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Psychologists' diagnostic choices when the specificity of child sexual abuse in a 

clinical vignette is varied was examined. Members of the American Psychological 

Association (APA) Division 12, Section 1 (Child Clinical Section) were surveyed. The 

degree to which Posttraumatic Stress Disorder (PTSD) was judged to be a viable 

diagnostic choice among a set of diagnoses was analyzed under conditions with sexual 

abuse stated, implied, not stated, and excluded. PTSD was rated as more likely for the 

Stated and implied sexual abuse vignettes than for the not stated and excluded vignettes. 

Additional findings and exploratory analyses are reported. Findings are discussed in the 

context of clinical, training, and research implications. Future directions in research are 

also examined. 
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CHAPTER 1 

INTRODUCTION 

The prevalence of reported child sexual abuse is increasing. There has been an 

estimated 61% increase in the number of reported child sexual abuse cases from 1976 to 

1985 (Finkelhor, 1987a). In addition to the reported cases, it is estimated that a large 

proportion of cases remain unreported (Finlayson & Koocher, 1991). Thus, psychologists 

are coming into contact with an increasing number of cases involving known, suspected, 

or unreported child sexual abuse (Browne & Finkelhor, 1986; Gelinas, 1983). 

Despite the increasing amount of research in the area of child sexual abuse (e.g., 

Finkelhor, 1990; Friedrich, Urquiza, & Bleike, 1986), the recognition of sexual abuse as a 

potential cause of behavioral problems remains extremely difficult for a treating 

psychologist. A child may be unable to verbalize the abuse due to traumatization, or the 

child may not yet have developed the communication skills necessary to convey the 

abuse (Einbender & Friedrich, 1989). 

The effects of child sexual abuse can be devastating, both in the short- and long-

term (Beitchman, Zucker, Hood, daCosta, & Akman, 1991; Browne & Finkelhor, 1986,f 

Finkelhor, 1990). Research has indicated that for many children, the impact of sexual 

abuse is evidenced through behavioral problems (Armsworth & Turboff, 1990; Einbender 

& Friedrich, 1989; Friedrich et al., 1986). Behavioral manifestations of sexual abuse that 

children may exhibit include fear, nightmares, withdrawal, cruelty, delinquency, 



inappropriate sexual behavior, regressive behavior, running away, and self-destructive 

behavior (Kendall-Tackett, Williams, & Finkelhor, 1993). Einbender and Friedrich 

(1989) found that among sexually abused children, IQ, school achievement, achievement 

test scores, and social competence were significantly lower than the norm, whereas, 

sexualization and life stressors were significantly higher than the norm. Despite the 

seriousness of the effects of child sexual abuse, it is often overlooked, both in medical 

and mental health settings (Gelinas,1983; Kim, 1986; Saulsbury & Campbell, 1985). 

Therefore, developing a conceptual framework from which to approach the differential 

diagnosis of behaviorally disordered children that would include the consideration of 

post-abuse responses would be invaluable. 

Evaluating Child Sexual Abuse 

Currently, two approaches to the conceptualization of the presentation of child 

sexual abuse victims dominate the literature. Many conceptualize the sequelae of child 

sexual abuse as Posttraumatic Stress Disorder (PTSD; Kiser, Heston, Millsap, & Pruitt, 

1991; McLeer, Deblinger, Henry, & Orvaschel, 1992; Rowan & Foy, 1993; Wolfe, 

Gentile, & Wolfe, 1989), whereas others propose more specific child abuse syndrome 

models or diagnostic categories (Corwin, 1989; Finkelhor & Browne, 1985; Garbarino, 

Guttman, & Sealy,1987; Mrazek & Mrazek, 1981; Summit, 1983). 

PTSD, as defined by the Diagnostic and Statistical Manual of Mental Disorders 

Fourth Edition (DSM-IV; American Psychiatric Association, 1994), provides a 

conceptual framework from which to attempt the assessment of child sexual abuse. The 

criteria for PTSD in combination with the associated symptoms as specified by the DSM-



IV describe a syndrome commonly seen in victims of sexual abuse (Kalichman, Craig, & 

Follingstad, 1989; Kendall-Tackett et al., 1993; Wolfe et al., 1989). For example, the 

DSM-IV description of PTSD and its associated symptoms includes reexperiencing 

symptoms, avoidance of the trauma, increased arousal, guilt, impulsive behavior, somatic 

complaints, shame, hopelessness, social withdrawal, impaired relationships, depressive 

symptoms, and phobias (American Psychiatric Association, 1994). 

Using PTSD as a conceptual framework from which to approach the diagnosis of 

sexually abused children affords many advantages. One such advantage is the increased 

clarity of communication among clinicians provided by a defined set of criteria and 

associated symptoms to describe the clinical presentation common to victims of child 

sexual abuse (Finkelhor, 1987b). Another advantage inherent within the diagnosis of 

PTSD is the recognition that the presence of a traumatic stressor has triggered the 

symptoms exhibited. Thus, a diagnosis of PTSD may serve to reduce any stigmatization 

of the victim due to the abuse by recognizing that the child is the victim of a traumatic 

event (Finkelhor, 1987b). It also suggests that the behavioral difficulties the victim may 

be exhibiting are not due to character deficiencies, but rather to the experience of trauma 

(Rowan & Foy, 1993). Lastly, conceptualizing the effects of child sexual abuse as PTSD 

enables comparisons between child sexual abuse and other types of trauma such as 

natural disasters, war, and rape (Rowan & Foy, 1993). Thus, assessment instruments and 

intervention techniques currently developed and used with other traumatized populations 

have the potential to be effectively adapted for the assessment and treatment of victims of 

child sexual abuse (Rowan & Foy, 1993; Finkelhor, 1990). 



Although the PTSD model has many benefits, it has not been without its critics 

(Finkelhor, 1990; Kendall-Tackett et al.,1993). A major objection to the PTSD model is 

that it does not describe the effects of child sexual abuse in all individuals. The sequelae 

to sexual abuse appears to be on a continuum from asymptomatic to severely 

symptomatic. Estimates of PTSD among sexually abused children range from 21 % 

(Deblinger, McLeer, Atkins, Ralphe, & Foa, 1989) to 50% (Kiser et al., 1991), whereas 

estimates of asymptomatic sexually abused children range from 21 % (Conte & 

Schuerman, 1897) to 36% (Tong, Oates, & McDowell, 1987). Although PTSD does not 

encompass the entire spectrum of sexual abuse sequelae, it does appear to capture the 

population of most severely abused children. Kiser et al. (1991) found that the greater the 

severity of the abuse, the more likely the presence of PTSD. McLeer et al. (1992), noted 

that the majority of children in their study met partial criteria for PTSD - 86.5% 

exhibited one or more reexperiencing symptoms, 52.4% exhibited three or more avoidant 

behaviors, and 72.0% exhibited two or more symptoms of hyperarousal. Although 

sexually abused children may not meet full diagnostic criteria for PTSD, the majority of 

these victims manifest symptoms that are consistent with the criteria of PTSD. 

As it has been noted, however, PTSD does not account for those individuals who 

appear to be unscathed by sexual abuse. Three explanations for asymptomatic victims 

have been forwarded (Finkelhor, 1990; Kendall-Tackett et al., 1993). First, current 

assessment instruments may not be measuring victims'symptoms. Studies measuring 

both child and parent reporting of symptoms indicated that children tend to underreport 

their symptoms compared to the parents'report (Wolfe et al., 1989; Tong et al., 1987). 



Shapiro, Leifer, Martone, and Kassem (1990) posited that sexually abused children are 

guarded and defensive, thus assessment techniques other than self-report (such as 

projective testing) would be more useful in evaluating the extent to which sexually 

abused children are experiencing psychological symptoms. Another suggested reason for 

asymptomatic victims is that the symptoms have not yet emerged. Gomes-Schwartz, 

Horowitz, Cardarelli, and Sauzier (1990) reported in an 18-month follow-up study that 

asymptomatic victims were the most likely group to develop symptoms at a later time. A 

third explanation is that asymptomatic victims are truly not clinically affected by the 

abuse. Research has shown that when there is not a close relationship with the perpetrator 

(Schultz & Jones, 1983), force or violence is not used (Elwell, 1979; Schultz & Jones, 

1983), abuse is not of long duration (Tsai, Feldman-Summers, & Edgar, 1979), and the 

victim has strong family support (Fromuth, 1986), the effects of sexual abuse are 

diminished. Some combination of these three explanations most likely accounts for the 

proportion of asymptomatic victims. 

Other criticisms focus on the emphasis of an affective component in PTSD and 

the wording of the PTSD diagnostic category. Finkelhor (1987b) argued that PTSD deals 

with the explosion and constriction of affect, but not with the cognitive effects of child 

sexual abuse, such as guilt or self-blame. Although an affective component is present in 

the criteria for PTSD, Walker (1990) argued that PTSD contains a cognitive component 

as well. Recurrent intrusive memories were noted as a source of cognitive distress. 

Finkelhor (1990) also contended that in many cases child sexual abuse is not an 

overwhelming trauma, but rather a series of ongoing encounters which may not take on 



traumatic meaning until later when the child realizes the effects of the abuse. Rowan and 

Foy (1993) disputed this point stating that child sexual abuse has "consistently been 

considered to be emotionally traumatic by the majority of those who have experienced it" 

(p. 17). In addition, a situation in which a child does not show symptoms of 

traumatization until some time after the abuse could be categorized as delayed-onset 

PTSD (American Psychiatric Association, 1994, p. 429). 

As a response to the criticisms of the PTSD model, Finkelhor and Browne (1985) 

developed the Four Traumagenic Dynamics model - the child abuse syndrome model 

that has received the most attention. The model consists of four interactive factors: 1) 

traumatic sexualization, 2) betrayal, 3) stigmatization, and 4) powerlessness. Traumatic 

sexualization refers to the negative impact that sexual abuse has on the child's sexuality. 

A child that is assessed to be high in traumatic sexualization may manifest symptoms 

such as associating fear with sexuality or using sexuality to manipulate their social 

environment. Betrayal concerns the child's realization that an adult in a position of trust, 

whether it is the perpetrator or an adult caregiver who failed to protect them, has behaved 

with callous disregard for their welfare. The inability of the child to form trusting 

relationships is a potential symptom that may be associated with this factor. A child that 

had been abused by a stranger would probably show little symptomatology related to 

betrayal. Powerlessness is composed of the violation of the child's will and the child's 

estimation of the threat of injury or death to the self. This factor is closely related to the 

PTSD conceptualization of child sexual abuse. Potential symptoms include anxiety, fear, 

nightmares, and hypervigilance. Stigmatization refers to the effects of isolation and 



are stigmatization by the social environment. Examples of symptoms related to this factor 

guilt, shame, and low self-esteem. The goal of this model is to provide a systematic way 

for clinicians to identify the predominant problematic symptoms when assessing and 

developing a treatment plan for a child who has been sexually abused. Additionally, 

Finkelhor (1987b, 1990) wished to develop a model which accounted for more of the 

symptom presentations common to the victims of child sexual abuse, which he contended 

that the PTSD model does not provide. 

Although the Four Traumagenic Dynamics model gives a framework for 

approaching assessment and treatment of child sexual abuse victims, the outcome of each 

of the factors is not specific. For example, betrayal may produce symptoms of withdrawal 

or anger as might powerlessness. There is considerable outcome symptom overlap among 

all of the factors. The Four Traumagenic Dynamics model may be very useful in the 

treatment of sexually abused children, but it has limited usefulness as an assessment 

approach because of its lack of diagnostic specificity (Rowan & Foy, 1993). Therefore, 

although the PTSD conceptualization of child sexual abuse is not without disadvantages, 

it seems to have gained the foreground in the research literature (Finkelhor, 1990). 

Problems Associated With Diagnosing PTSD 

If PTSD is the predominant model to conceptualize the effects of child sexual 

abuse, are clinicians using it to assess children with behavioral symptoms that may 

suggest sexual abuse? Several problems exist which may decrease the likelihood of a 

PTSD diagnosis m the case of child sexual abuse. First, there are legal and ethical issues 

to consider when assigning a diagnosis of PTSD with the traumatic stressor being sexual 



abuse. Unlike other sources of psychological disturbance, suspected as well as identified 

child sexual abuse must be reported to governmental agencies. As professionals, 

psychologists are mandated reporters of child sexual abuse. Many mental health 

professionals are reluctant to report child sexual abuse because of concerns regarding 

confidentiality, rapport with the client, and client welfare (Kalichman et al. 1989). Survey 

studies estimate that approximately one-third of mental health professionals are unwilling 

to report child sexual abuse because of the breach of confidentiality, the disruption of 

therapy, and a perceived lack of decisive action by governmental agencies to whom the 

abuse is reported (Kalichman et al., 1989; Finlayson & Koocher, 1991). Confidentiality 

has been viewed as the cornerstone upon which rapport is built (Jagim, Wittman, & Noll, 

1989). It has been argued that reporting child sexual abuse disrupts the therapeutic 

relationship because of a breach of confidentiality (Faller, 1985; Swobada, Elwork, Sales, 

& Levine, 1978). 

Clinicians are also concerned about the impact reporting may have on the child. 

Reporting sexual abuse to governmental agencies may be viewed as ineffectual because 

the agencies may be unable to pursue the case due to lack of evidence (Finlayson & 

Koocher, 1991). Thus, if the family terminates therapy because the clinician reported the 

abuse, the victim may remain unaided by adult intervention. In a vignette study in which 

the father was the perpetrator, it was found that psychologists were more likely to report 

child sexual abuse when they believed the outcome of reporting would have a positive 

impact on therapy than when they believed reporting would have a negative impact on 

therapy. They were also more likely to report if the father admitted to the abuse than 



when he denied the abuse (Kalichman et al., 1989). Conversely, reporting suspected child 

sexual abuse when no abuse has occurred can be traumatic both for the child and the 

family. A body of literature is developing about the need for quality assurance in sexual 

abuse evaluations (Adams, 1993; Jenny & Roesler, 1993). Reporting issues exacerbate 

the difficult task of recognizing and diagnosing PTSD due to sexual abuse. 

Another issue that complicates giving a diagnosis of PTSD due to child sexual 

abuse is diagnostic overlap (McLeer, Callaghan, Henry, & Wallen, 1994). For example, 

inability to concentrate could be interpreted as a symptom of attention deficit 

hyperactivity disorder (ADHD) or as a hyperarousal symptom of PTSD. Decreased 

socialization could be interpreted as a symptom of depression or as an avoidance 

symptom of PTSD. Sexualized behavior can be interpreted as a symptom of conduct 

disorder or as a reexperiencing symptom of PTSD. Using the PTSD approach to the 

diagnosis of sexually abused children provides a framework which may link the 

presenting symptoms into a recognizable pattern; however, but this pattern is not clearly 

distinct from other patterns. 

The simultaneous diagnosis of PTSD in combination with other diagnoses also 

presents a dilemma for clinicians. In a recent study that compared the presentation of 

sexually abused, physically abused, and nonabused children, McLeer et al. (1994) found 

that both ADHD and PTSD were diagnosed at significantly higher rates in the sexually 

abused group than in the nonabused group. Famularo, Kinscherff, and Fenton (1992) 

examined maltreated children and also found a high degree of comorbidity between 

PTSD, conduct disorder (CD), oppositional defiant disorder (ODD), and ADHD. A study 
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of comorbidity rates among child diagnostic categories (attentional deficits, depressive 

disorders, anxiety disorders, and conduct/oppositional disorders) found the comorbidity 

of these broad categories to be significantly higher than chance based on the prevalence 

of each category of disorders (Bird, Gould, & Staghezza, 1993). The same study also 

found that the greater the impairment of the individual, the greater the comorbidity. 

Given the research that indicates meeting the full diagnostic criteria of PTSD is 

associated with more severe abuse (Kiser et al., 1991), it makes intuitive sense that PTSD 

in sexually abused children would also be associated with a high comorbidity rate. 

Nonetheless, the presence of multiple disorders complicates the recognition and treatment 

of these individuals. Famularo (1992) and McLeer et al. (1994) recognized the need for 

studies that addressed the issue of comorbidity in the population of sexually abused 

children. 

The Present Study 

Given the difficulties associated with making a diagnosis of PTSD due to sexual 

abuse, will clinicians use the PTSD model to assess clients? To examine diagnostic trends 

among psychologists who typically deal with children, a survey study using vignettes that 

varied the specificity of the likelihood of sexual abuse, and then queried diagnostic 

likelihoods would give an indication of how the PTSD model is being used. 

Research has found that the more specifically the symptoms of sexual abuse are 

stated, the greater the suspicion that sexual abuse has occurred (Finlayson & Koocher, 

1991). Therefore, it was predicted that PTSD would be diagnosed as more likely for a 

stated sexual abuse vignette group than for any other group. Because of the high 
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comorbidity among child diagnostic categories, it was predicted that PTSD would not be 

rated as more likely than Major Depressive Disorder, Adjustment Disorder, ADHD, or 

Generalized Anxiety Disorder (GAD) for an implied sexual abuse vignette. For a sexual 

abuse not stated vignette group, it was predicted that Major Depressive Disorder, 

Adjustment Disorder, ADHD, and GAD would be rated as more likely than PTSD based 

on the behavioral symptoms contained within the vignette. It was also predicted that 

PTSD would rarely be diagnosed (i.e., by less than 25% of respondents) for a sexual 

abuse excluded vignette. 

Studies have found that female clinicians suspect and report sexual abuse 

significantly more often than male clinicians (Attais & Goodwin, 1985; Finlayson & 

Koocher, 1991). Therefore, it was predicted that female psychologists would rate PTSD 

more likely than would male psychologists. 

Exploratory research considerations included the examination of demographic 

variables to predict PTSD ratings, the correlation between PTSD ratings and V-code 

Abuse or Neglect of a Child (V61.21 - 995.5), as well as the response rates to other 

specified and unspecified diagnostic categories. 



CHAPTER 2 

METHOD 

Participants 

The 922 psychologists surveyed were members of the American Psychological 

Association (APA) Division 12 (Clinical Psychology), Clinical Child Section. Of the 922 

potential participants, 294 returned completed surveys for a return rate of 31.9%. One 

respondent was eliminated from all analyses because English was not her primary 

language. An additional 17 respondents were eliminated from the main analyses on the 

basis that less than 10% of their current case load was comprised of children (12 

respondents), or because they did not provide an estimate of the proportion of children 

that comprised their case load (five respondents). Of the remaining 276 respondents, 137 

were male and 139 were female. The majority of these respondents (237) graduated from 

a university Ph.D. psychology program. Their mean age was 43.7 years with a standard 

deviation of 9.3 years. They averaged 13.2 years of experience with a standard deviation 

of 9.0 years. The ethnic composition of the sample was 81.2% Anglo-American, 5.4% 

European American, 4.3% Jewish, 0.7% Chinese, and 0.7% Hispanic. For the remaining 

respondents, 4.3% were of idiosyncratic ethnicity, and 3.3% declined to describe their 

ethnicity. Notably, there were no African American respondents in this sample. 

Respondents were also asked to choose their predominant theoretical orientation. 

Cognitive/cognitive-behavioral was reported by 43.8% of respondents, psychodynamic 
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by 15.6%, behavioral by 14.1%, eclectic or integrative by 8.3%, systems by 8.0%, 
I 

developmental by 2.2%, humanistic by 1.8%, biological by 1.4%, 1.4% did not report a 

theoretical orientation, and the remaining 3.3% reported idiosyncratic theoretical 

orientations. Participants were treated in accordance with the Ethical Principles of 

Psychologists and Code of Conduct (American Psychological Association, 1992). 

Materials 

The mailed survey consisted of a cover letter, a coded survey, and a business 

reply envelope. The cover letter acquainted the clinician with the nature of the study and 

requested their participation (Appendix A). The survey (Appendix B) consisted of a 

demographics sheet and a vignette in one of the four conditions (stated sexual abuse, 

implied sexual abuse, sexual abuse not stated, and sexual abuse excluded1). In each of the 

vignettes, the child manifested behavioral problems of reexperiencing (nightmares and/or 

sexualized behavior), avoidance (restricted range of affect, decreased interest in 

significant activities, and detachment from others), and hyperarousal (poor concentration, 

irritability, and difficulty falling asleep). For the sexual abuse excluded condition, the 

clinician in the vignette asked the parents if they were aware of "any significant stressors 

or changes in the structure of the home environment." The parents in the vignette 

indicated that nothing stressful had occurred, and there had been no changes in their 

family routine. The intent of the excluded vignette category was not to completely rule 

out the possibility of sexual abuse, but instead to simulate the level of information that 

would be available to clinicians in a first session. 

The vignettes were developed using current research on the behavioral 
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manifestations of child sexual abuse (Finlayson & Koocher, 1991; Kalichman et al., 

1989; Kendall-Tackett et al., 1993; Sink, 1988; Walker, 1990) and the posttraumatic 

stress disorder criteria from the DSM-IV (American Psychiatric Association, 1994). 

Three psychologists who specialized either in PTSD, child psychology, or psychological 

assessment were asked to sort the vignettes in order of traumatic severity to assess the 

heterogeneity of the four conditions. They also reviewed the vignettes for content validity 

and the questionnaire items for optimal applicability. For the purpose of this study, the 

gender of the child was female and an elementary school age range was specified. 

In the questionnaire following the vignette, the clinicians were asked to give a 

percentage rating of the likelihood for each diagnosis in a set of alphabetically listed 

diagnoses. Clinicians were also asked what additional information, if any, would be 

helpful in making a diagnosis, and what they hypothesized as the etiological factors 

contributing to symptom presentation. A postage-paid business reply envelope was 

included as well. 

Procedure 

Surveys were mailed to psychologists who were members of the APA Division 

12, Clinical Child Section. Each survey contained a cover letter discussing the study, a 

demographics sheet, a single vignette in one of the four conditions (stated, implied, not 

stated, or excluded sexual abuse), a questionnaire, and a business reply envelope. The 

demographics sheet and questionnaire were coded to preserve respondent anonymity. 

Coding was necessary to ensure that the returned questionnaires were categorized in the 

appropriate vignette group as well as to match demographics sheets with their 
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corresponding questionnaire. Due to budgetary restraints and because the number of 

surveys returned in the first mailing was sufficient to obtain adequate statistical power, 

there was not a second "reminder" mailing of the surveys. 

Results of the study were offered to respondents upon request. Those respondents 

who requested results were entered into a database for clerical purposes. A brief letter 

was mailed to these respondents to confirm receipt of their request. Upon final approval 

of the present study, a summary of the study and its findings will be mailed to the 

respondents in the database; then the database will be destroyed. 



CHAPTER 3 

RESULTS 

Major Hypotheses 

Power was calculated to determine an appropriate sample size based on data from 

Finlayson and Koocher (1991). For the first hypothesis, that PTSD would be rated as 

more likely for the stated sexual abuse vignette than for any other vignette, the effect 

size, f, was 1.61 (for review of f, see Rosenthal & Rosnow, 1991, p. 450). For a power of 

.85, approximately twenty subjects per group were necessary to detect the effect. For the 

last hypothesis, that female psychologists will diagnose PTSD more often than male 

psychologists, the effect size calculated was d = .42. For a power of .80, approximately 

eighty subjects per group were necessary. The power estimate from the first hypothesis 

was used to estimate power for the remaining hypotheses (i.e., that PTSD would not be 

rated as more likely than Major Depressive Disorder, Adjustment Disorder, ADHD, or 

GAD for the implied sexual abuse vignette; that Major Depressive Disorder, Adjustment 

Disorder, ADHD, and GAD would be rated as more likely than PTSD for the not stated 

vignette; that PTSD would rarely be diagnosed for the sexual abuse excluded vignette). 

Similar effect sizes in the literature on which to base a power estimate were not found. 

Thus, because of the other hypotheses'similarity to the first hypothesis, its power 

estimate was used. 

The first hypothesis, that PTSD would be diagnosed as more likely for the stated 
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sexual vignette than for any other vignette, was tested using a one-way analysis of 

variance. A significant difference in PTSD ratings was found among the four vignette 

conditions of stated, implied, not stated, and excluded sexual abuse, F(3,272) = 12.30, g 

<.0001. (See Table 1 for means and standard deviations of diagnostic ratings by vignette). 

A Scheffe's test with an alpha level of .05 revealed than PTSD was rated as significantly 

more likely for the stated and implied vignettes than for the not stated and excluded 

vignettes. 

Table 1 

Means and standard deviations for the five specifically examined diagnoses are presented 
by sexual abuse specificity. 

DIAGNOSIS VIGNETTE 

S t a t e d Implied Not Stated Excluded 

M = -74; SD = .21 M = -70;SD = .16 M = -61; SD= .19 M = .56; SD = .26 

M = -44; SD = .30 M = .52;SD = .25 M = -59;SD = .25 M = -54;SD = .24 

PTSD 

MDD* 

A D * * M = -65; SD = .24 M = -49; SD = .24 M = -55;SD = .20 M = -49; SD = . 25 

GAD 

ADHD 

M = -25; SD = .24 M = .30;SD = .20 M = -35;SD = .20 M = .41;SD = .21 

M = 1 1 ; S D = .16 M = -12; SD = .12 M = -21;SD = .20 M = -20;SD = .18 

*Major Depressive Disorder. **Adjustment Disorder. 
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To test the second and third hypotheses, that PTSD would not be rated as more 

likely than Major Depressive Disorder, Adjustment Disorder, ADHD, or GAD for the 

implied sexual abuse vignette, and that Major Depressive Disorder, Adjustment Disorder, 

ADHD and GAD would be rated as more likely than PTSD for the not stated sexual 

abuse vignette, a 2 X 5 (Vignette X Diagnosis) analysis of variance (ANOVA) was 

conducted. In the ANOVA, Vignette (implied vs. not stated1) was a between-subjects 

factor, and Diagnosis was a within-subjects factor. A trend for Vignette was found, 

F( 1,149) = 3.72,2 <.056. A significant main effect for Diagnosis, F (4, 146) = 150.84, p 

< .0001, as well as a significant interaction between Vignette and Diagnosis, F(4, 146) = 

6.56, p < .0001, were found. Paired t-tests revealed than PTSD was rated as significantly 

more likely than Major Depressive Disorder, t(73) = -6.24, p <.0001; Adjustment 

Disorder, t(72) = -6.49, p < .0001; ADHD, t(73) = -22.66, p < .0001; and GAD, t(73) = -

12.44, p < .0001, for the implied sexual abuse vignette. PTSD was rated as significantly 

more likely than ADHD, t(77) = -12.54, p < .0001, and GAD, t(77) = -8.47, p < .0001, 

for the not stated sexual abuse vignette. 

Figure 1 shows the means of each of the five diagnoses for the implied and not 

stated sexual abuse vignettes. Figure 1 was examined in order to understand the 

interaction effect. The graph suggested a potential difference between the Major 

Depressive Disorder likelihood ratings for the implied and not stated vignettes as well as 

a potential difference between PTSD likelihood ratings for the implied and not stated 

vignettes. As was shown in the Scheffe's test conducted on PTSD ratings for the first 

hypothesis, there is a significant difference in PTSD ratings for the implied and not stated 
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vignettes. A one-way ANOVA was conducted to determine if Major Depressive Disorder 

likelihood ratings were different for the implied and not stated vignettes; however, no 

significant difference was found, F(l, 150) = 2.51, Q = .12. A paired t-test revealed that 

Adjustment Disorder and ADHD likelihood ratings differed for the not stated vignette, 

t( 1, 78) = 5.87,p<.0001. 

Figure 1 
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A-D: t(74) = -12.44, E < .0001 

A-E: t(74) = -22.66, g < .0001 

Not Stated vignette 

1-2: t(78) = -.72, g = .47 

1-3: t(78) = -1.52, p = .13 

1-4: t(78) = -8.47, g < .0001 

1-5: t(78) = - 1 2 . 5 4 , E < . 0 0 0 1 

Interaction comparisions 

B-2: F ( l , 150) = 2.51, E = .12 

C-D: t(78) = 5.87, E < .0001 
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As the fourth hypothesis, it was predicted that PTSD would rarely be diagnosed 

(i.e., by lessthan 25% of respondents) for the sexual abuse excluded vignette. When 

frequencies were computed, it was found that 80.7% of respondents rated PTSD as a 

"possible diagnosis." A "possible diagnosis" was defined as a diagnosis that received a 

50% or greater likelihood rating. 

To test the final hypothesis that female psychologists rate PTSD as more likely 

than do male psychologist, a one-way analysis of covariance was conducted. A covariate 

(sum of percent likelihood ratings for Major Depressive Disorder, Adjustment Disorder, 

ADHD, and GAD / total number of percent likelihood rating for those four diagnoses) 

was used to control for any systematic rating bias due to gender. The covariate accounted 

for only 1% of the variance. No significant difference in PTSD likelihood ratings due to 

gender was found, F(l, 273) = 2.21, E = .14. The mean PTSD likelihood rating for 

females was 67.2% (SD = 20.1%), and the mean PTSD likelihood rating for males was 

63.3% (SD = 21.8%). 

Exploratory Analyses 

In examining the demographic variables that might predict PTSD likelihood 

ratings, years of experience, percent of children in the respondents'practices, theoretical 

orientation (cognitive/cognitive-behavioral and behavioral vs. all others), and setting of 

the practice (public vs. private) were entered separately into a linear regression analysis, 

in that order. Of the four independent variables selected, only years of experience was 

found to predict PTSD ratings, overall r2 = .04, F(4, 272) = 2.74, E < .03. Additionally, a 

negative correlation was found between years of experience and PTSD likelihood ratings, 
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r = -.17, g =.002. 

A Pearson's product-moment correlation coefficient was calculated to determine if 

PTSD likelihood ratings were associated with the V-code 61.21-995.5 of Abuse or 

Neglect of a Child with the focus of clinical attention on the victim, r(291) = .15, £ <.01. 

However, of the 292 respondents (one respondent listed 995.5 but did not give a 

percentage rating), only 56 specified a V61.21-995.5 diagnosis under the optional V-code 

category compared to the 284 respondents who gave 5% or greater percentage rating for 

PTSD. The overall mean likelihood rating for 995.5 was 14%. Of the specified diagnostic 

categories (excluding PTSD, Major Depressive Disorder, Adjustment Disorder, ADHD, 

and GAD), Social Phobia received the highest mean likelihood rating of 21%. For Social 

Phobia, the means for the stated, implied, not stated, and excluded sexual abuse vignettes 

(with standard deviations in parentheses) were 14.8% (.18), 15.7% (.19), 23.2% (.20), 

and 29.4% (.24), respectively. 

For the other" category and the V-code category, none of the diagnoses specified 

by respondents (except V61.21-995.5), received an overall mean likelihood rating of 

greater than 2%. Some of the more often "other" categories that were specified by 

respondents include Learning Disability/Disorder, Dysthymic Disorder, Acute Stress 

Disorder, Parent-Child Relational Problem, and Academic Problem. 

The first open-ended question at the end of the questionnaire asked what 

additional information, if any, would be helpful in making a diagnosis. Nineteen content 

categories of responses were identified for this question. Requests for psychological 

testing and/or interviews were the most common responses. For the second opened-
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question, respondents were asked to hypothesize about the etiology of the presented case 

history. Thirteen response categories emerged. Trauma due to abuse was the most 

commonly hypothesized cause for the case presentations. 



CHAPTER 4 

DISCUSSION 

Major Hypotheses 

The hypothesis that PTSD would be rated as more likely for the stated sexual 

abuse vignette than for any other vignette was not fully supported. Instead, it was found 

that PTSD was rated as more likely for both the stated and implied sexual abuse vignettes 

than for the not stated and excluded sexual abuse vignettes. Thus, an explicit report by 

the child of sexual abuse is not absolutely essential for psychologists to consider PTSD a 

probable diagnosis. Inappropriate sexual behavior by the child (as in the implied sexual 

abuse vignette) seems to prompt psychologists to consider PTSD a probable diagnosis as 

well. 

The impetus for this hypothesis came from the protective-services reporting 

literature which has found that mental health professionals are more likely to report abuse 

when the child verbally reported the abuse rather than avoided the topic by crying and 

refusing to talk (Kalichman, et al., 1988). Similarly, the more specifically the abuse is 

communicated (directly > indirectly > through acute traumatic symptomatology > 

through cumulative stress symptomatology), the more psychologists suspected child 

abuse, were confident that child abuse had occurred, and reported child abuse (Finlayson 

& Koocher, 1991). One interpretation of the finding in the present study is that 

psychologists are becoming more aware of the prevalence of child sexual abuse, and 
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consequently, more sensitive to client symptom presentation which suggests that sexual 

abuse is occurring. Another possibility is that psychologists are more willing to assign a 

high probability to a PTSD diagnosis than to state that they would report the case to a 

protective services agency. The PTSD likelihood rating merely indicates how willing the 

respondent was to consider PTSD as a diagnosis; whereas, in reporting studies, 

respondents typically are asked whether they would take a more active role and report the 

case to authorities. These may be two completely different decisions for psychologists. 

Because of the high comorbidity among child diagnostic categories (Bird, et al., 

1993; Deblinger, et al., 1989; Famularo, et al., 1992; McLeer, et al., 1994), it was 

predicted that PTSD would not be rated as more likely than Major Depressive Disorder 

Adjustment Disorder, ADHD, or GAD for the implied sexual abuse vignette. Again, 

contrary to expectation, PTSD was rated more likely than any of the other four diagnoses 

listed. This finding supports the previous finding that the second level of specificity in 

this study, implied sexual abuse, was sufficient for psychologists to seriously consider 

PTSD as the most likely diagnosis overall. More broadly, it suggests that psychologists 

tend to use the PTSD model as a heuristic from which to conceptualize client symptom 

presentation. It could also be that even among those individuals who prefer specific child 

abuse syndrome models or diagnostic categories, PTSD is considered to be the most 

appropriate DSM-IV diagnosis for situations in which sexual abuse is directly 

communicated or implied. 

For the sexual abuse not stated vignette, it was predicted that Major Depressive 

Disorder, Adjustment Disorder, ADHD, and GAD would be diagnosed more often than 
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PTSD due to the behavioral symptoms presented without a readily identifiable stressor. 

Major Depressive Disorder and Adjustment Disorder likelihood ratings were not found to 

differ significantly from PTSD likelihood ratings. However, PTSD was rated as 

significantly more likely than ADHD and GAD even for the not stated vignette (see 

Figure 1). Once again, these results point to a greater than expected sensitivity by 

psychologists to the possibility of PTSD as a viable diagnosis, even when the sexual 

abuse was not stated but behavioral symptoms suggested its presence. 

A significant interaction between Vignette (implied and not stated) and Diagnosis 

(PTSD, Major Depressive Disorder, Adjustment Disorder, ADHD, and GAD) was found. 

Closer examination of the interaction revealed that when sexual abuse is more explicit 

(i.e., the implied sexual abuse vignette), PTSD likelihood ratings are significantly higher 

than when sexual abuse is less explicit (i.e., the not stated sexual abuse vignette). In the 

context of the other four diagnoses besides PTSD, the more specifically stated the abuse, 

the higher the PTSD rating and the lower the ratings for the other four diagnoses. 

Conversely, the means of the four other diagnoses for the not stated vignette suggest that 

the less specifically stated the abuse, the lower the PTSD rating and the higher the ratings 

for the other four diagnoses compared with the means of the implied vignette. (Note: 

Although the means are consistent with the last interpretation, the ratings for ADHD and 

GAD were low enough to be significantly different from the ratings for PTSD, Major 

Depressive Disorder, and Adjustment Disorder; see Figure 1). Therefore, when the 

stressor in the vignette was less explicit, psychologists considered other diagnoses, like 

Major Depressive Disorder and Adjustment Disorder to be equally as likely as PTSD. But 
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when the traumatic stressor was more explicit, even though it was not directly stated, 

psychologists chose PTSD as the most appropriate diagnosis over Major Depressive 

Disorder, Adjustment Disorder, ADHD, and GAD. 

For the sexual abuse excluded vignette, it was predicted that PTSD would rarely 

(less than 25% of the time) be considered a "possible" diagnosis (i.e., receive a likelihood 

rating of 50% or greater). To reiterate, the sexual abuse excluded vignette was not 

designed to definitively rule out the possibility of sexual abuse, but instead, to provide the 

clinician with an initial denial of significant stressors or changes as might be obtained 

during a first interview with the client's parents. For the sexual abuse excluded vignette, 

81% of respondents assigned a 50% or greater likelihood rating for PTSD. This 

percentage was unexpectedly high. Not only were significant stressors not mentioned, 

they were denied by the parents in the vignette. However, the denial apparently had very 

little impact on respondents'PTSD likelihood ratings. Finlayson and Koocher (1991) 

found that only 46% of respondents had a moderate or substantial suspicion of sexual 

abuse for the least specific presentation of sexual abuse (cumulative stress 

symptomatology). At this low level of symptomatology, 30% of respondents reported at 

least a 50% certainty that sexual abuse had occurred, whereas only 12% said that they 

would likely or definitely report the case as sexual abuse. They also found that the 

respondents were less likely to report abuse when the child in their vignette cried and 

refused to talk than when the child verbalized that she had been sexually abused (no 

percentages were reported; Finlayson & Koocher, 1991). It appears from the differences 

between the suspicion/certainty ratings and the reporting estimates, that reporting and 
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suspicion/certainty of abuse are not comparable. Thus, the most appropriate comparison 

with the present study would be between PTSD likelihood ratings and suspicion/certainty 

ratings, rather than with estimates of reporting. However, even if PTSD ratings are 

compared to estimates of suspicion or certainty of child abuse, the PTSD ratings found in 

this study are much higher than previously obtained suspicion/certainty ratings. Thus, it 

appears that even when stressors are denied, PTSD is still being considered as a possible 

diagnosis. 

The final hypothesis investigated was that female psychologists would chose 

PTSD as a diagnosis more often than male psychologists. No difference in PTSD 

likelihood ratings according to gender was found. This finding is contradictory to the 

findings of Fmlayson and Koocher (1991). In their study, it was found that female 

respondents were more likely to suspect sexual abuse, more confident that sexual abuse 

had occurred, and if termination of therapy was expected, more likely to report sexual 

abuse than were male respondents. Finlayson and Koocher (1991) used a similar sample 

of doctoral-level practitioners from the Society of Pediatric Psychology, and the total 

number of respondents in their final analyses was 269 - almost identical to the 273 

respondents included in the main analyses for the present study. They also had four levels 

of abuse specificity which are roughly comparable to the four levels of specificity in this 

study. With so many similarities between studies, it is difficult to dismiss the findings of 

either study as attributable to sampling differences or differing methodology. However, it 

is equally difficult to reconcile these two contradictory findings by suggesting that in the 

short span of time between studies, male psychologists have made a conceptual shift and 
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now suspect sexual abuse much more than before. Instead, the differing constructs being 

measured (reporting vs. diagnosis) may account for the different findings with regard to 

gender. As discussed previously, conceptualizing a case and giving a diagnosis 

probability rating seems to be qualitatively different from conceptualizing a case and 

estimating the probability that you would report it. The reporting estimate is more 

personalized than the diagnostic estimate; and reporting has more obvious potential costs 

than diagnosing. Perhaps for these reasons, reporting estimates may show a greater 

gender difference than diagnostic estimates. 

Exploratory Analyses 

Of the four demographic variables chosen to predict PTSD likelihood ratings 

(years of experience, percentage of children that comprise their practice, theoretical 

orientation, and setting of practice), only years of experience was found to be a 

significant predictor. Interestingly, the correlation between years of experience and PTSD 

likelihood ratings was negative. Thus, greater PTSD likelihood ratings are associated 

with fewer years of experience; or conversely, lower PTSD likelihood ratings are 

associated with more years of experience. Previous research (Kalichman & Craig cited in 

Kalichman, et al., 1989; Nightingale & Walker, 1986) has found that level of education 

affects reporting of abuse, with the individuals with more training (e.g., licensed vs. 

nonlicensed mental health professionals as in Kalichman & Craig cited in Kalichman, et. 

al, 1989) being more likely to report. Years of experience was used as a covariate in the 

Kalichman et al. (1989) study. However, in the present review of the literature, years of 

experience has not been correlated with either reporting behavior or PTSD likelihood 
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ratings. Thus, potential interpretations of the finding of a negative correlation between 

years of experience and PTSD likelihood ratings should be viewed with caution. 

Despite the need for caution in interpretation of the negative correlation between 

years of experience and PTSD likelihood ratings, two potential explanations are offered. 

First, the negative correlation may be the result of a cohort effect. In other words, 

psychologists with many years of experience may have developed similar diagnostic 

patterns possibly due to training. PTSD as a diagnosis that is appropriate for children is a 

relatively new concept, so a difference in PTSD ratings between more recently trained 

psychologists and psychologists who have had several years of experience would not be 

surprising. Another possible explanation for the negative correlation is that experience 

may have a moderating effect on the diagnosis of PTSD. Psychologists with more 

experience probably have seen a greater number of sexual abuse cases than have 

psychologists with less experience. Because of the greater degree of exposure to these 

types of cases, more experienced psychologists may have become habituated to this type 

of presentation. Thus, the PTSD likelihood ratings could be lower for the more 

experienced psychologists than for the less experienced psychologists. Futher research is 

necessary to investigate the differences in PTSD diagnosis by more and less experienced 

psychologists. 

A significant correlation was found between PTSD ratings and the write-in V-

code 61.21-995.5. A diagnosis of V61.21 with the 995.5 specifier is given when physical 

abuse, sexual abuse, or neglect of a child has occurred and the focus of clinical attention 

is on the victim (American Psychiatric Association, 1994, p.682). Despite the correlation 
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between PTSD ratings and V61.21-995.5, only 19% of respondents specified a coding of 

V61.21-995.5 compared to the 97% of respondents that gave a PTSD likelihood rating. 

One way to conceptualize the V61.21-995.5 is as a rough estimate of respondents'level 

of conviction that sexual abuse was occurring and that it was the primary cause for the 

symptoms presented in the vignette. Admittedly, respondents may have perceived the 

V61.21-995.5 as extraneous given a PTSD diagnosis. Having to write V61.21-995.5 

rather than having it already listed as a category may have also decreased this type of 

response. However, the disparity between the PTSD ratings and V61.21-995.5 ratings is 

striking. 

In terms of the other specified diagnoses (besides Major Depression, Adjustment 

Disorder, ADHD, and GAD) and written-in diagnoses, Social Phobia received the highest 

overall mean likelihood rating of 21% (SD = .21). Social Phobia was the only category to 

receive a higher overall mean rating than one of the four diagnostic categories in the main 

analyses. ADHD received a overall mean rating of only 16%. The unexpectedly low 

rating for ADHD may be attributable to the symptoms within the vignette not being fully 

indicative of ADHD. For example, in all vignettes, the child completed a drawing. 

Completion of an integrated task is not highly suggestive of a child with ADHD. 

Therefore, although the vignette contained symptoms of hyperarousal, other symptoms 

did not match the typical presentation of a child with ADHD. 

Clinical Implications 

An impetus for this study was the author's clinical observations that many 

children in psychiatric settings with histories of sexual and physical abuse were receiving 
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treatment through medication and behavior modification for depression, 

attention/hyperactivity, and/or disruptive behavior patterns. Little attention tended to be 

focused on past abuse history except to note that its occurrence. Thus a major goal of the 

present study was to measure the degree to which psychologists applied a PTSD 

conceptualization and diagnosis in situations of child sexual abuse. The findings in this 

study strongly suggest that among psychologists the awareness of child sexual abuse and 

the resulting choice of PTSD as an appropriate diagnosis is very high. It should be noted, 

however, that these findings are not necessarily generalizable to the psychiatric settings 

from which the clinical observations were derived. Nonetheless, there are several clinical 

implications that can be considered. 

The central issue is the manner in which the conceptualization of sexual abuse 

impacts treatment goals. If sexual abuse is considered as simply associated with 

depression, anxiety, attention/hyperactivity difficulties, and/or disruptive behaviors, then 

the focus of treatment tends to be on these areas rather than on the memories and 

implications of the sexual abuse. If, however, as the findings of this study suggest, 

clinicians view PTSD as the most appropriate diagnosis given stated or implied sexual 

abuse, then treatment should actively address the issue of sexual abuse. Associated 

symptoms of depression, anxiety, attention/hyperactivity difficulties, and/or disruptive 

behavior could instead be viewed as resulting from the abuse. An implication of this 

perspective is that if the focal issue of sexual abuse were adequately treated, the 

associated symptoms may also remit. Other researchers (Famularo et al., 1992; McLeer et 

al., 1994) have also suggested that behavioral symptoms associated with sexual abuse 
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may be caused by the abuse, as opposed to being actual symptoms of comorbid disorders 

such as Major Depressive Disorder or ADHD. However, they noted that a pre-existing 

behavioral disorder may contribute to the likelihood of the child being abused. Thus, one 

cannot definitively state that behavioral disturbances in children who have been abused 

are caused by the abuse, but the consideration is an important one. 

Another urgent issue in the treatment of PTSD in children is the realization that 

trauma increases the risk of psychopathology in adulthood. In a recent review of the 

literature, Schwarz and Perry (1994) concluded that trauma-related symptoms tend to 

improve less over time than was once believed (reviewed in Kendall-Tackett, 1993) and 

that trauma in childhood increases the risk for later psychopathology. Thus, treatment that 

focuses on the trauma rather than associated symptoms becomes more imperative. 

Finally, if as was indicated by the respondents in this study, PTSD is the most 

appropriate diagnosis for symptomatic sexually abusedchildren, then perhaps both 

assessment measures and treatment techniques developed for other populations with 

PTSD may be adapted for use with sexually abused children. The investigation of PTSD 

as applied to children has only begun within the last two decades; thus many PTSD 

assessment instruments and treatment techniques are designed for adults rather than 

children. Therefore, adaptations of existing assessment and treatment methods for both 

the type of population (e.g., sexually abused or victim of a natural disaster) and for 

developmental level would be useful. 

Implications for Training 

As was stated earlier, a negative correlation between years of experience and 
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PTSD likelihood ratings was found. Should this finding be replicated and shown to be a 

cohort effect rather than habituation, more confidence could be placed in its implications 

for training. This finding suggests that continuing education courses should focus on 

recognition of the signs and symptoms associated with child sexual abuse. Perhaps the 

PTSD model should also become a focus of continuing education. The higher PTSD 

rating among psychologists with fewer years of experience suggests that current 

psychology training programs are emphasizing the recognition of sexual abuse in 

children. 

Further research is necessary to clarify the gender finding in this study in relation 

to the findings of previous studies (Attais & Goodwin, 1985; Finlayson & Koocher, 

1991). Nonetheless, a specific emphasis in training for male practitioners in the 

recognition of sexually abused children does not seem to be necessary. 

Limitations of the Study 

There were several limitations in the present study. First, because of the nature of 

measurement, via a vignette and survey, the generalizability of the information obtained 

is limited. The responses to the questionnaire may not reflect the actual diagnoses given 

in clinical settings. However, the anonymity of the survey may increase the accuracy of 

the respondents' ratings. 

In terms of demographic characteristics, the sample had very little ethnic 

diversity. Additionally, there was very little variability in the types of training received 

(i.e., most were from a university Ph.D. psychology program). Sampling a broader range 

of mental health professionals would have improved the generalizability of the study. 
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Mental health professionals that should be considered based on their involvement in 

diagnostic decisions include not only psychotherapists, psychologists, psychiatrists, and 

psychiatric nurses, but also paraprofessionals such as psychiatric intake personnel and 

mental health technicians. 

Due to practical issues of cost and sample availability, a female of elementary 

school age was specified in the vignette. A more comprehensive study would include 

both male and female children in a naturalistic setting in which the ages of the children 

could also be varied. Specifying the use of a naturalistic setting points out another 

challenge to the external validity of this study: the use of vignettes to simulate an actual 

intake situation. The respondents'ratings in a hypothetical situation may not reflect their 

behavior in a actual clinical setting. It would not be unreasonable to hypothesize that due 

to the artificial nature of this study, PTSD likelihood ratings may be inflated. In an 

attempt to increase respondent accuracy, the anonymity of respondents was preserved. 

However, because of respondent anonymity, any differences in responders versus non-

responders cannot be determined. 

Related to concerns about respondent accuracy are issues of practicality which 

might prevent the application of a PTSD diagnosis despite the clinician's consideration of 

it. Although psychologists may consider PTSD as the most appropriate diagnosis for 

child sexual abuse depending on the specificity with which the abuse is stated, they may 

not apply the diagnosis in practice. With the advent of managed health care, mental 

health professionals may find themselves in the difficult position of attempting to provide 

appropriate services to clients while also meeting the requirements of health maintenance 
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and preferred provider organizations. Anecdotally, it has been related to the author by 

mental health service providers whose jobs entail negotiating with insurance companies, 

that some insurance companies will not reimburse for a diagnosis of PTSD. The logic 

behind this decision was that PTSD was viewed as being akin to an Axis II diagnosis 

because of its association with Borderline Personality Disorder. It is not difficult to see 

that if a psychologist were attempting to offer services to a child who was exhibiting 

symptoms of PTSD due to sexual abuse as well as symptoms of Major Depressive 

Disorder, a diagnosis of Major Depressive Disorder would more likely be given. The 

need for the child to receive services, whether or not the psychologist conceptualized 

PTSD as a more appropriate diagnosis, would most likely play a significant role in the 

actual diagnosis given. Because of potential difficulties associated with the application of 

PTSD as a diagnosis, it is difficult to generalize the PTSD ratings in this study to the 

actual application of the diagnosis in contemporary clinical settings. 

Directions for Future Research 

Several studies have examined the effects of child sexual abuse and generated a 

elaborate list of potential emotional, cognitive, and behavioral outcomes (Armsworth & 

Turboff, 1990; Beitchman, et al., 1991; Browne & Finkelhor, 1986; Einbender & 

Friedrich,1989; Finkelhor, 1990; Friedrich et al., 1986). This research emphasized the 

serious nature of the problem of sexual abuse, and the need for recognition of it. It seems 

that psychologists have become more aware of the frequency of sexual abuse and the 

symptoms with which a sexually abused child may present. Now, an exploration of the 

factors which mediate the symptoms of sexual abuse is needed. Attention has been given 
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to factors which exacerbate the psychological distress of sexual abuse victims (for a 

review, see Browne & Finkelhor, 1986, and Finkelhor, 1990), but the less researched area 

with regard to mediating factors deals with those factors that could potentially ameliorate 

symptomatology. One study (Livingston et al., 1993) found that sexual abuse alone did 

not predict the development of PTSD. Instead, the total number of stressors was 

predictive of PTSD development. This finding suggests that reduction of the overall 

number of stressors that sexually abused children experience may ameliorate, or even 

prevent, the development of PTSD. Family support is another variable that has been 

mentioned as potentially attentuating the effects of child sexual abuse (Finkelhor, 1990). 

However, in the present review of the literature, no studies have systematically 

investigated the impact of family support or social support on degree of symptomatology. 

The child's inherent resistance to stress or conversely the child's vulnerability to stress 

could also mediate the degree of symptomatology that a sexually abused child may 

exhibit. 

Another potential area to investigate would be the relationship between years of 

experience and PTSD diagnosis. A longitudinal study could examine PTSD diagnosis 

patterns over time to determine whether a cohort effect, habituation, or other factors 

influenced psychologists'estimates of the likelihood of PTSD at variable levels of abuse 

specificity. 

A potential follow-up to the present study could address the limitations of the 

current study's demographic characteristics and methodology. The sample used would 

include a broad range of professionals, such as psychiatrists, psychologists, family 
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physicians, psychotherapists (e.g., licensed professional counselors or marriage and 

family therapists), social workers, psychiatric nurses, and paraprofessionals (e.g., intake 

personnel and mental health technicians) who have the potential of coming into contact 

with cases of child sexual abuse. Because of the varying disciplines sampled, the type of 

training as well as the level of education would be more diverse than in the present study. 

Obtaining data from ethnically diverse mental health professionals in different settings 

would increase the external validity of the follow-up study as well. 

The data needed for the study could be gathered by means of an additional form 

filled out during intake, after one month of treatment, and after six months of treatment or 

at termination (whichever occurred first). In order to avoid affecting mental health 

professionals' interactions with clients by having them complete these forms, the mental 

health professionals involved will be unaware of the study hypotheses. The proposed 

forms will be completed by individuals who do not participate in the site's assessment 

and treatment activities (e.g., graduate researchers) The information will be collected 

archivally under the rubic of a quality assurance study. 

The intake form would gather information such as: 1) Is there known or suspected 

sexual abuse? If so, how severe in terms of frequency (number of incidents), intensity 

(familiar person vs. unfamiliar; 4 levels of intensity from touching to intercourse; force 

used vs. coercion used), and duration (length of time)? 2) What are the clinician's 

diagnostic impressions? 3) What is the nature of the family composition in the home? 4) 

What is the presenting complaint and associated symptomatology? 5) What are the 

identified treatment goals? 6) What stressors are present in the child's familial, academic, 
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and social environment (list)? 7) How sensitive to stressors does the parent rate the child 

to be (operationalized by a six point Likert scale)? 8) How is treatment being financed 

(list)? 

The one-month follow-up form would contain questions such as:l) Is the child 

still in treatment? 2) Is there any known or suspected sexual abuse? If so, how severe in 

terms of frequency (number of incidents), intensity (familiar person vs. unfamiliar; 4 

levels of intensity from touching to intercourse; force used vs. coercion used), and 

duration (length of time)? 3) What diagnosis or diagnoses have been given to the child? 

4) How supportive are the parents of the child (rated by the clinician on a six point Likert 

scale)? 5) What types of therapy interventions (list) have been utilized to attain the 

treatment goals? How effective were they (operationalize by a six point Likert scale)? 6) 

How many stressors (list) and the severity of each (operationalized by a four point Likert 

scale) is the child encountering? The six-month follow-up (or termination) questionnaire 

would be essentially the same as the one-month survey, but question 3 would be re-

phrased as: Has the prior diagnosis or diagnoses remitted or changed? 

Major data analyses would include the children who were known to have been 

sexually abused. The severity of the abuse, the number and severity of stressors, and the 

sensitivity to stressors could be used to predict a PTSD diagnosis and treatment outcome. 

Level of family support could be entered as a covariate. Based on past research (Kendall-

Tackett, et al., 1993; Rowan & Foy, 1993), it would be expected that the greater the 

severity of the abuse, the greater the number of stressors, and the more sensitive the child 

is to stressors; the more likely a diagnosis of PTSD. Additionally, the greater the 
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frequency and severity of the stressors and the greater the child's sensitivity, the less 

likely symptoms are to improve. The diagnosis given could also be correlated with 

method of treatment financing to determine if third-party payers influence the assignment 

of chart diagnosis. The age and gender of the child could be investigated to determine if 

they predicted differing diagnoses. 

Exploratory data analyses could focus on the types of treatment interventions used 

and their efficacy for all the children treated. It could be determined whether treatments 

used with other PTSD populations were currently being adapted for use with sexually 

abused children, as well as determining the most efficacious methods of treatment 

currently being used for the various diagnoses given. 

Summary and Conclusions 

The present study focused on psychologists ratings of various diagnostic 

categories given a vignette presentation containing either stated sexual abuse, implied 

sexual abuse, not stated sexual abuse, or excluded sexual abuse. Other symptoms 

(reexperiencing, avoidance, and hyperarousal) that are necessary to assign a diagnosis of 

PTSD were also given. The findings suggest that child psychologists tend to select PTSD 

as the most appropriate diagnosis when sexual abuse is stated or implied. Even when 

sexual abuse was excluded, 81% of respondents assigned a 50% or greater likelihood to 

the PTSD diagnosis. Additionally, no gender bias in PTSD ratings was found. Together 

these findings suggest that male and female psychologists are equally able to recognize 

signs and symptoms of sexual abuse. Also, the awareness of psychologists that effects of 

child sexual abuse may present as PTSD is more prevalent than was previously 
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recognized. A particularly salient clinical implication is that if PTSD is the most 

appropriate diagnosis in the case of child sexual abuse, then treatment should focus on 

the traumatic stressor as a core issue rather than on associated mood, attentional, or 

disruptive behavior disorders. In terms of training, continuing education courses are 

suggested for practitioners who have many years of experience, but may not have been 

trained in the recognition of sexual abuse, particularly in recognizing a posttraumatic 

stress response when the stressor is not readily evident. Future research should address 

factors which mediate PTSD in the case of child sexual abuse, particularly factors such as 

social support that might ameliorate the symptoms associated with sexual abuse. 



APPENDIX A 

COVER LETTER 
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December 15,1995 

Dear Clinician: 

We are asking for your help. We are investigating utilization of diagnostic categories 
with regard to children. The purpose of this study is to see how psychologists diagnose 
various presentations of distressed children. Participation in the study involves 
anonymously filling out a survey after reading a clinical vignette and completing a 
personal information sheet. Enclosed are a personal information sheet, a clinical case, a 
brief survey, and a self addressed, postage paid return envelope. Please take a moment to 
look over the case history, and should you choose to do so, complete the survey and 
personal information sheet. The information collected for this study is confidential. No 
identifying information such as name or address will be retained. Therefore, please do 
not write your name on any portion of the survey materials. Return of the survey will be 
considered as agreement to participate in the study. There are no penalties for choosing 
not to participate in this study. 

We hope you will take a few minutes to complete the survey and personal information 
sheet and to return them in the enclosed envelope. Your response will help us to identify 
diagnostic trends in the assessment of children. Upon completion of the study, the results 
will be available to you. Feel free to contact us at (817) 565-2671 to request the 
aggregate results or to address any questions you may have about the study. We 
appreciate your time and support. 

Cordially, 

Kenneth W. Sewell, Ph. D. Christine M. Gonzalez 
Assistant Professor of Psychology Graduate Student in Clinical Psychology 
University of North Texas University of North Texas 

PLEASE NOTE: THE SURVEY IS DOUBLE-SIDED. 

This project has been revieved by the University of North Texas Committee for the 
Protection of Human Subjects (817-565-0001). 



APPENDIX B 

DEMOGRAPHIC SHEET 

VIGNETTES 

QUESTIONNAIRE 



Please take a moment to complete the following background information. 

1. Gender: M F 

2. Age: 

3. Ethnicity: . Is English your primary language? Y / N. 

4. Place a check by the type of graduate program from which you receive your doctorate: 
Psy. D. (professional psychology program) 
Psy. D. (university psychology program) 
Ph.D. (professional psychology program) 
Ph. D. (university psychology program) 
M. A., M. S. (professional psychology program) 
M. A., M. S. (university psychology program) 
Other (Specify: ) 

5. Year in which you received a doctoral degree in psychology: 
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6. Place a check by your predominant theoretical orientation (check only one): 
Behavioral 
Biological 
Cognitive (or Cognitive/Behavioral) 
Humanistic 
Psychodynamic 
Systems 
Other (Specify: ) 

7. Place a check by the setting of current practice in which you see the greatest number of clinical cases (check only 
one): 

Academic/university 
Hospital (private) 
Hospital (public) 
Private or group practice 
Public agency 
Other (Specify: J 

8. Number of Years in Practice: 

9. Estimate the percentage of each population which composes your practice (the total of which equals 100%)-
% Adult 
% Adolescent (ages 13-18) 

_% Children (ages 12 and below) 
_% Geriatric (ages 65 and above) 

= 100% 

10. Estimate the percentage of your clientele that is covered by private insurance: % 

11. Estimate your yearly income: $ 
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Form A 

The following is the case history and presentation of an elementary age female child. She 
was brought for psychological evaluation by her parents. 

Case History: 
This information was provided by both parents during an interview separate from their 

child. The parents reported that about 2 months ago their daughter, Ann, stated that an 
extended family member had "touched my private parts." This individual lived near the 
family and had been babysitting Ann after school until her parents got home from work. 
Upon further inquiry, Ann was able to report specific details of the encounter, but there 
was minimal physical evidence to support her story. The parents called Child Protective 
Services and the family member was no longer permitted to see Ann. The case is still 
under investigation by Child Protective Services. 

The parents related that they began to notice Ann was behaving differently than she 
had in the past. She did not seem to enjoy going to school like she had before. In fact, 
her grades had dropped to the point that her teacher had approached them about holding 
her back this year. At home, she was subdued and interacted less with her family than 
she had in the past. Instead, she spent a lot of time in her room and rarely came out even 
to play with her neighborhood friends. Her parents noted that she was often irritable and 
complained of having difficulty falling asleep, as well as having nightmares. Being 
unsure whether the change in behavior was "just a phase" or an indicator of more serious 
problems, they brought her for an evaluation. They are seeking direction on how to deal 
with her declining grades and temperament change. 

Presentation 
This information was gathered from the child in an interview separate from the 

parents. Ann was well groomed and casually dressed. She appeared uncomfortable and 
gave minimal eye contact. However, while Ann was drawing a picture, she became more 
communicative. When asked about her declining school performance, she said that she 
had trouble listening to the teacher and remembering her instructions. "Sometimes, I get 
to thinking about stuff and forget about being in school." In regard to her tendency to 
isolate at home, she stated, "I don't feel like playing with the kids in the neighborhood. 
They're too boring." When queried further she said, "I don't want to talk about it. I just 
like it better in my room." Concerning her difficulty sleeping and having nightmares, she 
stated, "At night I think about stuff and it's hard to sleep." She would not elaborate on the 
nature of the "stuff' that kept her awake. When asked about the incident with the family 
member that she had reported, she appeared as though she were going to cry and 
mumbled, "I don't want to talk about it," and continued to draw. Her completed drawing 
was of an anatomically correct man. During the interview, her affect was flat, although 
she was clearly upset by the questions she did not want to answer. 
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Form B 

The following is the case history and presentation of an elementary age female child. She 
was brought for psychological evaluation by her parents. 

Case History: 
This information was provided by both parents during an interview separate from their 

child. The parents reported that they had noticed that Beth appeared to be preoccupied 
with her body. They had noticed that she touched her genitals when she thought no one 
else was watching. In addition, she would repeatedly replay love scenes in some of the 
movies they had at home. Neither parent had questioned Beth about her behavior because 
they felt that they would embarrass her by mentioning it. 

The parents related that they began to notice Beth was behaving differently than she 
had in the past. She did not seem to enjoy going to school like she had before. In fact, 
her grades had dropped to the point that her teacher had approached them about holding 
her back this year. At home, she was subdued and interacted less with her family than 
she had in the past. Instead, she spent a lot of time in her room and rarely came out even 
to play with her neighborhood friends. Her parents noted that she was often irritable and 
complained of having difficulty falling asleep, as well as having nightmares. Being 
unsure whether the change in behavior was "just a phase" or an indicator of more serious 
problems, they brought her for an evaluation. They are seeking direction on how to deal 
with her declining grades and temperament change. 

Presentation 
This information was gathered from the child in an interview separate from the 

parents. Beth was well groomed and casually dressed. She appeared uncomfortable and 
tended to be guarded during the interview. However, while Beth was drawing a picture, 
she became more communicative. When asked about her declining school performance 
she said that she had trouble listening to the teacher and remembering her instructions. 
"Sometimes, I get to thinking about stuff and forget about being in school." In regard to 
her tendency to isolate at home, she stated, "I don't feel like playing with the kids in the 
neighborhood. They're too boring." When queried further she said, "I don't want to talk 
about it. I just like it better in my room." Concerning her difficulty sleeping and having 
nightmares, she stated, "At night I think about stuff and it's hard to sleep." She would not 
elaborate on the nature of the "stuff' that kept her awake. When asked about about her 
interest in sexual matters, she appeared as though she were going to cry and mumbled, "I 
don't want to talk about it," and continued to draw. Her complete drawing was of an 
anatomically correct man. During the interview, her affect was flat, although she was 
clearly upset by the questions she did not want to answer. 
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Form C 

The following is the case history and presentation of an elementary age female child. She 
was brought for psychological evaluation by her parents. 

Case History: 
This information was provided by both parents during an interview separate from their 

child. The parents related that they began to notice Cindy was behaving differently than 
she had in the past. She did not seem to enjoy going to school like she had before. In 
fact, her grades had dropped to the point that her teacher had approached them about 
holding her back this year. At home, she was subdued and interacted less with her family 
than she had in the past. Instead, she spent a lot of time in her room and rarely came out 
even to play with her neighborhood friends. Her parents noted that she was often irritable 
and complained of having difficulty falling asleep, as well as having nightmares. Being 
unsure whether the change in behavior was "just a phase" or an indicator of more serious 
problems, they brought her for an evaluation. They are seeking direction on how to deal 
with her declining grades and temperament change. 

Presentation 
This information was gathered from the child in an interview separate from the 

parents. Cindy was well groomed and casually dressed. She appeared uncomfortable and 
tended to be guarded during the interview. However, while Cindy was drawing a picture, 
she became more communicative. When asked about her declining school performance, 
she said that she had trouble listening to the teacher and remembering her instructions. 
"Sometimes, I get to thinking about stuff and forget about being in school." In regard to 
her tendency to isolate at home, she stated, "I don't feel like playing with the kids in the 
neighborhood. They're too boring." When queried further she said, "I don't want to talk 
about it. I just like it better in my room." Concerning her difficulty sleeping and having 
nightmares, she stated, "At night I think about stuff and it's hard to sleep." She would not 
elaborate on the nature of the "stuff' that kept her awake. Her completed drawing was of 
an anatomically correct man. During the interview, her affect was flat, although she was 
clearly upset by the questions she did not want to answer. 
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Form D 

The following is the case history and presentation of an elementary age female child. She 
was brought for psychological evaluation by her parents. 

Case History: 
This information was provided by both parents during an interview separate from their 

child. The parents related that they began to notice that Deena was behaving differently 
than she had in the past. She did not seem to enjoy going to school like she had before. 
In fact, her grades had dropped to the point that her teacher had approached them about 
holding her back this year. At home, she was subdued and interacted less with her family 
than she had in the past. Instead, she spent a lot of time in her room and rarely came out 
even to play with her neighborhood friends. Her parents noted that she was often irritable 
and complained of having difficulty falling asleep, as well as having nightmares. When 
queried about any significant stressors or changes in the structure of the home 
environment, the parents indicated that nothing stressful had occurred in their family life 
and no changes in the routine of the household had been made. Being unsure whether the 
change in behavior was "just a phase" or an indicator of more serious problems, they 
brought her for an evaluation. They are seeking direction on how to deal with her 
declining grades and temperament change. 

Presentation 
This information was gathered from the child in an interview separate from the 

parents. Deena was well groomed and casually dressed. She appeared uncomfortable 
and tended to be guarded during the interview. However, while Deena was drawing a 
picture, she became more communicative. When asked about her declining school 
performance, she said that she had trouble listening to the teacher and remembering her 
instructions. "Sometimes, I get to thinking about stuff and forget about being in school." 
In regard to her tendency to isolate at home, she stated, "I don't feel like playing with the 
kids in the neighborhood. They're too boring." When queried further she said, "I don't 
want to talk about it. I just like it better in my room." Concerning her difficulty sleeping 
and having nightmares, she stated, "At night I think about stuff and it's hard to sleep." 
She would not elaborate on the nature of the "stuff' that kept her awake. Her completed 
drawing was of an anatomically correct man. During the interview, her affect was flat, 
although she was clearly upset by the questions she did not want to answer. 
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Based upon the preceding case history and presentation, please indicate percent of likelihood for each 
potential diagnosis listed. You can use any whole number from 0 to 100. Percentages do not have to sum 
to 100%. The potential diagnoses are listed in alphabetical order. 

Percentage Scale 

I r T i r 
25 

definitely not probably not 

a viable diagnosis a viable diagnosis 

1 1—|—I r 

50 

possibly a 

viable diagnosis 

i r i r 
75 

probably a 

viable diagnosis 

100 
definitely 

the diagnosis 

Disorder 

1. Adjustment Disorder 

2. Antisocial Personality Disorder 

3. Attention Deficit Hyperactivity Disorder. 

4. Bipolar Disorder 

5. Conduct Disorder 

6. Depersonalization Disorder 

7. Generalized Anxiety Disorder 

8. Gender Identity Disorder.. 

9. Intermittent Explosive Disorder 

10. Major Depression 

11. Oppositional Defiant Disorder 

12. Posttraumatic Stress Disorder 

13. Selective Mutism 

14. Separation Anxiety Disorder 

15. Social Phobia 

16. v code (Specify: 

17. Other (Specify: 

Percent Likelihood 

% 

% 

% 

_% 

_% 

_% 

_% 

_% 

_% 

_% 

_% 

% 

% 

_% 

_% 

_% 

% 
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What additional information, if any, would be helpful in making a diagnosis? 

Please hypothesize as to the major etiological factor(s) for the presented case history. 



References 

Adams, J. A. (1993). Quality assurance in sexual abuse evaluation: An idea whose 

time has come. Journal of Child Sexual Abuse. 2. 103-106. 

American Psychiatric Association. (1994) Diagnostic and statistical manual of 

mental disorders (4th ed.). Washington DC: Author. 

American Psychological Association. (1992). Ethical principles of psychologists 

and code of conduct. American Psychologist. 47. 1597-1611. 

Armsworth, M. W. & Turboff, S. (1990). Therapists' initial clinical impressions of 

145 maltreated children and adolescents referred for therapy. TACD Journal. Fall. 41-48. 

Attias, R. & Goodwin, J. (1985). Knowledge and management strategies in incest 

cases: A survey of physicians, psychologists, and family counselors. Child Abuse and 

Neglect, % 527-533. 

Beitchman, J. H., Zucker, K. J., Hood, J. E., daCosta, G. A., & Akman, D. (1991). 

A review of the short-term effects of child sexual abuse. Child Abuse and Neglect. 15. 

597-556. 

Bird, H. R., Gould, M. S., & Staghezza, B. M. (1993). Patterns of diagnostic 

comorbidity on a community sample of children aged 9 through 16 years. Journal nf the 

American Academy of Child and Adolescent Psychiatry. 32. 361-368. 

Browne, A. & Finkelhor, D. (1986). Impact of child sexual abuse: A review of the 

research. Psychological Bulletin. 99. 66-77. 



52 

Conte, J. R. & Schuerman, J. (1987). The effects of sexual abuse on children: A 

multidimensional view. Journal of Interpersonal Violence. 2. 380-390. 

Corwin, D. L. (1989). Early diagnosis of child sexual abuse: Diminishing the 

lasting effects. In G. E. Wyatt & G. J. Powell (Eds.), Lasting effects of child sexual abuse 

(pp. 251-270). Newbury Park, CA: Sage. 

Deblinger, E., McLeer, S. V., Atkins, M. S., Ralphe, S., & Foa, E. (1989). Post-

traumatic stress in sexually abused, physically abused, and nonabused children. Child 

Abuse and Neglect. 13. 403-408. 

Einbender, A. J. & Freidrich, W. N. (1989). Psychological functioning and 

behavior of sexually abused girls. Journal of Consulting and Clinical Psvcholopv 57 

155-157. 

Elwell, M. E. (1979). Sexually assaulted children and their families. Social 

Casework: The Journal of Contemporary Social Work. 60, 227-335. 

Faller, K. C. (1985). Unanticipated problems in the United States child protection 

system. Child Abuse and Neglect. 9. 63-69. 

Famularo, R., Kinscherff, R., & Fenton, T. (1992). Psychiatric diagnosis of 

maltreated children: Preliminary findings. Journal of the American Academy of Child and 

Adolescent Psychiatry. 31. 863-867. 

Finkelhor, D. (1990). Early and long-term effects of child sexual abuse: An 

update. Professional Psychology Research and Practice. 91 325-330. 

Finkelhor, D. (1987a). The sexual abuse of children: Current research reviewed. 



53 

Psychiatric Annals. 17. 233-241. 

Finkelhor, D. (1987b). The trauma of child sexual abuse: Two models. Journal of 

Interpersonal Violence. 2. 348-366. 

Finkelhor, D. & Browne, A. (1985). The traumatic impact of child sexual abuse: 

A conceptualization. American Journal of Orthopsychiatry. 55. 530-541. 

Finlayson, L. M. & Koocher, G. P. (1991). Professional judgment and child abuse 

reporting in sexual abuse cases. Professional Psychology Research and Practice. 22. 464-

472. 

Friedrich, W. N., Urquiza, A. J., & Beilke, R. L. (1986). Behavior problems in 

sexually abused young children. Journal of Pediatric Psychiatry. 11. 47-57. 

Fromuth, M. E. (1986). The relationship of childhood sexual abuse with later 

psychological and sexual adjustment of a sample of college women. Child Abuse and 

Neglect. 10. 5-15. 

Garbarino, J. K., Guttman, E., & Seeley, J. W. (1987). The psychologically 

battered child: Strategies for identification, assessment, and intervention. San Francisco: 

Jossey Bass. 

Gelinas, D. J. (1983). The persisting negative effects of incest. Psychiatry. 46. 

312-332. 

Gomes-Schwartz, B., Horowitz, J. M., Cardarelli, A. P., & Sauzier, N. (1990). 

The aftermath of child sexual abuse: 18 months later. In B. Gomes-Schwartz, J. M. 

Horowitz, & A. P. Cardarelli (Eds.) Child sexual abuse: The initial effects, (pp. 132-152). 



54 

Newbury Park, CA: Sage. 

Jagim, R., Wittman, W., & Noll, J. (1978). Mental health professionals' attitudes 

toward confidentiality, privilege, and third-party disclosure. Professional Psychology. 9. 

458-466. 

Jenny, C. & Roesler, T. A. (1993). Quality assurance: A response to "The 

Backlash" against child sexual abuse diagnosis and treatment. Journal of Child Sexual 

Abuse. 2. 89-98. 

Kalichman, S. C., Craig, M. E., & Follingstad, D. R. (1988). Mental health 

professionals and suspected cases of child abuse: An investigation of factors influencing 

reporting. Community Mental Health Journal. 24. 43-51. 

Kalichman, S. C., Craig, M. E., & Follingstad, D. R. (1989). Factors influencing 

the reporting of father-child sexual abuse: Study of licensed practicing psychologists. 

Professional Psychology: Research and Practice. 20. 84-89. 

Kendall-Tackett, K. A., Williams, L. M., & Finkelhor, D. (1993). Impact of 

sexual abuse on children: A review and synthesis of recent empirical studies. 

Psychological Bulletin. 113. 164-180. 

Kim, D. S. (1986). How physicians respond to child maltreatment cases. Health 

and Social Work. 11. 95-106. 

Kiser, L. J., Heston, J., Millsap, P. A., & Pruitt, D. B. (1991). Physical and sexual 

abuse in childhood: Relationship with post-traumatic stress disorder. Journal of the 

Academy of Child and Adolescent Psychiatry. 30. 776-783. 



55 

McLeer, S. V., Callaghan, M., Henry, D., & Wallen, J. (1994). Psychiatric 

disorders in sexually abused children. Journal of the American Academy of Child and 

Adolescent Psychiatry. 33. 313-319. 

McLeer, S. V., Deblinger, E., Henry, D., & Orvaschel, H. (1992). Sexually abused 

children at high risk for post-traumatic stress disorder. Journal of the American Academy 

of Child and Adolescent Psychiatry. 31. 875-879. 

Mrazek, P. A., & Mrazek, D. A. (1981). The effects of child sexual abuse: 

Methodological considerations. In P. B. Mrazek & C. H. Kempe (Eds.), Sexually abused 

children and their families. New York: Pergamon. 

Nightingale, N. & Walker, E. (1986). Identification and reporting of child 

maltreatment by Head Start personnel: Attitudes and experiences. Child Abuse and 

Neglect. 10. 191-199. 

Rosenthal, R. & Rosnow, R. L. (1991). Essentials of behavioral research: 

Methods and data analysis (2nd ed.). New York: McGraw-Hill, Inc. 

Rowan, A. B., & Foy, D. W. (1993). Post-traumatic stress disorder in child sexual 

abuse survivors: A literature review. Journal of Traumatic Stress. 6. 3-20. 

Saulsbury, F. T. & Campbell, R. E. (1985). Evaluation of child abuse reporting by 

physicians. American Journal of Diseases of Children. 139. 393-395. 

Schultz, L. G. & Jones, P. G. (1983). Sexual abuse of children: Issues for social 

service and health professionals. Child Welfare. 52. 99-108. 

Shapiro, J. P., Leifer, M., Martone, M. W., & Kassem, L. (1990). Multimethod 



56 

assessment of depression is sexually abused girls. Journal of Personality Assessment. 55. 

234-248. 

Sink, F. (1988). A hierarchical model for evaluation of child sexual abuse. 

American Journal of Orthopsychiatry. 58. 129-135. 

Summit, R. (1983). The child abuse accommodation syndrome. Child Abuse and 

Neglect. 7. 177-193. 

Swoboda, J. S., Elwork, A., Sales, B. D., & Levine, D. (1978). Knowledge of and 

compliance with privileged communication and child abuse reporting laws. Professional 

Psychology. 9. 448-458. 

Tong, L., Oates, K., & McDowell, M. (1987). Personality development following 

sexual abuse. Child Abuse and Neglect. 11. 371-383. 

Tsai, M., Feldman-Summers, S. & Edgar, M. (1979). Childhood molestation: 

Variables related to differential impacts on psychosexual functioning in adults. Journal of 

Abnormal Psychology. 88. 407-417. 

Walker, L. E. A. (1990). Psychological assessment of sexually abused children 

for legal evaluation and expert witness testimony. Professional Psychology Research and 

Practice. 21. 344-353. 

Wolfe, V. V., Gentile, C., & Wolfe, D. A. (1989). The impact of sexual abuse on 

children: A PTSD formulation. Behavior Therapy. 20. 215-228. 


