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ABSTRACT 

 

The present study examined parent-child agreement on reports of child 

psychological symptoms after the disclosure of sexual abuse in a sample of 98 child 

survivors of sexual abuse, ages 8-12 years, referred for clinical treatment. Independent 

paired t-tests showed parents reported more internalizing (i.e., anxiety, depression) and 

externalizing (i.e., anger/aggression) symptoms than their children.  Latent congruency 

modeling showed that family conflict moderated parent and child reports of the child’s 

anger/aggression such that children reported more of these symptoms when family 

conflict was high. Additionally, parents reported more anger/aggression symptoms for 

girls than boys when family conflict was high. Children reported more anxiety symptoms 

than their parents when non-supportive disclosure was high, with girls reporting more 

anxiety symptoms than boys. The information provided in this study may help to inform 

the training process for children’s advocacy centers in providing more effective 

advocacy, medical evaluation and treatment, and therapeutic intervention for child 

survivors of sexual abuse and their families. 



Texas Tech University, Cassandra C. Huey, August 2017 

vii 

  

LIST OF TABLES 

1. Demographics ....................................................................................................38 

2. Indicator Items for TSCC and TSCYC for Anxiety, Depression, & 

Anger/Aggression ..........................................................................45 

3. Correlations Among All Study Variables (N=98). ............................................54 

4. Mean Differences of Parent and Child Reports of Anxiety, Depression, 

and Anger/Aggression Acquired from Paired Samples t 

Tests. ..............................................................................................56 

5. Model Fit Statistics for Anxiety, Depression, and Anger/Aggression...............57 

 

 

 



Texas Tech University, Cassandra C. Huey, August 2017 

viii 

  

LIST OF FIGURES 

 

1.  The Attribution Bias Context Model (De Los Reyes & Kazdin, 2005, p. 

496). .................................................................................................7 

2.  Spaccarelli’s (1994) Transactional Model for Understanding CSA (p. 

344). ...............................................................................................19 

3. The LCM Model as used in this study for modeling child and parent 

reports of child anxiety ..................................................................49 

4. The LCM Model as used in this study for modeling child and parent 

reports of child depression. ............................................................50 

5. The LCM Model as used in this study for modeling child and parent 

reports of child anger/aggression. ..................................................51 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Texas Tech University, Cassandra C. Huey, August 2017 

1 

  

CHAPTER I 

INTRODUCTION 

Child sexual abuse (CSA) is a complex issue that has been recognized as a critical 

public health concern for the past four decades. In 2005, a nationally representative study 

of 2,030 children and youth ages 2 to 17 years reported an estimated 1 in 5 girls and 1 in 

20 boys had experienced some type of CSA within the past year (Finkelhor, Ormrod, 

Turner, & Hamby, 2005). Efforts to understand the complexity of CSA have presented 

many challenges including inconsistent definitions of abuse, problems with study design 

and measurement, and biased sampling techniques (Finkelhor, 1994; Paolucci, Genuis, & 

Violato, 2001). Although survivors vary widely in their adjustment following the abuse, 

CSA has been associated with both short-term and long-term adverse outcomes including 

depression, anxiety, post-traumatic stress disorder (PTSD), risk-taking behaviors (e.g., 

substance abuse, physical and sexual aggression, and suicidality), and poor social 

adjustment (Fassler, Amodeo, Griffin, Clay, & Ellis, 2005; Kisiel & Lyons, 2001; Simon, 

Feiring, & McElroy, 2010). Accurately identifying symptoms associated with these 

adverse outcomes results in more exact and timely diagnoses, which in turn leads to 

valuable treatment and intervention options for CSA survivors and their families.  

Several measures that assess symptomatology in children following sexual abuse 

are designed to question multiple informants (e.g., parents, children) to gain a more 

comprehensive understanding of the child’s situation. Each informant provides uniquely 

different information that helps to inform the process of treatment recommendations by 

mental health professionals. For children who have experienced sexual abuse, parents are 

often a critical source of information as the child may be unable or unwilling to provide 
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accurate details about her/his own mental health, particularly children younger than nine-

years of age (Grills & Ollendick, 2003; Tingskull et al., 2015).   

A meta-analysis of 119 studies examining the agreement among multiple 

informants in the assessment of childhood psychopathology found that discrepancies in 

ratings of children’s social, emotional, and behavioral problems are common 

(Achenbach, McConaughy, & Howell, 1987).  Prior work has shown consistently low-to-

moderate correlations across ratings taken from multiple sources of the same 

psychological symptoms (Achenbach et al., 1987). Studies have focused on various 

factors associated with discrepancies in parent-child reports of symptomatology including 

the age and gender of the child, type of trauma experienced, clinical versus non-clinical 

populations, informant characteristics (e.g., parental psychopathology), and cultural and 

socio-economic aspects (Karver, 2006; Kolko & Kazdin, 1993; Rescorla et al., 2007; Van 

Roy, Groholt, Heyerdahl, & Clench-Aas, 2010).  

The type of psychological symptom influences the extent of discrepancy between 

parent and child reports. Studies have shown more discrepancy between parent and child 

reports of internalizing symptoms (e.g., anxiety, depression) as compared to externalizing 

symptoms (e.g., anger, aggression) as the latter are more easily observed by parents 

(Bein, Petrik, Saunders, & Wojcik, 2015; De Los Reyes & Kazdin, 2005; Grills & 

Ollendick, 2003). While informant discrepancies were formerly viewed as a form of 

measurement error, recent literature has suggested that understanding the factors that 

influence these discrepancies has the potential to provide meaningful information about 

the manifestation of child psychopathology that can inform therapeutic outcomes 

(Achenbach, 2011; Bein et al., 2015; De Los Reyes, 2011). 
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There has been considerably less attention given to the potential influences of 

family and relational characteristics (e.g., family conflict) on parent-child agreement in 

the report of psychological symptoms (Van Roy et al., 2010). Communication patterns 

between parents and children may influence the parent’s perception of their children’s 

behavior. Van Roy et al. (2010) found that when children reported more overall 

psychological symptoms than their parents, the disagreement was associated with poor 

parental engagement and less parent-child communication. Additionally, Kolko and 

Kazdin (1993) found that low parental acceptance of the child was significantly related to 

parent-child discrepancies on children’s externalizing, but not internalizing behaviors. 

The present study examines the agreement between the child’s reports of family conflict 

and non-supportive reactions within the family to disclosure of sexual abuse and self- and 

parent-reports of internalizing and externalizing behaviors.  

Theoretical Foundations 

Attribution Bias Context Model 

Conceptual Overview    

The Attribution Bias Context Model (ABC Model) was developed to guide 

research and theory on informant discrepancies in clinical child research (De Los Reyes 

& Kazdin, 2005). This model uses a sociocognitive approach, and is based on the practice 

of gathering information about a child’s problem behaviors from multiple informants as a 

means of clinical assessment and for the formulation of treatment plans and goals (De 

Los Reyes & Kazdin, 2005; Frick & Kamphaus, 2001). The present study uses the ABC 

Model as a framework for examining parent-child agreement in reports of children’s 

internalizing and externalizing symptoms. There are four components of the model that 

help explain possible reasons for informant discrepancies in the clinical setting: (a) 
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informants’ attributions, (b) informants’ perspectives, (c) the goal of the clinical 

assessment process, and (d) the interaction between the informants’ perspectives and 

attributions and the goal of the clinical assessment process. Each component of the model 

is described below.  

(A) Informants’ Attributions 

The first component of the ABC Model draws on the actor-observer phenomenon 

which posits that the observer of another’s behavior tends to attribute the causes of that 

person’s behavior to her/his dispositional (i.e., inflexible) qualities and downplay or 

disregard the role of the larger context in which the behavior occurs. An example of an 

observer attribution would be a parent attributing a child’s act of yelling at her/his 

siblings to the child being aggressive. Conversely, people tend to attribute their own 

behavior to context in which the behavior occurs and downplay the role of their own 

disposition. An example of a child attribution would be the child attributing the tendency 

to yell at siblings to it being a way to keep from being bullied by them.  

(B) Informants’ Perspectives 

The second component of the ABC Model is dependent on the perspective of the 

informant, and if the informant believes the child needs treatment for the behaviors that 

are being assessed. When parents are asked to report on their child’s behaviors as part of 

a clinical assessment, the parent’s perspective is likely that the child’s behaviors warrant 

treatment. Moreover, parents may recall and report more negative behaviors because 

these memories support her/his perspective that the child needs treatment. For example, if 

a parent is initiating treatment for her/his child for problems with depression, then the 

parent is likely to recall and report more depressive symptoms that support this 



Texas Tech University, Cassandra C. Huey, August 2017 

5 

  

perspective. The child’s perspective may be that the source of any problems is the 

environment (e.g., increased family conflict) and not a function of her/his own behavior. 

Thus, the child is likely to provide more contextual information related to her/his 

depressive symptoms. Previous research suggests that in the clinical assessment process, 

children are more likely to believe that problems in the family environment warrant 

treatment, and parents are more likely to believe that the child’s internalizing and 

externalizing symptoms warrant treatment (Hawley & Weisz, 2003). These differences in 

perspectives between children and their parents with regards to which behaviors warrant 

treatment may contribute to the discrepancies in reports of different types of symptoms.   

(C) Goal of Clinical Assessment Process 

 The ABC model posits that discrepancies in reports of children’s behavioral and 

emotional problems may be because the attributions and perceptions of the parent and 

child may be discrepant from the goal of the clinical assessment process (De Los Reyes 

& Kazdin, 2005). A clinical assessment involves gathering information about the child’s 

negative behavior to determine if treatment is needed. If a parent brings her/his child to 

the clinic for assessment with the idea that the child needs treatment, then she/he may be 

more likely to provide negative information of the child’s behaviors because her/his 

attributions and perspectives are aligned with the goals of the treatment process. 

However, children may be more likely to believe her/his behaviors do not warrant 

treatment because the cause of these behaviors lies in the environmental context, thus 

they may be less likely to provide information about negative behaviors which goes 

against the goals of the clinical assessment process. As a result, when parent and child 

attributions and perceptions are different from each other, and are also discrepant from 
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the goal of clinical assessment, the discrepancies among reports of the child’s behavioral 

and emotional problems may be exacerbated.  

(D) Interaction Between Informants’ Attributions, Perspectives, and the Clinical 

Assessment Process 

The ABC Model also posits that the previous three components of the framework 

interact to contribute to the overall discrepancies among informant ratings of child 

psychopathology in a clinical setting. More specifically, there is a relationship between 

the discrepancies among informants’ attributions and perspectives, and the discrepancies 

among informants’ attributions and perspectives and the goal of the clinical assessment 

process resulting in the overall conceptualization of discrepancies among informants’ 

ratings of the child’s behavioral and emotional problems in the clinical setting (De Los 

Reyes & Kazdin, 2005).  Figure 1 outlines the main components of the conceptual 

framework of the ABC Model. Arrows are used to highlight interactive effects between 

the three main constructs that influence informant discrepancies.  
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Figure 1.  The Attribution Bias Context Model (De Los Reyes & Kazdin, 2005, p. 496). 

Note. The model was modified slightly to conceptualize discrepancies in parent and child 

reports specifically rather than including other types of informants.  

Spaccarelli’s (1994) Transactional Model for Understanding CSA Outcomes 

Spaccarelli’s (1994) transactional model is based on the idea that development 

occurs through transactions between a person and her/his environment that determine a 

trajectory predicting either healthy or psychopathological outcomes (e.g., anxiety, 

depression, PTSD). This model includes a comprehensive examination of specific abuse 

characteristics (e.g., severity, duration, role of the perpetrator) along with other 

environmental factors (e.g., family conflict) that may help explain the differences in 
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outcomes following sexual abuse. The present study uses the Spaccarelli (1994) model to 

better understand parent-child agreement in reports of children’s internalizing and 

externalizing symptoms within the specific context of sexual abuse. The five components 

of Spaccarelli’s (1994) model will be described briefly below with more detailed 

descriptions provided in the literature review. Figure 2 provides a diagram of Spaccarelli’s 

(1994) full transactional model. Sexual abuse can involve multiple episodes occurring over 

time, and the abuse is often associated with other stressful events (e.g., family conflict, 

involvement with social services). There are several categories of stressful events (i.e., 

Abuse Stress) thought to contribute to the impact of sexual abuse and subsequent 

development of symptoms (Spaccarelli, 1994). These categories are discussed below as 

abuse events, related events, and public disclosure events.   

Abuse Stress 

I. Abuse Events  

Traditionally, abuse stress was thought to include only one facet of the traumatic 

experience known as abuse events. Abuse events include the severity, frequency and 

duration of the abuse, and the child’s relationship to her/his abuser (e.g., family member, 

stranger; Kendall-Tackett, Williams, & Finkelhor, 1993). Other factors included in this 

category are the use of coercion (e.g., physical force or threats) or denigrating messages 

(e.g., secrecy pleas, verbal abuse) and trust violations (e.g., incest). Spaccarelli’s (1994) 

transactional model includes two additional types of abuse stress: related events and 

public disclosure events.  

II. Related Events  

Related events are not specific to the actual abuse, but may occur or become 

intensified as a result of the sexual abuse. Related events can include increased family 
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conflict or strain on family relationships, or non-supportive reactions from family 

members following the disclosure of abuse (Spaccarelli, 1994). Increased parental 

conflict or family strain has been shown to negatively affect a child’s ability to cope with 

sexual abuse (Jonzon & Lindblad, 2006; Murray, Nguyen, & Cohen, 2014). Children 

who experience a non-supportive parental reaction to their disclosure of abuse are at 

greater risk for developing negative symptoms (Cook et al., 2005). Other common related 

events are parental separation and increased social isolation of the survivor.   

III. Public Disclosure Events 

Another aspect of abuse stress involves public disclosure events, or those events 

that happen at the time of disclosure or shortly thereafter. Public disclosure events can 

include repeated therapeutic or investigative interviews or removal from the home by 

social services. Other public disclosure events can include poor adjudication outcomes 

(e.g., failure to prosecute), and stressful testimony in court (Spaccarelli, 1994).  These 

events include the many interactions with a variety of disciplines (e.g., child protection, 

law enforcement, prosecution) tasked with investigation.  These factors have also been 

associated with a child’s ability to successfully cope with the experience of sexual abuse. 

Support Resources 

 Support resources include existing relationships within the child’s social network 

that may mediate abuse stress. Relationships with supportive adults or siblings have been 

associated with fewer symptoms following disclosure of the abuse (Briere & Elliott, 

1993). Other sources of supportive relationships that have been examined are peers and 

school or community programs.  
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Coping Responses  

The variability in coping responses has been an important predictor of mental 

health outcomes (Kendall-Tackett et al., 1993; Spaccarelli, 1994). For example, avoidant 

coping strategies (e.g., denial, thought suppression, or detachment from others) have been 

associated with increased negative symptoms (Carr, 2004).  A child’s ability to recognize 

maladaptive coping responses can influence her/his development of negative symptoms.  

Cognitive Appraisals  

 The child’s perception of both the sexual abuse events and the related stressors 

plays an important role in mediating the development of negative symptoms. Negative 

cognitive appraisals have been associated with the development of more symptoms 

following abuse disclosure (Ullman, 2002; 2007). Negative cognitive appraisals can 

include the tendency for CSA survivors to blame themselves for the abuse or for failing 

to prevent it, or the perceived harm or threat to important relationships (Spaccarelli, 

1994). For example, children may fear the loss of important relationships as a result of 

being placed out of the home after the disclosure of abuse. Additionally, increased 

parental conflict or divorce that may occur after abuse disclosure may be perceived as a 

threat to family relationships.  

Psychological Symptoms 

 Child sexual abuse has been associated with a wide variety of symptoms. These 

symptoms can have both short-term and long-term effects. The present study will 

examine parent and child reports of both internalizing (e.g., anxiety, depression) and 

externalizing (e.g., anger, aggression) symptoms that are common among CSA survivors 

(Kendall-Tackett et al., 1993; Paolucci et al., 2001).  
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Overview of the Present Study 

The goal of the present study is to examine the possible moderating roles of 

family conflict and non-supportive reactions from family members following the 

disclosure of sexual abuse on parent-child agreement in reports of the child’s 

internalizing (i.e., anxiety, depression) and externalizing (i.e., anger/aggression) 

symptoms. Parents are often the main source of information regarding their children’s 

experiences and behaviors, so understanding the factors that influence discrepancies in 

parent-child reports of symptomatology is an important step in the process of helping 

children and their families cope with the trauma (Achenbach et al., 1987; Treutler & 

Epkins, 2003). Although previous research has recognized that informant discrepancies 

have been found in virtually every form of clinical assessment, little attention has been 

given to the role of family characteristics in these discrepancies (De Los Reyes & 

Kazdin, 2005; Kolko & Kazdin, 1993; Treutler & Epkins, 2003). Furthermore, prior 

studies examining informant discrepancies have been largely atheoretical. The present 

study attempts to address these gaps by using the ABC Model as a theoretical framework 

to guide the examination of the relationship between parental conflict and non-supportive 

responses from family members following the disclosure of sexual abuse and parent-child 

agreement in reports of internalizing (i.e., anxiety, depression) and externalizing (i.e., 

anger/aggression) symptoms in a clinical sample of child survivors of sexual abuse. The 

present study also uses Spaccarelli’s (1994) Transactional Model for understanding child 

sexual abuse outcomes as a way to conceptualize the unique context of changes in the 

family environment following child sexual abuse.
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CHAPTER II 

LITERATURE REVIEW 

Child Sexual Abuse 

 CSA is a complex problem resulting from the interaction of individual, familial, 

societal, and cultural factors (Pereda, Guilera, Forns, & Gómez-Benito, 2009). Research 

exploring child sexual abuse (CSA) has been an essential resource for mental health 

practitioners in efforts to provide useful prevention and intervention strategies addressing 

this widespread social problem. Definitions of CSA can vary widely contributing to 

difficulties in understanding the magnitude of the problem. The field has moved toward a 

more inclusive understanding of CSA with a broader definition including, but not limited 

to: any sexual activity perpetrated against a minor by intimidation, force, threat, or 

manipulation such as fondling, inviting a child to touch or be touched in a sexual way, 

intercourse, rape, sodomy, incest, exhibitionism, child prostitution or pornography, or 

luring a child online (Collin-Vézina, Daigneault, & Hébert, 2013; Finkelhor, 1994; 

Putnam, 2003).  

Incidence and Prevalence 

 The extent of the problem of CSA has been difficult to understand in part due to 

problems with measurement. Incidence and prevalence rates are two ways of measuring 

the scope of the problem. Incidence refers to the number of cases reported to, or detected 

by authorities (e.g., law enforcement, social services, hospitals) during a given time 

period, usually one year (Pereda et al., 2009; Snyder, 2000). A nationwide study 

conducted in 2015 reported approximately 57, 286 cases of substantiated child sexual 

abuse (U.S. Department of Health & Human Services, 2017). Victims of nearly 70% of 
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all sexual assaults reported to authorities are children under the age of 17, and the median 

age for children reporting sexual abuse is nine-years-old (Putnam, 2003; Snyder, 2000).   

Estimates of incidence alone underestimates the magnitude of the problem and is 

not reflective of the actual occurrence rates of CSA. Despite public policy efforts 

encouraging CSA survivors to report incidents of sexual abuse, many cases remain 

unreported. Studies of nationally representative samples of sexual assault survivors have 

estimated that as many as one in three never disclose the abuse to another person, and 

two in three never disclose the abuse to authorities (Broman-Fulks et al., 2007; Hanson, 

Resnick, Saunders, Kilpatrick, & Best, 1999). Moreover, denial and recantation have 

been recognized as common occurrences in the disclosure process in many sexual abuse 

cases (Sorenson & Snow, 1991). Common deterrents for disclosing sexual abuse include 

fear of not being believed, fear of retaliation by the perpetrator, shame, and unwanted 

involvement of children’s protective services or law enforcement agencies (Finkelhor et 

al., 2005; Schönbucher, Maier, Mohler-Kuo, Schnyder, & Landolt, 2012). 

Prevalence refers to the actual number of individuals who suffered some form of 

sexual abuse during childhood regardless of the number of reported incidents. Prevalence 

rates are detected using retrospective studies of adults reporting on their experiences of 

sexual abuse as children (Kendall-Tackett et al., 1993). In a meta-analysis of 100 studies 

examining prevalence rates of child sexual abuse in an international community and 

student sample, 19.7% of women and 7.9% of men reported experiencing sexual abuse 

prior to the age of eighteen (Pereda et al., 2009).  There has been a lack of congruence 

between incidence and prevalence reports with a lower number of official reports of CSA 

to authorities, and higher rates of CSA self-reported by adults (Collin-Vézina et al., 
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2013). Variations in prevalence rates across studies are due in part to differences in 

conceptualization of abuse, samples, reporting methods, and measurement (Paolucci et 

al., 2001). Experiences of CSA are often measured over multiple dimensions including 

severity, duration, frequency, age at onset, intrusiveness of acts perpetrated, and the 

child’s relationship to the perpetrator; however, reviews have indicated that these 

variables account for only a small amount of variance in mental health outcomes (Collin-

Vézina, 2013; Spaccarelli, 1994). These variables are difficult to measure because they 

are often correlated with each other making analyzing the independent effects more 

difficult (Kendall-Tackett et al., 1993).  Additionally, while correlations may be 

significant they explain only a small portion of the variance in outcome. 

Approaches to Studying CSA 

 Retrospective Approaches   

 Research has focused on understanding the effects of child sexual abuse from 

both adult and child perspectives. Retrospective methods ask adults to recall past events 

surrounding the abuse and report on their thoughts and feelings at that time (Kendall-

Tackett et al., 1993). Although this approach has been useful in identifying long-term 

effects of CSA (e.g., adult post-traumatic symptoms, adult depression), there are some 

concerns about its usefulness for developing interventions for child survivors of sexual 

abuse (Paolucci et al., 2001; Wenninger & Ehlers, 1998). This method presents problems 

with accuracy due to difficulties with recall and cognitive restructuring that happens as a 

person moves through different developmental stages from childhood to adulthood 

(Briere, 1992). For this reason, more comprehensive approaches to studying CSA during 

childhood have been developed to address some of these limitations.    
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Comprehensive Approaches 

 There has been an increase in the number of studies focusing on the child’s 

perspective. Current methods involve the multiple-informant approach that utilizes 

reports of the child’s mood and behaviors from the child, as well as parents, teachers, and 

clinicians to create a more complete diagnostic picture (Ollendick & Hersen, 1993; 

Spaccarelli & Fuchs, 1997). Including an adult perspective can help provide more detail 

about circumstances that may be beyond the child’s current developmental level. 

Previous research has recognized that there are often discrepancies in adult and child 

reports of psychological symptoms (Achenbach, 2011; De Los Reyes & Kazdin, 2005; 

Van Roy et al., 2010). A meta-analysis of 119 studies conducted by Achenbach et al. 

(1987) showed that different informants’ (e.g., parents, children, clinicians) ratings of 

children’s emotional, behavioral, and social problems are discrepant. These discrepancies 

have been found in virtually every method of clinical assessment used to assess 

children’s behaviors (e.g., rating scales, structured interviews; De Los Reyes & Kazdin, 

2005). The current study examines factors associated with parent-child agreement on 

reports of children’s psychological symptoms after disclosure of sexual abuse. These 

factors will be discussed in detail in a later section.      

Issues Associated with Symptomatology 

 Identifying symptoms that are associated with CSA can be difficult. There are no 

behavioral indicators or specific symptom patterns that clearly signal the presence of 

sexual abuse, and many symptoms (e.g., depression, trouble concentrating) can also be 

present in children who have not experienced sexual abuse (Finkelhor, 1984; Kendall-

Tackett et al., 1993; Paolucci et al., 2001). This overlap in symptomatology creates 
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problems in developing accurate diagnoses and treatments. Furthermore, the impact of 

child sexual abuse can vary widely in terms of the potential negative effects on children 

in that many survivors of CSA do not exhibit clinical levels of psychological symptoms 

(Finkelhor & Berliner, 1995; Kendall-Tackett et al., 1993). Variations in the development 

of symptomatology have been linked to lack of reports of symptoms to mental health 

professionals, the development of avoidant coping styles that mask symptoms of distress, 

and the varying levels of resilience in child survivors (Collin-Vézina et al., 2013; 

Williams & Nelson-Gardell, 2012).  

There are several key factors related to the sexual abuse experience that have been 

linked to a higher likelihood of experiencing negative outcomes. These factors include 

the severity and type of abuse (e.g., fondling versus genital contact) with higher severity 

and more severe abuse (e.g., involving genital contact) resulting in a higher likelihood of 

negative outcomes (Putnam, 2003). Additionally, the child’s relationship with the 

perpetrator has been a key variable such that a closer relationship with the perpetrator 

(e.g., parent versus family friend) has been associated with poorer long-term outcomes 

(Kendall-Tackett et al., 2001; Spaccarelli, 1994). The impact of the relationship with the 

perpetrator on negative outcomes can be complicated by other factors such as age of 

onset and duration of the abuse, and the use of physical force (Putnam, 2003). For 

example, incest between a parent and child often begins at an earlier age, continues over 

a longer duration, and involves less use of coercion or physical force (Trickett, Noll, 

Reiffman, & Putnam, 2001).    

The role of gender in examining adjustment following sexual abuse also has been 

considered. Sexual abuse is more prevalent among females than males, and the study of 
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CSA is often limited with regard to the male perspective (Putnam, 2003; Trask et al., 

2011; Ullman & Filipas, 2005). For this reason, understanding the effects of gender on 

outcomes has been difficult. Some studies have shown that women are likely to 

experience more trauma symptoms; however, underreporting of CSA by males may 

increase the appearance of greater effects of CSA on females (Ullman & Filipas, 2005).  

Moreover, undetected sexual abuse in boys may not receive treatment thus resulting in 

worse outcomes (e.g., drug abuse or criminality). A more in-depth discussion of gender 

and specific symptomatology will be presented in the following sections.  

 Methodological Issues in Understanding CSA  

 Research on the effects of child sexual abuse have been compromised in part due 

to problems with measurement. Many of the measures used to better understand CSA 

have not been specifically designed for use in field of child abuse, thus reliability and 

validity may not be adequate when used with this population (Briere, 1992). Numerous 

available instruments were developed without reference to trauma or abuse, and for this 

reason may be less sensitive to abuse-specific symptoms (Elliott & Briere, 1991). Other 

measurement problems include insufficient statistical power, substantial multicollinearity 

between control and abuse variables, unreliable control variables, and confusion about 

the causal or directional relationship between control variables (e.g., sexual abuse causes 

family conflict or vice versa; Briere, 1992). It is important to note these limitations when 

interpreting findings in the study of CSA.  
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Spaccarelli’s (1994) Transactional Model for Understanding CSA Outcomes 

Research in the field of child sexual abuse lacks approaches that examine 

adjustment following CSA in relation to abuse-related characteristics, the child’s personal 

characteristics, and family and social context (Tremblay, Hébert, & Piché, 1999). The 

Spaccarelli (1994) model (See Figure 2) was designed to account for the combined 

effects of these variables in understanding outcomes of CSA survivors. The Spaccarelli 

(1994) model will be used in this study to help conceptualize parent-child agreement in 

reports of the child’s psychological symptoms in the context of sexual abuse. There are 

unique factors associated with the experience and subsequent disclosure of sexual abuse 

that may influence how children and parents report the child’s behavior.  

There are three basic proponents of Spaccarelli’s (1994) transactional model: (a) 

sexual abuse occurs in the context of other stressors, (b) negative effects of the abuse are 

mediated by the child’s cognitive appraisals, coping strategies, and the availability of 

resources of support, and (c) a bidirectional relationship exists between a child’s 

responses to the abuse and other aspects of the environment. A brief overview of the 

model will be provided with specific emphasis on those parts of the model that will be 

tested in this study (i.e., Abuse Events, Related Events, and Psychological Symptoms).     
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Figure 2.  Spaccarelli’s (1994) Transactional Model for Understanding CSA (p. 344). 

Note.  Included with each component of the model are the measures used in the present 

study to conceptualize that component. 

(A) Abuse Stress  

Sexual abuse often includes multiple incidents of sexual contact and can extend over 

long periods of time resulting in a series of events that are stressful for children and their 

families (e.g., changes in the family, involvement with social services; Kendall-Tackett et 

al., 1993). As the abuse is occurring, additional stressors may affect the child’s ability to 

effectively cope with the abuse, thus resulting in increased psychological symptoms. 

Spacarrelli’s (1994) model 

addresses three categories of events involving interactions with individuals and systems 

tasked with investigation, child safety, and public safety, some of which may occur 
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following disclosure of sexual abuse: abuse events, related events, and public-disclosure 

events.    

I. Abuse Events  

 Abuse events provide a more concrete description of the event by describing 

specific details. There are four types of abuse events: degree of sexual exposure, 

coercion, denigration, and trust violation. The present study only focuses on the degree of 

sexual exposure.  

Degree of Sexual Exposure  

 The degree of sexual exposure can be measured as frequency, duration, or 

seriousness of abuse. The frequency and duration can be measured by asking the child to 

report the number of times the abuse occurred over a specific period of time. In general, a 

longer duration and higher frequency of abuse have been associated with an increased 

risk for psychological symptoms. Measuring abuse severity can be done in different 

ways. One approach is to rank order specific types of abuse acts from least severe to most 

severe (e.g., fondling versus penetration). Another approach is to add the total number of 

sexual abuse acts the child has experienced such that a higher number of sexual abuse 

experiences indicates more severe abuse. Higher rates of severity have been associated 

with more negative outcomes (Beitchman et al., 1992; Kendall-Tackett et al., 1993). 

Although the measurement of sexual abuse severity has been widely used as a means to 

understand its effects on outcomes, this variable does not directly measure the more 

complex psychological processes involved in the child’s conceptualization of the abuse 

events. For this reason, additional personal and contextual variables must be considered.  
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Coercion 

 Many perpetrators coerce children by using threats or physical force. In many 

cases, perpetrators also use psychological coercion such as offering rewards to participate 

in sexual activity. Other types of coercion can include the use of bribes or 

misrepresentation (e.g., saying the abuse is a game).  Abuse involving these tactics has 

been associated with an increase in psychological symptoms (Browne & Finkelhor, 1986; 

Kendall-Tackett et al., 1993). 

Denigration 

 Child sexual abuse often results in the child feeling stigmatized. These feelings 

can be exacerbated when the perpetrator uses implicit and/or explicit attempts to 

convince the child to keep the abuse a secret resulting in increased feelings of guilt or 

shame (Spaccarelli, 1994). Sexually explicit language or verbal abuse are also considered 

forms of denigration.   

Trust Violation 

 The degree to which the child feels there was a violation of trust can influence the 

impact of sexual abuse. The level of trust violation is often related to the child’s 

relationship to the perpetrator such that abuse by someone with whom the child had a 

close relationship (e.g., parent versus stranger) results in a higher degree of trust 

violation. Browne & Finkelhor (1986) found that father and step-father abuse was 

associated with more distress by the child when compared to other perpetrator 

relationships.   
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II. Related Events 

 Clinical literature on sexual abuse has suggested that the following four types of 

stressful events related to the abuse may occur or become intensified as a result of the 

sexual abuse: increased family conflict or strain on family relationships, parental 

separation, increased social isolation of the child, and negative or non-supportive 

reactions to the disclosure (Spaccarelli, 1994). The present study focuses on family 

conflict and non-supportive disclosure.  

Family Conflict 

 There are often higher levels of family conflict and relationship problems in 

families in which sexual abuse occurs (Briere & Elliot, 1994). Family problems may 

precede or increase the likelihood that sexual abuse would occur; however, the disclosure 

of sexual abuse also could exacerbate the level of conflict within a family (Spaccarelli, 

1994). Problems related to adaptability and communication can lead to serious problems 

within the family environment, particularly following the disclosure of sexual abuse.  

 Some studies have suggested that family environment variables account for a 

significant amount of variance in the psychological adjustment of the child. For example, 

Friedrich, Beilke, and Urquiza (1988) found that family conflict and family cohesion 

explained the greatest proportion of variance in parent reports of both internalizing and 

externalizing symptoms of their male children who had disclosed sexual abuse. 

Additionally, a study of 369 children being seen at a center for sexual assault survivors 

found that variables indicating cohesive family functioning and supportive parent-child 

relationships explained the largest amount of variance in both parent and social worker 

reports of child symptoms (Conte & Schuerman, 1987). 
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Non-supportive Disclosure 

The disclosure of sexual abuse is often devastating and confusing for parents, and 

there are different ways of reacting that can impact the child. In some cases, children may 

not be believed or even blamed for the abuse. In a study of adult survivors of incest 

conducted by Roesler and Wind (1994), findings indicated that negative responses from 

mothers to their female children disclosing incest were associated with age such that 

younger children experienced worse reactions to disclosure than older children. Studies 

have shown that unsupportive responses to sexual abuse disclosure have also been 

associated with long-term negative outcomes in adulthood including psychological 

symptoms, adult relationship problems, as well as somatic and other health symptoms 

(Ullman, 2002).   A retrospective study of 733 college students concluded that compared 

to men, women were more likely to have disclosed sexual abuse and to have received 

positive or supportive reactions to their disclosures.  (Ullman & Filipas, 2005).  

Another factor related to disclosure is the amount of time between the onset of 

abuse and the subsequent disclosure. Parents may react by asking the child why they did 

not disclose the abuse sooner, which can be interpreted by the child as signifying that 

they did something wrong. In cases where there is delayed disclosure of abuse and 

negative or non-supportive reactions from others are associated with more psychological 

symptoms and traumatic responses in the child (Ullman, 2007).  Moreover, negative 

reactions by people with whom the child feels emotional close or whom the child 

depends on for basic care needs can be viewed as a betrayal of the relationship, thus 

resulting in more negative outcomes for the child (Ullman, 2007).  
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III. Public-Disclosure Events 

 The disclosure of sexual abuse, whether intentional or unintentional, results in 

reactions by parents and public authorities (e.g., law enforcement, social services) that are 

often stressful for the child. Public-disclosure events can include repeated investigative or 

therapeutic interviews conducted by physicians, nurses, law enforcement officers, 

attorneys, social workers, and counselors. These interviews are often lengthy and the 

questions require the child to talk about specific details of the abuse that can be 

embarrassing, thereby creating more stress for the child.  

Involvement in the adjudication process of the perpetrator and undesirable 

outcomes of the adjudication process can also be part of the aftermath of disclosure of 

sexual abuse. General findings from a meta-analysis by Kendall-Tackett et al. (1993) 

showed that children who testify in court may take longer to recover from the effects of 

the abuse. However, the length of time to resolve the case may mediate these effects such 

that cases that are resolved quickly may have less negative impact on the child.  

(B) Mediating Factors of Effects of CSA 

I. Cognitive Appraisals  

 Cognitive appraisals include the child’s perception of the abuse event and of 

subsequent events following the disclosure. The degree to which the child feels 

threatened as a result of the sexual abuse plays a role in potential outcomes. Spaccarelli 

(1994) outlines four types of negative appraisals that are relevant to child survivors of 

sexual abuse including perceived physical damage (e.g., degree to which the body was 

injured), negative self-evaluation (e.g., perception that they are “damaged goods”), harm-

threat to important relationships, and a negative evaluation of others. Children may fear 

that they will be displaced from their homes, have to change schools, or lose peer groups 
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after the disclosure of sexual abuse. Moreover, family conflict and divorce can increase a 

child’s negative appraisal of threat or harm to the family relationship and thus, resulting 

in increased self-blame for the child. Negative appraisals have been associated with poor 

outcomes in both child and adult survivors of sexual abuse including depression, 

externalizing behaviors, PTSD, dissociation, and relationship problems (Feiring, Cleland, 

& Simon, 2010).  

II. Coping Responses 

Coping responses have been proposed to be important predictors in mental health 

outcomes among survivors of sexual abuse (Kendall-Tackett et al., 1993; Spaccarelli, 

1994). Coping strategies are defined as constantly changing cognitive and behavioral 

efforts to manage specific external or internal demands that are perceived as stressful or 

exceeding the resources of the person (Lazarus & Folkman, 1984).  One of the most 

detrimental coping strategies is avoidant coping, or the active effort to avoid or deny the 

abuse thus preventing the processing of traumatic memories (Bal, Van Oost, 

Bourdeaudhuij, & Crombez, 2003; Carr, 2004). This strategy involves cognitive 

avoidance through the use of denial, suppression of thoughts, or detachment from others. 

Avoidance attempts to minimize the emotional impact of the sexual abuse in an effort to 

protect the child from becoming overwhelmed and dysfunctional; however, these 

strategies also may prevent the child from taking productive action (Tremblay et al., 

1999).  A study on the mediating role of coping strategies on the adjustment of sexually 

abused children ages 7 to 12 years found that the use of avoidant coping (e.g., trying to 

forget the abuse) was associated with fewer externalizing symptoms as reported by 

parents (Chaffin, Wherry, & Dykman, 1997). These findings suggest that avoidant coping 
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may help the child in the short-term; however, persistent use of avoidant coping leads to 

adjustment problems in the long-term.  

Active coping strategies maximize the possibility of gathering information that 

may lead to action and provide the opportunity for release of negative emotions 

(Tremblay et al., 1999). Active coping can include seeking help and emotional support 

from others, directly resisting the perpetrator, and purposeful disclosure of the abuse 

(Conte & Schuerman, 1987; Spaccarelli, 1994). These strategies can be protective 

factors. Other strategies have included emotional release (e.g., direct or indirect) and 

cognitive restructuring (e.g., CSA survivors change the way they think about the abuse, 

so it is no longer as threatening or pervasive in their everyday experiences). These 

approaches can help to reduce anxiety associated with the traumatic experiences of sexual 

abuse.  

(C) Moderating Factors 

 Pre-existing factors both within the child and the child’s environment can serve as 

moderators between abuse stress and psychological outcomes. Spaccarelli’s (1994) 

transactional model also accounts for the unique contributions of personal and 

environmental factors that may influence the outcomes of child sexual abuse survivors. 

Personal factors can include the child’s age, gender, or developmental level. 

Environmental factors can include cultural influences or historic time period in which the 

events are occurring. 
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 (D) Psychological Symptoms Associated with Child Sexual Abuse 

 Most negative outcomes associated with CSA fall into three categories: (1) 

internalizing problems (e.g., anxiety, depression), (2) externalizing behaviors (e.g., anger, 

aggression, sexual acting out), and (3) trauma and PTSD related symptoms (Kendall-

Tackett et al., 2001; Paolucci et al., 2001; Trask, Walsh, & DiLillo, 2011).  

Internalizing Symptoms  

Internalizing symptoms describe a problem that occurs within the self 

(Achenbach, 1966). CSA has been linked to internalizing behaviors such as anxiety, 

depression, and suicidal ideation (Chaffin, Silovsky, & Vaughn, 2005). Some studies 

have reported that sexually abused children have higher rates of depression than children 

who have not been sexually abused (Dubowitz, Black, Harrington, & Verschoore, 1993). 

For example, Fergusson, Horwood, and Lynskey (1996) conducted general population 

studies comparing sexually abused children to those who had not experienced abuse and 

found that adolescents at age 18 who had reported histories of CSA as children (i.e., 

contact and noncontact non-intercourse) had significantly higher rates of major 

depression and anxiety disorders, even after adjusting for confounding factors (i.e., 

childhood and family factors). Major depression in adulthood has been strongly linked to 

the experience of CSA, and is typically three to five times more common in women with 

a history of CSA than in women without such trauma history (Paolucci et al, 2001). 

In addition, a systematic review of the literature conducted by Spataro et al. 

(2004) showed that across methodologies, samples, and measures, CSA survivors are at 

significant risk for anxiety problems. Many reviews of the literature have suggested that 

the trauma of child sexual abuse generates immediate fear responses and anxiety-related 



Texas Tech University, Cassandra C. Huey, August 2017 

28 

  

symptoms, often persisting into adulthood (Briere & Elliot, 1994; Kendall-Tackett et al., 

1993).  Prevalence rates of anxiety disorders (e.g., obsessive-compulsive disorder, 

phobias) have been higher in child survivors of sexual abuse as compared to non-abused 

children (12% vs. 3%; Spataro et al., 2004; Trask et al., 2011). Some studies of adult 

female survivors of CSA have suggested that women are more likely than men to exhibit 

internalizing problems such as social withdrawal and avoidant coping strategies (Gibson 

& Leitenberg, 2001). In contrast, other findings suggest that gender did not moderate the 

association between child sexual abuse and anxiety problems in adults who have 

experienced CSA (Spataro et al., 2004). The present study focuses on the internalizing 

symptoms of anxiety and depression specifically.  

Externalizing Symptoms 

Externalizing symptoms, sometimes referred to as “acting out” behaviors, are a 

common response to the high levels of distress resulting from sexual abuse. These 

problems reflect a conflict with the environment, and thus are more visible to outside 

observers (Achenbach, 1966). Externalizing behaviors associated with sexual abuse can 

include anger, aggression, and sexual behavioral problems (Trask et al., 2011). An 

estimated 28% of child survivors of sexual abuse exhibit sexualized behavior (e.g., sexual 

play with dolls, excessive masturbation), which is one of the most common externalizing 

behaviors resulting from sexual abuse in children (Kendall-Tackett et al., 1993). 

Additionally, sexually abused children have exhibited significantly more aggressive and 

hyperactive behaviors as compared to non-abused children (Swanston et al., 2003). A 

review of the literature conducted by Tyler (2002) found that risky sexual behaviors, 

substance use, and suicide attempts were common externalizing symptoms among 
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adolescent survivors of sexual abuse. The present study focuses on the externalizing 

symptoms of anger and aggression.  

Some studies examining gender differences in externalizing behaviors have 

suggested that externalizing behaviors are more common in males than females. A review 

of 45 studies examining symptoms of sexually abused children and those who had not 

been abused showed a lack of consistent gender differences in externalizing and 

internalizing symptoms (Kendall-Tackett et al., 1993). Systematic exploration of gender 

differences in symptomatology among CSA survivors has been lacking in many studies, 

perhaps due in part to the disproportionate numbers of male participants.  

Post-Traumatic Stress Disorder  

PTSD is one of the most consistently diagnosed disorders among survivors of 

child sexual abuse (Spaccarelli, 1994; Trask et al., 2011). An estimated 37% to 53% of 

children who have experienced sexual abuse will develop PTSD (Kendall-Tackett et al., 

1993). Some studies have shown that sexual abuse has been associated with higher rates 

of PTSD symptoms than other types of abuse (e.g., physical abuse, neglect). For 

example, a study conducted by Runyon and Kenny (2002) including 98 children ranging 

from 8 to 17 years of age who were referred for services to a program specializing in the 

treatment of child abuse found that children who had experienced physical abuse reported 

significantly lower levels of PTSD symptoms when compared to children who had 

experienced sexual abuse. The persistence of symptoms resulting from PTSD can be 

resistant to treatment and have lasting effects on social, emotional, and behavioral 

development (Paolucci et al., 2001). For this reason, research in the area of child sexual 

abuse has focused on better understanding circumstances affecting the development of 
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PTSD in efforts to provide more effective treatments; however, the present study does not 

focus on PTSD specifically. 

Parent-Child Agreement in Reports of Psychological Symptoms  

 Although using a multi-informant approach has been widely recognized as 

beneficial when evaluating children’s mental health, only low to moderate agreement has 

been found across many studies (Achenbach, 2011). Low parent-child agreement does 

not necessarily indicate inaccurate reporting by either the parent or child. These 

discrepancies can be due to children and parents reporting uniquely different information 

(Karver, 2006). Previous studies have focused on several factors that can influence 

parent-child agreement including the child characteristics, severity and type of problem 

the child is experiencing, clinical versus non-clinical populations, and informant and 

family characteristics (Achenbach et al., 1987; Grills & Ollendick, 2003; Van Roy et al., 

2010).   

Child Characteristics  

 Certain characteristics of the child, such as age and gender, have been suggested 

as potential factors associated with parent-child agreement (Achenbach et al., 1987). 

Younger children (i.e., less than 10 years of age) may not have reached a developmental 

level that would allow them the skills (e.g., verbal, cognitive, memory, attention) to 

reflect on their own thoughts, feelings, and behaviors and accurately report on them 

(Edelbrock, Costello, Dulcan, Kalas, & Conover, 1985; Ollendick, Grills, & King, 2001). 

Another factor that has been associated with the accuracy of children’s reports is the 

concept of social desirability, which means the child may report fewer negative 

symptoms and more positive symptoms in an effort to portray a more positive image of 
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themselves (Pina, Silverman, Saavedra, & Weems, 2001). The concept of social 

desirability may be of particular interest in the context of child sexual abuse because the 

child may already feel a heightened sense of shame or embarrassment from the abuse; 

thus there may be a desire to portray a more positive self-image. 

Severity and Type of Problem 

 A meta-analysis of 119 studies conducted by Achenbach et al. (1987) 

investigating agreement among different types of informants found that parent-child 

agreement was significantly lower for internalizing compared with externalizing 

disorders. Lower rates of parent-child agreement occur with reports of internalizing 

symptoms (e.g., anxiety, depression) because these problems tend to be more inwardly 

focused on the child, thus parents may have more trouble recognizing these symptoms in 

their children (Grills & Ollendick, 2003). In contrast, parent-child agreement may be 

higher for externalizing symptoms (e.g., anger, aggression) because these symptoms are 

more direct and observable. Some studies have shown that parents over-report 

externalizing symptoms, particularly for boys (Kolko & Kazdin, 1993). 

  The type of problem can also influence the level of agreement between parents 

and children. For example, a study of 1,174 children and their parents conducted by 

Tingskull et al. (2015) examining parent-child agreement on reports of PTSD symptoms 

after potentially traumatic events showed that agreement was lower if the trauma was 

interpersonal (e.g., sexual abuse) as compared to non-interpersonal (e.g., natural disaster). 

This finding suggests that specific aspects of interpersonal trauma may influence parent-

child agreement. This aspect may be of particular importance in situations involving 
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sexual abuse because the problem is interpersonal and thus, parent-child agreement may 

be lower in this context.   

Clinical vs. Non-Clinical Populations 

 Discrepancies in reports of children’s psychological symptoms also have been 

related to the use of clinical versus non-clinical populations. One study including both 

patients and non-patients found that children in the clinical setting reported more 

depressive symptoms than their parents (Mokros, Poznanski, Grossman, & Freeman, 

1987). Furthermore, Kolko and Kazdin (1993) found that parent-child agreement was 

higher for the community than the clinic sample, particularly in ratings of internalizing 

behaviors. These discrepancies may be related to the attributions of parents and children 

in a population of children who have specifically sought or been referred for clinical 

services. These findings are supported by the Attribution Bias Context (ABC) Model (De 

Los Reyes & Kazdin, 2005) which posits that parents of children who are involved in a 

clinical assessment process may perceive the goal of the clinical process to be collecting 

negative information about the child’s behavior, thus they may report more psychological 

symptoms in this setting.   

Informant and Family Characteristics 

 Studies have looked at informant characteristics as an influential factor in parent-

child agreement. In particular, parental psychopathology (e.g., parental depression) may 

be associated with the parent having greater sensitivity to their child’s symptoms, 

misinterpreting their child’s behaviors, or projecting their own symptoms onto the child 

(Kolko & Kazdin, 1993). As part of a large epidemiological study of the health of 8,154 

children ages 10- to 13-years-old, Van Roy et al. (2010) found that when parents reported 
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more symptoms than their children, discrepancies were attributed to low educational level 

of the parent, low family income, and male gender of the child. Moreover, when children 

reported more symptoms, disagreement was associated with poor parental engagement, 

not living with both parents, and less communication between the parents and the child 

(Van Roy et al., 2010).   

Family conflict and stress have also been shown to influence parent-child 

agreement. For example, families with high levels of conflict may be less likely to use 

appropriate communication strategies or may be so overwhelmed that they are less likely 

to notice psychiatric symptoms in their children (Grills & Ollendick, 2003). In a study 

involving 162 children and their parents from both clinical and non-clinical populations, 

family stress and low parental acceptance of the child were associated with less 

agreement on reports of both internalizing and externalizing symptoms (Kolko & Kazdin, 

1993). In situations following the disclosure of sexual abuse, the stress and conflict tends 

to increase and can exacerbate these problems, particularly in situations involving a non-

supportive reaction to the disclosure of sexual abuse.  There has been a lack of studies 

examining these relational aspects and communication patterns between parents and their 

children that may influence the way parents perceive their children’s behavior and 

emotions. The current study addresses this gap in the literature by examining the potential 

moderating effects of family conflict and non-supportive disclosure on parent-child 

agreement.  

Latent Congruency Modeling for Measuring Parent-Child Agreement 

The measurement of discrepancies in parent-child reports of psychological 

symptoms has been controversial. Earlier studies dismissed the discrepancies in reports as 
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simply the result of measurement error without considering the possibility that these 

discrepancies may provide useful information about the unique contributions of different 

informants in identifying problems that would benefit from treatment (Achenbach, 2011). 

Most studies do not directly assess discrepancy; thus, this variable is usually measured as 

an index of the association between the informant’s scores. Previous studies have used 

the following techniques: (1) algebraic difference, (2) absolute difference, (3) squared 

difference, and (4) profile similarity indices (Achenbach, 2011; Cheung, 2009; Edwards, 

1994). These techniques have been criticized for having lower reliability and for 

disguising the contributions of components on outcome variables (Cheung, 2009). 

Additionally, a polynomial regression analysis was proposed by Edwards (1994) in 

efforts to avoid a potential decrease in reliability in difference scores, while also allowing 

the examination of relationships between components and outcome variables. However, 

polynomial regression does not take into account measurement error between the 

components; thus, results can be biased.  

 The use of the structural equation modeling (SEM)-based latent congruence 

model (LCM) was developed to address the aforementioned limitations of other methods 

used to measure congruence. The use of second-order latent factors helps to disentangle 

the effects of mean levels from the effects of discrepancies between reporters (Ksinan & 

Vazsonyi, 2016). LCM is designed to achieve four objectives: (1) estimate and control 

for measurement error, (2) provide straightforward ways for examining measurement 

equivalence, (3) allow for the examination of complex theoretical models, and (4) allow 

for the examination of antecedents and consequences of component measures (Cheung, 

2009). The use of LCM in the present study will add to the literature on parent-child 
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agreement by using a more advanced approach designed to address previous limitations 

in this area.   

Research Hypotheses 

H1: Parent and child reports of the child’s internalizing symptoms measured by three 

indicator items each from the Depression and Anxiety Subscales of the TSCC & TSCYC 

will differ such that children will report more internalizing symptoms than their parents.  

H2: Parent and child reports of the child’s externalizing symptoms measured by three 

indicator items from the Anger/Aggression Subscale of the TSCC & TSCYC will differ 

such that parents will report more externalizing symptoms than their children.   

H3: Parent-child agreement in reports of the child’s (a) anxiety, (b) depression, and (c) 

anger/aggression will be moderated by child reports of family conflict as indicated by 

summed scores of the Family Conflict Subscale of the CSARS, such that higher rates of 

conflict will be associated with lower rates of parent-child agreement (i.e., parents will 

report more psychological symptoms in their children when family conflict is high).  

H4: Parent-child agreement in reports of the child’s (a) anxiety, (b) depression, and (c) 

anger/aggression, will be moderated by child reports of non-supportive responses from 

family members to disclosure of sexual abuse as indicated by summed scores of the Non-

Supportive Disclosure Subscale of the CSARS, such that higher rates of non-supportive 

responses to disclosure will be associated with lower rates of parent-child agreement (i.e., 

parents will report more psychological symptoms in their children when non-supportive 

disclosure is high).
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CHAPTER III 

METHODOLOGY 

Sample 

 Data for this study were collected between 1999-2004, in a child advocacy center, 

on the campus of a state university. Participants for this study were child clients referred 

for outpatient treatment of sexual abuse. Referrals were accepted from physicians, child 

protective services, and parents, and were accepted based on substantiated reports of 

sexual abuse by child protective services. The child had to acknowledge or disclose 

sexual abuse in the course of the forensic assessment prior to participation in the study.  

Consent was obtained from the parent or guardian, and assent was obtained from child 

participants. The university institutional review board approved the study.  

Participants 

  The participants were 98 child clients, ages 8-12 years (M=9.91, SD=1.47), and 

their parents. Demographics (i.e., sex, age, race, role of perpetrator in child’s life) are 

provided for children (See Table 1). For the purpose of analyses, because due to small 

numbers of participants who reported a race other than Caucasian or African American, a 

dichotomous variable was created to represent Caucasian and minority (i.e., African 

American, Hispanic, other) participants. Demographic information for parents was not 

collected. The role of the perpetrator in the child’s life for the current sample was 

unevenly distributed with 2.0% of children reporting their abuse to be a stranger, 16.3% 

reporting their abuser to be an acquaintance, babysitter, or neighbor, 17.3% of children 

reporting their abuser to be a teacher, minister, daycare worker, relative or other adult, 

16.3% reporting an in-home sibling or step-sibling, and 11.2% reporting an in-home adult 

that was not a parent or step-parent. Only 5.1% of children reported their abuser to be a 
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non-custodial parent, and 13.3% reported their abuser was an in-home primary caretaker. 

Responses for the role of perpetrator in the child’s life were missing for 18.4% of 

children.  

Because the measure for children’s reports of their own psychological symptoms 

were normed for children ages 8 to 12, and the measures for parent reports of their 

children’s psychological symptoms and children’s reports of family conflict and non-

supportive disclosure were normed for children ages 5 to 12, models were run for a 

subset of the entire sample (i.e., N=98) that included only children falling within those 

age ranges (i.e., 8 to 12 years). All children and their parents participated in a clinical 

intake process before beginning therapy. The children and their guardians completed all 

measurements within one month of the initial referral. The measures were designed to 

assess a variety of issues related to child survivors of sexual abuse. The types of sexual 

abuse reported ranged in severity from 1 (sexually suggestive talk, hugs, or kissing) to 11 

(paraphilic sex or exploitation) with an average of 7.67 (SD = 2.56). Responses for sexual 

abuse severity were missing for 26.5% of children.   
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Table 1. Demographics 

Variables % (n) Mean (SD) Range 

Child Sex    

   Male 30.6% (30)   

   Female 69.4% (68)   

Child Race    

   Caucasian 46.9% (46)   

   African American 46.9% (46)   

   Hispanic 1.0% (1)   

   Other 5.1% (5)   

Child Age  9.91 (1.47) 8-12 

Role of the Perpetrator in Child’s Life    

Stranger 2.0 (2)   

Acquaintance, babysitter, neighbor 16.3% (16)   

Teacher, minister, daycare worker, relative, or 

other adult 

17.3% (17)   

In-home sibling or step-sibling 16.3% (16)   

In-home adult, except parent or step-parent 11.2% (11)   

Non-custodial parent 5.1% (5)   

In-home primary caretaker 13.3% (13)   

Sexual Abuse Severity  7.76 (2.56) 1-11 

Note. Total N = 98 
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Measures 

Abuse Events 

Abuse Dimensions Inventory (ADI; Chaffin, Wherry, Newlin, Crutchfield, & Dykman, 

1997). 

 The ADI is an ordinal measure rating the severity of child sexual and/or physical 

abuse across three dimensions: behavioral severity, duration, and frequency based on the 

conceptualization of six constructs: nature of the abuse behaviors, number and duration, 

the use of force or coercion, the use of coercion to gain secrecy, and the child’s 

relationship with the perpetrator (Chaffin et al., 1997). The construct of severity is 

measured ordinally from least severe to most severe when considering the potential 

negative impact it may have on the child if other factors such as the use of coercion and 

social support were held constant.  

The ADI is a clinician’s rating based on the responses of non-offending parents in 

an interview. After conducting a clinical interview with parents, the clinician determines 

which ordinal rating best represents the information provided by the parents. A parent's 

interview was recorded and three clinicians rated the variables of interest.  If two of three 

agreed, then that became the benchmark by which the parents' responses were compared 

(J. Wherry, personal communication, April 20, 2017). A factor analysis of the ADI 

resulted in four factors in the following four categories: physical abuse behaviors, sexual 

abuse behaviors, number and duration of physical abuse events, and number and duration 

of sexual abuse events. The development of the behavioral severity rankings was based 

on a national survey of professionals in the field of child maltreatment who were 

members of the American Professional Society on the Abuse of Children (APSAC). 

Coefficients of concordance among clinician raters of reliability for the ordinal values 
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averaged .87, and responses from a semi-structured interview with non-accused parents 

demonstrated an inter-rater reliability among clinician raters ranging from .84 to .99 

(Chaffin et al., 1997).  

In the present study, the concept of abuse events was measured using the highest-

rated severity score of sexual abuse to represent sexual abuse severity rather than a 

summed score of all incidents reported. For example, if a child endorsed sexual abuse 

events in categories two and six, then the severity score would be six (i.e., the highest-

rated incident endorsed) rather than eight (i.e., a sum of both categories of events). This 

scoring approach emphasizes the event(s) of greatest severity, with the assumption being 

that events of lesser severity likely occurred as well. Averaging the scores of all events 

for a given child would likely produce a lower (mean) score than the score corresponding 

to the most severe event. Additionally, the ordinal ranking for the child’s relationship to 

the perpetrator (i.e., 1 = stranger to 7 = in-home primary caretaker) was included to 

conceptualize abuse events.  The face validity of duration and frequency were 

questionable (e.g., children saying the abuse happened a “million” times to emphasize 

that the abuse occurred many times; J. Wherry, personal communication, April 20, 2017).   

Related Events  

The Checklist of Sexual Abuse Related Stressors (C-SARS; Spaccarelli, 1995). 

 The C-SARS is a self-report measure for children that assesses the occurrence of 

stressful events related to sexual abuse experiences. The C-SARS assesses three subtypes 

of abuse stress: abuse-specific events, such as coerciveness (e.g., “Did that person ever 

tell you that something bad would happen because you didn’t do a sexual behavior?”) and 

stigmatizing messages (e.g., “Did that person ever tell you not to talk to anyone else 

about what happened?”); abuse-related events, such as family conflict (e.g., “Did your 
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parents start fighting more?”) and non-supportive responses to disclosure (e.g., “Did any 

people in your family get mad at you when they found out what happened?”); and public 

disclosure events, such as repeated interviews and adjudication problems (e.g., “Did a 

social worker, policeman, or other helper ask you too many hard questions about what 

happened?”). Children who report more than one perpetrator are asked to identify one 

adult perpetrator who “involved them in sexual behaviors the most,” or in cases when the 

perpetrator is not an adult, to identify a single peer-age perpetrator who involved them in 

sexual behaviors the most. Children are then asked if each of the stressful events has ever 

occurred in the context of their experiences with that perpetrator (Spaccarelli & Kim, 

1995).    

 A modified version of the C-SARS, called the C-SARS for Young Children 

(O’Boyle, 2000), was used in order to identify the experiences and address specific 

symptoms among a younger population of child sexual-abuse survivors. The C-SARS for 

Young Children is administered in an interview format in which the child is asked to 

answer “yes” or “no”, indicating abuse stress, abuse-related, and disclosure-related events 

they have experienced. Modifications from the original version were used to simplify the 

language and reduce the number of items to a more appropriate developmental level for 

children 5 to 12 years of age. All participants in the study were administered the modified 

version.  

 The process of creating the modified version of the C-SARS for Young Children 

involved consulting an expert in the field of developmental psychology and conducting a 

pilot study. The initial modifications were made per feedback on the original C-SARS 

(Spaccarelli, 1995) provided by Virginia Navarro, Ph.D., a developmental psychologist at 
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the University of Missouri – St. Louis. The feedback provided suggestions for changing 

the language of some items to better meet the developmental level of participants. The 

second stage of the modification process involved a pilot study with approximately 6 

children, ages 5 to 12 years, who provided feedback about the modified measurement 

items during the administration of the instrument as part of an intake procedure. The 

children were asked how they understood the intent of the item, and if they did not 

understand specific words or phrases, then the researcher provided further explanation as 

needed. Upon completion of the pilot study, the wording of items was changed to reflect 

the developmental level of the participants. 

 The convergent validity of the C-SARS was supported by significant correlations 

of the total events score with therapist’ overall rating of abuse stress (r = .36, p < .05), 

and with victim reports of the number of types of sexual abuse experienced (r = .40, p < 

.05); Spaccarelli, 1995). In the present study, summed scores of the Family Conflict (6 

items total) subscale represented the concept of family conflict with an internal 

consistency of .60. Summed scores of the Non-Supportive Responses to Disclosure (7 

items total) subscale represented the concept of non-supportive disclosure with an 

internal consistency of .68 for the present study sample. A list of specific items for each 

subscale can be found in Appendix A.    

Psychological Symptoms 

The Trauma Symptom Checklist for Young Children (TSCYC; Briere, 2005).  

The TSCYC is a 90-item parent report measure for the assessment of abuse-

related symptoms in children ages 3 to 12. The TSCYC yields raw scores and T-scores 

(standardized to a mean of 50 and standard deviation of 10) for two validity scales 

(Response Level and Atypical Response) and eight clinical scales (Anxiety, Depression, 
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Anger/Aggression, Posttraumatic Stress – Intrusion, Posttraumatic Stress – Avoidance, 

Posttraumatic Stress – Arousal, Dissociation, and Sexual Concerns). The parent is 

presented with a list of thoughts, feelings, and behaviors and asked to respond to each 

item by marking how often the behavior was observed in her/his child during the past 

month. Responses are rated on a 4-point scale ranging from 1 (never) to 4 (very often); 

thus a higher score reflects greater symptomatology. The clinical scales demonstrated 

good reliability in the initial study with alphas ranging from .81 to .93 (Briere, 2001). The 

TSCYC scales also were predictive of exposure to sexual abuse, physical abuse, and 

witnessing domestic violence. 

 In the present study, the clinical scales for Anxiety, Depression, and 

Anger/Aggression were used to conceptualize each of these constructs. Only three items 

from each scale were chosen based on their face validity that they seemed to be 

measuring the same construct for both the parent (TSCYC) and child (TSCC) measures. 

Anxiety was measured using the following items: “Worrying that bad things might 

happen in the future”, “Fear of the dark”, and “Fear that he or she would be killed by 

someone”. Depression was measured using the following items: “Looking sad”, “Calling 

himself or herself bad, stupid, or ugly”, and “Saying he or she wanted to die or be killed”. 

Anger/Aggression was measured using the following items: “Yelling at family, friends, 

or teachers”, “Intentionally hurting other children or family members”, and “Getting into 

physical fights”.  

The Trauma Symptom Checklist for Children (TSCC; Briere, 1996).  

 The TSCC is a standardized, 54-item self-report measure designed to assess 

abuse-related symptoms in children ages 8 to 16. The TSCC yields raw scores and T-
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scores for two validity scales (Under-response and Hyper-response) and six clinical 

scales (Anxiety, Depression, Post-Traumatic Stress, Dissociation, Anger, and Sexual 

Concerns with subscales for Dissociation and Sexual Concerns). The child is presented 

with a list of thoughts, feelings, and behaviors and is asked to respond to each item by 

marking how often each thing happens to her/him. Responses are rated on a 4-point scale 

ranging from 0 (never) to 3 (almost all the time); thus, a higher score reflects greater 

symptomatology. Alpha coefficients for clinical scales range from .77 to .89 in the 

standardization sample. Moderate convergent, discriminant, and predictive validity have 

been demonstrated in both normative and clinical samples (Lanktree et al., 2008).  

 In the present study, as with the TSCYC, the clinical scales for Anxiety, 

Depression, and Anger were used to conceptualize each of these constructs. Only three 

items from each scale were chosen based on their face validity with similar items on the 

parent-report (TSCYC). Anxiety was measured using the following items: “Feeling afraid 

something bad might happen”, “Being afraid of the dark”, and “Feeling afraid somebody 

would kill me”. Depression was measured using the following items: “Feeling sad or 

unhappy”, “Feeling stupid or bad”, and “Wanting to kill myself”. Anger was measured 

using the following items: “Wanting to yell at people”, “Wanting to hurt other people”, 

and “Getting into fights”.  Table 2 shows TSCC (child) items for each construct (i.e., 

anxiety, depression, and anger/aggression) and the corresponding TSCYC (parent) items.  
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Table 2. Indicator Items for TSCC and TSCYC for Anxiety, Depression, & Anger/Aggression 

Anxiety 

TSCC (child-report measure) TSCYC (parent-report measure) r 

1. Feeling afraid something bad 

might happen. 

1. Worrying that bad things might happen in 

the future. 

.16 

 

2. Being afraid of the dark. 2. Fear of the dark. .32** 

3. Feeling afraid somebody would 

kill me.  

3. Fear that he or she would be killed by 

someone.  

.11 

Depression 

TSCC (child-report measure) TSCYC (parent-report measure) r 

1. Feeling sad or unhappy.  1. Looking sad. .27** 

2. Feeling stupid or bad.  2. Calling himself or herself bad, stupid, or 

ugly. 

.25** 

3. Wanting to kill myself.  3. Saying he or she wanted to die or be killed.  .28** 

Anger/Aggression 

TSCC (child-report measure) TSCYC (parent-report measure) r 

1. Wanting to yell at people.  1. Yelling at family, friends, or teachers.  .20 

2. Wanting to hurt other people.  2. Intentionally hurting other children or 

family members.  

.25* 

3. Getting into fights.  3. Getting into physical fights.  .25* 

Note. * p < .05; ** p < .01 

 

Analysis Plan 

Preliminary Analyses 

 All preliminary analyses were conducted using SPSS 24 and where appropriate, 

AMOS 24 (Arbuckle, 2014). Exploratory analyses were performed to test for a normal 

distribution among the sample including skew and kurtosis. Also, the data were checked 

for variability. Descriptive statistics (mean, standard deviation, etc.) were generated on 

all study variables. Pearson correlations were conducted, and relationships between study 

variables were analyzed.  
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Hypotheses 1 and 2 Analysis Plan 

H1: Parent and child reports of the child’s internalizing symptoms measured by three 

indicator items each from the Depression and Anxiety subscales of the TSCC and 

TSCYC will differ such that children will report more internalizing symptoms than their 

parents. 

H2: Parent and child reports of the child’s externalizing symptoms measured by three 

indicator items from the Anger/Aggression subscale of the TSCC and TSCYC will differ 

such that parents will report more externalizing symptoms than their children.   

 To determine whether children reported more internalizing symptoms (i.e., 

anxiety, depression) than their parents, and parents reported more externalizing 

symptoms (i.e., anger/aggression) than their children, paired t-tests were computed to 

examine mean differences between these scores. Mean scores for child and parent reports 

regarding children’s anxiety, depression, and anger/aggression were examined separately 

for each item. Effect sizes of these differences were interpreted through Cohen’s (1977) d 

statistic (differences in standard-deviation units) such that 0.2 was small, 0.5 was 

medium, and 0.8 was large.   

Hypotheses 3 and 4 Analysis Plan 

H3: Parent-child agreement in reports of the child’s (a) anxiety, (b) depression, and (c) 

anger/aggression will be moderated by child reports of family conflict as indicated by 

summed scores of the Family Conflict subscale of the CSARS, such that higher rates of 

conflict will be associated with lower rates of parent-child agreement (i.e., parents will 

report more psychological symptoms in their children when family conflict is high).  
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H4: Parent-child agreement in reports of the child’s (a) anxiety, (b) depression, and (c) 

anger/aggression, will be moderated by child reports of non-supportive responses from 

family members to disclosure of sexual abuse as indicated by summed scores of the Non-

Supportive Disclosure subscale of the CSARS, such that higher rates of non-supportive 

responses to disclosure will be associated with lower rates of parent-child agreement (i.e., 

parents will report more psychological symptoms in their children when non-supportive 

disclosure is high). 

 To examine and model parent-child agreement on reports of the child’s 

internalizing and externalizing symptoms, the current study used Latent Congruency 

Modeling (LCM) with AMOS 24 (Arbuckle, 2014). The LCM-1 model is a second-order 

factor analysis model in which higher-order latent factors refer to the average level of the 

two raters’ scores (i.e., parent report and child report) and to their congruency (i.e., 

difference in reporters’ ratings; Cheung, 2009). This type of analysis allows for 

measurement error of the items to be estimated and partialled out when estimating 

parameters for first-order and second-order factors, thus making the 

congruence/difference scores more reliable than usual (Cheung, 2009). The first-order 

terms are the equivalent of two CFA models of the psychological symptom (i.e., anxiety, 

depression, anger/aggression) for each reporter (i.e., parent and child), which use items as 

their indicators; these are regressed on both second-order terms (Ksinan & Vazsonyi, 

2016). By constraining these paths to specific parameters, two component measures are 

developed (i.e., level and congruency). Predictive paths from the congruence score to the 

first-order latent variables (i.e., parent and child reports of each symptom) had fixed 

factor loadings of 0.5 and -0.5, respectively. The weightings of 0.5 and -0.5 imply a 



Texas Tech University, Cassandra C. Huey, August 2017 

48 

  

subtraction of the child’s self-reported score from the parent’s report for the child. Paths 

from the level construct had fixed factor loadings of 1 each to the child- and parent-report 

factors. The two second-order terms were allowed to covary. The residuals of first-order 

factors were fixed to zero (Ksinan & Vasonyi, 2016). The models are shown in Figures 3, 

4, and 5 below. The potential moderating factors of child age, sex, and race, as well as the 

child’s report of family conflict and non-supportive disclosure also were included in the 

model.  
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Figure 3. The LCM Model as used in this study for modeling child and parent reports of 

child anxiety.  
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Figure 4. The LCM Model as used in this study for modeling child and parent reports of 

child depression.  
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Figure 5. The LCM Model as used in this study for modeling child and parent reports of 

child anger/aggression.
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CHAPTER IV 

RESULTS 

 Correlations, means, and standard deviations among all study variables are 

presented in Table 3. Child age was significantly and positively correlated with both the 

child’s and parent’s report of anger/aggression item 1 (i.e., “wanting to yell at people,” 

“yelling at family, friends, or teachers”; r = .23, p < .05; r = .24, p < .05, respectively) 

and significantly, negatively correlated with the parent’s report of anxiety item 2 (i.e., 

“fear of the dark”; r = -.23, p < .05). This finding suggests that older children reported 

having the desire to yell at others more often than younger children, and parents reported 

more yelling when the child was older. Furthermore, parents reported a fear of the dark 

more often in younger children, which may be associated with the child’s developmental 

level. Child sex was significantly and positively correlated with the role of the perpetrator 

in the child’s life such that girls experienced sexual abuse more often by a perpetrator 

with whom they had a closer relationship than boys (r = .30, p < .01). The race of the 

child was significantly and positively correlated with both parent and child reports of 

anxiety item 2 (i.e., “being afraid of the dark,” “fear of the dark”) such that minority 

parents and their children reported more fear of the dark than Caucasians (r = .21, p < .05 

and r = .22, p < .05, respectively).  Severity of abuse was not significantly correlated with 

any other study variable. As expected, the variable of family conflict was significantly 

and positively correlated with the role of the perpetrator in the child’s life such that 

sexual abuse that was perpetrated by someone with whom the child had a closer 

relationship was associated with higher levels of family conflict (r = .34, p < .01). 

Additionally, family conflict was significantly and positively associated with non-

supportive disclosure such that children who reported more non-supportive responses to 
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the disclosure of their sexual abuse also reported higher levels of family conflict (r = .34, 

p < .01).  

 Correlations between parent and child reports of anxiety, depression, and 

anger/aggression items are presented in Table 2. All pairs of parent and child items were 

positively correlated, though the correlations were low and not all were significant. More 

specifically, items 2 for both parent and child reports of anxiety were significantly and 

positively correlated (r = .32, p < .01). All depression items for both parent and child 

reports were significantly positively correlated (r = .27, p < .01; r = .25, p < .05; and r = 

.28, p < .01, respectively). With regards to parent and child reports of anger/aggression, 

items 2 and 3 were significantly and positively correlated (r = .25, p < .05 for both items).    
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Table 3. Correlations Among All Study Variables (N=98). 

Variables 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 

1. Child’s Age in 

Years 

-                         

2. Child’s Sex 

(0 = Boys, 1 = Girls) 

.13 -                        

3. Child’s Race 

(0 = White,  

1 = Minority) 

.08 .09 -                       

4. Role of perpetrator 

   in child’s life 

.12 .30** .06 -                      

5. Sexual Abuse 

Severity 

-.07 -.04 -.004 -.17 -                     

6. TSCC Anxiety 1 

 

.04 .12 -.14 .21 -.07 -                    

7. TSCC Anxiety 2 -.15 .14 -.21* .20 .09 .15 -                   

8. TSCC Anxiety 3 -.17 .07 -.05 .09 .05 .40** .04 -                  

9. TSCC  

Depression 1 

.03 .09 -.02 .08 -.10 .45** .17 .34** -                 

10. TSCC  

Depression 2 

.11 .11 -.01 -.08 .05 .15 .27** .27** .22* -                

11. TSCC  

Depression 3 

-.06 .06 .001 -.14 -.07 .26* .18 .23* .33** .45** -               

12. TSCC 

Anger/Aggression 1 

.23* .02 -.01 .004 .15 .09 .05 .14 .27** .39** .16 -              

13. TSCC 

Anger/Aggression 2 

.08 -.18 .04 .03 -.04 .06 .17 .06 .15 .21* .27** .25* -             

14. TSCC 

Anger/Aggression 3 

-.03 -.17 .03 -.25* .08 .22* -.05 .30** .19 .30** .34** .37** .46** -            

15. TSCYC Anxiety 1 .17 .06 -.17 .19 -.11 .16 .07 .15 .06 .14 .07 .09 .13 -.04 -           

16. TSCYC Anxiety 2 -.23* -.02 -.22* .05 .09 .15 .32** .007 -.05 -.15 -.05 -.18 .001 -.09 .19 -          

17. TSCYC Anxiety 3 .11 -.09 .06 .06 -.22 -.05 -.03 .11 -.04 .05 .11 -.003 .09 -.03 .32** .06 -         

18. TSCYC 

Depression 1 

.07 .03 -.09 -.003 .16 .24* .11 .11 .27** .23* .30** .18 .17 .16 .26* .12 .33** -        

19. TSCYC 

Depression 2 

.12 -.09 -.14 -.05 -.08 -.02 .04 .22* .16 .25* .12 .23* .05 .17 .37** .08 .42** .38** -       

20. TSCYC 

Depression 3 

.11 -.13 .08 -.10 -.11 -.12 .13 -.02 .008 .10 .28** .11 .31** .16 .14 -.08 .42** .29** .52** -      

21. TSCYC 

Anger/Aggression 1 

.24* .14 -.03 .11 -.01 .20 .10 .15 .14 .20* .13 .20 .12 .13 .34** .30** .28** .35** .41** .35** -     

22. TSCYC 

Anger/Aggression 2 

-.03 -.03 -.007 -.14 -.07 .07 .18 .23* .10 .14 .18 .04 .25* .22* .13 .20* .53** .32** .40** .38** .42** -    

23. TSCYC 

Anger/Aggression 3 

.09 .05 .04 -.18 .14 .03 .08 .06 .08 .15 -.03 .15 .24* .25* .03 .16 .07 .22* .09 .14 .36** .55** -   

24. Family Conflict .15 .19 -.001 .34** -.14 .28** .04 .03 .03 .16 .19 .15 .18 .03 .18 .08 -.05 .17 -.03 .01 .18 -.16 -.11 -  

25. Non-Supportive 

Disclosure 

.04 .01 .11 .12 .09 .06 .06 .19 .09 .17 .18 .01 .22* .13 .06 -.03 -.14 .15 .02 .05 .04 -.12 .10 .34** - 

Mean 9.91 .69 .53 4.04 7.67 1.11 .75 .78 1.35 .66 .33 .90 .31 .90 1.78 1.90 1.28 2.52 1.88 1.22 2.05 1.43 1.49 1.02 2.56 

SD 1.47 .46 .50 1.82 2.56 .97 1.08 1.02 .88 .82 .72 .92 .60 .95 .89 1.12 .66 .86 .94 .57 1.05 .85 .83 1.26 1.41 

Note. * p < .05; ** p < .01; *** p < .001 
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Hypotheses 1 and 2 

Hypotheses 1 and 2 were tested using paired t-tests to examine mean differences in 

child and parent reports of anxiety, depression, and anger/aggression. All 9 items (e.g., 

3 items for each construct) were analyzed individually using paired samples t tests to 

determine if mean differences were significantly different between parent and child 

reports. Results for each item are reported in Table 4.  Consistently on all items, 

parents reported higher means than their children. All mean differences were highly 

significant (p < .001, and effect sizes were generally large with a few being medium. 

This finding was contrary to hypothesis 1 predicting that children would report more 

internalizing symptoms (i.e., anxiety and depression) than their parents; however, 

hypothesis 2 predicting that parents would report more externalizing symptoms (i.e., 

anger/aggression) than their children was supported.  
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Table 4. Mean Differences of Parent and Child Reports of Anxiety, Depression, and 

Anger/Aggression Acquired from Paired Samples t Tests. 

Individual Items Child 

Mean 

Parent 

Mean 

Mean 

Difference 

d t Df 

Anxiety Item 1 1.11 1.78 -.66 -.56 -5.43 97 

Anxiety Item 2 .75 1.91 -1.16 -0.90 -8.85 96 

Anxiety Item 3 .75 1.28 -.53 -0.48 -4.55 96 

Depression Item 1 1.35 2.25 -1.17 -.85 -10.95 96 

Depression Item 2 .66 1.88 -1.21 -1.13 -11.06 97 

Depression Item 3 .33 1.22 -.90 -1.15 -11.40 97 

Anger/Aggression 

Item 1 

 

.90 2.04 -1.14 -.92 -9.02 96 

Anger/Aggression 

Item 2 

 

.31 1.43 -1.12 -1.26 -12.20 97 

Anger/Aggression 

Item 3 

 

.90 1.49 -.60 -.54 -5.37 96 

Note. Total N = 98. See Table 2 for the specific questions of each item.  

 

Hypotheses 3 and 4 

Hypotheses 3 and 4 in relation to possible moderating effects of family conflict and 

non-supportive disclosure were tested using LCM models that were estimated 

separately for child and parent reports of child anxiety, depression, and 

anger/aggression. Preliminary analyses showed the variable of race to have no 

significant relations to the component measures of level and congruence in any 

analyses, hence, to keep the primary model more manageable, race was excluded. The 

fit indices for the model testing anxiety, depression, and anger/aggression are 
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presented in Table 5. All metric models fit the data adequately considering the large 

number of paths that were constrained in the LCM technique. Constraining large 

numbers of pathways has been known to harm model fit.   

Table 5. Model Fit Statistics for Anxiety, Depression, and Anger/Aggression. 

Model Χ2 Df P CFI RMSEA RMSEA CI 

Lower     

Upper 

RMSEA 

p close 

Anxiety 38.871 27 .065 .793 .067 .000 .111 .257 

Depression 25.179 26 .509 1.000 .000 .000 .077 .784 

Anger/Aggression 45.287 26 .011 .840 .087 .042 .129 .080 

Note. Total N = 98.  

 

Family conflict did not moderate parent and child reports of child anxiety or 

depression. In the model testing anger/aggression, family conflict moderated parent 

and child reports of child anger/aggression such that higher rates of family conflict 

resulted in a lower (more negative) congruency score (children’s reports exceeding 

parents’ reports) between parent and child reports of child anger/aggression symptoms 

(β = -.15, p = .04). Contrary to the prediction of hypothesis 3, children reported more 

symptoms of anger/aggression than their parents when family conflict was high, thus 

the hypothesis was not supported. An additional moderating effect that emerged was 

that of gender on parent and child agreement in reports of anger/aggression. 

Interestingly, parents reported more symptoms of anger/aggression when the child was 

female (β = .44, p = .02). This finding is contrary to the literature suggesting that 

symptoms of anger/aggression are more often attributed to boys. 
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In the model testing anxiety, in order to achieve an admissible solution, TSCC 

item 2 and TSCYC item 21 had to be removed as indicators because they were 

generating a technical error (i.e., “non-positive definite matrix;” Rigdon, 1997)1. The 

model was tested with the remaining two indicators. Non-supportive disclosure 

moderated parent and child reports of child anxiety such that higher rates of non-

supportive disclosure resulted in a lower congruency score between parent and child 

reports of anxiety symptoms (β = -.16, p = .01). However, results indicated that 

children reported higher levels of anxiety than their parents when non-supportive 

disclosure was high, contradicting hypothesis 4. Additionally, gender moderated 

parent and child reports of child anxiety such that girls reported more symptoms than 

their parents when non-supportive disclosure is high (β = -.39, p = .03). Non-

supportive disclosure did not moderate the relationship between parent and child 

reports of child depression or anger/aggression.  

                                                 
1 A non-positive definite matrix occurs when “one or more measures do not fit the data” (Ping, 2009). 

When a correlation between two variables in a matrix falls outside of the mathematically permissible 

range, then the error of non-positive definite matrix occurs (Wothke, 1993). The suggested solution for 

this problem is to remove one or more variables, thus TSCC item 2 and TSCYC item 21 were removed 

from the model testing anxiety.  
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CHAPTER V 

DISCUSSION 

 The current study examined parent-child agreement on reports of child 

psychological symptoms after the disclosure of sexual abuse, and the possible 

moderating roles of family conflict and non-supportive disclosure. Other studies have 

found that agreement among parents and their children on reports of psychological 

symptoms tends to be low, especially in a clinical setting (Achenbach, 2011; De Los 

Reyes & Kazdin, 2005; Grills & Ollendick, 2003). These findings demonstrate the 

importance of understanding the factors associated with parent-child agreement in an 

effort to better inform the process of psychological assessment of CSA survivors. 

Accurate assessment of children’s psychological symptoms will increase the chances 

of providing more effective treatment.  

 Abuse severity was not significantly associated with any study variable. This 

finding reiterates the importance of understanding the complexity of the sexual abuse 

experience as outlined in Spaccarelli’s (1994) model. Although some studies have 

shown that more severe abuse can be associated with poorer psychological outcomes 

for children, it is important to recognize that overall, abuse characteristics (e.g., 

severity, duration, frequency) only account for a small amount of variance in 

outcomes (Collin-Vézina, 2013; Spaccarelli, 1994). Some significant correlational 

relationships to note in the present study were those including the child’s relationship 

to the perpetrator and the child’s gender. More specifically, girls were sexually abused 

more often by a perpetrator with whom they had a closer relationship (e.g., parent 

versus neighbor) than boys. This finding is consistent with previous literature 
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examining gender and the child’s relationship to the perpetrator. Finkelhor (1994) 

noted that girls are more likely to be abused within the family, a finding that was 

supported in a national survey of adult women and men in which girls reported more 

abuse by family members than boys (29% versus 11%; Finkelhor et al., 1990). Future 

studies examining the potential influences of the role of the perpetrator on child 

outcomes could consider including a measure of how emotionally close the child feels 

to the offender to better assess the meaning the child places on the relationship. 

Measuring emotional closeness would provide a more accurate understanding of the 

child’s relationship with the perpetrator from the child’s perspective. 

The current study also found a significant correlation between the child’s 

relationship to the perpetrator and levels of family conflict such that higher levels of 

family conflict were associated with abuse perpetrated by someone with whom the 

child had a closer relationship. This finding is not surprising given that a closer 

relationship with the perpetrator often means that the person had a closer relationship 

with other family members or friends close to the child. A study conducted by Ullman 

(2007) found that children abused by relatives reported a greater sense of emotional 

closeness to the perpetrator both before and after the abuse. Situations involving incest 

or relative abuse may involve a greater sense of trust violation for the child and their 

non-offending family members, as well (Grosz, Kempe, & Kelly, 1999). Navigating 

relationships after the disclosure of sexual abuse, especially in situations of familial 

abuse, can lead to high levels of stress. Changes in the family (e.g., separation, 

divorce) after the disclosure of abuse may also contribute to the higher levels of family 
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conflict as everyone is adjusting to new family roles and redefining relationships. 

Ullman (2007) also found that children abused by relatives reported more negative 

social reactions and responses to disclosure, particularly younger children.  In the 

present study, family conflict was also higher when the child reported a non-

supportive reaction to their disclosure of abuse. Non-offending parents often feel 

overwhelmed and immobilized after abuse disclosure, and feelings of anger, guilt, or 

distress may be taken out on the child or other family members, thus increasing 

conflict within the family (Grosz et al., 1999). Future studies may include a measure 

of family conflict from the parent’s perspective, so parent-child agreement on the 

perception of family conflict also can be examined.     

 The hypotheses testing parent-child agreement on reports of the child’s 

internalizing and externalizing symptoms found that parent-child agreement was low 

for both internalizing (i.e., anxiety, depression) and externalizing (i.e., 

anger/aggression) symptoms with parents reporting more psychological symptoms 

than their children in both categories. These findings are consistent with the literature 

in showing only moderate to low levels of agreement on internalizing problems in 

clinic populations; however, previous studies have suggested that parent-child 

agreement is sometimes higher for externalizing behaviors (Hodges, Gordon, & 

Lennon, 1990). For example, a study of 381 children referred by their parents for 

treatment in a community health clinic found that parent-child agreement was lower 

for internalizing problems than externalizing problems, perhaps due in part to the 



Texas Tech University, Cassandra C. Huey, August 2017 

 

62 

 

relatively observable nature of externalizing symptoms, such as yelling or fighting 

(Yeh & Weisz, 2001).  

One possible explanation for parents reporting more internalizing and 

externalizing symptoms in the present study is related to the motivation of parents and 

children for reporting problems in a clinical setting that is proposed by the ABC model 

(De Los Reyes & Kazdin, 2005). According to the ABC model, informants’ 

attributions are based on the actor-observer phenomenon which suggests that when a 

person’s behavior is being scrutinized by observers, her/his perceptions and 

interpretations of actions will be different from the observer. This notion suggests that 

when children are being observed by their parents, parents are more likely to attribute 

the child’s behaviors to internal characteristics, whereas children make more 

contextual attributions. Moreover, informants’ perspectives (i.e., beliefs about the 

child’s need for treatment) and their beliefs about the goal of the clinical assessment 

process play a significant role in the reporting of symptoms. In the current study, 

parents referred their children for treatment most often because the child was 

exhibiting problematic behavior that was perceived as stressful by the parent. In 

addition, children had already acknowledged in the forensic interview that sexual 

abuse had occurred, which can often increase parental concerns that their child will 

need psychological treatment to deal with such a traumatic experience. If these 

concerns are driving the perceptions and interpretations of their child’s behavior and 

their views about the goal of the clinical assessment process, these influences may 

explain in part why parents reported more internalizing and externalizing symptoms 
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than their children. De Los Reyes and Kazdin (2005) note the implications of the 

child’s perceived level of stress over her/his own problems when understanding parent 

and child discrepancies. Even when parents and children do agree that a particular 

problem or behavior occurs, children may not acknowledge that the problem is 

distressing or requires treatment. Another factor to consider is that from the child’s 

perspective, the experience of sexual abuse is not always perceived as traumatic, thus 

children may report fewer symptoms if they were not traumatized by the abuse. If 

children attribute their behaviors to more contextual issues (e.g., family conflict) and 

perceive the goal of the clinical assessment process to be reducing family stress, for 

example, they may report fewer psychological symptoms than their parents.  

 Family conflict moderated the relationship between parent and child reports of 

anger/aggression; however, contrary to the predictions of the present study, children 

reported more symptoms than their parents when family conflict was high. This 

finding may again reflect the ABC model (De Los Reyes & Kazdin, 2005) in that the 

children’s perception of the problem and beliefs about treatment and goals of the 

clinical assessment process influenced them to report more anger/aggression 

symptoms than their parents. For example, increased family conflict may partly be the 

result of the child’s changes in behavior, namely the increased problematic behavior 

following the disclosure of sexual abuse. Children may attribute their anger/aggression 

to the increased family conflict, which is a problem within their environment, rather 

than an internal problem. The child may also perceive the goals for treatment to be 

reducing family conflict, thus reporting more symptoms in order to convey the 
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increased problems within family. Surprisingly, parents reported more 

anger/aggression symptoms for girls. Previous studies have suggested that gender 

differences may exist in the manifestation of psychological symptoms such that boys 

exhibit more externalizing symptoms (e.g., anger, aggression) than girls. Findings 

have been mixed, however, with many studies reporting that gender did not influence 

the type of psychological symptoms experienced by children after sexual abuse. 

Kendall-Tackett et al. (1993) reviewed 45 studies examining symptoms of sexually 

abused children and those who had not been abused and found that gender differences 

in externalizing and internalizing symptoms were not consistent in either group. A 

possible explanation for parents reporting more anger/aggression symptoms in girls 

than boys in the present study is related to possible reactions to the betrayal that can be 

part of the sexual abuse experience. Spaccarrelli (1994) describes the trust violation as 

part of the abuse events that can influence children’s psychological outcomes. Some 

children may react to the trust violation that occurs within the context child sexual 

abuse with increased hostility and anger as a protective mechanism against future 

betrayals (Finkelhor & Browne, 1985). The trust violation is usually more intense 

when the child has a closer relationship with the perpetrator. Because girls in this 

study were more often abused by perpetrators with whom they had a closer 

relationship, they may exhibit more symptoms of anger and aggression as a reaction to 

the more intense trust violation.  

 Non-supportive disclosure moderated the relationship between parent and child 

reports of anxiety such that children reported more anxiety symptoms than their 
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parents when non-supportive disclosure was high. Moreover, girls reported more 

anxiety following a non-supportive disclosure than boys, a finding that has been 

shown in other studies suggesting that girls are often expected to exhibit more 

internalizing symptoms (Gibson & Leitenberg, 2001). Previous studies have shown 

that children who experience non-supportive reactions to disclosure, particularly from 

non-offending mothers, are more likely to have poorer adjustment (Ullman, 2007; 

Ullman & Filipas, 2005). The quality of a parent’s relationship with their child may 

affect their ability to provide a supportive response to sexual abuse disclosure, and 

may negatively influence their ability to assess their child’s needs (Schechter, 

Brunelli, Cunningham, Brown, & Baca, 2002). For this reason, future studies may 

consider assessing the effect of quality of the parent-child relationship on parent-child 

agreement in reports of psychological symptoms.  

Strengths of the Current Study 

Strengths of the current study include the application of a theoretical 

framework to the study of child sexual abuse. Much of the research in the area of CSA 

does not explicitly use theory. The use of Spaccarelli’s (1994) model to conceptualize 

the variables of abuse stress and children’s psychological symptoms in the context of 

CSA provides a theoretical basis that guides the hypotheses and choice of research 

methods used in the study. Furthermore, the Attribution Bias Context (ABC) model 

(De Los Reyes & Kazdin, 2005) offers a theoretical framework for understanding 

discrepancies among multiple informants, thus providing a means for evaluating 

parent-child discrepancies in reports of children’s psychological symptoms using 
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existing knowledge in the area to examine key variables that may influence this 

phenomenon.  

An additional strength of the current study is the examination of parent-child 

discrepancies among reports of child’s psychological symptoms using the specific 

population of sexual abuse survivors. Previous research has focused on parent-child 

discrepancies in populations of children referred for evaluation in a clinical setting; 

however, the present study is the only study known to date that has specifically looked 

at children who were referred for evaluation after the disclosure of sexual abuse. 

Examining key factors associated with the experiences of CSA survivors and their 

families may help identify aspects of parent-child discrepancies that are unique to the 

context of sexual abuse.  

The use of latent congruency modeling (LCM) was another strength of the 

current study. The use of higher-order latent factors to measure parent and child 

reports allows for a more reliable examination of discrepancies by specifically 

estimating and controlling for measurement error. Previous studies have noted the 

limitations of other common methods, such as absolute difference or squared 

difference, thus using LCM addresses this gap. Although LCM generally suggests 

using a sample size of 150 or more depending on the number of variables included in 

the model, the sample size in the current study (N = 98) was relatively large for a 

sensitive population. Similar studies on child survivors of sexual abuse have included 

much smaller samples, such as a recent meta-analysis conducted by Trask, Walsh, and 

DiLillo (2011) examining treatment effects for common outcomes of CSA that 
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included a total of 19 studies with Ns ranging from 5 to 48. The larger sample size of 

the current study allowed for the use of the more sophisticated methodology of LCM 

to measure parent-child agreement among the sensitive population of child survivors 

of sexual abuse. No other known study to date has examined parent-child agreement 

among CSA survivors using LCM.   

Limitations and Future Directions 

 Although the current study sample includes an evenly distributed number of 

Caucasian and African American participants, there is an under-representation of 

Hispanic children and families, which may be due to a lack of culturally sensitive 

services offered at the referral clinic. While there were African American workers, 

there were no Spanish-speaking workers in the clinic and few Spanish speakers in 

children’s protective services, law enforcement, or among prosecuting attorneys. The 

present study found the variable of race was not significantly related to the component 

measures of level and congruence in the LCM model for the current sample, so the 

variable was not considered in any analyses. Future studies may consider specifically 

including race or ethnicity as predictor variables to explore possible cultural 

differences related to parent-child agreement in the context of child sexual abuse. 

Comparatively few studies to date have examined the possible influences of race or 

ethnicity on informant discrepancies. Many of the studies that do include race or 

ethnicity in the analyses have found greater discrepancies between African American 

children and their parents as compared to Caucasians (Kaufman, Swan, & Wood, 

1980; Wachtel, Rodrigue, Geffken, Graham-Pole, & Turner, 1994; Walton, Johnson, 
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& Algina, 1999). For example, a few studies have found that African American 

children report more anxiety symptoms in themselves than are reported by their 

mothers, and Caucasian children report fewer anxiety symptoms in themselves than 

are reported by their mothers (Wachtel et al., 1994; Walton et al., 1999). However, 

other studies have shown that parent-child agreement on reports of psychological 

symptoms did not differ significantly by race (Edelbrock, Costello, Duclan, Conover, 

& Kala, 1986; Kolko & Kazdin, 1993). Racial and ethnic differences may deserve 

further exploration to address the lack of information available in this area, 

particularly in the context of child sexual abuse.  

 The use of a secondary dataset limited the variables available for examining 

parent-child agreement in the present study. The data were collected to assess a variety 

of outcomes associated with child sexual abuse; however, parent-child agreement was 

not a primary focus of the original study for which the data were collected. The 

present study chose items from the TSCC and TSCYC based on their face validity; 

that is, items were paired that seemed to be asking the same question of both parents 

and children. With the measures that were available in the dataset, only three items for 

each construct (i.e., anxiety, depression, and anger/aggression) were available for use 

as indicators, and one set had to be removed in the model testing anxiety due to 

problems with the model fit. Thus, future studies may choose to incorporate parent and 

child measures that include more indicator items. Further research needs to be done to 

better understand the functioning of item pairs that are meant to capture parent and 

child reports of children’s psychological states. Also, in addition to examining 
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internalizing and externalizing symptoms, including parent and child measures of 

PTSD may provide useful information regarding parent-child agreement on these 

symptoms, given that PTSD is another common psychological outcome for survivors 

of child sexual abuse. 

Conclusion 

 Overall, this study suggests that greater attention is needed in both research 

and clinical practice to the implications of parent-child agreement in the context of 

child sexual abuse. The ABC model (De Los Reyes & Kazdin, 2005) may be applied 

to improve the understanding of the discrepancies in the frequency and type of 

information reported in a clinical setting, and to expand our knowledge about the 

importance and relevance of these discrepancies, particularly for clinical practice. In 

addition, the information provided in this study may help to inform the training 

process for children’s advocacy centers (CACs) in providing more effective forensic 

interviews, advocacy, medical evaluation and treatment, and therapeutic intervention 

for child survivors of sexual abuse and their families. 
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APPENDIX  

INDIVIDUAL QUESTIONNAIRE ITEMS FOR EACH STUDY VARIABLE 

Variable Name Measure Questionnaire Items 

ABUSE EVENTS: 

 

 

Sexual Abuse Severity 

 

 

 

ADI  

 

 

 

1. Sexually suggestive talk, hugs, or 

kissing.  

2. Visual—exposing of genitals (abuser or 

child), voyeurism or viewing pornography.  

3. Fondling over child’s clothes.  

4. Fondling under child’s clothes.  

5. Simulated intercourse over clothes.  

6. Child masturbating abuser or involved in 

abuser’s masturbation or simulated 

intercourse under clothes (penis between 

child’s legs, no penetration).  

7. Oral contact—abuser to child’s genitals.  

8. Oral contact—child to abuser’s genitals.  

9. Digital or object penetration.  

10. Vaginal or anal intercourse (including 

unsuccessful attempts).  

11. Paraphilic sex (e.g., urine, feces, 

bondage) or exploitation (e.g., prostitution).  

12. Ritual or satanic abuse or sexualized 

torture. 

Child’s Relationship 

to the Perpetrator 

ADI  1. Stranger. 

2. Acquaintance, babysitter, neighbor. 

3. Teacher, minister, daycare worker, 

relative or other adult. 

4. In-home sibling or step-sibling. 

5. In-home adult, except parent or step-

parent. 

6. Non-custodial parent. 

7. In-home primary caretaker.  
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Variable Name Measure Questionnaire Items 
RELATED 

EVENTS: 

 

Family Conflict 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

C-SARS for 

Young 

Children 

 

 

 

 

 

 

 

 

 

 

 

 

1. Did your parents start fighting more? 

2. Did your parents fight about what 

happened to you? 

3. Did some people in your family hit or 

beat up each other more? 

4. Did some people in your family start 

bossing everyone around more? 

5. Did others in your family act jealous of 

your relationship with the person who 

involved you in sex behaviors? 

6. Did your mother and father break up or 

get a divorce after they found out what 

happened? 

Non-supportive 

Responses to 

Disclosure 

C-SARS for 

Young 

Children 

 

1. Did any people in your family get mad at 

you when they found out what happened? 

2. Did the person who did the sexual 

behaviors get angry when you told what 

happened? 

3. Did any people in your family scold or 

punish you when they found out about the 

sexual behaviors? 

4. Did someone in your family keep you 

away from the person who did the sexual 

behaviors with you when you told them 

what happened? 

5. Was someone in your family really nice 

to you when they found out what 

happened? 

6. (Older person) Did anyone in your 

family blame you for what happened or say 

it was your fault? 

7. (Younger person) Did anyone in your 

family blame you for what happened or say 

it was your fault? 
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Variable Name Measure Questionnaire Items 

PSYCHOLOGICAL 

SYMPTOMS: 

 

Anxiety 

 

 

 

 

 

 

 

 

 

 

 

TSCC  

(child-report) 

 

 

TSCYC  

(parent-

report) 

 

 

 

 

 

 

1. Feeling afraid something bad might 

happen.  

2. Being afraid of the dark. 

3. Feeling afraid somebody would kill me.  

 

1. Worrying that bad things will happen in 

the future.  

2. Fear of the dark. 

3. Fear that he or she would be killed by 

someone.  

Depression 

 

TSCC  

(child-report) 

 

 

TSCYC 

(parent-

report) 

1. Feeling sad or unhappy.  

2. Feeling stupid or bad. 

3. Wanting to kill myself. 

 

1. Looking sad.  

2. Calling himself or herself bad, stupid, or 

ugly. 

3. Saying he or she wanted to die or be 

killed.  

Anger/Aggression 

 

TSCC  

(child-report) 

 

 

TSCYC 

(parent-

report) 

1. Wanting to yell at people.  

2. Wanting to hurt other people.  

3. Getting into fights. 

 

1. Yelling at family, friends, or teachers. 

2. Intentionally hurting other children or 

family members.  

3. Getting into physical fights.  

 

 

 


