinent characteristics are one group of moderator variables and include those 

that are associated with the abusive incident such as the perpetrator's gender and 

relationship to the victim, the occurrence of other forms of maltieatment (Malinosky-

Rummell & Hansen, 1993) and severity of the abuse (Runtz & Schallow, 1997). Age at 

onset, age at termination, duration, and frequency, have not been measured well enough 

in physical abuse to determine their effect (Malinosky-Rummell & Hansen, 1993) but 

these factors have been shown to moderate the outcome of sexual abuse (Browne & 

Finkelhor, 1986). 

A second category of moderator variables is individual factors. These pertain 

specifically to the abused individual and include gender, current age or developmental 

level, biological factors such as central nervous system injury, cognitive factors, 

emotional states, and psychosis, among others (Malinosky-Rummell & Hansen, 1993). 
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For example, those who described themselves as shy children reported abuse more 

frequently tiian those who did not (Mullen et al., 1996). 

Family factors are a third category of moderators and include exposure to family 

violence and family disfress, more specifically parental marital violence and parental 

conflict, the presence of sibling violence towards the abuse victim, parental substance 

abuse, familial psychiatric illness and parental criminal behavior (Malinosky-Rummell & 

Hansen, 1993). In their study, Fergusson and Lynskey (1997) concluded that those 

exposed to malfreatinent are at-risk for a wide range of later adjustment problems and 

much of the elevated risk reflects the social and family context in which the maltreatment 

occurs rather than the actual effects of the abuse. Rind et al. (1998) concluded from their 

meta-analysis that college students with a history of sexual abuse come from more 

problematic home enviroiunents than do confrol students and that family environment 

serves as a moderator for outcome. Additional factors that affect the level of adjustment 

in victims include disadvantaged homes, higher rates of other childhood adversity and 

more exposure to other types of abuse. Wind and Silvern (1994) identified the influence 

of both parental warmth and nonabusive family stressors on symptom distress, although 

they apparently mislabeled these variables as mediators rather than moderators according 

to the Baron and Keimy (1986) definitions. Conclusions of their study were that parental 

warmth affects the relationship of childhood abuse to levels of depression and self-

esteem, the relationship of abuse to PTSD was independent of perceived parenting, and 

the apparent effects of family stiess on adjustment were accounted for (statistically) by 

parenting. According to a stiidy by Mullen et al. (1996), abuse or neglect is more likely 
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in families with parents who separated, in "reconstitiited" families, in families with single 

parents, in families with violence between parents, in families with frequent conflict 

between parents, and in families with poor mental health in either parent. They also 

fotmd tiiat abuse is less likely in families whose parents show affection and in families 

with sfrong religious affiliations. 

The final category of moderators is environmental factors and consists of variables 

outside the family. These include supportive social relationships, participation in 

therapy, number of sfressful events, school experiences, and removal from a maltreating 

home. Socioeconomic status has not yet been investigated, although it has been 

implicated as having a moderating role (Malinosky-Rummell & Hansen, 1993). Runtz 

and Schallow (1997) reported that the presence of a supportive adult is a factor. 

Baron and Kenny (1986) described a mediator as causally subsequent to a predictor 

and stated that a mediator can shift its role from effects to causes depending on the focus 

of the analysis. "[A] given variable is said to function as a mediator to the extent that it 

accounts for the relation between the predictor and the criterion" (Baron & Kenny, 1986, 

p. 1176). Understanding a mediating variable helps explain why abuse effects occur. 

Runtz and Schallow (1997) studied 302 college students, 39% of whom reported 

childhood physical abuse and 31% of whom reported sexual abuse, and found that the 

effects of the abuse were mediated through social support and coping mechanisms, with 

the direct pathways from both physical abuse and sexual abuse essentially zero. Fifty-

five percent of tiie variance in outcome was due to social support, but 90% of the 

variance in social support was not accounted for, highlighting the need to identify factors 
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tiiat influence social support. Harter and Vanecek (2000a) investigated the role of 

cognitive assumptions, as outlined in Janoff-Bulman's (1992) cognitive model of trauma, 

the Assumptive World, in mediating long-term negative effects associated with a history 

of abuse. They foimd that the combined effects of physical, sexual, and psychological 

abuse were related to both negative assumptions of self-worth and to symptom distress. 

It appeared more likely that symptom disfress mediated negative self assumptions than 

vice versa, but the direction of causality would need to be confirmed by a longitudinal 

study. Harter, Alexander, and Neimeyer (1988) investigated the role of mediator 

variables on the social adjustment of sexual abuse victims by examining assorted family 

and social cognitive characteristics. They foimd that persons with a history of abuse 

indicated decreased cohesion and adaptability in their family of origin, increased 

perception of social isolation (including perceptions of themselves as more different from 

significant others), and poorer social adjustment when compared to nonabused subjects. 

More than the abuse itself, they found that family characteristics and perceptions of social 

isolation were predictive of social maladjustment. 

Relevant Models of Childhood Abuse 

Accumulated knowledge regarding moderator and mediator variables has both 

contributed to and occurred concurrentiy with the development of provisional models to 

explain the mechanisms of the effects of abuse. Models that fit under the category of 

cognitive processes include that proposed by Harter and Vanecek (2000a), which 

addressed the mechanisms through which childhood abusive experiences and 

23 



dysfiinctional family environments impact adult functioning. They examined the 

potential role of cognitive assumptions in mediating the long-term distress associated 

witii childhood sexual, physical, and psychological abuse, and with parental alcoholism 

and dysfunctional family environments. Their stiidy confirmed earlier research that 

found a relationship between childhood abuse and increased symptom distress and 

between childhood abuse and dysfimctional families of origin. Conclusions included that 

family environment had sfronger relationships to cognitive assumptions than childhood 

abuse. Child abuse (shared effects of reported sexual, physical, and psychological abuse) 

was indirectiy related to negative assumptions of self worth by way of symptom distress, 

but was not related to other negative world or spiritual assumptions when controlling for 

family environments (Harter & Vanecek, 2000a). 

In terms of the social context of abuse, Spacarelli (1994) described a fransactional 

model which conceptualizes sexual abuse as a sfressor that consists of abuse events, 

abuse-related events, and disclosure-related events that can increase the risk for 

maladaptive outcomes as a function of the total abuse-sfress across the three categories. 

The model was developed with a focus on sexual abuse but has relevance for physical 

abuse, and possibly for psychological abuse. Cognitive appraisals and coping responses 

mediate the effects of the abuse events and developmental and environmental factors 

moderate relationships between the abuse sfressors and survivor responses such that the 

initial responses by the survivor may affect subsequent stiess levels, in turn influencing 

psychopathology. 
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According to Spacarelli (1994), abuse events might include severity, duration, and 

frequency of the abuse; abuse-related events include family conflict, either as an 

antecedent or a result of the abuse; and disclosure-related events include nonsupportive 

responses to reporting the abuse. Negative cognitive appraisals include perceptions of 

physical and mental damage, self-blame, loss of relationships, and loss of tmst. 

Generalized negative evaluations of others caused by the abuse may contribute to social 

withdrawal and impaired ability to form close interpersonal relationships. 

A second model fitting the social context category is that of Alexander (1992) who 

commented that "[a]ny attempt to predict the onset of abuse and its long-term effects 

must include a consideration of the family context that mediates the experience of the 

abuse" (p. 185). She considered a more basic level of the family tiian did Spacarelli 

(1994) by examining how Bowlby's attachment theory and interactions in the whole 

family relate to long-term effects of abuse. Alexander provided a review of the 

development of attachment theory in her article. She noted that the validation of the 

relationship of adult attachment to childhood attachment experiences requires 

longitudinal studies but serves as a useful constmct in the meantime. In her model, one 

relationship has implications for other relationships in the family system. Secure adults 

are coherent in their ability to reflect on their past, comfortable with emotions, self-

confident and tiaisting, and comfortable witii closeness. According to Alexander (1992), 

insecure attachment may help set the stage for sexually abusive behavior or may interfere 

with its termination, frisecure attachment that precedes abuse either precludes impulse 

control in the abusive parent, interferes with protectiveness in the nonabusive parent, or 
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increases vulnerability of the child to abuse both inside and outside the home. It may be 

that the occurrence of abuse, including the betrayal of tmst and responses of significant 

otiiers to disclosure, may decrease tiiist in a previously securely attached child. Since, in 

her view, sexual abuse does not manifest in a unique set of symptoms and since it usually 

overlaps with other types of abuse, Alexander concluded that long-term effects of sexual 

abuse are better understood according to a classification of the important attachment 

relationships concurrent with the abuse, rather than to the specific nature of the abuse. 

This perspective allows for the application of her model to physical abuse and 

psychological abuse as well as sexual abuse, although it should be noted that the 

differential view of abuse is a viable alternative, as discussed previously. 

Stevenson (1999) proposed a model that extends beyond Finkelhor's (1988) 

fraumagenics concept. Finkelhor proposed four dynamics to account for the impact of 

sexual abuse: tiaumatic sexualization, befrayal, stigmatization, and powerlessness. He 

described a "traumagenic dynamic" as an experience that can alter a child's cognitive or 

emotional orientation to the world and can cause trauma by distortion of the child's self-

concept, worldview, or affective capacities. Attempting to cope with the world with 

these kinds of distortions results in psychological and behavior problems typical of 

victims of abuse. Stevenson considered previous tiauma-related models inadequate in 

that they failed to incorporate features that are both specific to the abuse history and 

account for an individual's vulnerabilities, quality of family environment, and social 

response to disclosure of the abuse. He argued tiiat Finkelhor's four aspects of 

psychological fiinctioning affected by sexual abuse also apply to physical abuse as well 
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as to parental divorce, disasters, and other trauma. They might also be appropriately 

applied to psychological abuse. Distinctive to sexual abuse is the fact that all four 

processes are experienced to some degree, whereas physical and psychological abuse do 

not necessarily include the element of traumatic sexualization. Stevenson added two 

factors to his model. The first is the need to deal with any secrecy surrounding the abuse 

and the resulting fear and isolation. The second is more specific to sexual abuse and 

concerns the confusion resulting from possible pleasurable behavior which is also 

considered "naughty." 

Cole and Putnam (1992) proposed a model of sexual abuse based on a developmental 

psychopathology perspective. They noted that disorders frequentiy associated with a 

history of abuse reflect impairments in the development of self and in social functioning. 

Specific abuse variables influence development, which in turn affects psychosocial 

symptoms. An important product of the model is the relevance of the social 

characteristics of abuse on influencing adult adjustment. The overlap of effects of 

physical abuse with those of sexual abuse (specifically, the borderline personality 

disorder, dissociation, somatization, substance abuse, and eating disorders mentioned by 

Cole and Putnam) make this model appropriate for consideration when studying physical 

abuse. This is especially tme considering that, according to Briere (1992a), most child 

abuse of all types occurs in a social context, making the model potentially applicable to 

psycholgoical abuse as well. 

Gameros and Harter (1996) developed the Social Sequelae of Abuse (SSA) measure to 

assess variables in an abusive environment that constitute five constmcts which have 
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been hypothesized in various models to affect the sense of self and social development, 

and to contribute to adult outcome. The constmcts of interest include denigration, 

secrecy, isolation, perception of threat to close relationships, and tmst violation. 

Denigration is a feeling of badness surrounding the abusive experience, which becomes a 

part of an individual's self-concept. Secrecy is linked to denigration and limits the 

initiation or intimacy of relationships due to feelings of being bad. Isolation includes 

restriction of the victim from interacting with peers or other family members, which can 

impair the development of appropriate social skills and produce discomfort in social 

situations. Perception of threat to close relationships involves the victim's fear that the 

desired relationships with their parents will be damaged or lost should they disclose the 

abusive experiences. And finally, tmst violation is the degree to which the child felt a 

loss of tmst in the perpetrator and may inhibit the initiation and intimacy of relationships 

(Coffey, Leitenberg, Turner, & Bennett, 1996; Finkelhor & Browne, 1985; Spacarelli, 

1994). 

Summary 

In summary, while retrospective and correlational research has allowed for the 

identification of long-term correlates of childhood maltieatment, sexual, physical, and 

psychological abuse have typically been studied separately and it remains uncertain as to 

the extent to which each type of abuse generates either common or differential outcome 

patterns (Mullen et al., 1996). The current research emphasis is on developing models to 

explain the mechanisms by which abuse results in highly variable outcomes. 
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Malfreatinent characteristics including the type, severity, frequency, and duration of the 

abuse; individual factors including gender; family factors; and environmental factors 

have all been shown to have an influence on outcome. 

Alexander (1992) emphasized the necessity of considering the family context which 

can mediate the experience of abuse. In addressing the role of cognitive assumptions in 

mediating the long-term effects of abuse, Harter and Vanecek (2000a) substantiated the 

relationship between abuse and dysfunctional families of origin. Spacarelli (1994) 

pointed out the importance of considering abuse events such as severity, duration, and 

frequency, abuse-related events such as family conflict, and disclosure-related events 

such as lack of support at disclosure. He also acknowledged the importance of victims' 

perceptions of physical and mental damage, self-blame, loss of relationships, and loss of 

tmst, as well as the consequent social withdrawal and interpersonal difficulties from a 

generalized negative evaluation of others. Stevenson (1999) expanded on Finkelhor's 

(1988) traumagenics model and added a focus on the influence of secrecy surrounding 

the abuse and the resulting fear and isolation. Cole and Putnam (1992) explained the 

relevance of the social characteristics of abuse on influencing adult adjustment. The 

Social Sequelae of Abuse questionnaire represents efforts by Gameros and Harter (1996) 

to measure social constiiicts that have been hypothesized in various models to affect 

abuse outcome. 
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Hypotheses 

This study considered the effects of physical, sexual, and psychological abuse along 

with family environment and the social context of abuse on adult symptom outcome. The 

Social Sequelae of Abuse (SSA) was cross-validated and internal consistency, test-retest 

reliability, and predictive validity were considered in assessing the social context of 

abuse in survivors. It was expected that the SSA would prove to be a valid predictor of 

the consequences of abuse and would demonstiate adequate psychometric properties. 

Similarities and differences were examined between sexually abused, physically abused, 

and psychologically abused groups on the social context of the abuse, family 

environment, and symptom outcome. It was expected that each abuse group would have 

a higher score on the Childhood Maltieatment Questionnaire (CMQ) subscale specific to 

their type of abuse. It was also expected that aU abuse groups would report more 

dysfunctional family environments on the Family Functioning Scale (FFS) than controls 

and that all abuse groups would report more disfress than contiols on the Trauma 

Symptom Checklist-40 (TSC-40) and the Social Adjustinent Scale (SAS). No specific 

predictions were made regarding specific profile differences on the SSA. Finally, the 

relative contributions of abuse specific characteristics, social context of abuse, and family 

environment to variance in symptom outcome were tested. 
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Table 1 

Long-Term Correlates of Abuse 

Specific Effect Physical Sexual Psychological 
Abuse Abuse Abuse 

Aggressive and Violent 
Behavior 
Depression 
Anxiety 
Hostility 
Paranoid Ideations 
Psychosis 
Substance Abuse 
Suicidal Behavior 
Self-injurious Behavior 
Eating Disorders 
Somatization 
PTSD 
Dissociative Disorders 
Borderline Personality 
Disorder 
Antisocial Personality 
Disorder 
Interpersonal Problems/ 
Poor Social Adjustment 
Sexual Problems 
Academic/Vocational 
Problems 

X 

X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 

X 

X 

X 
X 

X 
X 

X 
X 
X 
X 
X 
X 
X 
X 

X 

X 

X 

X 

X 
X 

X 
X 

X 

X 

X 
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CHAPTER II 

METHODS 

Participants 

Participants were undergraduate university stiidents who received partial course credit 

for thefr participation. The mass survey was utilized to screen potential participants for 

the stiidy. fridividuals who endorsed a history of childhood abuse (sexual, physical, or 

psychological) on the Personal Experiences Survey administered in the mass survey were 

selected along with an equal number of individuals who did not acknowledge a history of 

abuse. One thousand seven hundred and seventy-one individuals completed the 

screening process including 1097 (61.9%) who reported no history of abuse, 187 (10.6%) 

who reported sexual abuse, 181(10.2%) who reported physical abuse without sexual 

abuse, and 306 (17.3%) who reported psychological abuse only. Names of those 

individuals with and without abuse who agreed to participate further were combined on a 

phone list with the names randomized by a principal researcher for confidentiality 

purposes. The list was then made available to research adminisfrators who were kept 

blind to the participants' abuse history. Eligible participants who indicated a desire to be 

contacted for further research were offered the opportunity to participate in later sessions. 

There were 678 names on the phone list and 342 of the individuals who were 

contacted agreed to participate in the study. Twenty who participated were dropped from 

the study for a total of 322 cases. Fourteen of the 20 either neglected to fill out portions 

of the questionnaires or were not able to be matched with their screening information 

making it not possible to determine the consistency of their abuse reports. Four 
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participants who consistentiy reported no abuse and two who consistently reported sexual 

abuse omitted at least one questionnaire so that it was not possible to derive the 

appropriate scores on the abuse scales. 

The final sample of 322 participants included 86 (26.7%) in the sexual abuse group 

according to tiieir report on the Personal Experiences Survey in the mass survey, 81 

(25.2%) in tiie physical abuse group, 83 (25.8%) in the psychological abuse group, and 

72 (22.4%) in tiie no abuse group. Thirty-seven (II.5%) described sexual abuse on the 

SSA, 37 (11.5%) described physical abuse, 44 (13.7%) described psychological abuse, 

and 204 (63.4%) described another person's abuse. 

Demographics for this sample were as follows. Median age was 19 (mean of 19.3, SD 

2.07) witii a range from 18 to 44. There were 140 male and 182 female participants 

(43.5% and 56.5%, respectively). The majority of participants were Caucasian (81.0%), 

with 12.4% Hispanic, 3.1% Afiican American, 1.2 % Asian, .9% American Indian, and 

1.2 % other ethnic groups (Afiican, Samuan, and unspecified). One participant did not 

report ethnicity. Reported sexual preferences included 89.1% exclusively heterosexual, 

7.1% largely heterosexual, 1.6% bisexual, and .6 % exclusively homosexual. Four 

participants did not report a sexual preference. 

Examination of the data revealed that some participants who reported abuse histories 

on the Personal Experiences Survey did not follow instmctions on the Social Sequelae of 

Abuse questionnaire in the main study. Participants were instmcted to describe effects of 

a specific type of abuse (e.g., effects of sexual abuse if it occurred, otherwise effects of 

physical abuse if it occurred, otherwise effects of emotional abuse if it occurred. 
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otherwise effects of abuse they observed or hypothesized for another abuse victim). 

Thirty-six who originally reported sexual abuse on the PES later completed the SSA 

describing effects of someone else's abuse, as did 39 who originally reported physical 

abuse, and 60 who originally reported psychological abuse, resulting in a total of 41.9% 

of all participants who did not use the SSA as instmcted to further describe the abuse they 

reported initially. Conversely, three participants who originally denied any abusive 

experiences, later described their own abusive experiences on the SSA including one 

each in the categories of sexual abuse, physical abuse, and psychological abuse. Thirty-

two participants (10.0 % of all participants) originally reported a history of abuse on the 

PES, but described the effects of a different type of abuse than instmcted on the SSA. 

Overall, 52.8% of participants did not complete the SSA for the instmcted type of abuse. 

Consistent responders (47.2% of all participants) completed the SSA as instmcted, based 

on the type of abuse they reported on the PES. Table 2 summarizes the participants' 

reporting patterns. Table 3 summarizes the co-occurrence of types of abuse for the 83 

individuals who reported abuse and responded consistently (as instmcted). 

Differences in age, gender, ethnicity, and sexual preference between the groups of 

consistent responders and inconsistent responders were examined using chi square. 

There were no significant differences in the groups related to age, ethnicity, or sexual 

preference. There was a significant difference (chi square [1] = 5.16, p < .05) in 

consistent and inconsistent groups in regard to gender with 56 of 152 (36.8%) of the 

consistent responders being male and 96 (63.2%) being female, while the inconsistent 

responders included 84 (49.4%) and 86 (50.6%) males and females, respectively. 
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All participants were asked to return in two weeks to fill out a second SSA 

questionnaire for retest information. One hundred and one returned as arranged, with 24 

from the sexual abuse group, 20 from the physical abuse group, 35 from the 

psychological abuse group, and 22 from the no abuse group (all according to responses 

on the PES in the mass survey). Of the 101 who returned, 14 in the sexual abuse group 

were consistent responders, as were 10 from the physical abuse group, 13 from the 

psychological abuse group, and 21 from the no abuse group. 

Measures 

Table 4 is a summary of the measures used in the study. 

Abuse History and Social Context 

Personal Experiences Survey-Revised. Abuse history was screened for by way of a 

revised shortened version of the Personal Experiences Survey (Harter et al., 1988; Harter 

& Vanecek, 2000a) with inquiry regarding the occurrence of specific instances of abuse 

before the age of 18 by individuals at least five years older than the victim. Once 

participants were selected, the PES was also used to obtain information regarding basic 

demographics including age, gender, ethnic origin, and sexual preference. 

Childhood Maltreatinent Ouesrionnaire (CMO). The Child Malfreatinent 

Questionnaire (Demare & Briere, 1994; Demare, 1996) consists of three components; the 

Psychological Maltreatinent Questionnaire, the Physical Abuse Questionnaire, and the 

Sexual Abuse Questionnaire. Responses are on a five-point Likert scale ranging from 
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Never to Very Often for the frequency of experiences prior to age 18. The Psychological 

Malfreatinent Questionnaire consists of 72 items divided into 12 subscales, although only 

the total PMQ score was used in tiiis study. Representative questions include "How often 

before you were 18 did one or more of your parental figures criticize, belittle, or shame 

you in front of other people?" and "How often before you were 18 did one or more of 

your parental figures make negative comments to you, such as tell you that you were 

stupid, ugly, clumsy, lazy, or weak?" The Physical Abuse Questionnaire consists of 16 

items including such questions as "How often before you were 18 did one or more of 

your parental figures harm you physically with a weapon or other dangerous object?" and 

"How often before you were 18 did one or more of your parental figures hit or punch you 

with a closed fist?". The Sexual Abuse Questionnaire assesses parental and nonparental 

incidents of sexual harassment, noncontact abuse, and contact abuse. This study utilized 

only the 10-item Contact Sexual Abuse subscale and collapsed the parental and 

nonparental versions into a single score for sexual abuse. Typical questions include 

"How often before you were 18 did one or more of your parental figures mb, touch, or 

grab your breasts, buttocks, or genitals through your clothing or other covering?". Alpha 

coefficients are .97 for the PMQ total score, .89 for the PAQ, and from .89 to .96 for the 

Contact Sexual Abuse score. Test-retest correlations for scales used range from .79 to 

.92. (Demare & Briere, 1994; Demare, 1996). 

Social Sequelae of Abuse (SSA). The Social Sequelae of Abuse (Gameros & Harter, 

1996) contains five scales to measure social constmcts hypothesized to affect abuse 

outcome, including denigration, isolation, secrecy, threat to relationships, and tiiist 
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violation. Gameros and Harter (1996) constmcted items on the SSA using a Likert-type 

scale witii ratings from 0 through 4, corresponding to responses of Never, Rarely, 

Occasionally, Often, and Always. Items were originally generated using descriptions of 

abusive environments provided by clinicians and researchers and resulted in four scales. 

Initial validation was accomplished by having licensed psychologists rate each item for 

relevance to tiie effects of childhood sexual abuse, the frequency with which the item was 

addressed in tiierapy, and how well it represented the four original constmcts. After 

evaluation, items were retained that were consistent with their parent scales and were 

more highly related to tiiat constirict than to tiie other three consti\icts. Administration of 

tiie original version of the measure and removal of less adequate items resulted in alpha 

values of .84 on tiie Denigration subscale, .84 on the Isolation subscale, .94 on the Threat 

to Relationships subscale (but many participants rated these items globally), and .86 on 

the Tmst Violation subscale. Also, as a result of the initial study, a cluster of items was 

removed from the original Denigration subscale and combined with new items to form a 

Secrecy subscale. 

Additional reliability and validity data was generated on the revised version in studies 

conducted by Gameros (2000) regarding a sexual abuse population and by Richard and 

Harter (2000) regarding a physical abuse population. In both studies, items with the 

poorest validity based on item-scale correlations or with a higher correlation with a 

different scale were deleted or reassigned to another subscale. The resulting measures 

consisted of 40 and 44 items, respectively, with internal consistencies of at least .66 for 

each subscale. 
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For the present study, all items of the revised version of the proposed SSA in the 

Gameros (2000) and Richard and Harter (2000) stiidies were retained unless identified for 

deletion by both tiie previous studies. This resulted in a total of 52 items with 8 on the 

Denigration subscale, 14 on tiie Isolation subscale, 9 on the Secrecy subscale, 14 on the 

Threat to Relationships subscale, and 7 on the Tmst Violation subscale. The items 

included on each of the subscales are shown in the appendix. 

Family Functioning Scale (FFS). This 75-item scale was derived from Bloom's 

(1985) serial factor analysis of several family environment scales. The scale consists of 

15 subscales, each consisting of five items rated on a 4-point Likert scale ranging from 

"Very untme for my family" to Very tme for my family." Higher scores indicate a 

higher degree of the measured constmct. Internal consistency (alpha) values for 

subscales range from .40 to .88. A relationship has been shown with childhood abuse, 

parental divorce, parental alcoholism, and adult adjustment in offspring (Bloom, 1985; 

Erbes & Harter, 1999; Harter & Vanecek, 2000a). Harter and Vanecek (2000b) used 

principal components analysis with an oblique rotation to reduce the subscales to a 

smaller number with more reliable dimensions in order to decrease the number of highly 

correlated predictors used in their analyses. This study used the resulting three factor 

scales consisting of the following subscales: (1) cohesiveness, idealization, democratic 

style, reduced conflict, expressiveness, reduced external locus of confrol, sociability, and 

recreational emphasis (the Close, Responsive, and Democratic factor); (2) reduced 

laissez-faire style, authoritarian style, organization, and religious emphasis (tiie 

StiTictured, Hierarchical, and Religious factor); and (3) enmeshment, reduced 
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disengagement, and intellectual-cultural emphasis (the Enmeshed factor). Representative 

questions for Factor 1 include "Family members really helped and supported one 

another," and "We fought a lot in our family." An example for Factor 2 is "Members of 

our family could get away with almost anything," and for Factor 3 is "In our family we 

knew where all family members were at all times." In the current study, these factor 

scales were used to test the relation of family environment to symptom outcome and to 

compare family functioning between abuse groups. 

Long-Term Functioning 

Trauma Symptom Checklist - 40 (TSC-40). The Trauma Symptom Checklist-40 

(Elliott & Briere, 1992) is a 40-item scale which assesses current self-reported distress 

symptoms often associated with a history of abuse, including anxiety, depression, 

dissociation, post sexual abuse tiauma, sexual problems, and sleep disturbance. It is a 

revision of the original TSC-33 (Briere & Runtz, 1989) and is intended for use in clinical 

research as a measure of traumatic impact. Items are rated on a 4-point Likert scale 

ranging from "Never" to "Very Often" based on frequency in tiie past two months. A 

total score is obtained by summing the individual item values. Higher scores reflect a 

higher level of frauma-related symptoms, hi a study conducted by Elliot and Briere 

(1992), the TSC-40 was able to distinguish those witii a history of (sexual) abuse from 

those without a history of abuse in a sample of professional women (t=10.60, p<.0001). 

The alpha coefficient for tiie overall scale is .90. 
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Social Adiustinent Scale - Self Report (SASV This scale consists of 54 items that 

constitiite a widely used measure of social adjustment with 5-point ratings in the 

categories of employment, social and leisure activities, marriage, parenting, and family 

roles (Weissman & Bothwell, 1976). It has been used in previous stiidies of social 

adjustinent in abuse survivors. The score is calculated by dividing the sum of the item 

scores by tiie number of items scored (allowing for unanswered items), resulting in an 

increasing score with decreasing social adjustinent. Its alpha coefficient is .74, with a 

two-week test-retest reliability of .78 (Edwards, Yarvis, Mueller, Zingale, & Wagman, 

1978). 

Procedures 

Potential participants were identified using a revised shortened version of the Personal 

Experiences Survey (PES) adopted for use in the mass survey and if the individual agreed 

to participate he or she was contacted by phone. Questionnaires were administered by 

graduate students to no more than 25 participants in each session. Two packets were 

administered with the first consisting of basic demographic information from the 

Personal Experiences Survey (PES), the Family Functioning Scale (FFS), the Trauma 

Symptom Checklist-40 (TSC-40), and the Social Adjustment Scale-Revised (SAS). The 

second included the Childhood Maltreatment Questionnaire (CMQ) and the Social 

Sequelae of Abuse (SSA) scale which were administered separately since the SSA 

requires additional explanation and the two measures deal specifically with abuse 

experiences resulting in the most potential for generating feelings of intmsiveness or 
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disfress. AU participants were asked to return in two weeks to complete only the SSA for 

purposes of obtaining test-retest data until retests of at least 10 participants who met 

criteria for each abuse group were obtained. All participants were provided with a list of 

counseling services available on campus and in the community as a part of the debriefing 

form. Participants were also encouraged to consult with the administrator in the event 

that the process caused disfress. 
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Table 2 

Participants' Reporting Patterns 

SSA Total 
Group 

Total 

Others' Psycho- Physical Sexual 
Abuse logical Abuse Abuse 

Abuse 

No 
Abuse 69 1 1 1 72 

Psycho-
PES logical 
Group Abuse 60 19 2 2 83 

Physical 
Abuse 39 12 30 0 81 

Sexual 
Abuse 36 12 4 34 86 

204 44 37 37 322 
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Table 3 

Co-Occurrence of Abuse Types 

Co-occurrence 
of Abuse 

No Other Abuse 

Psychological 
Abuse 

Physical Abuse 

Psychological 
Abuse 

19 

30 

Physical Abuse 

0 

30 

Sexual Abuse 

10 

19 

17 

Sexual Abuse 19 17 
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Table 4 

Summary of Measures 

Abbreviations Measures 

PES Personal Experiences Survey-Revised (Harter et al., 1988; Harter & 
Vanecek, 2000a). 

CMQ Child Malfreatinent Questionnaire (Demare & Briere, 1994; Demare, 
1996). 

SAQ Sexual Abuse Questionnaire 
PAQ Physical Abuse Questionnaire 
PMQ Psychological Maltreatment Questionnaire 

SSA Social Sequelae of Abuse scale (Gameros & Harter, 1996) 
Denigration 
Isolation 
Secrecy 
Threat to Relationships 
Tmst Violation 

FFS Family Functioning Scale (Bloom, 1985) 
Cohesiveness factor 
Organization factor 
Enmeshment factor 

TSC-40 Trauma Symptom Checklist-40 (EUiot & Briere, 1992) 

SAS Social Adjustinent Scale (Weissman & Bothwell, 1976) 
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CHAPTER III 

RESULTS 

Validity of Group Classifications 

The abuse group assignments made using the PES reports in the Mass Survey were 

evaluated for validity by determining their ability to predict the CMQ subscale scores. 

Three separate regression analyses were done with the independent variables of 

psychological, physical, and sexual abuse either present or absent as determined by the 

PES. The dependent variables were the: (1) PMQ subscale score; (2) PAQ subscale 

score; and (3) SAQ (contact abuse) subscale score. PES abuse reports were significant 

predictors of PMQ scores (R = .54, R^ = .29, F(3, 318) = 44.01, p < .001). The presence 

of psychological abuse accounted for 6.7% of the variance in PMQ scores and the 

presence of physical abuse accounted for an additional 12.0% of the variance. 

PES abuse reports were also significant predictors of PAQ and SAQ scores, (R = .54, 

^ - . 2 9 , F ( 3 , 318) = 43.18, p < .001 and R = .52, ̂  = .27, F(3, 318) = 38.45, p < 

.001). The presence of physical abuse accounted for 16.6% of the variance in PAQ 

scores and the presence of psychological abuse accounted for an additional 3.4%. The 

presence of sexual abuse accounted for 24.5% of the variance in SAQ scores and the 

presence of psychological abuse accounted for 1.3% of the variance. 

It was expected that reports of psychological, physical, and sexual abuse would be the 

most predictive of the PMQ, PAQ, and SAQ scores, respectively. This was tine in each 
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case except the PMQ scores, with the report of physical abuse accounting for more 

variance than reports of psychological abuse. 

SSA Item and Scale Analyses 

Scores from participants in the no abuse group and those who did not complete the 

SSA as instmcted (inconsistent responders) were not used in the item-scale analysis. 

Items on the SSA subscales were initially examined for endorsement frequencies to 

screen for any that were above 95%. None were identified. The maximum frequency 

was 80.5% on item 3 of the Isolation Scale ("The perpetrator prevented me from going 

out on dates.") for a 0 response. This item also contributed the maximum skewness value 

of2.5. 

Confirmation of item-scale assignment was done to insure that items measured the 

intended constmcts in the new sample. Item-scale correlations and alpha coefficients 

were calculated through item analysis in which each item was examined to determine its 

correlation with the scale to which it was assigned (corrected item-scale correlation) and 

its correlation to each of the other four scales. The item-scale correlations and scale 

consistencies are shown in Table 5. Nine items on the measure (items 25 and 47 on the 

Denigration subscale; items 22,23, and 33 on the Isolation subscale; items 13 and 49 on 

the Threat subscale; and items 19 and 26 on the Tmst subscale) either had a correlation 

witii its own scale less than .40 or correlated more highly with a subscale other than the 

one assigned. These were dropped from the measure in subsequent analyses in order to 

improve its internal consistency and discriminate validity. Screening of data (described 
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in the next section) identified one outlier on the Threat subscale which was changed to 

one unit greater than the next highest score in that subscale. The item-scale consistencies 

of the modified subscales were calculated and are shown in Table 6. Test-retest 

reliability was evaluated using bivariate correlations (Pearson R) which are also included 

in Table 6. All re-test correlations were significant and ranged from .64 to .82. 

A final check of reliability was conducted by calculating alpha values within each 

abuse group for each subscale. Results are shown in 7. A high number of "O"responses 

on the Secrecy subscale resulted in near constant values for several items in the 

psychological abuse group which, along with a low N, contributed to a low alpha value 

for secrecy scores for those in the psychological abuse group. No pattern of responses is 

evident to explain the low alpha value (.49 compared to at least .63 for each of the other 

subscales) for the Tmst subscale in the sexual abuse group. 

Screening of Grouped Data 

All variables to be used in analyses were screened for accuracy of data entry and 

missing values. Variables to be used in ANOVA's or MANOVA's were considered 

separately according to cell membership (e.g., scores on the PMQ subscale for consistent 

responders in the physical abuse group) and were screened for the presence of outiiers 

and skewed or kurtotic distiibutions. Screenmg of ungrouped variables to be used in 

regression was done at tiie time of the analysis. Identified outiiers (those with a standard 

score with an absolute value greater tiian 3.29, as defined by Tabachnik and Fidell 

(2001), were assigned a replacement value that was one unit larger or smaller tiian the 
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next most exfreme score in the distribution for that cell. Among the consistent 

responders (those who consistently reported experiences of abuse on both the PES and 

the SSA), the identified outiiers included one Physical Abuse Questionnaire (PAQ) 

subscale score in the no abuse group, three Sexual Abuse Questionnaire (SAQ) subscale 

scores, one each in the no abuse group, the psychological abuse group, and the physical 

abuse group; one Threat subscale score in the psychological abuse group; and one FFS 

Factor 1 score in the no abuse group. Among the inconsistent responders, the outliers 

included two PAQ subscale scores, one each in the psychological abuse group and the 

sexual abuse group; four SAQ subscale scores, two in the psychological abuse group, one 

in the physical abuse group, and one in the sexual abuse group; and one Trauma 

Symptom Checklist score in the psychological abuse group. A second iteration of the 

process was done to identify additional outliers. The no abuse group among consistent 

responders contained two additional outiiers on the SAQ. The inconsistent responders 

included one additional outiier on the PAQ subscale in the psychological abuse group and 

four outiiers on the SAQ subscale, three in the psychological abuse group and one in the 

physical abuse group. The original and modified values for both iterations are shown in 

Table 8. 

Scores in each of the cells for the tiiree factors of the Family Functioning Scale, the 

SAS, the TSC, and the PMQ subscale were normally distributed. Scores on the PAQ 

subscale in each cell except the inconsistent responders in the sexual abuse group, on the 

SAQ subscale in each cell except for the consistent responders in the no abuse group, and 

in each cell of four of the subscales of the SSA, except the Secrecy subscale in the 
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physical abuse group of inconsistent responders had normal distributions. 

Transformations were attempted on tiie skewed data according to recommendations of 

Tabachnick and Fidell (2001). The use of an inverse transform improved the distribution 

of the scores for inconsistent responders on the PAQ and was used in subsequent grouped 

analyses that included inconsistent responders. Attempts to normalize the SAQ and 

Secrecy subscale distributions were possible for only 7 of the 8 cells for each variable 

and subsequent analyses were done without fransformations and with the awareness of 

this minor departure from the assumption of normality. 

Analysis of Consistent and Inconsistent Responders 

Differences between abuse groups and between consistent and inconsistent responders 

on the continuous abuse measure and on family functioning were evaluated using 3x2 

(abuse group by report consistency) MANOVA's with the dependent variables of: 1) the 

sexual (contact abuse, SAQ), physical (PAQ), and psychological (PMQ) subscales of the 

CMQ, and 2) tiie three factors of the FFS (Factor 1 = Close, Responsive, Democratic; 

Factor 2 = Stinctured, Hierarchical, Religious; Factor 3 = Enmeshed). Consistent 

responders were those who followed instioictions on the SSA, describing the appropriate 

type of abuse experience given their responses on the PES. The no abuse group was not 

included in this comparison because of a lack of participants in the inconsistent 

responders (only 3). This made the use of the untransformed version of the SAQ 

irrelevant since all other SAQ cells were normally distiibuted without tiansformations. 

The analysis was done using tiie inverse transform of the PAQ, although means from tiie 

49 



unfransformed version are reported in the tables. Follow-up tests used Scheffe pairwise 

comparisons with an alpha level of .05. 

Means for tiie CMQ subscales are shown in Table 9. There were significant 

differences between abuse groups within the subscales (multivariate F [6,484] = 24.37, 

Wilks' lambda = .59, partial r|̂  = .23, p < .001) including on the PMQ (F [2] = 8.03, 

partial t)^ = .06, p < .001), tiie PAQ (inverse) (F [2] = 24.59, partial r)̂  = .17, p < .001), 

and tiie SAQ (F [2] = 45.95, partial r\^ = .27, p < .001). Scheffe pairwise comparisons 

revealed that on the PMQ, the scores in the physical abuse group were significantly 

higher than those in the psychological abuse group; on the PAQ, the scores in the 

physical abuse group were significantiy higher than in both the psychological and sexual 

abuse groups; and on the SAQ, scores in the sexual abuse group were significantiy higher 

than those in both the psychological and physical abuse groups. 

There were also significant differences between consistent and inconsistent responders 

on the CMQ (multivariate F [3,242] = 23.32, Wilks' lambda = .78, partial TÎ  = .22, p < 

.001) including differences on the PMQ (F [1] = 63.16, partial tj^ = .21, p < .001), the 

PAQ (inverse) (F [1] = 48.52, partial ii^= .17, p < .001), and the SAQ (F [1] = 7.87, 

partial r|̂  = .03, p < .01). Consistent responders reported significantiy more maltreatment 

than inconsistent responders on the PMQ, tiie PAQ, and the SAQ. 

In addition to the main effects, there was a significant interaction effect between abuse 

group and consistency of response (multivariate F [6, 484] = 9.34, Wilks' lambda = .80, 

partial T]̂  = .10, p < .001). There was a significant interaction on the PAQ (inverse) (F 

[2] = 10.47, partial ri^= .08, p < .001) and on the SAQ (F [2] = 14.31, partial ri^= .11, p < 
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.001 but not on tiie PMQ, (F [2] = 2.37, partial ii ' = .02, p > .09). The low effect size on 

the PMQ suggests tiiat the lack of significance is not due to inadequate power, but rather 

tiie relatively minor effect of the group on the PMQ scores. It should be noted that all 

participants in tiie physical abuse group and 55.9 % of participants in the sexual abuse 

group also reported psychological abuse on tiie PES. 

Separate analyses of consistent and inconsistent responders on the PAQ (inverse) and 

SAQ disclosed significant differences between abuse groups for consistent responders 

(multivariate F [4, 158] = 25.46, Wilks' lambda = .37, ri^= .39, p < .001) and for 

inconsistent responders (multivariate F [4, 326] = 5.51, Wilks' lambda = .88, ̂ ^ = .06, p 

< .001). For consistent responders, the differences occurred on both the PAQ and the 

SAQ (F [2] = 19.32, î ^ = .33, p < .001 and F [2] = 30.00, ii^ = .43, p < .001), respectively. 

For inconsistent responders the differences were only on the SAQ in the sexual abuse 

group (F [2] = 8.17, ri^= .09, p < .001) with none on the PAQ (F [2] = 2.68, ri^= .03, p > 

.05). Scheffe follow-up comparisons for consistent responders found that the physical 

abuse group reported significantly higher effects of physical abuse than either the 

psychological or sexual abuse groups. Follow-up tests for both consistent and 

inconsistent responders on the SAQ identified significantly more severe contact sexual 

abuse in the sexual abuse group than in either the psychological or physical abuse groups. 

Separate analyses of abuse groups on scores on the PAQ (inverse) and SAQ disclosed 

significant differences between consistent and inconsistent responders on both physical 

and sexual abuse levels (multivariate F [2, 78] = 41.86, Wilks' lambda = .48, r)̂  = .52, p 

< .001 and multivariate F [2, 83] = 10.57, Wilks' lambda = .80, ii^ = .20, p < .001, 
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respectively). In the physical abuse group, consistent responders reported significantly 

more physical abuse than did inconsistent responders (F [1] = 83.35, ri^= .51, p < .001) 

and there were no significant differences in the report of sexual abuse effects between 

consistent and inconsistent responders (F [1] = .60, TÎ  = .01, p > .40). In the sexual abuse 

group, consistent responders reported more physical and sexual abuse characteristics than 

inconsistent responders, F [1] = 8.70, TI^= .09, p < .01 and F [I] = 17.10,11^= .17, p < 

.001. 

Thus, the interaction between abuse group and response consistency is caused by 

several factors. These include the higher level of physical abuse identified in consistent 

responders than in inconsistent responders in both the physical and sexual abuse groups, 

the higher level of sexual abuse identified in consistent responders than in inconsistent 

responders in the sexual abuse group, as well as the lack of difference in psychological 

abuse severity between consistent and inconsistent responders in each abuse group. 

Means for each of the three factor scales of the FFS are shown in Table 10. Factor 1 

is the Close, Responsive, and Democratic factor, Factor 2 is the Stmctured, Hierarchical, 

and Religious factor, and Factor 3 is the Enmeshed factor. There were significant 

differences between abuse groups (multivariate F [6,484] = 2.52, Wilks' lambda = .94, 

partial r|̂  = .03, p < .05) and between consistent and inconsistent responders (multivariate 

F [3, 242] = 11.48, Wilks' lambda = .88, partial TÎ  = .13, p < .001). There was not a 

significant interaction effect between abuse group and consistency of response 

(multivariate F [6, 484] = .98, Wilks' lambda = .98, r)̂  = .01, p > .40). 
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Differences in abuse groups were significant on factor one (F [2] = 4.02, partial TÎ  = 

.03, p < .05) but not on factor two (F [2] = .58, partial rî  = .01, p > .50) or factor three (F 

[2] = 2.56, partial ^^ = .02, p > .05). According to Scheffe tests, the physical abuse 

group reported less Close, Responsive, and Democratic families (lower scores on factor 

I) than tiie psychological abuse group. Other pairwise comparisons were not significant. 

Consistent responders reported less Close, Responsive, and Democratic families than did 

inconsistent responders (F [I] = 33.85, partial r\^= .12, p < .001). There were no 

significant differences between type of responders on the Stinctured, Hierarchical, 

Religious factor 2 (F (1) = .77, partial r(^ = .003, p > .30) or on the Enmeshed factor 3 ( F 

[1] = 2.63, partial r]^ = .01, p > .10). 

Comparisons of abuse groups and consistent and inconsistent responders on the TSC 

and SAS measures of functioning were done using 3x2 ANOVA's. Means are shown in 

Table 11 and Table 12, respectively. The difference on TSC scores between abuse 

groups was not significant (F [2] = 1.97, partial ri^= .02, p > .10). There was a significant 

difference in consistent and inconsistent responders on the TSC (F [1] = 7.49, ri^= .03, p 

<.01), with consistent responders reporting more tiauma symptoms. No interaction was 

revealed between abuse group and response consistency (F (2) = .26, partial r| = .002, p 

> .70). 

The differences between abuse group on scores on the SAS were not significant (F [2] 

= .24, partial r|^= .002, p > .70), nor were the differences between consistent and 
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inconsistent responders (F [1] = 3.34, r|̂  = .01, p > .05) or the interaction effect of abuse 

group witii consistency of response (F [2] = .26, r|̂  = .002, p > .70). 

As a group, consistent responders described a higher severity of abuse consequences, 

poorer family functioning on the Close, Responsive, and Democratic factor, and more 

fraiuna symptoms than inconsistent responders. Restricting subsequent analyses to only 

consistent responders provides a more valid sample of individuals who are willing to 

provide requested information about their abuse experiences. It allows interpretation of 

the SSA without the complication of including those who did not follow instmctions in 

completing it. However, this strategy also results in a lower N and less power. It was 

decided to proceed in this manner since it is a more conservative approach and still 

results in adequate power in the analyses to follow. The division of groups within 

consistent responders included 34 (22.4%) in the sexual abuse group, 30 (19.7%) in the 

physical abuse group, 19 (12.5%) in tiie psychological abuse group, and 69 (45.4%) in 

the no abuse group. Of the 34 participants in the sexual abuse group, 16 (47.1%) also 

reported both physical and psychological abuse, 6 (17.6%) also reported psychological 

abuse, and 3 (8.8%) also reported physical abuse. AU 30 individuals in the physical 

abuse group also reported psychological abuse. 

Group Differences on Social Context. Family Environment, 
and Symptom Outcome 

Three separate MANOVA's with the following dependent varianbles: (1) the PMQ, 

PAQ, and SAQ (contact abuse) subscales of the CMQ; (2) each of the five subscales of 

tiie SSA; and (3) tiie three factor scores obtained from the FFS were used to evaluate the 
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similarities and differences between sexually abused, physically abused, and 

psychologically abused groups on the continuous measure of abuse provided by the 

CMQ, on the social context of the abuse, and on family environment. Two separate 

ANOVA's witii the dependent variables of the SAS total score and the TSC total score 

were used to examine the similarities and differences between groups in symptom 

outcome. FoIIow-up tests used Scheffe pairwise comparisons with an alpha level of .05. 

Analyses of tiie CMQ, FFS, SAS, and TSC also included comparisons to the no abuse 

confrol group, while analyses of the SSA included only the abuse groups since the no 

abuse group described effects of hypothetical abuse on the SSA. 

The inverse fransformation for the PAQ subscale was not used in the analysis of the 

CMQ since only consistent responders were used and each of those cells were normally 

distributed in their original form. There was a significant difference between groups on 

the CMQ subscales (multivariate F [9, 355] = 34.33, Wilks' lambda =.22, r|̂  = .40, p < 

.001). Differences on tiie PMQ and the PAQ were significant (F [3] = 48.28, rî  = .50, p 

< .001) and (F [3] = 43.87, rĵ  = .47 , p < .001). Means are shown in Table 13. Pairwise 

comparisons indicated that on the PMQ, the no abuse group had significantly lower 

scores than each of the abuse groups, the physical abuse group had significantiy higher 

scores than either the sexual abuse group or the psychological abuse group, and the 

sexual abuse group was not significantiy different than the psychological abuse group. 

On the PAQ, the no abuse group had significantiy lower scores than the physical and 

sexual abuse groups and the physical abuse group had significantly higher scores than tiie 

psychological and sexual abuse groups. There were also significant group differences on 
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tiie SAQ (F [3] = 48.29, rî  = .50, p < .001) with the sexual abuse group reporting 

significantly more severe maltreatment effects than the no abuse group, the psychological 

abuse group, and the physical abuse group. 

It was expected that each abuse group would have a higher score on the Childhood 

Maltieatment Questionnaire (CMQ) subscale specific to their type of abuse. This was the 

case for the SAQ and PAQ; however, although the scores on the PMQ were higher for 

each abuse group than those in the no abuse group, as expected, they were unexpectedly 

higher in the physical abuse group than in the psychological abuse group. It should be 

noted that 100% of the individuals in the physical abuse group also reported 

psychological abuse. 

There were significant differences in family functioning factor scores between abuse 

groups (multivariate F [9, 355] = 11.65, Wilks' lambda = .53, partial TÎ  = .19, p < .001). 

Means are shown in Table 14. There was a significant difference between abuse groups 

on the Close, Responsive, and Democratic factor (F [3] = 40.27, partial rj^ = .45, p < 

.001) and on the Stmctured, Hierarchical, and Religious factor of the FFS (F [3] = 3.52, 

partial r|̂  = .07, p < .05). There was not a significant difference between abuse groups on 

the Enmeshed factor (F [3] = 2.13, partial rj^ = .04, p > .09). Scheffe comparisons 

revealed that the no abuse group reported more Close, Responsive, and Democratic 

family fiinctioning (Factor 1) than each abuse group and tiiat the physical abuse group 

reported lower fiinctioning on Factor 1 than the sexual abuse group. The no abuse group 

also reported more Stinctiired, Hierarchical, and Religious family fimctioning than the 

physical abuse group. 
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Analysis of group differences using the SSA included only the three groups who 

reported abuse. Group means for the values on the SSA subscales are shown in Table 15. 

Wilks' lambda was significant with a value of .42 (multivariate F [10,152] = 8.21, rî = 

.35, p < .001). There were significant differences between the groups on four of the 

subscale scores on the SSA: denigration (F [2] = 3.89, partial r\- = .09, p < .05); secrecy 

(F [2] = 23.18, rî  = .43, p < .001); tiu-eat (F [2] = 18.33, r|̂  = .57, p < .001); and tmst (F 

[2] = 4.23, Tj = .82, p < .05). There was no significant difference between groups on the 

Isolation subscale (F [2] = .11, t)^ = .003, p >.80). Pairwise comparisons were done using 

the Scheffe test. On the Denigration subscale, there was a significantiy greater level of 

maltieatment in the physical abuse group than in the sexual abuse group. The Secrecy 

and Threat scores in the sexual abuse group were significantly higher than those in the 

psychological and physical abuse groups. The Tmst subscale scores were lower in the 

sexual abuse group than in the psychological abuse group. No a priori predictions were 

made regarding specific profile differences on the SSA. 

The ANOVA's for both measures of current functioning revealed significant 

differences between groups and are shown in Table 16. On the TSC (F [3] = 11.16, 

partial t)^ = .18, p < .001), scores in the no abuse group were significantiy lower 

(indicating less tiauma related symptoms) than those in each of the abuse groups with no 

differences between each type of abuse. On tiie SAS (F [3] = 4.86, partial rî  = .09, p < 

.010), the only difference between groups was more measured maladjustment in the 

sexual abuse group than in the no abuse group. 
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It was expected tiiat all abuse groups would report more dysfiinctional family 

environments on the Family Functioning Scale (FFS) than controls and that all abuse 

groups would report more disfress than contiols on the Trauma Symptom Checklist-40 

(TSC-40) and the Social Adjustinent Scale (SAS). This was the case for the Close, 

Responsive, Democratic factor on tiie FFS and for the TSC. The physical abuse group 

was significantiy lower than the no abuse group on the Stinctiired, Hierarchical, 

Religious factor. On tiie SAS, scores in the psychological and physical abuse groups 

revealed no differences from tiie no abuse group. The sexual abuse group, as expected, 

reported more social maladjustment than the no abuse group. 

Contributions of Abuse-Specific Characteristics. Social Context 
of Abuse, and Family Environment to Variance 

in Symptom Outcome 

Hierarchical regression was used to evaluate the relationships of characteristics of 

abuse, abuse specific social context, and family environment to outcome. Separate 

analyses were conducted for each measure of outcome (the TSC-40 and the SAS). The 

first block of independent variables in each analysis consisted of the continuous measures 

of psychological abuse, physical abuse, and sexual abuse from the CMQ subscales, the 

second block consisted of the three factor scores from the FFS, and the third block 

consisted of the subscales of the SSA. This allowed assessment of whether the SSA 

contributes to predicting the outcome of abuse beyond tiie contributions of abuse severity 

and general family functioning. 
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Screening for ungrouped univariate outiiers identified one outlier on the SAQ subscale 

in tiie sexual abuse group. It was changed to one unit more than the most extreme score 

on tiiat particular scale. Screening for multivariate outliers and evaluation of assumptions 

was done concurrently witii the regression analysis. Normality, homoscedasticity, and 

linearity were acceptable on each variable and no outliers were identified. 

Table 17 displays tiie correlations of each of the predictor variables with the dependent 

variables included in the regression analyses. Table 18 includes the unstandardized 

regression coefficients (B) with their standard error, and the standardized regression 

coefficients (P) of each independent variable with the TSC-40 score as the dependent 

variable. R was significantly different than 0 after insertion of each of the three blocks; 

after insertion of the third block, R = .51, F(l 1, 71) = 2.28, p < .05. hi the first block of 

the equation, the CMQ subscales significantly predicted trauma symptoms, R = .19 

(adjusted R^ " .16), F (3, 79) = 6.07, p < .01. hi the second block, the addition of the FFS 

'y 

subscales did not significantiy increase prediction of tiauma symptoms, R change = 07, 

Echange (3, 76) = 2.22, p > .09. In the third block the SSA subscales did not add any 

additional prediction, R ĥange = -01, Fchange(5, 71) = .16, p > .90. 

Table 19 displays the regression information with SAS as the dependent variable. In 

tiie first block of the equation, the CMQ subscales were not significant predictors of 

social maladjustinent, R^ = .07 (adjusted R̂  = .03), F (3, 79) = 1.85, p > .10. hi the second 

block of the equation, the FFS subscales significantiy increased prediction, R change = 1 0 , 

Echange (3, 76) = 3.08, p < .05. Addition of family fiinctioning resulted in a significant 

increment in R^ and overall prediction became significant, R^ = . 17 (adjusted R .10), 
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Echange (6, 76) = 2.54, p < .05. til the third block of the equation, the SSA subscales did 

not add any additional prediction. Exchange = .02, Echange (5, 71) = .39, p > .85. Also, due to 

the loss of degrees of freedom, the final equation was not significant, R̂  = .19, (adjusted 

R^=.06),E(ll ,71)=1.51,p>.10. 

Regression analyses did not indicate that the SSA made a unique contribution to 

predicting current functioning beyond prediction provided by measures of abuse 

characteristics and family functioning; however, the power of both hierarchical 

regressions was limited due to low N, which may have resulted in an underestimate of the 

relations of predictors to tiauma symptoms and social maladjustment. Examination of 

bivariate correlations also suggests that maltieatment characteristics (CMQ subscales) are 

on average most related to tiauma symptoms and that family environment characteristics 

(FFS factor scales) are on average most related to social adjustment (Table 17). 

Examiiung individual scales, trauma symptoms are related to psychological and physical 

abuse (PMQ, PAQ), reduced close, responsive, and democratic family functioning (FFS 

Factor I), reduced stmctured, hierarchical, and religious family functioning (FFS Factor 

2), increased isolation (SSA Isolation subscale) and increased threat to relationship. 

Social maladjustinent is related to psychological malfreatinent (PMQ), reduced close, 

responsive, and democratic family functioning, reduced stinctiired, hierarchical, and 

religious family functioning, increased denigration (SSA Denigration subscale), and 

increased isolation (SSA Isolation subscale). 
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Table 5 

Item-Scale Correlations and Scale Consistencies for the SSA 

Subscale Item Denigration Isolation Secrecy Threat Tmst 

Deni
gration 

8 
11 
17 
25 
27 
31 

.60** 

.76** 
79** 
.17 

.78** 

.80** 

.05 
.28* 
.18 
.01 

.26* 
.13 

-.26* 
.27* 
.28* 
.22* 
.30** 
-.00 

-.13 
.25* 
.30** 

.15 

.16 

.03 

.37** 
.14 

.24* 
-.08 
.07 
.18 

Isolation 

Secrecy 

47 
58 

14 
15 
22 
23 
30 
33 
34 
36 
51 
52 
59 
20 
41 
42 
46 
48 
53 
55 
57 
13 

40* * 

.78** 

•22* 

.12 

.30** 

- .09* 

• 14 

- .23* 

.34** 

• 14 

-•23* 

.43** 

•38** 

.26* 

.17 

.02 

.01 

.26* 

.00 

• 10 

.00 

.37 

.31 

* * 
* * 

.46*" 
•46 

* * 
* * 

• 18 

• 18 
A3 
A9 
A\ 
A5 
A3 
•38** 
.33** 
•47** 
.39** 

* * 
* * 
* * 

A9 
A9^ 
A2 
.58 

* * 
* * 
* * 
* * 
* * 

* * 

.12 

.28* 

• 13 

.02 

.27* 

.27* 

A5^ 

.37 

.22" 

* * 
* * 

.48** 

.39** 

.27* 

-.03 
44* * 

-.03 
-•08 
•02 

•30** 
•08 
•06 

.45** 

.36** 

•34** 

• 18 

•25* 

•72 

•70 

•80 

•64 

•74 

•68 

•72 

•73 

•40 

* * 
* * 
* * 
* * 
* * 
* * 
* * 
* * 

•23" 

A2 

•37 

* * 
* * 

• 19 

•24* 

.09 

•20 

•02 

• 10 

* * •29 

• 10 

* * 

* * 
* * 
* * 

•36 
•25* 

•24* 

•40 

•35 

•44 

•28" 

.57 

.42 

.50 

* * 
* * 

* * 
* * 
* * 

.46 * * 

* * .18 

•02 

•25* 

•03 

-•10 

• 18 

-•07 

.14 

-.26* 
•34** 
-•06 
•246* 
•07 
• 10 

•03 

• 18 

- .30** 

-•28* 

-•07 

-.19 

-.21 

-•15 

-.03 

-.02 

• 11 

.36** 
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Table 5 (continued) 

Subscale Item Denigration Isolation Secrecy Threat Tmst 

Threat 

2 

7 

9 

12 

18 

21 

24 

28 

35 

38 

43 

49 

50 

45 

.05 

.15 

.36** 
44** 

.30** 

• 12 

•24* 

-•06 

-•03 

• 12 

.02 

•24* 

• 10 

•34** 

• 18 

.15 

.31** 

.31** 

.30** 

32** 

.34** 

.28* 

•38** 
49** 

•34** 
54** 

•37** 

•31** 

49** 

•40** 

.25* 

.34** 

•47** 

.295** 

.36** 

•51** 

•46** 

•33** 
43** 

-•06 

•43** 

•52** 

70** 

.70* 

67** 

68** 
74** 

63** 
47** 

78** 
71** 

71** 

81** 

35** 

73** 

59** 

-.09 

-•08 

• 13 

• 15 

.07 

-.10 

•07 

-•13 

-•12 

•06 

.14 

-.00 

.03 

•24* 

Tmst 

5 

19 

26 

40 

44 

54 

.03 

-.05 

.38** 

.09 

-.14 

• 18 

-•21 

•09 

-•03 

-•06 

-•02 

• 11 

-•20 

•06 

•06 

.00 

-.05 

-.04 

-.03 

-.05 

•25* 

-•16 

-•01 

•02 

49** 

•23* 
32** 

•46** 

•50** 
71** 

56 .22 .11 -.09 -.01 .75 * * 

Alpha .80 .67 .84 .89 .34 

p< .05. * * P.<^01. * * * P<^OOL N = 83 
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Table 6 

Item-Scale Correlations, Scale Consistencies, and Test-Retest Correlations for the 
Modified SSA 

Subscale Item Denigration Isolation Secrecy Threat Tmst 

Secrecy 

8 

11 
Deni

gration 

17 

27 

31 

58 

Isolation 

3 

4 

6 

14 

15 

30 

34 

36 

51 

52 

59 

67** 

76** 

8 3 * * 

87** 

8 1 * * 

7 3 * * 

.20 

.26* 

-.08 

.15 

38** 

30** 

.18 

•22 

•01 

• 1 3 

• 1 5 

• 11 

• 3 3 * * 
29** 

.19 

.27* 
30** 
4 5 * * 

4 3 * * 
47** 

4 5 * * 

59** 

55** 

5 1 * * 

4 3 * * 

54** 
54** 

5 1 * * 

-•37** 

•22 

•23* 

-•07 
32** 

.26* 

•27* 

•37** 

-•03 

•07 
4 3 * * 

•30** 

•33** 

• 1 4 

• 2 6 * 

•00 

• 1 4 

•21 

• 1 9 

• 2 6 * 

•00 
37** 

• 1 9 

• 3 4 * * 
29** 

•02 

•25* 

•37** 

•28* 

•23* 

•34** 

•29** 

• 1 0 

•09 

• 2 8 * * 

•09 

• 1 0 

•05 

• 1 4 

-.02 

.07 

.19 

-.02 

-.08 

•01 

•07 

-•01 

• 1 3 

- • 2 8 * 

.14 

.10 
20 

41 

42 

46 

48 

53 

55 

57 

-.08 

•25* 

-•07 

.01 

-.10 

. 3 1 * * 

.21 

.37** 

.11 

.23* 

.09 

•04 

•31** 

•25* 

•45** 
39** 

•76** 

•69** 

.84** 

.64** 
77** 

.68** 

.73** 

.70** 

40** 
4 1 * * 

5 3 * * 

34** 

56** 
49** 

55** 

5 1 * * 

- .26* 

-•15 

•20 
-.24* 

-.13 

-.15 

-.07 

.08 
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Table 6 (continued) 

Tmst 

Subscale Item Denigration Isolation Secrecy Threat Tmst 

Threat 

1 
7 
9 

12 

18 

21 

24 

28 

35 

38 

43 

50 

45 

•03 

• 13 

• 3 7 * * 
4 4 * * 

• 2 8 * 

•08 

•26* 

-•07 

-•11 

• 10 

-.02 

.00 

.22* 

.20 

.15 

.32** 

. 3 1 * * 

.28* 
.39** 

•35** 

•27* 
40** 

.48** 

•38** 
4 3 * * 

•35** 

•51** 
44** 

•22* 

•30** 
44** 

29** 

34** 

•55** 
49** 
32** 

44** 

•46** 

•51** 

•71** 
72** 

•62** 

64** 
7 1 * * 

6 1 * * 
4 1 * * 

79** 

69** 

60** 

78** 

66** 
5 1 * * 

.13 

-.15 

.02 

.02 

•01 

-.06 

.01 

-.17 

.16 

-.01 

.11 

.06 

.17 
5 

40 

44 

54 

.08 

.08 

-.16 

•22* 

-•11 

-•04 

-•01 

.11 

.23* 

-.06 

-.06 

-.12 

-•06 
-•12 

-•05 

-•06 

.68** 

.56** 

.57** 

.70** 

Alpha 

Test-
Retest 

56 .23* 

.87 

.70 

-.08 

.65 

.64 

-.17 

•88 

•82 

•01 

•90 

.78 

.73** 

.64 

.65 

*P<.05. **p_<.01. ***p<.OOL N=83 
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Table 7 

Alpha Values for SSA Subscales Within Abuse Groups 

Denigration Isolation Secrecy Threat Tmst 

Abuse 
Group 

Psycholog
ical Abuse 
n = 1 9 

•83 •64 •20 LOO •72 

Physical 
Abuse 
n = 30 

•84 •69 •87 •93 •71 

Sexual 
Abuse 
n = 34 

•91 •63 •81 •77 .49 
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Table 8 

Data Outliers and Modified Values 

Measure 

PAQ 

SAQ 

Abuse Group 

No Abuse 

Psychological 
Abuse 

Physical Abuse 

Sexual Abuse 

No Abuse 

Psychological 
Abuse 

Physical 
Abuse 

Sexual Abuse 

Responder 

Consistent 

Original: 29 
Modified: 22 

Original: 32 
Modified: 25 
Modified: 23 
Original: 24 
Modified: 23 
Original: 48 
Modified: 23 

Original: 51 
Modified: 29 

Type 

Inconsistent 

Original: 38 
Modified: 32 
Modified: 31 

Original: 43 
Modified: 38 

Original: 46 
Modified: 35 
Modified: 31 
Original: 38 
Modified: 35 
Modified: 31 
Original: 34 
Modified: 31 
Original: 45 
Modified: 32 
Modified: 31 

Original: 50 
Modified: 43 
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Table 8 (continued) 

Responder Type 

Measure Consistent Inconsistent 

Threat subscale of 
SSA 

No Abuse 

Psychological 
Abuse 

Physical Abuse 

Sexual Abuse 

Original: 49 
Modified: 14 

No Abuse Original: 180 
Modified: 147 

FFS Factor 1 
(Close, Responsive 
Democratic) 

Psychological 
Abuse 

Physical Abuse 

TSC 

Sexual Abuse 

No Abuse 

Psychological 
Abuse 

Original: 83 
Modified: 58 

Physical Abuse 
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Table 9 

Means by Abuse Group and Response Consistency on CMQ Subscales 

PMQ 

PAQ 
(unfrans
formed) 

SAQ 

PES Group Response 
Consistency 

Mean 

Psycholog
ical Abuse 

Standard 
Deviation 

Inconsistent 
Consistent 
TOTAL 

104^58 
144.11 
113.63 

Physical 
Abuse 

Inconsistent 
Consistent 
TOTAL 

120.53 
187.43 
145.31 

Sexual 
Abuse 

Inconsistent 
Consistent 
TOTAL 

114.13 
153.29 
129.62 

TOTAL 
Inconsistent 
Consistent 
TOTAL 

112.43 
163.53 
129.39 

Psycholog
ical Abuse 

Inconsistent 
Consistent 
TOTAL 

19.05 
20.16 
19.30 

TOTAL 

31.08 
46.02 
38.55 
40.12 
42.61 
52.16 
46.57 
65.00 
57.56 
39.53 
56.10 
51.57 

3.61 
4.41 
3̂ 81 

N 

64 
19 
83 
51 
30 
81 
52 
34 
86 
167 
83 

250 
64 
19 
83 

Physical 
Abuse 

Sexual 
Abuse 

Inconsistent 
Consistent 
TOTAL 
Inconsistent 
Consistent 
TOTAL 

20^47 
32^87 
25^06 
19^67 
24.74 
21.67 

3.76 
8.27 
8.36 
5.61 

10.30 
8.14 

51 
30 
81 
52 
34 
86 

TOTAL 

Psycholog
ical Abuse 

Inconsistent 
Consistent 
TOTAL 
Inconsistent 
Consistent 
TOTAL 

19.68 
26.63 
21.98 
21.34 
20.68 
21.19 

4.39 
9.83 
7.44 
3.12 
1.00 
2.79 

167 
83 

250 
64 
19 
83 

Physical 
Abuse 

Sexual 
Abuse 

Inconsistent 
Consistent 
TOTAL 
Inconsistent 
Consistent 
TOTAL 

2L51 
2 LOO 
2L32 
24.46 
31.53 
27.26 

3.06 
2.51 
2.86 
6.65 
8.76 
8.21 

51 
30 
81 
52 
34 
86 

Inconsistent 
Consistent 
TOTAL 

22^37 
25^24 
23^32 

4.70 
7.72 
6.00 

167 
83 

250 
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Table 10 

Means by Abuse Group and Response Consistency on FFS Factor Scores 

PES Group Response 
Consistency 

Mean Standard 
Deviation 

FFS Factor 2 
(Stmctured, 
Hierarchical, 
Religious) 

TOTAL 
Inconsistent 
Consistent 
TOTAL 

58.60 
57.78 
58.33 

8.17 
7.98 
8.10 

N 

FFS Factor 1 
(Close, 
Responsive, 
Democratic) 

Psycholog
ical Abuse 

Physical 
Abuse 

Sexual 
Abuse 

TOTAL 

Psycholog
ical Abuse 

Inconsistent 
Consistent 
TOTAL 
Inconsistent 
Consistent 
TOTAL 
Inconsistent 
Consistent 
TOTAL 
Inconsistent 
Consistent 
TOTAL 
Inconsistent 
Consistent 
TOTAL 

111.88 
96.21 

108.29 
108.76 
83.80 
99.52 

110.94 
100^26 
106^72 
110.63 
93.39 

104.91 
57.44 
58.58 
57.70 

17.68 
25.82 
20.74 
23.74 
19.44 
25.23 
23.11 
22.53 
23.34 
21.31 
23.22 
23.38 

8.40 
8̂ 37 
8̂ 36 

64 
19 
83 
51 
30 
81 
52 
34 
86 
167 
83 

250 
64 
19 
83 

Physical 
Abuse 

Sexual 
Abuse 

Inconsistent 
Consistent 
TOTAL 
Inconsistent 
Consistent 
TOTAL 

59^04 
56^43 
58^07 
59^60 
58^53 
59^17 

8̂ 50 
6.78 
7.96 
7.51 
8.77 
8.00 

51 
30 
81 
52 
34 
86 
167 
83 

250 
Psycholog
ical Abuse 

Inconsistent 
Consistent 
TOTAL 

33.47 
35.32 
33.89 

FFS Factor 3 
(Enmeshed) 

Physical 
Abuse 

Sexual 
Abuse 

TOTAL 

Inconsistent 
Consistent 
TOTAL 

34.24 
35.27 
34^62 

5̂ 11 
6^72 
5̂ 53 
4^97 
5.41 
5.13 

64 
19 
83 
51 
30 
81 

Inconsistent 
Consistent 
TOTAL 
Inconsistent 
Consistent 
TOTAL 

35.87 
36.65 
36.17 
34.45 
35.84 
34.91 

5.01 
5.74 
5.29 
5.11 
5.83 
5̂ 39 

52 
34 
86 
167 
83 

250 
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Table 11 

Means by Abuse Group and Response Consistency on TSC Scores 

PES Group Response 
Consistency 

Mean Standard 
Deviation 

Psycholog
ical Abuse 

Inconsistent 
Consistent 
TOTAL 

25.46 
33.56 
27.32 

15.63 
17.05 
16.22 

Table 12 

Means by Abuse Group and Response Consistency on SAS Scores 

N 

64 
19 
83 

ical Inconsistent 
36 Consistent 

TOTAL 

31.24 
37.36 
33.51 

18.77 
14.22 
17.39 

51 
30 
81 

Sexual 
Abuse 

TOTAL 

Inconsistent 
Consistent 
TOTAL 
Inconsistent 
Consistent 
TOTAL 

32.50 
36.60 
34.14 
29.40 
36.18 
31.66 

14.93 
16.25 
15.50 
16.66 
15.61 
16.60 

51 
34 
85 
166 
83 

249 

PES Group 

Psycholog
ical Abuse 

Physical 
Abuse 

Sexual 
Abuse 

TOTAL 

Response 
Consistency 

Inconsistent 
Consistent 
TOTAL 
Inconsistent 
Consistent 
TOTAL 
Inconsistent 
Consistent 
TOTAL 
Inconsistent 
Consistent 
TOTAL 

Mean 

1.98 
2.11 
2.01 
2.02 
2.06 
2.04 
2.02 
2.14 
2.07 
2.01 
2.11 
2^04 

Standard 
Deviation 

•36 
•42 
.38 
.42 
.37 
•40 
•33 
•47 
•39 
•37 
.42 
.39 

N 

64 
19 
83 
51 
30 
81 
52 
34 
86 
167 
83 

250 

70 



Table 13 

Means by Abuse Group on CMQ Subscale Scores 

Subscale 

PMQ 

PAQ 
(imfransformed) 

SAQ (contact) 

PES Group 

No Abuse 

Psycholog
ical Abuse 

Physical 
Abuse 

Sexual 
Abuse 

No Abuse 

Psycholog
ical Abuse 

Physical 
Abuse 

Sexual 
Abuse 

No Abuse 

Psycholog
ical Abuse 

Physical 
Abuse 

Sexual 
Abuse 

Mean 

87^87 

144^11 

187^43 

153^29 

17.14 

20.16 

32.87 

24.82 

20.19 

20.68 

21.00 

31.88 

Standard 
Deviation 

16^57 

46^02 

42.61 

65.00 

1.59 

4.41 

8.27 

10.53 

•62 

LOO 

2^51 

10.00 

N 

69 

19 

30 

34 

69 

19 

30 

34 

69 

19 

30 

34 

71 



Table 14 

Means by Abuse Group on FFS Factor Scores 

FFS Factor 1 

(Close, 
Responsive, 
Democratic) 

FFS Factor 2 
(Stmctured, 
Hierarchical, 
Religious) 

FFS Factor 3 
(Enmeshed) 

PES Group 

No Abuse 

Psycholog
ical Abuse 

Physical 
Abuse 

Sexual 
Abuse 

No Abuse 

Psycholog
ical Abuse 

Physical 
Abuse 

Sexual 
Abuse 

No Abuse 

Psycholog
ical Abuse 

Physical 
Abuse 

Sexual 
Abuse 

Mean 

125.68 

96.21 

83.80 

100.26 

61.28 

58^58 

56^43 

58^53 

34^00 

35^32 

35^27 

36.65 

Standard 
Deviation 

14.33 

25.82 

19.44 

22.53 

6.09 

8.37 

6̂ 78 

8̂ 77 

3̂ 98 

6̂ 72 

5̂ 41 

5̂ 74 

N 

69 

19 

30 

34 

69 

19 

30 

34 

69 

19 

30 

34 

72 



Table 15 

Means by Abuse Group on SSA Subscale Scores 

Subscale 

Isolation 

Secrecy 

PES Group 

Psycholog
ical Abuse 
Physical 

Denigration Abuse 
Sexual 
Abuse 
Psycholog
ical Abuse 
Physical 
Abuse 
Sexual 
Abuse 

Mean 

8.24 

10.83 

6.47 

15.18 

15.67 

16.10 

Standard 
Deviation 

5.77 

5.74 

6.91 

8.07 

6.69 

6.78 

N 

19 

30 

34 

19 

30 

34 
Psycholog
ical Abuse 
Physical 
Abuse 
Sexual 
Abuse 
Psycholog
ical Abuse 
Physical 
Abuse 
Sexual 
Abuse 
Psycholog
ical Abuse 
Physical 
Abuse 

1.14 

3.20 

1L41 

3^80 

10^00 

19^74 

10.97 

10.43 

2.03 

5̂ 68 

7^56 

4^41 

1L34 

10.08 

5.02 

4.56 

19 

30 

34 

19 

30 

34 

19 

30 

Threat 

Tmst 
Sexual 
Abuse 7̂ 75 4^13 34 
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Table 16 

Means by Abuse Group for TSC and SAS Scores 

TSC 

SAS 

PES Group Mean Standard N 
Deviation 

No Abuse 22^24 14^01 69 

Psycholog
ical Abuse 33^56 17.05 19 

Physical 
Abuse 37.36 14.22 30 

Sexual 
Abuse 36.60 16.25 34 

No Abuse 1.87 .33 69 

Psycholog
ical Abuse 2.12 .43 19 

Physical 
Abuse 2^06 3̂7 30 

Sexual 
Abuse 2.14 .47 34 
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Table 17 

Correlations of Predictor Variables to Outcome Variables 

*p<^05^ **p_<^OL ***p<^OOL 

TSC SAS 

PMQ 41*** 25^ 

PAQ .31** 1̂6 

SAQ 1̂8 .08 

FFS Factor 1 

FFS Factor 2 

FFS Factor 3 

Denigration 

Isolation 

Secrecy 

Threat 

Tmst 

-.42*** 

•26** 

• 11 

.18 

•27** 

• 13 

• 2 6 * 

•06 

30** 

-.30** 

.11 

.22* 

.22* 

.07 

.11 

.15 
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Table 18 

Summary of Hierarchical Regression Analysis for Variables Predicting Trauma 
Symptoms (TSC; N=83) 

Variable B SEB 

Stepl 

Psychological Maltieatment TO ^4 .37* 
Physical Abuse 7.00E-02 23 .04 
Sexual Abuse 2̂5 2̂0 1̂3 
Step 2 
Psychological Malfreatinent 3^8E-02 ^5 .\±_ 
Physical Abuse 8^8E-02 .22 ^ 
Sexual Abuse 3̂1 ^0 J6_ 
Close, Responsive, Democratic ^il^ liP --23 
Stmctured, Hierarchical, Religious -̂ 31 .23 -16 
Enmeshed 2̂8 3̂0 TO 
Step 3 
Psychological Maltieatinent 4^310E-02 ^6 T6_ 
Physical Abuse 7^01E-02 ^3 -05 
Sexual Abuse .21 30 TJ_ 
Close, Responsive, Democratic -_^5 -\3 -̂22 
Stmctured, Hierarchical, Religious -.32 .2A -16 
Enmeshed -24 33 ^ 
Denigration -H 34 -^0A_ 
Isolation -9.05E-04 3̂1 ^ 
Secrecy -3^79E-02 38 --02 
Threat -16 ^0 T2_ 
Trust 4^04E-02 37 -01 

Note^ R^ = 1̂9 for Step 1 (p < •Ol); A R^ is not significant for Step 2 and Step 3̂  (ps > 
•09)̂  

* p< 0̂5̂  
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Table 19 

Summary of Hierarchical Regression Analysis for Variables Predicting Social 
Adjustinent (SAS; N=83) 

Variable B SEB 

Stepl 

Psychological Malfreatment 
Physical Abuse 
Sexual Abuse 
Step 2 
Psychological Maltieatment 
Physical Abuse 
Sexual Abuse 
Close, Responsive, Democratic 
Structured, Hierarchical, Religious 
Enmeshed 
Step 3 
Psychological Malfreatment 
Physical Abuse 
Sexual Abuse 
Close, Responsive, Democratic 
Stmctured, Hierarchical, Religious 
Enmeshed 
Denigration 
Isolation 
Secrecy 
Threat 
Tmst 

Note. R^ = is not significant for Step 1 (p > .10); A R^=.10 for Step 2 (p < .05); and; A 
R^ is not significant for Step 3. (p > .80). 

*P<.05. **p_<.01. ***p<.001. 

2.05E-03 
-1.69E-03 
2.39E-03 

•001 
•01 
•01 

.27 
-.04 
•05 

6.12E-04 
-I.06E-03 
3.27E-03 
-2.07E-03 
-1.59E-02 
1.32E-02 

•001 
•01 
•0 

•003 
.01 
.01 

•08 
-•03 
•06 
-.12 
.30* 
.18 

3.14E-04 
-2.60E-04 
4.33E-03 
-7.10E-04 
-L57E-02 
L35E-02 
6^27E-03 
4^38E-03 
6^56E-04 
-Ll lE-03 
9.93E-03 

.002 
•01 
•01 

•004 
•01 
.01 
.01 
.01 
.01 
.01 
.01 

.04 
-.01 
.08 
-•04 

-.30* 
.19 
• 1 0 

•07 
•01 

- • 0 3 

• 1 1 
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CHAPTER TV 

DISCUSSION 

The purpose of this study was to investigate the psychometric properties of the Social 

Sequelae of Abuse scale, to evaluate tiie differences between abuse groups on social 

context, family environment, and symptom outcome, and to determine the contribution of 

abuse characteristics, family functioning, and social context to trauma symptoms and 

social adjustment in adults witii a history of abuse^ Other interesting points evolved in 

tiie process of verifying the validity of group classifications and in comparing individuals 

who responded consistently and inconsistently when reporting abuse^ 

Reports of Abuse History 

Group assignment of participants in this study was determined in a hierarchical 

fashion^ If a participant endorsed sexual abuse by self-report on the PES he/she was 

assigned to the sexual abuse group regardless of the reported presence or absence of other 

types of abuse^ If a participant denied sexual abuse and reported physical abuse, he/she 

was assigned to the physical abuse group regardless of the presence or absence of 

psychological abuse. If a participant denied sexual and physical abuse but reported 

psychological abuse, he/she was assigned to the psychological abuse group. The validity 

of group classifications made using the PES was evaluated using regression to examine 

the relationship of the presence or absence of each abuse type to abuse severity as 

measured by its respective subscale on the CMQ. 
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The reported presence of sexual abuse was related to sexual contact abuse subscale 

scores and tiie reported presence of physical abuse was related to physical abuse subscale 

scores. In both cases the occurrence of psychological abuse slightiy increased the 

variance accoimted for on tiie respective abuse subscale. The presence of psychological 

abuse was related to scores on the psychological abuse subscale; however, the presence 

of physical abuse accounted for nearly twice tiie amount of variance on tiie PMQ as the 

presence of psychological abuse. This was unexpected; although, as already noted in the 

Results section, all individuals who consistentiy reported physical abuse in this study also 

reported psychological abuse. Thus, the PES abuse group assignments appeared valid 

and the occurrence of physical abuse concurrent with psychological abuse added 

predictability to the level of severity of malfreatment characteristics of psychological 

abuse. It may be that the perpefrator's willingness to inflict physical abuse on a child is 

indicative of a greater tendency or lack of confrol towards psychological abuse. 

The CMQ was effective in distinguishing the malfreatment characteristics of each type 

of abuse in participants who reported one, two, or all three types. Members of the 

physical abuse group reported more severe characteristics of psychological abuse than 

any other group and all groups reported more psychological abuse than the no abuse 

group. More severe physical abuse was reported in both the physical and sexual abuse 

groups than in the no abuse group and in the physical abuse group than in either the 

psychological or sexual abuse groups. More severe sexual abuse was reported in the 

sexual abuse group than in any otiier group. These results make sense with the 

hierarchical categorization into groups used in this study and have been unexpectedly 
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usefiil in verifying Briere's (1992a) hypothesis that psychological abuse is a core factor 

in any type of abuse^ Further research will need to be done to investigate the utility of the 

CMQ beyond college populations such as in a clinical sample. 

These results also emphasize the fact that one type of abuse rarely occurs in isolation, 

consistent witii tiie conclusion made by Higgins and McCabe (2001) in their literature 

review. It is common for victims of sexual abuse to also experience physical abuse and 

psychological abuse (50% and 55.9% of the consistent responders in this study) and it is 

common for physical abuse victims to also experience psychological abuse (100% of the 

consistent responders in this study). Of the 68 who consistentiy reported psychological 

abuse, only 19 reported no other type of abuse. Given the uncertainty regarding the 

common versus differential effects of abuse, it is important to study the abuse types 

together in order to ultimately tease out the contributing effects of each type or the 

resulting interaction effect. 

Consistent versus Inconsistent Responders 

Not all participants who initially reported abuse on the PES followed instiaictions and 

completed the SSA regarding that abuse type. Of tiie 86 placed in the sexual abuse 

category based on the PES, only 34 described sexual abuse on the SSA. Of the 81 in the 

physical abuse group, only 30 described physical abuse on the SSA. Of the 83 in the 

psychological abuse group, only 19 described psychological abuse on the SSA. This 

smaller group of participants were labeled consistent responders. friconsistent responders 

were those who described a type of abuse (no abuse, sexual, physical, or psychological) 
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on tiie SSA different than tiiat of tiieir initial classification. Differences between 

consistent and inconsistent responders were evaluated on abuse characteristics and on 

family fimctioning, as well as on symptom outcome (trauma symptoms and social 

adjustment). 

Consistent responders reported more severe maltreatinent characteristics than 

inconsistent responders on tiie CMQ subscale for their respective type of abuse. 

Consistent responders in tiie sexual abuse group described more severe physical and 

sexual abuse tiian did their inconsistent counterparts. Consistent responders in the 

physical abuse group reported more severe physical abuse but, logically, displayed no 

difference in sexual abuse severity than inconsistent responders • If we presume 

consistent responders are those more willing to acknowledge and consistentiy describe 

their abuse, this documents an apparent reluctance on the part of some physical and 

sexual abuse survivors to disclose abuse events^ That proclivity was not apparent in 

victims of only psychological abuse^ 

The same general pattern was revealed in close, responsive and democratic family 

functioning, with consistent responders reporting poorer family functioning than 

inconsistent responders^ It may be that individuals who have been able to process and 

acknowledge their abuse history are also more inclined to acknowledge a dysfunctional 

pattern in their family of origin^ This pattern was not the case, however, for the 

stmctured, hierarchical, and religious factor or for the enmeshed factor̂  This pattern was 

partially apparent in responses of consistent and inconsistent groups regarding symptom 

outcome, with consistent responders reporting more tiauma symptoms but no difference 
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in social adjustinent^ Overall, differences in the constmcts of interest were more easily 

detected in consistent responders who were apparentiy more willing to disclose their 

abuse. Subsequent analyses were therefore done using this smaller group of participants. 

Further stiidy regarding the differences between consistent and inconsistent responders 

and tiieir effect on reported outcomes would be interesting. 

Adequacy of the Social Sequelae of Abuse 

With the validity of group classifications established and the participants narrowed to 

consistent responders, it was appropriate to begin evaluation of the hypotheses of the 

study. It was expected that the SSA would provide adequate psychometiic properties. 

Item-scale consistency was good for the Denigration, Secrecy, and Threat subscales of 

the Social Sequelae of Abuse (SSA) and adequate for the Isolation and Tmst subscales. 

Test-retest validity followed the same pattern with good results for the Denigration, 

Secrecy, and Threat subscales, and adequate results for the Isolation and Tmst subscales. 

Scale consistency was determined for the distinct abuse groups and revealed an especially 

poor value for the Secrecy subscale in the psychological abuse group and also a low 

value for the Tmst subscale in the sexual abuse group. The high number of "0" responses 

in that category indicates that the secrecy constiiict is of little relevance in individuals 

who endure psychological abuse without other types of abuse. It may be that the SSA 

appears less relevant to individuals who experienced psychological abuse only, with 

psychological abuse being more difficult to discuss since it is a more nebulous concept 

and more difficult to establish a definition. Of tiie 86 participants who initially reported 
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psychological abuse, only 34 (40%) described it in later portions of the stiidy. Despite 

tiie low consistency of the scale in the psychological abuse group, the scale retained an 

overall high consistency for the Secrecy consti^ct. Surprisingly, there was also low 

consistency in the tiiist violation constioict for sexual abuse victims (the alpha value was 

.49 compared to tiie other scales which all had a value of at least .63). It is unclear as to 

tiie reason for this but possibly, since this population includes relatively higher 

functioning individuals (able to function in a college environment) who experienced 

sexual abuse, the sense of befrayal may be less consistent than would be expected in 

those individuals who experience more severe consequences^ 

Social Context. Family Environment, 
and Symptom Outcome 

No predictions were made regarding abuse group differences on the SSA subscales. It 

was found that the sexual abuse group experienced more demand for secrecy and felt 

more threatened by their abuser than did individuals in either the physically or 

psychologically abused groups. This would make sense in light of the social stigma 

placed on sexual abuse. Denigration was greater for physical abuse victims than for 

sexually abused. Tmst violation was greater for psychologically abused than sexually 

abused victims, although this should be interpreted with consideration of the lower 

consistency of that constmct on the SSA. It is possible that, for the current sample, 

perpetrators of psychological abuse were more often those in whom the survivor had 

invested a higher degree of tmst or dependency that could be betiayed. Betrayal might 

less often be experienced if the perpefrator is not a parent or other close family member 
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or if the perpetiator had never been tiiisted prior to the abuse. Isolation was at the same 

level for all tiu-ee groups. The Isolation subscale had relatively low reliability, which 

may have contiibuted to its inability to distinguish between the groups, or it may be that 

all abuse types do, in fact, result in a similar level of isolation in victims. 

It was expected tiiat all abuse groups would differ from the no abuse group and have 

poorer family fimctioning on the three factors of the FFS. All abuse groups were lower 

in close, responsive, and democratic functioning than the no abuse group. The physical 

abuse group also reported lower close, responsive, and democratic family functioning 

than the sexual abuse group. Only the physical abuse group was lower in stmctured, 

hierarchical, and religious functioning than the no abuse group. There were no 

differences between groups in regard to family enmeshment^ It may be that the latter 

two factors are less related to the health of family functioning, as opposed to other 

stylistic family characteristics, than the close, responsive, and democratic factor̂  These 

results are consistent with earlier research that found sexually abused individuals reported 

less cohesion and adaptability in their families of origin (Harter et al, 1988) and with the 

proposal that social context and family environment serve as a moderator/mediator in 

abuse outcome (Cole &. Putnam, 1992; Finkelhor, 1988; Harter et al, 1988; Malinosky-

Rununell & Hansen, 1993; Stevenson, 1999)̂  

Regarding the severity of outcome in abuse victims, as expected, all abuse groups 

reported more trauma-related symptoms than the no abuse group^ Even in this relatively 

higher functioning population of college students, each abuse group displayed a 

measurable level of tiauma symptoms (depression, anxiety, sleep disttirbances, sexual 
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difficulties as measured by the TSC)^ However, poorer adjustinent in the sexual abuse 

group than in tiie no abuse group was the only difference identified in social adjustment. 

Social adjustinent difficulties might be less apparent in this population since it excludes 

individuals who have severe enough social outcome that they are not able to fiinction in a 

college environment. 

Contributions to Variance in Symptom Outcome 

Although tiie social context of abuse as measured by the SSA did not make a unique 

contribution towards the prediction of current functioning in abuse groups, a number of 

interesting points were identified. The characteristics of sexual abuse as measured by the 

SAQ in this study do not appear to contribute to the prediction of tiauma symptoms or 

social maladjustment when considering only abuse victims (leaving out the no abuse 

group). It is possible that this population of sexual abuse victims (those able to fiinction 

academically at a college level) represents individuals who develop less severe trauma 

symptoms and social maladjustment and; therefore, do not experience consequences that 

are distinguishable from other abuse groups. In the same manner, characteristics of 

physical abuse do not appear to contribute to the prediction of social maladjustment 

among participants who experienced abuse. It is again possible that higher functioning 

individuals with a history of physical abuse experience social maladjustment at a level 

that is not distinguishable from the otiier abuse groups. However, other possibilities 

include the notion of a conunon effects view of abuse as reviewed earlier in the 

Infroduction or that the presence of psychological abuse is in fact a sfronger indicator of 
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final outcome in abuse victims, as hypothesized by Briere (1992a). Symptoms of trauma 

were related to botii psychological abuse and physical abuse and social maladjustinent 

was related only to psychological abuse. Many of the same individuals who endured 

physical abuse also reported psychological abuse and it may be that the two together 

result in the higher level of tiauma as compared to social maladjustment. 

Although not to the same extent as abuse characteristics, family fiinctioning and social 

context appear to influence the effects of types of abuse. Reduced close, responsive, and 

democratic families, and reduced sti^ctured, hierarchical, and religious families are 

related to botii tiauma symptoms and social maladjustment. The social element of 

isolation was also related to both measures of outcome and appears to be an important 

constmct in the determination of abuse consequences. Denigration was related only to 

social maladjustment without the same impact on tiauma symptoms and Threat to 

Relationships was related to tiauma symptoms but not to social maladjustment. 

Overall, abused individuals were shown to differ from the no abuse group in abuse 

characteristics; in close, responsive, and democratic family functioning; and in trauma 

symptom outcome, with the sexual abuse group the only one showing more severe social 

maladjustment. There was, however, essentially no distinction between the groups who 

endured abuse on symptom outcome. These results are consistent with Wind and 

Silvem's (1992) assertion that it is the severity of abuse that is associated with the level 

of impact on adults as well as the concept of general malfreatinent consequences that 

result in little differences between abuse groups (Crittendon & Ainsworth, 1989; Harter 

& Taylor, 2000). This provides more evidence for the common effects view of abuse, but 

86 



should be confirmed in populations of individuals who have experienced more severe 

abuse. 

Regardless of the similar outcomes demonstiated in groups who experienced some 

type of abuse, tiiere were several distinctions between groups on abuse characteristics as 

measured by tiie CMQ, on tiie close, responsive, and democratic family factor, and on the 

social constincts as measured by tiie SSA. Although the SSA originated as a measure of 

social consti^cts in victims of sexual abuse, these results indicate that it also has potential 

applicability for victims of psychological and physical abuse. Differences were identified 

between abused groups in a variety of patterns on each of the constmcts measured by the 

SSA with the exception of the Isolation subscale^ These distinctions may be important in 

research and treatment contexts even without notable differences in outcome measures^ 

Limitations, Future Research, and Clinical Relevance 

A number of limitations are evident in this study. As noted in the above discussion, a 

major limitation is the use of a college population. College populations in abuse research 

typically represent a higher functioiung group with relatively mild experiences making it 

inappropriate to generalize beyond that group (PRCAN, 1993; Fox & Gilbert, 1994). 

Alternative populations include those from government agencies and clinical samples. 

Drawbacks to the use of agency samples include differing reporting patterns that reflect 

the variety of definitions used in different locations and cultural differences in what 

constitutes abuse. Mandatory reporting may lead to distorted responses and agencies 

frequentiy do not record information needed for research including the category of 
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malfreatinent, duration, intensity, source, timing, and social context (PRCAN, 1993). 

Additionally, it is estimated that only 5-7% of abused children come to the attention of 

authorities (Moeller, Bachman, & Moeller, 1993). Sole reliance on substantiated cases 

may lead to misclassifying tiie type of maltreatment (e.g ,̂ inadequate evidence of likely 

sexual abuse may result in classification as neglect)^ According to Fergusson and 

Lynskey (1997), the use of agency samples, as well as clinical samples, may result in 

selection biases tiiat may lead to artifactiial relationships between a history of abuse and 

outcome risks^ Ideally, investigators would make use of community samples and conduct 

prospective stiidies but tiiis is difficult to accomplish (PRCAN, 1993). 

More research is needed to both investigate the utility of the CMQ and the SSA and to 

confirm the study results in a clinical sample. Another perspective regarding sampling is 

provided by Rind et al. (1998) who claim that it is the clinical population who are 

unusual regarding a higher severity of outcome, rather than a college student population 

having generally lower severity outcome^ Additionally, the study utilized retrospective 

self-reports of childhood abuse experiences and family environments allowing for 

overreporting, underreporting, and distortion, as well as limiting knowledge regarding the 

order of events described. The small sample size used in the regression analyses 

contributed to low power. Further study using larger samples and stmctural equation 

modeling would help determine if the lack of unique predictive ability attiibuted to the 

Social Sequelae of Abuse was due to this lack of power or to an actual lack of 

significance beyond family functioning and the abuse itself 



Differences identified here regarding consistent and inconsistent responders point to 

the potential importance of an awareness of participants' willingness to report abuse. 

Consideration should be given both in a research environment in which inaccurate 

reporting will influence results and in a clinical setting in which establishment of tmst 

may be necessary in order to gain accurate information for tieatment purposes. 

Identification of tiiird variables tiiat influence adult adjustment can be important in a 

clinical context, friterventions tiiat address the level of isolation and denigration in a 

survivor, for example, may lead to improved social functioning and ultimately a better 

outcome^ Screening information regarding environment in the family of origin can also 

assist with freatment planrung and prevention^ 

One of the most neglected types of abuse in research and freatment is psychological 

abuse (PRCAN, 1993)̂  It does not have the same social stigma as sexual abuse, nor the 

same visible evidence as physical abuse making it more difficult to define and identify^ 

The results of this study point to the importance of assessing for the presence and severity 

of psychological abusê  It has significant impact on outcome and it frequently occurs in 

conjunction with sexual abuse and/or physical abusê  In fact, the co-occurrence of 

physical and psychological abuse appears to be especially harmful 
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Alexander, P. Ĉ  (1992). Application of attachment theory to tiie stiidy of sexual abuse. 
Journal of Consulting and Clinical Psvchologv. 60. 185-195. 

in Baron, R. M., & Kenny, D. A. (1986). The moderator-mediator variable distinction... 
social psychological research: Conceptiial, sfrategic, and statistical considerations. 
Journal of Personality and Social Psychology. 5. 1173-1182. 

Beitchman, J. H ,̂ Zucker, K̂  Ĵ , Hood, Ĵ  E., DaCosta, Ĝ  A ,̂ Akman, D ,̂ & Cassavia, E. 
(1992)^ A review oftiie long-term effects of child sexual abuse^ Child Abuse and 
Neglect. 16.101-118 

Bloom, B̂  L̂  (1985)^ A factor analysis of self-report measures of family fiinctioning^ 
Family Process, 24. 225-239^ 
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Spiegel, D. (2001). The effects of child sexual abuse: Comment on Rind, 
Tromovitch, and Bauserman (1998). Psychological BuUetin. 127. 715-733. 

91 



Demare, D̂  (1996)^ The childhood maltreatment questionnaire: Examining long-term 
correlates of childhood maltreatinent. Paper presented at the 104th Annual 
Convention of tiie American Psychological Association, Toronto, Canada. 

Demare, D. & Briere, J. (1994). Childhood maltreatinent and current symptomatology in 
1.1179 university stiidents. Paper presented at the 102"'* Annual Convention of 
the American Psychological Association, Los Angeles, CA. 

Donaldson, M. A., & Gardner, R. (1985)^ Diagnosis and freatinent of fraumatic stress 
among women after childhood incest. In Figley, C R., (Ed.), Trauma and Its 
Wake. Vol. I (pp. 356-377). New York: Bruner/Mazel 

Edwards, D̂  W ,̂ Yarvis, R., MueUer, D̂  P ,̂ Zingale, Ĥ  C ,̂ & Wagman, W^ Ĵ  (1978). 
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Erbes, C R., & Harter, Ŝ  L. (1999)^ Domain-specific cognitive complexity in survivors 
of child abuse^ Joumal of Constmctivist Psvchologv, 12, 215-238^ 

Feinauer, L̂  L. (1989)^ Comparison of long-term effects of child abuse by type and be 
relationship of the offender to the victim^ The American Joumal of Family 
Therapy, 17, 37-52^ 
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MODERATOR AND MEDIATOR VARIABLES IN THE STUDY OF 

THE LONG-TERM EFFECTS OF PHYSICAL ABUSE 

Initial abuse research was predominantly retrospective and correlational, limiting 

ability to identify definite causal relationships (Briere, 1992b)̂  Replication and meta

analyses have allowed for tentative conclusions regarding the long-term correlates of 

childhood malfreatinent and there is general agreement that child abuse is associated with 

a range of negative consequences in adulthood^ The current research emphasis is on 

developing models that account for the influence of third variables and explaining the 

processes by which abuse results in highly variable outcomes^ Moran and Eckenrode 

(1992) noted that there are substantial individual differences in the impact of 

malfreatment and other researchers concluded that the effects of abuse are not universal 

and the mechanisms from abuse to adult consequences have not been clearly delineated 

(Romans, Martin, Morris, & Herbison, 1999). Thus far, a greater focus has been put on 

the impacts of sexual abuse than on physical or psychological abuse (Briere, 1992a). 

While the extent to which each type of abuse generates either common or specific 

patterns is still in question (Mullen, Martin, Anderson, Romans, & Herbison, 1996), 

knowledge gained regarding sexual abuse can contribute to efforts to gain a greater 

understanding of the impact ofchild physical abuse. 

Studies examining outcome in sexually abused children have shown that between 20% 

and 50% are asymptomatic when evaluated with measures commonly used in child 

psychopathology research (Spacarelli, 1994). Other sources concluded that forty percent 

of victims of sexual abuse suffer aftereffects serious enough to require therapy in 
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adulthood (Browne & Finkelhor, 1986), but millions of them lead successftil lives 

without any fonn of therapy (Feinauer, 1989)̂  Numbers specific to resiliency in physical 

abuse victims are not available but it is likely that, in addition to those identified specific 

to physical abuse, many of the same third variables identified in instances of sexual abuse 

also serve to influence physical abuse outcomes^ This paper will address the influence of 

moderator and mediator variables on outcomes of physical abuse and necessarily, also 

consider what has been found regarding sexual abuse^ A description of each category of 

moderators and mediators will be given including identification of relevant models, with 

more details incorporating all the elements of each model given in a separate section 

below^ 

Moderator Variables 

Malinosky-Rummell and Hansen's (1993) review of the effects of physical abuse 

included a look at four classifications of moderator variables, which are not mutually 

exclusive, that affect the relation between physical abuse and its long-term effects^ A 

moderator variable is a qualitative or quantitative variable that "affects the direction 

and/or sfrength of the relation between an independent or predictor variable and a 

dependent or criterion variable" (Baron & Kenny, 1986, p̂  1174). Moderators may 

interact with each other or with the consequences of abuse, and outcomes might be a 

result of the abuse itself, moderators, other factors, or an interaction of these. 
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Malfreatinent Characteristics 

Malinoksy-Rummell and Hansen's (1993) first category of moderators is maltreatment 

characteristics and includes variables that are associated with the abusive incident such as 

tiie perpefrator's gender and relationship to the victim, the occurrence of other forms of 

malfreatinent, and tiie number of abusive caretakers. Age at onset, age at termination, 

duration, and frequency have not been measured well enough in physical abuse to 

determine tiieir effect (Malinosky-RummeU & Hansen, 1993), but these factors have been 

shown to moderate the outcome of sexual abuse (Browne & Finkelhor, 1986). Wind and 

Silvern (1992) concluded in their study that it is the severity of abuse, both physical and 

sexual, that is associated with the level of impact on adults rather than the type of abuse. 

They measured physical abuse severity using five items from the Conflict Tactics Scale 

including instances of being punched, kicked, bitten, beaten up, or threatened with a 

weapon. Severity was also reported by Runtz and Schallow (1997) to influence the 

outcome of physical abuse. They considered the frequency on a five-point scale of eight 

parental behaviors and whether or not physical injury occurred to determine a severity 

level of physical abuse. Factor analysis was used to divide the items into severity ranges 

from none, to low, intermediate, and high^ Contrary results were obtained by Romans, 

Martin, Anderson, O'Shea, and Mullen (1995) who showed that severity and relationship 

of the perpefrator did not affect Present State Exam scores or level of self-esteem in 

survivors of sexual abuse, altiiough frequency of abuse did^ 

Abuse researchers tend to overiook other forms of malfreatinent, although physical, 

psychological, and sexual abuse often occur together (Briere, 1992b). Malfreatment 
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rarely exists in pure forms and multiple forms of abuse in the same family are the mle 

ratiier tiian tiie exception. There may be more than one form of maltreatment in a given 

incident or tiiere may be multiple forms of malfreatment at different times (Kinard, 1994; 

Mullen et al , 1996). When multiple forms of maltreatinent occur, either concurrently or 

not, the question is whetiier the outcome is a result of the most recent form of abuse or 

tiie cumulative effects of abuse. Furthermore, psychological abuse occurs frequently and 

could be considered a component of any other type of abuse. In a stiidy done by Briere 

and Runtz (1990), it was found that various forms of abuse covaried and each type 

correlated witii several later psychosocial difficulties, but when the other forms of abuse 

were confroUed, each type of abuse had a smaller number of unique psychological 

correlates. 

Several models, which will be explained in more detail below, incorporate abuse 

characteristics in their explanation of adult outcome. Cole and Putnam (1992) proposed a 

model based on a developmental psychopathology perspective in which specific abuse 

variables act as moderators and influence development, which in turn affects 

psychosocial symptoms. Spacarelli (1994) described a fransactional model that 

conceptualizes sexual abuse as a sfressor which consists of abuse events, abuse-related 

events, and disclosure-related events that can increase the risk for maladaptive outcomes. 

His model was developed with a focus on sexual abuse but has relevance for physical 

abuse. The first element of Spacarelli's (1994) model is the prediction that poor 

outcomes increase as a function of the total abuse stiess across the three categories of 

sfressful events. Abuse events in Spacarelli's model which fit Malinosky-Rummell and 

102 



Hansen's (1993) classification of maltreatment characteristics include factors regarding 

the type of exposure such as whether incidents are repeated and the severity, with more 

serious forms of abuse expected to cause greater disfress. 

The fraumagenic dynamics model of abuse proposed by Finkelhor (1988) focuses on 

sexual abuse, incorporating some of the elements of a PTSD model and adding a 

potential explanation for outcomes in abuse of the non-PTSD variety, making it more 

specific to abuse. Four dynamics are proposed to account for the impact of sexual abuse: 

fraumatic sexualization, betrayal, stigmatization, and powerlessness. A "tiaumagenic 

dynamic" is an experience that can alter a child's cognitive or emotional orientation to 

tiie world and can cause trauma by distortion of the child's self-concept, worldview, or 

affective capacities. Attempting to cope with the world with these kinds of distortions 

results in psychological and behavior problems typical of victims of abuse. Although 

Finkelhor focused on sexual abuse, the betrayal, stigmatization, and poweriessness 

elements make his model applicable to physical abuse and can be included in the 

malfreatinent characteristics category of Malinosky-Rummell and Hansen (1993) that 

influence the outcome of abuse. 

Individual Factors 

The second category of moderators according to Malinosky-Rummell and Hansen 

(1993) is individual factors tiiat pertain specifically to the abused individual such as age 

at victimization and gender. Additional individual factors include current age or 

developmental level, biological factors such as central nervous system injury, cognitive 
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factors, emotional states, and psychosis (Malinosky-Rummell & Hansen, 1993). The 

element of befrayal in Finkelhor's (1988) model may be considered an individual factor 

as well as a malfreatinent characteristic in that it involves how "taken in" the child feels 

by tiie offender regardless of who it is. Briere's self-trauma model (1992a, 1996) utilizes 

individual factors and explains tiiat early and severe child maltreatinent intermpts normal 

child development and tiie normal acquisition of self skills. Trickett and McBride-Chang 

(1995) approached abuse from a developmental perspective by attempting to 

determine/vmderstand how child abuse interferes with development at the time it occurs 

and how it affects the resolution of later developmental processes in adolescence and 

adulthood^ 

Family Factors 

Family factors are Malinosky-Rummell and Hansen's (1993) third category of 

moderators and include exposure to family violence and family distress including living 

in disadvantaged homes, other childhood adversity, exposure to other forms of abuse 

(Fergusson & Lynskey, 1997), parent-child conflict, parental conflict, witnessing or 

participating in sibling violence, parental substance abuse, familial psychiatric illness, 

parental criminal behavior (Malinosky-Rummell & Hansen, 1993), and level of parental 

warmth (Wind & Silvern, 1994)̂  Wind and Silvem (1994) identified the influence of 

both parental warmth and nonabusive family sfressors on symptom disfress, although 

they apparentiy mislabeled these variables as mediators rather than moderators according 

to the Baron and Kenny (1986) definitions^ Zlotnick et al (1995) showed that sexual 
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abuse survivors who had witnessed physical or sexual abuse or who experienced physical 

neglect had greater dissociation experiences than those who had not̂  Mullen et al (1996) 

found that in those who call tiiemselves shy and those who did not have a special friend 

or confidant, factors including parental separation during childhood, single parents, 

violence between the parents, and poor mental health, including alcohol and dmg abuse 

in a parent, were each associated with some form of abuse^ In Spacarelli's (1994) model, 

abuse-related events of relevance include family conflict such that heightened parental 

conflict and impaired family role functioning could be antecedents or results of abuse. In 

situations where variation in family variables is a pattern prior to the abuse and interacts 

with abuse characteristics to influence outcome, the family variables are serving in the 

capacity of a moderator. In situations where variation in family variables is the result of 

the abuse and contributes to outcome, the family variables are serving in the capacity of a 

mediator and will be discussed later. 

Environmental Factors 

The final category of moderators identified by Malinosky-RummeU and Hansen 

(1993) is environmental factors and consists of variables outside the family. These 

include supportive social relationships, participation in therapy, number of sfressfiil 

events, and school experiences. Socioeconomic status has not yet been investigated, 

although it has been implicated as having a moderating role (Malinosky-RummeU & 

Hansen, 1993). Runtz and Schallow (1997) reported that the presence of a supportive 

adult is a factor in the outcome of physical abuse^ hi confrast, one stiidy focusing on 
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dissociation associated with sexual abuse found that, although close relationships 

contiibute to a reduction in the effects of adversity, they may not have a significant 

impact on the effects of trauma, especially chronic trauma (Zlotnick et al, 1995)̂  In 

Spacarelli's (1994) model, environmental factors that serve as moderators include 

disclosure related events and level of social support^ These are seen as influential in the 

causal chain between abuse and appraisals and coping, which in turn, affect 

psychopathology^ Disclosure-related events include removal from home, investigative 

interventions, and involvement in perpefrator adjudication^ 

Resiliency Factors 

Not considered separately in Malinosky-Rummel and Hansen's (1993) categorization 

scheme for moderators are factors that contribute to resiliency in abuse survivors. 

Resiliency can be defined as "the power or ability to retum to original form or position 

after being bent, compressed, or stretched, as well as the ability to overcome adversity, 

survive stress and rise above disadvantage" (Valentine & Feinauer, 1993, p. 222). 

Spacarelli and Kim (1995) thought of the concept of resilience as the phenomenon of 

maintaiiung adaptive functioning in spite of serious risk hazards, although operationally 

they used a definition that consisted of a lack of clinical symptoms of depression, anxiety, 

and aggressiveness in giris ages 10-17 years of age who had experienced sexual abuse. 

Mrazek and Mrazek (1987) sununarized ideas pertaining to resiliency and described it 

as a relative concept that can change over time and is affected by both the environment 

and by genetics. They reported that in resilience, protective factors including personal 
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characteristics, abuse-specific factors, and life circumstances, alter a child's response to 

malfreatment. Personal characteristics adopted for survival may become maladaptive if 

ovemsed and/or not given up when the sfressor ceases. Poor outcome is most likely to 

occur when a child's life circumstances fail to change and the environment never 

becomes secure^ Personal characteristics do not have to be pleasant or desirable for them 

to improve survival and life experiences do not have to be positive or beneficial The 

characteristics that contribute to resiliency may cause the child to appear odd, 

imbalanced, or inhibited in some contexts and may interfere with normal social 

interaction if they persist after the malfreatment has discontinued. 

In general, moderator variables, singly or in combination, that improve outcome in 

abuse survivors can be thought of as resiliency factors. For example, Spacarelli's (1994) 

model specifically allows for the influence of the resilience of the individual, including 

variables of personality factors and developmental level These infrapersonal variables 

(moderators) are seen as potentially affecting each link in the causal chain between abuse 

and appraisals and coping which, in ttim, affect psychopathology. A model developed by 

Carlson, Furby, Armsfrong, and Shlaes (1997) utilized moderators from each of 

Malinosky-RummeU and Hansen's (1993) four categories as well as resiliency factors to 

explain tiie long-term effects of fraumatic abuse. Other moderators that can be 

considered resiliency factors, depending on cfrcumstances, include self capacities (Briere, 

1992a, 1996), parental warmth (Wind & Silvem, 1994), lack of other forms of 

malfreatinent, participation in therapy, school experiences (Malinosky-Rummell & 
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Hansen, 1993), social support including a supportive adult (Runtz & Schallow, 1997), 

and removal from a maltreating home (Spacarelli, 1994). 

In stiidying victims of physical and sexual abuse, Moran and Eckenrode (1992) chose 

to examine two personality characteristics, locus of control and self-esteem, because of 

their importance in studying resilience in children experiencing stressors other than 

abuse. They were also interested in the development level at the time malfreatment 

began and its influence on the development of protective personality characteristics in the 

individual. They fotmd that, indeed, locus of confrol and self-esteem, along with group 

status (malfreated vs. confrol group) influenced level of depression. Self-esteem and 

locus of confrol interacted with malfreatment status to affect depression, identifying the 

two as protective factors against depression in maltreated individuals. It was also found 

that individuals who experienced long-term abuse were less likely to possess protective 

factors than those experiencing abuse of a shorter duration, presumably because 

protective factors develop the most rapidly in early childhood and are more likely to be 

interfered with in longer durations of abuse. 

Valentine and Feinauer (1993) did a study with sexual abuse victims to explore what 

kind of experiences were perceived as helpful in overcoming a history of abuse. Many of 

these concepts have potential benefit for application to situations of physical abuse. 

Resiliency themes identified included the ability to find emotional support outside the 

family, self-regard or the ability to tiiink well of oneself, religion or spiritiiality, external 

attributions of blame and other attribution styles, and an inner directed locus of control. 

Social support came from school and church and often led to a good marriage which 
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itself contiibuted to well being. Self-regard contributed to the ability to take steps to 

move away from home, go back to school, start a career, get into good relationships, and 

get out of bad ones. Spiritiiality contiibuted to making sense of the situation, gaining 

sfrength, and believing in one's own worth and religious activities provided interaction 

with supportive people and the feeling of a purpose in life. The ability to perceive a 

future free from the abuse as well as an intemal locus of control, which allowed for the 

ability to be self-directed, assume responsibility for oneself, make decisions, and look out 

for oneself, contributed to positive outcome. External attribution of blame allowed for 

the realization that the abuse was not the individual's own fault. 

Feinauer and Stuart (1996) explored attributions of blame more in depth. In women 

between the ages of 18 and 65 with a history of sexual abuse, those who blamed 

themselves for the abuse had more symptoms than those who did not, and those who 

blamed fate or bad luck had more symptoms than those who did not. Those who blamed 

both themselves and fate had more symptoms than those who did not blame both and 

those who blamed the perpetrator had fewer symptoms than those who did not. 

As noted by Feinauer and Stiiart, it may be that blaming the self for the abuse is 

completely distinct from responsibility for recovery. Their results correspond to those 

expected from attibutional theory and conventional wisdom which say that intemal causal 

attributions result in poor outcomes. However, results confradict tiie expectation that 

external blame allows for a feeling of personal efficacy and contiol that might improve 

symptoms. Blaming the self is not seen as an empowering stance, nor is blaming fate or 
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bad luck. It may be that any stance that disempowers the victim is problematic, whether 

it be intemal or extemal, but this has not been verified. 

Romans et al. (1995) used tiie Present State Exam and a dimensional measure of self-

esteem to stiidy which factors influence the impact of abuse on adult psychological 

function. They noted that societal factors and temperamental variables have not been 

investigated as tiioroughly as family fiinctioning and characteristics of the abuse itself 

Adolescent variables in their study that improved outcome included a good relationship 

with the father and achievement in academics or sports. 

[T]here may be a therapeutic role for child sexual abuse victims to use sport 
as a sfrategy for allowing their bodies, hitherto a vehicle for distress, to 
become a source of [self-esteem] and pride. Many sexually abused women 
are disgusted by their body's shape and function. Sporting prowess may help 
them to change these cognitions. The tension reduction and non-specific 
improvement in general physical health are probably also important. 
(Romans et al,I995, p. 139) 

These benefits might also apply to physical abuse victims and warrant further study. 

In summary, numerous moderator variables including resiliency factors have been 

found to be associated with outcome in abuse victims. A number of the resiliency factors 

mentioned may also serve as mediators depending on the situation. For example, abuse 

characteristics can affect development level, self-esteem, locus of contiol, and 

attributions which can then affect the severity of symptoms. Additional mediating 

factors, including some moderator variables tiiat may serve as mediators in certain 

circumstances, also serve to influence the level of impact on survivors of abuse. 
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Mediators 

Baron and Kenny (1986) described a mediator as causally subsequent to a predictor 

and stated tiiat a mediator can shift its role from effects to causes depending on the focus 

of tiie analysis. "[A] given variable is said to fiinction as a mediator to the extent that it 

accounts for tiie relation between tiie predictor and the criterion" (Baron & Kenny, 1986, 

p. 1176). Understanding a mediating variable helps explain why abuse effects occur̂  

The second major element of Spacarelli's (1994) model after the role of abuse stress 

already described, is that the effects of the abuse and related life events on the victim are 

mediated by negative cognitive appraisals and maladaptive coping strategies^ Harter and 

Vanecek (2000a) investigated the role of cognitive assumptions, as outiined in Janoff-

Bulman's (1992) cognitive model of tiauma, the Assumptive World, in mediating long-

term negative effects associated with a history of abuse^ They found that the combined 

effects of physical, sexual, and emotional abuse were related to negative assumptions of 

self-worth and to symptom disfress^ Although the relationships suggest that assumptions 

regarding self-worth may mediate symptom disfress, the covariance stmcture suggested 

that it was even more likely that the direction of causality was from symptom distress to 

assumptions about self This stiidy illusfrates the difficulty drawing causal concusions 

from cross-sectional data^ The direction of mediating relationships would need 

confirmation through longitudinal studies^ 

Romans et al (1999) stiidied the influence of coping styles, as measured by the 

Defense Styles Questionnaire, on abuse outcome. Three levels of defense style matiirity, 

identified by factor analysis, were utilized. Matiire defenses included humor. 
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suppression, sublimation, and anticipation. Neurotic defenses included reaction 

formation, idealization, pseudo-altmism, and undoing. Immature defenses included 

dissociation, rationalization, autistic fantasy, displacement, isolation, devaluation, 

splitting, denial, passive-aggression, somatization, acting out, and projection. Four 

immature defenses (autistic fantasy, displacement, passive-aggression, and projection) 

were found more frequently in women reporting sexual abuse than in those who did not. 

Only the immature defense styles group differed between groups with and without abuse, 

with women who reported abuse showing greater use of immature defenses. The use of 

four immature defenses (displacement, passive-aggression, somatization, and projection) 

were found most in women with the most severe childhood abuse. The authors 

concluded that the use of immature defense styles may be part of the process in which the 

tiauma is converted into later dysfunction that includes psychiatric disorders and low 

self-esteem. These immature coping styles are at least partially a result of the abuse and 

act as mediators^ 

Runtz and Schallow (1997) stiidied 302 college stiidents, 29% of whom reported 

childhood physical abuse, and found that the effects of the abuse were mediated through 

social support and coping mechanisms^ Social support consisted of support from family 

and support from fiiends^ Coping mechanisms included the three dimensions of 

avoidance, self-destmctive behaviors, and expressive/cognitive factors^ 

As noted earlier, family environment may fiinction as a mediator in addition to its role 

as a moderator^ Nash, Hulsey, Sexton, Harralson, and Lambert (1993) found that the 

family of origin was less cohesive, expressive, sociable, ideal, and democratic, and more 

112 



conflictual, enmeshed, autiioritarian, and prone to blaming others in families of sexual 

abuse victims than in families of nonabused participants^ Abused clinical participants 

reported more family pathology than nonabused clinical participants^ When family 

pathology was evaluated as a covariate, no main effect for abuse status was found on 

MMPI-based measures of general psychological impairment or on Rorschach constmcts. 

Abused participants were found to experience more dissociation than nonabused 

participants, but not when family pathology was used as a covariate. Nash et al. (1993, 

p. 282) stated that "[p]erceived family environment appears to be an important mediating 

variable in determining general level of adult psychological distiess, so important that we 

found no significant residual effect for abuse per se on the extent of general 

psychological impairment." However, it is possible that attributional distortions made by 

abuse victims about their family complicate interpretation of retrospective studies and 

sexually abused subjects may overestimate the degree of dismption in their family 

precisely because they were abused (Nash et al, 1993). Also, limitations of covariance 

methods make it difficult to draw firm conclusions regarding relative contributions of 

abuse and family environment (see Briere, 1992b; Briere & Elliot, 1993, Harter & 

Vanecek, 2000a). 

fri discussing her model, Alexander (1992, p̂  185) commented that "[a]ny attempt to 

predict the onset of abuse and its long-term effects must include a consideration of the 

family context that mediates the experience of the abuse^" She considered a more basic 

level of the family than did Spacarelli (1994) by examining how Bowlby's attachment 

theory and interactions in the whole family relate to long-term effects of abuse^ 
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Relevant Models 

Numerous models utilize a variety of the moderator and mediator variables discussed, 

both separately and in combination with others, to explain the mechanisms which result 

in various outcomes in individual abuse survivors^ Several of the models identified in the 

above discussion will be described in more detail in this section. 

Models That Incomorate Moderators 

Among the models that make use of moderators only is that of Cole and Putnam 

(1992) which considers abuse from a developmental psychopathology perspective and 

views malfreatment as affecting social fiinctioning and the development of self by 

interacting with specific moderating abuse variables. Examples include age at first 

sexual contact and number of developmental tiansitions during which the abuse persisted, 

as well as the child's coping ability and temperament, the family context, and the 

participation of the mother in the abuse. Development of the self includes physical and 

psychological self-integrity and the development of self regulatory processes, particularly 

regulation of affect and impulse confrol An important product of the model is the 

relevance of the social characteristics of abuse on influencing adult adjustments The 

overlap of effects of physical abuse with those of sexual abuse (specifically, tiie 

borderiine personality disorder, dissociation, somatization, substance abuse, and eating 

disorders mentioned by Cole and Putnam) make this model appropriate for consideration 

when stiidying physical abuse, especially considering that, according to Briere (1992a), 

most child abuse of all types occurs in a social context^ 
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Finkelhor's (1988) fraumagenic dynamics model, like that of Cole and Putnam (1992), 

incorporates moderators of tiie maltieatinent characteristic type^ Finkelhor identified four 

elements including fraumatic sexualization, befrayal, stigmatization, and powerlessness^ 

Each has tiie potential to distort the child's woridview and affective capacities resulting 

in psychological and behavioral problems^ 

The befrayal element of Finkelhor's (1988) model, in which the child discovers that a 

person on whom they were dependent has caused them harm, is present in most abuse 

situations^ Befrayal can occur at tiie time of the first abuse with the victim's realization 

that a person she tiiisted is freating her with disregard for her well-being, which is a 

possibility in physical abuse, or belatedly, when the child reaUzes she was tiicked into 

doing something bad through the use of lies, which is more specific to sexual abuse^ One 

factor in befrayal is the closeness of the relationship between the offender and the child^ 

Another factor is the extent to which the incident causes the child to feel "taken in" 

regardless of who the perpefrator waŝ  

The element of stigmatization in Finkelhor's (1988) model includes negative 

messages about the self such as evilness, worthlessness, shameflilness, or guilt that 

become incorporated into the child's self-image and communicated to the child^ 

Messages include blaming, denigrating, pressuring for secrecy, and attitudes and 

judgments from those around them. 

Finkelhor (1988) described powerlessness as including two components. The first 

occurs when the child's will, wishes, and sense of efficacy are repeatedly overmled and 

fiiisfrated, and in the case of sexual abuse, the experience of having one's body space 
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repeatedly invaded against one's wishes. Secondly, the child experiences the threat of 

injury or annihilation which is the traumatic dynamic present in catastrophic events and 

post tiaumatic stiess disorder. The feeling of poweriessness is exacerbated when 

attempts by tiie child to resist are unsuccessfiil Ongoing fear and anxiety, vulnerability, 

and enfrapment contribute to tiie dynamic. 

The fraumagenics dynamic model (Finkelhor, 1988) presumes that each of these four 

dynamics are present to different degrees in different abuse experiences. Also, since it is 

unusual to be able to say that a specific effect has a single cause, it may be that two or 

more dynamics in conjunction are required for the presence of some effects. Similar 

effects may have different manifestations depending on the dynamic it is associated with. 

This flexibiUty allows for application of the model to physical abuse. Although 

considered here in the context of malfreatment characteristics, the dynamics described 

may occur before, during, and after the abusive contact, including disclosure and 

intervention. For example, powerlessness continues in the aftermath of abuse with 

unwanted events such as the separation from family, prosecutions, and police 

investigations. 

Stevenson's (1999) model also incorporates moderator variables and extends beyond 

Finkelhor's (1988) traumagenics concept. He considered previous models inadequate in 

that they failed to incorporate features that are both specific to the abuse history and 

account for an individual's vulnerabilities, quality of family environment, and social 

response to disclosure of the abuse. Stevenson argued tiiat Finkelhor's four aspects of 

psychological functioning affected by sexual abuse also apply to physical abuse as well 

116 



as parental divorce, disasters, and other tiauma. Distinctive to sexual abuse is the fact 

tiiat all four processes are experienced to some degree, whereas physical abuse does not 

include tiie element of fraumatic sexualization. Stevenson added two factors to the 

fraumagenics model. The first is tiie need to deal witii the secrecy surrounding the abuse 

and tiie resulting fear and isolation. The second is more specific to sexual abuse and 

concerns tiie confusion resulting from possible pleasurable behavior which is also 

considered "naughty." 

Trickett and McBride-Chang (1995) utilized moderator variables of development as 

well as considered the distinction between conunon effects of maltreatinent on 

development and specific effects of different types of maltieatment including physical 

abuse, sexual abuse, and neglect. Three developmental domains were considered: 1) 

physical and motor status or development including chronic effects of malfreatment and 

illness, biological effects, and somatic complaints excluding acute injuries; 2) social and 

emotional development including personality and social relationships as well as behavior 

problems, psychopathology, and social deviancy; and 3) cognitive and academic 

development. Almost all the research that focuses on the effects of a history of physical 

abuse in adult survivors has been concerned with the social and emotional domain, 

particularly on psychopathology, according to Trickett and McBride-Chang (1995). 

Although no studies have been done on adults regarding the cognitive/academic domain, 

including occupational attainment, satisfaction, or success, logically, one could 

exfrapolate from the findings for childhood and adolescence and expect that physical 

abuse would result in lower educational attainment and thus, lower occupational 
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attaimnent in adults (Trickett & McBride-Chang, 1995). Two possible ways that adult 

stiidies can have a developmental approach include the consideration of the 

developmental stage in which abuse occurred and through which it persisted, and 

consideration of tiie developmental stage of the adult at the time of assessment. 

No apparent developmental tiends have been found specifically for physical abuse, 

but there is a consistency across age in problems displayed by maltieated (physically 

abused and neglected) children. Potential moderating variables important in development 

include gender; individual difference variables such as cognitive ability, self-esteem, and 

intemal locus of confrol; characteristics of the malfreatinent such as age at onset, 

frequency and duration, severity, violence, and relationship to the perpetrator; family 

environment including child-rearing style of parents, maternal support, family conflict, 

and family cohesion; and demographic characteristics such as socioeconomic statiis and 

race (Trickett «& McBride-Chang, 1995). 

Resiliency factors and variables from each of Malinosky-Rummell and Hansen's 

(1993) four categories of moderators are included in a model developed by Carlson et al. 

(1997) to explain both the long-term psychological effects of fraumatic abuse of children 

and the connections between traumatic abuse experiences and later tiauma symptoms. 

Their definition of abuse included aggressive acts directed toward a child that are not in 

the context of fighting between children. Traumatic abuse was described as including 

experiences of abuse that involve the threat of death, serious injury, or harm and that 

produce overwhelming fear responses and feelings of helplessness. The authors 
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acknowledged tiiat the distinction between abuse and traumatic abuse is a difficult one, 

but essential. 

Carlson et al. (1997) proposed three critical elements that serve as moderators and 

make an abuse event fraumatic, including uncontroUability, a negative valence, and 

suddenness. Individuals are disfressed by a lack of confrol over their environment when 

it includes possible painfiil experiences. In the context ofchild abuse, controllability is 

tiie child's perception of his ability to prevent abuse from occurring and controllability is 

not the same as predictability, which is the ability to know in advance that abuse will 

occur. Negative valence may be constmed if an event is physically painful or injurious, 

is emotionally painful, or is perceived as likely to cause physical pain or injury, 

emotional pain, or death. This depends on subjective factors and varies from one 

individual to another with his or her interpretation of the experience so that the 

experience of frauma may occur with the perception that a painfiil experience is very 

likely, regardless of whether it actually occurs. Suddenness involves discreet and abmpt 

events in which there is little time to process the event. Post fraumatic stress disorder is a 

likely response to a sudden negative experience, whereas depression is a likely response 

to a negative event that develops gradually over months or years. Viewing 

unconfrollability and negative valence from the positive perspective (controllability and 

perception of less pain) allows for their consideration as resiliency factors. 

Depression, aggression toward oneself or others, decreased self-esteem, disturbances 

in identity, difficulties in interpersonal relationships, and guilt and shame are potential 

secondary and associated responses to frauma (Carlson et al, 1997). Secondary 
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responses are those which occur as a resuU of a core response to trauma (e.g., aggression 

might lead to low self-esteem because of social disapproval). Associated symptoms are a 

result of exposure to concurrent elements in the environment (e.g., verbal denigration 

results in low self-esteem). According to this model, the moderators of biological factors, 

developmental level at the time of abuse, severity of the abuse, social context, and prior 

and subsequent life events are factors that account for variation in the long-term 

adjustment of the individual. 

Models That Incorporate Moderators and Mediators 

Briere (1992a, 1996) focused on tiie development of the individual characteristic of 

self skills which serves as either a moderator or a mediator, depending on the 

circumstances, and can assist in the accommodation of tiauma. If the level of trauma is 

beyond that which can be accommodated by the individual's existing self capacities, 

acting as a moderating variable, psychological imbalance produces intmsive responses. 

The intmsive responses are seen as biological mechanisms to process trauma to the point 

it can eventually be accommodated by existing self capacities. Identity, boundary, and 

affect regulation are the three self capacities and resources identified by Briere (1992a, 

1996) that are relevant to responses to aversive events. Identity is a consistent sense of 

personal existence and assists the individual to respond to frauma from a secure base. 

Boundary refers to an individual's awareness of the demarcation between self and others. 

Weak boundaries allow for intioision by others or inappropriate transgression on others. 

Affect regulation includes both modulation and tolerance^ Affect modulation is an 
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individual's ability to engage in intemal activities such as self-soothing, positive self-talk, 

placing upsetting events in perspective, and self-distraction that allow him or her to 

reduce negative affective states^ Affect tolerance is the ability to experience sustained 

negative affects witiiout resorting to maladaptive extemal activities that soothe or 

disfract, or to avoidance through tiie use of dissociation or psychoactive substances^ 

Once they have been triggered, intiiisive symptoms include flashbacks, nightmares, 

rumination and other reexperiencing phenomena^ The self-tiauma model (Briere, 1992a, 

1996) considers intinsion to be an inbom self-healing activity with the mind 

automatically attempting to desensitize and integrate affectively-laden material by 

repeatedly exposing itself to small, moderately distressing fragments of overwhelming 

frauma^ Avoidant symptoms serve to regulate the impact of the intinsive symptoms by 

modulating the level of exposure to the experienced material 

According to Briere (1992a, 1996), a primary method of avoidance is through 

dissociation, defined as a defensive alteration in the normal links between thoughts, 

feelings, and memory^ Dissociation reduces disfress by decreasing awareness of 

upsetting events and by numbing or weakening the perception of painful intemal states^ 

Some portion of the tiauma material is internalized, however, and later manifests as 

negative views of self, others, and the environments The use of dissociation in childhood 

reduces opportimities for learning to tolerate painful affect without using avoidance, 

activating the continued use of dissociation and avoidance later̂  

In some circumstances, self capacities may act as a mediator^ Abuse distorts the 

individual's perception and understanding of self, teaching tiie child tiiat he or she is 
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helpless, inadequate, or loatiisome, and influencing expectations of relationships, persons 

in autiiority, and vulnerability^ A reduction in self fiinctioning resulting from a traumatic 

event places the individual at risk for being easily overwhelmed by current and later 

frauma-related affect, leading to fiirther dissociation and other methods of avoidance in 

adolescence and adulthood^ The impaired self-fiinctioning leads to reliance on avoidance 

sfrategies which further prevents tiie development of self capacities^ Concurrently, the 

individual typically works to desensitize and accommodate trauma by the repetitious 

reexperiencing of portions of the original event, causing intmsive symptoms and possible 

additional sfress to self capacities (Briere, 1992a, 1996)̂  

Overall, the process in this model is described by Briere (1992a, 1996) as an intioision-

desensitization process^ If avoidance results in prevention of an adequate amount of 

direct exposure to upsetting material, a reduction in the survivor's trauma level cannot 

occur, resulting in flashbacks and other intmsive symptoms indefinitely and continued 

reliance on avoidance responses^ The survivor may present as chronically dissociated, 

overwhelmed with intmsive symptomatology, and having "character" difficulties 

associated with identity, boundary, and affect regulation difficulties^ 

Spacarelli's (1994) transactional model also incorporates both moderators and 

mediators^ He explained that victims of abuse face a series of sfressors, including an 

entire pattern of perpefrator-child interactions tiiat both support and constitute the abuse, 

changes in the family environment tiiat occur as a result of the abuse, and fiirther changes 

in both community and family environment that may result from public disclosure^ 

Abuse events include frequency and severity witii more serious forms (greater abuse 
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stiess) causing greater disfress^ Abuse related events include family conflict and 

available social support^ Disclosure related events include removal from home, 

investigative interventions, and involvement in perpetrator adjudication. 

Spacarelli's (1994) model allows for the bidirectional influences between cognitive 

and behavioral responses to tiie abuse which serve as mediators, and other aspects of the 

child's environment including abuse-related stressors. The child's cognitive appraisals 

and coping responses may contiibute to a vicious cycle in which stressfiil events lead to 

maladaptive responses which lead to more stress, and, ultimately, serious 

psychopathology. 

As noted above, Spacarelli's (1994) model also considers the resiliency of the 

individual by including personality factors and developmental level that may alter 

cognitive appraisals and coping strategies. Negative cognitive appraisals include 

perceptions of physical and mental damage, self-blame, loss of relationships, and loss of 

tmst. Negative evaluations of others include negative or critical views of the perpefrator 

which may become generalized to all adults or others who are like the perpetrator in 

some important way such as race or sex. This generalization may increase symptoms of 

social withdrawal or aggressiveness and victims demonstiate impairment in their ability 

to form close interpersonal relationships. Poor coping sfrategies include wishful 

thinking, cognitive avoidance, and confrol Elements of confrol include resistance of the 

perpefrator, purposeful disclosure, emotional support seeking, and symbolic confrol, 

which is attempts to master feelings of shame, weakness, or poweriessness by evoking 

tiiem in others^ Although Spacarelli developed his model in the context of sexual abuse. 
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tiie malfreatinent characteristics, family factors, environmental factors, cognitive 

appraisals, coping responses, and resiliency factors may be easily adapted to explain 

outcomes in physical abuse victims^ 

Alexander (1992) examined how attachment theory and interactions in the entire 

family relate to the long-term effects of abuse^ She provided a review of the development 

of attachment tiieory in her article and noted that the validation of the relationship of 

adult attachment to childhood attachment experiences requires longittidinal stiidies but 

serves as a usefiil constiiict in the meantime^ fri her model, one relationship has 

implications for otiier relationships in the family system. Family environment may 

influence outcome at tiie time of tiie abuse and act as a moderator or it may itself be 

affected by the abuse and in turn influence outcome, in which case it acts as a mediator. 

Secure adults are coherent in their ability to reflect on their past, comfortable with 

emotions, self-confident and tmsting, and comfortable with closeness. Avoidant or 

dismissing adults tend to be idealizing and unable to recall their childhood, 

uncomfortable with intimacy and lacking confidence, hostile and lonely. Preoccupied or 

anxious/ambivalent adults are confiised and anxious, clinging, dependent, jealous, and 

overly expressive. Fearful or unresolved adults are socially inhibited and unassertive, 

and show a combination of avoidant and preoccupied traits. 

According to Alexander (1992), a parent's earlier attachment affects his/her 

subsequent attachment to his/her own child. Abusiveness and rejection may take the 

form of active rejection of the child, distance and punishment, role reversal with 

underiying rejection, unpredictability, and alternate acceptance and rejection. Alexander 
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described rejection as associated with avoidant attachment in the child who feels unloved 

and unwanted, and tiie avoidant parent actively ttims away from the child and is 

unavailable physically and psychologically. In an abusive family, the avoidant child 

attempts to deal with rejection through self-deception, idealization of the parent, or active 

devaluation of tiie importance of attachment. The child may be less able than most 

children to defend himself or herself or to seek help from others. 

The resistant pattern of attachment in the parent is associated with role reversal and 

parentification (the expectation that one or more children will fiilfiU the parental role in 

tiie family system). This pattern may lead to a sense of entitiement in the abuser or 

expectations to be nurtured by a nonabuser who may be unable to assist the child against 

the abuser (Alexander, 1992). 

The disorganized pattern is associated with fear and unresolved trauma in which the 

parent may have experienced abuse or a generalized fear of abandonment. The abusing 

parent may attempt to suppress or repress his own frauma or experience of abandonment 

through substance abuse or dissociation which results in a reduction of impulse confrol 

and increases the risk of abusing the child. The nonabusing parent may be too 

disoriented to see evidence of abuse and hear the pleas for help (Alexander, 1992)̂  

Thus, according to Alexander (1992), insecure attachment may help set the stage for 

sexually abusive behavior or may interfere with its termination^ hisecure attachment that 

precedes abuse acts as a moderator and either precludes impulse confrol in the abusive 

parent, interferes with protectiveness in tiie nonabusive parent, or increases vulnerability 

of the child to abuse botii inside and outside the home. Alternatively, the occurrence of 
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abuse, including tiie befrayal of tmst, and responses of significant others to disclosure 

may decrease tiiist in a previously securely attached child in which case tiie attachment 

status is serving as a mediator. 

Since, in her view, sexual abuse does not manifest in a unique set of symptoms and 

since it usually overiaps witii otiier types of abuse, Alexander (1992) concluded that long-

term effects of sexual abuse are better understood according to a classification of the 

important attachment relationships concurrent with the abuse, rather than to the specific 

nature of the abuse. This perspective allows for the application of her model to physical 

abuse as well as sexual abuse, although it should be noted that the differential view of 

abuse is a viable alternative, as discussed in the introduction. 

Conclusion 

Attempts to explain the variability in outcome effects of childhood abuse have 

produced theoretical models that incorporate various moderating and mediating variables. 

Moderator variables and resiliency factors of relevance to physical abuse can be divided 

into four categories including malfreatment characteristics, individual factors, family 

factors, and environmental factors. Mediators include cognitive appraisals, coping 

sfrategies, social support, and family environment. Models developed range from tiiose 

focusing on the social context of the abuse (Alexander, 1992; Spacarelli, 1994) to 

frauma-related models (Briere, 1992a; 1996; Carlson et al, 1997; Finkelhor, 1988; 

Stevenson, 1999) to developmental models (Cole & Putiiam, 1992; Trickett & McBride-

Chang, 1995). Collectively, these provide a more comprehensive account of the effects 
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of abuse by taking into consideration specific features of the abuse as well as individual 

vulnerabilities, quality of family environment, and the social context of the abuse. A 

number of the models were developed with an initial focus on sexual abuse and require 

empirical confirmation of their applicability to physical abuse. Progress in continuing to 

develop and refine models of physical abuse will contribute to needed intervention and 

freatment sfrategies for survivors. 
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APPENDIX B 

SOCIAL SEQUELAE OF ABUSE SCALE (SSA) SCALE ITEMS 
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Social Sequelae of Abuse (SSA) Scale Items 

Denigration 
8. 

I I . 

17. 
25. 

27. 
3L 
47^ 

58̂  
Isolation 

3̂  
A. 

6. 
\A. 

15̂  

22̂  
23. 
30. 

33̂  

34̂  
36^ 

5L 
52̂  
59̂  

Secrecy 
20^ 
4L 
42^ 
46^ 
48^ 

The person who abused me screamed at me. 
The person who abused me said disgusting things about me 

The person who abused me made fun of me. 
Another person (not the abuser) criticized me for allowing the abuse to 
happen. 
The abuser told lies about me to other people. 
The abuser called me names. 
Someone otiier than the abuser said bad things about me because of the 
abuse. 
The abuser laughed at me. 

The person who abused me became angry when I dated. 
Other people were encouraging and supportive when I talked about the 
abuse. <Reverse Scored> 
The perpefrator prevented me from going out on dates. 
I knew adults who I could go to for advice and support after the abuse 
began. <Reverse Scored> 
I felt my family would be supportive if I told them about the abuse. 

<Reverse Scored> 
I went out on dates after the abuse began. <Reverse Scored> 
The abuser prevented me from leaving my house. 
Friends came to visit or spend time with me at my house after the abuse 
began. <Reverse Scored> 
I spent time with my friends outside my home after the abuse began. 

<Reverse Scored> 
The person who abused me became angry when I made friends. 
The person who abused me drove away my friends. 

The person who abused me drove away people I might have dated. 
After the abuse began I spent my time alone. 
After the abuse started I felt that I was able to talk with my friends. 

<Reverse Scored> 

The abuser told me the abuse would be "our secret". 
The abuser threatened to punish me if I disclosed the abuse. 
The abuser told me not to tell others about tiie abuse. 
I was bribed or given gifts to keep what happened a secret. 
I felt a lot of unspoken pressure from the abuser to keep the secret. 
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Threat 

53. The person who abused me threatened to harm me if I told about the abuse. 
55. The person who abused me said no one would believe me if I told about the 

abuse. 
57. The abuser said others would blame or punish me if I told about the abuse. 

Tmst 

2. I felt that disclosing the abuse would cause my family to break apart. 
7. I thought that a family member would suffer if I disclosed the abuse. 
9. I felt that if others knew about the abuse I would be sent away to live with 

someone else^ 
12̂  I tiiought that I might have to leave my home if anyone found out about the 

abuse^ 
18 • I felt that disclosing the abuse would cause me to lose my family^ 
21 • I worried that a family member(s) might be imprisoned if I did not keep the 

abuse hidden^ 
24̂  I thought that if I disclosed tiie abuse I would be left all alone^ 
28^ I feared that if I disclosed the abuse my family would never be the same^ 
3 5 • I thought that my family would hate me if they found out about the abuse^ 
38^ I worried tiiat my family would abandon me if I disclosed the abuse^ 
43 • When I thought about disclosing the abuse I worried that my family would 

resent mê  
49^ I felt I could tmst my family to stand beside me if they found about the 

^yxse. <Reverse Scored> 
50. I worried that if my family learned of the abuse they would never forgive 

me. 

5 • Otiier family members tinsted the person who abused mê  
19̂  Other people tmsted the person who abused mê  
26 Even before the abuse, I did not respect the person who abused mê  

<Reverse Scored> 
40̂  I depended on tiie person who abused me for emotional support before the 

abuse^ 
44^ My friends tiiisted the person who abused mê  
54̂  Other people expected me to obey the person who abused me. 
56. My family depended upon the abuser to take care of us. 
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