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ABSTRACT 

The present study examined the roles of coping responses, cognitive appraisals, 

and parental support in the development of PTSD symptoms in a sample of 97 sexually 

abused children, ages 6-13 years, referred for varying types of treatment.  Through 

exploratory factor analysis, the hypothesized latent construct of abuse stress was most 

accurately conceptualized by testing the severity of the sexual abuse and the events 

associated with the abuse as separate constructs.  Subsequent hierarchical linear 

regression equations showed a child’s coping responses (i.e., social withdrawal and 

avoidance) did not meet the conditions for mediation or indirect effects on both parent 

and child reports of PTSD symptoms.  Cognitive appraisals were a main effect on child 

reports of PTSD symptoms.  Sexual abuse severity was a main effect on parent reports of 

PTSD symptoms, but not child reports.  Abuse events were a main effect on child reports 

of PTSD symptoms, but not parent reports.  Parental support did not meet the conditions 

for mediation or indirect effects on both parent and child reports of PTSD symptoms.  
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CHAPTER I 

INTRODUCTION 

Previous research has indicated that many children who experience trauma in 

their lives also subsequently experience post-traumatic stress disorder (PTSD; Bernard-

Bonnin, Hébert, Daignault, & Allard-Dansereau, 2008; Kendall-Tackett, Williams, & 

Finkelhor, 1993; Spaccarelli, 1994; Spaccarelli & Fuchs, 1997).  PTSD can affect not 

only a person’s day-to-day functioning, but her/his overall recovery process, as well 

(Cohen, Deblinger, Mannarino, & Steer, 2004).  Specific trauma resulting from child 

sexual abuse (CSA) has been associated with the experience of increased PTSD 

symptoms (Paolucci, Genius, & Violato, 2001; Kendall-Tackett et al., 1993; Runyon & 

Kenny, 2002; Spaccarelli & Fuchs, 1997).  A number of studies have examined various 

aspects of CSA (e.g., severity of abuse, the existence of external support resources, 

coping responses, and cognitive appraisals); however, these variables are most often 

examined individually.  The goal of the present study is to look simultaneously at the 

following variables: (a) external support resources from parents, (b) the child’s use of 

specific coping responses, and (c) the child’s cognitive appraisals about the traumatic 

event(s) and test for possible mediating effects of these variables between events 

surrounding the abuse and the development of PTSD symptoms.  This focus on multiple 

possible mediators will potentially provide insight into the complexity of CSA and the 

recovery process.    
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Theoretical Foundations 

Family Stress Theory 

Family stress theory attempts to explore knowledge related to successful 

adaptations in the face of adverse situations.  The basic tenants of family stress theory are 

described using McCubbin and Patterson’s (1983) Double ABC-X model of family 

stress.  The first part of the model (A) is referred to as the ―stressor event‖ (Ingoldsby, 

Smith, & Miller, 2004).  The stressor event is viewed as neutral, because it is the 

individual that determines if the stressor event is interpreted as positive or negative.  In 

the present study, the stressor event is conceptualized as the experience of sexual abuse.  

When a stressor event occurs, an individual or family must identify available resources 

(B) to help them cope with the event (Ingoldsby et al., 2004).  There are three main types 

of resources:  individual, family, and community (McCubbin & Patterson, 1983).  

Resources can be material or immaterial.     

The third variable (C) in the model represents an individual’s interpretation of the 

situation.  The (X) component of the model represents a crisis that occurs as a result of 

the stressor event (e.g., PTSD symptomatology).  An individual or family will experience 

a crisis only if their resources are not adequate enough to produce effective coping 

responses to handle the stressor event.  Understanding an individual’s reaction and 

adjustment to a crisis or traumatic event can help to strengthen the foundations needed to 

provide effective interventions and treatments for children at high-risk for developing 

PTSD as a result of CSA (McCubbin, Thompson, & McCubbin, 1996). 
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Spaccarelli’s (1994) Transactional Model for Understanding Abuse 

Outcomes 

Spaccarelli’s (1994) transactional model takes the basic proponents of Family 

Stress Theory and applies them specifically to situations in which child sexual abuse is 

the stressor event.  There are five components of Spaccarelli’s (1994) model, each 

corresponding with a specific part of Family Stress Theory.  The five basic concepts of 

the model will be described briefly below with more detailed descriptions provided in the 

literature review. See Figure 1.1 for a diagram of Spaccarelli’s (1994) full transactional 

model.  Each part of Spaccarelli’s (1994) model will be labeled in the subheading with 

the letter to which it corresponds in the Double ABC-X model. 

(A) Abuse Stress  

I.  Abuse Events 

Traditionally, the concept of abuse stress was thought to only involve one aspect 

of the traumatic experience, abuse events.  Abuse events are conceptualized as the 

severity of the sexual abuse and the duration of the abuse (e.g., how long the abuse 

occurred; Briere & Elliott, 1993; Kendall-Tackett et al., 1993).  Another factor 

traditionally included in the conceptualization of abuse events was the child’s 

relationship to her/his abuser (e.g., parent, family member, stranger; Spaccarelli, 1994).  

However, Spaccarelli’s (1994) transactional model also recognizes the contributions of 

two additional types of events to the concept of abuse stress: related events and disclosure 

events. 

II. Related Events    

Related events refer to those events that are not specific to the actual abuse, but 

may happen as a result of the abuse.  Related events include situations in which 
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disclosure of the abuse is followed by parental separation or non-supportive reactions of 

the non-offending parent or other people in the child’s life.  Furthermore, increased social 

isolation of the victim and increased strain on relationships within the family are 

contributing factors to the child’s level of stress, as well. The concept of related events 

acknowledges the intensification of an individual’s or family’s level of stress, even after 

the abuse events have occurred.  

III. Disclosure Events 

Another dimension adding to the complexity of abuse stress is disclosure events, 

or those events that happen at the time of disclosure or shortly thereafter.  For example, 

embarrassment about public scrutiny or disbelief of the abuse can influence a child’s 

level of stress during and following the time of disclosure.  Furthermore, disclosure 

events may include therapeutic or investigative interviews and court proceedings.  

(B) Support Resources and Coping Responses 

Support Resources include existing relationships that the child has to help manage 

her/his level of abuse stress.  Relationships with supportive adults or siblings have been 

associated with the development of fewer negative symptoms after the abuse (Briere & 

Elliott, 1993; Conte & Schuerman, 1987).  Relationships with peers also have been 

examined as possibly providing the child with a sense of additional support.  

Furthermore, support from other groups has been examined including supportive school 

or community level programs. 

Coping responses can involve different styles, some of which may be functional 

during the time of abuse (e.g., dissociation, avoidance), but do not remain functional after 

the child has been removed from the threat of abuse.  Also, coping responses may be used 
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consistently despite not being adaptive or productive, which could also influence a 

child’s experience of symptomatology.  Varying types of coping responses and a child’s 

ability to recognize adaptive versus maladaptive strategies can influence her/his 

development of psychological symptoms. 

(C) Cognitive Appraisals 

A child’s own definition of the abuse and the events that take place after the 

disclosure also can impact her/his adaptation following the abuse.  For example, if the 

abuse was described by the abuser as a normal event (e.g., a game every uncle plays with 

his niece), then the child’s perception of the abuse may not be completely negative.  

More negative perceptions of abuse have been associated with the presentation of more 

psychological symptoms (Ullman, 2003; 2007). 

(X) Psychological Symptoms 

The development of psychological symptomatology corresponds with the ―crisis‖ 

resulting from the sexual abuse.  Previous research has shown associations between a 

number of different psychological sequelae resulting from sexual abuse including 

increased suicidality and depression (Briere & Runtz, 1986; Browne & Finkelhor, 1986; 

Conte & Schuerman, 1987).  PTSD is among the most common symptoms associated 

with CSA specifically (Kendall-Tackett et al., 1993), and will be the only psychological 

symptom examined in the present study. 

Overview of the Present Study 

The present study examines Spaccarelli’s (1994) notion that abuse stress is a more 

complex concept than had been originally recognized.  The comprehensive approach used 

in the current study should provide a basis for a greater understanding of PTSD in the 
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context of CSA.  Many existing intervention programs have been driven by indirect 

evidence (e.g., personal values, ever-changing practice techniques, popular theories, or 

charismatic opinion leaders), which often are based on more political, cultural, or 

entrepreneurial agendas than on efficacy (Chaffin & Friedrich, 2004).  Although 

evidenced-based programs for the treatment of CSA exist, they have been mostly small-

scale with little follow-up (Putnam, 2003).  One evidence-based treatment program that 

has been found effective in ameliorating negative psychological outcomes resulting from 

the traumatic experience of CSA is trauma-focused cognitive-behavioral therapy (TF-

CBT), which uses gradual exposure and cognitive restructuring techniques (Chaffin & 

Friedrich, 2004; Cohen & Mannarino, 1997).  Because TF-CBT meets the criteria as a 

well-supported treatment for victims of child sexual abuse who experience traumatic 

stress symptoms, it is a comprehensible choice for use with this population (Chaffin & 

Friedrich, 2004).  The study results potentially could contribute to the development of 

more evidence-based treatment programs or treatment components like TF-CBT designed 

to improve intervention and recovery efforts among child abuse victims.  
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CHAPTER II 

LITERATURE REVIEW 

Child Sexual Abuse 

Incidence and Prevalence 

The problem of child sexual abuse (CSA) is widespread and affects individuals, 

families, and communities of all ethnicities and socioeconomic statuses (SES).   For more 

than a decade, researchers have been studying the impact and possible psychological 

outcomes for CSA victims (Kendall-Tackett et al., 1993; Paolucci et al., 2001; Runyon & 

Kenny, 2002).  A nationwide study in 2006 found approximately 79,640 children were 

reported as being substantiated victims of sexual abuse (U.S. Department of Health & 

Human Services, Administration on Children, Youth & Families, Child Maltreatment, 

2007).  According to Snyder (2000), the victims of nearly 70% of all reported sexual 

assaults are children under the age of 17.  Although the age range varies, the median age 

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

In order to understand the magnitude of this issue, there is a need also to examine   

prevalence rates of CSA in addition to the number of reported incidents.  Prevalence rates 

are a measure of the actual occurrence of CSA regardless of the number of reported 

incidents.  Prevalence rates are determined by retrospective inquiries of adults about their 

childhood experiences (Kendall-Tackett, et al., 1993).  According to Violato and Genius 

(1993), prevalence rates of CSA are about 15% to 20%.   There are many variations 

across studies about prevalence rates and the effects of CSA.  These variations are due in 

part to differences in conceptualization, measurement, samples, and reporting methods 

(Paolucci et al., 2001).   
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Approaches to Studying CSA 

Retrospective Approaches 

Researchers may focus on CSA from either an adult or child perspective.  A 

retrospective method focusing on adults who have experienced sexual abuse as children 

asks adults to describe the circumstances of the incident(s) and recall their thoughts and 

feelings at the time of the abuse (Kendall-Tackett et al., 1993).  According to DiLillo et 

al. (2006), common retrospective methods for conducting research in the area of CSA 

include:  interviews, paper-and-pencil questionnaires, chart reviews, and computer-

assisted instruments.  These methods can be useful in determining the presence or 

absence of sexual abuse, which ultimately helps correctly classify the population of study 

in order to look more closely at outcomes related specifically to prevalence of the abuse 

or specific types of maltreatment.  Examples of retrospective studies can be found in a 

meta-analysis conducted by Jumper (1995) looking at the effects of CSA on adult 

adjustment by focusing on three possible outcomes:  (a) psychological symptomatology 

other than depression or self-esteem (e.g., anxiety-related problems, personality 

disorders, suicidal behavior, psychiatric illness), (b) depression, and, (c) self-esteem.  

Jumper’s (1995) meta-analysis included 26 published studies all conducted from a variety 

of retrospective methodologies including the study of adult narratives and collection of 

data regarding CSA through questionnaires.  Although this approach can prove to be 

useful in understanding the long-term effects of CSA (e.g., adult depression, substance 

use), there are some problems when assessing the usefulness of this method for 

developing interventions for child victims (Paolucci et al., 2001).  These problems may 

be due in part to the process of ―cognitive restructuring‖ that occurs as a person develops 
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both cognitively and emotionally from childhood into adulthood (DiLillo et al., 2006; 

Kendall-Tackett et al., 1993).  Adult victims may develop new ways of understanding 

past events of abuse as they discover new ways of regulating thoughts and emotions that 

are appropriate for their developmental levels.  For this reason, findings from 

retrospective studies may not be as applicable to research involving child victims. 

Comprehensive Approaches 

In order to address some of the limitations of retrospective studies, there has been 

an increase in the number of studies on the child’s perspective. Current methods involve 

clinician, teacher, parent, and child reports to provide a more comprehensive view of the 

context of the abuse (Spaccarelli, 1994; Spaccarelli & Fuchs, 1997).  Including parent 

and clinician reports in conjunction with the child’s report offers a means to understand 

the situation from the child’s point of view while also incorporating an adult perspective 

of circumstances that may be beyond the child’s cognitive or developmental level of 

understanding.  Previous studies have reported discrepancies in parent and child reports 

regarding psychological symptomatology following the disclosure of CSA.  Mesman and 

Koot (2000) examined the differences in teacher, parent, and child reports of depression 

and anxiety in a longitudinal study with a nonclinical sample of 358 preadolescent 

children.  Their findings showed that child reported depression and anxiety symptoms 

were only marginally related to parent reports and moderately related to teacher reports 

of the same symptoms.  In a study of 307 children ages 6 -16 years (of which 193 were 

ages 6-11 years) referred for either inpatient or outpatient psychiatric treatment in a 

pediatric hospital and their mothers, Herjanic and Reich (1997) found that mother and 

child reports of psychological symptoms most often agreed when the symptoms were 
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concrete, observable, severe, and unambiguous.  Furthermore, disagreements between 

mother and child reports occurred most often with questions that were more subjective in 

nature and referred to inner feelings (e.g., depression, anxiety). Such discrepancies 

among parent and child reports of internalizing and externalizing symptoms point to the 

usefulness of a more comprehensive approach to identifying symptomatology following 

CSA.  The present study uses this more comprehensive approach.   

Conceptualizing Abuse 

In the last fifteen years, researchers have focused on the psychological and 

emotional consequences that result from child sexual abuse (Dallam et al., 2001; Kendall-

Tackett et al., 1993; Paolucci et al., 2001; Runyon & Kenny, 2002; Spaccarelli & Fuchs, 

1997).  Although some researchers have attempted to make the argument that adult 

sexual relationships with children are not harmful and should be viewed as normal and 

healthy expressions that can have positive effects on children’s development of self-

worth and independence (Brongersma, 1991; Rind, Tromovitch, & Bauserman, 1998), 

these studies lack theoretical and empirical support (Paolucci et al., 2001).  Furthermore, 

there are concerns with the definitions used to conceptualize ―harm‖ in cases of CSA, and 

even more problems in the methodologies of this research including sample bias and 

small effect sizes (Ondersma et al., 2001; Dallam et al., 2001).  The majority of research 

surrounding CSA has shown harmful and lasting negative effects in children enduring 

sexual abuse (Berliner & Conte, 1993; Kendall-Tackett et al., 1993; Paolucci et al., 2001; 

Runyon & Kenny, 2002). 
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Issues Associated with Symptomatology 

There are no specific symptoms that are always characteristic of sexual abuse 

(Kendall-Tackett et al., 1993; Paolucci et al., 2001).  Furthermore, many symptoms that 

may manifest as a result of sexual abuse can also be present in children who have not 

reported experiencing any sexual abuse.  For example, problems common in CSA victims 

such as trouble concentrating or irritability can be symptoms of a variety of problems 

including depression or Attention-Deficit Hyperactivity Disorder (DSM-IV-TR, 

American Psychiatric Association [APA], 1994).  Because of this overlap in 

symptomatology, problems resulting from CSA can be difficult to diagnose and treat, 

making the study of these symptoms difficult and complex often creating confusion about 

the possible impacts of CSA on children’s development (Paolucci et al., 2001). 

Short-Term and Long-Term Effects 

Short-Term Effects 

There are both short-term and long-term effects reported in children who have 

experienced sexual abuse. Short-term symptoms include sexualized behavior, social 

isolation, nightmares, aggressive behavior, and post-traumatic stress disorder (PTSD; 

Bernard-Bonnin, 2008; Kendall-Tackett et. al, 1993).  CSA also has been associated with 

difficulties in psychological adjustment (e.g., depression, self-esteem; Jumper, 1995).  

According to a review of the literature on child sexual abuse conducted by Kendall-

Tackett et al. (1993), sexualized behavior was the most studied short-term symptom of 

CSA.  In their review, Kendall-Tackett et al. (1993) describe sexualized behavior as 

―sexualized play with dolls, putting objects into anuses or vaginas, excessive public 

masturbation, seductive behavior, requesting sexual stimulation from adults or other 
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children, and age-inappropriate sexual knowledge‖ (p. 165).  Although sexualized 

behavior can be present in children who have not reported experiencing any sexual abuse, 

this symptom can be associated with CSA (Kendall-Tackett et al., 1993).   

Long-Term Effects 

Many of the effects of CSA continue into adolescence and adulthood.  Some long-

term issues associated with CSA include self-mutilation, sexual problems, impairment of 

self-concept, interpersonal problems, obsessions, compulsions, and dissociation 

(Neuman, Houshamp, Pollock, & Briere, 1996).  More recent research has continued to 

support the association of major depressive disorder, anxiety, and problems with 

substance abuse with sexual abuse (Risser, Hetzel-Riggin, Thomsen, & McCanne, 2006; 

Molnar, Buka, & Kessler, 2001; Runyon & Kenny, 2002).  

Gender Differences in Symptomatology  

Females and males sometimes report different types of symptoms.  For example, 

according to Risser et al. (2006), women who experience CSA are at least twice as likely 

to experience sexual victimization as adults.  Furthermore, more severe CSA is associated 

with higher risk for revictimization in women.  A recent study conducted by Barnes, 

Noll, Putnam, and Trickett (2009) found women who reported experiencing CSA were 

almost twice as likely to have been sexually and physically revictimized as adults.  In 

addition to the problem of revictimization, Kendler et al. (2000) report that young girls 

who are sexually abused are more likely to suffer from an eating disorder when they 

reach adolescence than girls who have not reported experiencing sexual abuse.   

Male victims also report difficulties that follow them into adolescence and 

adulthood.  According to Walrath et al. (2003), more than 70% of male survivors report 
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seeking psychological treatment for substance abuse, suicidal thoughts, and attempted 

suicide.  The odds of suicide attempts were 4-11 times higher among men and 2-4 times 

higher among women who reported experiencing CSA (Molnar, Berkman, & Buka, 

2001).  Although differences in the psychological adjustment of CSA victims have been 

reported for males and females, a meta-analysis conducted by Jumper (2005) concluded 

that men and women who were victims of CSA did not differ significantly in their 

experiences of psychological adjustment problems in adulthood. 

Consistent Symptomatology   

Although symptoms vary widely, there have been two symptoms consistently 

identified as being present in CSA victims: sexualized behavior and PTSD (Bernard-

Bonnin et al., 2008; Kendall-Tackett et al., 1993).  So, although several of the 

aforementioned symptoms were reported by both abused and non-abused samples, higher 

rates of sexualized behavior and PTSD were more consistently reported among sexually 

abused children than non-sexually abused children. Because of the high likelihood of 

developing PTSD in this population, many researchers have made PTSD a primary focus 

when studying CSA victims (Wolfe, Gentile, & Wolfe, 1989).  According to Cohen et al. 

(2004), ―CSA and CSA-related PTSD place children at increased risk for suffering 

potentially lifelong difficulties‖ (p. 393). Furthermore, McLeer, Deblinger, Henry, and 

Orvaschel (1992) suggest that the persistence of PTSD symptoms over time, its resistance 

to treatment, and its effects on emotional, social, and behavioral development place 

victims of CSA at an even higher risk for long-term dysfunctions across many domains. 

In a recent study involving a sample of 134 twelve-year-old girls (67 who were 

referred for clinical treatment after disclosing that they had experienced sexual abuse and 
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67 nonabused girls), there was a 46.3% prevalence rate of PTSD symptoms among the 

girls who had reported experiencing sexual abuse (Bernard-Bonnin et al., 2008)  

Furthermore, in their meta-analysis across 37 studies comparing outcomes of children 

who had experienced sexual abuse with those who had not, Paolucci et al. (2001) found a 

20% increase in PTSD symptoms for children who had experienced CSA.  Due to the 

high likelihood that a child experiencing sexual abuse will develop PTSD symptoms, 

research in this area has focused on understanding circumstances affecting PTSD 

outcomes, such as characteristics of the traumatic event, existing family circumstances 

(e.g., psychiatric disorders, physical illness, learning disabilities, or domestic violence), 

severity, and duration of abuse (Carr, 2004; Kendall-Tackett et al., 1993; Runyon & 

Kenny, 2002; Spaccarelli & Fuchs, 1997).   

Post-Traumatic Stress Disorder (PTSD)  

PTSD has been studied in adults who have experienced severe trauma, such as 

war veterans or those experiencing natural disasters (e.g., hurricanes, earthquakes), and 

has expanded to include victims of other severe traumas.  The majority of studies linking 

PTSD with childhood maltreatment identified physical and sexual abuse as important risk 

factors associated with the development of PTSD (Grassi-Oliveira & Stein, 2008).  

According to the DSM-IV-TR
1
, a diagnosis of PTSD requires that a person be exposed to 

a ―traumatic event involving actual or threatened death or serious injury or a threat to the 

physical integrity of self or others, and the person responded to that event with intense 

fear, helplessness or horror‖ (American Psychiatric Association [APA], 1987).  

Diagnostic criteria for PTSD according to the DSM-IV-TR require symptoms in the 

                                                      
1
 DSM-III-R criteria were used in the present study.  See Methods (p. 51). 
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following three clusters: hyper-arousal, re-experiencing, and avoidance.  There must be at 

least two hyper-arousal symptoms (e.g., problems with sleep or concentration, irritability, 

hyper-vigilance), one re-experiencing symptom (e.g., flashbacks, nightmares), and three 

avoidance symptoms (e.g., avoidance of events associated with the traumatic event).  See 

Table 1 for a listing of PTSD symptoms by cluster.  These symptoms must exist for more 

than one month, and they must cause clinically significant distress or impairment in 

everyday functioning. The DSM-IV-TR does make some minimal distinctions between 

the manifestation of adult and child symptoms by saying some symptoms can be 

expressed as ―disorganized or agitated‖ behaviors in children.  However, these criteria 

have not been adapted to meet the specific developmental needs of child victims of 

sexual abuse. 

Table 1. PTSD Symptoms Divided by Cluster (DSM-IV-TR). 

Arousal (2) Re-experiencing (1) Avoidant (3) 

Problems with sleep Recollections Thoughts/feelings  

Irritability Nightmares Activities 

Difficulty concentrating Seems to recur Memories 

Hypervigilance Reactions to symbols that 

remind her/him of the event 

Interests 

Exaggerated startle  Avoiding others 

Physiological
*
 (i.e., increased 

heart rate) 

 Sense of foreshortened future 

Note: The number of symptoms required in each cluster for a diagnosis of PTSD is in parentheses 

to the right of the name of the cluster.   

 

Symptoms Predicting PTSD   

Several variables can predict PTSD symptomatology including frequency of 

trauma, suddenness of trauma, and the degree to which the child feels her/his life is 

threatened (Carr, 2004).  For example, children are more likely to experience PTSD 

symptoms if they interpret the abuse as highly life threatening and they show immediate, 
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severe reactions including intense fear or amnesia for specific aspects of the trauma 

(Carr, 2004; Thompson Fullilove et al., 1993).  Other factors associated with the severity 

of PTSD symptoms include a predominantly negative appraisal or perception of the 

traumatic event and the lack of parental or school support in the time following the 

trauma or disclosure of the abuse (Carr, 2004).     

However, there are problems associated with only testing variables related to 

frequency, type of abuse, or support from others.  For example, variables associated with 

characteristics of the abuse experience alone do not take into consideration the 

complexity of individual characteristics within the child that may influence their 

likelihood of developing PTSD (Kendall-Tackett et al., 1993; Spaccarelli & Fuchs, 

1997).  Researchers have acknowledged the importance of other individual differences 

(e.g., developmental level, cognition, and coping responses) in CSA victims and how 

those differences may play a role in the degree of symptomatology (Gibbs, 1989; 

Spaccarelli, 1994).  In fact, in an overview of PTSD in the literature, Spaccarelli (1994) 

notes that previous studies have shown that between 20% and 50% of children who have 

been sexually abused show no symptoms when they are evaluated with common 

measures used in child psychopathology research.  Because not all children exposed to 

sexual abuse develop PTSD symptoms, other possible factors associated with the 

development of PTSD need to be taken into consideration (Carr, 2004).  Common 

contextual factors associated with the development of PTSD include parental support, 

other forms of social support, and psychological factors (e.g., coping skills, self-

perception, child’s perception of the abuse, resiliency) that may mediate the onset of 
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PTSD and the potential outcomes resulting from PTSD symptoms (Marx & Sloan, 2002; 

Tremblay, Hérbert, & Piché, 1999). 

Variance in Outcomes of CSA victims 

Many studies of CSA have focused on the effects of specific abuse variables 

including duration, frequency, type of abuse, and the child’s relationship to the 

perpetrator, however, these variables do not typically account for much of the variance in 

mental health outcomes (Feiring, Cleland, & Simon, 2010; Feiring, Taska, & Lewis, 

2002; Kendall-Tackett et al., 1993; Spaccarelli, 1994). According to Feiring et al. (2010), 

indicators of abuse severity do not tap into the complex psychological processes that 

would be expected to disrupt healthy self-development.  The link between abuse severity 

and outcomes for CSA victims is weak and inconsistent, and this inconsistency limits the 

understanding of which CSA victims are more likely to experience problems in 

adjustment (Feiring et al., 2002). 

Problems with this focus include the lack of consensus in definitions of abuse 

severity.  For example, when determining abuse severity, the logical conclusion might 

seem to be that fondling outside the child’s clothing is less severe than fondling 

underneath the child’s clothing.  However, this manner of conceptualizing abuse severity 

does not take into consideration the child’s perception of the abuse (e.g., fondling as a 

game may be less traumatizing than the use of aggressive force).  There is a possibility 

that the child experiencing ―less severe‖ abuse is more traumatized due to other 

contextual variables.  Furthermore, knowing the identity of the perpetrator does not 

explain the level of closeness between the victim and the perpetrator.   
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The level of closeness in the relationship between the child and the perpetrator 

can have a significant impact on the child’s perception of the abuse such that higher 

levels of closeness within these relationships is often associated with more severe 

perceptions of the abuse as experienced by the child (Kendall-Tackett et al., 1993).  

There is a lack of consensus on the measurement of closeness, however, which poses 

problems to the consistency of defining and measuring the concept.  These variables 

related to the characteristics of the abuse are difficult to measure and are often correlated 

significantly with each other making analyzing their effects independently more difficult 

(Kendall-Tackett et al., 1993).   

Familial and contextual factors that also impact the potential outcomes of victims 

are important to consider, as well.  According to Jonsson (2009), duration, presence of 

violence or threat of harm or continuing threat of harm, the degree to which a child 

perceives the situation as life-threatening, the nature of the relationship between the 

perpetrator and the child (e.g., the child relies on the perpetrator for basic physical or 

emotional needs) and the child’s feelings of betrayal or abandonment are more important 

factors in healing than the event itself. Furthermore, according to Cook et al. (2005), the 

response of the child’s social support network, largely focusing on non-offending family 

members, is a critical mediating factor in determining a child’s adaptation following 

victimization.  In order to look more closely at some of the contextual factors associated 

with outcomes of CSA victims in addition to the abuse characteristics, a theoretical 

approach using Spaccarelli’s (1994) transactional model for understanding sexual abuse 

outcomes will be used. 
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Spaccarelli’s Transactional Model for Understanding Sexual Abuse 

Outcomes 

There is a need to look at the individual differences in child victims of CSA along 

with potential internal (e.g., coping responses, child’s perception of abuse) and external 

(e.g., social support) protective factors that may mediate impacts of the abuse 

(Spaccarelli, 1994; Spaccarelli & Fuchs, 1997).  Spaccarelli’s (1994) transactional model 

provides an examination of the contextual factors that may help explain why children 

react differently to certain stressors.  In this model, sexual abuse is a stressor that creates 

a risk for maladaptive adjustment.  The risk increases as a function of abuse stress and 

can be mediated by support resources, coping responses, and cognitive appraisals 

(Bernard-Bonnin et al., 2008; Spaccarelli, 1994; Tremblay et al., 1999).  Child responses 

also can be moderated by intrapersonal factors (e.g., age, gender, attributional style, 

cognitive differences) and environmental factors (e.g., existing family problems). 

Understanding these contextual factors can lead to a more comprehensive approach for 

developing interventions for CSA victims experiencing PTSD (Carr, 2004; Kendall-

Tackett et al., 1993; Spaccarelli, 1994).  These interventions include the combined efforts 

of many people in the child’s life, including therapists, medical doctors, teachers, family 

members, and friends that work together to make an important contribution in the 

treatment process. 
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Figure 1. Spaccarelli’s (1994) Transactional Model for Understanding Child Sexual Abuse (p. 344). 

 

Note.  Included with each component of the model are the measures used in the present study to conceptualize that component. 
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There are three basic components of Spaccarelli’s (1994) transactional model: (a) 

sexual abuse occurs in conjunction with a series of stressors, (b) effects of CSA are 

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

support resources, and (c) there is a bidirectional relationship between a child’s responses 

to the abuse and other aspects of his or her environment.  Each of these tenets will be 

discussed in detail.       

(A) Abuse Stress 

As discussed previously, CSA often occurs in conjunction with other stressful 

events, thus making the context of the abuse multi-layered.  For example, sexual abuse is 

likely to continue over long periods of time and increase in severity.  Moreover, as the 

abuse is occurring, additional stressors that are either created as a result of the abuse or 

exacerbated by the abuse may affect the child’s use of effective coping responses or 

cognitive appraisals, thus possibly leading to increased psychological symptoms.  In 

Spaccarelli’s (1994) model, these stressors are divided into three separate categories: 

abuse events, related events, and disclosure events.  

I. Abuse Events 

Abuse events can be categorized as the details of the actual event.  In the current 

model, there are four types of abuse events: degree of sexual exposure, coercion, 

denigration, and trust violation.  Each topic will be discussed separately and in detail. 

Degree of sexual exposure 

The degree of sexual exposure can be measured in terms of duration, frequency, 

or seriousness of the abuse.  For example, duration and frequency can be measured in 

terms of number of incidents over a certain period of time such that a longer duration and 



Texas Tech University, Cassandra C. Huey, May 2011 

22 

higher frequency of abuse acts can lead to increased chances for psychological 

symptoms.  Determining the seriousness or severity of the abuse, however, is done using 

a variety of different methods with most researchers differing in their definitions 

(Kendall-Tackett et al., 1993).  One approach would be to categorize specific acts of 

abuse and rank them in order from least severe to most severe (e.g., fondling is labeled 

less severe than penetration).  Another approach would be to add together the number of 

sexual acts the child experienced such that a higher number of experiences indicate a 

higher rating of seriousness of abuse.  Despite the lack of consensus in measuring abuse 

seriousness, there have been numerous studies reporting higher rates of adjustment 

problems in the victims reporting more severe abuse (Bennett, Hughes, & Luke, 2000; 

Cheasty, Clare, & Collins, 1998; Fleming, Mullen, Sibthorpe, &  Bammer, 1999),  

Furthermore, in their review of forty-five studies on CSA victims, Kendall-Tackett et al. 

(1993) found that abuse acts involving some form of penetration were more likely to 

result in psychological symptoms than abuse acts that did not involve penetration and 

also were correlated with other factors including duration and relationship to the 

perpetrator. 

Coercion 

Coercion is characterized as a perpetrator’s use of verbal or physical threats in 

order to intimidate the child into participating in sexual acts.  Often times the perpetrator 

will threaten physical harm of the child or someone the child knows in order to gain their 

compliance in sexual activity (Spaccarelli, 1994).  These types of manipulations have 

been shown to have an impact on the development of PTSD symptoms. According to 

Carr (2004), the degree of severity of psychological symptoms following a traumatic 
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event is highly associated with the degree to which the child felt her/his life or the life of 

someone close to the child was threatened.  The use of coercion through physical threats 

is likely to increase the degree to which the child feels her/his life is in danger, thereby 

increasing the likelihood of developing PTSD symptoms.     

Denigration 

Denigration refers to the stigmatization of the child as a result of secrecy 

surrounding the sexual abuse events (Spaccarelli, 1994).  The degree to which the child 

feels ashamed or humiliated impacts her/his likelihood of feeling increasingly stigmatized 

such that the more the perpetrator emphasizes secrecy, which is associated with doing 

something ―wrong‖ or ―bad,‖ the more likely the child is to develop psychological 

symptoms.  Shame and self-blame are more likely to occur when the abuse is carried out 

in a secretive context, the perpetrator uses condemnation of the victim, and when the 

perpetrator violates social taboos and legal sanctions against sexual acts of adults with 

children (Feiring et al., 2010).  In a study examining the impacts of shame and 

attributional style on negative effects of CSA, Feiring et al. (2002) found that high levels 

of shame or stigmatization are associated with poorer adjustment and can lead to 

cognitive and behavioral avoidance, which may prolong PTSD symptoms.  

Trust Violation 

Carr (2004) explains that as a result of the nature of traumatic events as being 

highly threatening, unpredictable, and uncontrollable, children can be left questioning the 

safety of their worlds.  The level to which the child feels there has been a violation of 

trust as a result of the abuse has been associated with their relationship with the 

perpetrator.  For example, if the child had known the perpetrator for a longer period of 
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time and depended on him or her for basic care needs (e.g., food, shelter, medical care), 

then there is a greater potential for the child to feel her/his  trust in that person was 

violated.  In Ullman’s (2007) study of 733 college students, 89.4% of the CSA survivors 

knew their perpetrator, whereas only 10.6% had been abused by a stranger.  According to 

Kendall-Tackett et al. (1993), more serious psychological outcomes were experienced by 

children whose perpetrator was a person they were close with than those children whose 

perpetrators were considered not as close.  However, they also point out that determining 

a measure of actual ―emotional closeness‖ as perceived by the child rather than relying 

solely on ―kinship labels‖ as a determinant of this closeness is preferred in order to better 

capture the nature of the relationship as viewed from the victim’s perspective. 

II. Related Events 

Previous clinical research has found that the following four types of events related 

to the onset of the abuse often occur either as a result of the sexual abuse or may have 

been pre-existing and continue to intensify as the abuse progresses:  family dysfunction, 

marital separation, loss of social contacts, and non-supportive responses to disclosure 

(Spaccarelli, 1994). 

Family Dysfunction 

Families in which sexual abuse occurs have been shown to exhibit higher levels 

of family conflict and relationship problems (Briere, 1988; Briere & Elliot, 1993). 

Problems in the areas of communication and adaptability can lead to serious issues within 

the family environment.  Family dysfunction can include factors such as confused 

boundaries, lack of cohesion, and domestic violence (Nash, Hulsey, Sexton, Harralson, & 

Lambert, 1993). In a recent study of girls ranging in age from 7 to 12 years, witnessing 
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domestic violence was found to be a significant predictor of the development of PTSD 

symptoms (Bernard-Bonnin et al., 2008).  Appropriate support and resources are difficult 

to provide to the child victim when parents and other family members are already 

struggling with physical or psychiatric problems. 

Marital Separation 

Several factors relating to the sexual abuse event can be associated with a higher 

likelihood of parental separation or divorce including the role of the perpetrator and the 

age of the victim.  In some instances, the child’s disclosure of the abuse may be the factor 

that led to the separation (Bala, Mitnick, Trocme, & Houston, 2007).  If the perpetrator is 

a parent of the victim, the non-offending parent may decide to follow through with a 

marital separation in order to remove the child from a dangerous situation.  In a study 

conducted by Sirles and Lofberg (1990), findings indicated that families with younger 

children and families with spousal abuse were more likely to separate.  The separation of 

parents wherein one is the perpetrator can evoke differing responses from children.  Some 

children may feel responsible for the break-up of their parents and blame themselves, 

while other children may feel a sense of relief when they are away from the offending 

parent (Sirles & Lofberg, 1990). 

Loss of Social Contacts 

According to Spaccarelli and Fuchs (1997), clinical reports have suggested that 

children who are the victims of sexual abuse are highly likely to be withdrawn from 

social contacts.  The perpetrator may purposefully limit the victim’s contact with others 

in an effort to conceal the abuse.  Furthermore, the child may withdraw from others as a 

means of coping with the abuse. 
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Non-supportive Responses to Disclosure 

When a child discloses that they have been sexually abused, there are different 

types of reactions they may encounter.  In some cases, the child is either not believed or 

even blamed for the abuse.  Roesler and Wind (1994) found that there were more 

negative reactions from mothers of female victims of incest when compared to others 

with whom the child may disclose, and the victim’s age was negatively associated with 

parental reactions such that younger victims experienced worse parental reactions to the 

disclosure.   

Another compounding factor related to disclosure is the issue of the amount of 

time that has passed between the onset of abuse and the disclosure.  Parents can react by 

asking the child why they did not disclose sooner, which can be perceived by the child as 

a message that they have done something wrong.  According to Ullman (2007), 

differences in the traumatic impact of sexual abuse have been negatively impacted by 

delayed disclosure and negative social reactions from others, such that the more time that 

passes before the child discloses the abuse and non-supportive responses from others 

(e.g., non-offending parent expresses disbelief of the abuse to the child) are associated 

with more  traumatic responses.  Furthermore, Ullman (2007) proposes that negative 

reactions by others, particularly those people who were emotionally close to the child or 

whom the child depended on for basic care needs, can be viewed as a betrayal of the 

victim’s relationships.  

III. Disclosure Events 

When a child discloses either intentionally or unintentionally that she/he has been 

a victim of sexual abuse, there are many legal procedures that can become 
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overwhelmingly stressful for the child.  These procedures usually include involving a 

multitude of other professionals to question the child about the abuse including 

physicians and nurses, law enforcement officers, counselors, and attorneys.  The 

questioning can be lengthy and embarrassing for the child, thereby creating increased 

levels of stress.   

Another possible stressor surrounding the public disclosure of the abuse includes 

the potential involvement of the child in a court proceeding against their abuser.  Prior 

research in the area of the child’s level of court involvement has shown contradictory 

findings (Kendall-Tackett et al., 1993).  Overall, the general findings from the meta-

analysis conducted by Kendall-Tackett et al. (1993) showed that testifying in court may 

be associated with a longer recovery time.  However, there are mediating factors, such as 

resolving the case quickly, that can reduce these negative effects.  This finding also may 

be confounded by case variables associated with the prosecution of CSA.  That is, the 

most egregious CSA tends to be prosecuted, so the factors associated with the abuse and 

not the trial itself may explain the outcome.  

(B) Mediating Factors of Effects of CSA 

I. Cognitive Appraisals 

Cognitive appraisals involve the child’s perception of the actual abuse event and 

subsequent events surrounding the abuse or disclosure.  The degree to which a child feels 

they have experienced physical threat or physical and emotional harm as a result of the 

sexual abuse plays a role in potential outcomes (Spaccarelli, 1994).  Although there are 

different ways of conceptualizing cognitive appraisals depending on the theoretical 

perspective used, the following four types of negative cognitive appraisals have been 
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proposed by Spaccarelli (1994) as specifically relevant to the study of child sexual abuse:  

perceived physical damage, negative self-evaluation, harm-threat to important 

relationships, and negative evaluations of others.   

Perceived Physical Damage  

CSA victims sometimes fear that their bodies have been ―damaged‖ as a result of 

the abuse.  This perception is limited to a victim’s understanding of sex and reproduction.  

For example, a study conducted by Porter, Blick, and Sgroi (1982) found that adolescents 

who had reported experiencing sexual abuse expressed concern that their sex organs 

might not work properly or that they would not be able to have children.  Furthermore, a 

victim who has experienced repeated acts of rape may fear that they will not be able to 

have children in the future. More severe or invasive types of abuse (e.g., genital or digital 

penetration) are associated with a higher likelihood of the child viewing themselves as 

physically damaged (Krugman, 1986; Rimsza, Berg, & Locke, 1988).    

Negative Self-Evaluation 

In addition to feeling physically damaged, there is the possibility of a CSA victim 

feeling emotionally damaged.  This emotional damage can manifest in different ways 

including increased low self-esteem, depression, or anxiety (Feiring et al., 2010).  

However, the findings reported regarding lower self-esteem as associated with CSA are 

mixed. 

There is more consistent research to support the association of negative cognitive 

appraisals with a higher likelihood of developing symptomatology.  For example, more 

negative cognitive appraisals (e.g., self-blaming attributions) have been associated with 

poorer outcomes including low self-esteem, depression, and anxiety (Runyon & Kenny, 



Texas Tech University, Cassandra C. Huey, May 2011 

29 

2002).  Furthermore, in a study of 48 sexually abused girls ranging in age from 11 to 14 

years, Spaccarelli and Fuchs (1997) found that negative appraisals were related to higher 

levels of depression and anxiety on a self-report measure. 

Harm-Threat to Important Relationships 

Child victims of sexual abuse may experience increased harm or threat to 

significant relationships as a result of either the abuse event or the disclosure.  Victims 

may fear displacement from their home, an experience usually followed by the changing 

of schools and loss of significant peer groups.  Increased perceptions of harm or threat 

may also occur if the perpetrator specifically threatens to harm important people in the 

child’s life (Kurdek & Berg, 1987).   

Negative Evaluation of Others 

When a child has been sexually abused, he or she may view the intentions of 

others in a more negative way.  The negative feelings a victim may develop toward their 

perpetrators can be generalized to other adults.  For example, a female victim of CSA 

who was abused by a male perpetrator may feel as though all adult men want to abuse her 

in the same way. 

II. Coping Responses 

Avoidant Coping 

Differences in coping responses have proved to be important mediators in the 

relationship between CSA and mental health outcomes (Kendall-Tackett et al., 1993; 

Spaccarelli, 1994).      Avoidant coping can be described as an active effort to avoid or 

deny the abuse thereby preventing the processing of the traumatic memories (Carr, 2004).  

This strategy involves cognitive avoidance through denial, thought suppression, or 
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detachment from others.  In relation to PTSD, avoidance or denial of the abuse can result 

in a higher likelihood of revictimization, because the victim fails to learn from the 

traumatic experience and to recognize cues that could prevent future abuse as an adult 

(Risser et al., 2006).  Avoidant coping also was shown to be a strong predictor of PTSD 

(Bernard-Bonnin et al., 2008).    

Resistance, Disclosure, and Support Seeking 

Other forms of active coping include directly resisting the perpetrator, purposeful 

disclosure of the abuse, and seeking help and emotional support (Conte & Schuerman, 

1987).  By directly resisting the perpetrator if possible, the child may prevent future 

occurrences of abuse.  Also, when the child has a trusted adult, peer, or sibling with 

whom they choose to disclose the abuse and seek support, then the child may be less 

symptomatic.  Disclosure and support seeking can serve as protective factors for CSA 

victims. 

Emotional Release 

Emotional release of negative feelings associated with the sexual abuse can occur 

in two ways:  direct and indirect.  A direct approach to emotional release would include 

the victim confronting the perpetrator about the abuse and expressing their anger about 

the situation.  An indirect approach would include writing a letter to the perpetrator 

expressing feelings of anger.  The victim may or may not actually send the letter to the 

perpetrator, but the letter is seen as a means of expressing emotions related to the abuse.  

Clearly, these approaches could be more or less effective depending on the age and 

developmental level of the victim (Agosta & McHugh, 1987). 
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Cognitive Restructuring 

Cognitive restructuring involves CSA victims changing the ways they think about 

the abuse, such that it is no longer as threatening or pervasive in their everyday lives.  In 

the case of traumatic stressors, such as sexual abuse, the process of cognitive 

restructuring can be more complex when involving highly traumatic stressors, such as 

sexual abuse, than in situations involving less traumatic stressful events.  CSA victims 

can accomplish cognitive restructuring through gradually allowing themselves to access 

traumatic memories that evoke painful emotions and increasing their awareness of 

problematic responses that may have developed during the course of the abuse that are 

hindering current efforts to cope.  Cognitive restructuring for child victims may be 

different from adults due to the recency of the experience and less developed emotional 

and cognitive abilities (Spaccarelli, 1994).  A child victim of CSA going through the 

process of cognitive restructuring may choose to change cognitive distortions (e.g., ―The 

abuse has ruined my life‖) to something more positive (e.g., ―My life can be happy 

despite the abuse‖).  This approach can help CSA victims relieve some of the anxiety 

associated with the traumatic experiences.   

Mediation 

Since the present study includes mediation, the process will be explained in detail 

in an effort to provide a more clear understanding of how mediation is operationalized in 

Spaccarelli’s (1994) transactional model.  According to Baron and Kenny (1986), a 

specific variable serves as a mediator to the degree that it accounts for the relationship 

between the predictor and the outcome.  Mediating variables help explain how physical 

events (i.e., sexual abuse) take on psychological meaning (i.e., development of 



Texas Tech University, Cassandra C. Huey, May 2011 

32 

psychological symptoms).  When the individual person is the unit of analysis, mediators 

can represent attributes of the person that change the independent variables in some way 

(Baron & Kenny, 1986).  Spaccarelli’s (1994) transactional model proposes that the 

child’s support resources, coping responses, and cognitive appraisals act as mediators 

between the independent variable of abuse stress (i.e., the combination of abuse events, 

related events, disclosure events) and the dependent variable of psychological outcome 

(i.e., development of PTSD symptoms).  In the present study using Spaccarelli’s (1994) 

transactional model, abuse stress is the predictor variable, psychological symptoms (i.e., 

PTSD symptom counts) are the outcome variables, and support resources, coping 

responses, and cognitive appraisals act as the potential mediating variables.  

(C) Moderating Factors 

As mentioned above, the development of symptoms related to CSA cannot be 

predicted solely by looking at factors external to the child.  It is important to 

acknowledge that there are pre-existing factors both within the child and within the 

child’s environment that can serve as moderators between the abuse stress and the 

outcome. Spaccarelli’s (1994) transactional model recognizes the unique contributions of 

these personal and environmental factors.  Personal factors include child’s age, gender, or 

cognitive and developmental level, while environmental factors include cultural 

influences or historic time period in which the events are occurring. 

Developing Treatments 

Research examining the ways in which children process trauma at different 

developmental levels, the role of trauma in the development of later psychopathology, 

and possible mediating effects of protective factors (e.g., coping responses, familial 
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support) has the potential to provide a comprehensive understanding of both short-term 

and long-terms effects of CSA (Kendall-Tackett et al., 1993; Spaccarelli, 1994).  A better 

understanding of the mediating factors related to CSA can be important for clinicians 

when making diagnoses and determining the most effective treatments for these children.  

Furthermore, insight into the additional factors surrounding CSA can help researchers 

identify possible risk factors and develop ways of addressing these factors to provide 

more effective interventions.  Based on Spaccarelli’s (1994) model, the present study 

proposed the following hypotheses: 

Research Hypotheses 

1. Along with abuse events, both related events and disclosure events contribute to the 

concept of abuse stress.  The total number of related events (i.e., summed scores on 

both the Revictimization Fears and Related Fears Subscales of the SAFE) and the 

total number of disclosure events (i.e., summed scores on the Disclosure-Related 

Fears Subscale of the SAFE) will add significantly to the variance explained in the 

concept of abuse stress (i.e., severity of abuse and relationship to the perpetrator) as 

measured by the sum of PTSD severity scores on the:  

a. PTSD module of the DICA-R parent report 

b. PTSD module of the DICA-R child report 

2. Specific subscales from the Kidcope will measure coping responses that mediate the 

relationship between abuse stress and PTSD as measured by the sum of PTSD 

severity symptoms on specific clusters.  That is, the coping response of Distraction as 

measured by the sum of scores on the Distraction Subscale of the Kidcope will 

mediate the relationship between abuse stress and the following: 
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a. The child’s experience of PTSD Arousal symptoms as indicated by the 

sum of symptoms from the PTSD Arousal module of the DICA-R 

parent report  

b. The child’s experience of PTSD Arousal symptoms as indicated by the 

sum of symptoms from the PTSD Arousal module of the DICA-R 

child report 

The Distraction Subscale of the Kidcope was utilized because the types of 

responses related to distraction tap into the Arousal cluster of PTSD symptomatology 

(i.e., ―I did something like watch TV or played a game to forget it‖).   

Similarly, the coping response of Social Withdrawal as measured by the sum of 

scores on the Kidcope Social Withdrawal Subscale will mediate the relationship between 

abuse stress and the following: 

c. The child’s experience of PTSD Avoidance symptoms as indicated by 

the sum of symptoms from the PTSD Avoidance module of the DICA-

R parent report 

d. The child’s experience of PTSD Avoidance symptoms as indicated by 

the sum of symptoms from the PTSD Avoidance module of the DICA-

R child report   

The Social Withdrawal Subscale was utilized because the types of responses 

related to social withdrawal tap into the Avoidant cluster of PTSD symptomatology (i.e., 

―I stayed by myself‖). 

3. Cognitive appraisals as indicated by summed scores of both the Personal 

Vulnerability and the Dangerous World Subscales of the CITES-R will mediate the 
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relationship between abuse stress and the child’s experience of PTSD as indicated by 

the sum of total symptoms from:  

a. PTSD module of the DICA-R parent report 

b. PTSD module of the DICA-R child report 

4. Support resources as measured by summed scores of the Parent Subscale on the 

People in My Life Scale will mediate the relationship between abuse stress and the 

child’s experience of PTSD as indicated by the sum of total symptoms from: 

a. PTSD module of the DICA-R parent report  

b. PTSD module of the DICA-R child report   
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CHAPTER III 

METHODS 

Sample 

Data for this study
2
 were collected in Arkansas between 1993 and 1997. 

Participants for the study were recruited from four types of facilities including: an in-

patient psychiatric treatment facility, an out-patient treatment center for abused children, 

a children’s medical examination clinic for abused children, and one community site 

specializing in helping victims of child abuse.  Sixteen percent of families approached 

agreed to participate.  All children had substantiated cases of sexual abuse as determined 

by Child Protective Services (CPS) and were referred for varying types of treatment.  

IRB approval was obtained, and participants were paid for their time. 

Participants 

The sample for this study consisted of 97 children ages 6-13 years (M=10, 

SD=1.66) and their parents.  Demographics for children are provided in Table 2.  

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 28.9% of children 

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

28.9% of children reporting their abuser to be an in-home primary caretaker, 14.4% 

reporting an acquaintance, and 14.4% reporting the abuser to be an in-home sibling or 

step-sibling. Only 3.1% of children reported their abuser to be a stranger, 6% an in-home 

adult other than the parent or step-parent, and 4% reporting a non-custodial parent.  All 

parent forms were completed by nonaccused caretakers including biological parents, 

                                                      
2
This research was supported by grant number 5-R01-MH48784-04 from the National Institute of Mental 

Health to Roscoe A. Dykman, Ph.D. 
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step-parents, adoptive parents, or foster parents.  Nonaccused caretakers gave written 

consent to participate in the study, and children gave assent.  Participants were included if 

their children provided a clear disclosure of sexual abuse, and if that report was 

acknowledged as credible by the nonaccused caretaker, plus at least one of the following 

external supportive factors: (a) official substantiation by the state child protective 

services agency; (b) abuser admission of abuse; (c) physical evidence strongly consistent 

with abuse; or (d) trained interviewer conclusion that sexual abuse was likely.     

The data were collected over a period of 2-4 sessions during which parents and 

children completed a series of measures designed to assess a variety of issues concerning 

child victims of abuse. The types of sexual abuse reported ranged in severity from 1 

(sexually suggestive talk, hugs, or kissing) to 11 (paraphilic sex or exploitation). 

Table 2. Demographics 

Variables % (n) Mean (SD) Range 

Child sex 

   Male 

   Female  

 

18.6%  (18) 

81.4%  (79)  

  

Child race 

   White  

   Black  

 

71.1%  (69)  

28.9%  (28) 

  

Child age  10 (1.66) 6-13 

Role of the perpetrator  4.34 (1.97) 1-7 

Note. Total N = 97 
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Measures 

Abuse Events 

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

1997).   

The ADI is designed to measure child sexual and physical abuse severity based on 

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

duration, the use of force or coercion during the event, use of coercion to gain secrecy, 

and the child’s relationship with the abuser (Chaffin et al., 1997).  The construct of 

severity is measured ordinally from least severe to most severe in terms of the negative 

impact it may have on the child if other factors such as duration and social support were 

held constant.  This measure is a clinician’s rating based on non-offending parent 

responses in the interview.  Based on clinical interviews with parents, the clinician 

determines which ordinal rating best represents the information presented by the parents. 

A factor analysis of this instrument provided four factors associated with 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 specific 

items were ordered in terms of severity according to a nationwide survey of mental health 

professionals who were members of the American Professional Society on the Abuse of 

Children (APSAC). Coefficients of concordance for orderings averaged .87.  Responses 

from a semi-structured interview with the nonaccused parent demonstrated an inter-rater 

reliability ranging from .84 to .99 (Chaffin et al., 1997).  In order to conceptualize abuse 

events, the present study used 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 three and seven, then the severity 
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score would be seven (i.e., the highest rated incident endorsed) rather than ten (i.e., a sum 

of both categories of events).  The ordinal ranking for the relationship of the perpetrator 

to the child (i.e., 1 = stranger to 7 = in-home primary caretaker) also will be included in 

the conceptualization of abuse events.   

Related Events and Disclosure Events 

Sexual Abuse Fear Evaluation (SAFE; Wolfe & Wolfe, 1986).  

Embedded within the 80-item Fear Survey Schedule for Children-Revised (FSSC-

R; Ollendick, 1983), the SAFE subscale has 27-items designed to assess fears and 

phobias associated with sexual abuse.  The SAFE is a child self-report measure with 

questions related to three types of fears: Revictimization Fears (i.e., ―Sleeping alone,‖), 

Related Fears (i.e., ―Taking my clothes off), and Disclosure-Related Fears (i.e., ―People 

not believing me‖).   The child is instructed to read each statement carefully and mark the 

responses that describe their fears on a three-point-scale (none, some, or a lot).  In a study 

conducted by Ollendick (1983), an internal consistency score for the entire Fear Survey 

Schedule for Children-Revised was reported as .94, and one week test-retest reliability 

score for the Total Fear score was .82.  In the present study, summed scores of both the 

Revictimization (seven items total) and Related Fears (nine items total) Subscales 

represent the concept of related events with an internal consistency of .85.  Summed 

scores of the Disclosure-Related Fears Subscale represented disclosure events with an 

internal consistency of .69 for the present study sample. 

Support Resources 

People in My Life Scale (PIML; Harter, 1985).   

The PIML scale is designed to identify sources of social support that have the 

largest impact on a child’s sense of self-worth (Cook et al., 1995).  The possible sources 
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of social support are measured with four subscales: Parents, Teachers, Classmates, and 

Close Friends.  Each subscale has six items for a total of 24 items.  Only the Parent 

Support Subscale was used in the present study.  The Parent Support Scale taps into 

parental level of understanding for the child, willingness to listen to problems, caring 

about the child’s feelings, and acting in ways that make the child feel that they are 

important.  During administration of the PIML, the child is presented with two 

contradicting statements (i.e., ―Some kids have parents who don’t really understand them 

BUT other kids have parents who really do understand them‖).  The child must first 

choose the statement that best describes her/him, and then decide whether that statement 

is ―really true for me‖ or ―sort of true for me.‖  The latter score alone was used in the 

present study to represent parental support.  This format reduces the chance for social 

desirability responses (Harter, 1985).  

The Parent Support Subscale has shown high internal consistency reliability with 

both elementary and middle-school samples of children with alphas ranging from .86 to 

.88 (Harter, 1985).  The internal consistency score for the PIML Parent Support Scale in 

the present study was .60. 

Coping Responses  

Kidcope (Spirito, Stark, & Williams, 1988).  

The Kidcope assesses strategies used by children to help them cope with trauma.  

In this study, trauma was defined as the experience of sexual abuse.  According to Spirito 

et al., 1988, the 10 scales of behavioral and cognitive coping responses are defined as: 4 

avoidant coping responses (distraction, social withdrawal, wishful thinking, and 

resignation), 2 negative coping responses (blaming others and self-criticism), and 4 active 
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coping responses (problem solving, emotional regulation, cognitive restructuring, and 

social support).  The present study used the version for younger children (7 to 12 years).  

This version is comprised of 15 items designed to measure these 10 coping categories. 

In the version used in the present study, there are two total scores obtained that 

measure frequency and efficacy of each coping response.  The frequency (i.e., ―Did you 

do this?‖) was measured as a dichotomous variable (yes/no), and the efficacy (i.e., ―How 

much did it help?‖) was measured on a three-point scale (not at all, a little, or a lot).  The 

present study used responses from the efficacy scale only, because frequency responses 

were not available in the existing data set.  Test-retest reliability correlation coefficients 

have been reported on both the frequency and efficacy scales over lengths of time ranging 

from three days to ten weeks (Spirito et al., 1988).  Moderate test-retest reliability 

coefficients have been reported for the Kidcope for short periods of time ranging from 

.56 to .75, p < .05, however, as is common among such measures, the test-retest 

reliability is negatively correlated with length of time between tests such that as length of 

time increases, reliability decreases (Spirito, Stark, & Tyc, 1994). Concurrent validity has 

shown moderate to high correlations of the Kidcope items with other commonly used 

coping scales (Spirito et al., 1988).  Internal consistency scores in a study conducted by 

Russionello et al. (2010) with a sample of 218 children experiencing Hurricane Floyd 

ranged from .09 to .41.  Russionello et al. (2010) note that these low levels may reflect 

the use of only 1 or 2 items to construct each category. 

In the present study, summed scores on the Distraction and the Social Withdrawal 

subscales are used to represent specific coping responses with internal consistency scores 

of .15 and .25, respectively. The low internal consistency in the present study may be due 
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to the fact that the Distraction and Social Withdrawal subscales were comprised of only 

two items each.  (Note that the PTSD symptom clusters hypothesized to be related to 

Distraction and Social Withdrawal coping responses are thought to be functional 

responses during the presentation of actual trauma.)  The Distraction Subscale was 

utilized because the types of responses related to distraction tap into the Arousal cluster 

of PTSD symptomatology (i.e., ―I did something like watch TV or played a game to 

forget it‖).  Similarly, the Social Withdrawal Subscale was utilized because the types of 

responses related to social withdrawal tap into the Avoidant cluster of PTSD 

symptomatology (i.e., ―I stayed by myself‖).  

Cognitive Appraisals 

Children’s Impact of Traumatic Events Scale-Revised (CITES-R; Wolfe, Gentile, 

Michienzi, Sas, & Wolfe, 1991).   

The CITES-R is a child self-report measure designed for use with children ages 8- 

to 16-years old.  There are 78 total items assessing the impacts of sexual abuse from the 

child’s perspective as measured on a three-point-scale (very true, somewhat true, or not 

true).  The CITES-R assesses behavioral symptoms that are associated with PTSD, as 

well as cognitive symptoms related to PTSD, such as perception of social support after 

disclosure.  There are 11 total scales assessing four dimensions: (a) PTSD, (b) Eroticism, 

(c) Abuse Attribution, and (d) Social Reactions.  The present study focuses only on the 

Abuse Attribution scales, which are designed to assess the child’s attributions regarding 

the causes of the abuse.  The following four factors comprise the Abuse Attribution 

Scale: Self-Blame and Guilt (i.e., ―This happened to me because I acted in a way that 

caused it to happen‖), Personal Vulnerability (i.e., ―These kinds of things happen often‖), 

Dangerous World (i.e., ―People often take advantage of children‖), and Empowerment 
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(i.e., ―If something like this happens again, I CAN stop it‖).  More specifically, summed 

scores of only the Personal Vulnerability (six items total) and Dangerous World (five 

items total) attributions are used to represent the concept of Cognitive Appraisals, 

because the types of responses associated with personal vulnerability and generalized 

thoughts about the world as a dangerous place are more consistent with PTSD 

symptomatology (i.e., generalized fear).  The internal consistency scores in the present 

study for the Personal Vulnerability and Dangerous World attributions were .68 and .60, 

respectively.   

Psychological Symptoms 

Diagnostic Interview for Children and Adolescents-Revised (DICA-R; Reich & Welner, 

1988).   

The DICA-R is a semi-structured diagnostic interview that follows the criteria for 

the Diagnostic and Statistical Manual, 3rd Edition, Revised (DSM-III-R; American 

Psychiatric Association, 1987).  Data collection for the present study began prior to the 

release of the DSM-IV, so the DICA-R version used in this study followed the criteria of 

the DSM-III-R (APA, 1987).  This study used the child version developed for children (6 

to 12 years of age).  The DICA-R is a useful measure for both research and clinical 

settings, and it provides a reliable tool for assessing psychiatric information in children 

and adolescents (Reich, 2000).  According to Reich (2000), the DICA-R has shown 

moderate to high test-retest reliability with higher scores for adolescents than children.  

Parent-child agreement scores have shown to be moderate with a better level of 

agreement for disorders that were more observable (i.e., conduct disorder) than disorders 

defined by internal conditions (i.e., depression; Grano Pérez, Ezpeleta Ascaso, Doménech 

Massons, & de la Osa Chaparro, 1998).  The present study used summed scores of all 
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PTSD symptom clusters separately for the parent and child forms of the DICA-R.  Thus, 

a symptom count resulted rather than a dichotomous variable of yes/no to the diagnosis. 

Because specific PTSD symptoms have not been adapted to accurately describe some 

symptoms that may manifest differently in children than adults, a child may not meet the 

specified requirement for a yes/no diagnoses of PTSD if the specific symptoms per PTSD 

cluster are not endorsed such that there are three avoidance, two hyperarousal, and one 

reexperiencing symptom present simultaneously.  For this reason, a symptom count will 

provide a more detailed report of the child’s actual PTSD symptomatology.  

The internal consistency scores of total PTSD symptoms for parents and children 

in the present study are .88 and .76, respectively.  In Hypothesis 2 concerning possible 

mediation effects of coping responses on PTSD symptoms, the symptoms are examined 

in the specific clusters of avoidance and arousal, with internal consistency scores in the 

present study for parent reports of PTSD arousal and PTSD Avoidance as .77 and .69, 

respectively; child reports of PTSD arousal and PTSD Avoidance symptoms had internal 

consistency scores of .67 and .57, respectively.
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Table 3. Current Study Variables and Measures Used to Conceptualize Spaccarelli’s (1994) 

Transactional Model for Understanding Child Sexual Abuse (p.344). 

 

Variable Name 

 

Measure 

 

Type of Measure 

# of 

Items 

  

Alpha 

Sexual Abuse Severity ADI Clinician’s rating based 

on parent responses 

1-12 N/A 

Events:  

(Revictimization+Related+Disclosure) 

SAFE Child self-report 27 .91 

Parental Support PIML Child self-report 6 .60 

Coping: Social Withdrawal  KIDCOPE Child self-report 2 .25 

Coping: Distraction KIDCOPE Child self-report 2 .15 

Cognitive Appraisals:  

(Personal Vulnerability + Dangerous World) 

CITES-R Child self-report 11 .72 

PTSD Overall DICA-R Parent report 19 .88 

DICA-R Child self-report 19 .76 

PTSD Arousal DICA-R Parent report 6 .77 

DICA-R Child self-report 6 .67 

PTSD Avoidance DICA-R Parent report 7 .69 

DICA-R Child self-report 7 .57 

 

Note. An expanded form of the current table including specific item questions from each measure can be seen in Appendix A. 
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Analysis Plan 

Preliminary Analyses 

First, exploratory analyses were performed with the data to establish variability 

and test for a normal distribution among the sample.  Since the proposed study utilized an 

existing data set, power analyses were performed using the statistical power analyses 

software G*Power 3.1 (Faul, Erdfelder, Buchner, & Lang, 2009) to determine if the 

sample size was adequate for the number of variables considered in the model.  Power 

was calculated separately for Hypothesis 2, since there were additional variables used for 

this hypothesis that were not included in Hypotheses 3 and 4.  Next, correlations were 

conducted and relationships among variables were analyzed.  Correlations among all 

variables in the study are presented in Table 4.  Child sex was found to be significantly, 

positively correlated with parental support such that girls’ perceived themselves as 

having more support from parents than boys.  Child age was significantly, negatively 

correlated with related events such that older children reported less stress from related 

events than younger children.  Demographic variables of child sex, race, and age were 

controlled for statistically by including them in the first step of each linear regression 

equation.   

The role of the closeness of the perpetrator in the child’s life was negatively 

correlated with sexual abuse severity and events such that the closer the relationship of 

the perpetrator to the child, the less severe the abuse.  This finding is not supported in the 

literature. Based on these values, the latent variable of abuse events was re-

conceptualized as consisting solely of sexual abuse severity for the testing of Hypothesis 

1.   
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Hypothesis 1 Analysis Plan  

The contributions of abuse events (ADI), related events (SAFE) and disclosure 

events (SAFE) to the latent concept of abuse stress (i.e., severity of abuse) were explored 

through the use of exploratory factor analysis.  In subsequent analyses, abuse stress was 

conceptualized using the number of factors extracted when combining the variables of 

abuse severity, related events, and disclosure events. 

Hypothesis 2 Analysis Plan 

Baron and Kenny (1986) state the following conditions must be met in order to 

conclude that coping responses mediate the relationship between abuse stress and PTSD: 

(a) the relationship between abuse stress and the child’s coping responses must be 

significant and remain in the model, (b) the relationship between coping responses and 

the development of PTSD symptoms must be significant and remain in the model, and (c) 

when the relationship between abuse stress and coping responses and the relationship 

between coping responses and the development of PTSD symptoms are both controlled, a 

relationship that was previously significant between abuse stress and the development of 

PTSD symptoms is no longer significant, indicating full mediation, or the relationship 

between abuse stress and PTSD symptoms decreases, indicating partial mediation.  In the 

case that Baron and Kenny’s (1986) conditions for mediation were not met, the 

possibility of indirect effects was tested. An indirect effect occurs when condition (a) is 

not met such that there is no prior relationship between the independent variable and the 

dependent variable; however, the independent variable is significantly related to the 

dependent variable only through the mediating variable (Sobel, 1982). Each subset of 

Hypothesis 2 was explored by performing separate hierarchical linear regression 
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 Table 4. Correlations Among All Variables in the Model (N=97). 

 
Note. *p < .05; **p < .01; ***p < .001 
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equations, because one outcome variable was predicted by a single predictor variable for 

each hypothesis as follows: 

Arousal-Parent-Report of Symptoms 

Step 1: As part of Baron and Kenny’s (1986) Causal Steps model, correlation 

analyses were run to see if abuse stress was correlated with PTSD arousal symptoms as 

indicated by the summed score of arousal symptoms on the PTSD module of the DICA-

R parent report. 

Step 2: Correlation analyses were run to see if abuse stress was correlated with 

distraction coping responses as indicated by the summed scores of the distraction 

Subscale of the Kidcope. 

Step 3: Mediating effects between distraction coping responses as indicated by 

summed scores of the Distraction Subscale of the Kidcope and PTSD arousal symptoms 

as measured by the summed score of arousal symptoms on the PTSD module of the 

DICA-R parent report were explored by placing summed scores from the Distraction 

Subscale of the Kidcope in the dependent position of a linear regression equation. Then, 

the summed scores of arousal symptoms from the PTSD module of the DICA-R parent 

report were placed in the independent position of the equation.  This process temporarily 

treated distraction responses as if they were dependent variables by holding constant the 

effect of the other predictors (e.g., assuming all participants are equal in their level of 

distraction coping responses, abuse stress is associated with PTSD arousal symptoms).  

When the effect of distraction coping responses as measured by summed scores of the 

Distraction Subscale of the Kidcope on PTSD arousal symptoms as indicated by 

summed scores of arousal symptoms from the PTSD module of the DICA-R parent 
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report was removed, if abuse stress is no longer correlated with PTSD arousal symptoms, 

then complete mediation occurred.  If the correlation between abuse stress and PTSD 

arousal symptoms was reduced, then partial mediation occurred. 

Arousal-Child Report of Symptoms   

Step 1: As part of Baron and Kenny’s (1986) Causal Steps model, correlation 

analyses were run to see if abuse stress was correlated with PTSD arousal symptoms as 

indicated by the summed score of arousal symptoms on the PTSD module of the DICA-

R child report. 

Step 2: Correlation analyses were run to see if abuse stress was correlated with 

distraction coping responses as indicated by the summed scores of the Distraction 

Subscale of the Kidcope. 

Step 3: Mediating effects between distraction coping responses as indicated by 

summed scores of the Distraction Subscale of the Kidcope and PTSD arousal symptoms 

as measured by the summed score of arousal symptoms on the PTSD module of the 

DICA-R child report were explored by placing summed scores from the Distraction 

Subscale of the Kidcope in the dependent position of a linear regression equation. Then, 

the summed scores of arousal symptoms from the PTSD module of the DICA-R child 

report were placed in the independent position of the equation.  This process temporarily 

treated distraction responses as if they were dependent variables by holding constant the 

effect of the other predictors (e.g., assuming all participants are equal in their level of 

distraction coping responses, abuse stress is associated with PTSD arousal symptoms).  

When the effect of distraction coping responses as measured by summed scores of the 

Distraction Subscale of the Kidcope on PTSD arousal symptoms as indicated by 
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summed scores of arousal symptoms from the PTSD module of the DICA-R child report 

was removed, if abuse stress was no longer correlated with PTSD arousal symptoms, 

then complete mediation occurred.  If the correlation between abuse stress and PTSD 

arousal symptoms was reduced, then partial mediation occurred. 

Avoidance-Parent Report   

Step 1: As part of Baron and Kenny’s (1986) Causal Steps model, correlation 

analyses were run to see if abuse stress was correlated with PTSD Avoidance symptoms 

as indicated by the summed score of Avoidance symptoms on the PTSD module of the 

DICA-R parent report. 

Step 2: Correlation analyses were run to see if abuse stress was correlated with 

Social Withdrawal coping responses as indicated by the summed scores of the Social 

Withdrawal Subscale of the Kidcope. 

Step 3: Mediating effects between Social Withdrawal coping responses as 

indicated by summed scores of the Avoidance Subscale of the Kidcope and PTSD 

Avoidance symptoms as measured by the summed score of Avoidance symptoms on the 

PTSD module of the DICA-R parent report were explored by placing summed scores 

from the Social Withdrawal Subscale of the Kidcope in the dependent position of a linear 

regression equation. Then, the summed scores of Avoidance symptoms on the PTSD 

module of the DICA-R parent report were placed in the independent position of the 

equation.  This process temporarily treated Social Withdrawal coping responses as if they 

were dependent variables by holding constant the effect of the other predictors (e.g., 

assuming all participants are equal in their level of Social Withdrawal coping responses, 

abuse stress is associated with PTSD Avoidance symptoms).  When the effect of Social 



Texas Tech University, Cassandra C. Huey, May 2011 

52 

Withdrawal coping responses as measured by summed scores of the Social Withdrawal 

Subscale of the Kidcope on PTSD Avoidance symptoms as indicated by summed scores 

of Avoidance symptoms from the PTSD module of the DICA-R parent report was 

removed, if abuse stress was no longer correlated with PTSD Avoidance symptoms, then 

complete mediation occurred.  If the correlation between abuse stress and PTSD 

Avoidance symptoms was reduced, then partial mediation occurred. 

Avoidance-Child Report   

Step 1: As part of Baron and Kenny’s (1986) Causal Steps model, correlation 

analyses were run to see if abuse stress was correlated with PTSD Avoidance symptoms 

as indicated by the summed score of Avoidance symptoms on the PTSD module of the 

DICA-R child report. 

Step 2: Correlation analyses were run to see if abuse stress was correlated with 

Social Withdrawal coping responses as indicated by the summed scores of the Social 

Withdrawal Subscale of the Kidcope. 

Step 3: Mediating effects between Social Withdrawal coping responses as 

indicated by summed scores of the Avoidance Subscale of the Kidcope and PTSD 

Avoidance symptoms as measured by the summed score of Avoidance symptoms on the 

PTSD module of the DICA-R child report were explored by placing summed scores from 

the Social Withdrawal Subscale of the Kidcope in the dependent position of a linear 

regression equation. Then, the summed scores of Avoidance symptoms on the PTSD 

module of the DICA-R child report were placed in the independent position of the 

equation.  This process temporarily treated Social Withdrawal coping responses as if they 

were dependent variables by holding constant the effect of the other predictors (e.g., 
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assuming all participants are equal in their level of Social Withdrawal coping responses, 

abuse stress is associated with PTSD Avoidance symptoms).  When the effect of Social 

Withdrawal coping responses as measured by summed scores of the Social Withdrawal 

Subscale of the Kidcope on PTSD Avoidance symptoms as indicated by summed scores 

of Avoidance symptoms from the PTSD module of the DICA-R child report was 

removed, if abuse stress was no longer correlated with PTSD Avoidance symptoms, then 

complete mediation occurred.  If the correlation between abuse stress and PTSD 

Avoidance symptoms was reduced, then partial mediation occurred.   

Hypothesis 3 Analysis Plan 

Testing for possible mediating effects of cognitive appraisals was conducted by 

examining the following conditions: (a) the relationship between abuse stress and 

cognitive appraisals must be significant and remain in the model, (b) the relationship 

between cognitive appraisals and the development of PTSD symptoms must be 

significant and remain in the model, and (c) when the relationship between abuse stress 

and cognitive appraisals and the relationship between cognitive appraisals and the 

development of PTSD symptoms are both controlled, a relationship that was previously 

significant between abuse stress and the development of PTSD symptoms is no longer 

significant indicating full mediation, or the relationship between abuse stress and PTSD 

symptoms decreases, indicating partial mediation. 

Parent Report  

Step 1: As part of Baron and Kenny’s (1986) Causal Steps model, correlation 

analyses were run to see if abuse stress was correlated with PTSD symptoms as indicated 
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by the summed score of total symptoms on the PTSD module of the DICA-R parent 

report. 

Step 2: Correlation analyses were run to see if abuse stress was correlated with 

cognitive appraisals as measured by summed scores of both the Personal Vulnerability 

and the Dangerous World Subscales of the CITES-R. 

Step 3: Mediating effects between cognitive appraisals as measured by summed 

scores of both the Personal Vulnerability and the Dangerous World Subscales of the 

CITES-R and PTSD symptoms as measured by the summed score of total symptoms on 

the PTSD module of the DICA-R parent report were explored by placing summed scores 

from the Personal Vulnerability and the Dangerous World Subscales of the CITES-R in 

the dependent position of a linear regression equation. Then, the summed scores of total 

symptoms on the PTSD module of the DICA-R parent report were placed in the 

independent position of the equation.  This process temporarily treated cognitive 

appraisals as if they were dependent variables by holding constant the effect of the other 

predictors (e.g., assuming all participants are equal in their use of cognitive appraisals, 

abuse stress is associated with PTSD symptoms).  When the effect of cognitive appraisals 

as measured by summed scores of both the Personal Vulnerability and the Dangerous 

World Subscales of the CITES-R on PTSD symptoms as indicated by summed scores of 

total symptoms from the PTSD module of the DICA-R parent report was removed, if 

abuse stress was no longer correlated with PTSD symptoms, then complete mediation 

occurred.  If the correlation between abuse stress and PTSD symptoms was reduced, then 

partial mediation occurred. 
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Child Report   

Step 1: As part of Baron and Kenny’s (1986) Causal Steps model, correlation 

analyses were run to see if abuse stress was correlated with PTSD symptoms as indicated 

by the summed score of total symptoms on the PTSD module of the DICA-R child report. 

Step 2: Correlation analyses were run to see if abuse stress was correlated with 

cognitive appraisals as measured by summed scores of both the Personal Vulnerability 

and the Dangerous World Subscales of the CITES-R. 

Step 3: Mediating effects between cognitive appraisals as measured by summed 

scores of both the Personal Vulnerability and the Dangerous World Subscales of the 

CITES-R and PTSD symptoms as measured by the summed score of total symptoms on 

the PTSD module of the DICA-R child report were explored by placing summed scores 

from the Personal Vulnerability and the Dangerous World Subscales of the CITES-R in 

the dependent position of a linear regression equation. Then, the summed scores of total 

symptoms on the PTSD module of the DICA-R child report were placed in the 

independent position of the equation.  This process temporarily treated cognitive 

appraisals as if they were dependent variables by holding constant the effect of the other 

predictors (e.g., assuming all participants are equal in their use of cognitive appraisals, 

abuse stress is associated with PTSD symptoms).  When the effect of cognitive appraisals 

as measured by summed scores of both the Personal Vulnerability and the Dangerous 

World Subscales of the CITES-R on PTSD symptoms as indicated by summed scores of 

total symptoms from the PTSD module of the DICA-R child report was removed, if 

abuse stress was no longer correlated with PTSD symptoms, then complete mediation 
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occurred.  If the correlation between abuse stress and PTSD symptoms was reduced, then 

partial mediation occurred.   

Hypothesis 4 Analysis Plan 

Similarly, the following conditions must be met in order to conclude that support 

resources mediate the relationship between abuse stress and the development of PTSD 

symptoms: (a) the relationship between abuse stress and support resources must be 

significant and remain in the model, (b) the relationship between support resources and 

the development of PTSD symptoms must be significant and remain in the model, and (c) 

when the relationship between abuse stress and support resources and the relationship 

between support resources and the development of PTSD symptoms are both controlled, 

a relationship that was previously significant between abuse stress and the development 

of PTSD symptoms is no longer significant indicating full mediation, or the relationship 

between abuse stress and PTSD symptoms decreases, indicating partial mediation. 

Parent Report 

Step 1: As part of Baron and Kenny’s (1986) Causal Steps model, correlation 

analyses were run to see if abuse stress was correlated with PTSD symptoms as indicated 

by the summed score of total symptoms on the PTSD module of the DICA-R parent 

report. 

Step 2: Correlation analyses were run to see if abuse stress was correlated with 

support resources as measured by summed scores of the Parent Subscale of the PIML. 

Step 3: Mediating effects between support resources as measured by summed 

scores of the Parent Subscale of the PIML and PTSD symptoms as measured by the 

summed score of total symptoms on the PTSD module of the DICA-R parent report were 
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explored by placing summed scores from the Parent Subscale of the PIML in the 

dependent position of a linear regression equation. Then, the summed scores of total 

symptoms on the PTSD module of the DICA-R parent report was placed in the 

independent position of the equation.  This process temporarily treated support resources 

as if they were dependent variables by holding constant the effect of the other predictors 

(e.g., assuming all participants are equal in their experience of support resources, abuse 

stress is associated with PTSD symptoms).  When the effect of support resources as 

measured by summed scores of the Parent Subscale of the PIML on PTSD symptoms as 

indicated by summed scores of total symptoms from the PTSD module of the DICA-R 

parent report was removed, if abuse stress was no longer correlated with PTSD 

symptoms, then complete mediation occurred.  If the correlation between abuse stress and 

PTSD symptoms was reduced, then partial mediation occurred. 

Child Report   

Step 1: As part of Baron and Kenny’s (1986) Causal Steps model, correlation 

analyses were run to see if abuse stress was correlated with PTSD symptoms as indicated 

by the summed score of total symptoms on the PTSD module of the DICA-R child report. 

Step 2: Correlation analyses were run to see if abuse stress was correlated with 

support resources as measured by summed scores of the Parent Subscale of the PIML. 

Step 3: Mediating effects between support resources as measured by summed 

scores of the Parent Subscale of the PIML and PTSD symptoms as measured by the 

summed score of total symptoms on the PTSD module of the DICA-R child report were 

explored by placing summed scores from the Parent Subscale of the PIML in the 

dependent position of a linear regression equation. Then, the summed scores of total 
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symptoms on the PTSD module of the DICA-R child report were placed in the 

independent position of the equation.  This process temporarily treated support resources 

as if they were dependent variables by holding constant the effect of the other predictors 

(e.g., assuming all participants are equal in their experience of support resources, abuse 

stress is associated with PTSD symptoms).  When the effect of support resources as 

measured by summed scores of the Parent Subscale of the PIML on PTSD symptoms as 

indicated by summed scores of total symptoms from the PTSD module of the DICA-R 

child report was removed, if abuse stress was no longer correlated with PTSD symptoms, 

then complete mediation occurred.  If the correlation between abuse stress and PTSD 

symptoms was reduced, then partial mediation occurred.  
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CHAPTER IV 

RESULTS 

Conceptualizing Abuse Stress 

Hypothesis 1 examining the unique contributions of abuse events (i.e., sexual 

abuse severity, related events, and disclosure events) to overall abuse stress was tested 

using an exploratory factor analysis.  The extraction method of principal component 

analysis was used with oblique rotation (oblimin).  The analysis yielded a one factor 

solution explaining 57.4% of the variance in the latent concept of abuse stress.  The 

loadings of the variables included in the analysis show abuse events (i.e., sexual abuse 

severity) to have a low contribution to the latent factor abuse stress with a value of .07.  

However, related events and disclosure events had equally high contributions to abuse 

stress with loadings of .93 each.  See Table 5 for factor loadings and communalities for 

each variable included.  Thus, the first hypothesis that abuse stress can be conceptualized 

by combining abuse events, related events, and disclosure events was not supported.  As 

a result, for subsequent analyses, two independent variables were tested separately as (a) 

sexual abuse severity and (b) events (i.e., sum of related events and disclosure events).  

After combining related and disclosure events, the internal consistency score was .91 in 

the present study sample.   
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Table 5. Factor Loadings of Sexual Abuse Severity, Related Events, and 

Disclosure Events. 

     Loadings  

    Factor 1: Abuse Stress   Communalities 

Sexual Abuse Severity   .07    .00 

Related Events    .93    .86 

Disclosure Events   .93    .86 

    

    Eigenvalue 1.72  

    Total Variance 57.4%  

 

Mediation Analyses  

Coping Responses  

Hypothesis 2 examined the possible mediating effects of specific coping 

responses between two separate independent variables of sexual abuse severity and 

events when predicting parent and child PTSD symptoms.  Separate hierarchical linear 

regression equations were used to analyze specific clusters of parent reports of both 

PTSD Hyperarousal and PTSD Avoidance symptoms and child reports of both PTSD 

Hyperarousal and PTSD Avoidance symptoms; thus four total regression analyses were 

conducted to test Hypothesis 2.  Condition one of Baron and Kenny’s (1986) 

recommendations was assessed by examining the main effects resulting in each 

regression analysis of the independent variable and the dependent variable without the 

mediating variable included (See Tables 6a-d).  Controlling for child sex, child race, child 

age, and parental support, there was one significant main effect related to Hypothesis 2, 

which was that of sexual abuse severity on the parent report of PTSD Hyperarousal 

symptoms (B =  .26, p < .05).  In condition two of Baron and Kenny’s (1986) 

recommendations, there were no significant relationships found between Distraction 

coping or Withdrawal coping and sexual abuse severity or events, so further testing for 
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mediation was not possible (See Tables 6e-f).  Thus, Hypothesis 2 was not supported.  

Results from separate linear regression equations for Hypothesis 2 can be seen in Tables 

6g and 6h for parent reports of Hyperarousal and Avoidance PTSD symptoms, 

respectively, and 6i and 6j for child reports of Hyperarousal and Avoidance PTSD 

symptoms, respectively. 
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Table 6a.  Hierarchical Linear Regression with Control Variables, Sexual Abuse Severity, and Events as 

Predictors of Parent Report of PTSD Hyperarousal symptoms (N=97). 

 Model 1 Model 2 

B SE  B SE  

Child Sex (Boys = 0, Girls = 1) .12 .11 .13 .10 

Child Race .11 .10 .09 .10 

Child Age -.11 .11 -.13 .11 

Parent Support .03 .11 .01 .11 

Sexual Abuse Severity - - .26
* 

.10
 

Events (Related events + Disclosure events) - - .05 .11 

R
2
 change .03 .07 

F for change in R
2
 .81 3.61

* 

Note. *p < .05; **p < .01; ***p < .001; Standardized scores were used for all main effect variables in the equation.   
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Table 6b.  Hierarchical Linear Regression with Control Variables, Sexual Abuse Severity, and Events as 

Predictors of Parent Report of PTSD Avoidance symptoms (N=97). 

 Model 1 Model 2 

B SE  B SE  

Child Sex (Boys = 0, Girls = 1) .01 .11 .01 .11 

Child Race -.02 .11 -.03 .11 

Child Age .02 .11 .06 .11 

Parent Support .01 .11 .00 .11 

Sexual Abuse Severity - - .16 .11
 

Events (Related events + Disclosure events) - - .14 .11 

R
2
 change .00 .05 

F for change in R
2
 .02 2.10

 

Note. *p < .05; **p < .01; ***p < .001; Standardized scores were used for all main effect variables in the equation.   
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Table 6c.  Hierarchical Linear Regression with Control Variables, Sexual Abuse Severity, and Events as 

Predictors of Child Report of PTSD Hyperarousal symptoms (N=97). 

 Model 1 Model 2 

B SE  B SE  

Child Sex (Boys = 0, Girls = 1) 

 

.12 .11 .11 .11 

Child Race .13 .10 .12 .10 

Child Age .07 .11 .12 .11 

Parent Support -.08 .11 -.08 .11 

Sexual Abuse Severity - - .08 .10
 

Events (Related events + Disclosure events) - - .16 .11 

R
2
 change .04 .03 

F for change in R
2
 .96 1.40

 

Note. *p < .05; **p < .01; ***p < .001; Standardized scores were used for all main effect variables in the equation.   
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Table 6d.  Hierarchical Linear Regression with Control Variables, Sexual Abuse Severity, and Events as 

Predictors of Child Report of PTSD Avoidance symptoms (N=97). 

 Model 1 Model 2 

B SE  B SE  

Child Sex (Boys = 0, Girls = 1) .12 .11 .11 .11 

Child Race .12 .10 .11 .10 

Child Age -.14 .11 -.08 .11 

Parent Support -.11 .11 -.11 .11 

Sexual Abuse Severity - - .11 .10
 

Events (Related events + Disclosure events) - - .19 .11 

R
2
 change .04 .05 

F for change in R
2
 .97 2.19

 

Note. *p < .05; **p < .01; ***p < .001; Standardized scores were used for all main effect variables in the equation.   
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Table 6e.  Hierarchical Linear Regression with Control Variables, Sexual Abuse Severity, and Events as 

Predictors of Distraction Coping (N=97). 

 Model 1 Model 2 

B SE  B SE  

Child Sex (Boys = 0, Girls = 1) .15 .11 .14 .11 

Child Race .14 .10 .14 .10 

Child Age -.07 .11 -.01 .11 

Parent Support -.05 .11 -.03 .11 

Sexual Abuse Severity - - -.02 .10
 

Events (Related events + Disclosure events) - - .16 .11 

R
2
 change .04 .02 

F for change in R
2
 .94 1.07

 

Note. *p < .05; **p < .01; ***p < .001; Standardized scores were used for all main effect variables in the equation.   
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Table 6f.  Hierarchical Linear Regression with Control Variables, Sexual Abuse Severity, and Events as 

Predictors of Withdrawal Coping (N=97). 

 Model 1 Model 2 

B SE  B SE  

Child Sex (Boys = 0, Girls = 1) .10 .11 .11 .11 

Child Race .10 .10 .09 .11 

Child Age -.03 .11 -.04 .12 

Parent Support -.17 .11 -18 .11 

Sexual Abuse Severity - - .11 .10
 

Events (Related events + Disclosure events) - - .02 .11 

R
2
 change .04 .01 

F for change in R
2
 .87 .58

 

Note. *p < .05; **p < .01; ***p < .001; Standardized scores were used for all main effect variables in the equation.   
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Table 6g.  Hierarchical Linear Regression with Coping Responses as Possible Mediators between Sexual Abuse 

Severity and Parent Reports of PTSD Hyperarousal (N=97). 

 Model 1 Model 2 Model 3 

B SE  B SE  B SE  

Child Sex (Boys = 0, Girls = 1) .12 .11 .13 .10 .14 .11 

Child Race .12 .10 .09 .10 .10 .10 

Child Age -.11 .11 -.13 .11 -.13 .11 

Parent Support .03 .11 .01 .11 -.01 .11 

Sexual Abuse Severity - - .26 .10
* 

.27
* 

.10 

Events (Related events + Disclosure events) - - .05 .11 .05 .11 

Cognitive  Appraisals:  

(Personal Vulnerability +Dangerous World) 

- - - - .04 .11 

Coping: social withdrawal (SW)  - - - - -.09 .11 

Coping: distraction (D) - - - - -.03 .11 

R
2
 change .03 .07 .01 

F for change in R
2
 .81 3.61

* 
.28 

Note. *p < .05; **p < .01; ***p < .001; Standardized scores were used for all main effect variables in the equation.   
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Table 6h.  Hierarchical Linear Regression with Coping Responses as Possible Mediators between Sexual Abuse 

Severity and Parent Reports of PTSD Avoidance (N=97). 

 Model 1 Model 2 Model 3 

B SE  B SE  B SE  

Child Sex (Boys = 0, Girls = 1) .01 .11 .01 .11 .01 .11 

Child Race -.02 .11 -.03 .11 -.02 .11 

Child Age .01 .11 .06 .12 .06 .12 

Parent Support .01 .11 .00 .11 .01 .11 

Sexual Abuse Severity - - .16
 

.11 .15 .11 

Events (Related events + Disclosure events) - - .14 .11 .16 .12 

Cognitive  Appraisals:  

(Personal Vulnerability + Dangerous World) 

- - - - -.02 .12 

Coping: social withdrawal (SW)  - - - - .05 .11 

Coping: distraction (D) - - - - -.06 .11 

R
2
 change .00 .05 .00 

F for change in R
2
 .02 2.1 .13 

Note. Standardized scores were used for all main effect variables in the equation.   
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Table 6i.  Hierarchical Linear Regression with Coping Responses as Possible Mediators between Sexual Abuse 

Severity and Child Reports of PTSD Hyperarousal (N=97). 

 Model 1 Model 2 Model 3 

B SE  B SE  B SE  

Child Sex (Boys = 0, Girls = 1) .12 .11 .11 .11 .09 .10 

Child Race .13 .10 .12 .10 .09 .10 

Child Age .07 .11 .12 .11 .11 .10 

Parent Support -.08 .11 -.08 .11 -.08 .10 

Sexual Abuse Severity - - .08 .10 .04 .10 

Events (Related events + Disclosure events) - - .16 .11 .02 .11 

Cognitive  Appraisals:  

(Personal Vulnerability + Dangerous World) 

- - - - .45
*** 

.10 

Coping: social withdrawal (SW)  - - - - -.05 .10 

Coping: distraction (D) - - - - .06 .10 

R
2
 change .04 .03 .18 

F for change in R
2
 .96

 
1.39

 
6.91

*** 

Note. *p < .05; **p < .01; ***p < .001; Standardized scores were used for all main effect variables in the equation.   
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Table 6j. Hierarchical Linear Regression with Coping Responses as Possible Mediators between Sexual Abuse 

Severity and Child Reports of PTSD Avoidance (N=97). 

 
Model 1 Model 2 Model 3 

B SE B SE B SE 

Child Sex (Boys = 0, Girls = 1) .12 .11 .11 .11 .08 .10 

Child Race .12 .10 .11 .10 .07 .10 

Child Age -.14 .11 -.08 .11 -.08 .11 

Parent Support -.11 .11 -.11 .11 -.07 .10 

Sexual Abuse Severity - - .11 .10 .07 .10 

Events (Related events + Disclosure events) - - .19 .11 .11 .11 

Cognitive  Appraisals:  

(Personal Vulnerability + Dangerous World) 
- - - - .24

* 
.11 

Coping: social withdrawal (SW) - - - - .20 .10 

Coping: distraction (D) - - - - .04 .10 

R
2
 change .04 .05 .12 

F for change in R
2
 .97

 
2.19

 
4.35

** 

Note. *p < .05; **p < .01; ***p < .001; Standardized scores were used for all main effect variables in the equation.   
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Cognitive Appraisals  

Hypothesis 3 examined the possible mediating effects of a child’s cognitive 

appraisals on the relationship between two independent variables of sexual abuse severity 

and events when predicting parent and child total PTSD symptoms.  This hypothesis was 

tested using two separate hierarchical linear regression equations to analyze parent and 

child PTSD reports as separate independent variables.   

Main effects are shown in condition one of Baron and Kenny’s (1986) 

recommendations.  Controlling for child sex, child race, child age, and parental support, 

the only significant relationship was that of sexual abuse severity and parent report of 

total PTSD symptoms (B = .23, p < .05; See Tables 7a-b).  In condition two of Baron and 

Kenny’s (1986) recommendations for the testing of mediation, the association between 

sexual abuse severity and cognitive appraisals was not significant, but the association 

between events and cognitive appraisals was significant (B = .30, p < .01) allowing for 

the final step in testing for mediation with the independent variable of events only (See 

Table 7c).  Because the relationship between events and parent report of PTSD symptoms 

was not significant in the first condition, testing for mediation was not possible, but 

testing for an indirect effect was appropriate (Sobel, 1982).  The third step indicated that 

when parent report of PTSD symptoms was the dependent variable, cognitive appraisals 

were not associated with these parent reports, failing to support an indirect effect between 

events and parent report of PTSD symptoms (See Table 7d).  The third step also indicated 

that cognitive appraisals were associated significantly with child report of PTSD 

symptoms (B = .36, p < .001; See Table 7e).  Thus, the indirect effect of cognitive 

appraisals was supported for child report of PTSD symptoms.  
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Parental Support 

Hypothesis 4 examined the possible mediating effects of parental social support 

on the relationship between two independent variables of sexual abuse severity and 

events when predicting parent and child total PTSD symptoms.  This hypothesis was 

tested using the same two hierarchical linear regression equations used to examine 

Hypothesis 3.   

In condition one of Baron and Kenny’s (1986) recommendations, the only 

significant main effect was the relationship of sexual abuse severity on parent report of 

PTSD (B = .23, p < .05; See Tables 7a-b).  In condition two of Baron and Kenny’s (1986) 

recommendations for the testing of mediation, controlling for child sex, child race, child 

age, and cognitive appraisals, the relationship between sexual abuse severity and parental 

support was not significant, and the relationship between events and parental support was 

not significant, therefore, further testing for mediation was not possible (See Table 7f).  

Thus, Hypothesis 4 was not supported.  See Table 7d for parent report of PTSD 

symptoms and 7e for child report of PTSD symptoms. 
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Table7a.  Hierarchical Linear Regression with Control Variables, Sexual Abuse Severity, and Events as 

Predictors of Parent Report of Total PTSD Symptoms(N=97). 

 Model 1 Model 2 

B SE  B SE  

Child Sex (Boys = 0, Girls = 1) .09 .11 .10 .11 

Child Race .05 .11 .03 .10 

Child Age -.06 .11 -.06 .11 

Parent Support .05 .11 .04 .11 

Sexual Abuse Severity - - .23
* 

.10
 

Events (Related events + Disclosure events) - - .09 .11 

R
2
 change .02 .06 

F for change in R
2
 .42 3.04

 

Note. *p < .05; **p < .01; ***p < .001; Standardized scores were used for all main effect variables in the equation.   
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Table 7b.  Hierarchical Linear Regression with Control Variables, Sexual Abuse Severity, and Events as 

Predictors of Child Report of Total PTSD Symptoms (N=97). 

 Model 1 Model 2 

B SE  B SE  

Child Sex (Boys = 0, Girls = 1) .17 .11 .16 .11 

Child Race .15 .10 .14 .10 

Child Age -.02 .11 .04 .11 

Parent Support -.15 .11 -.14 .11 

Sexual Abuse Severity - - .08 .10
 

Events (Related events + Disclosure events) - - .20 .11 

R
2
 change .05 .04 

F for change in R
2
 1.31 2.11

 

Note. *p < .05; **p < .01; ***p < .001; Standardized scores were used for all main effect variables in the equation.   
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Table 7c.  Hierarchical Linear Regression with Control Variables, Sexual Abuse Severity, and Events as 

Predictors of Cognitive Appraisals (N=97). 

 Model 1 Model 2 

B SE  B SE  

Child Sex (Boys = 0, Girls = 1) .05 .11 .04 .10 

Child Race .08 .11 .07 .10 

Child Age -.08 .11 .02 .11 

Parent Support -.03 .11 -.02 .11 

Sexual Abuse Severity - - .09 .10
 

Events (Related events + Disclosure events) - - .30
** 

.11
 

R
2
 change .01 .09 

F for change in R
2
 .28 4.32

* 

Note. *p < .05; **p < .01; ***p < .001; Standardized scores were used for all main effect variables in the equation.   
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Table 7d.  Hierarchical Linear Regression with Cognitive Appraisals and Parental Support as possible 

Mediators Predicting Parent Reports of PTSD (N=97). 

 Model 1 Model 2 Model 3 

B SE  B SE  B SE  

Child Sex (Boys = 0, Girls = 1) .10 .10 .11 .10 .12 .11 

Child Race .05 .10 .04 .10 .05 .11 

Child Age -.07 .10 -.07 .11 -.06 .11 

Sexual Abuse Severity - - .24
* 

.10
 

.23
* 

.11
 

Events (Related events + Disclosure events) - - .08 .11 .09 .12 

Cognitive  Appraisals: 

 (Personal Vulnerability + Dangerous World) 

- - - - .04 .11 

Coping: social withdrawal (SW)  - - - - -.02 .11 

Coping: distraction (D) - - - - -.09 .11 

Parental Support - - - - .03 .11 

R
2
 change .02 .06 .01 

F for change in R
2
 .50 3.13

* 
.25 

Note. *p < .05; **p < .01; ***p < .001; Standardized scores were used for all main effect variables in the equation.   
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Table 7e.  Hierarchical Linear Regression with Cognitive Appraisals and Parental Support as possible 

Mediators Predicting Child Reports of PTSD (N=97). 

 Model 1 Model 2 Model 3 

B SE  B SE  B SE  

Child Sex (Boys = 0, Girls = 1) .13 .10 .12 .10 .13 .10 

Child Race .14 .10 .13 .10 .10 .10 

Child Age .00 .10 .07 .11 .04 .10 

Sexual Abuse Severity - - .07 .10 .04 .10 

Events (Related events + Disclosure events) - - .21 .11 .08 .11 

Cognitive  Appraisals: 

(Personal Vulnerability + Dangerous World) 

- - - - .36
*** 

.10 

Coping: social withdrawal (SW)  - - - - .08 .10 

Coping: distraction (D) - - - - .05 .10 

Parental Support - - - - -.12 .10 

R
2
 change .03 .05 .16 

F for change in R
2
 1.10

 
2.21 4.60

** 

Note. *p < .05; **p < .01; ***p < .001; Standardized scores were used for all main effect variables in the equation.   
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Table7f.  Hierarchical Linear Regression with Control Variables, Sexual Abuse Severity, and Events as 

Predictors of Parental Support (N=97). 

 Model 1 Model 2 

B SE  B SE  

Child Sex (Boys = 0, Girls = 1) .24
* 

.10
 

.24
* 

.10 

Child Race .07 .10 .07 .10 

Child Age -.18 .10 -.22
* 

.11 

Cognitive  Appraisals: 

(Personal Vulnerability + Dangerous World) 

-.03 .10 -.02 .11 

Sexual Abuse Severity - - .09 .10
 

Events (Related events + Disclosure events) - - -.08
** 

.11
 

R
2
 change .08 .01 

F for change in R
2
 2.05 .63

 

Note. *p < .05; **p < .01; ***p < .001; Standardized scores were used for all main effect variables in the equation.   
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CHAPTER V 

DISCUSSION 

Summary 

The main purpose of this study was to test a theoretical model proposed by 

Spaccarelli (1994) which examines the adaptation of child victims of sexual abuse and 

the roles of abuse stress, coping, cognitive appraisals, and parental support.  More 

specifically, the current study examined the child’s experience of PTSD symptomatology 

following the experience of, and subsequent events surrounding, sexual abuse.  Other 

studies have found PTSD to be one of the most common psychological outcomes 

resulting from the experience of CSA (Bernard-Bonnin, 2008; Cohen et al., 2004; 

Kendall-Tackett et al., 1993; McLeer et al., 1992), demonstrating the importance of 

understanding the contextual factors associated with the development of PTSD following 

sexual abuse.  In the present study, the roles of parental support and coping were not 

found to be significant mediators between sexual abuse severity, the combination of 

related and disclosure events, and the development of PTSD symptoms, however, an 

indirect effect of cognitive appraisals was supported. 

Consistent with Spaccarelli’s (1994) conceptual model, the current study 

hypothesized the latent construct of abuse stress would be comprised of three separate 

variables: (a) abuse events (i.e., sexual abuse severity), (b) disclosure events, and (c) 

related events.  With regards to abuse events, preliminary analyses showed the role of the 

perpetrator in the child’s life and sexual abuse severity were negatively correlated such 

that less severe abuse was reported when there was a closer relationship between the 

perpetrator and the child.  This finding is contrary to previous findings suggesting that a 
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closer relationship with the perpetrator may be related with higher abuse severity due to 

the potential for the perpetrator to have more access to the child and thus longer duration 

of abuse.  In a meta-analysis of 45 studies examining differences in symptomatology 

among child victims of sexual abuse, Kendall-Tackett et al. (1993) found that many of 

the intervening variables that play a role in sexual abuse (e.g., role of the perpetrator, 

severity of abuse) are highly correlated, making the process of analyzing the independent 

effects of such variables more difficult.   A similar study using Spaccarelli’s (1994) 

model conducted by Tremblay et al. (1999) combined the role of the perpetrator, abuse 

severity, and duration of the abuse to represent the concept of abuse events.  Previous 

research examined other possible contributing factors to abuse events including the 

perpetrator’s use of secrecy and physical or psychological threats (Browne & Finkelhor, 

1986; Kendall-Tackett et al., 1993).  In their review of the literature on CSA, Kendall-

Tackett et al. (1993) found five of seven studies reported duration of the abuse to be 

related to an increase in symptomatology following sexual abuse, and four of six studies 

reported that frequency of abuse also was related to an increase in symptoms. These 

variations in findings regarding the measurement of contributing factors to the concept of 

abuse events may reflect the complexity of a transactional model in which personal and 

contextual factors can account for wide variations in children’s perceptions of abuse 

events.  For example, the relationship between the perpetrator and the child is often 

assumed to be closer when the role of the perpetrator in the child’s life is a biological 

parent.  However, this assumption does not account for the child’s perception of 

emotional closeness of the perpetrator, thus possibly missing an important contextual 

factor.  Future studies may include a measure of emotional closeness, as well as the role 
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of the perpetrator in the child’s life in order to more accurately capture these more 

contextual variables. 

Furthermore, results from an exploratory factor analysis showed the hypothesized 

latent construct of abuse stress was best represented by considering sexual abuse severity 

and events (i.e., the sum of disclosure events and related events) as separate constructs.  

Although these findings do not exactly reflect Spaccarelli’s (1994) model as shown in 

Figure 1 in which abuse events, disclosure events, and related events are combined to 

conceptualize the latent construct of abuse stress, these factors are still important 

contributors to a child’s experience of trauma following sexual abuse.  By separating 

severity of abuse and events into two independent variables and testing their impact on 

the relationship between coping, cognitive appraisals, parental support, and PTSD 

symptomatology, a notable difference emerged.  Sexual abuse severity was significantly 

related to parent reports of PTSD, but not significantly related to child reports of PTSD.  

These differences may suggest that parents are more likely to focus on the actual abuse 

events (i.e., sexual abuse severity), as well as more externalizing symptoms while not 

giving enough attention to the related and disclosure events that can be more stressful to 

the child.  Highlighting the different foci of parents and children following the experience 

of CSA can help adults to better understand which contextual factors associated with the 

experience of CSA are more likely to impact the child’s development of psychological 

symptoms from the child’s perspective, thus allowing for the development of more 

interventions that target important issues for children that may be overlooked or 

underestimated by parents and other adults.   
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The findings in Hypothesis 2 regarding the relationship between specific coping 

responses (i.e., Distraction and Social Withdrawal) and the development of specific 

PTSD symptoms (i.e., Hyperarousal and Avoidance) showed that sexual abuse severity is 

significantly related to parent reports of PTSD Hyperarousal symptoms, but not parent 

reports of PTSD Avoidance symptoms.  This finding may again reflect the notion that 

parent reports of PTSD symptoms are often focused more on external, visible symptoms 

such as those characterized as Hyperarousal symptoms (i.e., outbursts of anger, difficulty 

falling asleep or hyper-vigilance).  Parents may have more difficulty identifying PTSD 

Avoidance symptoms, because these symptoms are often a reflection of more internal 

factors, such as feelings of detachment from others or avoiding thoughts and feelings 

associated with the abuse.  These findings are consistent with those of Herjanic and Reich 

(1997), whose study examining reliabilities of mother and child reports of psychological 

symptoms in a sample of 307 children referred for varying types of psychiatric treatment 

found discrepancies in parent and child reports of both internal and external symptoms.  

Although this study was not conducted specifically with child victims of sexual abuse, 

the findings regarding discrepancies between parent and child reports of symptomatology 

are consistent with the present study, suggesting that parents report more externalizing 

symptoms, while children report more internalizing symptoms.  This finding points to the 

notion that child reports may be the best, and in some cases, the only means to tap into 

those specific symptoms following sexual abuse that are more personal and subjective in 

nature. While the study did not track the role of the caregiver, in some settings, the 

available caregiver is a foster parent or non-kinship adult who may have limited 

knowledge of the child.  Another possibility regarding discrepancies in parent and child 
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reports of symptomatology to consider is the relationship between the child and the 

caregiver completing the parent report measures.  In some cases of sexual abuse, children 

have been removed from their homes as a result of the abuse and placed in alternative 

care (e.g., foster care, group home).  The caregiver providing responses to the parent 

reports of child symptoms may not have spent much time with the child in order to 

accurately assess or report the child’s behaviors.  Furthermore, caregivers who are just 

getting to know the child will not have an idea of which behaviors may have already been 

preexisting to the abuse.  In such instances, a caregiver report of specific behaviors that 

may suggest the likelihood of PTSD may actually be reflecting behaviors the child 

exhibited prior to the abuse.  Thus, assessing the length of time the child has been with 

the caregiver who is providing the parent responses should be taken into consideration 

when interpreting results.              

Contrary to what was hypothesized, neither sexual abuse severity nor events were 

significantly related to child reports of PTSD Hyperarousal or Avoidance symptoms.  

These nonsignificant findings may reflect the possibility of the child misunderstanding or 

misinterpreting the nature of the question being asked (Herjanic & Reich, 2000).  

Another possible conclusion is related to the time of data collection.  Children were asked 

to report about their thoughts and feelings regarding the related events surrounding the 

abuse when commonly these types of events are delayed years after the disclosure of 

sexual abuse.   For this reason, it is possible that many of the events reported as stressful 

in previous studies of CSA victims (i.e., court proceedings openly confronting or 

challenging the victim) most likely had not occurred at the time of data collection 

(Spaccarelli, 1994).   However, an important pattern emerging in the results of the current 



Texas Tech University, Cassandra C. Huey, May 2011 

85 

study is seen in Hypothesis 2, which again shows the differences in parent and child 

reports of PTSD symptoms.  These findings highlight the importance for future studies to 

include both parent and child reports in an effort to identify and better understand these 

two different perspectives. 

With regards to possible mediating effects of coping, the current study found that 

there was not a significant relationship between sexual abuse severity or the combination 

of related and disclosure events and both Distraction and Social Withdrawal coping 

responses, thus mediating effects could not be tested.  These findings are contrary to 

those of Kendall-Tackett et al. (1993) in their meta-analysis of 45 studies involving 

sexually abused children, which show coping to be a significant mediator between events 

and the development of psychological symptoms.  One possible explanation for the lack 

of significance in this relationship in the present study is the low internal consistencies of 

both the Distraction and Social Withdrawal scales within the study sample (.15 and .25, 

respectively).  The low internal consistencies, in turn, may be due to the limited number 

of items used to comprise each scale.   Moreover, it is unclear whether these coping 

strategies were pre-existing to the abuse or the response to abuse.  However, assessing 

coping styles pre-and post-abuse would be challenging, expensive, and ethically 

problematic.   

Results from Hypothesis 3 showed that sexual abuse severity was not 

significantly related to cognitive appraisals; however, the relationship between the 

combination of related and disclosure events and cognitive appraisals was significant.  

These findings are consistent with the idea that while sexual abuse severity has been 

linked to more negative cognitive appraisals (i.e., self-blame), the measurement of sexual 
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abuse severity does not account for much of the variance in outcomes of CSA victims in 

the long term (Feiring et al., 2010).  Furthermore, sexual abuse severity does not directly 

measure the more complex psychological processes involved in the way a child views 

her/his abuse and the events surrounding the disclosure.  One way of gaining a better 

understanding of the psychological processes involved in a child’s formation of cognitive 

appraisals can be examined by looking at the combination of related and disclosure 

events surrounding the abuse.  The finding in the present study that the combination of 

related and disclosure events were significantly related to cognitive appraisals may reflect 

the importance of examining the relationship between specific events (i.e., loss of social 

contacts, nonsupportive responses after disclosure) and a child’s perception of her/his 

role or level of responsibility in the outcomes of these events.     

In examining the roles of cognitive appraisals in a child’s development of PTSD 

symptoms, although anticipated mediating effects were not supported, results indicated 

an indirect effect of cognitive appraisals on child reports of PTSD such that a previous 

relationship approaching significance between events and child reports of PTSD was no 

longer significant when cognitive appraisals were entered into the model. This finding 

suggests that cognitive appraisals (i.e., personal vulnerability, dangerous world) 

regarding the child’s perception of her/his level of safety following the experience and 

disclosure of sexual abuse have the potential to reduce psychological symptoms when 

those cognitive appraisals reflect a higher sense of safety.  For example, when asked to 

respond to the statement, ―Something like this might happen to me again,‖ the child who 

reports feeling like this statement is only ―somewhat true‖ or ―not true‖ (indicating a 

higher sense of safety), as opposed to ―very true‖ (indicating a lower sense of safety) is 
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less likely to report experiencing PTSD symptoms than a child whose cognitive 

appraisals are such that she/he continues to feel unsafe about the world following the 

experience and disclosure of sexual abuse.  Implications of this finding include an 

emphasis on parents and other adults to provide an environment in which the child feels 

safe and to reassure the child of their safety.  This finding may be important to non-

offending parents, as well as for adults working with CSA victims who have been 

removed from their current living situations (i.e., foster or adoptive parents), so these 

adults can place specific emphases on explicitly and thoroughly addressing the child’s 

concern for continued safety following the sexual abuse. 

Results of the regression analysis testing Hypothesis 4 indicated that the 

relationship between sexual abuse severity, the combination of related and disclosure 

events, and parental support was not significant, thus mediating effects could not be 

tested.  This finding was consistent with that of Tremblay et al. (1999) who tested the 

possible mediating effects of coping and social support (i.e., parent and peer support) on 

the relationship between the occurrence of sexual abuse and potential psychological 

outcomes in a sample of 50 sexually abused children 7 to 12 years of age.  Similar to the 

present study, Tremblay et al. (1999) found that only direct effects between social 

support and psychological outcomes were supported while anticipated mediating effects 

were not supported.  One possible explanation for the lack of mediation effects of 

parental support is the lack of specificity of the questions regarding parental support to 

the sexual abuse events.  It is possible that the nature of sexual abuse elicits reactions 

from parents that make it more difficult to express support for their children.  Future 

studies should consider assessing a child’s perception of parental support with regards to 
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the sexual abuse events specifically as opposed to a more generalized perception of 

support. 

Strengths of the Current Study 

Strengths of the current study include the theoretical basis for the study of CSA.  

Spaccarelli’s (1994) model is related more broadly to the notions of Family Stress 

Theory, and more specifically, the components of McCubbin and Patterson’s (1983) 

Double ABCX Model for understanding family stress processes.  Furthermore, the 

present study attempts to include all parts of Spaccarelli’s (1994) transactional model, 

while similar studies have focused only on parts of the model.    

The relatively large sample size of sexually abused children (N=97) is another 

strength of the current study.  Similar studies on the sensitive population of CSA victims 

have included much smaller samples, such as a recent study conducted by Tremblay et al. 

(1999) examining the possible mediating effects of coping responses and social support 

on symptomatology in a sample of 50 sexually abused children, which was considered a 

fairly large sample size for this population.  The larger sample size in the current study 

allowed for the inclusion of all variables associated with Spaccarelli’s (1994) 

transactional model in the analyses while also guarding against possible issues with low 

power.   

Limitations 

Limitations of the current study include the use of a sample involving only 

children and families involved with CPS, however, in cases involving CSA, it can be 

difficult to obtain participants not involved with child welfare services.  Furthermore, the 

measures used in this study had low reliabilities for the current study sample, possibly 
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due to the low number of items on some measures.  Future studies could use similar 

scales that are reliable and valid and contain more items to increase the chance of having 

increased reliability scores.   

Another limitation related to the measures used in the present study involves the 

wide ranges in age on child report measures.  A child’s ability to assess her/his own 

thoughts related to abuse can be largely influenced by the child’s developmental level.  

Younger children often have difficulties accurately reporting details regarding their 

thoughts and emotions, because they have not yet developed the ability to reflect upon 

such concepts.  As a result, data collected from child report measures can be limited in 

accuracy. 

Implications and Future Research 

In sum, the present study highlights the reality that parent and child reports of 

PTSD symptoms are often different.  Implications for this finding include the importance 

of assessing both parent and child reports of symptomatology in future studies.  

Recognizing the uniquely different perspectives of both parents and children when 

studying CSA could allow for a more comprehensive understanding of the complexities 

of CSA, and thus a more comprehensive approach to treatment.  Providing feedback 

regarding the differences in parent and child reports of PTSD symptomatology to families 

may influence the engagement of parents in the therapy process.  The present findings 

may suggest that due to the complexities of related and disclosure events, therapy may be 

needed by children even when the reported abuse severity is low.  
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APPENDIX A 

INDIVIDUAL QUESTIONNAIRE ITEMS FOR EACH STUDY VARIABLE 

Variable 

Name 

Measure Questionnaire Items 

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. 

Events SAFE Instructions: ―Read each fear carefully and put an X in 

the box in front of the words that describe your fear‖ 

 Revictimization 

Fears 

1. Being alone on a playground. 

2. People who seem crazy. 

3. Mean looking people. 

4. Having older boys or men look after me alone. 

5. Sleeping alone. 

6. Someone getting drunk. 

7. Mom not at home. 

Related Fears 1. Speaking to police. 

2. People not believing me. 

3. Telling on someone for bothering me. 

4. Mom finding out about something I did. 

5. Someone in my family getting in bad trouble. 

6. Going to court to talk to a judge. 

7. Being blamed unfairly. 

8. Being taken away from my parents. 

9. People knowing bad things about me. 
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Parental 

Support 

PIML 1.  Some kids have parents who don’t really understand 

them BUT Other kids have parents who really do 

understand them. 

2.  Some kids have parents who don’t seem to want to 

hear about their children’s problems BUT Other kids 

have parents who do want to listen to their children’s 

problems. 

3.  Some kids have parents who care about their 

feelings BUT Other kids have parents who don’t seem 

to care very much about their feelings. 

4.  Some kids have parents who treat their child like a 

person who really matters BUT Other kids have parents 

who don’t usually treat their child like a person who 

matters. 

5.  Some kids have parents who like them the way they 

are BUT Other kids have parents who wish their 

children were different. 

6.  Some kids have parents who don’t act like what 

their children do is important BUT Other kids have 

parents who do act like what their children do is 

important. 

Coping KIDCOPE Instructions: ―What have you done in the past two 

weeks to help cope with (TRAUMA)? 

Social 

Withdrawal  

1. I stayed by myself. 

2. I kept quiet about the problem. 

Distraction 1. I just tried to forget it. 

2. I did something like watch TV or played a game to 

forget it. 

Cognitive 

Appraisals 

CITES-R Instructions: ―I am going to ask you several things that 

happened between you and (perpetrator).  I am NOT 

going to ask you to describe what happened, instead, I 

want to know YOUR thoughts and feelings about what 

happened.  I will read a sentence and you can tell me 

whether or not it is very true, somewhat true, or not 

true.  There are no right or wrong answers to the 

questions I will be asking.‖ 

Personal 

Vulnerability 

1. I dislike or feel uncomfortable spending time alone 

with older boys or men. 

2. Something like this might happen to me again. 

3. This happened to me because I always have bad luck. 
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4. No matter what I do, I can’t stop sexual abuse. 

5. I often worry that I will be sexually abused again. 

6. I feel I have to know people for a long time before I 

can trust them. 

Dangerous 

World 

1. People often take advantage of children. 

2. These kinds of things happen to a lot of children. 

3. There are many people who do bad things to 

children. 

4. I worry that other children will also be sexually 

abused. 

5. Children should not trust adults because they might 

sexually abuse them. 

PTSD DICA-R  

Re-experiencing 1. After everything was over, did you think about it a 

lot? 

2. Did you think about it even when you tried not to? 

3. Nightmares about it? 

4. Nightmares about other things? 

5. Ever get the feeling the whole thing was happening 

again? 

6. Saw something that reminded you of the trauma? 

Arousal 1. After over, trouble falling or staying asleep? 

2. After over, crabby or irritable, more than usual? 

3. After over, lose temper more than usual? 

4. After over, trouble keeping mind on things? 

5. After over, exaggerated startle response? 

6. After over, ever break into sweat or feel tearful when 

thinking about trauma? 

Avoidance 1. When thinking about what happened, do you ever try 

to stop thinking/feeling like that? 

2. Ever avoided things, places, people who reminded 

you of that trauma? 

3. Parts of trauma you can’t remember? 

4. After over, couldn’t seem to get interested in things 

the way you used to? 

5. After over, not interested in friends anymore? 

6. After over, not love or care about others anymore? 

7. After over, nothing to look forward to in the future? 

 


