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Through a phenomenological qualitative approach, this 

study examined possible differences of introverted versus 

extraverted adult female survivors of childhood sexual abuse 

with regard to the coping mechanisms they chose. Preference 

modalities of introversion and extraversion were measured by 

the Myers-Briggs Type Indicator and data was collected 

through a semi-structured interview designed by the 

researcher. The interview contained questions about the 21 

subjects' perceptions of their abuse and the ways in which 

they coped. Specific coping mechanisms included but were not 

limited to eating disorders, alcohol and/or drug abuse, high 

risk behavior, depression, anxiety, and somatic complaints. 

Results indicated that for both groups, the degree to 

which each of the individual coping mechanisms was used 

congregated at the level of "a driven pattern of behavior 

lasting for at least 7 days" or "on-going use resulting in 

severe problems". Extraverts showed higher percentages of 

severe use of the six coping mechanisms than did introverts. 

Depression was the most frequently used coping mechanism of 



both the introverts and the extraverts. Introverts showed 

higher percentages of stopping the use of eating disorders, 

alcohol/drug abuse, high risk behavior, and depression. 

Extraverts had higher percentages of discontinued use of 

anxiety and somatic problems. 

Introverts reported more somatic complaints, while 

extraverts reported more severe somatic problems. The most 

often reported somatic complaints of both groups were 

arthritis, migraines, sleep difficulty, nightmares, and 

gastrointestinal problems. 

The majority of each group used most of the coping 

mechanisms at some time, suggesting a need for therapeutic 

intervention that considers the possibility of difficulties 

stemming from combined use of many of these coping 

mechanisms in addition to focusing on the trauma of the 

sexual abuse itself. 
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CHAPTER I 

INTRODUCTION 

Childhood sexual abuse in this country involves at least 

one out of four females before the age of 18 (Herman, 1981), 

however, statistics usually only include reported cases. 

Finkelhor (1979), a leading authority in this field, noted 

that sexual abuse is not always reported; therefore, the 

actual rate of occurrance may be higher than 25% and appears 

to be growing. A report of the American Association for 

Protecting Children stated that sexual abuse of children 

more than tripled from 1980 to 1986 (Gelles & Conte, 1990). 

In a recent national survey of 1,481 women, Finkelhor 

(1990) found a sexual abuse rate of 27%, with 29% of the 

female victims reporting sexual abuse by a family member. 

Researchers indicate that the abuser is known to the child 

(i.e. relative or friend of the family) 70-80% of the time 

(Plummer, 1984). Most survivors of childhood sexual abuse 

reach adulthood before disclosing their abuse, primarily 

because they have been afraid to reveal it. Their fears most 

often include being blamed for the abuse or not being 

believed (Herman, 1981). With at least one out of four girls 

experiencing childhood sexual abuse in American society 

today, it is important for mental health providers to know 
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as much as possible about these survivors in order to 

provide them with the best possible treatment. 

Statement of the Problem 

Childhood sexual abuse (CSA) is a frequent occurrance in 

the lives of women in American society today and it has been 

shown to have debilitating effects on the well-being of the 

survivors. Since each victim chooses coping mechanisms to 

survive the abuse, it is important to learn whether there 

are patterns to the choices of coping mechanisms made by 

these women. In this study, a phenomenological approach will 

be used to examine CSA victims' unique perspectives on their 

abuse, their lives, and the choices they make. This approach 

will attempt to develop a more comprehensive understanding 

of the dynamics of childhood sexual abuse so that mental 

health providers can plan more effective treatment 

interventions. 

According to Alfred Adler (Dinkmeyer, Dinkmeyer, & 

Sperry, 1987), people choose their actions based on mental 

processes of which they are mostly unaware. They make 

decisions and assign meaning to events based on their 

subjective impressions of life, through thought processes 

that take place outside their consciousness. Personal 

preferences in how they use their perception and judgment 

affect their behavior. The current study considers 

extraversion and introversion as two such preferences. Women 

who are extraverts choose to focus their perceptions and 
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decisions on the outer world of people and objects, while 

women who are introverts direct their attention to the inner 

world of concepts and ideas (Jung in Myers & McCaulley, 

1985). Such differences in preference may affect their 

choice of coping mechanisms used to survive childhood sexual 

abuse. The current study will explore such possible 

differences. 

Review of the Literature 

It is important to review what has already been learned 

through previous research in this area. A good starting 

point will be to focus on the long-term effects of childhood 

sexual abuse. The term "CSA" will be used instead of 

writing "childhood sexual abuse" when it is referred to in 

this study. 

Studies on CSA have indicated that its long-term effects 

include alcohol and drug abuse (McCord, 1985; Sgrol, 1982), 

eating disorders and lowered self-esteem (Browne & 

Finkelhor, 1986; Butler, 1978; Jackson, Calhoun, Amick, 

Maddever, & Habif, 1990), inhibited relationships with 

others (Courtois & Watts, 1982), high risk behavior, 

depression, anxiety (McCord, 1985; Sgrol, 1982) , and somatic 

complaints (Kasl, 1984; Koss et al., 1990). These effects 

may be considered as coping mechanisms chosen by the 

survivors. 

Some studies of CSA consider the social environment in 

which the abuse took place to be an important factor for 
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consideration (Finkelhor, 1979; Herman, 1977). Jackson et 

al. (1990) propose that not only the abuse, but also the 

family environment in which the abuse occurred may be 

related to survivors' difficulties. Herman (1981) stated 

that a part of female socialization in America involves 

sexual assault by adult males whom they know intimately. The 

fact that increasing numbers of girls are being sexually 

abused in this country today indicates a continuing need for 

research into this problem and possible solutions. 

Life Style 

For the purpose of this study, the author will approach 

this population from an Adlerian perspective which views 

people as imbedded in a community with an innate 

potentiality to become responsive to that community 

(Ansbacher & Ansbacher, 1956). How the individual views her 

environment, perceives events and assigns meaning to them is 

far more important than understanding the event per se 

(Dinkmeyer et al., 1987). 

For Adler, the process of personality development begins 

"as early as the second half of the first year" (1988, p. 

417) . As the individual grows, she perceives and gives 

meaning to each event in her life and it is these 

perceptions and meanings that determine her behavior. 

Because introverts' and extraverts' preferences are 

different, they may choose different coping behaviors in 

forming their life-styles. 
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The Adlerian term "Life-style" refers to how an 

individual approaches life. As a child, she forms decisions 

based upon her perceptions of her environment which includes 

her genetic factors, her constitutional factors, critical 

periods of learning in her life, cultural factors, family 

influences, early experiences, and impasses. From these 

perceptions and decisions, she develops a basic approach to 

life: her life-style (Dinkmeyer et al., 1987; Adler cited in 

Olson, 1979). This life-style is based on her private logic, 

which she determines in childhood and which contains her 

philosophy and interpretation of the world. How she chooses 

to interact in her society is based on her private logic. 

Most interactions are the result of thought processes and 

goals of which she is unaware because children are unaware 

of their thought processes and goals as they formulate them. 

The young survivor of sexual abuse learns in childhood what 

seemingly protects her and she follows that private logic 

throughout life. In doing so, she develops a life plan and a 

fictional goal of how she needs to be in order to survive 

and have a sense of belonging. Once her life-style and 

fictional goal have been set, they are self-perpetuating 

(Dinkmeyer et al., 1987). 

Life styles of adult survivors of childhood sexual abuse 

have been shown to include such coping mechanisms as eating 

disorders, substance abuse, high risk behavior, depression, 

anxiety, and somatic problems. According to Adlerian theory, 



6 

addictive disorders such as substance abuse begin when a 

person develops feelings of inferiority and attempts to 

alleviate those feelings. Due to undeveloped social 

interest, the addicted individual responds to the life tasks 

of work, love and friendship in childish ways which may 

include anxiety, depression, impulsivity, isolation, and 

impatience (Dinkmeyer et al.,1987). 

Similarly, Adlerians believe that depression involves 

active behavior during which people over-emphasize the 

difficulties in life and set unreachable fictional goals for 

themselves. When they are unable to reach these goals, they 

tend to blame others for their failure, thereby escaping 

social responsibility. Similarly, Adler viewed anxiety as a 

behavior that created distance between a person and the life 

tasks in order to maintain self-esteem in the face of 

failure (Dinkmeyer et al., 1987). 

In addition, Adlerians view somatic symptoms as outward 

expressions of life style convictions. A person's health 

beliefs impact her health behavior, thereby, affecting her 

attempts to reach her fictional goal. These beliefs may 

indicate her convictions about her social responsibility, 

showing the degree to which she has developed social 

interest (Dinkmeyer et al., 1987). 

Eating disorders, alcohol and drug abuse, high risk 

behavior, depression, anxiety, and somatic complaints may be 

considered proactive behavior according to Adlerian theory. 
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A discussion of existing research regarding these coping 

mechanisms will review findings relevant to the current 

study. 

Eating Disorders 

Among eating disordered women, especially bulimics, it 

has been found that at least 3 0% have experienced childhood 

sexual trauma (Gartner et al., 1989; McClelland et al., 

1991; Oppenheimer et al., 1985; Steiger & Zanko, 1990). 

Calam and Slade (1987) found a connection between abnormal 

eating attitudes and unwanted sexual experiences in a normal 

population of undergraduates. Students completed 

questionnaires asking about problems related to eating, 

sexual experiences, and their relationships with their 

mothers and fathers. In the sample of 200 students, 38% of 

the women with abnormal eating attitudes had unwanted sexual 

experiences. The women who had been abused with force 

revealed significantly greater abnormality of eating 

attitudes than the CSA survivors who had not experienced 

force. Dieting and bulimia were also more prominent among 

the women abused with force than among those abused without 

force, suggesting a connection for further consideration. 

It has also been shown that eating problems and unwanted 

sexual events are associated with low care given by mothers 

and fathers (Calam & Slade, 1987; Finkelhor, 1984). The 

lack of a close relationship with one's mother or maternal 

figure is an important factor in vulnerability to abuse. 
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Children who do not have a close relationship with their 

mother often seek close relationships with other family 

members or friends. The search for affection in other 

relationships as a result of low parental care often leads 

to involvement in sexually exploitive relationships. 

Likewise, eating disorders also are found in women who 

received low parental care. While no causal relationship 

has been established between CSA and eating disorders, low 

parental care is common to both. 

Eating problems have also been studied as strategies 

used by women to cope with trauma. Sexual abuse has been 

named the most common trauma that women attribute to their 

eating problems, with bingeing being the most common 

specific coping mechanism used by adult CSA survivors. Of 

those who experience CSA, over 41% report binge eating 

behavior (Jones & Emerson, 1994; Wangsaard Thompson, 1992). 

In studies of possible associations between CSA and 

specific eating behavior, it has been noted that women with 

bulimia report higher rates of sexual abuse than women with 

anorexia. Likewise, intrafamilial abuse, the use of force in 

the abuse, and sexual abuse prior to age 14 are all risk 

factors in the later development of bulimia (Waller, 1991 & 

1992: Smolak et al., 1989). 

Waller et al. (1993) found that anorexics who restricted 

their food intake reported abnormally low rates of sexual 

abuse and that sexual abuse was found more often in women 



9 

who purged than in women who did not. Anorexics who purged 

(those who restricted intake with purging, and those who 

restricted intake with purging and bingeing) had a higher 

rate of reported abuse than those who did not purge (those 

who restricted intake, and those who restricted intake plus 

bingeing), suggesting a connection between the coping 

mechanism of purging and sexual abuse. 

Levin & Hyler (cited in Steiger & Zanko, 1990) , found 

bulimics to be more extraverted and to have experienced 

extrafamilial abuse more often than anorexics. Among abused 

anorexics, Piran et al. (1988) found anorexic restricters 

(those who achieved weight loss mainly through dieting, 

fasting, or through excessive exercise) to be more 

introverted than bulimics. These studies indicate a possible 

relationship between childhood sexual abuse, personal 

preferences and choice of the coping mechanisms of bulimia 

or anorexia. 

Other CSA factors may play a role in the development of 

an eating disorder. The relationship of the perpetrator to 

the victim has been shown to be significant (Abramson & 

Lucido, 1991; Russell, 1986), with sexual abuse by fathers 

and brothers being the most prevalent types of abuse among 

bulimics. In addition, Abramson and Lucido (1988) indicate 

that the meaning which survivors give to the abuse is 

important, with a negative response at the time of the abuse 

and a negative response to the abuse in retrospect as 
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significant predictors of bulimia. The current study will 

examine the meanings given to CSA by adult survivors and 

note possible differences between introverts and extraverts 

with regard to their eating behavior. 

Substance Abuse 

In 1984, Robins et al. found that 15%-18% of the general 

population of the United States met the Diagnostic and 

Statistical Manual of Mental Disorders (DSM-III-R) criteria 

for being substance abusing/dependent, with a rate of 

4.2%-4.8% for alcohol abusing/dependent. Studies of 

substance abusers have indicated rates of childhood sexual 

abuse between 3 0% and 44% (Benward & Densen-Gerber, 1975; 

Cohen & Densen-Gerber, 1982; Rohsenow, Corbett & Devine, 

1988) . 

Connections between substance abuse and CSA have been 

found among most age groups. Statistically significant 

differences were found for sexually abused adolescents 

compared with nonabused adolescents (Briere & Runtz, 1988; 

Singer et al., 1989). Those who had experienced childhood 

sexual abuse drank, became drunk, used drugs and became high 

on drugs significantly more often than nonabused teens. 

It has been noted that sexually abused adolescents often 

find peer groups among substance abusers where they can 

share a common identity through substance affiliation but 

still avoid close relationships. Many sexually abused 

children use distancing techniques to escape the abuse and 
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its effects and they continue to use escape as a means of 

coping as adolescents, choosing alcohol and/or drugs as 

their way of escape. Thus, alcohol abuse may serve as a 

coping mechanism in two ways: a way of developing an 

identity (although a dysfunctional one) or a means of escape 

from feelings (Singer et al., 1989). 

Numerous studies have indicated elevated rates of 

childhood sexual abuse in the histories of alcoholic women 

(Miller et al., 1987, 1990; Rohsenow et al., 1988; Russell & 

Wilsnack, 1991; Swett et al., 1991), with more than twice as 

many women problem drinkers compared to non-problem drinking 

women reporting at least one experience of sexual abuse 

prior to age 18 (Klassen & Wilsnack, 1986) . In addition, 

Ireland and Widom (1994) found that childhood maltreatment 

is a predictor of adolescent arrests for any offense and 

adult arrests for offenses related to substance abuse. 

Rates of sexual abuse among drug addicted females have 

been found ranging from 40% to 70% (Benward & Densen-Gerber, 

1975; Edwall et al., 1989; Evans & Schaefer, 1980; Hagan, 

1988; Sterne et al., 1983; Weiss, 1977). A significantly 

earlier onset of drug use and a higher prevalence of drug 

use overall have also been found among sexual abuse victims 

compared with nonvictims (Boyd, 1993; Singer et al., 1989). 

Researchers have indicated that girls who have experienced 

either intrafamilial or extrafamilial sexual abuse use drugs 

as often as 1.5 times more than nonvictims. Girls who have 
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experienced both intrafamilial and extrafamilial abuse have 

been found to use drugs up to 3.5 times more often than 

nonvictims (Harrison et al., 1989). 

The desire to escape uncomfortable feelings about sexual 

abuse may lead survivors to choose the abuse of alcohol 

and/or drugs as a major coping mechanism in childhood, 

adolescence and adulthood (Brown & Finkelhor, 1986) . The 

current study will explore possible differences between 

introverts and extraverts with regard to substance abuse. 

High Risk Behavior 

Delinquency and Status Offenses 

Child maltreatment can have profound effects on 

survivors. Although a causal relationship between abuse and 

delinquency is unclear, adults with histories of abuse have 

higher criminal rates than non-abused adults (Carmen et al., 

1984). Sexual abuse has also been linked to both adolescent 

running away from home and later prostitution with running 

away as an intermediate step between the two (Silbert & 

Pines, 1981). 

Famularo et al. (1990) studied children and adolescents 

appearing in juvenile court to determine if there were 

relationships between the type of court involvement and the 

abuse they had experienced. Court involvement included 

criminal delinquency (violent and non-violent) and 

non-criminal status offenses such as truancy, running away, 

and disobedience. Results of this study showed that 42% of 
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the delinquents and 52% of the status offenders had 

experienced some type of maltreatment. In the delinquent 

group, 51% of the violent crime participants came from 

abusive homes. However, there was no evidence of a 

relationship linking the type of crime committed to the type 

of abuse suffered. Among the status offenders, 74% of the 

runaways had been abused in some way, with a rate of sexual 

abuse 7 times higher among runaways than among the other 

status offenders. A connection between sexual abuse and 

running away has also been supported by the research of 

numerous other authors (Adams, Gullotta, & Clancy, 1985; 

Barden, 1990; Caton, 1986; Gullotta, 1978; McCormack et al., 

1986; Reich & Gutierres, 1979; Warren, 1994; Yates et al., 

1988) . 

Gilligan (1982) suggests that females solve moral 

problems in ways where no one else gets hurt, valuing 

relationships above justice. She notes that female 

adolescents do not often seek justice or punishment for 

their abusers, but instead they strive to keep relationships 

intact among those close to them. Often, they end their own 

relationships with family and friends by running away, 

allowing the family relationships to continue without them. 

They perceive that the only one harmed will be themselves 

and they are socialized to believe that this is acceptable 

(Hunner & Walker, 1982). The current study will examine 
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possible differences between introverts and extraverts with 

regard to the high risk behavior of running away. 

Adult Offenses 

Differences have been noted between adult males and 

females with regard to histories of childhood sexual abuse 

and adult criminal offenses. Males are more likely to commit 

violent crimes than females. Females have a higher 

percentage of arrests for property and order offenses such 

as disorderly conduct, loitering, and other nonviolent 

offenses. 

Women who are childhood sexual abuse survivors have 

higher rates of arrest for prostitution when compared with 

other abuse victims and nonabused women (Widom & Ames, 

1994). Figures as high as 60% of adult female prostitutes 

indicate sexual abuse as juveniles, leading many of them to 

prostitution after running away to escape the abuse 

(Silbert, 1981). It appears that there is not a direct link 

between sexual abuse and prostitution, however, running away 

has been shown as the intervening variable between the two 

(Seng, 1989; Simons & Whitbeck, 1991). The current study 

will examine possible differences between introverts and 

extraverts with regard to the high risk behavior of 

prostitution. 

Other Inappropriate Sexual Behavior 

While the studies reviewed above have focused on 

prostitution, it has also been shown that a relationship 
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exists between sexual abuse and other inappropriate sexual 

behavior such as increased private masturbation, public 

masturbation, sexual precocity, sexual promiscuity, sexual 

experimentation or sexual initiation with younger peers, 

seductive behavior toward men, or shy, withdrawn behavior 

toward men (Goldston et al., 1989). Likewise, studies of 

adolescent pregnancy have found rates of sexual abuse 

ranging from 54%-68% among teen mothers (Boyer & Fine, 1989; 

Butler & Burton, 1990, Gershenson et al., 1989). Young women 

who have experienced sexual abuse report problems in 

trusting and relating to other people (Briere, 1984; Browne 

& Finkelhor, 1986). They often feel hostile and angry, 

especially toward their parents, and tend to regard 

themselves with contempt (Herman, 1981; Meiselman, 1978). 

As adults, they often report conflict with or fear of their 

husbands or sex partners and many of them never marry 

(Meiselman, 1978). 

Problems in interpersonal relationships and sexual 

behavior disturbances have been associated with abuse 

occurring at a young age (Meiselman, 1978; Courtois, 1979). 

Browne & Finkelhor (1986) note that traumatic sexual events 

in childhood often lead to an aversion to sexual intimacy in 

adulthood. Likewise, CSA survivors also may participate in 

unusually frequent sexual activity (Maltz & Holman, 1987). 

This pattern may result from stigmatization, often from 

which CSA victims assume negative sexual labels as part of 
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their self-concept. This eventually may have an impact on 

their relationships with their peers. CSA survivors may also 

confuse sex with intimacy and, by prejudging others on the 

basis of previous relationships, they may continue to select 

abusive partners (Gelinas, 1983). In the current study, the 

researcher will explore possible differences between 

introverts and extraverts with regard to high risk sexual 

behavior in addition to prostitution. 

Suicidal Ideation and Attempts 

Suicidal ideation and attempts are also ways of coping 

chosen by survivors of sexual abuse (Briere & Runtz, 1986; 

Plummer et al., 1989; Sansonnet-Hayden et al., 1987; 

Shaunesey et al., 1993; Van Egmond et al., 1993). Briere and 

Runtz (1986) found that survivors of sexual abuse were twice 

as likely as nonabused clients to have attempted suicide and 

over 50% of sexually abused clients seen in therapy for some 

crisis had attempted suicide at least once. The authors also 

found an extraordinarily high rate (93%) of sexual abuse 

among women who made suicide attempts prior to age 13. 

The current study will explore possible differences 

between introverts and extraverts with regard to adolescent 

and adult offenses, prostitution, other inappropriate sexual 

behavior, suicide attempts, and other high risk behavior. 

Depression 

Depression is the most commonly reported long-term 

effect of childhood sexual abuse (Briere & Runtz, 1993: 



17 

Brown & Finkelhor, 1987; Feinauer, 1988; Gold, 1986; Jackson 

et al., 1990; Jeffrey & Jeffrey, 1991; Mennen & Meadow, 

1994; Gorcey, Santiago & McCall-Perez, 1986; Wind & Silvern, 

1994). Koverola et al. (1993) found that 67% of sexually 

abused girls met the DSM-III-R criteria for major 

depression. 

When considering depression, it is important to review 

the research regarding the effects of sexual abuse by 

related abuse factors. 

Age of Onset 

The types of coping strategies used by CSA victims have 

been found to differ depending on the victim's age (Lang & 

Jackson, 1993). Younger age and perceived lack of control 

were associated with greater emotion-focused coping methods, 

while perceived control and older age were associated with 

increased use of problem-focused coping methods. 

Emotion-focused coping was used by victims more often than 

problem-focused coping and greater symptomatology was found 

in victims who used emotion-focused coping mechanisms. 

High rates of emotion-focused coping mechanisms may be 

due to the fact that young children have not yet developed 

good problem-solving skills or they are often not aware of 

options available to them which could end the abuse. It is 

important to educate children about how to take care of 

themselves should an abusive situation arise. Teaching them 
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problem solving skills can help them avoid abusive 

situations or escape them more quickly. 

Another reason for the prevalence of emotion-focused 

coping strategies was suggested by DiLillo et al. (1994), 

who noted that intrafamilial abuse victims use these 

strategies more than extrafamilial victims. Intrafamilial 

abuse victims use of emotion-based coping strategies may be 

related to their perceived inability to stop the abuse. 

Children abused at home may believe it unlikely that the 

abuse will stop as long as they are in their present living 

situation. Extrafamilial victims often do not perceive 

themselves as "stuck" in an abusive situation as 

intrafamilial victims because the abuse does not occur at 

home. 

In another study on the effects of the age at onset of 

abuse, Meiselman (1978) reported that among adult survivors 

in treatment 3 7% of those abused before puberty were 

seriously disturbed, compared with 17% who were abused 

following puberty. Likewise, Courtois (1979) found more 

negative effects among those who were abused before puberty. 

However, other studies found no significant relationship 

between age of onset and the degree of trauma (Bagley & 

Ramsay, 1985; Feinauer, 1988; Finkelhor, 1979). Additional 

studies are needed to clarify the impact of the age of 

onset. 
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Age of Perpetrator 

Examining the impact of the age of the perpetrator on 

the victim, significantly more trauma was noted when the 

perpetrator was an adult instead of an adolescent (Briere & 

Runtz, 1988; Finkelhor, 1979; Fromuth, 1983). No studies 

reported greater trauma when the offender was an adolescent 

instead of an adult. 

Disclosure of the Abuse 

It has been found that disclosure of abuse increases as 

the victim grows older (Farrell, 1988). While many-

clinicians believe that keeping the abuse secret results in 

greater trauma, this has not been confirmed by research. 

Bagley & Ramsay (1985) and Finkelhor (1979) found that 

disclosure was unrelated to the degree of self-reported 

trauma. The Tufts study (1984) reported that negative 

reactions by mothers to abuse disclosure lead to poorer 

adjustment among the children. Likewise, Morrow and Sorrell 

(1989) found higher depression among subjects whose mothers 

responded negatively to the abuse. Roesler (1994) found that 

those who waited until adulthood to discuss their abuse 

received a significantly better reaction; however, their 

symptoms were just as severe as those who discussed the 

abuse as children or adolescents. 

Duration of the Abuse 

Contradictory results have been found with regard to the 

relationship between the duration of abuse and the trauma 
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suffered. Russell (1986) found that sexual abuse 

lasting more than 5 years was reported as extremely 

traumatic in 73% of the cases studied compared to 62% of 

cases lasting 1-5 years and 46% of cases where abuse 

occurred only once. In a group of adult sexual abuse 

victims, Feinauer (1988) found the duration and frequency of 

abuse associated with greater depression. Likewise, Bagley 

and Ramsay (1985) reported that general mental health was 

worse among sexual abuse victims when the abuse lasted 

longer. Other studies (Finkelhor, 1979; Morrow & Sorrell, 

1989) indicated no association between duration of abuse and 

negative effects. 

Contrary to these studies, Courtois (1979) found that 

adult victims of childhood sexual abuse reported the least 

trauma with the longest lasting abuse. Additional studies 

are needed to clarify any possible relationship between the 

duration of abuse and its negative effects. 

Type of Sexual Activity in the Abuse 

Russell (1986) found the type of sexual activity in 

abuse to be related to the degree of the victim's trauma, 

while others noted specifically that penetration was the 

most significant predictor of severe depression (Bagley & 

Ramsay, 1985; Mennen, 1993). In contrast, the Tufts study 

(1984) found more trauma among children who had been fondled 

without penetration than among those who were penetrated. 

Feinauer (1988), Finkelhor (1979), and Fromuth (1983) found 
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no consistent relationship between the type of sexual 

activity and the effect of the abuse. Due to the conflicting 

results of these studies, additional research is needed to 

determine whether a relationship between the type of sexual 

activity and the effects of abuse exists. 

Relationship to the Perpetrator 

Some studies have reported greater trauma for victims 

who are related to their perpetrators (Landis, 1956; 

Anderson et al., 1981). Others have found no significant 

difference among victims whose perpetrators were relatives 

or nonrelatives (Finkelhor, 1979; Pantle & Oegema, 1990; 

Russell, 1986). 

Feinauer (1988) suggests that it is not the family 

relationship that affects the severity of the trauma in 

sexual abuse, but rather the emotional bond existing between 

the perpetrator and the victim. A nonrelative having a 

strong emotional connection compared with a parent who has a 

lesser emotional connection with the victim would more 

severly traumatize the child, where this bond is the only 

distinguishing factor. 

Use of Force 

The use of force in sexual abuse has been shown to 

elevate the victim's traumatization (Finkelhor, 1979; 

Fromuth, 1983; Russell, 1986). Likewise, a study at Tufts 

University (1984) found that physical injury in sexual 

abuse most often leads to behavior problems and that 
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children who experience force in their sexual abuse are more 

openly hostile and show more fear of aggressive behavior in 

others. Other studies, however, found no significant 

relationship between the use of force and greater 

traumatization among sexual abuse victims (Anderson et al., 

1981; Bagley & Ramsay, 1985). 

Mennen and Meadow (1994) found that, while none of the 

abuse factors alone significantly affected the level of 

depression in victims, interactions of the variables of 

force and identity of the perpetrator did produce 

significant results. When a non-father figure was the 

perpetrator, the use of force resulted in greater depression 

than in cases where the father was the perpetrator. 

Conflicting research results indicate the need for further 

study on the impact of the use of force in CSA. 

In the current study the subjects will be asked to 

discuss the meaning they assign to the previously mentioned 

factors related to their abuse and possible differences 

between groups will be noted. 

Anxiety 

A high prevalence of anxiety disorder was found among 

women who experienced childhood sexual abuse (Murrey et al., 

1993). Anxiety related to abuse may involve cognitive 

aspects such as hypervigilance to danger, preoccupation with 

control, and misinterpretation of the effects of interaction 

with others (Beck & Emery, 1985). Likewise, research has 
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shown that adult victims of childhood sexual abuse are 

significantly more likely than nonabused controls to report 

anxiety attacks (Briere, 1984; Gorcey, Santiago, & 

McCall-Perez, 1986). In addition, greater anxiety has been 

found among women who experienced parental 

incest, older abusers, and a longer history of abuse (Briere 

& Runt z, 1988). 

Significantly higher levels of anxiety among CSA victims 

compared to nonvictims are reported to include nervousness, 

trembling, tension, panic attacks, and feelings of terror 

(Feinauer, 1988). The CSA victims also reported 

significantly disproportionate levels of fear of people, 

places, or situations. Feinauer's study indicates that the 

risk for long term mental health problems is strong for CSA 

victims. While not all women abused as children develop 

extensive psychopathological problems, all CSA victims in 

Feinauer's study experienced long term mental health 

problems. In the current study, possible differences between 

introverts and extraverts with regard to anxiety will be 

examined. 

Somatic Complaints 

There are many reasons to expect a relationship between 

sexual abuse and long-term physical health problems. First, 

sexual abuse is a stressful life event (Koss et al., 1990) 

and stress is associated with poor physical health (Kasl, 

1984). Sexual abuse may relate to poor economic status in 
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which CSA survivors are unable to afford health care. Stress 

may reduce immune system functioning, leading to increased 

vulnerability to disease or it may lead to poor choices in 

health-related behavior, such as substance abuse or eating 

disordered behavior, as previously discussed (Golding 1994; 

Koss et al., 1990). 

Psychological distress, especially depression, has been 

associated with poorer physical health (Wells et al., 1989); 

therefore, sexual abuse may be related to physical health 

through its association with psychological distress. 

Likewise, sexual abuse may be related to physical health 

problems because it may lead the victim to focus on her 

body. It has been shown that attention to physical condition 

is associated with increased reporting of symptoms and 

illness behavior (Barsky & Klerman, 1983; Pennebaker, 1982). 

Anxiety is associated with increased somatic symptoms and 

heightened sensitivity to pain (Barsky & Klerman, 1983) . 

A history of sexual assault is more common among women 

i/ith chronic pelvic pain, recurring gastrointestinal 

problems, chronic headaches, obesity, nausea and sleep 

difficulty than among women without sexual abuse histories 

(Draijer, 1989; Felitti, 1991; Reiter & Gambone, 1990). 

ijlightmares and repetitive nightmares were almost double for 

Abused women compared with nonabused controls (Cuddy & 

$elicki, 1992). Over all, adult female CSA survivors sought 

rjiore health care than nonabused women (Cunningham et al. , 
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1988; Felitti, 1991; Golding et al., 1988; Koss et al., 

1991; Waigandt et al., 1990). 

Survivors of CSA have been shown to be at greater risk 

than nonvictims for somatization disorder and also for many 

symptoms of somatization disorder for which there was a 

medical explanation. In addition, research has found a 

potential link between sexual abuse and three chronic 

diseases: diabetes, arthritis, and physical disability 

(Golding, 1994) . 

Briere and Runtz (1988) found that there were some 

significant relationships between abuse variables and 

chronic somatization and anxiety. The use or threat of the 

use of force was related to heightened acute somatization. 

Parental incest and the total duration of abuse were related 

to higher chronic somatization and anxiety. 

Burgess and Holmstrom (1974) noted that anxiety 

resulting from sexual abuse may produce increased autonomic 

arousal, which is related to muscle tension, sleep 

difficulty, loss of appetite and gastrointestinal problems. 

A comparison of CSA victims and nonvictims indicated that 

anxiety attacks, nightmares, and sleep difficulty were 

significantly greater among CSA victims (Briere, 1984) . The 

main indicators of severe sexual abuse were the number of 

medically unexplained symptoms and lifetime histories of 

drug abuse or panic disorder. Abused women reported 

significantly more hospitalizations for illness, more 
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physical and psychological problems and poorer ratings of 

their general health (Moeller, Bachmann, & Moeller, 1993) . 

A wide range of coping mechanisms used by adult 

survivors of childhood sexual abuse has been previously 

reported. However, no previous study has considered the 

effects that personal preferences such as introversion or 

extraversion may have on CSA survivors' choices of health 

behavior. In the present study, the author will explore 

possible relationships between the preference of 

introversion or extraversion and patterns of coping health 

behavior chosen by the subjects. Resulting information 

regarding the presence or absence of patterns of coping 

health behavior will aid in the development of a more 

comprehensive treatment base for adult female survivors of 

childhood sexual abuse. 



CHAPTER II 

PROCEDURES 

Attitudes of introversion and extraversion may affect 

the choices of coping mechanisms of female survivors of 

childhood sexual abuse. Children perceive events (such as 

sexual abuse), form decisions about such events, and choose 

behavior based on their perceptions and decisions (Adler, 

1958). In this study, the researcher used the Myers-Briggs 

Type Indicator (MBTI) based on Jungian theory to determine 

possible differences in coping patterns between adult female 

survivors of childhood sexual abuse with the attitude 

preferences of introversion and extraversion (Jung in Myers 

Sc McCaulley, 1985) . 

A note on the differences between the two theorists is 

in order since the researcher will use an Adlerian approach 

with a Jungian instrument. Adler and Jung differed in their 

opinions on the degree to which peoples' preferences are 

innate. Adler believed that people are primarily social 

beings, influenced to varying degrees by their environment 

(Adler, 1958) . Jung believed that peoples' preferences are 

largely innate. Both, however, believed that people do have 

preferences in their approach to life. Whether one agrees 

more with Adler or Jung, it is important to consider 
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preferences in this study; therefore, the MBTI was used as 

the measure of personal preferences. 

The current study examined possible differences of 

introverted versus extraverted survivors of CSA with regard 

to the coping mechanisms they chose. Qualitative 

phenomenological procedures were used because they allow 

consideration of the subjective perceptions and conclusions 

of the individuals participating. These considerations are 

important from an Adlerian perspective. 

Qualitative Design 

Qualitative research provides descriptive data about 

people, their environments, and events that are not provided 

by quantitative research (Bogdan & Biklen, 1982). 

Phenomenological researchers using qualitative methods are 

concerned with understanding their subjects from the 

subjects' own frame of reference rather than events per se. 

Interviews are particularly important in qualitative 

research in the field of counseling because they allow 

personal interaction between the researcher and 

participants, providing additional details that would not be 

included in quantitative studies (Finkelhor, 1986). Personal 

perceptions and opinions, nonverbal cues, tone of voice, 

detailed explanations, recollections and reflections, and 

many other qualitative factors are important considerations 

in the field of counseling. In addition, interviews provide 

an opportunity for clarification of data collected. The 
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interviewer can ask the client to elaborate, clarify, 

define, or explain what she is reporting so that 

understanding between the researcher and the subject can be 

enhanced. Small sample sizes provide the opportunity for the 

researcher to spend time getting to know participants 

(Bogdan & Biklen, 1982). This is also important to the 

counseling relationship. 

One limitation of qualitative research is a lack of 

generalizability to larger populations since the sample size 

is small. Since the current study did not seek to generalize 

data, the lack of generalizability did not present a serious 

limitation for the study. Instead, the goal was to describe 

and interpret the meaning that sexual abuse and the choice 

of coping mechanisms had for the twenty-one participants. 

A second limitation of qualitative research, is the loss 

of details over time. However, Adlerian research is not 

concerned with factual data, but rather the subjects' 

perceptions of events (Dinkmeyer et al., 1987). The primary 

focus of the current study was the subjects' perceptions of 

the abuse and the meaning they assigned to their choices of 

coping mechanisms rather than exact details of the abuse at 

the time it occurred. Therefore, the loss of details over 

time did not present a limitation for the study. 

Third, qualitative research does not label or categorize 

data according to kind or frequency, but instead describes 

data within its context, to determine its meaning (Van 
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Maanen, 1983). The descriptive process used in the current 

study allowed for detailed examination of the meanings the 

subjects assigned to events in their lives. The purpose of 

the study was not to categorize or count data, but rather to 

examine its meaning in depth. 

Advantages of using qualitative phenomenological methods 

of assessment in counseling have been cited by Goldman 

(1990): 

1. Qualitative methods encourage an active role for the 

client in the collection of data and in interpreting its 

meaning, as opposed to a role of passive responder to 

quantitative measurement instruments. 

2. Qualitative research studies the individual 

holistically rather than isolating certain aspects of the 

individual. The individual is not limited to certain 

responses, but rather can state freely whatever is important 

to her. 

3. Qualitative assessment focuses on self-understanding 

and learning about oneself developmentally rather than 

diagnostically. 

4. Most qualitative methods may be modified for use with 

persons with the life experience being studied. Conclusions 

drawn from qualitative methods are usually made by both the 

researcher and the participant, which is amenable to the 

counseling process. 
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These advantages of qualitative research supported the 

purpose of the current study, which was to improve the lives 

of adult female survivors of childhood sexual abuse. 

Definition of Terms 

It was important for subjects participating in the study 

to have a clear understanding of the definitions of terms. 

The clinical diagnostic book for mental health providers is 

the Diagnostic and Statistical Manual of Mental Disorders 

(DSM-IV) (1994). Since most of the subjects were not 

familiar with DSM-IV criteria for specific terms, 

definitions used in the current study were given in lay 

terminology. Unless otherwise specified, all definitions 

were taken from Webster's II New College Dictionary (1995). 

Abuse - physical maltreatment; coarse or insulting 

language 

Anorexia nervosa - a pathological condition occurring 

chiefly in young women that is marked by aversion to food 

and severe nutritional deficiency and is thought to be 

psychological in origin 

Anxiety - uneasiness and distress about future 

uncertainties; intense fear or dread lacking a clearly 

defined cause or a specific threat 

Bulimia - an eating disorder characterized by episodic 

uncontrolled eating 

Childhood sexual abuse (CSA) survivor - an adult who was 

abused under the age of 18. The pronoun "she" will be used 
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since this study will only be concerned with female 

survivors. 

Coping mechanisms - the behaviors chosen by the CSA 

survivor in order to safeguard herself against the 

insecurity created by the abuse 

Delinquency - negligence or failure in doing what is 

required 

Depression - a neurotic or psychotic condition marked by 

an inability to concentrate, insomnia, and feelings of 

dejection and guilt 

Disorder - an ailment that affects normal, healthy 

functioning 

Incest - sexual abuse of a child by a relative (blood, 

marriage, or adoption) or by a person considered to be a 

parent figure to the child (Gelinas, 1983). 

Sexual abuse - any sexual act (including but not limited 

to exhibitionism, fondling, frotteurism, oral sex, 

penetration, or voyeurism) done to a child by an adult or a 

person who is five or more years older than the child 

(Browne & Finkelhor, 1986). 

Somatic - of or relating to the body 

Substance abuse - excessive use of addictive substances, 

especially alcohol and narcotic drugs 

Selection of Subjects 

After the study was approved by the University of North 

Texas Human Subjects Research Committee, the researcher 
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posted flyers advertising the study at four local counseling 

agencies. The flyers listed the title of the study and the 

required participation components. The researcher's phone 

number was listed and women interested in participating in 

the study were instructed to call to set up the initial 

interview. 

Twenty-one female subjects over the age of 18 

volunteered their participation. All subjects were clients 

who were currently receiving counseling services from one of 

four counseling agencies for issues related to childhood 

sexual abuse that had occurred prior to age 18. The agencies 

were Life Issues Counseling Associates, Life Tree Counseling 

Center, The Family Place, and Denton County Friends of the 

Family. 

The potential subjects were given a written copy of the 

cover story (Appendix A), which informed them of the purpose 

and procedures of the study. After each potential subject 

read the cover story, the researcher reviewed it with her to 

answer questions prior to continuing with the initial 

interview. Since all potential subjects were volunteers, 

they were accepted for the study if they agreed to self-

disclose and indicated willingness to participate by signing 

the Advised Consent Form (Appendix C). Prior to signing the 

consent form, some participants indicated apprehension 

regarding the degree to which they would be asked to reveal 

details of the sexual abuse itself. The researcher informed 
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each subject that, while some of the questions in the semi-

structured interview asked for specific information, each 

subject retained the right to determine the degree to which 

she self-disclosed. 

All subjects were informed that their identity would be 

kept confidential but that comments they made during the 

semi-structured interview may be published in the study. 

They were told that in such instances they would be referred 

to as "Subject 1, Subject 2", etc. When the subject agreed 

to participate in the study, both the researcher and the 

subject signed the Advised Consent Form and proceeded with 

the study. No exclusion was made on the basis of ethnicity 

or disability. Every possible attempt was made to select 

participants with similar educational and economic levels 

and similar ages at the time of the study. 

Instrumentation 

Two instruments were used in the current study: the 

Myers-Briggs Type Indicator (MBTI) and a semi-structured 

interview designed by the researcher (Appendix B). The MBTI 

was used to indicate the personal preference of introversion 

or extraversion. The theory underlying the MBTI is that 

differences in human behavior are not due to chance, but 

rather due to basic personal preferences in four areas: 

Extroversion-Introversion, Sensing-Intuiting, Thinking-

Feeling, and Judging-Perceiving (Myers & McCaulley, 1985). 
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Introverts and extraverts differ in their focus on the 

world. Introverts tend to focus their perception and 

judgment on the inner world of concepts and ideas, while 

extraverts tend to focus their perception and judgment on 

the outer world of people and objects (Myers & McCaulley, 

1985). 

In addition, each individual uses four basic mental 

functions: sensing, intuiting, thinking, and feeling. There 

are two opposite ways of perceiving according to the theory 

behind the MBTI: sensing or intuiting. People who prefer 

sensing perceive by noting what is observable through one or 

more of the five senses. People who prefer intuiting 

perceive through their intuition, forming meanings or 

relationships without conscious thought about them (Myers & 

McCaulley, 1985). 

Likewise, there are two ways that people prefer to form 

judgments: by thinking forming decisions based on logic, 

or by feeling forming decisions based on personal or 

social values. There are also two ways through which people 

primarily deal with the outer world: judging or perceiving. 

People who prefer judging show a preference for either 

thinking or feeling in their approach to the world. People 

who prefer perceiving show a preference for either sensing 

or intuiting as they deal with the world. 

One pole of the opposite attitudes (Extraversion or 

Introversion) and one pole of each of the opposite processes 
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(Sensing or Intuiting, Thinking or Feeling, Judging or 

Perceiving) is preferred by each individual. People are 

usually referred to by their "type", which is made up of the 

four letters of their preferences, for example: INFP, ENTJ, 

ISTJ, etc. While it is assumed that every person uses all of 

the attitudes and processes, the theory underlying the MBTI 

is that people tend to use their preferred attitudes and 

functions first or most often. It is important to note that 

the MBTI measures preferences for attitudes and processes 

but does not measure personality traits or behavior (Jung in 

Myers & McCaulley, 1985). 

Reliability and Validity of the Mvers-Bricrgs Type Indicator 

Estimates of internal consistency reliabilities for the 

MBTI are acceptable for most adult samples. College and 

university samples have shown higher reliability than the 

high school samples. Likewise, higher achieving students had 

higher consistency in their responses than did lower-

achieving students. Reliabilities are still considered 

adequate even though they are lower for those at lower 

levels of achievement. Similarly, test-retest reliabilities 

have been consistent over time (Myers & McCaulley, 1985). 

The MBTI is based on theory that suggests that there are 

different kinds of people, who have different interests and 

different ways of acting on their interests. Content 

validity was established through empirical verification that 
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each test item distinguishes between people with opposite 

preferences. 

Type tables indicate construct validity of the MBTI by 

showing that people of types predicted by theory to have 

interest in specific occupations actually do show such 

interest. Criterion validity is evident in significant 

correlations with other instruments such as the Kuder 

Occupational Interest Survey, the Sixteen Personality Factor 

Questionnaire (16 PF), and the Strong-Campbell Interest 

Inventory (Myers & McCaulley, 1985). 

Semi-Structured Interview 

The semi-structured interview designed by the researcher 

contained questions regarding the events of sexual abuse and 

the coping mechanisms chosen by the subjects to survive 

childhood sexual abuse (Appendix B). The interview began 

with questions about the sexual abuse, followed by the open-

ended question "What were some things that you did or 

continue to do to excess in order to cope with your sexual 

abuse?" Subjects described the coping mechanisms that they 

were aware of using. After discussing the self-identified 

coping mechanisms, the researcher proceded with the 

structured interview asking those questions which had not 

already been answered in the free discussion. Time was 

reserved at the end of the structured interview for each 

subject to reflect, to make additional comments and to 
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clarify meanings. Subjects were referred to appropriate 

sources of additional help when necessary. 

Procedures for the Collection and Analysis of Data 

Data Collection 

Subjects in the study were informed prior to 

participating in the MBTI and the semi-structured interview 

that they could not fail, that there were no right or wrong 

answers, and that it was important to the study that they be 

honest about their thoughts, feelings and opinions. 

Answering the questions on the MBTI and in the interview 

from their subjective frame of reference was most beneficial 

to them and to the study. They were encouraged to pursue 

self-exploration but were not forced to do anything they did 

not wish to do. 

Participants were informed verbally and in writing 

(Appendix C) that their safety was most important and that 

the researcher would uphold their right to dignity, safety, 

confidentiality, and privacy (Punch, 1986). The semi-

structured interview did not take place and the MBTI was not 

given until the client had signed the informed consent form. 

Glesne and Peshkin (1992) suggest that field notes be 

used to help the researcher assimilate and analyze data. 

Full descriptive and analytic field notes were kept in a 

field notebook, including descriptions of the abuse, factors 

related to the abuse (age at onset, use of force, relation 

to perpetrator, etc.), descriptions of coping mechanisms 
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chosen, as well as the researcher's ideas about emerging 

patterns. 

Analytic notes included the daily reflection of the 

researcher, especially on days of semi-structured interview 

sessions. These notes included the researcher's impressions, 

ideas for necessary change in the study, interpretations and 

speculation about themes and patterns. Glesne and Peshkin 

(1992, p. 49) state that "Analytic noting is a type of data 

analysis conducted throughout the research process: its 

contribution ranges from problem identification, to question 

development, to understanding the patterns and themes in 

your work." Analytic noting is also important in identifying 

patterns of action and meaning that people give to events in 

their lives (Polkinghorne, 1991). 

While field notes served to identify emerging patterns 

and meanings, videotapes were used to record the interview 

sessions for further data analysis. In reviewing the 

videotapes, the researcher noted the count on the section of 

the interview regarding each coping mechanism to later 

locate particular sections easily. Videotapes were erased 

after the study was concluded. 

Data Analysis 

Data analysis involves organizing the data collected to 

note emerging themes and patterns. The researcher's analytic 

and descriptive notes were merged with the transcriptions of 

the videotaped interviews for analysis. To analyze the data, 
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the researcher organized it into two categories: Introverts 

and Extraverts. Within each group, a subcategory was created 

for each coping mechanism included in the semi-structured 

interview (eating disorders, alcohol/drug abuse, high risk 

behavior, depression, anxiety, and somatic problems) as well 

as an additional "miscellaneous" category for additional 

coping mechanisms discussed by the subjects. Each 

subcategory was reviewed to determine common themes and 

patterns. This was accomplished simultaneously with the data 

collection so that the study shaped itself as it progressed. 

Since this study involved the subjects' perceptions and 

conclusions, content validity in the semi-structured 

interview was inherent. To ensure the validity of the data 

throughout each interview, the researcher paraphrased and 

restated the subject's comments to verify accuracy of 

interpretation. Qualitative methods were used to focus on 

the subjects' perceptions and decisions rather than the 

events per se. The results are given in Chapter III. 

The subjectivity of the researcher is important to 

qualitative study, therefore, the discussion of the results 

includes the researcher's perceptions and meanings in 

addition to those of the subjects. Glesne and Peshkin (1992) 

note that this inclusion of the researcher is the basis of 

qualitative research. Far different from subjectivism, in 

which the researcher assumes that her personal perspective 

is the correct one, it is instead her personal meanings and 
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decisions which help her choose her topic and the personal 

interest and insight which she brings to the study. It is a 

strength to be built upon, an interest to be explored. 



CHAPTER III 

DISCUSSION 

This chapter presents the research questions, a 

description of the subjects who participated in this study, 

the transcription process, the collection and analysis of 

data, discussion of the results, and suggestions for future 

studies. 

Research Questions 

The following research questions were posed in this 

qualitative/phenomenological study: 

1. What coping mechanisms did women who are adult 

survivors of CSA choose to survive the abuse? 

2. Did introverts and extraverts differ in their choices 

of coping mechanisms? 

3. If they differed in their choices of coping 

mechanisms, how did they differ? 

Selection of Subjects 

Each subject was given an initial interview of 10 to 15 

minutes, during which time the interviewer and the subject 

discussed the purpose, benefits, and risks of participating 

in the study (Appendix A); confidentiality; the procedure 

for addressing concerns; and the subject's willingness and 

preparedness for the study. Subjects volunteered for the 
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study and were accepted when they signed the Advised Consent 

Form (Appendix C). 

Twenty-one adult female survivors of childhood sexual 

abuse participated in the study. Each subject was referred 

to the researcher by a therapist at one of four approved 

participating counseling centers. All subjects were 

currently in therapy at one of these centers for some issue 

related to sexual abuse. 

Subjects ranged in age from 19 to 57. One subject was 

Hispanic, 1 was Native American, and 19 were Caucasian. 

Their level of education ranged from completion of grade 11 

to doctoral level studies. Five subjects were college 

students, 2 were homemakers, and 14 were employed. The 

perpetrators of their sexual abuse were their fathers, 

mothers, grandparents, stepfathers, siblings, parents of 

friends, other relatives, ministers, other persons in 

positions of authority, persons they dated, and complete 

strangers. The number of perpetrators ranged from 1 to 8 and 

the number of years of sexual abuse ranged from 1 to 18. 

Types of abuse reported were fondling, oral sex, 

masturbation, exhibitionism, emotional incest, pornographic 

photography, voyeurism, awareness of a family member 

sexually abusing the subject's friends, simulated 

intercourse, and full intercourse. 
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Collection of Data 

Each subject was first given the Myers-Briggs Type 

Indicator (MBTI Form G) to indicate her preference for 

Introversion or Extraversion. So that the researcher's 

knowledge of the subject's preference would not influence 

the structured interview, the researcher did not score the 

MBTI until the interview had been conducted. 

Using the semi-structured interview (Appendix B), the 

researcher asked each subject the same questions regarding 

her sexual abuse and the ways in which she coped. All 

interviews were videotaped with the subject's permission. 

Videotaping allowed the researcher to later review and 

transcribe the interviews for data analysis. The interviews 

varied in length from 25 minutes to 1 1/2 hours, depending 

on amount of time the subject chose to spend discussing the 

sexual abuse itself. Each subject was told prior to the 

interview that she was free to determine the extent to which 

she disclosed the details of her sexual abuse. Some subjects 

found it important to tell their story in detail and to be 

believed by someone they did not previously know. Others 

preferred not to share as much detail. All subjects were 

allotted the same amount of time for the interview. The 

researcher approached each subject with flexibility and 

spontaneity so that the subject maintained the degree of 

control she deemed necessary in order to feel safe. 
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Interviewer observations, including patterns and themes, 

were noted during the interview and often raised additional 

questions which the interviewer pursued at the time. These 

observations and questions added to the information obtained 

through the study. Analytic and descriptive notes were 

written down immediately following the interview and often 

raised questions for further consideration as the study 

progressed. 

This spontaneity of process is essential to the 

qualitative/phenomenological research design in which both 

the data and the design itself emerge throughout the study 

(Lincoln & Guba, 1985). The qualitative methodology allowed 

the researcher and the subject to examine thematic material 

in a flexible, subjective way, focusing on the subject's 

interpretation of and meaning assigned to the sexual abuse 

and her choices of coping mechanisms. In this manner, the 

interviewer was not obligated to follow a strict pattern of 

questioning as long as all questions were asked of all 

subjects. 

Videotape Transcription 

Transcription of all videotapes was completed by the 

researcher during the same three-week period in which all of 

the interviews took place following the recommendation of 

Bogdan and Biklen (1992). The immediacy of the transcription 

enabled the researcher to draw upon her recollection of each 

interview in the transcription process. Themes and ideas 
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were written down as they were noted. Upon completion of the 

transcription of an interview, the researcher coded the 

transcription by each coping mechanism discussed, by themes 

that emerged, and by the subject's personality preference of 

introversion or extraversion. This process gave the 

researcher a systematic way of analyzing the textual data 

(Tesch, 1990) . 

Codification Organization 

In this research project, the coding of the transcribed 

data were organized in the following way: 

1. The researcher's observations and ideas were written 

down in the field notebook as the study emerged. 

2. The researcher transcribed the videotapes herself, 

noting themes and coping mechanisms discussed. 

3. Each transcription was reviewed and color-coded with 

a different color used for each coping mechanism. The 

researcher's thoughts at the time of the transcript review 

as well as the analytic and descriptive notes from the field 

notebook were added to the margin of the transcription. 

4. The "cut-up-and-put-in-folders" approach suggested by 

Bogdan and Biklen (1992) was used to separate data into 

categories. Two portable expanding files were used and each 

of the six coping mechanisms was labelled on a section of 

each divider. Data was sorted first into two categories: 

Introverts and Extraverts. Next, the data was sorted by 

coping mechanism within each of the two categories and 
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placed in the appropriate section of the divider. Each 

subject's data were coded with that subject's number. As the 

data was cut and placed in the divider, the researcher also 

made notes in chart form by theme for easy reference during 

analysis. 

Data Analysis 

Five doctoral students were randomly selected for 

training by the researcher to review and blind score the 

videotaped interviews. Interrater reliability for the five 

raters was established during a three-hour training session 

which included discussion and collaborative rating as 

recommended by Stover et al., (1971). The rater's form was a 

Likert scale indicating the degree to which a subject used a 

specified coping mechanism. Means were calculated to 

determine inter-rater reliability. Reliability coefficients 

were calculated for the composite means using the Pearson 

product-moment formula. The composite means are shown in the 

following table. 

Table 1 Composite means for ratings of the degree of 

presence of 6 coping mechanisms among adult female survivors 

of childhood sexual abuse 

Training session 

Composite of constructs Raters Researcher 

Eating disorders 4.6 4.0 
Alcohol/drug abuse 3.6 3.0 
High risk behavior 5.0 5.0 
Depression 5.0 5.0 
Anxiety 2.0 2.0 
Somatic complaints 4.0 4.0 
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The Pearson product-moment reliability coefficient for the 

composite means was .9645. 

In addition, two other statistical procedures for the 

analysis of variance yielded high reliability coefficients. 

Hoyt's (1941) formula for the analysis of variance yielded a 

reliability coefficient of .9400. Hoyt's formula considers 

four effects: a) total, b) variation among constructs, c) 

variation among raters and d) residual variation due to the 

interaction of raters and constructs. Accordingly, the 

formula allows for the fact that a construct rated 

relatively highly by one rater may be rated low by another. 

A statistician conducted a test of reliability using 

Kendall's Coefficient of Concordance W based on a test of 

independence. The data from the training session was keyed 

into the computer and analyzed using an SPSS program to find 

Kendall's W. The reliability coefficient of .9260 yielded a 

level of significance of p<.0000 for the variance among 

raters. 

Results 

Of the twenty-one women who participated in the study, 

thirteen indicated the preference for introversion on the 

Myers-Briggs Type Indicator and eight showed a preference 

for extraversion. The subjects reported the earliest abuse 

beginning at birth and the latest abuse occurring up to age 

18. For the introverts, the mean age of onset of the abuse 

was 5.69, while for the extraverts it was 4.25. For the 
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twenty-one participants, the sexual abuse ranged from one 

incident to 18 years of abuse with the mean number of years 

of abuse being 8.4 8 years. The mean number of years of 

sexual abuse was 7.5 for the introverts and 10 years for the 

extraverts. The mean number of perpetrators for the 

introverts was 2.53, while for the extraverts it was 2.75. 

The total number of years of abuse for these 21 women was 

178 years. 

When asked if physical force was ever involved in the 

sexual abuse, 8 of the 13 introverts and 6 of the 8 

extraverts reported such experiences. Two of the 

participants also stated that they considered their sexual 

abuse by a minister as forceful due to their fear of God and 

religious leaders. They believed that they must have done 

something truly evil for God to punish them in this way and 

they found the use of religion against them extremely 

influential in their development of a negative self-image. 

Common feelings at the time of the abuse were noted by 

both the introverts and the extraverts, among which were 

depression, anxiety, insecurity, fear, guilt, lack of 

control, anger, loneliness, confusion, dirtiness, isolation, 

hate, unlovable, a sense of being trapped, weirdness, 

feelings of non-existence, and occasionally pleasure from 

the attention they were receiving or from the physical 

stimulation. Those who felt pleasure expressed great 

confusion over experiencing this feeling among the others. 
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Eleven of the 13 introverts stated that at the time of 

the abuse they did not feel anger; 4 of the 8 extraverts 

indicated the same. Of the 15 participants who did not 

experience anger at the time of the abuse, most stated that 

they did feel anger at a later time. However for most of the 

15, this later time was primarily in adulthood. 

When asked how emotionally close they were to their 

mothers at the time of abuse, 11 of the 13 introverts said 

they were not close to their mothers. The other two 

introverts indicated that occasionnally they felt close to 

their mothers. Six of the 8 extraverts were not close to 

their mothers and the other 2 extraverts indicated 

occasional closeness. 

Seven of the 21 participants first told their 

therapists about the abuse and received supportive 

responses. Those who received unsupportive responses were 

one participant who told her therapist first, one subject 

who told her sister, and one who told a friend. Another 

participant told her family around the dinner table and 

everyone stopped for a moment, then continued as if nothing 

had been said. Four women told friends when they all were 

adults and one first told her husband: all five were 

believed. One participant did not remember whom she first 

told. Four participants told their mothers first: none of 

them were believed. No one in the study who first told a 

family member about the abuse was believed. 
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During the training session, the 5 raters determined 

the following meaning for each of the ratings on the Likert 

scale: 

Rating of 1: Subject did not use this coping mechanism. 

Rating of 2: Subject is not sure she used this coping 
mechanism. 

Rating of 3: Subject used this coping mechanism once or 
twice but discontinued its use. 

Rating of 4: Subject developed a pattern of use of this 
coping mechanism for a period of more 
than 7 days. Subject showed driven 
behavior in the use of this coping 
mechanism. 

Rating of 5: Subject continues to use this coping 
mechanism and experiences severe 
problems. 

The distribution of the subjects by coping mechanism as 

determined by the five raters is shown below. 

Table 2 Distribution of severity of use of coping mechanism 
by attitude preference (EI) 

N=13 Introverts 

Copincr Mechanism Ratincr: 1 2 3 4 5 

Eating disorders 8% 15% 15% 31% 31% 

Alcohol/drug abuse 0% 0% 31% 31% 38% 

High risk behavior 0% 0% 31% 31% 38% 

Depression 0% 0% 15% 23% 62% 

Anxiety 0% 31% 7% 31% 31% 

Somatic complaints 0% 15% 15% 53% 15% 
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Table 3 Distribution of severity of use of coping mechanism 
by attitude preference (EI) 

N=8 Extraverts 

Coping Mechanism Rating: 1 2 3 4 5 

Eating disorders 0% 25% 12 . 5% 12 . 5% 50% 

Alcohol/drug abuse 12 . . 5% 12 . 5% 12.5% 12 . 5% 50% 

High risk behavior 12 , , 5% 0% 12 . 5% 25% 50% 

Depression 0% 0% 12 . 5% 25 . 5% 62% 

Anxiety 0% 0% 12 . 5% 50% 37.5 

Somatic complaints 12 , .5% 0% 25% 12 . 5% 50% 

For both groups, the degree to which each of the individual 

coping mechanisms was used primarily congregated at the high end 

of the Likert scale. The mean and standard deviation were 

calculated for the two groups by coping mechanism with the 

results reported in the following tables. 

Table 4 Mean of severity of use of coping mechanism 

Coping Mechanism Mean-Introverts Mean-Extraverts 

Eating disorders 3.61 3.87 

Alcohol/drug abuse 4.07 3.75 

High risk behavior 4.07 4.00 

Depression 4.46 4.50 

Anxiety 3.61 4.25 

Somatic complaints 3.69 3.87 
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Table 5 Standard Deviation of severity of use of coping 
mechanism 

Coping Mechanism SD-Introverts SD-Extraverts 

Eating disorders 1.33 1.36 

Alcohol/drug abuse 0.86 1.58 

High risk behavior 0.86 1.41 

Depression 0.77 0.65 

Anxiety 1.25 0.80 

Somatic complaints 0.95 1.46 

The group with the lower standard deviation in each pair was 

more homogeneous than the other group. For example, for the 

coping mechanism of alcohol/drug abuse, the introverts' 

scores were more alike than the extraverts' scores. 

Table 6 Distribution of severity of use of coping mechanism 
by attitude preference (EI) and orientation to 
the world (JP) 

N=9 Introverted Perceivers 

Coping Mechanism Rating 1 2 3 4 5 

Eating Disorders 0% 11% 22% 22% 45% 

Alcohol/drug abuse 0% 0% 22% 33% 45% 

High risk behavior 0% 0% 22% 33% 45% 

Depression 0% 0% 11% 11% 78% 

Anxiety- 0% 22% 11% 22% 45% 

Somatic complaints 0% 0% 22% 56% 22% 
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Table 7 Distribution of severity of use of coping mechanism 
by attitude preference (EI) and orientation to 
outer world (JP) 

N=4 Introverted Judgers 

Coping Mechanism Rating 1 2 3 4 5 

Eating Disorders 25% 25% 0% 50% 0% 

Alcohol/drug abuse 0% 0% 50% 25% 25% 

High risk behavior 0% 0% 50% 25% 25% 

Depression 0% 0% 25% 50% 25% 

Anxiety 0% 50% 0% 50% 0% 

Somatic complaints 0% 50% 0% 50% 0% 

Introverted perceivers' severity of use of the coping 

mechanisms congregates at levels 4 and 5, while introverted 

judgers show more diversity in the severity of use of the 

coping mechanisms. 

Table 8 Distribution of severity of use of coping mechanism 
by attitude preference (EI) and by orientation to 
outer world (JP) 

N=4 Extraverted Perceivers 

Coping Mechanism Rating 1 2 3 4 5 

Eating disorders 0% 0% 0% 25% 75% 

Alcohol/drug abuse 0% 0% 0% 25% 75% 

High risk behavior 0% 0% 25% 0% 75% 

Depression 0% 0% 25% 25% 50% 

Anxiety 0% 0% 0% 50% 50% 

Somatic complaints 25% 0% 0% 0% 75% 
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Table 9 Distribution of severity of use of coping mechanism 
by attitude preference (EI) and by orientation to 
outer world (JP) 

N=4 Extraverted Judgers 

Coping Mechanism Rating 1 2 3 4 5 

Eating disorders 0% 50% 25% 0% 25% 

Alcohol/drug abuse 25% 25% 25% 0% 25% 

High risk behavior 25% 0% 0% 50% 25% 

Depression 0% 0% 0% 25% 75% 

Anxiety 0% 0% 25% 50% 25% 

Somatic complaints 0% 0% 50% 25% 25% 

Extraverted perceivers' severity of use of the coping 

mechanisms congregates at levels 4 and 5, while extraverted 

judgers show more diversity in the severity of use of the 

coping mechanisms. 

For both the introverts and the extraverts, more 

diversity in the severity of use of the coping mechanisms is 

found among the judgers than the perceivers. 

Case Descriptions: The Introverts 

Subject 1 

Subject 1 was sexually abused by a neighbor who was a 

minister and later by an uncle. When asked about her 

feelings regarding the abuse by the minister at the time it 

occurred, she replied: 

I was very scared. I didn't want to do the things 
that I was doing or that were being done to me...but 
then I felt good about it too because he made me feel 
very special, that I had been chosen by God to do this. 
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Yet there was alot of guilt there too because I was 
disobeying my mother who said to never let anyone touch 
me and here I was doing that. I didn't like the oral 
sex but I liked his touching me...it felt good, but I 
knew it was wrong. So it was very confusing. 

This subject expressed feelings of fear, guilt, shame, and 

confusion at the time of the sexual abuse. Since then, she 

reported that her feelings developed into hysteria any time 

she thought about the abuse, as well as more intensified 

shame, guilt and fear. While the sexual abuse occurred when 

she was 8 years old, she did not feel anger related to it 

until she was in her 4 0's and in therapy. 

At the time of the abuse, Subject 1 was emotionally 

close enough to her mother to be able to usually tell her 

about what happened to her, but because she had disobeyed 

her mother and gone into the neighbor's house she could not 

tell her mother about the sexual abuse. In addition, she 

believed that she had caused the abuse by entering the 

minister's house and she lived with that guilt until 

adulthood. 

While no physical force was used, Subject 1 found the 

attachment of religious significance to the sexual abuse to 

be emotionally forceful: 

It was presented as "This is what God wants you to do." 
He even said "You don't HAVE to do this, but this is 
what God wants". I was a vessel of God, put there to 
help him. Having it presented in a religious manner... 
it was forceful in that way. 

Subject 1 developed abnormal eating habits, used 

alcohol and drugs as a means of escape, frequently placed 
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herself in situations of high risk, experienced depression, 

and reported numerous health problems as she grew up coping 

with the sexual abuse (all but one of the coping mechanisms 

explored in the study). When asked about her abnormal eating 

habits, she replied: 

As a child I used to steal food and hide it and I 
used to lie about it alot too. I used to eat all the 
cookies and then say I'd given them to someone else. 
As I got older, there was a time when I quit eating 
for about 2-3 months. I lost alot of weight but that 
didn't last very long. Later, I started to binge as 
an adult. I'd eat until I was physically ill. 

She also reported that there were times when she constantly 

thought about food or she would buy food "for her children" 

but then eat it all before she got home from the store. 

Today, Subject 1 recognizes that when she wants to eat 

excessively something emotional is happening that she needs 

to address. 

Subject 1 also reported that her use of alcohol allowed 

her to "almost become another person" and lose her 

inhibitions. She used alcohol primarily as an escape from 

her feelings. With drugs, she indicated that her inhibitions 

became relaxed, but also noted that she did not have control 

of herself when using drugs, saying "I felt like I could do 

anything." 

With regard to high risk behavior, Subject 1 reported 

that she was a very good child. However, as an adult there 

were times in her life when she felt a "need" for sex. She 

clarified this by stating, "Actually, I don't think it was 
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sex, but more that someone cared about me and sex was a way 

to get it." Sex was a way that she could get someone to pay 

attention to her, but it also led her into situations with 

men where she lost control of her own safety. These 

incidents occurred before HIV was discovered and Subject 1 

stated that she had never placed herself at risk for the HIV 

virus. Today she is in a monogomous relationship. 

Subject 1 thought about suicide often and attempted it 

once. At the time of her attempt, she was placed in the 

psychiatric ward of a local hospital. She still notes 

periods of depression today but they are less frequent. The 

longest period of very noticeable depression for Subject 1 

was a ten-year span. 

The final coping mechanism that Subject 1 developed was 

physical health problems. She reported sinus problems, 

severe migraine headaches, spastic colon, bronchitis, 

nightmares, the use of sleep for escape, and seven 

hospitalizations. Today, however, she rates her health as 

very good. 

Subject 1 reported some positive coping mechanisms that 

were beneficial to her survival of childhood sexual abuse. 

She reported writing poetry as an adolescent, which helped 

her to express her feelings. She also indicated that she 

concentrated on doing well in school and was very active in 

extracurricular activities in high school. Her use of 

activity began as a positive way of coping but turned 
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negative at times when she would do too much, become 

exhausted, and sleep for 24 hours. Today, Subject 1 is a 

student and rates herself as a perfectionist at school but 

not at home. 

Subject 2 

Subject 2 was sexually abused by her brother and by the 

father of a friend from work. She-believes that the incident 

with the friend's father was coldly calculated because, when 

spending the night with a friend, the friend's father came 

into their room and had intercourse with her. At first she 

thought that she was brought there to protect the friend, 

but after the incident she believed that she was brought 

there for the father. She reported feeling extremely 

frightened at the time and wondered if she had done 

something to give the friend the wrong impression. Not long 

after the incident she felt alot of anger toward the friend 

and her the friend's father. 

When discussing the sexual abuse by her brother, 

Subject 2 reported that she remembered becoming aroused and 

feeling guilt, shame and confusion over both the abuse and 

the arousal. While she knew that what her brother was doing 

to her was wrong, no intercourse took place so she did not 

consider his actions as sexual abuse. It was not until she 

entered therapy as an adult that Subject 2 began to view the 

experiences with her brother as sexual abuse. 
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After graduating from high school, Subject 2 

immediately entered a convent and remained there until age 

32. She indicated that this was the first thing that she 

ever did to excess. In her opinion she connected it with her 

sexual abuse because it allowed her to deny her sexuality 

and her feelings. 

Subject 2 reported abnormal eating habits, excessive 

use of alcohol and drugs, high risk behavior, depression, 

anxiety, and health problems. With regard to food, she 

stated: 

I overeat and I know I stuff feelings by eating. 
There are times when the compulsion to eat is so 
strong...there are days when I think about food 
constantly. I always seem to stop short of pulling 
everything out and eating it. I binge when I'm highly 
stressed about something. 

Subject 2 reported that she did not purge nor did she ever 

eat so little that she maintained a low body weight. She did 

indicate, however, that there were times when she 

excessively exercised to keep her weight down and she also 

did alot of dieting. The dieting had a yo-yo effect and 

caused her weight to fluctuate as much as 50-75 pounds. 

Subject 2 used both alcohol and drugs to excess. 

Regarding alcohol, she stated that she drank very heavily 

and was always scared to drink by herself because members of 

her family are alcoholic. For Subject 2 alcohol was 

recreation and it gave her a sense of belonging. With drugs, 

she noticed reduced inhibitions and felt that she was more 

outgoing and fun to be around. She indicated that she felt 
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more and seemed to be more a part of the group when using 

drugs. 

When discussing high risk behavior, Subject 2 noted 

that when she left the convent she was 32 chronologically 

but emotionally about 18. She began dating men she did not 

know and went home with them. With one man who had a 

different woman reserved for each night of the week, she 

began as his "Thursday night girl" and was eventually 

promoted to his "Saturday night girl". While this dating 

pattern occurred prior to the discovery of the HIV virus, 

today Subject 2 does recognize the high risks in her 

behavior. Today she is in a long-term monogomous 

relationship. 

Subject 2 also reported that she thought about suicide 

on numerous occasions and that this suicidal ideation was 

what led her into therapy. Other high risk behavior that 

Subject 2 reported included driving drunk, exceeding the 

speed limit, cutting other drivers off and making rude 

gestures to them. Regarding her driving today, she noted: 

I rage, but today I think. Now I try to take it 

out in ways that won't hurt anybody. 

Noting that she believes she has become more frequently 

and deeply depressed than most people, Subject 2 also 

indicated that she currently experiences anxiety and has 

trouble identifying its source. She made the connection that 

these anxious times are when she eats compulsively and when 

she used to drink. Subject 2 described a severe panic attack 
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which kept her from her job for several months and also 

noted that there were periods in her life when she was very-

afraid to be in crowds. She identified the source of her 

fear as people. 

Subject 2 also reported not being sick often but having 

some serious health problems. She had cancer and was treated 

with radiation therapy; had a hysterectomy; suffered from 

colon problems, allergies, high cholesterol, diabetes, 

gastrointestinal problems, and difficulty sleeping. 

Each of the six coping mechanisms targeted in the study 

was used by Subject 2. In addition, some of the positive 

coping mechanisms used by Subject 2 included acting tough 

and escaping into books and activities. She noted that her 

most prominent way of coping was through mechanisms that 

helped her escape her feelings. 

Subject 3 

Subject 3 was very young when the sexual abuse began 

and six years old when it ended. She was sexually abused by 

her father, mother, and grandfather. When she complained to 

her mother about the abuse, her mother tied her to a chair 

and put her in the closet and told her to never say anything 

about it again. When her grandparents found her 

masturbating, they put her in a box, covered her with the 

lid, and left her for two hours. Subject 3 indicated that 

what she learned was not to be seen. Small, dark places 
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became her places of comfort and she sought them out so that 

she could hide. 

Sexual abuse from her mother was the most frightening 

because Subject 3 felt as if her life was in danger. Even 

though he also was a perpetrator, Subject 3 felt more 

comfortable with her father "because he wasn't as scary to 

me. " 

Subject 3 reported developing a very marked eating 

disorder which she described as follows: 

I'd have alot of sweets. I could go all day 
without eating and then I'd walk in the door 
and eat anything. I'd eat yoghurt. One wasn't 
enough...I'd eat two or three. I'd stand by the 
refrigerator and eat. Whenever I had something 
to do, I'd eat first and then afterward I'd 
eat again. I binged on food....it was like I 
never could get enough food...there never is 
enough food for me. 

She noted that she went on alot of diets and sometimes lost 

too much weight. She also bought food for her family and 

extra food for herself, which she would eat when alone. 

As a child, Subject 3 was sent to bed without supper 

regularly and was punished for things she did wrong by not 

being fed. She recalled often being left hungry when she was 

little and in one particular incident she remembered being 

left in her playpen wanting her bottle which was on the 

mantle and watching her parents as they left her alone in 

the house. Her understanding of the role of food in her life 

was that she was not supposed to eat. 
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Subject 3 indicated using alcohol similarly to how she 

used food. If she just had a glass of wine, then she could 

put up the Christmas tree. Subject 3 said she complained to 

her therapist because without alcohol she was feeling all 

her feelings. Like food, alcohol had been a source of 

escape. Similarly, Valium also served as a means of escape 

for Subject 3, but she became afraid of how much she loved 

it so she stopped using it. 

Subject 3 stated that she tends to be too trusting with 

strangers and would initially open up more readily with a 

stranger than with someone she knew. She married at age 24, 

but believed that emotionally she was about age 12. 

Regarding marriage, she stated: 

I only married because it was time...I was 24. 
I didn't want to stay with my mother and I was 
afraid to take care of myself. 

Experiencing depression most of her life, Subject 3 

indicated that she often thought about jumping off the roof 

even though she never did make any suicide attempts. At age 

15, she struggled deeply with uncertainty about the 

existence of a God. She described the connection she made 

between her sexual abuse and depression: 

How can you not be depressed when you're afraid 
to rely on yourself? I didn't really learn to trust 
myself and after all the years of working that's 
one of the hardest things. I'm more comfortable 
watching those around me to see what I do next... it 
depresses you because you're not vibrant with life. 
I would get depressed and think "You're such a 
weakling" and then think so badly about myself that 
I'd get more depressed." 
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Subject 3 also reported current problems with anxiety 

such as becoming very nervous when driving to new places and 

panicking when she has to write a paper for school. The most 

anxiety-provoking situations for Subject 3 today are when 

she thinks she has done something wrong. She stated: 

It really scares me. If somebody else is going 
to be mad at me, I really get anxious. I think it's 

about measuring up. Am I going to be good enough? 

Physical health problems for Subject 3 were: severe 

vertigo for which she takes medication, goiter, retina 

detachment, a hysterectomy, loose bladder, thyroid problems, 

sinus trouble, and nine hospitalizations. She reported her 

health today to be in "good" condition. 

Subject 3 stated that positive coping mechanisms she 

used were writing, fantasizing, and developing the tenacity 

to go on. She continues to smile alot and is aware that 

sometimes it covers her true feelings, however, she views 

smiling as positive and tries to maintain a positive 

attitude. She communicates a very optimistic attitude and 

notes that "Things that I was afraid of, I've overcome". 

Subject 4 

For a long time, Subject 4 did not consider herself as 

someone who had been sexually abused since no intercourse 

occurred. However, her father was an exhibitionist and he 

also fondled her. Subject 4 coped by staying in her room and 

staying away from her father. If she was going to be home 
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alone with him, she went outside or found reasons to stay-

away from home. 

Subject 4 described abnormal eating habits, the use of 

food, alcohol and drugs to escape feelings, high risk 

behavior, depression, and health problems. She reported alot 

of trouble with compulsive eating, sporadic binges, and a 

poor self-image. She thought she was ugly and fat, though 

realized much later that she was neither. For a long time 

she did not like food and, when she ate, she would only eat 

4 or 5 different foods. Prior to participating in Overeaters 

Anonymous, Subject 4 did not see a connection between her 

actions and her eating habits, but after taking part in the 

group she realized that she was using food for purposes 

other than nutrition. 

Regarding her use of alcohol and drugs, Subject 4 noted 

that there was a period of time when she was in the military 

that she did alot of drinking, primarily to escape her 

feeling, for a sense of belonging, and to reduce her 

inhibitions. However, she did not like the taste of alcohol 

and found that drugs and alcohol gave her stomach problems, 

so she stopped using them. Another reason she stopped was 

that she did not like the feeling of being out of control. 

Subject 4 did not report much high risk behavior, 

stating "I wasn't the rebellious type...I just hid in my 

room." About dating, she indicated that she did not date 

until she went to college and even then "...if they didn't 
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come to me, I didn't go to them." When she was older, she 

met men at a lake and did go home with them even though she 

did not know them. Since these incidents were prior to the 

discovery of the HIV virus, Subject 4 noted that while she 

had placed herself at risk for sexually transmitted 

diseases, HIV was not one of them. Religion played a role of 

support for risky behavior for Subject 4: 

I think the religious influence was so strong that 
to do anything to be prepared (for sex) would be wrong. 
So I would never do anything to be prepared. If it 
happened by accident, it wouldn't be wrong. Even today, 
I wouldn't be prepared. 

She is in a long-term monogomous relationship today, which 

keeps her from risky sexual situations. 

Concerning depression, Subject 4 stated: 

Well, see, that's a feeling and I don't relate. I've 
heard myself say a few times that I felt depressed. I 
didn't relate it to anything, though. It just kinda 
sneaks in. I do see a lack of motivation alot. 

Anxiety was something that this subject did not report 

experiencing. However, she did report many physical health 

problems including high blood pressure, high cholesterol, 

stomach problems, irritable bowel syndrome, joint pain, 

severe headaches, pain associated with eye problems, two 

surgeries for hernia repair, plus one other hospitalization 

for 1 1/2 months during which she almost died. 

Positive outlets for Subject 4 included fantasy, 

writing, disappearing, being secretive, driving, and going 

to camp. 
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Subject 5 

Subject 5 was sexually abused by her father and her 

uncle and was raped on a date at age 13. The abuse by her 

father continued for at least 8 years and Subject 5 stated 

that it was the worst because it went on so long. Her 

description of her feelings about her father's abuse were 

echoed by many of the participants: 

It's real hard to understand. If your father 
loves you, how could he put you through that? 
I felt dirty and used and so much shame. I don't 
see how he could hurt a child that way, but I also 
don't see how a mother could defend him and not 
believe a child. 

This participant spent most of her childhood in the hospital 

and was sexually abused there by her uncle. She stated, "It 

was as though I had nothing sacred. I was dying and I wished 

I would." There was no place that was safe for her. 

Subject 5 used each of the six ways of coping that were 

targeted in this study. Most of her childhood she was force-

fed because of her illness. Even though some foods looked 

appealing to her, she would only be able to eat 2 or 3 

bites. As she grew older, she attempted to keep her weight 

down but had difficulty maintaining it at the level she 

wanted. She described going on binges, followed by eating 

only fruit and vegetables for awhile. Whenever something 

went wrong, however, she would become depressed and turn to 

food. Subject 5 noted that in her depression she would eat 

everything in front of her "because I'm already fat and 

ugly, so why not eat?" 
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When asked what other things she did excessively, 

Subject 5 said that she experimented with alcohol and drugs. 

I wanted something to be happy. I wanted to be 
accepted by people. The only thing people want me for 
is to help them. Doing the drugs and alcohol, I WAS 
somebody. I didn't like her, but at least I was 
SOMEBODY. I got busted dealing drugs and it was the 
best thing that ever happened to me in my life because 
I had to find ME...and I have found me. I know that 
I'm a better person than I have convinced myself I 
am, but why did it take getting busted? Why did it 
take my whole life? 

Her struggle to find herself lasted 44 years and she found 

the continuous effort of living to be an exhausting search 

for inner peace. Her life has been filled with torment and 

only recently has she begun to find some comfortable 

moments. 

In addition to the risks with alcohol and drugs, as a 

teenager Subject 5 sneaked out of the house and went to the 

drive-in with a neighbor boy, who drugged and raped her. She 

explained how the rape led her to choose other high risk 

behavior: 

It made me extremely oversexed. Most people who are 
raped revert to not wanting it (sex) but I am extremely 
oversexed. The doctors have told me I use it as a 
weapon because I want control. My first husband had me 
tested because I always wanted sex, but yet he raped 
both of my children. So who's the sick one? 

Subject 5 also risked her life in multiple suicide 

attempts. She described going from an abusive father to 

abusive husbands and the despair that led to her suicide 

attempts: 
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It was real hard to find where I belong because I 
was dirty and used. If nobody can protect you or 
nobody has any respect for you...then what good are 
you? People say you've been raped so why do you even 
like sex? It's attention. I don't know why. It may be 
control. When I was younger it was the only weapon I 
had. 

Since age 15, Subject 5 has taken antidepressants. She 

still experiences the shame of her abuse and attaches it to 

her body: 

I don't look in mirrors. I comb my hair with out a 
mirror. I don't want to see me. I had two full length 
mirrors in my home and I destroyed them violently. The 
longer I look at myself in the mirror, the more 
horrible I look. I look like a street walker. I magnify 
everything negative about me. 

In addition to the abuse by her father, Subject 5 received 

abuse at school when she was a teenager. Because she was 

large-chested, she was not allowed to wear sweaters and the 

teachers told her how to carry her books so that she would 

cover up her chest. Finally, she grew tired of the 

harrassment and quit school. 

Anxiety was also a way of coping for Subject 5, with 

panic attacks occurring on a weekly basis for many years: 

I used to hate coming home...my stomach would start 
knotting up and I would get so nauseous because I 
didn't want to go home and see what else would go 
wrong in my life. 

She also suffered two nervous breakdowns. 

In addition, physical health problems reported by 

Subject 5 included spastic stomach, difficult pregnancies, a 

hysterectomy at age 22, heart problems, difficulty sleeping, 

diabetes, arthritis, migraines, nightmares, and 



71 

gastrointestinal problems. She commented, "You get to where 

you expect pain. It's not a normal day without some pain." 

Subject 5 reported no positive ways of coping. As a 

child, she spent most of her life in the hospital. Until she 

finally left home, she was not permitted to go anywhere, had 

no friends, never had a birthday party, and had no pets. The 

only way to escape was to dissociate. 

Subject 6 

Subject 6 was sexually abused by two brothers and an 

uncle from infancy until age 14. While physical force was 

not reported, Subject 6 did indicate that coersion in the 

form of bribery was used. At the time of the abuse, this 

subject felt mostly shame and learned to cope by being very 

secretive (which she continued to use as a way of coping 

even in adulthood). 

Regarding how emotionally close she was to her mother 

at the time of the abuse, Subject 6 indicated ambiguity. It 

was difficult for her to tell whether they were close or not 

because, if she needed her mother, her mother was usually 

there but busy. Describing their relationship, Subject 6 did 

not mention any emotional closeness with her mom although 

she was physically present and did provide attention to her 

at times. The first person Subject 6 told about the abuse 

was a friend when she was 19. Since the friend did not 

believe her, she did not tell anyone else until she was 
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around age 25 when she told her current life partner and was 

believed. 

When asked about the ways in which she coped with her 

sexual abuse, Subject 6 reported dissociation as her number 

one coping skill. On all of her report cards in grade 

school, Subject 6's teachers made comments such as 

"distracted" or "a day dreamer". To this day, any time she 

is outside her comfort zone Subject 6 stated that she 

dissociates. 

In addition to dissociation, Subject 6 also stated that 

her eating habits have not always been healthy, that she 

loves drugs, always feels depressed, has contemplated 

suicide on many occasions, and experiences anxiety with some 

people. She rated her physical health as "good", reporting 

arthritis, sinus problems, and colds as her health problems 

today. 

Discussing her eating habits, Subject 6 remarked that 

she has a tendency to binge and that she battles her weight 

on a daily basis, having clothes from size 14 to size 24 in 

her closet. She also noted a time when she maintained a less 

than healthy body weight, however, she indicated that this 

was primarily due to a lack of money and occurred at a time 

when she was living in her car. 

Subject 6 stated that she did not abuse alcohol, 

however, she used drugs to feel normal. She never used drugs 

with other people and said that she felt like no one else in 
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the world knew she had a drug problem. Major periods of her 

later teen years and adult life were lost to her, though, 

because she used drugs so heavily and frequently that she 

could not remember them. She stated: 

If the Presidents didn't last four years, I wouldn't 

have known who the President was. 

As a teenager, Subject 6 attempted suicide several 

times, but reported that she did not know how to do it 

right. For awhile it became an obsession and she reported 

trying to drink herself to death. While she did not report 

her use of alcohol as excessive or abusive, alcohol did 

serve as a way to attempt suicide on one occasion. Today, 

Subject 6 has continuing thoughts about suicide and 

described the safeguards she has in place to prevent her 

from attempting it. 

Other high risk behavior described by Subject 6 

included continuing to use drugs today even though her job 

does drug testing. She also reported activity that may have 

placed her at risk for contracting the HIV virus. She did 

not report being sexually promiscuous, considering 

prostitution, or other risky behavior. However, her 

fantasies usually involve risky behavior such as parachute 

jumping and bungie jumping. The only thing holding her back 

from actualizing these fantasies is the lack of money 

required to do them. 

Today, Subject 6 has a 75 hour/week job, is very active 

in her church, and is busy every hour of the day so that she 
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will not feel her depression. She notes that she is always 

depressed and that when she stops being busy she comes face 

to face with her depression. "If I stop, it's right there." 

While she did not report anxiety as a way of coping, her 

workaholism is designed to keep her from feeling her 

feelings, one of which may be anxiety. She did express 

anxiety, however, at having to discuss her sexual abuse. 

Subject 6 rated her physical health as "good". She 

reported problems with arthritis, difficulty going to sleep, 

and using sleep as a way of escaping her feelings. Subject 6 

rarely missed school as a child, but noted that she had 

become ill more often and more severely during the past two 

years. 

The primary positive coping mechanism that Subject 6 

used to cope with her sexual abuse was workaholism. Today 

she is in upper management at work and takes pride in this 

accomplishment. When asked how she has thought about the 

kind of impact that her sexual abuse has had on her life, 

she stated: 

I try not to think about it. The only problem I have 
is that when I don't trust people I should have, it 
hurts me. 

Subject 7 

Subject 7 was sexually abused by her stepfather from 

age 9 to 13. If she did not do as he said, he would 

physically abuse her little brother. While physical force 

was not used, Subject 7 described her stepfather as very 
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manipulative and able to talk his way out of any accusations 

made against him. 

Describing her feelings at the time of the abuse, 

Subject 7 stated: 

All I can remember is just pure anger, pure hate. 
If I could've killed him, I would have. It was pure 
rage. I had the attitude and it kept evolving like 
Fuck you, you're not going to mess with me! 

Subject 7 did tell her mother at the time of the abuse but 

her mother did not pay attention. Subject 7 was not 

emotionally close to her mother and as the years of abuse 

continued they grew farther apart: 

We had really drifted apart. I felt like she had 
really let us down because she would sit there and 
let him act like an asshole. By the time the sexual 
abuse was really peaking, I had no respect for her, 
no connection with her anymore. 

The first person Subject 7 told about the abuse who believed 

her was the police detective called in to investigate. 

Subject 7 chose many ways of coping with her sexual 

abuse, particularly the use of alcohol, some high risk 

behavior, depression, and some health problems. Alcohol was 

the most frequently chosen coping mechanism for Subject 7. 

She noted: 

If I was starting to have feelings, it was time 
to go to a party. Alcohol relaxed me. It gave me 
permission to cry and to feel about the abuse. 

When she first joined the military, Subject 7 indicated that 

she drank to feel like part of her new group of friends. 

However, most often she was the initiator of the partying 

and did not need the alcohol to feel a part of the group. 
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Subject 7 indicated that she did run away several 

times, but that she always went back home: 

I knew where my bread and butter was, but if I'd 
ever found a better place, I would have stayed there. 

While she did not consider prostitution, Subject 7 did 

seriously consider becoming a "hit man". Instead, she became 

a police person for many years. She also noted that she 

drives really fast and that "...the bigger the chance, the 

more I enjoy the thrill." However, she was very careful to 

not place herself in situations so risky that she could not 

get out of them. Subject 7 considered suicide but never 

attempted it, nor had she placed herself at risk for the HIV 

virus. 

Subject 7 indicated that she forms trusting 

relationships with both men and women, based on the 

individual and not the gender. She expressed alot of 

confidence in her own ability to make a safe life for 

herself and personal satisfaction in having done so. 

When Subject 7 felt depressed, she used to turn to 

alcohol. She experienced depression most of her life: 

Depression has totally affected my life in every 
sense...with friends when I would go away and shut 
them out...when I needed to take time off work... 
bouts where I'd stay in my room for 3 days. 

She did not note the use of anxiety as a way of coping. 

Instead, she cited her training in law enforcement as 

helping build her self-trust: 
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I guess for me being trained in law enforcement has 
trained me to turn around and see where the danger is 
and, if I can't see it, I have a pretty good sense of 
being able to trust myself and my awareness. I learned 
by being overly sensitive to my environment that I 
wouldn't get my butt kicked. 

Subject 7 reported good physical health until the past 

8 months when she developed gall bladder problems and 

required surgery. Otherwise, her only health problem was 

having nightmares. Throughout her life, she has worked out 

regularly, maintained healthy eating habits and an active 

lifestyle, and spent alot of time outdoors. 

The other positive coping mechanisms that Subject 7 

found essential to her survival were talking about her abuse 

and developing her spirituality. As a child, Subject 7 

maintained a tough attitude and demeanor. Around age 12 she 

recognized the need for some form of spirituality and turned 

to Native American spirituality to meet this need. She 

noted: 

Through the years, I studied Native American 
spirituality and when I look back that was a real 
positive thing for me. There's a real positive thing 
that the Native Americans have to tell us about our 
relationship to nature and I understood that as a kid. 

I find it interesting that as a kid I had almost gotten 
there in my search for spirituality, my belonging, my 
purpose...and I had it taken away by my stepfather and 
I didn't know how much damage there really was. My 
spirituality kept me in touch with nature and 
animals and everything that I love. 

When summarizing her use of coping mechanisms, Subject 7 

grinned and said, "I guess I did it a bit better than your 

average bear." 
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Subject 11 

Subject 11's sexual abuse began at age 5 or 6 and ended 

just after she turned 16. Her brother, who was 8 years older 

than she, was the perpetrator. The abuse included mainly-

fondling and oral sex and in her younger years, Subject 11 

found it physically pleasureable. However, force was used 

when she was younger, therefore, the sexual abuse was also 

very frightening to her. 

At the time of the abuse, Subject 11 felt afraid, 

dirty, and trapped. As an adult, Subject 11's fear of being 

trapped has made it difficult for her to keep a job because 

she often feels trapped at work. She becomes so frightened 

that she has to quit her job, take some time off, and then 

look for another job. 

As a teenager and an adult, Subject 11 experienced 

difficulty controlling her anger and became physically 

violent when she felt threatened. It has taken her many 

years to learn to control her anger and express it in 

appropriate ways. 

Subject 11 reported becoming emotionally closer to her 

mother in her adult years. At the time of the abuse, she was 

not as close to her mother as she was during recent years 

and until her mother passed away. She first told about her 

abuse by blurting it out over the family dinner table during 

an argument. Everyone stopped eating, paused for a moment, 

and then went back to eating as if nothing had happened. 
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To cope with the abuse, Subject 11 did not use alcohol 

or drugs because there is a family history of alcoholism and 

drug abuse and she did not want to place herself at risk for 

these addictions. Instead, she turned to food as a way of 

coping with the sexual abuse and described her use of food 

this way: 

I used food to excess because people don't like fat 
people. They leave fat people alone. Other than teasing 
me I didn't have to worry about boys in high school. 

She indicated that she binged a few times but primarily had 

maintained a heavy body weight since age 8. Today, she 

continues to use her weight to keep people away. 

As a child, Subject 11 ran away from home on numerous 

occasions. She also ran away from school twice and went to 

court for non-attendance. On one occasion when the principal 

grabbed her, she hit him, knocked him out, and refused to 

return to school for the rest of the year. The following 

year she was placed in a school for problem students. At age 

16 she dropped out of school. Eventually, she passed the 

GED. 

Subject 11 described her depression as on-going: 

I just didn't want to do anything, even live. One of 
the worst attacks I had was at age 16. My oldest sister 
and my mom took me to counseling because I was having 
"behavior" problems. But, they told me not to talk 
about family business, so it really didn't do me a 
whole heck of alot of good. 

In addition, she described recent thoughts and plans to 

commit suicide. Instead, she was the only one who showed up 
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for her group counseling session, so she decided to talk 

about her plans and not act on them. 

Subject 11 made a connection between her depression and 

her panic attacks: 

I get so scared that I can't do anything and then I 
get depressed because I can't do anything and then I 
think of suicide. 

She remembered her panic attacks beginning when she was in 

first grade, when the abuse started. She became terrified in 

the classroom and ran out with her teacher trying to catch 

her. All the children laughed when she was caught and 

returned to class. Today, she experiences panic attacks most 

often when she feels trapped at work. 

Subject 11 reported that she was ill much of the time 

until she reached age 17. In addition, she often had 

nightmares and difficulty sleeping. As a child, she slept 

when she got home from school for two hours while her 

brother was at his part time job. Then she would stay up all 

night in the den watching television so that she wouldn't 

wake up finding her brother on top of her. Her dog was her 

protector but since he was not allowed to go into the 

bedrooms Subject 11 chose to stay on the couch where he 

could be with her. She indicated that she was not a good 

student primarily because she never slept well. 

Other physical difficulties reported by Subject 11 were 

joint pain, migraines, nightmares, gastrointestinal 

problems, diarrhea, nausea, and severe cramps. She 
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identified her times of premenstrual syndrome as the times 

she became the most physically violent toward others. 

Positive coping mechanisms chosen by Subject 11 

included playing football, climbing trees and other things 

related to nature, and writing. When she really wanted to 

relax, she climbed a favorite tree to her special place and 

listened to the birds. 

Subject 12 

Subject 12 was sexually abused from age 7 to 15. She 

described her mother as a "nasty, vindictive alcoholic" and 

her sexual abuse as primarily oral sex with her father who 

was a "raging alcoholic." In addition she said, "I thought 

our family was normal." 

Force was used in her sexual abuse and she reported 

feeling alot of shame from the time of the abuse to the 

present day. Subject 12 stated that she felt dirty at the 

time of the abuse, but did not feel anger at that time. 

However, she acknowledged currently feeling alot of anger 

about the abuse. She was not emotionally close to her mother 

at any time in her life and the first person she told about 

the abuse was her therapist, who responded supportively. 

When asked about the ways in which she coped with the 

abuse, Subject 12 reported abnormal eating habits, alcohol 

and drug abuse, high risk behavior, depression, anxiety, and 

some health concerns. Regarding her eating problems, she 

noted that she had binged regularly during the last 15 
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years. At age 28, she was hospitalized for a nervous 

breakdown, refused to eat during that time, and purged to 

start her day. 

Discussing her abuse of alcohol and drugs, Subject 12 

stated that she used both substances to escape her feelings. 

I was in constant feelings all the time. My skin 
would always be on fire whenever something happened. 
Alcohol just numbed me out. I could say things that I 
wouldn't normally be able to With drugs, I liked it 
alot. I had fun and felt like I belonged with the 
group. 

This subject also drove when she was intoxicated and 

made other risky choices in her behavior. She reported 

getting drunk and going home with men she did not know, 

being too trusting and thereby placing herself in dangerous 

situations, attempting suicide on more than one occasion, 

and being a homeless person in adulthood. 

Subject 12 was diagnosed as bipolar 4 years ago and has 

been on medication since then. She also participates in a 

group for people who are bipolar and stated that it had been 

a great help to her. While she still battles depression, she 

finds it manageable today. 

Concerning her experiences with anxiety, Subject 12 

described an occasion upon which she became physically ill 

because a man next to her on a city bus reminded her of her 

father. She also stated that she had experienced greater 

anxiety over the past 10 years, during which she had begun 

therapy for her sexual abuse issues. 
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Reporting her physical health to be "very good", 

Subject 12 mentioned gastrointestinal problems, arthritis, 

difficulty sleeping, and nightmares. However, she reported 

none of these as severe. Instead, she stated: "My sickness 

is depression." 

Subject 12 could not identify many positive coping 

mechanisms: 

I did take dancing lessons. I was a very bright 
student in school so I guess I threw myself into 
school stuff. But in high school.... nothing extra. 
We did have some good times when we went to my aunt 
and uncle's house on Lake Erie. That's all the 
positive stuff I remember. 

Subject 15 

Subject 15 was abused by a dance teacher, her 

grandfather, and her mother. She reported being held down 

during some of the abuse and described her feelings at the 

time of the abuse as "alot of fear and confusion." She also 

stated that she spent alot of time "trying to figure it out, 

what I had done to cause it, and how not to do that again." 

Describing how emotionally close she felt to her mother 

at the time of the abuse, Subject 15 said: 

There always was... some kind of ambiguity in feeling 
close to her but at the same time not...there were 
lots of things about her personality that I didn't 
like but yet wanting to feel close to her because 
she was my mother...growing up there was always a 
feeling that I was not as close as I was supposed to 
be...an inadequacy...because she was very close to 
her mother. 

The first people that Subject 15 told about her sexual 

abuse were friends in her adult life and their response was 
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supportive. However, she was surprised that some of her 

friends would believe her because of the positive image her 

parents have in their community. These friends told her that 

they were not surprised at her disclosure of sexual abuse 

because they "always knew something wasn't right." Subject 

15 stated: 

Today, people would be suspicious about parents who 

would never let their child go anwhere without them. 

Regarding the six coping mechanisms targeted in this 

study, Subject 15 indicated that she maintained normal 

eating habits throughout her life, tried drugs and alcohol 

but decided not to continue using them, and behaved in risky 

ways on only a few occasions. She indicated that she was 

"not a risk-taker type", never ran away from home, and never 

thought of or attempted suicide. She had few close 

relationships with men and did not date "except for those 

things that one must scrounge up a date for." 

Subject 15 had experienced depression once over a 3 

month period and an onset of anxiety over the last few years 

as she confronted her sexual abuse issues. She noted that: 

"Extreme anxiety doesn't last more than 15-30 minutes." 

Concerning her physical health, Subject 15 said she 

would rate it as "good" because she had not experienced many 

problems in the past. However, she was currently having 

difficulty with hormone medication and also noticed that "my 

body feels like it's declining into middle age years." She 

reported arthritis, back trouble, frequent headaches (not 
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migraines), difficulty going to sleep and staying asleep, 

nightmares, and gastrointestinal problems. She described 

having headaches "all the time" as a child, stating: 

It was usually a matter of when the headache was 

less severe, not that it ever actually went away. 

Among the positive ways of coping that Subject 15 used 

was going somewhere to read where there were trees and water 

but no people. She often drove in the country "to get away 

from everything" and now has a friend who also likes to get 

away in the country with a good book. Subject 15 noted that 

"...she's the kind of friend that we can be alone together 

and not have to talk or entertain each other." 

Subject 15 also enjoys music as a positive way of 

coping (she is a professional musician) and also finds that 

teaching music sometimes relieves her stress. 

Subject 16 

Subject 16 was sexually abused by her best friend's 

father and by her brother and his friends from age 6 into 

her adolescence. She was sexually assaulted by a stranger at 

age 13 and until around age 16 she dated older men who were 

usually at least in their mid-twenties. Subject 16 indicated 

that she really did not have a home so she spent most of her 

time with friends. She and her mother had a very "strange" 

relationship which she felt was best illustrated by the fact 

that when she was 15 the two of them went with two men they 

did not know to another state and lived with the men for two 

months. 
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Force was used in the sexual assault as well as with 

the older men Subject 16 dated whom she described as "pretty 

much running the show." Since Subject 16 had no adult to 

provide information, emotional support, or guidance from her 

toddler years to the present time (she is currently 19) she 

assumed the life of an adult at a very young age, dropped 

out of school at age 14, and spent much of her time going 

home with people she did not know in an attempt to find a 

place where she belonged. 

When asked about her feelings at the time of the abuse, 

Subject 16 said that she did not allow herself to feel 

anything other than "uncomfortable and weird." She did not 

experience anger over the abuse at the time it occurred but 

was currently feeling anger and sadness about it. 

During the interview, the most pronounced theme that 

became evident with this subject was an immense lack of 

information necessary to make healthy choices for herself 

regarding sex, alcohol and drugs, her physical and emotional 

health, and how to meet her basic needs. Time was taken 

during the interview for the researcher to answer questions, 

provide validation, and recommend sources of information for 

specific needs Subject 16 described. 

The first person Subject 16 told about her abuse was 

her mother, who accused her of doing something to provoke 

the abuse. At age 13 she told a therapist, however, the 

subject was not ready to discuss her abuse and discontinued 
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the therapy after only a few sessions. Currently, her 

therapy focused primarily on her use of drugs. Subject 16 

reported using all of the coping mechanisms discussed in the 

interview for extended periods of time and with a sense of 

being "driven" to use them. 

As a child, Subject 16 ate anytime she was bored. 

Currently, she reported alot of inconsistency in her eating 

habits: 

Sometimes I'll eat one meal a day and then I'll pig 
out and then I won't eat anything for a day. If I eat 
so much that I feel like I'm going to throw up, I'll 
just help myself and go ahead and do it. Sometimes I 
starve myself...my weight changes about 30 pounds up 
and down all the time. 

She also stated that she fluctuates between controlling her 

weight or obsessing about things she wants to eat. In 

addition, she reported exercising either too much or not at 

all. 

Subject 16 described her many years of drug and alcohol 

abuse as a way of coping: 

I was either aggressive and mean or depressed and 
felt sorry for myself all the time. When I drank and 
used drugs, I was able to feel better Valium and 
smoking pot helped me to relax and not feel so worried 
about everything. 

While she also used L.S.D., mescaline, cocaine, crack and 

speed, she noted that these drugs did not help her to feel 

better. Valium and marijuana were her main drugs of choice. 

This subject reported that she sometimes placed herself 

in risky situations, particularly on the numerous occasions 

when she went home with people she hardly knew, giving them 
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control of the situation. As a child she ran away frequently 

and often stayed away all night or "for a couple days." Her 

mother never reported her missing because "she was kind of 

neglectful... she was afraid they'd look at her." Subject 16 

also placed herself in risky situations by prostituting 

herself for drugs and she placed herself at risk of 

contracting the HIV virus because she received no sex 

education and did not know how to protect herself. 

When asked about suicide, Subject 16 stated that those 

thoughts would develop "out of nowhere." She stated that she 

would never make a planned attempt, but rather considered 

placing herself in situations where it might just happen, as 

in the case of an unintentional drug overdose. While she 

currently thinks often about suicide, she has established 

some safeguards in Narcotics Anonymous, her therapist, and a 

friend whom she trusts enough to share her feelings. 

Subject 16 indicated that she had suffered from 

depression for a very long time and expressed feeling 

uncomfortable about discussing it with her doctor. She had 

little information about antidepressants and the information 

she had was incorrect. 

While she did not report anxiety problems growing up, 

Subject 16 found her marriage to currently be a source of 

anxiety. Her husband, who wanted to become a therapist, 

showed his support for her by "playing head doctor." About 
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the unequal relationship her husband had created, she 

commented: 

It makes me uncomfortable, hurts my feelings, and 
makes me feel bad about myself. I feel like alot of 
our relationship is based on him trying to mold me... 
making me into this person... it's a daily routine... 
I don't want my whole life to be based around the fact 
that I'm dealing with my past. He makes me question 
myself alot...when I open myself up to somebody I 
feel anxiety...and then to have a sexual 
relationship... that's too many roles to play. I want 
an equal relationship. 

Rating her physical health as "good", Subject 16 

indicated that she did have problems with her stomach and 

was sick alot with the flu, diarrhea, and vomiting. She also 

experienced a tingling in her hands, daily headaches lasting 

most of the day, chest pains, back pain, heart problems, 

pelvic pain, pain in her hips, difficulty going to sleep, 

nightmares, and also sleeping too much. 

A positive way of coping for Subject 16 was writing 

poetry. She stated, "For a long time the only person I 

talked to was the paper." Playing an instrument in the 

school orchestra was also an occasional positive coping 

mechanism, however, she indicated that she was not very 

motivated and did not follow through with it. Only in the 

last year had she begun to take positive steps toward 

recovery. 

Subject 19 

Subject 19 was sexually abused as a teenager by her 

uncle. The abuse was primarily inappropriate and unwelcome 

touching. At the time of the abuse she felt mostly confusion 
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because there were 6 girls and 1 boy in her family, yet she 

was the only one who was abused. Other than feeling 

confusion, Subject 19 said she "packed her feelings in a box 

and hid them away in a closet until the closet finally 

exploded five years ago." 

This subject was not emotionally close to her mother 

and described her home life this way: 

My dad was never around very much. We had seven kids 
and he had three jobs. Mother is a terrible mother. She 
doesn't know how to take care of a child emotionally. 
You feed them and put them to bed and that's it. I 
stopped looking at her as mommy in the eighth grade. 
She's a better friend than a mom. So I spent very 
little time around either of my parents. If I wasn't 
with one of my sisters, I was hiding. I was 3 6 when my 
mom finally told me she loved me. 

The first person Subject 19 ever told about her sexual 

abuse was her sister, who did not believe her, called her 

"sick", and treated her "as if there was something wrong 

with me". Her sister's response influenced Subject 19 in the 

following ways: 

It kept me quiet for a long time. She was my closest 
sister in age. We shared a room...always did things 
together... and she just passed it off like "you don't 
know what you're saying." I often wondered if it was 
just me he was doing it to and, if so, what's wrong 
with me that I'm the only one he was doing it to. 

When asked about things that she did or does to excess, 

this subject stated that it had been 12 years since she had 

dated or had sex with anyone. In addition to her childhood 

sexual abuse, she had been raped at age 20, had her 

apartment broken into at age 2 7 and witnessed the man trying 

to rape her daughter, and also had been sexually assaulted 
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at age 38. Regarding men she said, "They're the last thing 

on my want list" and she currently copes by trying to stay 

away from them. 

In addition, Subject 19 noted that by being a 

compulsive overeater it was easier to keep men away. She 

reported eating to calm herself down and numb herself from 

her feelings: 

I can't stop eating. It's like a drug. When I eat I 
can swallow all those bad feelings inside. It keeps the 
guys away but I don't think I think about that as much 
as keeping the bad feelings away. 

She noted that she thought about food all the time at work 

and always kept food in her desk to feed her compulsion. She 

had never gone to the other extreme of purging or eating too 

little to remain healthy. 

There was never a period in Subject 19's life when she 

thought she drank too much and she had never used drugs. She 

did indicate that she goes out two times a year with the 

intent of getting drunk. On those occcasions, she said she 

became giggly, found everything funny, and felt that 

"everyone is wonderful" although she did not relax her 

inhibitions. 

Subject 19 cited high risk behavior as the main factor 

leading to her rape and sexual assault, because she was 

dating someone she did not know. She provided this 

explanation: 
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I think everybody is basically good. I know this 
isn't true in my head, but I still look at things very 
naively and wish they were that way. And I tend to live 
my life that way because I want it that way. And that 
has placed me at risk. 

Currently, she goes for walks alone and frequently goes 

camping by herself. She noted that she had "gotten a little 

better at picking safer places." 

One of the risks she continues to take is attempting to 

be too self-sufficient because she doesn't trust anyone. She 

indicated that she was capable of doing alot of things many 

people would not think of doing, but sometimes she risked 

hurting herself when she was not physically capable of the 

task. In situations where she had to ask someone for help, 

she reported "the biggest risk is what I think about myself 

after I have to call someone to help." She became very 

negative in her thinking about herself and often went into 

depression, which she noted was "a constant battle." 

Subject 19 stated that she had been suicidal since 

around age 10. She had a bag of pills to take if she ever 

decided to attempt it. However, she also stated that she 

never really tried to carry it out because two things always 

brought her back to reality: a nun once told her that the 

Commandment "Thou shalt not kill" was even a worse sin if 

you killed yourself, and her daughter had reminded her that 

she needed her. She also had promised her therapist that she 

would give him 3 0 days notice of any planned suicide 

attempts. 
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When asked about anxiety, Subject 19 remarked that in 

grade school she became sick two or three times a week and 

had to go home. She reported nausea, shaking, sweating palms 

and severe headaches. Currently, she notices that sometimes 

being in crowded places will trigger a panic attack. She is 

on medication for her anxiety. 

Regarding her physical health, she reported yearly 

illness since childhood with strep throat for which she was 

often hospitalized. However, she noted that this illness 

abruptly ended about six years ago when she began therapy. 

She experienced nightmares about once or twice a month for 3 

to 4 days and reported current periods of time when for 

weeks she would have to sleep with the television on as a 

way to keep the nightmares away. 

When she was younger, she slept alot and was told by 

her mother that she slept when she did not want to deal with 

something. The opposite was true at the present time and she 

was being tested for sleep apnea. The only other health 

problem Subject 19 reported was nervous bowels, which 

increased as her panic attacks became more severe. Overall 

Subject 19 rated her physical health as "good". 

Some of the positive ways of coping chosen by Subject 

19 were singing in the school and church choirs when she was 

growing up and continuing to sing in her church choir today. 

She currently belongs to a group called "Citizens Against 
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Pedofiles" and noted that when she joined this group her 

nightmares stopped. 

Subject 21 

Subject 21 was sexually abused by her uncle at age 7 

and at age 17 by another uncle. The first abuse was 

primarily oral and anal sex. The later abuse was primarily 

fondling, however, it was interrupted so this subject does 

not know what else might have occurred. Force was not used 

by either uncle, however, at a later time when she was in 

the air force, she was raped while drunk. 

She described mixed feelings about the sexual abuse 

with her uncles: 

At first it was nice to have the attention, but I 
knew it wasn't right. I guess basically I wanted 
someone to love me. 

She did not report feeling anger over the abuse at any time. 

The first person this subject told about her abuse was her 

sponsor in Alcoholics Anonymous two years prior to the 

current study and her sponsor had been very supportive in 

her recovery. 

Subject 21 had used food, alcohol, and attempted 

suicide as primary ways of coping with her sexual abuse. She 

reported turning to food when she became stressed, using it 

as a way to keep busy. She indicated that she did not binge, 

but was "more of a grazer" grabbing something to eat 

whenever sh<° passed through the kitchen. Whenever she was at 

home, she always had "some food to pick at." She had never 
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starved herself, purged, or overexercised. She just ate 

constantly. 

Subject 21 stated that when she first started drinking 

she would become "outrageous", but later she drank to "numb 

out, to not have to care about anything." She stated that 

she avoided her feelings and reality by drinking and became 

an alcoholic, for which she was currently working a 12-Step 

program. 

Regarding high risk behavior, Subject 21 indicated that 

she had never attempted to run away, turn to prostitution, 

or become sexually promiscuous. Instead, she stated that she 

"avoided sex at just about any cost." She was shy and called 

herself "pretty much a loner", noting that she always felt 

like she was different, had very low self-esteem, and relied 

mainly on herself because she did not trust others. She had 

attempted suicide at age 14 and thought about it often since 

then. While she reported that she usually did not have a 

specific plan for suicide, she stated that she went through 

alot of scenarios in thinking about it and then picked the 

best one. This is as far as she usually went. Other risky 

behavior that Subject 19 discussed included drunk driving, 

hanging out a car window riding on the highway at 80 miles 

per hour, and attempting to walk across a lake. 

She noted that she was depressed most of the time and 

was currently taking and antidepressant. She had experienced 
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anxiety on one or two occasions and identified specific 

people as the source. 

Regarding her physical health, Subject 21 said that she 

would rate it as good. She did not become sick often and 

avoided going to the doctor. She made the comment "I'm the 

mom so I can't get sick." The only health difficulties she 

had experienced were spending over half of her first 

pregnancy in the hospital, nightmares, and currently having 

trouble staying asleep. 

The positive coping mechanisms that Subject 21 used 

were reading, girl scouts, band, working on the school 

yearbook, and 4-H. However, she noted that she did most of 

it to make her parents happy. Currently, she works alot with 

children and is active in her church. 

Case Descriptions-The Extraverts 

Subject 8 

Subject 8 was sexually abused by her mother, father and 

a cousin. She noted that her father's participation was 

controlled by her mother and that her mother was the primary 

perpetrator. The abuse lasted from the time she was a 

toddler until she left home at age 18. With her mother, 

force was used as she was usually either tied down, 

handcuffed, or abused so severely that she could not move. 

When asked if she ever felt emotionally close to her 

mother, she indicated: 
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In a healthy kind of way, no. She played alot of 
head games...like when she raped me, she called that 
love. 

The unhealthy ways in which Subject 8 was close to her 

mother included role playing. When her mother wanted her to 

do something that a husband would do, she made the abuse 

less hurtful and more stimulating. However Subject 8 

remarked, "If I didn't love her the way she wanted me to she 

would use force and be more abusive". Regarding any feeling 

of pleasure during the abuse, she reported: 

If there ever was any kind of emotional satisfaction, 
you know how all kids want to please their parents... 
the rules always changed. She would have some kind of 
goal behind it for her and when we would get close to 
that goal everything would change... when I would come 
close to doing what was the response she was after THAT 
would feel good, but as time went on I would realize 
that it was never enough. 

Subject 8 turned to food, drugs and alcohol to cope 

with the abuse. She also reported long-term depression, 

anxiety, and many physical health problems. She noted that 

part of the abuse with her mother centered around food and 

her eating habits had included overeating, undereating, and 

exercising excessively many times in her life. Instead of 

binge eating, she said she tended to just eat too much 

throughout the entire day. She indicated that she did not 

focus on food and really did not even like it. She also 

noted that she probably would not have anything to do with 

food if it wasn't necessary and that it was her preference 

to not have anything to do with food for the rest of her 

lif e. 
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Part of her abuse was that her mother kept the family-

members segregated so that they did not talk to each other. 

Subject 8 was diagnosed with learning disabilities in grade 

school and the stigma attached to the diagnosis within her 

family kept other family members away from her. From an 

early age she was excluded from things other family members 

did, so she began to drink alone at age 7. The first time 

she drank she liked the warm feeling it gave her. As the 

abuse continued, she used alcohol for escape. 

As a teenager and into her early twenties, she noticed 

that when she drank too much she hung around people she 

normally would not be with and she noticed that the alcohol 

made her physically ill. Experiencing ulcers and terrible 

hangovers, she switched from alcohol to drugs. For awhile 

she got narcotics from a friend who had a free prescription 

for them, but she finally settled on marijuana because it 

did not cause hangovers or bother her stomach. Subject 8 was 

never arrested for possession of drugs or anything related 

to alcohol, however, she did remember coming out of a black-

out as she was being stopped by a policeman. She also 

frequently went to work high. Other than these actions, 

Subject 8 indicated that she did not take alot of risks. Sex 

was something she never cared for and she never placed 

herself at risk for sexually transmitted diseases. On the 

few occasions that she went home with someone she did not 

know well, she always made sure she was sober. 
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This subject commented that she had experienced 

depression and anxiety for most of her life. No place in her 

world was safe, not even her own room. The only place that 

was slightly better than her home was school, but even there 

her mother retained alot of control over her life by having 

the teachers "watch every move" she made. With no safe place 

to be, Subject 8 felt constant anxiety for most of her life. 

Regarding her health, she gave the rating of "shitty". 

She reported being sick often until the last few years and 

noted that she caught everything, had allergies all her 

life, and had vericose veins for which she had had two 

surgeries. In addition, she almost died in the hospital from 

dehydration, had surgery for cervical cancer, and had 

several eye surgeries. She also had arthritis, nightmares, 

difficulty sleeping, and suffered for years with 

gastrointestinal problems. She commented, "I'm in my 

thirties but I feel like I'm in my fifties. I feel like I've 

aged horribly." 

The only positive ways of coping that Subject 8 was 

allowed were participation in band and one social 

organization that met once a week for a few hours. These 

were the only times she could get away from her mother. When 

she was older she worked alot. In her early twenties she 

held a full time job, two part-time jobs, and took 15 

semester hours of credit in college all at the same time. 
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About her workaholism, she stated "It was more like being 

driven and I didn't know why." 

Subject 9 

Subject 9 was sexually abused by her father around ages 

4 to 6. She recalled feeling out of control, full of shame, 

and powerless over her own body. At the time of the abuse, 

her mother was living across town with her boyfriend, 

however, she was not divorced from the subject's father and 

would come over to visit her children periodically. Subject 

9 recognized that there was no bonding between them, but all 

of the children looked to their mother as their "savior", 

believing that if they could be with her they would be 

alright. 

Subject 9 commented that she did not have abnormal 

eating habits but that she did eat for comfort. She had only 

occasional periods of excessive drinking when she was 

younger and had never used drugs. 

When asked about high risk behavior, she indicated that 

there had been times when she was very promiscuous and had 

been with 2 or 3 sexual partners in one day. She said, "I 

just wanted sex. It was like a driving force...a hunger." 

She had not placed herself at risk for HIV, however. Other 

risky behavior for Subject 9 included working in the field 

of law enforcement serving as a detention officer and being 

married to a policeman. 
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Diagnosed as bipolar, Subject 9 recalled feeling 

depressed often as a child and sleeping alot. In addition, 

she remembered frequent periods of anxiety and recalled 

pacing the house before she was school age. The anxiety 

lasted well into her marriage as she continued to have 

flashbacks to her sexual abuse. 

Regarding her physical health, she reported few 

problems except sleep difficulty and nightmares. She rated 

her general health as "good". 

The two positive coping mechanisms that Subject 9 

discussed were writing and being very goal-oriented. She 

noted that she enjoys working and accomplishing her goals. 

Subject 10 

Subject 10 was sexually abused from age 7 until her 

late teens by several people including her brother, her 

mother, a teenage neighbor girl, and a married couple. The 

sexual abuse with her brother included intercourse; her 

mother gave her enemas and took pictures of her naked; the 

teenage girl fondled her and tried to make a game of it; the 

couple's abuse also included taking nude pictures of her as 

well as full intercourse. She lived with the couple for 

about a year and stated that they had convinced her they 

were teaching her about sex. She did not know that what they 

were doing to her was not normal. 

Relating her feelings at the time of the abuse, Subject 
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10 remembered being very frightened, especially when she was 

younger: 

I had enormous fear. I couldn't go to the bus stop. 
Everything was fearful to me. That lasted most of my 
life. 

Force was used when she was little. When she was older, 

Subject 10 remembered having the "damaged goods syndrome" 

and said that she felt like she was always walking around 

with a sign on her head that said "Abuse me". 

When she was abused as a teenager by her mother, she 

became very angry and had dreams about killing her mom. She 

reported that there were times when she felt close to her 

mom and loved her very much, but she knew that her mom would 

never protect her. She commented about this lack of trust: 

I couldn't trust my family at any level because you 
could be violated at any time. 

She described her mother as an alcoholic who would 

occasionally "sober up and be real sweet." 

Subject 10 did experience some pleasure during her 

sexual abuse. With the neighbor girl, she thought it was 

"sort of fun" and with the couple she realized that it was 

the first time someone had been nice to her. The couple fed 

her, gave her a place to stay, and treated her better than 

she had ever been treated before. She thought that what they 

were doing was normal. 

The first time this subject ever told anyone about her 

sexual abuse was in her early thirties at a meeting for 
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Adult Children of Alcoholics. The group provided a 

supportive place for her to begin to discuss her abuse. 

Subject 10 used food in the past and in the present as 

a way to cope with her sexual abuse. She acknowledged 

overeating which began somewhere between age 7 and 8, noting 

that in her school picture at age 8 she was about 3 0 pounds 

heavier than at age 7. She binged, but never purged or 

exercised excessively. For many years she starved herself. 

She indicated that she had used both alcohol and drugs 

to "numb out" and on one occasion stayed drunk for three 

months. She found her use of alcohol to be a problem until 

her mid-thirties. In her early twenties, Subject 10 used 

drugs very heavily: speed and cocaine and then alcohol and 

quaaludes to come down. She reported that this kind of drug 

abuse lasted only a short time, about three years. When 

asked what she gained from drugs, she stated that they gave 

her an identity with a group of people she enjoyed. She also 

believed that with this group of people she could not get 

hurt and this was a very important part of the identity she 

wanted. 

However, her use and sale of drugs led her into trouble 

with the federal authorities and she became an informant in 

order to stay out of jail. Describing her risky behavior, 

she noted: 

It was kind of a game in my mind. I was making tons 
of money selling drugs and the euphoria with the 
cocaine was the only time I felt good in my body....I 
look on it now as survival. 
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In addition, she reported having unprotected sex on a 

regular basis, driving drunk, spending more than she had, 

and writing hot checks. 

As an adolescent, Subject 10 ran away from home by 

hitchhiking to Reno, Nevada with a girlfriend. They stayed 

in a men's dormatory and she realized at that time that she 

knew it would be easy for her to become a prostitute. 

However, something drew her back home. 

At age 15, she set fire to her father's house. She also 

reported being very sexually promiscuous from age 16 to 20, 

giving this description of sex: 

It didn't mean anything to me except to get attention 
and I really had the damaged goods thing...I'm a pile 
of shit... 

At age 15, she attempted suicide by taking a bottle of 

sleeping pills. When she was in the hospital after her 

attempt, the psychiatrist came in her room and said, "Now 

you really didn't mean to do that, did you?" That was the 

extent of her therapy in the hospital. In her early twenties 

she thought often about suicide, but did not attempt it 

again. 

Subject 10 thought that she lived most of her life 

depressed until her mid-thirties and she cited the 

depression as the reason she used drugs and alcohol: 

That's why I did the cocaine... for some relief. I 
felt like a black cloud smothering me and everybody 
telling me I should be able to get over it. Clear until 
my mid-30's it was constant. I could not get away from 
it except when I used drugs and alcohol. 
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She also reported constantly thinking about her actions as 

the cause of the abuse and what she could do differently 

next time. Experiencing alot of guilt, she described her 

constant thinking process: 

I had alot of guilt. What did I do to cause this? 
I'd go back over it constantly. My mom would bust in 
the bathroom and take pictures of me and I'd go 
"Should I have locked the door?" Over and over...what 
was it I did to cause that? I always knew I was doing 
something wrong. My presence in my family caused 
something terrible. I was the scapegoat. 

Anxiety was also constant for Subject 10 and she 

currently wears a brace at night because she clenches her 

jaw too tightly. However, her anxiety has diminished and she 

stated that she feels very secure now. 

As a child, Subject 10 remembered being very 

susceptible to illness and being in the nurse's office at 

school alot. She indicated that she now believes that she 

was crying out for someone to find out about her sexual 

abuse. Health problems in her adult life included cervical 

cancer in her early twenties, arthritis, nightmares and 

sleep difficulty. She also reported "a roaring in my head, 

kind of like a vacuum cleaner" which persisted from 

childhood until she was at least age 30. This roaring was 

present most of the time but grew worse when she was with an 

authority figure. At the time of the interview, she rated 

her general health as "pretty good". 

When asked about positive ways of coping, she noted 

that her mother would not have allowed such things. She was 
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not allowed to have hobbies or to develop herself in any 

way. As a teenager, she was allowed to do some modelling 

after begging her mother for permission. However, she had to 

ask a neighbor to take her. She noted that her mother 

finally gave her permission because she thought it was a way 

for her daughter to "get a man". This was one of her 

mother's goals for her, however, Subject 10 was never 

allowed to go to dances even though her sisters and brothers 

did. Commenting about her lack of guidance and nurturing, 

she said: 

So then turn somebody out at age 18 and expect 
them to live...how horrible... trying to figure out 
just how to stay alive...with no sense of self. 

Subject 13 

Subject 13 was sexually abused by her father from age 3 

to age 7, when her father also got her brother started 

sexually abusing her. She was 4 years old when her mother 

moved with her father and her two brothers to another state 

for 6 months and left her with her grandparents. The subject 

believed that the move was an attempt to stop the sexual 

abuse but she felt rejected when her mother abandoned her to 

move with her father. At the end of the six months, the 

family returned and the abuse resumed. 

Subject 13 reported feeling abandoned, hurt, scared, 

and angry at the time of the abuse. She never felt close to 

her mother and most of these feelings were connected with 

her mother more than her father: 
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My mother knew it was going on so I was really mad 
at her...and hurt because my mom would leave me with 
him. 

The firm denial that was perpetuated by this family is 

evident in the fact that her mother denies ever having moved 

and abandoned this subject. 

Subject 13 felt safe when she was with her 

grandparents, so she spent alot of time with them. Her 

grandfather picked her up from school and spent alot of time 

with her and she stayed overnight often at her grandparents' 

house. Her grandfather was her hero and with him she could 

cry. She credited her grandmother with nurturing her and 

doing the job her mother should have done. 

Her parents divorced and her father left, but the 

sexual abuse continued with her brother. At age 15, Subject 

13 went to stay with her father for a few months and he 

tried to sexually abuse her again using force and saying 

that sex was something that fathers and daughters always 

did. The subject called her mother, who came with the police 

and took her back home. 

Subject 13 expressed alot of anger over the fact that 

presently her father has been convicted twice for molesting 

a child and his sentence was 6 months probation and a $500 

fine. No counseling was recommended. 

For most of her childhood, Subject 13 lacked 

information about healthy relationships. She had one brother 
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who did not sexually abuse her and she described her 

feelings about him in this manner: 

I didn't think my brother loved me because he never 
had sex with me. I was always mad at him for that. By 
the time I got to the age where I should have known 
right or wrong, all I knew was what I was taught. 

The first time she told anyone about any of the abuse 

was when she was 15 and her mother and stepfather had to 

come and get her at her father's house. She brought up the 

subject of sexual abuse but her mother would not discuss it. 

Instead, she took her for counseling one time. Subject 13 

never told anyone again about the abuse until she was 

married and told her husband. 

When asked about the coping mechanisms she used to 

survive her sexual abuse, she noted that for a long time she 

had to have the best of everything ("biggest car, best 

stuff"). It was very important for her to have and do more 

than everyone else and she became the "powerhouse", a 

workaholic. She reported being very "picky" about keeping 

things organized and said she detested incompetence. She 

also acknowledged that living in a family where she never 

had any control was related to her desire for control at the 

present time. 

Subject 13 reported that her eating had always been 

abnormal, that she never ate alot and rarely ate balanced 

meals. She described punishment in her family as: 
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Eating was always some kind of punishment for us. If 
we did something bad, we didn't get to eat. We also had 
a cabinet in our house that had all kinds of cakes and 
cookies that was just for our parents. We couldn't have 
it and they'd eat it in front of us. Today, I always 
have a jar of Jif in my house even though I don't like 
peanut butter...not that I'll eat it...but I HAVE it! 

She also indicated that she feared being fat because her 

mother weighs 300 pounds. She described her own weight as 

"always less than normal." 

This subject also discussed using alcohol and drugs for 

a period of time and then making a decision not to continue 

their use: 

I tried cocaine 3 or 4 weekends in a row and about 
the fourth or fifth time I said I can't do this 
anymore. I knew I would become addicted. Cocaine made 
me normal. I mellowed out and was calm and content. I 
may have now about 6 drinks a year. I've seen my father 
and brother and I just don't want to be like that. But 
it's a big struggle not to do it. 

It makes me very angry that they're doing this to me. 
They do drugs, get in trouble and then call me. That's 
why I moved and changed my phone number. 

With regard to risky behavior, Subject 13 stated that 

she had never run away from home, never was promiscuous even 

with boyfriends, did not like anyone except family to touch 

her, and had not placed herself at risk for HIV. Noting that 

she had only had one one-night stand, she said "I just never 

really needed sex." S 13's anger was what placed her at risk 

and she noted that until recently she was always angry and 

fighting. She described it as "I was always in your face to 

cover up what was really there." In addition, she also 

thought often of suicide and had attempted it once. She 
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stated that she had been depressed for quite a bit of her 

life and often had difficulty sleeping more than 2 hours per 

night. 

Regarding anxiety, Subject 13 remarked: 

I'm so headstrong that, by God, I'm not going to 
have a panic attack. I can be on the verge of one and 
talk myself out of it. Storms still trigger it and I 
get angry when I panic. 

Subject 13 rated her physical health as "terrible" and 

cited numerous health problems including migraines, 

epilepsy, gall bladder surgery, thyroid problems, joint 

pain, ovarian cysts, colitis, constant diarrhea, and severe 

menstrual cramping. She also stated: 

Hospitalizations? I can't even count. I had pneumonia 
every year when I was young, rheumatic fever, broke 
this arm 4 times, had my gall bladder out, a couple 
lumps removed, tubes tied, my kidneys almost failed and 
they thought they were going to have to fly my brother 
in from Germany for a kidney transplant. 

Regarding any use of positive coping mechanisms, 

Subject 13 reported that she and her brothers were never 

allowed to pursue anything positive. She was never allowed 

to do things or go anywhere, so she went into the woods 

alot, sat and smoked, and picked blackberries. She 

commented, "We were never allowed to be extracurricular. 

Somebody might find out something." In addition, they were 

not permitted to have toys or to play in the house. Because 

of this, she noted that she became creative, finding objects 

to serve as toys and activities to do. In her adult life, 

she noted that "I try to absorb everything and put it to 
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good use", especially in her efforts to ensure that her son 

has a safe and happy childhood. 

Subject 14 

This subject was sexually abused beginning around age 3 

by her two older brothers and some neighbor boys. The abuse 

lasted until she reached adulthood. The abuse included oral 

sex, voyeurism, faking intercourse, and playing strip poker 

(which she always lost) . 

Subject 14 did not feel emotionally close to her mother 

and found her to be very judgmental and a perfectionist. She 

felt that there was never anything she could do to please 

her mother, although she kept trying. She also reported 

feeling lonely and confused because what she learned at 

church contradicted what was happening to her at home. It 

was unacceptable to be angry in her family, therefore, she 

did not feel anger during the years of the abuse. 

Subject 14 stated that she had been diagnosed with an 

eating disorder and that this was the focus of her current 

therapy. She had starved herself for many years and 

remembered developing unhealthy eating habits while she was 

in grade school: 

Even in school when I'd take lunch money, I'd just 
throw the money away. At home I was always the last one 
at the table. It was like you can control everything 
else but you can't make me eat. 

Having only been aware of her eating disorder for four 

years, she described her feelings when it was brought to her 

attention: 
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When I had it spelled out right in front of me I cried 
because it was the only thing I had left. I had stopped 
drugs and alcohol and acting out sexually. To think I 
was going to have to give this up...there was nothing 
left. I just felt so bare. But when I looked at it, I 
realized that I had been killing myself over the years 
and it was serious. 

Each time she noticed a small bulge, she would do something 

to lose weight and for a twelve-week period she used 

colonics as a form of purging. At the end of the twelve 

weeks, she felt very weak and was not aware that colonics 

purge both toxins and healthy bacteria. When someone 

remarked that her legs were too thin, she made sure she wore 

clothing that would cover them up. 

Drinking made Subject 14 uninhibited and helped her to 

do things that she normally would do. While she was never 

arrested for anything related to alcohol she noted that, 

"This was due only to a miracle" and that she had abused 

alcohol so badly that "It was a miracle I was still alive." 

She had lost jobs because she did not show up for work after 

a night of drinking. In addition, she also used drugs to 

"numb out". 

The risks she took included "partying alot" and going 

home with someone she didn't know well. Sometimes when she 

blacked out she was not sure whom she had been with or what 

they had done. She also had prostituted herself twice 

because she needed the money. In addition, she thought about 

suicide often and began the steps in a suicide plan on one 

occasion but decided not to follow through. 
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Subject 14 noted that she did not stay depressed for 

long periods, but that she had experienced panic attacks as 

a child and as an adult up to the present time. She found 

anxiety difficult to handle and did not always recognize it 

until it had ended. When she was aware that she was 

experiencing difficulty with it in her adult life, she 

called a friend to help her work through it. The worst times 

were when she became ill, however, because she would panic 

and think that she was going to die. 

Regarding her physical health, Subject 14 said that she 

would rate it as "good". As a child, she had severe 

headaches and instead of taking medication she would hide it 

or throw it away. She had had eye surgery at age 15, three 

exploratory surgeries, and a tubal ligation, as well as 

sleep difficulty, nightmares, and gastrointestinal problems. 

Positive coping mechanisms that Subject 14 chose to use 

as a child included singing in the school choir, reading, 

daydreaming, staying out of the way, and caring for animals. 

At the time of the interview, she owned and operated her own 

cake decorating business after finally learning that she was 

creative. 

Subject 17 

This subject was sexually abused by her stepfather on a 

daily basis from the time she was a toddler until age 15. 

She grew up as a citizen of a South American country in 

which the culture dictated that children could not say no to 
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their fathers. Her mother worked to support the family while 

her stepfather stayed home with the children. Subject 17's 

two brothers were younger than she and she was required to 

take care of them from the time she was age 4. With her 

mother gone all day, this subject was left at home to try 

and defend herself against her stepfather. Whenever she did 

not do what he wanted sexually, he would fight with her 

mother and physically abuse her when she came home from 

work. The subject described the nightly routine: 

Every night after he came home from drinking, I'd 
say tonight's the night again (for sexual abuse). My 
brothers would be crying. All the bruises he gave my 
mother...I had to pretend nothing happened. With me it 
was a constant... go to school, come home, take care of 
the kids, it was like I was his wife! 

Because she was raised as a Roman Catholic, this 

subject believed that she was bad for having done sexual 

things with her stepfather. She called herself a whore and 

blamed herself for taking part in sexual acts and for 

feeling physically stimulated at times. When she was age 11, 

she was sexually abused by her uncle and another man in the 

extended family. Following this abuse, she felt as if her 

only purpose in life was to be there for men to own and 

abuse. She said, "I had my childhood taken away and once 

it's gone, you can't get it back." 

The first person she ever told about the abuse was a 

friend when she was age 20. Her friend was supportive and 

encouraged her to continue to talk about the abuse. This 
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influenced her decision to enter therapy after moving to the 

United States. 

Describing the ways in which she coped with the abuse, 

Subject 17 stated that her eating habits most of the time 

had been healthy and that she had not developed problems 

with drugs or alcohol. (She had been intoxicated 3 times 

between ages 19 and 25 and that was the extent of her use). 

On a few occasions she had taken some risks, however, 

she did not usually engage in risky behavior. Coming to the 

United States as an exchange student was the most risky 

behavior she could identify. 

Subject 17 most often coped with her sexual abuse by 

feeling depressed but acting happy. She reported sleeping 

alot, hating to be awakened as a child, not taking care of 

her physical appearance, and not being able to look at 

herself in the mirror. She kept her room a mess and 

commented, "Now I see that's how my life was...all messed 

up. " 

For many years, Subject 17 heard voices with very 

disturbing speech in her head and this was a tremendous 

source of anxiety for her. Likewise, she was afraid of the 

dark as a child and as an adult when she was home alone she 

would turn on all the lights. Silence was very frightening 

to her and she reported always fearing that she would turn 

around and someone threatening would be there. In her adult 
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life, she indicated that she cannot watch frightening movies 

or movies about anything related to the Bible. 

Subject 17 reported no health problems other than 

"really weird dreams" and difficult menstrual periods. She 

said, "I'm glad I'm so healthy because my heart has suffered 

so much". 

The positive ways that Subject 17 chose to cope with 

her sexual abuse included playing tennis, photography, 

camping, listening to music especially for the words, crying 

alot, being away from home alot as she grew older, and being 

with friends when she was in high school. About her sexual 

abuse she concluded, "The memories won't ever go away but 

the impact will change. I'm stronger now." 

Subject 18 

Subject 18 was around age 3 when she was sexually 

abused by some neighbor boys. As she grew older, there were 

other neighborhood boys who did sexual things to her and at 

age 7 her oldest brother began sexually abusing her. The 

abuse with her brother lasted until she was age 14. At that 

time, he got a car and was away from home more often. 

At age 16, this subject was molested by a friend's 

father after he got her drunk and she blacked out. When she 

awoke, she realized what he was doing. What began as play 

turned to violence before he was finished. 

Subject 18 reported that her father was killed when she 

was age 3 and she did not feel emotionally close to her 



117 

mother. Her mother was an alcoholic and never took an 

interest in anything this subject did. The only emotion her 

mother ever showed was anger. If she ever caught her 

daughter being sexually abused by her older brother, she 

would separate them and punish them both. 

When asked about her feelings at the time of the abuse, 

Subject 18 said that she was very sad and spent alot of time 

in her closet. She also felt alot of anger, shame, and 

anxiety. Some of the abuse she found pleasureable and she 

noted that all of her friendships at that time involved 

sexual activity. 

She first told her therapist about the abuse when she 

was age 2 0 and noted that the therapist believed her and was 

supportive of her as she worked through her sexual abuse 

issues. Subject 18 had initially begun therapy for her 

eating disorder about which she stated, "I use food the way 

an alcoholic uses alcohol." She reported either stuffing 

herself or starving herself. When she was in a relationship, 

she found it easier to eat and when she was not in a 

relationship she stopped eating and "speeded up with 

cigarettes and caffeine". More recently, however, she had 

been maintaining healthier eating habits since she had been 

in therapy. 

Describing her use of alcohol which began at age 11, 

Subject 18 noted: 
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Physically, I start to sweat and get real hot and 
when I drink too much I go into a black-out, so I don't 
drink too much. In high school I drank more and had 
more black-outs so I thought I don't need to be doing 
this. But I was able to be around people. The people I 
ran around with were very straight and I knew I was a 
lesbian so to fit in, I drank." 

She continued to drink heavily until age 20 and then just 

stopped. While she spent alot of time with a friend who was 

addicted to drugs, Subject 18 never used them. 

She did have a long list of risks she took as a child 

and adolescent, one of which was stealing money from her 

stepfather. Since he was wealthy, she often stole $500-$600 

at a time and realized that, as long as she had money, 

friends with a license to drive were willing to pick her up 

and help spend it. 

Subject 18 also reported driving without a license, 

racing cars, breaking into a church, skipping school, 

placing herself at risk of HIV, and frequent suicidal 

ideation upon which she never acted. 

Subject 18 indicated that she had spent the majority of 

her life depressed and anxious. However, at the time of the 

study, she reported improvement due to medication. She also 

stated that her physical health was better than ever before. 

Many of the health problems she had had in the last 10 years 

she attributed to stress from her sexual abuse. They 

included digestive problems, arthritis, several sprained 

ankles, migraines, sleep difficulty, and nightmares. 
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The positive coping mechanism she used to cope with her 

sexual abuse was bowling in a league, which allowed her to 

travel for tournaments. She developed many friends in these 

activities and cultivated some "surrogate families" with 

whom she stayed. She credited these experiences for teaching 

her independence. 

Subject 20 

Subject 20 was sexually abused by her stepfather 

numerous times over a period of 2 months at age 13. When she 

was sent to live with her father, he also sexually abused 

her and she learned that he had been sexually abusing her 

friends. She stated: 

I felt very uncomfortable going back to visit my dad 
each summer knowing he was abusing my friends. I 
couldn't look anyone in the eye. 

She remembered feeling anger and fear at the time her abuse 

occurred and then she cut her feelings off. The first person 

she told about her sexual abuse was her mother, although the 

two of them were not emotionally close. Her mother reacted 

by questioning whether she was telling the truth. When her 

mother confronted her stepfather, he accused Subject 20 of 

lying. Her mother did not pursue the issue further. 

This subject reported using humor and being very 

analytical as her ways of coping with the sexual abuse. By 

escaping into her thoughts, she avoided her feelings. She 

said, "Going into my head gave me a sense of control." She 

also took control by not eating when she was in college. Her 
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eating habits at that time included alternating between 

going on binges and starving herself until she weighed 96 

pounds. The researcher in the current study noted that she 

is well above average height. 

She described her eating habits this way: 

I'd starve myself and then I'd have this tremendous 
craving for sweets. I felt a physical craving for them 
and I'd go down in the dorm and get 6 or 8 candy bars 
and eat them all at once. Maybe I'd have 6 donuts for 
breakfast but then I wouldn't eat the rest of the day. 
I think that not eating was about control. Eating of 
the sweets, that was a physical craving...maybe every 
two weeks. 

At a later time, Subject 20 exercised between 14 and 17 

hours per week and remained very thin until recent years 

when she began taking antidepressants. She started abusing 

alcohol at age 18 and continued abusing it for 25 years 

because it helped her escape her feelings of anger and 

depression. She continued drinking heavily even while taking 

Prozac. 

The high risk behavior that Subject 20 identified 

included drunk driving and suicidal ideation. However, she 

never attempted suicide nor had she been promiscuous, 

participated in prostitution, or risked contracting HIV. 

Regarding her depression, she indicated that she "just 

numbed out" and tried to escape it through alcohol. She 

attributed on-going anxiety to the fact that she "liked 

having control" and considered herself a "perfectionist". 

She reported her physical health to be "good", with no 
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health problems and only one hospitalization in her life (a 

tonsilectomy). 

Subject 20 noted that visiting friends, being athletic, 

and playing sports served as positive coping mechanisms 

throughout her life. She attributed her physical health to 

these positive activities. 

Summary 

The following comments summarize the answers to the 

research questions. 

What coping mechanisms did women who are adult 

survivors of CSA choose to survive the abuse? 

The subjects in both groups reported using healthy and 

unhealthy ways of coping with their childhood sexual abuse. 

No significantly differing patterns of choices of coping 

mechanisms were found. Some of the healthy coping mechanisms 

used were playing sports, reading, writing, listening to 

music, traveling, cake decorating, leaving home, playing 

musical instruments, singing, joining civic organizations, 

participating in girl scouts, setting and working toward 

goals, becoming active in church, developing spirituality, 

talking about the abuse, spending time with nature, dancing, 

being with friends, doing well in school, fantasizing, and 

going to camp. These subjects became very creative in 

forming ways to survive their abuse. 

Some of the unhealthy ways in which they coped included 

developing eating disorders, alcohol and/or drug abuse, and 
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high risk behavior. Regarding the eating disorders, they 

starved themselves, binged on food, maintained heavy body 

weight to keep people at a distance, or overexercised to 

maintain a low body weight. With alcohol and drug abuse, 

they experienced black-outs, drove while intoxicated, 

attempted to do things they were not capable of doing, and 

took greater risks than they normally would have. Their high 

risk behavior included attempted suicide, placing themselves 

at risk of further sexual abuse or sexually transmitted 

diseases, driving too fast, becoming physically violent, 

running away from home, driving while intoxicated, 

attempting to walk across a lake, working in the field of 

law enforcement, selling drugs, participating in 

prostitution, burying feelings, stealing money, driving 

without a license, and breaking and entering. 

In addition, other unhealthy coping mechanisms included 

depression, anxiety, and somatic problems. Many subjects 

became stuck in depression or anxiety, or experienced 

physical illness for many years, thereby becoming less 

productive than they might have been. 

Specific somatic complaints were also similar for 

both groups. The number of subjects in each group reporting 

particular health problems is as follows: 
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Table 10 

Reported somatic complaints of the subjects in the study-

Introverts Extraverts 

Arthritis 5 5 
Diabetes 1 0 
Migraines 7 4 
Sleep difficulty 9 7 
Pelvic pain 1 1 
Nightmares 8 8 
Gastrointestinal 

problems 7 5 
Cancer 1 2 
Sinus/allergies 2 1 
Colonitis 2 0 
Eye pain 1 2 
Heart problems 3 0 
Chest pain 2 0 
Other major illnesses 4 3 

Both groups reported numbers of hospitalizations ranging 

from 0 to "too numerous to mention". Only severe or long-

lasting health problems were included. Subjects were asked 

about specific health problems following the recommendation 

of Moeller et al. (1993), who noted that there may be a 

prevalence of particular somatic complaints from adult 

female survivors of childhood sexual abuse. 

Did the introverts and extraverts differ in their 

choices of coping mechanisms? If thev differed in their 

choice of coping mechanisms, how did thev differ? 

Both groups reported use of the coping mechanisms that 

were targeted in the study and both groups primarily used 

them at the level 4 or level 5 rating, indicating a "driven" 

pattern of use for more than 7 days or on-going use of a 

severe nature. Both groups coped by using depression most 
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often. Both groups also used many other coping mechanisms, 

which were previously cited, with no differing patterns 

emerging between groups. 

Common Themes 

While the case descriptions present many common themes 

among the subjects in the current study, other common themes 

also emerged. First, most subjects indicated that they had 

received insufficient information from their parents about 

how to live, care for themselves, perform normal daily 

tasks, and form normal relationships. The concept of 

"normal" for most of these subjects included mostly 

unhealthy ways of living and the subjects did not tend to 

learn what was really normal and healthy until they started 

therapy. 

Previous studies have indicated that the ways sexual 

abuse survivors cope with the abuse may be influenced by 

numerous factors such as the age at onset, the use of force, 

the relationship of the victim to the perpetrator, and the 

duration of the abuse (Anderson et al., 1981; Courtois, 

1979; Feinauer, 1988; Finkelhor, 1979; Fromuth, 1983; 

Meiselman, 1978; Russell, 1986). Such studies have also 

reported that it is difficult to determine individual 

effects of each factor on the victim. In the current study, 

the subjects were asked at many points in the semi-

structured interview if and how they connected their choice 

in coping mechanisms to such specific factors as those 
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mentioned above. Each time a subject was asked, she was able 

to determine this type of meaning of the factors involved in 

her sexual abuse. Additional research focusing on meanings 

assigned to factors involved in sexual abuse is recommended 

since little data exists in this area. 

Recommendations 

1. It is important for future studies to note that, 

when asked, people can and do assign meaning to events in 

their lives and are capable of describing these meanings. 

Open-ended questions allow them to give their own direction 

to the discussion, conveying personal meaning which they 

assign to people and events in their environment. 

2. No control group was included in the study. 

Therefore, no information was obtained which showed how non-

abused women would rate on their use of the targeted coping 

mechanisms. Future studies may wish to include a control 

group of non-abused women. 

3. Since subjects were recruited from counseling 

agencies, it may be argued that only "successful" subjects 

participated. The study did not examine the coping 

mechanisms used by adult female survivors who have not 

sought therapeutic help. Future studies may benefit from 

including both categories to provide a broader picture of 

how these survivors coped. 

4. The small sample size in this study resulted in a 

lack of generalizability to larger samples. It is 
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recommended that future studies be conducted with larger 

sample sizes using a similar format to further validate this 

study. 

5. Mental health providers are cautioned in their use 

of the MBTI with their adult survivors of childhood sexual 

abuse, particularly when making comparisons between 

introverts and extraverts. While the MBTI may be helpful to 

individual subjects, more research is necessary to determine 

whether patterns of differences between groups with 

differing attitude preferences exist. It is recommended that 

future research in this area be expanded to include all of 

the modalities of the MBTI. 

6. The semi-structured interview format allows subjects 

to tell their stories in detail, so that other victims and 

mental health providers who work with this population may 

benefit from their experiences. This format is appropriate 

for detailed case studies and was essential for the Adlerian 

exploration of subjects' perceptions, meanings and decisions 

in the current study. It is recommended for future 

researchers who wish to use a framework for interviewing 

that also allows for flexibility and spontaneity of 

expression by subjects. 

7. One possible intervening variable that was not 

considered in this study is the use of denial by the 

subjects. The semi-structured interview did not examine the 

use of denial as a way of coping with childhood sexual abuse 
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when this exploration could have gleaned important data. 

Through the interview, data was obtained for only the coping 

mechanisms of which the subjects were aware. It is 

recommended that future researchers include a component that 

addresses the use of denial when working with this 

population because data on the use of coping mechanisms of 

which subjects are not aware is also important. 

Conclusion 

The data in this study appear to indicate that further 

research is needed to support the use of the MBTI when 

exploring possible differences between introverts and 

extraverts who are adult survivors of childhood sexual 

abuse. No significant differences between groups in this 

study were found. 

Depression was the coping mechanism used most often and 

to the greatest problematic degree by both the introverts 

and the extraverts. Perceivers in both groups showed higher 

percentages of problematic use of all of the coping 

mechanisms, while judgers in both groups showed more 

diversity of severity of use of the coping mechanisms. 

Future studies focusing on all of the modalities may find 

different results. 

In this study, Introverts showed higher percentages of 

a rating of 3 for 4 of the 6 coping mechanisms, indicating 

that they had at some time used the coping mechanisms of 

eating disorders, alcohol/drug abuse, high risk behavior, 
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and depression but had discontinued their use. Extraverts 

had higher percentages of discontinued use of anxiety and 

somatic problems. 

Introverts reported more somatic complaints, while 

extraverts reported more severe somatic complaints. The most 

often reported complaints of both groups were arthritis, 

migraines, sleep difficulty, nightmares, and 

gastrointestinal problems. 

Most of the 6 coping mechanisms were used at some time 

by the majority of the introverts and the extraverts. With 

this in mind, the data in this study seem to suggest that 

mental health providers would be wise to remain open to the 

possibility that their CSA clients may need treatment for 

difficulties stemming from combined use of many of these 

coping mechanisms in addition to therapeutic intervention 

focusing on the traumatic effects of the sexual abuse 

itself. 

From an Adlerian perspective, the perceptions formed, 

the meanings assigned and the decisions made by the adult 

survivors of childhood sexual abuse in this study are best 

told through the individual subjects' case descriptions. 

Each individual adult CSA survivor's story provides detailed 

information that may be helpful to other victims and to 

mental health providers who work with this population. The 

semi-structured interview is a methodology more consistent 

with Adlerian therapy than is the use of an instrument such 
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as the MBTI. Through data gathered in a semi-structured 

interview, each subject is presented as a unique individual 

with unique perceptions, meanings, and decisions. Use of 

instruments such as the MBTI results in placement of 

individuals into categories rather than focusing on them as 

unique. From an Adlerian perspective, it is recommended that 

future research with adult female survivors of childhood 

sexual abuse should focus on the wealth of information 

available each unique individual. 
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COVER STORY 

The purpose of this study is to obtain information that 

will be helpful to counselors who work with clients who have 

experienced childhood sexual abuse. The study is concerned 

with differences in how women coped with the abuse. You and 

other participants in the study will get a copy of the 

results when the study is completed, however, no names will 

be used. Clients will be referred to as "Client 1, Client 

2", etc. The results of this study may show the need for 

more studies about coping with childhood sexual abuse. 

If you agree to participate, you will be asked to take 

the Myers-Briggs Type Indicator (MBTI). This is a test that 

shows your interests and the ways you prefer to act on those 

interests. By understanding yourself, you can enjoy your 

life and work more. You will get a copy of your MBTI results 

and the researcher will review them with you. 

You will also be asked to have an interview with the 

researcher. The questions asked will be about your sexual 

abuse and what you did to cope. If you are currently having 

any problems and are not being helped with them, you will be 

referred to someone who can help you. 

Your comments during the interview will be kept 

confidential with one exception. The interview will be 

videotaped and five doctoral students will review it to see 

which ways you coped. It is important to have these raters 

review the tape so that more than one person's opinion is 
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given. The tape will be erased as soon as the study is over. 
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SEMI-STRUCTURED INTERVIEW 

Before we begin to discuss how you dealt with childhood 

sexual abuse, it is important to discuss the abuse itself. 

1. How old were you when the abuse occurred? 

2. How long did the abuse last? 

3. How many people sexually abused you and who were 

they? 

4. What sexual things happened? Please include anything 

that made you feel uncomfortable. Anything you were 

uncomfortable with should be considered abusive. 

5. Was force ever involved? 

6. Please describe your feelings about the abuse as you 

remember them during the times when the abuse happened? 

How have you continued to think about those feelings since 

the abuse? 

7. How close were you to your mother at the time of the 

abuse? 

8. Did any part of the abuse give you pleasure? 

9. When did you first tell someone about the abuse? 

Whom did you tell? What was their reaction? 

10. What were the ways that you chose to cope with the 

abuse? Is there anything that you did or continue to do to 

excess compared with other people? 

If we have not already discussed the following ways of 

coping, we will do so now. 
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Eating Disorders 

The first thing we are going to discuss is eating 

disorders. These are defined as anything that affects 

normal, healthy eating. Many CSA survivors turn to food in 

order to cope with the abuse. 

1. Has your focus on or use of food at any time seemed 

unusual to you? In what ways? 

2. What is the most often that you have ever thought 

about food? 

3. Have you ever binged, that is eaten a very large 

amount of food? 

4. Have you ever made yourself vomit in order to 

control your weight? Used laxatives? 

5. Have you ever eaten a very small amount of food so 

that you weighed less than you should? 

6. Have you ever exercised too much to keep your 

weight down? 

Alcohol or Drug Abuse 

Another way of coping that is often used by sexual 

abuse survivors is substance abuse, or the excessive use of 

addictive substances like alcohol and drugs. 

1. What happens to you when you drink too much? 

2. What happens to you when you use drugs? 

3. Have you ever used alcohol or drugs to escape your 

feelings? to feel a sense of belonging in a group? 

4. Were you ever arrested for anything as an 
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adolescent? for anything alcohol or drug related as an 

adult? 

High Risk Behavior 

Sometimes CSA survivors choose behavior that places 

them at risk of danger. 

1. As an adolescent, did you ever run away from home? 

2. Were you ever in court? If yes, why? 

3. Have you ever seriously thought about or done 

prostitution? 

4. Have you ever increased your private masturbation? 

Have you ever masturbated in public? 

5. Was there ever a time in your life when you were 

sexually promiscuous? acted seductively at inappropriate 

times? 

6. Were you ever shy or withdrawn toward men? Have you 

ever had difficulty trusting or relating to other people? 

7. Have you ever been pregnant? At what age? 

8. Have you ever thought about or tried suicide? If 

yes, how often? 

9. Are there any other high risk or inappropriate 

behaviors that you have tried? If yes, please describe 

them. 

Depression 

CSA survivors sometimes also experience depression. 

This means that they may be sad or feel guilty alot. They 

may also be unable to concentrate or sleep. 
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1. How often do you become depressed? 

2. Are you ever depressed more often, longer or deeper 

than you think other people are? Please describe. 

3. At the time of the abuse, do you believe that you 

acted in mainly feeling ways or thinking ways? 

Anxiety 

Anxiety is a feeling of fear that doesn't have a 

specific cause. 

1. How often do you feel anxious? Would you say that 

you have anxiety attacks? If so, how often and how long do 

they last? 

2. Are you ever afraid of people, places, or things 

when there isn't a reason to be? 

Somatic Complaints 

Physical health concerns are often experienced by CSA 

survivors. 

1. What physical problems have you had since the abuse? 

2. How many times have you been hospitalized? 

3. How often are you sick? 

4. How would you rate your overall physical health? 

Excellent, good, fair, or poor? 

Can you think of any other things you did to cope? Did 

you do anything that was positive, like artwork or music? 

Do you have any other comments you would like to make 

at this time? 
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ADVISED CONSENT 

I agree to participate in a research project that will 

study what adult survivors of childhood sexual abuse did to 

cope. The researcher has explained the purpose of this study 

to me and informed me that it involves an interview and a 

test. 

I understand the benefits and the risks involved in 

participating in this study. I know that my participation is 

voluntary, that I can withdraw from the study anytime 

without penalty, prejudice or loss of benefits, and that my 

comments and test results are confidential. I also know that 

the interview will be videotaped and that the researcher and 

five raters will review the tape. When the study is over the 

tape will be erased. 

I understand that I may contact Dr. E. Douglas Norton 

at the University of North Texas, Office of Counselor 

Education, Stovall Hall room 155, telephone number 817-565-

2 910 if I have questions or concerns about my involvement in 

this study. 

Participant Date 

Researcher Date 

This study has been approved by the Committee for the 
Protection of Human Subjects at the University of North 
Texas (817-565-3940) . 
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INTERNAL RELIABILITY SCALE 

Please rate the presence of the following constructs in 

the videotaped structured interviews: 

1 - Strongly Disagree; 2 - Disagree; 3 - Neutral; 4 - Agree; 

5 - Strongly Agree 

Eating Disorders - Client indicates the presence of 

abnormal, unhealthy eating at some time following the abuse. 

1 2 3 4 5 

Substance Abuse - Client has excessively used addictive 

substances at some time following the abuse. 

1 2 3 4 5 

High Risk Behaviors - Client chose behaviors that placed her 

at high risk. 

1 2 3 4 5 

Depression - Client described experiencing sadness, an 

inability to concentrate, insomnia, or feelings of dejection 

and guilt. 

1 2 3 4 5 

Anxiety - Client indicated experiencing fear lacking a 

clearly defined cause or a specific threat. 

1 2 3 4 5 

Somatic Problems - Client indicated frequent illness or 

rated her physical health as poor. 

1 2 3 4 5 
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