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The primary purpose of the present study was to 

investigate factors associated with childhood sexual abuse 

which mediate long-term effects. Of particular interest 

were the mediators of disclosure and its perceived impact, 

as well as variables related to the severity of the abuse. 

Also of interest were impact areas related to a history of 

molestation which have received little attention in the 

literature. 

Five hundred and seventy-five female undergraduates 

completed an extensive questionnaire with measures of family 

background, childhood and adult sexual experiences, health 

status, and psychological variables. Of these subjects, 286 

reported at least one incident of child sexual abuse. It 

was hypothesized that those females with histories of sexual 

abuse who received a positive response to their disclosure 

of abuse would demonstrate more adaptive adult functioning 

as compared to those victims receiving a negative response, 

or those who never disclosed. Significant differences were 

not detected among the three groups on the outcome measures. 



A number of reasons were explored for why these differences 

may not have been detected in the present investigation. 

Although differences were not detected for disclosure 

status, significant differences were detected between 

females reporting a history of child sexual abuse and those 

reporting no abuse on all of the outcome measures. 

Specifically, sexual abuse victims were more likely than 

nonvictims to be sexually revictimized in adulthood. 

Potential explanations for this finding were explored in a 

discriminant function analysis predicting revictimization 

status. Further, abused females had significantly higher 

levels of depression, dissociation, and perceptual 

disturbances when compared to their nonabused peers. Sexual 

abuse victims also reported more health symptoms across 

various bodily systems and had more negative attributions 

about their physical health status. Differences between the 

abused and nonabused groups on levels of perceptual 

disturbance and perceived physical health status are 

particularly noteworthy since previous research has detected 

these symptoms only through clinical samples. 
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CHAPTER I 

INTRODUCTION 

Child sexual abuse constitutes a major social problem 

as well as a major clinical problem. Many researchers have 

examined the impact of child sexual abuse, both in terms of 

initial and long-term effects. Although this body of 

research has grown considerably in the last ten years, a lot 

remains to be learned and empirically validated concerning 

the relationship between childhood victimization and adult 

functioning. Despite increased professional interest in 

child sexual abuse, further study is needed of the long-term 

consequences of child sexual abuse with respect to 

psychological and physical functioning, as well as of 

factors which mediate the outcome of abuse. 

Child sexual abuse refers to contacts or interactions 

between a child and an adult in which the child is used for 

the sexual stimulation of the perpetrator or another person 

(Vander Mey & Neff, 1982). The National Center on Child 

Abuse and Neglect defines child sexual abuse in this manner 

to include a wide range of sexual behavior ranging from 

exhibitionism to forced intercourse. 

Sexual abuse is emerging as one of the major forms of 

child abuse (Finkelhor, 1984). The National Study on the 



Incidence and Severity of Child Abuse and Neglect conducted 

from 1979 to 1980 cited 44,700 documented cases of child 

sexual abuse (Finkelhor & Hotaling, 1984) . The American 

Humane Association which serves as a national clearinghouse 

for statistics, estimated that 123,000 cases of child sexual 

abuse were reported in 1985 (Finkelhor, 1987a). However, it 

is recognized that these reported cases constitute only a 

small percentage of actual cases. Estimates of the 

prevalence of child sexual abuse range from 6% to 62% of 

female children (Finkelhor, 1987a) and from 3% to 31% for 

males. It is estimated that one out of five females and one 

out of eleven males have a childhood sexual experience with 

an individual who is at least five years older (Finkelhor, 

1979a). Although both male and female children are abused, 

the incidence of female victimization is believed to be much 

higher (Finkelhor, 1986). 

Although reporting of child sexual abuse has increased 

dramatically in the last several years, it is still believed 

that underreporting makes it difficult to accurately 

determine the prevalence of the problem. The best estimates 

of the full scope of child sexual abuse are obtained from 

community surveys of normal adults revealing their childhood 

experiences. Information from adult retrospective studies 

may provide more accurate information regarding prevalence 

rates because they contain both reported and unreported 

cases. Russell's (1983) random sample of 930 women 



indicated that 38% of women had at least one unwanted 

childhood sexual experience. In a college population of 

close to 800 individuals, 19% of females reported some form 

of unwanted childhood sexual experience (Finkelhor, 1980). 

The variability in prevalence rates can be explained by 

a number of factors. Researchers utilize varying 

definitions of sexual abuse ranging from very inclusive to 

very narrow. Additionally, varying methods of eliciting 

child sexual abuse histories such as interview versus 

survey, also effect prevalence rates. Varying definitions 

of what constitutes "childhood" abuse (i.e. experiences 

before age eighteen versus fourteen versus twelve) also 

contribute to differing estimates of child sexual abuse 

victims. 

Who are these victimized children and what makes them 

vulnerable to molestation? The answer to this question is 

not clear; however, several risk factors have been 

identified. Gender is the most obvious risk factor with 

females being four to five times more likely than males to 

be sexually victimized. The average age of the child sexual 

abuse victim is 10.5 years old. Sociodemographic variables 

such as social class and ethnicity have not been useful in 

identifying at risk groups. The racial distribution of 

child sexual abuse victims closely matches the racial 

distribution of all American children (Finkelhor and Baron, 

1986). 



Finkelhor (1979a, 1987a) has identified several high 

risk factors for child sexual abuse based on results of 

community studies. They are: 1) a child who is living 

without one of the biological parents, 2) a child whose 

mother is unavailable either as a result of employment 

outside the home, disability, or illness, 3) a child who 

reports that the parent's marriage is unhappy or conflicted, 

4) a child who reports having a poor relationship with the 

parents or being subject to extremely punitive discipline or 

child abuse, and 5) a child who reports having a stepfather. 

This last risk factor points to the issue of the offender's 

gender. Although female perpetrators do exist, approximately 

90% of perpetrators are believed to be male (Finkelhor, 

1986) . 

These risk factors point to the importance of the 

characteristics of families in which sexual abuse occurs. 

It has been suggested that a relevant variable related to 

the occurrence and outcome of child sexual abuse is that of 

family supportiveness and adaptability. Fromuth (1986) 

suggested that the relationship of sexual abuse with later 

adjustment is not solely due to the sexual abuse, but rather 

to the confounding of sexual abuse with an unsupportive or 

maladaptive family environment. 

Common characteristics have been identified of families 

in which a child is sexually victimized, regardless of 

whether the abuse was intrafamilial or extrafamilial. The 



characteristics of the family environment of child sexual 

abuse victims include: 1) emotional and financial stress 

(Finkelhor, 1984), 2) blurred role boundaries (Herman & 

Hirschman, 1981), 3) parental abuse of drugs or alcohol 

(Finkelhor, 1984), and 4) poor marital adjustment 

(Finkelhor, 1986). These families are generally less 

cohesive and adaptable (Alexander & Lupfer, 1987). Abused 

college women had families that were characterized by lower 

cohesion and adaptability, increased perception of social 

isolation, and decreased social adjustment (Harter, 

Alexander & Neimeyer, 1988). These findings point to the 

importance of examining familial characteristics of sexually 

abused individuals; however, adequate measures of family 

adjustment are still lacking. 

The purpose of this study was to examine the long-term 

effects of child sexual abuse on mental and physical health, 

as well as to explore variables which may mediate the 

consequences of victimization. In this investigation 

mediators refer to factors or variables which alter or 

contribute to the consequences of child sexual abuse. The 

mediators of particular interest in this investigation 

include disclosure and the response to the revelation of the 

abuse, as well as variables related to the severity of the 

abuse. 

This investigation used a definition of sexual abuse 

that includes both contact and noncontact sexual experiences 



for females under the age of fourteen. The type of child 

sexual experience was not restricted, as there is growing 

interest in evaluating the outcome of all types of child 

sexual victimization (Finkelhor, 1986). Intrafamilial and 
1 

extrafamilial incidents were included and there was no 

restriction placed on the relationship to the perpetrator or 

the perpetrator's age. Victimization and molestation are 

terms which will be used to signify child sexual abuse. The 

terms "victim" and "survivor" will be used interchangeably 

to identify individuals who have experienced child sexual 

abuse. 

Many varying symptoms and syndromes have been 

associated with child molestation. Symptoms associated with 

initial effects include fear, phobias, withdrawal, guilt, 

depression, somatic complaints, sexual acting out, changes 

in sleeping and eating patterns, school problems, and 

antisocial behavior (Finkelhor, 1987a). Interestingly, 

little is known about the relationship between initial 

consequences and long-term sequelae of child sexual abuse. 

No long-term prospective studies have been conducted which 

examine the relationship between initial response to 

victimization and later adult functioning. 

It has been suggested (Berliner & Wheeler, 1987; 

Newberger & De Vos, 1988) that because developmental 

processes are cumulative, early disruption by child sexual 

abuse can adversely affect subsequent phases of development. 



Young children who experience fear, anxiety, and intrusive 

thoughts associated with child sexual abuse will be at risk 

to experience subsequent difficulties in learning, 

socialization, and coping with normal developmental 

processes. These effects can become a precursor for more 

serious complications (Berliner & Wheeler, 1987). 

Finkelhor (1987b) discusses two models used to explain 

the trauma of sexual abuse. A frequently cited model in the 

recent literature is the Post-Traumatic Stress Disorder 

(PTSD) model. This model conceptualized the response to 

childhood victimization as similar to the response to other 

catastrophic events. The problems with this 

conceptualization, according to Finkelhor, is that it does 

not adequately account for all symptoms, it does not apply 

to all victims, and it does not offer a theoretical 

explanation for how the dynamics of sexual abuse lead to 

symptoms. 

An alternative model to the PTSD model is the 

Traumagenic Dynamics Model of Child Sexual Abuse (Finkelhor 

& Browne, 1985). Finkelhor and Browne (1985) propose that a 

traumagenic dynamic is an experience that alters a child's 

cognitive and emotional orientation to the world and causes 

trauma by distorting the child's self-concept, worldview, 

and affective capabilities. This model has four components, 

each with associated psychological sequelae and behavioral 

manifestations. Finkelhor (1987b) believes a strength of 
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this model is that it allows for a full accounting for the 

range of symptomatic behavior found among victims. 

The first dynamic, traumatic sexualization, refers to 

the conditions under which a child's sexuality is shaped in 

inappropriate and interpersonally dysfunctional ways. This 

dynamic refers to the conditions that are conducive to 

inappropriate development such as the child being rewarded 

for the sexual behavior and therefore learns to use 

sexuality inappropriately. Sexual abuse can vary 

dramatically in the amount and kind of traumatic 

sexualization that results. This dynamic can lead to 

confusion about sexuality, negative associations with 

sexuality, sexual dysfunction, and inappropriate sexual 

behavior. 

The second dynamic, betrayal, can operate in several 

ways. The experience of betrayal can come from the 

relationship with the offender and the discovery that 

someone on whom the child depends has caused them harm. A 

factor which may be even more important than the 

relationship to the offender is how "taken in" or tricked 

the victim feels. A sense of betrayal can also arise from 

the response of significant others, such as their failure to 

believe or protect the victim. This dynamic can lead to 

depression, mistrust, anger, vulnerability to future abuse, 

and interpersonal dysfunction. 



Stigmatization is the third dynamic and refers to the 

negative messages communicated to the child about 

themselves. The negative messages may be communicated 

directly or indirectly from the offender or significant 

others. Secrecy also conveys powerful messages of guilt and 

shame. When incorporated into the child's self image, these 

messages can lead to guilt, shame, lowered self-esteem, drug 

or alcohol abuse, self-mutilation, or suicide. 

Powerlessness, the last dynamic, has two components: 1) 

the child's will and sense of efficacy are frustrated and 2) 

the child experiences threat of injury or annihilation. A 

basic kind of powerlessness occurs in sexual abuse when a 

child's body is invaded. Powerlessness is exacerbated when 

the child's attempts to halt the abuse fail and/or the child 

fails to receive protection from powerful others. This can 

lead to anxiety, need to control, lowered sense of efficacy, 

phobias, somatic complaints, dissociation, or aggressive 

behavior. 

This model provides a useful means to conceptualize and 

account for the variety of symptoms and responses associated 

with a history of child sexual abuse. Sexually victimized 

individuals will experience each dynamic in a unique way, 

thus explaining differing reactions to what some have 

erroneously conceived to be a similar experience for all 

victims. 
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Historically there has been some debate as to the 

severity of the aftereffects of sexual victimization. Some 

clinicians and researchers are of the opinion that the 

aftereffects have been greatly exaggerated (Farrell, 1982; 

Henderson, 1983; Nelson, 1981; and Sandfort, 1982, as cited 

in Browne & Finkelhor, 1986). However, current opinion, 

which is more strongly supported by the empirical 

literature, is that child sexual abuse is a common problem 

with serious consequences (Alter-Reid, Lachenmeyer, Sigal, & 

Massoth, 1986; Browne & Finkelhor, 1986; Finkelhor, 1987b; 

Herman, Russell, & Trocki, 1986). Greater understanding of 

the developmental impact of child sexual abuse is needed to 

direct research, prevention, and treatment. Increased 

knowledge of the complex relationship among factors 

contributing to the long-term impact of child sexual abuse 

will facilitate implementation of more effective prevention 

and treatment efforts. 

Psychological and emotional variables, interpersonal 

adjustment, and sexual functioning have been studied most 

often in connection with the effects of sexual molestation. 

Physical symptoms and health have not received as much 

attention in the literature, but are of interest in this 

investigation, because preliminary findings do suggest a 

link between childhood victimization and adult health. 

Although these broad areas are clearly not discrete, they 

will be used to categorize general classes of outcome. A 
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review of the findings in these areas follows. 

Subsequently, a review of variables which may mediate the 

consequences of victimization will be presented. 

Psychological and Emotional Bffects 

Depression is the symptom most commonly reported among 

adults molested as children. This finding has been 

supported by research utilizing community samples (Bagley & 

Ramsey, 1985;) and college samples (Briere & Runtz, 1985; 

Sedney & Brooks, 1984). Clinical samples also indicate that 

depression and other forms of mood disturbance are 

extremely common among sexual abuse survivors (Jehu, 1989) . 

Self destructive behavior among sexual abuse survivors 

is also common. Of individuals seeking services at a 

community counseling center, 51% of the sexual abuse victims 

versus 34% of nonabused clients, had a history of suicide 

attempts (Briere, 1984). Sedney and Brooks (1984) found 

that 39% of those college students with child sexual 

experiences had thoughts of hurting themselves, compared to 

only 16% of nonabused undergraduates. Sixteen percent of 

these individuals had made at least one suicide attempt in 

contrast to only 6% of their nonabused peers. In a sample 

of twenty-seven sexually abused adolescents, nine had at 

least one suicide attempt and sixteen had engaged in some 

form of self mutilation (Lindberg & Distad, 1985b). 

Chemical abuse is one form of self destructive behavior 

that has been linked to a history of child sexual abuse. 
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Coleman (1982) discussed the link between chemical abuse and 

family intimacy dysfunction and reported that high 

percentages of females seeking treatment for alcoholism were 

victims of incest. 

Singer, Petchers, and Hussey (1989) compared adolescent 

psychiatric inpatients with and without a history of child 

sexual abuse to investigate the relationship between sexual 

abuse and substance abuse. These researchers found the 

abused group to use cocaine and stimulants more regularly, 

to report greater frequencies of alcohol and drug usage, and 

to report more drunkenness and times high on drugs than 

their control counterparts. These researchers hypothesized 

several factors that may contribute to increased usage among 

this population, and although they specifically referred to 

adolescents, it seems quite plausible that these same 

factors may account for adult usage as well. They suggested 

that chemical usage allows individuals to enhance self-

esteem through gaining peer group acceptance, while avoiding 

interpersonal closeness. Chemicals may help deal with 

emotions of anxiety, depression, and anger. They identified 

chemical usage as a progression of coping, in that victims 

often alter their internal experience to deal with their 

victimization and the tendency to dissociate or distance may 

predispose them to drug and alcohol usage. 

Anxiety and tension are often observed in response to 

child sexual abuse (Gorcey, Santiago, & McCall-Perez, 1986). 
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Briere and Runtz (1987) compared abused and nonabused women 

seeking services at a community service center. They found 

that clients with sexual abuse histories experienced more 

anxiety-related problems than did their nonabused peers. 

They suggested that such symptomatology may represent 

classically conditioned responses to victimization that 

persist into adulthood. 

Of the many defense mechanisms used to deal with sexual 

abuse, dissociation may be used by the more severely abused 

(Braun, 1989). Dissociation is a complex 

psychophysiological process marked by a failure of the 

integration of thoughts, feelings, and behaviors into the 

normal stream of consciousness. Although dissociation may 

be thought of as a coping mechanism, it is included in this 

section because it can be considered a negative outcome of 

victimization when it becomes a pervasive style and 

.interferes with adaptive functioning. Although often 

reported in clinical descriptions, only a few empirical 

studies have investigated this symptom as a form of adult 

post-abuse trauma. 

In a clinical sample of females, those with a history 

of abuse were more likely to report dissociation (Briere & 

Runtz, 1987). Among college students, dissociation and 

somatization were the two forms of symptomatology most 

predictive of abuse status (Briere & Runtz, 1988). 
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Ellenson (1985) has described a post-incest syndrome 

characterized by the presence of nightmares, obsessions, 

dissociation, phobias, and perceptual disturbance. An 

intriguing aspect of this syndrome which has not been 

subject to empirical examination is that of perceptual 

disturbance. Ellenson (1986) reported that during mental 

status examination of approximately 60 adult survivors of 

incest, 100% reported varying degrees of perceptual 

disturbance in the form of hallucinations. 

Hallucinations can be divided into psychosensorial, 

which consist of imagination plus involvement of a sense 

organ, and psychic, which involve imagination without 

sensory stimulation (Ellenson, 1985) . Psychosensorial 

hallucinations are generally considered more severe because 

of the experience of being perceived through a sense organ 

(Ellenson, 1985). Ellenson described commonly reported 

hallucinations of sexual abuse survivors which occur in all 

sensory modalities. These hallucinations are generally 

related to the trauma such as seeing shadowy figures, 

hearing voices or cries, or being touched. 

The negative impact of childhood victimization on adult 

self-concept has received strong empirical support. Eighty-

seven percent of Courtois' (1979) community sample of incest 

victims reported that their sense of self had been 

moderately to severely affected by the experience of sexual 

abuse. Feelings of isolation and alienation were still 
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suffered by 73% of this same community sample (Courtois, 

1979). Sixty percent of incest victims in a clinical sample 

were reported to have a predominantly negative self-image 

(Herman, 1981). These incest survivors all reported a sense 

of being stigmatized by their victimization. 

Child sexual abuse has not only been associated with a 

number of adult symptoms, but also with several syndromes 

and diagnostic categories. Post-traumatic stress disorder 

(PTSD) has been identified as a potential consequence of 

child sexual abuse (Deblinger, McLeer, Atkins, Ralphe, & 

Foa, 1989; Lindberg & Distad, 1985a; Patten, Gatz, Jones, & 

Thomas, 1989). A PTSD model has been used to understand the 

symptoms associated with molestation (Finkelhor, 1987b). 

Increasingly, evidence suggests that many individuals 

diagnosed with Borderline Personality Disorder have 

histories of child molestation (Gross, Doerr, Caldirola, 

Guzinski, & Ripley, 1980; Herman, et al., 1986). The range 

of dissociative disorders including the more severe 

pathology associated with Multiple Personality Disorder 

(MPD), has also been related to a history of child 

victimization (Braun, 1989). The DSM-III-R (1987) lists 

child sexual abuse as a predisposing factor for MPD. 

Interpersonal Functioning 

Hostility, difficulty trusting others, fear of men, and 

parenting difficulty (Browne & Finkelhor, 1986; Goodwin, 

McCarthy, & Divasto, 1981) have all been identified as 
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sequelae of child sexual abuse. Other areas of social 

functioning that have been linked to a history of sexual 

abuse include prostitution, religious practices, and 

vulnerability to sexual revictimization (Browne & Finkelhor, 

1986). 

In a national survey of 2626 American adults, those who 

reported a history of child sexual abuse involving 

penetration were more likely to report disrupted marriages, 

dissatisfaction with their sexual relationships, and a 

tendency to be religious nonpractitioners (Finkelhor, 

Hotaling, Lewis, & Smith, 1989). These results were true 

for both males and females in the sample. 

Molestation during childhood appears to dramatically 

increase the risk for sexual victimization later in life 

(Fromuth, 1986; Alexander & Lupfer, 1987; Zetzer, 1990). 

Estimates vary as to what percentage of sexually abused 

children are sexually revictimized. Zetzer (1990) found 

that 16% of female college students with a history of sexual 

abuse had experienced at least one attempted rape and that 

6% of survivors experienced at least one adult rape. In 

comparison, only 3% of females without a history of sexual 

abuse experienced an attempted rape and only 1% experienced 

adult rape. In a community sample, 37% of women sexually 

abused in childhood were raped as teenagers or adults 

(Gorcey, et al., 1986). Russell (1983) found that up to 68% 
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of females sexually abused as children experienced some 

level of sexual revictimization. 

Although this clearly seems to be a consistent finding, 

the mechanisms that contribute to this vulnerability are not 

well understood. It has been suggested that the childhood 

victimization causes an internalized devaluation of the 

self. This sense of unworthiness may contribute to other 

experiences of victimization due to feelings of deserving to 

be used, devalued, and humiliated (Hamilton, 1989). Among 

fifty-two previously abused women seeking treatment, several 

beliefs were detected which indicated the need to 

subordinate their individual rights. These included beliefs 

such as, "I've already been used so it doesn't matter if men 

use me," endorsed by 54%; "I don't have the right to deny my 

body to any man who demands it," endorsed by 48%; and "No 

man could care for me without a sexual relationship," 

endorsed by 86% (Jehu, 1989). Although these findings are 

based on a relatively small clinical sample, if victims do 

in fact endorse such ideas, these beliefs may contribute to 

later vulnerability. 

Sexuality 

Almost all clinical studies reveal sexual difficulties 

for adults molested as children, but more nonclinical 

studies are needed to clarify this relationship (Browne & 

Finkelhor, 1986). Tsai, Feldman-Summers, and Edgar (1979) 

compared three groups of women on sexual adjustment 
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measures; 1) sexual abuse victims seeking therapy, 2) sexual 

abuse victims not seeking therapy and considering themselves 

well adjusted, and 3) a nonvictimized matched control group. 

Results indicated that the "well-adjusted" victims were not 

significantly different from the control group on measures 

of overall and sexual adjustment, but the victims seeking 

therapy did show differences. They experienced orgasm less 

often, reported themselves to be less sexually responsive, 

obtained less satisfaction from their sexual relationships, 

were less satisfied with the quality of their close 

relationships with men, and reported a greater number of 

sexual partners. Similarly, in a clinical sample, 87% were 

classified as having had a problem with sexual adjustment at 

some time since the molestation, as compared with 20% of 

outpatients without a history of sexual abuse (Meiselman, 

1978). 

Mixed findings regarding sexual functioning have 

resulted from research with nonclinical samples. In a 

nonclinical sample of women recruited through newspaper 

advertisements, among those with a history of sexual abuse, 

the most commonly reported problem was fear and distrust of 

men and difficulty with sexual functioning (Gorcey, et al., 

1986) . Courtois (1979) noted that 80% of incest survivors 

reported an inability to relax and enjoy sexual activity, 

avoidance or abstention from sex or a compulsive desire for 

sex. College students with a history of child sexual abuse 
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reported significantly lower levels of sexual self-esteem 

than their nonabused classmates (Finkelhor, 1979a). Fromuth 

(1986) did not find differences in a college sample when 

comparing abused and nonabused females on measures of sexual 

adjustment. Fromuth (1986) hypothesized that due to the 

young age of subjects in college samples, sexual 

difficulties may have been difficult to detect. 

Physical Health 

Although the relationship between child sexual abuse 

and physical health has not been studied as extensively as 

psychological functioning, research is beginning to explore 

this relationship. Several researchers have noted an 

association between a history of child sexual abuse and 

somatization, physical symptoms, and medical complaints in 

adulthood (Rimza, Berg, & Locke, 1988). 

According to early psychoanalytic theory, physical 

symptoms or disorders for which no organic factors could be 

identified were labeled psychosomatic. This early 

conceptualization was considered within the narrow confines 

of mind-body dualism. Major changes have occurred in the 

historical conceptualization of psychosomatic illness. More 

recently research has demonstrated the importance of factors 

such as mental health, social environment, and life events 

in relation to physical health (Gilbert, 1988). Today it is 

generally accepted that there is an interactive relationship 

between physical and psychological functioning. 
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Somatization has been defined as distress arising from 

perceptions of bodily dysfunction (Derogatis, 1973, as cited 

in Briere & Runtz, 1988). Implicit in the notion of 

somatization is the preoccupation with bodily function. 

Such heightened concern among sexual abuse survivors may be 

expected for a number of reasons. Somatic symptoms may 

arise in part from the experience of physical invasion and 

vulnerability usually involved in sexual victimization. 

These experiences may increase the salience of bodily 

stimuli especially increasing awareness of sensitivity to 

pain or sensation in sexual regions. This may produce 

symptoms such as the chronic pelvic pain found in many 

female sexual abuse survivors (Walker, Katon, Harrod-

Griffith, Holm, Russo, & Hickok, 1988). 

Preliminary results of a National Institute of Mental 

Health (NIMH) study indicate that sexual abuse may in fact 

have an effect on physical development (Putnam & Trickett, 

1990). It has been hypothesized that early sexual activity 

may produce alterations in hormonal profiles associated with 

earlier initiation and/or transition through puberty. 

Initial analysis in a longitudinal study has provided some 

support for earlier development of secondary sexual 

characteristics among female sexual abuse victims. 

Although these are only preliminary findings, this does 

offer an intriguing first look at the connection between 

sexual abuse and physical status. 
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Although scant, some research has supported a 

relationship between child sexual abuse and adult health. 

Briere and Runtz found that of 278 undergraduates, those who 

reported child sexual abuse had higher rates of somatization 

than those who had not been abused. As mentioned earlier, 
i 

they found somatization to be one of the two forms of 

symptomatology most predictive of a history of abuse in a 

college population. Morrison (1989) compared females with 

somatization disorder with those with affective disorder and 

found that those with somatization disorder had reported 

significantly more child molestation. 

Chronic pelvic pain is often defined as pelvic pain 

that persists for more than two to six months (Reiter & 

Gambone, 1990). Chronic pelvic pain is one of the most 

common presenting problems in gynecology clinics 

(Cunningham, Pearce, & Pearce, 1988). When comparing 106 

females referred for chronic pelvic pain to 92 pain-free age 

matched control patients, Reiter and Gambone (1990) found 

that the patients presenting with chronic pelvic pain were 

significantly more likely to have experienced previous 

psychosexual trauma (including incest, molestation, and 

rape). Several researchers have found a link between this 

particular medical complaint and previous sexual trauma 

(Cunningham, et al., 1988; Haber & Roos, 1985). 

In a study of approximately sixty women Cunningham, 

Pearce, and Pearce (1988) found that those women with a 
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history of child sexual abuse had significantly more 

frequent complaints of a variety of medical problems. 

Noting a previously found link between sexual abuse and 

pelvic pain and other gynecological problems, this study 

also revealed a link to other medical complaints including 

headaches, spastic colitis, heart palpitations, and asthma. 

These abused women were also more likely to have sought help 

for reproductive and digestive system problems. They were 

also more likely to have sought medical help in the last six 

months. 

Medical histories of seven patients who had experienced 

sexual abuse were explored to determine whether these 

patients were more vulnerable to physical symptoms (Arnold, 

Rogers, & Cook, 1990). Among these seven females, all of 

whom were under the care of a psychiatrist, a history of 

fifty-four operations was found with only sixteen of those 

fifty-four uncovering any organic abnormality. This 

indicates that thirty-eight of the operations may have been 

in response to psychological distress (Arnold et al, 1990). 

Although this study had a very small sample and no control 

group, these findings are compelling in suggesting that 

somatic complaints may be common among sexual abuse 

survivors, and extremely costly in terms of unnecessary 

medical procedures. 

At present, the evidence is beginning to point to the 

existence of a link between child sexual abuse and adult 
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health. Most of the research to date on this issue has 

involved small clinical samples. The need to address the 

question of whether there is a relationship between adult 

health and child sexual abuse in a nonclinical sample is 

clear. If a link between physical health and child sexual 

abuse can be clearly established, health care providers will 

be better informed and better able to properly treat 

patients with a history of child sexual abuse presenting 

with multiple somatic complaints. The cost to these 

survivors in terms of unnecessary and dangerous medical 

procedures as well as their continued untreated emotional 

pain is tremendous. 

Mediators 

While considering the different outcomes that have been 

reviewed and linked to childhood victimization it is 

important to next consider factors which mediate the effects 

of child sexual abuse. Victims demonstrate very different 

outcomes in response to child sexual abuse. It is important 

to bear in mind that although a history of child sexual 

abuse appears to be a risk factor for difficulties in adult 

life, it is not inevitable (Finkelhor, et al., 1989). A 

variety of factors are believed to moderate the impact of 

childhood sexual experiences. To address this issue two 

main areas will be reviewed which are believed to be 

potential mediators of the outcome to child sexual abuse. 

These are variables related to the severity of the abuse and 



24 

variables related to disclosure and the external response to 

the victimization. 

In a study of over one hundred child sexual abuse 

survivors, Wyatt and Newcomb (1990) found support for both 

mediated and direct effect models of child sexual abuse on 

adult functioning. Long-term negative outcome of abuse was 

directly affected by a close relationship to the perpetrator 

and to severity of the abuse. Immediate negative response, 

self-blame, and nondisclosure were factors which had a 

mediational effect upon long-term negative outcome. 

The Wyatt and Newcomb (1990) study served as a model 

for the present investigation, with several notable changes. 

In the Wyatt and Newcomb (1990) study the outcome measure 

appeared to be the victim's self-rating of the effect of the 

abuse, this study used more objective and comprehensive 

outcome measures. A mediator used by Wyatt and Newcomb was 

disclosure, this study assessed not only whether disclosure 

occurred, but also the survivor's perception of the impact 

of the disclosure. 

Abuse Severity. The characteristics of sexual abuse 

can vary across many dimensions. Herman, Russell, and 

Trocki (1986) compared two groups of adults sexually abused 

as children, one group from a random community sample and 

the other a clinical sample. Approximately one-half of the 

women in the nonclinical sample reported being fully 

recovered from the trauma. The likelihood of a good 
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recovery appeared to be highly related to the nature of the 

abuse experience. Non-forceful sexual contact which did not 

involve intrusive physical violation and that occurred once 

or infrequently were the least likely to result in lasting 

harm. In contrast, women who experienced forceful, repeated, 

prolonged abuse or severe physical violation were very 

likely to report persistent difficulties in adulthood. This 

is also true for those abused by fathers or stepfathers. 

These researchers found that those women in the clinical 

sample tended to have had the more severe experiences. 

The age at which a sexual assault occurred has also 

been found to play a role in the long-term adjustment of the 

victim (Murphey, Kilpatrick, Amick-McMullan, Veronan, 

Paduhovich, Best, Villeponteaux, & Saunders, 1988). 

Compared to nonvictims, women sexually abused prior to age 

twelve displayed anxiety symptoms and revealed more 

psychological symptoms on global mental health measures. 

Women victimized between ages twelve to seventeen had 

elevated levels of obsessive-compulsive symptoms, heightened 

interpersonal sensitivity, increased levels of anxiety and 

hostility, and paranoid ideation. Adult women who were 

sexually abused in childhood and later revictimized by an 

adult sexual assault have significantly higher levels of 

psychological distress than nonvictims. They also 

experience more distress than females victimized only in 

childhood or only as adults. 
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Consistent with the current scientific literature, the 

most damaging sexual abuse appears to be that associated 

with longer duration, greater use of force, closer familial 

or emotional relatedness, higher number of molesters, and 

greater sexual intrusiveness (Briere & Runtz, 1988; Herman 

et al., 1986). Certain attributes of the victimization 

experience such as degree of invasiveness and relationship 

to the offender seem to be important mediators of the 

consequences of abuse. 

Disclosure and perceived impact. Factors associated 

with the external or outside response to child sexual abuse 

may prove to be important in mediating the effects of 

victimization. Unfortunately, this area has not been the 

focus of many empirical investigations. A factor that has 

received minimal attention is that of disclosure, which 

refers to the revelation of the sexual abuse incidents to 

others. Little is known about factors which contribute to 

victims' revelation of abuse and the impact of the 

revelation on their long-term adjustment. 

Attachment theory provides a theoretical rationale for 

why the response to disclosure may be important. Attachment 

is a biologically based bond with a caregiver that serves 

the survival function of protection. It is universal and 

evident during times of stress during childhood (Alexander, 

1992) . Bowlby (1973) contends that an internal working 

model develops on the basis of experiences with attachment 
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figures. The child develops expectations about their role 

in relationships, viewing themself as worthy versus 

unworthy. He also develops expectations about the role of 

others as trustworthy, consistent, and accessible or 

conversely as untrustworthy, unresponsive, and uncaring. An 

individual's sense of self, which is a psychological 

construct that organizes the experiences of the individual, 

emerges out of the transactions between the individual and 

significant others (Cole & Putnam, 1992). One aspect of 

self that is speculated to emerge from these transitions is 

that of self-regulation. Children learn to soothe and 

comfort themselves from their caregivers and thus learn the 

self-regulation of adulthood. If comfort is not received 

from caregivers, it is disruptive to the development of 

adaptive adult functioning. 

Children are likely to seek comfort, protection, and 

validation from important attachment figures at times of 

crisis. If nurturance is not forthcoming, one can speculate 

that the internal model or sense of self is significantly 

impacted. If a child discloses sexual abuse and is not 

believed, protected, or supported then one could predict 

that his view of self and view of others will be negatively 

affected. 

It is known that victims tend not to disclose their 

victimization until years later (Finkelhor, 1979a; Russell, 

1983). When child victims do reveal their abuse, the 
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disclosure generally precipitates a crisis for the child and 

family. A number of factors may contribute to a successful 

adaptation to this turning point in a child's life. Social 

support, high self-esteem, and affective support from 

parents have been cited as protective mechanisms against 

vulnerability. Bowlby's observation (1973) that attachment 

behavior grows stronger during times of trouble or crisis, 

supports the finding that parents are important to their 

children's ability to cope. At the time of disclosure when 

support, acceptance, protection, and reassurance are most 

needed, parents often respond with disbelief, rejection, or 

blame (Summit, 1983, 1989). This is especially true in 

incest cases. Among intrafamilial cases of abuse, maternal 

support of the child has been found to vary in predictable 

ways according to the intensity of the mother's relationship 

with the perpetrator, with mothers being more supportive as 

the relationship with the perpetrator becomes more distant 

(Everson, Hunter, Runyon, Edelsohn, & Coulter, 1989). 

In their review of the literature, Browne and Finkelhor 

(1986) concluded that the assumption that children who feel 

compelled to keep the abuse a secret suffer greater psychic 

distress has not been confirmed. They also noted that 

studies designed to address the impact of parental reaction 

to the event have only dealt with initial effects. Negative 

parental reactions have been found to aggravate the trauma 
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in sexually abused children; however, studies of long-term 

effects of disclosure are rare. 

The Tufts New England Medical Center report (1984) 

indicated that lack of maternal support was associated with 

increased behavioral disturbance among child victims. In 

another investigation of the relationship between maternal 

support and child mental health functioning (Everson et al, 

1989), it was found that level of maternal support was more 

strongly predictive of the child's initial psychological 

functioning than were the type or length of the abuse or the 

perpetrator's relationship to the child. This study, in 

contrast to the Tufts study, found that children receiving 

low support manifested more internalized symptoms such as 

depression and poor self-image. 

Retrospective studies also tend to support a link 

between a positive response at disclosure and later adult 

functioning. In a study of twenty-one women sexually abused 

as children several factors were cited which contributed to 

adult adjustment (Brunngraber, 1986). Having a close, 

trusting, and supportive relationship with family members 

and friends helped victims overcome their distrust and fear. 

Similarly, discussing their experiences with others helped 

the women feel less isolated. Success experiences, such as 

school achievements, were also identified as helping the 

victims maintain a sense of competency. In another study, 

sexual abuse survivors who considered themselves well-
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adjusted attributed their adjustment to support they 

received from family and friends in the form of assurances 

of being worthwhile individuals and not being at fault for 

their victimization (Tsai, et al, 1979). 

Wyatt and Mickey (1987) found that in a sample of 

sixty-one females who had been sexually abused as children, 

negative attitudes toward men were not related to the 

severity of the experiences, if nonabusing parents and 

others supported the victims upon disclosure. They 

suggested that a supportive response may validate the 

victim's perception that a traumatic event has occurred and 

minimize self-blame. Given this evidence, it does seem 

conceivable that a supportive response could moderate the 

effects of child sexual abuse (Conte & Schuerman, 1987b). 

The reason for the relationship between support at 

disclosure and adult functioning may be due to the fact that 

when an event is disclosed and support received, it allows 

for information processing to occur. It is no longer 

necessary for the child to work at keeping the event in or 

out of awareness, thus depleting psychic energy and 

interfering with development (Hartman & Burgess, 1986, 

1988). Disclosure may represent the beginning of the 

"working through" process (Haller & Alter-Reid, 1986). 

Summary of Current Findings 

It has been established that sexual abuse is a common 

problem, with estimates suggesting that one out of five 
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females and one out of eleven males will be sexually 

victimized sometime during childhood (Finkelhor, 1979a). 

Available data suggests that sexual abuse is not only 

common, but a serious problem associated with very 

disturbing consequences for a substantial proportion of 

victims. This evidence comes not only from clinical samples 

where problems would be anticipated, but also from 

nonclinical samples where victims show identifiable degrees 

of impairment. When compared to nonvictims, individuals who 

have been victims of child sexual abuse appear to be at 

greater risk for mental health and adjustment problems in 

adulthood (Browne & Finkelhor, 1986). 

Females victimized as children are more likely to 

manifest depression, engage in self destructive behavior, 

have feelings of isolation and stigmatization, have poor 

self-esteem, and have a tendency toward sexual 

revictimization and substance abuse (Browne & Finkelhor, 

1986). Agreement is less consistent regarding sexual 

dysfunction, with consistent support for this outcome 

reported in studies utilizing clinical samples, but not in 

nonclinical samples. Research to date on the relationship 

between health outcome and child sexual abuse has been 

conducted with small clinical samples, therefore the link is 

somewhat tentative. 

Although it has been demonstrated that serious 

psychological and interpersonal consequences can follow 
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child sexual abuse, further research is needed to understand 

who is most negatively impacted and why. Variables related 

to the abuse have been examined as they effect outcome; 

however, many questions remain. Speculation on the 

relationship between outcome and several aspects of the 

abuse have included: duration of the abuse, relationship to 

the offender, type of sexual act, level of force, age of 

victim, age of perpetrator, and disclosure. 

The relationship between the duration of the abuse and 

outcome is unclear. The clinical assumption that the longer 

an experience continues, the more traumatic the effects, has 

not been consistently supported by the empirical literature. 

In their review of the literature Browne & Finkelhor (1986) 

found that four of nine studies supported the notion that 

the longer the duration of the abuse the greater the impact 

(Bagley & Ramsey, 1985; Freidrich, Urguiz, & Beilke, 1985; 

Russell, 1983; Tsai, et al., 1979). However, three other 

studies did not find this relationship (Finkelhor, 1979; 

Langmeade, 1983 as cited in Browne & Finkelhor, 1986; Tufts, 

1984). Interestingly, one study reported an association 

between longer periods of abuse and less adult trauma 

(Courtois, 1979). This lack of consistency may be due to 

the close tie between duration and other aspects of the 

experience, such as the type of sexual activity, making it 

difficult to study duration independently of other factors. 

Recent studies, (Briere & Runtz, 1988; Herman, et al, 1986) 
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have provided further support for a longer duration of abuse 

to be associated with more negative impact, suggesting a 

definite trend in this direction. 

Mixed results have been reported on the impact of the 

victim's relationship to the offender. It has been 

suggested that the degree of trust and betrayal experienced 

by the victim may be more important than simply examining 

the relationship to the offender (Finkelhor, 1987b). For 

example, abuse by a trusted neighbor may be more devastating 

than abuse by a distant uncle. This may explain why 

relative versus nonrelative status has not been a consistent 

predictor of trauma (Browne & Finkelhor, 1986). Evaluating 

not only the relationship, but also the degree of trust and 

betrayal may yield more meaningful and consistent results. 

However, one consistent finding has been that abuse 

perpetrated by father or a father figure has been associated 

with greater trauma (Bagley & Ramsey, 1985; Briere & Runtz, 

1988; Finkelhor, 1979; Russell, 1983). 

A number of studies concur that the more invasive or 

"intimate" the sexual activity, the more traumatic the event 

(Herman, et al., 1986; Peters, 1988; Russell, 1986). Bagley 

and Ramsey, (1985) found level of invasiveness to be the 

most powerful predictor of adult mental health. Conflict 

still exists whether intercourse/penetration is more 

damaging than genital contact not involving penetration 

(Browne & Finkelhor, 1986). 
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Along with increased invasiveness, higher degrees of 

force used to enact the molestation have been associated 

with more deleterious effects (Briere & Runtz, 1988; Herman 

et al, 1986). Although some contradictory findings have 

also been noted, Browne and Finkelhor (1986) believe that a 

high degree of force is a traumagenic influence on outcome. 

An unresolved issue involves the impact of the age of 

the victim. Younger children may be protected by their 

naivete, yet, traumatized by their impressionability. Older 

children may have more resources available to cope with the 

experience, but be more traumatized by their awareness of 

the stigma attached. Because age interacts with so many 

other factors, it is therefore hard to isolate and examine, 

and the relationship between age at victimization and 

outcome remains unclear. It should not be a question of 

what age is associated with more negative effects, but 

rather how differing ages at victimization correlate with 

differing outcomes. There is some support that the age of 

the perpetrator is related to outcome with adult 

perpetrators having more of a traumatic effect than 

adolescent perpetrators (Finkelhor, 1979; Fromuth, 1986). 

Little work has been done to identify protective 

mechanisms which may ameliorate the effects of abuse 

experiences. Few studies have addressed the relationship of 

disclosure to outcome. These studies have generally 

assessed the presence or absence of disclosure and have not 
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evaluated the victims' perception of the impact of the 

disclosure (Bagley & Ramsey, 1985; Finkelhor, 1979a). Those 

studies that have looked at parental response have generally 

done so in relation to initial effects and not to long-term 

consequences (Everson, et al.# 1985). A few studies 

(Brunngraber, 1986; Tsai et al., 1979) have taken victims' 

retrospective accounts of what they believed contributed to 

their adjustment; however, empirical examination of 

mediators has been scant. Supportive family and friends 

appear to provide a protective mechanism against negative 

long-term effects, because this seems to be fairly 

consistently reported by victims as the major factor 

contributing to their adaptive adjustment (Brunngraber, 

1986; Tsai et al., 1979). 

Much remains to be learned regarding factors which put 

victims of sexual abuse at risk for long-term negative 

effects. In summary, the available research seems to 

suggest that those most negatively impacted by child sexual 

abuse are those abused by a father or father figure, and 

those subjected to more invasive sexual contact and higher 

levels of force (Briere & Runtz, 1988; Browne & Finkelhor, 

1986; Herman et al., 1986). Less is known about how 

differing external responses to the revelation of the abuse 

contribute to adult adjustment. 
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Methodological Issues 

Child sexual abuse research has progressed slowly, 

making it difficult to draw conclusions from the many 

diverse findings. Progress has been slow for a number of 

reasons (Kilpatrick, 1987). One of the major problems with 

conducting research on sexual abuse is that the topic is 

still shrouded in secrecy. Victims of sexual abuse, 

perpetrators of sexual abuse, and family members are 

reluctant to reveal their experiences. 

Researcher have yet to agree upon a definition of what 

constitutes sexual abuse, making comparisons among studies 

difficult (Besharov, 1981). The present investigation used 

a very inclusive definition of sexual abuse incorporating 

both contact and noncontact experiences. This definition 

was chosen for a number of reasons. It is often assumed 

that more severe forms of abuse have the most severe 

negative outcomes, while this may prove to be true one 

cannot assume that milder forms of abuse always have 

meaningless or strictly mild consequences. Moreover, it is 

still too early to confidently classify abuse as mild. A 

more inclusive definition was also selected as it provides 

the option to make the definition more narrow if needed. 

Another inherent problem in studying childhood sexual 

experiences is that the overwhelming majority of studies are 

retrospective. Retrospective studies introduce possible 

memory bias and the inability to control for the effects of 
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intervening life events. Longitudinal studies offer an 

alternative design, but introduce a host of new problems 

such as the need for very large samples, attrition of 

subjects, and the effect of repeated measures over time. 

However, one major advantage of a longitudinal design is 

related to the fact that symptoms associated with a 

childhood history of sexual victimization wax and wane. 

Certain symptoms may be more pronounced at certain ages. A 

one time sampling may miss certain types of symptoms or 

symptoms may be more pronounced at a particular time. 

Evaluations across time may provide a more comprehensive 

picture of the impact of abuse. 

Examination of the long-term effects of sexual abuse, 

by definition requires that the investigation occur well 

after the abuse experience. With the passage of time 

subjects may inaccurately recall details of their 

victimization and distorted reporting may result. A 

possible remedy to this problem would be to seek 

corroboration of subjects' reports. This was not viewed as 

a viable option since it would be extremely difficult to 

obtain reliable corroboration, it would result in 

dramatically fewer willing participants, and would pose a 

much greater risk of harm to subjects. 

Along with the possibility of distorted recall 

researchers are unable to rule out the possibility that 

subjects may be amnestic for childhood victimization 
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memories. These subjects would be included in the nonabused 

group and could obscure differences between groups (Briere, 

1992) . Had such subjects participated in the current 

investigation, it is believed that the sample size was 

sufficient to minimize the risk of obscuring significant 

differences between groups. 

In contrast to the possibility of failed recall, the 

possibility also exists that subjects will misrepresent 

themselves as victims of sexual abuse as a result of 

fantasies, delusions, or for secondary gain (Briere, 1992). 

Again, it is believed that the sample size was adequate to 

not be significantly impacted by a few such cases. 

Additionally, care was taken not to offer incentive or 

motivation for misrepresentation, such as there was no 

additional compensation offered for endorsement of certain 

questions. 

Sample selection is another area of methodological 

concern. Clinical samples may lead to erroneous conclusions 

as a result of co-occurring mental health problems which may 

be unrelated to the sexual abuse. Healthy or normal samples 

require very large sample sizes to identify sufficient cases 

of abuse, but healthy samples allow investigators to explore 

and verify hypotheses derived from work with clinical 

subjects. By studying nonclinical samples, results can be 

generalized to a larger group of victims which include 

undetected and unreported cases. Volunteer college samples 
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are cost effective, but may introduce somewhat of a 

selection bias in that they are less generalizable than 

random community samples. Although not ideal, this type of 

sample has some advantages, in that a range of mild to 

severe effects of sexual abuse can be evaluated, whereas 

clinical samples tend to be overinclusive of more serious 

effects. Additionally, screening for abuse among a college 

student sample readily provides a nonabused comparison group 

that is matched on important variables such as socioeconomic 

status and education. 

Purpose 

The present investigation intended to expand on the 

child sexual abuse literature in several ways. A 

contribution will be made to the research on outcome in the 

area of health consequences. Health has not been examined 

in a large, nonclinical investigation and appears to be an 

important area of potential impact for victims. Perceived 

health status was evaluated in an effort to better 

understand somatic correlates of molestation. Another 

important outcome area is adult sexual revictimization, as 

females revictimized as adults have poorer outcomes than 

those victimized only as children or only as adults 

(Murphey, et al., 1988). Although this "cumulative negative 

effect" may seem intuitively obvious, little is known about 

what contributes to the likelihood of revictimization. Due 
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to a more negative impact associated with multiple 

victimizations, it is an important area for exploration. 

Because little is known about what factors mitigate the 

outcome of abuse, this investigation attempted to identify 

factors which mediate the impact of childhood victimization. 

Disclosure and the response to it were evaluated as 

potentially important mediating variables. An empirical 

evaluation of the relationship between the response to 

disclosure and adult psychological and physical well-being, 

has not yet been conducted. The purpose of this study was 

to gain a better understanding of how a supportive versus 

unsupportive post-abuse environment contribute to the 

effects of abuse. 

This study was designed with the hope that by examining 

sexual abuse victims in a nonclinical population, well 

adjusted victims would be identified as well as those that 

have sustained adverse long-term effects. An attempt was 

made to determine what differs between those individuals 

that come through child sexual abuse with and without long-

term difficulties. 

The premise of this investigation was that several 

factors may contribute to the aftereffects of child sexual 

abuse. It was hoped that by identifying factors that may 

mediate the effects of child sexual abuse, information would 

be obtained to help prevent or reduce the negative 

consequences of child sexual abuse. More specifically, it 
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was hoped that this information would be potentially useful 

in educating victims, parents, and teachers in the most 

helpful way to respond to the incidents, as well as in 

prevention and treatment efforts. Additionally, this 

investigation aimed to provide valuable information 

regarding health status of survivors, which would be useful 

in securing more appropriate treatment for these individuals 

in medical and mental health settings. 

Hypotheses 

As stated above, this investigation concentrated on the 

examination of factors which contribute to the long-term 

effects of child sexual abuse. It is believed that certain 

factors may serve as protective mechanisms in alleviating 

the negative impact of sexual abuse. The impact areas 

investigated included: psychological functioning, health 

status, and sexual revictimization. 

Hypothesis 1. It is believed that the response to the 

revelation of child sexual abuse may be very important in 

mediating the effects of the child sexual abuse experience. 

It is believed that maintaining silence about the event 

(whether due to nondisclosure or a negative response to 

disclosure) leads to the encapsulation of the event which in 

turn prohibits processing of the trauma, thus interfering 

with development. It was specifically hypothesized that 

individuals who received a positive response (i.e. support, 

protection, belief) to their disclosure would be healthier 
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in terms of their overall psychological well-being when 

compared to nondisclosers and disclosers receiving a 

negative response. Well-being was represented by lower 

levels of depression, dissociation, and perceptual 

disturbance. 

Hypothesis 2. It was specifically hypothesized that 

individuals who received a positive response (i.e. support, 

protection, belief) to their disclosure would be healthier 

in terms of their overall physical health when compared to 

nondisclosers and disclosers receiving a negative response. 

Physical well-being was represented by positive health 

perception, fewer physical symptoms, and fewer number of 

surgeries, medications, childhood illnesses, and diagnoses. 

Hypothesis 3. It was hypothesized that individuals who 

received a positive response (i.e. support, protection, 

belief) to their disclosure would be less likely to be 

sexually revictimized as adults than nondisclosers and 

disclosers receiving a negative response. 

Hypothesis 4. It was further hypothesized that the 

external mediator of disclosure would account for a 

significant portion of the variance in adult functioning. 
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METHOD 

Subjects 

Subjects included 1010 undergraduates currently 

enrolled in at the University of North Texas and University 

of Texas at Dallas, participants were at least 18 years of 

age, willing volunteers, and enrolled in social sciences 

courses at these two universities. Ten subjects were 

excluded because of incomplete questionnaires, leaving 1000 

subjects. Of these subjects 686 were female (68.6%) and 314 

were male (31.4 %). Subjects ranged in age from 18 years 

old to 55 years old, with the majority of participants 

between the ages of 18 and 21 (62.6%). Female subjects were 

the focus of this investigation and will be described 

further. 

Seventy-nine percent of the females who participated 

reportedly were single, while 12% were married, 4% divorced, 

and 5% were living with someone, but not married. The 

ethnicity of the female subjects who participated revealed a 

predominately anglo/caucasian group with 81% of subjects in 

this category, 5% were Hispanic, 11% Black, 3% Asian and .1% 

American Indian. Our sample is fairly similar to the ethnic 

distribution of the university from which it was primarily 

drawn. The ethnicity of males and females attending the 

43 
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University of North Texas in Fall of 1991 included 82.5% 

Anglo/Caucasian, 6.1% Black, 4.5% Hispanic, 1.7% 

Asian/Pacific Islander, and .4% Native American (personal 

communication, Office of the Registrar, University of North 

Texas, 1992) 

Materials 

A written questionnaire containing all of the relevant 

materials is attached in Appendix A. When discussing 

specific measures the reader will be referred to the item 

number in the questionnaire. The questionnaire was 

developed by members of a research team, and therefore every 

item on the questionnaire will not be utilized in this 

investigation. A description of the measures used in the 

questionnaire follows. 

Sexual abuse status. Victims of sexual abuse were 

identified on their responses to a series of questions 

(Appendix A, items 75-92, 94) . These questions are based on 

survey and interview formats developed by Wyatt (1985), 

Russell (1983) and Finkelhor (1979). The questions are 

framed in a way to ask about specific behavioral events and 

an attempt has been made to stay away from pejorative 

labeling of these events as abuse. Items were written to 

assess the severity of the experience by inquiring about the 

invasiveness of the abuse, the duration and frequency of the 

events, the relationship to the offender, the degree of 
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force, and the degree of betrayal and violation of trust 

experienced by the victim. 

There are advantages and disadvantages inherent in any 

approach to data collection. Survey methodology as compared 

to an interview format has its own set of pros and cons. 

Higher reporting rates have been noted from face to face 

interviews as compared to self-administered questionnaires 

(Finkelhor, 1986). The survey method was selected for this 

investigation because of the large number of participants 

sought, the cost of training interviewers, and protection of 

the anonymity of participants. Although more cases may have 

been detected with an interview format, it was believed that 

for this particular study survey methodology was the most 

pragmatic, while not compromising the integrity of the data. 

Health status. The Health Symptom Checklist (HSC) 

(Schinka, 1989) assesses physical symptomatology by asking 

respondents to check symptoms associated with various organ 

systems (Appendix A, items 465-635). It appears to have 

good face validity due to its widespread use in medical 

settings. Other psychometric information is unavailable. 

This measure along with questions regarding health 

perception, and number of surgeries, diagnoses, medications, 

and serious childhood illnesses were used to assess present 

health status. 

Psychological measures. The revised Beck Depression 

Inventory (BDI) has become one of the most widely used 
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instruments for assessing the severity of depression in both 

clinical and normal populations (Beck & Steer, 1987). 

Internal consistency estimates based upon Cronbach's 

coefficient alpha for the BDI (Appendix A, items 714 - 734) 

are .86 with psychiatric samples and .81 with nonpsychiatric 

samples. Estimates of the test-retest reliability of the 

BDI may not be useful with clinical samples, due to the 

expected fluctuations in the severity of depression. Test-

retest correlations for nine studies of nonpsychiatric 

patients ranged from .60 to .90. 

Evidence for the validity of the BDI comes from Pearson 

product-moment correlations with concurrent measures of 

depression. The BDI has a .72 correlation with clinical 

ratings of depression for a psychiatric patients and a .60 

correlation for nonpsychiatric subjects. Correlations 

between the BDI and the Zung Self-rating Depression Scale 

and the MMPI-D scale were greater than .55 for both 

psychiatric inpatients and inpatient drug abusers. A mean 

correlation of .73 was found between the BDI and the 

Hamilton Psychiatric Rating Scale for Depression for 

psychiatric samples. It has also been demonstrated that the 

BDI can discriminate between psychiatric patients and 

normals (Beck & Steer, 1987). 

The Dissociative Experiences Scale (DES) was developed 

to offer a means of reliably measuring dissociation in 

normal and clinical populations (Bernstein & Putnam, 1986). 



47 

The DES (Appendix A, items 221 -247) allows for the 

quantification of reported dissociative experiences. As 

expected, dissociative experiences occur on a continuum with 

normal adults reporting the fewest types of dissociative 

experiences and individuals with dissociative disorders the 

greatest variety and frequency of these symptoms. 

Reliability testing of the DES showed that the scale 

had good test-retest (.84) reliability. Item-scale 

correlations were all significant, indicating good internal 

consistency and construct validity. A Kruskal-Wallis test 

and post hoc comparisons of the scores of eight populations 

(normal adults, college students, and persons suffering from 

alcoholism, agoraphobia, phobic-anxious disorders, post-

traumatic stress disorder, schizophrenia, and multiple 

personality disorder) provided evidence of the scale's 

criterion-referenced validity. The scale was able to 

distinguish between subjects with a dissociative disorder 

and all other subjects. 

A scale was constructed of eight items (Appendix A, 

248-255) to assess the degree of perceptual disturbance, the 

Perceptual Disturbance Scale (PDS). These items asked about 

the frequency of perceptual disturbances such as seeing 

shadowy figures, hearing a voice, or feeling a physical 

touch. These items were written based on reports in the 

literature and based on the experience of clinicians in the 

field who have observed these symptoms in their patients 
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(personal communication, Ellenson, 1991). As this scale was 

developed for this investigation, no other prior 

psychometric information is available. The reliability of 

the measure was assessed in this investigation and the scale 

had a Cronbach's coefficient alpha of .84. This measure has 

a .66 correlation with the Dissociative Experience Scale. 

The Rosenberg Self-Esteem Scale was used as a predictor 

variable in this investigation (Rosenberg, 1965). This 

scale is a ten item instrument commonly used to assess the 

level of self-esteem (Appendix A, 256-265). Among college 

samples test-retest reliability estimates range from r =.85 

to r = .88. The convergent validity for the scale has been 

demonstrated through its Pearson product-moment correlations 

with other measures of the same construct. It has a .60 

correlation with the Coopersmith Self-Esteem Inventory and 

.83 with the Heath self-image questionnaire. 

Sexual revictimization. The Sexual Experience Survey 

(SES) (Koss & Oros, 1982) is a self-report instrument 

designed to reflect degrees of victimization and sexual 

aggression (Appendix A, items 393-405). It is capable of 

identifying hidden rape victims and undetected offenders and 

will be used in this study to assess revictimization. This 

instrument has an internal consistency of .74 for women and 

.89 for men, with test-retest reliability of 93% (Koss & 

Gidycz, 1985). For females, the Pearson correlation between 

written self-report and interview was .73. This instrument 
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has been used to identify undetected sexual victimization 

with over 10,000 college students. Additional items were 

added to evaluate current sexual behavior. 

Procedure 

Subjects were recruited from undergraduate classes by 

the researchers, class instructors, and posted notices. 

This recruitment was done at the University of North Texas 

and University of Texas at Dallas. Subjects received 

compensation for their participation in the form of extra 

course credit as agreed upon by instructors in their 

psychology courses. The standard compensation has 

traditionally been one extra credit point for every half 

hour of volunteer participation. In this study sexual abuse 

victims were asked for more information and would require 

additional time to complete the questionnaire. It was 

decided to offer uniform compensation to all participants to 

avoid providing incentive to answer sections that were 

inappropriate for certain individuals. Subjects were given 

four points of extra credit for their participation based on 

piloting which revealed the questionnaire took approximately 

one to two hours to complete. 

The questionnaires were administered in group settings 

with ample space provided between subjects to allow for 

privacy. Subjects were told that the purpose of the study 

was to examine the relationship between childhood 

experiences, including sexual experiences, and adult 
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functioning. The project was named the C.A.S.E. project 

(Coping and Sexual Experience). To ensure that subjects did 

not volunteer more than once, they were asked to sign a 

statement indicating that they had not previously completed 

the questionnaire. Prior to participation volunteers were 

given an informed consent form contained in Appendix B. The 

form alerts the potential participant to the sensitive 

nature of the information sought on the questionnaire and of 

their right to withdraw from the study at any point. The 

questionnaires were completed anonymously and the signed 

consents were kept separately from the completed 

questionnaires to avoid potential identification of the 

participants. 

The researchers acknowledge that there was a minimal to 

moderate risk of harm to those participants who have 

experienced child sexual abuse in that they may have been 

forced to recall unpleasant events or to remember forgotten 

or repressed experiences. For these reasons, at the 

completion of the questionnaire participants were provided a 

debriefing sheet containing information about available 

treatment services. Subjects were also provided with the 

experimenter's phone number to contact in the case of any 

problems associated with participation in the research. 

There were no reported difficulties. 
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Design 

The focus of this investigation was on adult females. 

Female subjects were initially divided into two groups, 

those without a history of child sexual abuse and those 

reporting any type of sexually abusive incident occurring 

before age fourteen (endorsement of any item number 75 - 92, 

and 94). The two groups were compared on the demographic 

variables to determine whether they differed systematically 

on variables not related to their victimization status. 

Additionally, the abused and nonabused groups were compared 

on all of the psychological and health outcome measures. 

Following this initial data analysis each of the hypotheses 

were tested. 

Prior to describing the results, a description of the 

variables will be given. Scores on the BDI, DBS, and PDS 

were used to assess overall psychological functioning. 

Health status was assessed through questions regarding the 

self-perception of health, and the number of health 

symptoms, surgeries, current medications, current diagnoses, 

and serious childhood illnesses. Sexual revictimization was 

assessed with the SES. Information regarding the dependent 

measures is contained in Table C-l. 



CHAPTER III 

RESULTS 

Descriptive Findings 

Initial analyses were conducted to determine if females 

with and without histories of childhood sexual victimization 

differed on demographic variables. Chi square analyses 

revealed that sexual abuse status was not related to age, 

race, marital status, sexual orientation, or the level of 

father and mother's education or occupation (see Table C-2). 

Significant, systematic differences were not found between 

the groups on relevant demographic variables; therefore, no 

covariates were used. 

Several criteria were established for including 

subjects in the analyses. For inclusion in the nonabused 

group subjects had to have responded negatively to all of 

the items related to childhood sexual victimization (75-92, 

94) and not have responded to questions specifically 

designed for victims. For inclusion in the sexual abuse 

group subjects must have responded affirmatively to at least 

one of the items regarding sexual abuse (75-92,94) and must 

have responded to the section of the questionnaire designed 

especially for victims (i.e. questions related to 

forcefulness, duration, strategies to deal with the event, 

etc...). If subjects endorsed one of the sexual abuse items 
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(75-92, 94), and endorsed some level of force or coercion 

associated with the experience, they were included as 

victims regardless of whether or not the remainder of the 

victimization section was completed. 

These rather stringent criteria were applied to improve 

classification of subjects into the abused and nonabused 

groups. Because questions were worded in such a way to be 

as inclusive as possible, subjects could have responded 

affirmatively to the sexual abuse questions when describing 

peer sexual activity. These criteria were applied to rule 

out subjects that may have been involved in "consensual11 or 

peer sexual activity. This resulted in 289 (50.3%) subjects 

meeting criteria for inclusion in the nonabused group and 

286 (49.7%) for inclusion in the abused group. When 

evaluating these percentages it is important to recall that 

this investigation used a fairly inclusive definition of 

sexual abuse which included noncontact incidents. These 

percentages are in line with other investigations using 

similar definitions (Carlisle, 1990; Peters, 1988; Zetzer, 

1990) . 

To more accurately classify the severity of the sexual 

abuse, items were weighted according to their invasiveness. 

The weightings used in the current study were developed by 

Nezworski and Zetzer (1990). Thirty-nine female and twenty-

eight male participants from an undergraduate course in 

education at the University of California, Santa Barbara 
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judged three hundred paired comparisons of twenty-five 

behaviors that are often associated with child sexual abuse. 

The mean age of the students was 19.7 years and they were 

judged to be representative of college undergraduates. The 

respondents were asked to examine three hundred pairs of 

sexually abusive behaviors and to identify the member of the 

pair that they deemed to be the most physically invasive. 

A computerized chi-square minimization routine was used 

to estimate ratio level measures of the sexually abusive 

behaviors. The weighting values from the Nezworski-Zetzer 

investigation (1990) that were used in the current 

investigation are as follows and are accompanied by their 

item number: sexual comments .630 (77), victim disrobed 

.653 (78), victim asked to expose body .653 (79), offender 

masturbates .698 (81), victim made to masturbate 1.918 (82), 

kiss/hug in a sexual manner .505 (83), fondle victim (not 

genitals) 1.237 (84), victim made to fondle offender (not 

genitals) 1.602 (85), genital fondling 2.191 (86), victim 

made to fondle offender's genitals 2.485 (87), oral sex 

12.31 (88), dry intercourse/genital contact 5.232 (89), 

digital penetration 15.66 (90), intercourse 33.049 (91), and 

pornographic pictures 1.220 (92). 

Utilizing these weightings the severity scores in the 

current sample ranged from .5 to 80. Using a median split 

of 8.5 the subjects were divided into categories of 

moderately and severely abused, with 141 subjects in each 
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group. Table C-3 contains information regarding the various 

sexual experiences reported by subjects. These results were 

consistent with prior research which has also found higher 

rates of reported contact abuse than of exclusively 

noncontact abuse (Peters, 1988; Zetzer, 1990). Similarly, 

the percentage of victims reporting the most invasive sexual 

abuse, intercourse, were consistent with other research. 

Eight percent of subjects in this investigation reported 

this experience as compared to 9% (Wyatt, 1985) and 10% 

(Zetzer, 1990) found in other investigations. 

In addition to assessing severity in terms of the 

invasiveness of the act, the degree of forcefulness or 

strategy used by the perpetrator to elicit the victim's 

cooperation was also examined. Subjects could endorse as 

many of the strategies that applied. One hundred sixty-nine 

subjects reported there was no obvious strategy, 42 reported 

the use of psychological coercion, 14 reported the use of 

bribery, 58 reported the use of trickery, 60 reported 

entrapment, 9 reported threat of punishment, 19 reported a 

threat of consequences, 14 reported a verbal threat of 

bodily harm, 10 reported physical coercion, and one person 

reported the use of a weapon. A total forcefulness score 

was obtained by weighting the items (95A-95K; 0-9) for 

increasing forcefulness and summing. 

Another aspect of severity that was examined was the 

duration of the abuse. Duration ranged from one day to 
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eighteen years. Thirty-three percent of the sample reported 

their experience occurred during one day. The median of the 

group was eighty-four days. Only 29% reported that the 

abuse lasted longer than one year. 

Hypothesis Testing: Sexual Abuse Status 

Multivariate analysis of variance on the two groups of 

abused and nonabused women over the psychological dependent 

variables of depression, dissociation and perceptual 

disturbance revealed a significant difference between the 

groups £ (3, 543) • 10.80, £ < .001. As predicted, the 

group with a childhood history of sexual abuse had higher 

scores (more pathological) on these three psychological 

measures. Means and standard deviations of the measures for 

the two groups are contained in Table C-4. Similarly, a 

multivariate analysis on the three groups, no abuse, 

moderate abuse, and severe abuse across these same dependent 

measures also revealed a significant difference F(6,1070) • 

6.10, b < .001. Means and standard deviations for the three 

groups are contained in Table C-5. Post hoc analyses using 

the Scheffe procedure revealed that the significant 

differences, £ <.05, on all three dependent measures were 

between the nonabused group and the moderately abused, as 

well as between the nonabused and the severely abused. 

There was not a significant difference between the 

moderately and severely abused groups. 
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Multivariate analysis of variance of the two groups, 

nonabused and abused, across the dependent variables of 

health symptoms and health perception also revealed 

significant differences F(2, 561) = 12.69, p < .001. This 

difference was in the predicted direction, with sexual abuse 

victims reporting more health symptoms and poorer 

perceptions of their health. Means and standard deviations 

of the measures for the two groups are contained in Table C-

4. Multivariate analysis of variance of the three groups, 

no abuse, moderate abuse, and severe abuse, across the 

dependent variables of health symptoms and health perception 

also revealed significant differences F(4, 1114) = 6.21, p < 

.001. Means and standard deviations for the three groups are 

contained in Table C-5. Post hoc analysis using the 

Scheffe procedure, p < .05, revealed that for both health 

symptoms and health perception, the significant difference 

was between the nonabused and the moderately abused, and the 

nonabused and the severely abused. Again, there were not 

significant differences between the moderately and severely 

abused groups. 

Chi square analysis were also conducted on the three 

groups, no abuse, moderate abuse, and severe abuse to detect 

difference in the number of surgeries, number of childhood 

illnesses, number of current medications, and the number of 

current medical diagnoses. Significant differences were 

found for the number of surgeries and the number of 
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diagnoses, but not the number of medications or childhood 

illnesses, see Table C-6. 

Sexual revictimization status was determined by 

responses to the SES (items 394-405). Subjects who 

responded "no" to all of the items, or "yes" to only item 

394 (Had someone misinterpret the level of sexual intimacy 

you desired?) or item 398 (Found out that someone had 

obtained sexual intercourse with you by saying things he/she 

did not mean?) were considered to be nonvictimized as 

adults. Items 394 and 398 refer to experiences which may 

not involve coercion of any type and were not considered to 

clearly represent sexual victimization. Adult sexual 

revictimization was defined to include those individuals: 1) 

having sexual intercourse when they did not want to because 

of verbal coercion or physical force, 2) having someone 

attempt intercourse with the use of threatened physical 

force or actual physical force, but intercourse did not 

occur, and 3) unwanted petting or kissing which occurred as 

result of physical force (endorsement of any one of items 

395-397, 399-405). 

The sexually abused and nonabused group were compared 

in a chi square analysis to determine if there were 

significant differences between the groups on the frequency 

of their sexual revictimization. Significant differences 

were detected: chi square 26.19, df = 1, b < .001, see Table 

C-7. 
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Hypothesis Testing; Disclosure Status 

Of the subjects that experienced childhood sexual 

abuse, 28% (n = 75) never disclosed and 72% (n = 197) 

disclosed to someone at some point. Of those that 

disclosed, 69 subjects met criteria for inclusion in the 

group receiving a positive response to their disclosure and 

68 met criteria for inclusion in the group receiving a 

negative response. Items 189-192 were used to assess the 

response to the disclosure. If all items were endorsed in 

the positive direction, the subject was classified as having 

a positive disclosure outcome. Conversely, if any item was 

endorsed in a negative direction, the subject was deemed to 

have had a negative disclosure outcome. 

It was hypothesized that there would be significant 

differences among those individuals who told and had a 

positive response to their disclosure, those who told and 

had a negative response to their disclosure, and those who 

never told. Specifically, it was believed that those 

individuals who told and had a positive experience would 

experience significantly less psychological dysfunction as 

measured by the BDI, DBS, and PDS. Further, it was believed 

those individuals receiving a positive response to 

disclosure would report better physical health as measured 

by the number of symptoms and health perception. Victims 

with a positive disclosure experience were also predicted to 

be less likely to experience adult sexual victimization. 
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Multivariate analysis of variance did not reveal 

significant differences among the three groups of 

nondisclosers, disclosers with a positive outcome, or 

disclosers with a negative outcome on measures of 

depression, perceptual disturbance, or dissociation E(6, 

390) - 1.09, p >.05. 

Additionally, multivariate analysis of variance did not 

reveal significant differences among the three groups of 

nondisclosers, disclosers with a positive outcome, or 

disclosers with a negative outcome on measures of health 

symptoms or health perception £(6, 394) « 1.13, p >.05. 

Chi square analyses revealed that there was also not a 

significant difference among victims with a positive 

response to disclosure, a negative response, or 

nondisclosers on the frequency of sexual revictimization, 

chi square = .12, df = 2 p > .05. 

Results from the initial multivariate analysis of 

variance supported that the sexually abused females did 

differ on all of our dependent measures from the nonabused 

women. It was hypothesized that response to disclosure 

would help explain these differences. Response to 

disclosure, as it was defined in this investigation, was not 

able to clarify these differences. Therefore, further 

analyses were conducted to identify what accounted for the 

variance in the dependent measures. 
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Multiple Regression Analyses Predicting Dependent Variables 

In an effort to understand the variance in the 

dependent variables, stepwise multiple regression analyses 

were conducted on each of the dependent variables; 

depression, dissociation, perceptual disturbance, health 

symptoms, and health perception. 

Variables included in the equations included those 

specifically related to the victimization experience, as 

well as more general variables. The degree of force 

utilized by the perpetrator of the sexual abuse was entered 

as an index of severity. This measure is described earlier. 

Another index of the severity of the victimization 

experience was the degree of betrayal experienced by the 

victim (items 182A, 182B). The degree of stigmatization 

experienced by the victim was also believed to be relevant 

to outcome and included items related to the victim's 

perception of self as a result of the abuse, as well as her 

perception of other's view of her (items 184 A-C). Self-

blame was measured to account for the degree of 

responsibility the victim felt for the experience (items 

143, 144, 148). 

Variables not specifically related to a victimization 

experience, but believed to be conceptually relevant 

included self-esteem, mental health treatment history, and a 

measure designed to provide an index of family environment. 

The Rosenberg self-esteem scale was used which is believed 
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to provide a general measure of self worth. A measure was 

also included which addressed a history of mental health 

treatment (items 736, 740, 741, 741A) . This measure 

included questions pertaining to whether an individual 

received services as a child, was currently receiving 

services, how many times they were seen by a mental health 

care provider in the last year, and how long treatment 

lasted. To assess the contribution of family functioning 

an adaptation of a measure developed by Fromuth (1986) was 

used. This measure provided a composite that would include 

a variety of aspects of family functioning which were 

believed to be conceptually relevant (Gold, 1986). Included 

on this measure were items regarding relationship to 

parents, presence of alcohol abuse, drug abuse, or mental 

illness in caretakers, emotional neglect, physical abuse, 

and family violence (Items 2, 7, 13, 26-35, 37, 39-64) . 

This composite measure provided an estimate of the quality 

of family functioning. Table C-8 contains matrix with the 

correlations among all the relevant variables. 

These seven variables, stigmatization, self-blame, 

degree of force, degree of betrayal, self-esteem, treatment 

history, and a measure of family functioning were all 

entered into stepwise multiple regression analyses to 

predict each of the dependent variables. Alpha to enter was 

set at .05 (Pedhazur, 1982). 
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Self-esteem, stigmatization, and forcefulness accounted 

for a significant amount of the variance in perceptual 

disturbance (R2 = .12, Adjusted R2 - .12), £(3, 472) « 22.28 

E < .001. Table C-9 contains information regarding the 

contributions of each of the predictor variables. 

A significant amount of variance in dissociation was 

predicted by self-esteem and stigmatization (R2 - .18, 

Adjusted R2 - .18), £(2, 468) - 50.89, £ < .001. Table C-10 

contains information regarding the contributions of each of 

the predictor variables. 

Once again self-esteem and stigmatization accounted for 

a significant amount of the variance in the dependent 

variable of depression (R2 = .35, Adjusted R2 - .35), £(2, 

461) = 126.85 B < .001. Information regarding the 

contributions of each of the predictor variables is 

contained in Table C-ll. 

Self-esteem and self-blame accounted for a significant 

amount of the variance in health symptoms (R2 - .14, 

Adjusted R2 = .13), £(2, 475) - 37.99 £ < .001. See Table C-

12 for information regarding the contributions of each of 

the predictor variables. 

A significant amount of the variance in health 

perception was accounted for by self-esteem and family 

functioning (R2 = .13, Adjusted R2 = .13), F(3, 472) = 35.90, 
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E < .001. Table C-13 contains information regarding the 

contributions made by each of the predictor variables. 

Discriminant Function Analyses Predicting Sexual 

Revictimization Status 

As described earlier, significant differences were 

detected between nonabused and abused individuals in terms 

of their sexual revictimization. A discriminant function 

analysis was used to predict revictimization status. 

Revictimization status was coded as either 1 = no adult 

victimization (includes normative cultural experiences 

described earlier) or 2 = adult victimization, which is also 

defined earlier. 

Since this investigation was particularly interested in 

what puts sexual abuse victims at risk, only sexually abused 

females were included in this analysis. The variables used 

in predicting group membership included 

severity/invasiveness, stigmatization, degree of force, 

self-blame, degree of betrayal, duration of the abuse, 

family functioning measure, self-esteem and a measure of the 

victim's perception of the overall effect of the childhood 

molestation on her life (Life, item 183). 

The Wilks' lambda for the discriminant function as a 

whole was .93, distributed as x2 (9/ JS = 241) = 16.86 e = 

.05. Table C-14 contains information regarding the Wilks1 

lambda and univariate F-ratios associated with each of the 
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predictor variables. The model predicted group membership 

with an accuracy of 60.58%. One-hundred and forty-six cases 

were correctly classified, while ninety-five cases were 

misses or incorrectly classified (See Table C-15). 



CHAPTER IV 

DISCUSSION 

The primary purpose of the present study was to 

investigate factors associated with childhood molestation 

which mediate the long-term effects. Of particular interest 

were the mediators of disclosure and its perceived impact, 

as well as variables related to the severity of the abuse. 

Of further interest were impact areas that have received 

minimal attention in the literature. Specifically, this 

investigation examined physical health status and perceptual 

disturbance; two areas which have not been subject to 

empirical evaluation in nonclinical samples. Another area 

of interest focused on identifying the factors which place 

victims of sexual abuse at risk for adult revictimization. 

With respect to psychological functioning, reported 

physical health status, and the frequency of sexual 

revictimization our results suggest that females with 

histories of childhood sexual abuse were significantly 

different from non-victims. More specifically, individuals 

with histories of childhood molestation experienced 

significantly higher levels of depression, dissociation, and 

perceptual disturbance than nonvictims. Additionally, these 
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individuals reported more health symptoms, a poorer 

perception of their physical health, more surgeries, more 

medical diagnoses, and higher rates of sexual 

revictimization. These findings are generally consistent 

with the previous research, as well as offering empirical 

support for clinical assumptions not previously validated. 

Discussion of the results of this investigation follow. 

Impact of Sexual Abuse Status on Psychological Functioning 

The literature has consistently shown that higher 

levels of depression are associated with victimization 

(Finkelhor, 1990). Depression is the most commonly reported 

symptom of sexual abuse survivors. A significant difference 

was found between victims and nonvictims on their level of 

depression; however, the direction of causality cannot be 

inferred from these findings, as other potential 

contributors to the onset of depression were not assessed. 

These findings do allow one to hypothesize about the 

relationship between childhood molestation and depression. 

One of the many possible pathways to depression from 

childhood molestation could be through a negative view of 

self and the world that may develop as a result of childhood 

experiences. This pathway can be examined in the context of 

cognitive theory. The basic premise of the cognitive theory 

of depression is that there is a direct relationship between 

cognition and affect (Beck, Rush, Shaw, & Emery, 1979). 



68 

The results indicate that the degree of stigmatization, 

self-blame, and betrayal associated with molestation was 

significantly correlated with depression (Table C-8). 

Stigmatization and self-blame may contribute to a negative 

view of self, while the degree of betrayal experienced by 

victims may contribute to a negative view of the world. If 

the view of self and the world is quite negative and 

persistent then negative affect, namely depression, is 

likely to result. These factors may play a partial role in 

the pathway from childhood victimization to depression. 

Other factors not evaluated in this study, such as a 

biological predisposition and psychosocial stressors, are 

likely to be important contributors to the development of 

depression. 

Dissociation has also been identified as a common 

response or long-term effect of childhood molestation 

(Briere & Runtz, 1988). The current findings are consistent 

with the literature for this symptom, as a significant 

difference was found in the level of dissociation of victims 

and nonvictims. In attempting to understand how sexual 

abuse may put one at risk for developing dissociative 

symptoms as an adult, one must consider the function of 

dissociation as a coping mechanism. Young children 

frequently employ denial and dissociation as strategies for 

coping. For most, the use of these strategies decreases as 

the child matures, but reportedly this decrease is not found 
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among sexually abused children (Cole & Putnam, 1992). It is 

believed that victims frequently employ dissociation, one of 

the many strategies, to survive their victimization 

experiences. It can be proposed that if sexually abused 

children utilize dissociation more frequently and over a 

longer period of time, it may interfere with the development 

of alternate coping mechanisms, thus leaving these 

individuals vulnerable to overuse of this strategy in 

adulthood. While the use of dissociation may prove to be 

adaptive to cope with victimization, continued and frequent 

utilization in adulthood becomes maladaptive. In 

pathological form, dissociation produces major disturbances 

of memory and disruption in the sense of self. 

Perceptual disturbance has been discussed in clinical 

case studies as a result of childhood victimization, but it 

has not been examined empirically. This study may provide 

the first empirical evidence that victims of sexual abuse 

report significantly higher levels of perceptual disturbance 

than nonvictims. Especially significant is the fact that 

these differences were detected in a nonclinical sample. 

Items assessing this construct asked questions regarding 

perceptual disturbances among a variety of modalities such 

as seeing shadowy figures, hearing voices, and feeling 

physical touch. 

Perceptual disturbance is generally thought of as a 

pathognomonic sign of severe mental illness. The current 
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findings call into question whether perceptual disturbances 

should always be associated with severe psychopathology. 

Until future work provides more information on the meaning 

of this symptom among sexual abuse survivors, definitive 

conclusions cannot be drawn. 

These findings do support Ellenson's (1986) contention 

that perceptual disturbances are a crucial symptom in the 

multifaceted symptom pattern exhibited by survivors of 

sexual abuse. Future work will be needed to clarify the 

meaning and function of this symptom pattern in the adult 

adjustment of survivors. 

Important clinical implications regarding the 

relationship of perceptual disturbance to childhood 

molestation should be considered. It is critical for 

clinicians to be aware of the possible association between 

perceptual disturbance and a history of child sexual abuse. 

This knowledge will alert clinicians to elicit a childhood 

sexual history from patients reporting such symptoms. 

Awareness of this association will enable clinicians to 

better provide appropriate information, reassurance, and 

treatment to these survivors. 

In summary, these results provide a provocative first 

step toward understanding the mechanism responsible for 

transforming the victimization experience into a pattern of 

compromised psychological functioning. The relationship 

between dissociation and perceptual disturbance is not well 
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understood at present. A better understanding is needed of 

how particular coping styles place one at risk for future 

difficulties. Unraveling how the lack of integration of 

experience and misinterpretations of the external world 

interact to compromise adult functioning may provide much 

needed insight into the long-term consequences of childhood 

victimization. 

Sexual Abuse Status and Physical Health 

The results of this investigation suggest that victims 

differ from nonvictims in terms of their reported physical 

health status. It was found that victims were more likely 

to report poorer perceptions of their health when compared 

to their nonabused peers, endorsing items such as "I seem to 

get sick a little easier than other people," and "I am 

somewhat ill." Further, they reported having experienced 

significantly more physical symptoms across various bodily 

systems than nonvictims. They were also different from 

nonvictims in the frequency of surgeries and number of 

medical diagnoses they reported. It is especially 

interesting to note that these differences were detected in 

a nonclinical sample of predominately very young females, 

where health problems should be more unlikely. 

The measures utilized provided an index of the 

individual's perception of their health and not an actual 

objective assessment of their physical status. For this 

reason, it is not suggested that poor health results from 
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childhood molestation. However, it is believed that the 

perception of physical health is critical to overall well 

being. Individuals who view themselves as unhealthy, be it 

accurate or not, are likely to feel badly, utilize health 

services more often, and may submit themselves more 

frequently for costly and invasive medical procedures. 

The mechanisms by which sexual abuse may put one at 

risk for poorer health are not well understood, but this 

experience could influence health in a number of different 

ways. Individuals with histories of sexual abuse could 

become passive in the face of illness. It has been 

suggested that sexual abuse victims can develop a style of 

learned helplessness as a result of the powerlessness 

associated with victimization (Abrambson, Seligman, & 

Teasdale, 1978; Kelley, 1986). In response to illness or 

health difficulties, victims with such a style may view 

themselves as ineffectual and helpless to fight illness or 

take preventive measures, thus leaving themselves more 

susceptible to poor health. 

It has been proposed that stressful life events can 

suppress resistance to illness by actually altering immune 

system functioning (Cohen & Williamson, 1991). A range of 

neuroendocrine effects have been associated with increased 

levels of stress. Although the stress of childhood 

victimization may be thought to be long past, adults can 

experience intense distress in response to memories of the 
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experience (Ellenson, 1989) . Chronic stress associated with 

the victimization experience or more episodic stress may be 

one pathway to immunosuppression and physical symptoms in 

adulthood. 

Another physiological pathway to poor health is one due 

to anxiety related to the victimization which can produce 

physiological changes such as heightened autonomic arousal. 

Chronic autonomic arousal can lead to somatic reactions such 

as muscle tension, sleep and appetite difficulties, and 

gastrointestinal irritability. 

Somatization may be one coping style developed by 

victims to deal with their experience. Somatic symptoms may 

serve as an outlet whereby denied or repressed psychological 

distress is expressed through physical complaints. The 

preoccupation with bodily sensations which accompanies 

somatization may lead to misinterpretation of normal bodily 

sensations resulting in increased likelihood of reporting 

numerous physical complaints and viewing oneself as less 

healthy. This provides yet another plausible interpretation 

for the higher number of health symptoms and poorer health 

perception among this sample of survivors. 

It is important to note that these findings should not 

be used to infer that females with histories of sexual abuse 

will have unfounded medical complaints, as no objective 

measure of health status was obtained. Physical symptoms 

should not be discounted. It is premature to conclude that 
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sexual abuse causes compromised health status, but it does 

appear to be associated with a more negative report of 

physical health status. 

One implication of the association between 

victimization and health status is for health care 

providers. Medical personnel should be alert to patterns 

of frequently reported physical symptoms, especially those 

with no detectable organic pathology. When presented with 

such a pattern, an astute health care provider may be 

alerted to take a more thorough patient history which 

includes an inquiry about a history of sexual victimization. 

Health care providers may also be alerted to consider the 

appropriateness of psychological intervention for patients 

fitting these characteristics. This may increase the 

likelihood that appropriate referrals for mental health 

services will be made and reduce the likelihood of 

unnecessary medical procedures which may be invasive and 

costly. 

Outcome Related to Disclosure 

It was hypothesized that there would be significant 

differences among victims on their psychological functioning 

and physical health based on the response they received to 

their disclosures. Victims were divided into three groups, 

those who received a negative response to disclosure, those 

who received a positive response, and those who never 

disclosed. When these three groups were compared on their 
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psychological and physical functioning significant 

differences were not detected. Significant differences were 

also not detected among the groups on the rate of sexual 

revictimization. There are a number of reasons why the 

present investigation may not have obtained our hypothesized 

results. 

Since survey methodology was used in the present 

investigation, the quality of the information regarding 

disclosure may have been insufficient to unravel the complex 

variables related to a positive versus negative disclosure 

experience. An interview format may have elicited a more 

comprehensive picture of the disclosure experience and 

should be considered in future research. 

Since disclosure has not been the focus of an empirical 

investigation, this study was exploratory and utilized 

questions adapted from other investigations (Everson, et 

al., 1986) as well as newly developed questions to elicit 

information regarding the disclosure experience. Future 

work should expand upon the scale used in this study. The 

questions used to classify subjects into the different 

groups focused on a single event, probably the first 

disclosure. This experience was believed to be important as 

it may influence whether the victim continued to discuss and 

disclose the abuse. More specifically, the victim who 

received a poor response to their disclosure may not discuss 

the experience again, resulting in its encapsulation. 
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Victims who received a good response may experience feelings 

of validation, support, and safety and continue to talk 

about and work through their experiences. Although it is 

still believed that the first disclosure experience is 

important, this investigation may not have accounted for the 

differential effect of the victim's family's response to the 

disclosure. If the described disclosure was not to a family 

member, this important aspect of the experience was not 

taken into account. It is believed that family response may 

be critical and should be more closely evaluated in future 

empirical work. 

Another important component of the disclosure process 

which may not have been adequately addressed concerns the 

entire social support network of the victim and their 

pattern of supportiveness concerning the victim's 

experience. It may be that the first disclosure experience 

need not be totally positive, but rather that key people in 

the social support network ultimately provide appropriate 

support. Social support independent of disclosure may 

contribute an important component to understanding the 

impact on the victim. Again, it is recommended that this 

component be incorporated in future research. 

The nature of the sample may also have contributed to a 

lack of significant findings. Although there were fairly 

equivalent number of subjects in each of the three groups, 

there were very few subjects who had an extremely negative 
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outcome. For inclusion in the group with a negative outcome 

individuals could have had a generally good response with 

one bad aspect. To illustrate the lack of extreme cases, 

only four subjects in the entire sample were reportedly not 

believed at disclosure and only five subjects were 

reportedly not supported. This finding may suggest that 

many subjects in the sample had fairly moderate responses to 

their disclosures and very few were at the extremes, 

especially the negative extreme. This may account, in part, 

for the lack of significant findings. A larger number of 

subjects may be needed to detect sufficient numbers of 

individuals from the full range of experience. Moreover, it 

may be that individuals who have had a very negative 

response to their disclosure are more likely to be found in 

clinical samples, as it is believed those with more serious 

effects are found in such populations (Herman, et al, 1986). 

Childhood Sexual Abuse and Adult Sexual Revictimization 

Consistent with previous research (Fromuth, 1986; 

Alexander & Lupfer, 1987; Zetzer,1990), the current results 

indicated that individuals with histories of childhood 

sexual abuse were more likely to be sexually revictimized as 

adults. Seventy-three percent of victims in this sample 

experienced some level of adult revictimization in contrast 

to only 52% of nonvictims. The percentage of victimization 

among nonabused females is consistent with previous research 

done with a national sample of college students which found 
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53.7% of college females were sexually victimized at some 

level (Koss, Gidycz, & Wesniewski, 1987). The percentage of 

adult victimization among females with an abuse history is 

slightly higher than found in other research (Wyatt, 

Guthrie, & Notgrass, 1992). It is likely that a higher 

percentage of adult revictimization was obtained in the 

current investigation, because a more subtle measure was 

used which was designed to detect a range of revictimization 

experiences, including those occurring in acquaintance 

relationships. 

Victims of childhood sexual abuse were twice as likely 

as nonvictims to experience very severe forms of 

revictimization. Thirteen percent of abused females 

reported adult rape, as compared to only 6% of nonabused 

females (endorsement of any item 402-405). Similarly, 11% 

of abused females experienced attempted rape, while only 5% 

of nonabused females had the same experience. These 

percentages are consistent with prior research using similar 

definitions for revictimization (Zetzer, 1990). 

In an effort to understand what puts victims at risk 

for later sexual assault, an attempt was made to predict 

revictimization status with variables measuring varying 

aspects of the childhood victimization experience. The 

predictors included the degree of severity/invasiveness 

associated with the abuse, the degree of forcefulness used 

by the offender, the duration of the abuse, the degree of 
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stigmatization and betrayal experienced, the degree of self-

blame, the victim's perception of the overall impact of 

molestation, self-esteem, and the quality of family 

functioning. The model developed from these variables was 

able to accurately classify revictimization status in 60.58% 

of the cases. The accuracy of prediction may have been 

improved if factors such as treatment and other external 

intervening variables were considered. 

It is beneficial to attempt to understand what puts 

victims at risk of future abuse, as those individuals 

victimized as children and revictimized as adults seem to 

have the most serious long-term consequences. Finkelhor's 

(1987) Traumagenic Model provides a conceptual framework 

from which to understand adult revictimization. The four 

components of the model, powerlessness, betrayal, 

stigmatization, and traumatic sexualization are each 

believed to be linked to psychological and behavioral 

sequelae. The degree of stigmatization and betrayal are two 

dynamics which may contribute to our understanding of adult 

revictimization. 

One can theorize that the degree of stigmatization 

associated with victimization leads to a perception of self 

as damaged. This negative view of self may put survivors at 

greater risk for further abuse as they may feel unworthy of 

asserting their own rights and deserving of fair treatment. 

If these beliefs influence behavior then survivors who view 
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themselves as unable or unworthy to set or enforce limits 

with others, may be at greater risk of adult sexual assault. 

The sense of betrayal which may result from childhood 

molestation may also impact later vulnerability. A likely 

outcome of being betrayed is the development of mistrust. 

Along with mistrust of others, survivors may not trust their 

own ability to accurately appraise the safety of 

interpersonal encounters. They may disregard or 

misinterpret the cues that would alert them to possible 

danger and have greater difficulty escaping sexual assault. 

The discriminant analysis used predictor variables which 

measured the two constructs of stigmatization and betrayal 

in an attempt to understand factors which are related to a 

vulnerability to future abuse. Stigmatization was one of 

the variables which made a significant contribution to the 

prediction equation, suggesting it may indeed have a 

significant relationship to vulnerability to sexual assault. 

It cannot be emphasized enough that these findings should 

not be interpreted to imply that survivors of sexual abuse 

are responsible for their revictimization. Rather, it is 

hoped that these results will broaden the understanding of 

what puts victims at risk for future abuse and can be used 

to help prevent its occurrence. 

Clinicians working with sexual abuse survivors may 

consider the severity of the victimization along a number of 

dimensions when assessing the degree of risk for 
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revictimization. Inquiry as to the degree of invasiveness, 

forcefulness, duration of the abuse, degree of 

stigmatization and betrayal, the amount of self-blame, self-

esteem and the quality of family functioning may provide 

useful information for identifying survivors at particularly 

high risk. Clinicians should try to carefully assess how 

stigmatized or negatively impacted the survivor feels as a 

result of childhood experiences. Beliefs about self may be 

elicited which may help predict later vulnerability. 

Preventive efforts should be incorporated into treatment 

plans for those patients who appear to be at high risk for 

revi ct imi zat i on. 

Predicting Psychological and Health Functioning 

The results of the multiple regression analyses 

indicated that the dimensions examined had a bearing on the 

individual differences in psychological and health 

functioning. A significant amount of the variance in each 

of the five dependent variables was accounted for by the 

predictor variables. 

Self-esteem was the variable that made the most 

significant contribution in all five equations. It was not 

anticipated that this predictor would make a significant 

contribution in explaining the variance in all of the 

dependent variables. Perhaps this measure is the most 

representative of overall well being or level of adjustment. 

It may somehow tap the individual1s resilience or ego 
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strength making its contribution to psychological and 

physical functioning understandable. 

Although it provided only a slight increase, 

stigmatization did contribute to explaining the variance in 

perceptual disturbance, dissociation, and depression above 

and beyond the contribution of self-esteem. This measure 

may provide an index of the victim's perception of self as 

damaged making it qualitatively different from self-esteem. 

Forcefulness made an incremental contribution to 

further explain the variance in perceptual disturbance. 

Theoretically this makes a great deal of sense if one 

assumes that the degree of force and threat used would be 

directly related to the degree of fearfulness. This degree 

of fearfulness may result in hypervigilance and 

misinterpretations of the environment, leading to perceptual 

disturbances. 

The remaining question to be answered is why more of 

the variance was not accounted for by the predictors. Two 

possible explanations are considered. The quality of the 

measures used to access these relevant domains may not have 

been powerful enough to provide a more significant 

contribution. Utilizing more powerful measures of the 

variables related to victimization may have altered the 

pattern of results. Secondly, there are a number of domains 

which were not measured in this study that may make an 

important contribution in predicting these psychological and 
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health characteristics. For example, the current design did 

not control for intervening life events, genetic 

predispositions, or pre-molestation functioning which may 

all account for significant portions of the variance in the 

outcome areas predicted. 

Limitations of The Current Study 

As with most of the other research on the long-term 

effects of child sexual abuse, this study was a 

retrospective study. This type of research introduces a 

number of potential problems which were elaborated in the 

Introduction in "Methodological Issues" and will not be 

repeated here. 

One methodological issue that will be reiterated is 

that retrospective research does not control for the 

preexisting psychological functioning of subjects. 

Researchers make the assumption, after ruling out 

differences on demographic variables, that differences in 

adult functioning are due to the abuse experience. However, 

it is not known how "pre-abuse" personality or emotional 

status may contribute to findings on adult functioning. 

Further, one cannot adequately control for intervening life 

events which may influence adult well-being. 

Instrumentation poses another threat to the internal 

validity of this study. Several of the measures, the PDS 

the HSC and the HP scale have limited psychometric 

information available on them. Furthermore, many of the 
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predictor variables utilized (i.e. stigmatization, self-

blame, and betrayal) were measured with instruments with no 

prior psychometric information available. Further work is 

needed to validate and strengthen these measures. 

A threat to the external validity and a limitation of 

this study is the generalizability. Although utilization of 

a college sample provided an appropriate comparison group, 

it may not be as representative as a random community 

sample. This sample tended to be predominately anglo (81%) 

females between the ages of 18 and 21 (62%). These findings 

can be appropriately generalized to caucasian females 

attending college who are between the ages of 18 and 21. 

Suggestions for Future Research 

Although not exhaustive, a few recommendations for 

future research on the outcome of child sexual abuse will be 

offered. Several ideas for improving on research dealing 

with disclosure outcome were mentioned earlier and will not 

be restated here. 

The relationship between dissociation and perceptual 

disturbance is an intriguing avenue for exploration. The 

study of this relationship may provide further clues to the 

manner in which the victimization experience results in 

maladaptive adult functioning. The instrument used in this 

investigation to measure perceptual disturbance contained 

only eight items assessing the frequency of perceptual 
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disturbance. An elaboration of this measure may prove 

useful in future work. 

A more qualitative analysis is needed of the symptom 

pattern associated with perceptual disturbance. For 

example, it is not known which types of perceptual 

disturbance are most meaningful. Questions such as, "Are 

perceptual disturbances associated with one modality more 

significant than those associated with another modality?" or 

"What is the relationship of perceptual disturbances 

associated with sexual abuse to perceptual disturbance 

associated with severe mental illness?" should be addressed 

in future research. 

Future work should continue to explore the relationship 

between health status and childhood victimization. Improved 

measures of health functioning, along with investigations 

which include both objective and subjective measure of 

physical status are needed. 

In the area of sexual revictimization, a significant 

contribution could be made to the development and evaluation 

of preventative strategies for those victims who are at high 

risk of revictimization. For example, a longitudinal study 

following victims of childhood sexual abuse across time 

should assess the success of preventive efforts in reducing 

revictimization. The preventive treatment could include a 

multitude of components such as assertiveness training, 

cognitive therapy, or more traditional forms of 



86 

intervention. Those treatment components found to be 

effective could be routinely included in by clinicians in 

their work with survivors. 

The results of the present research suggest that the 

degree of stigmatization associated with childhood 

molestation is a significant factor in the long-term 

adaptation to victimization. It is recommend this factor be 

considered in future research as one of the multiple 

determinants of the consequences of child sexual abuse. 

In terms of the field as a whole, an extremely valuable 

contribution would be in the establishment of a well 

accepted definition of what constitutes childhood sexual 

abuse. This would better enable researchers and clinicians 

to make comparisons across studies. Subsequent work would 

be needed to develop reliable, well researched instruments 

to elicit sexual abuse histories. The field of child sexual 

abuse research has come quite far, but much still remains to 

be learned. 
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IN 

Data: Aga: 

Gendar: N F (circle ona) 

Religious Prafaranca: 

What 1a your ethnle background ? (circia ona) 

a. Hispanic 
b. Anglo/Caucasian 
c. Black/Afro-Amerlcan 
d. Aalan/Paclfle lalandar 
a. American Indian 

What la your marital Status ? 
a. Slngla, not married 
b. Marrlad 
c. Dlvorcad 
d. Living with aonaona, but not married 
a. Widowed 

Plaaaa raapond to tha following questions about members of your f«11y 
1. Is your fathar: 

1. Living with your mother 
2. Olvorcad or aaparatad from your mother 
3. Widowed 
4. Living apart for aome othar raason 
5. Dacaasad 

2. Whan you last Hvad with him (if not currantly), how closa did you feel to hir 

1-
Olstant Not Somewhat Closa Vary 

Cloaa Closa closa 

3. Old you hava a stepfather? (circia ona) 
a. yes 
b. no (go to Item »•) 

4. la your stapfathar: 
1. Living with your nothar currantly 

' 2. Olvorcad or aaparatad fro* your Mother 
3. Widowed fraa her 
4. Living apart for soma othar raason 
5. Dacaasad 

5. Whan you laat lived with him, how closa did you feel to him? 

1 2 3 4 5 
Distant Not cloaa Somewhat Cloaa Very 

Close Close 
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ill 

8. Your mother 1s: 
1. living with your father 
2. Divorced or separated from your father 
3. Widowed 
4. Living apart from your father for soma othar reason 
5. Oeceased 

7. Whan you last lived with your mother, how close did you feel to her? 

Distant Not close Somewhat Close Very 
Close Close 

8. Did you have a stepmother? 
a. yes 
b. no (90 to Item «t1) 

9. Is your stepmother: 
1. I1v1n9 with your father 
2. Divorced or separated from your father 
3. Widowed from your father 
4. Living apart from your father for some other reason 
5. Deceased 

10. When you last lived with your stepmother, how close did you feel to her? 

1 -

Dlstant Not close Somewhat Close Very 
Close Close 

11. Please Identify all the people who lived with you and your family during the 
time you were growing up. 
Bt sur§ to InclucI* §v§ryon§9 $vn though th*y my not h*w been r$lafd to yi 

Family Member/Houseguest Your age during the time Number of Years 
they lived with you they lived with yc 

ex: Mother 0 - 1 8 19 

ex: Stepbrother 18-18 3 
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12. Whan you were growing uo. bafora your 14th birthday, who was your primary 
caregiver ? (clrcla one) 

1. Mothar 
2. Father 
3. Step-Mother 
4. Step-Father 
5. Aunt 
e . Uncia 
7. Mothar's Boyfriend 
8. Mother's Girlfriend 
9. Father's Glrlfrland 

10. Father's Boyfrland 
11. Grandmother 
12. Grandfather 
13. Othar (specify) 

13. When you were growing up. before your 14th birthday, what kind of relatlonstm 
do you think your parents/caraglvera had ? (circle one) 

1 2 3 4 S 
Very Poor Poor Fair Good Excellent 

17. Please estimate your parent's/carag1var's combined annual Income for the 
previous year, (use the household you lived In before you were 14 for this) 

t . t 0 • I 8,000 (circle one) 
2. $ 7,000 - 112,000 
3. $13,000 - $20,000 
4. « 21,000 - $35,000 
5. $ 39,000 - $ 50,000 
• . > $ 50,000.00 

1$. I think this Income 1s than 1t was during ny early growing w 
years, (please circle answer below) 

Much Lower Same Much Higher 

19 - 21. What is the highest level of education attained by your 
parents/careglvers ? (circle one for each) 

Caregiver Father Mother 
7 7 7 Less than 7 years of school(1nclud1ng grade schoo' 
6 $ $ Completed Junior High (grade 7 - 9 ) 
5 5 5 Some High School (grades 10-11) 
4 4 4 High School graduate; Trade school graduate 
3 3 3 Partial college training (at least one full year) 
2 2 2 Standard college or university degree (BA, BS) 
1 1 1 Graduate degree (MO, MA, Phd) 
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22 - 25. What were your paren t ' s /careg lver ' s primary occupations whan you were 
growing up, before your 14th bi r thday ? ( c i r c le one fo r each person) 

Caregiver Father Mother 

7 7 7 Unski l led worker (domestic s t a f f , farm laborer) 
6 6 6 Sem1-sk111ed worker ( factory worker, hospital 

a ide, t ruck dr iver ) 
S 5 5 Sk i l l ed worker or supervisor, (machinist, 

carpenter, cook, etc) 
4 4 4 Owner of small franchise, c l e r i c a l or sales 

worker (not manager) 
3 3 3 Administrat ive personnel of large organization, 

owner o f small business, semi-professional (stor 
manager, etc) 

2 2 2 Manager or proprietor of medium sized company, 
teacher, accountant, etc 

1 1 1 Executive/owner of large company, professional; 
(Lawyer, doctor, nurse, etc) 

0 o 0 No occupation outside of home 

26. When you were growing up, before your 14th birthday were any of your parents c 
caregivers chronica l ly 111 ? 

a. No 
b. Yes Who was 111 ? 

What was wrong ?_ 

27. When you were growing up, before your 14th birthday did any of your 
parents/careglvers have psych ia t r ic or psychological problems that required 
treatment ? 

a. No 
b. Yes. Who had problems ? 

What was wrong ? 

28. When you were growing up, before your 14th birthday did any of your 
parents/careglvers have problems wi th drugs or alcohol ? 

a. No 
b. Yes. Who had problems?. 

What kind of drugs/alcohol? 

29. When you were growing up, before your 14th birthday, did your mother/female 
caregiver ever h i t , s t r i k e , or attempt to harm your father/male caregiver in 
any physical way ? 

Never Rarely Sometimes Often Very often 



9 2 

!M 

30. When you were growing up, before your 14th b i r thday, d id your father/male 
caregiver ever h i t , s t r i k e , or attempt t o harm your mother/female caregiver in 
any physical way ? 

Never Rarely Sometimes Often Very Often 

31. When you were growing up, before your 14th b i r thday, how of ten would your moth« 
spank/hit you ? ( c i r c l e one) 

Never Rarely Sometimes Often Very Often 

32. When you were growing up, before your 14th b i r thday, how of ten would your 
father spank you ? ( c i r c l e one) 

Never Rarely Sometimes Often Very Often 

33. When you were growing up, before your 14th b i r thday, were you ever physical ly 
harmed by your fa ther ? 

Never Rarely Sometimes Often Very Often 

34. When you were growing up, before your 14th b i r thday, were you ever physical ly 
harmed by your mother ? 

Never Rarely Sometimes Often Very Often 

35. were you ever t reated by a doctor fo r In ju r ies caused by your mother/female 
giver or father/male caregiver ? 

a. No 
b. Yes, for I n j u r i es caused by my father 
c. Yes, for I n j u r i es caused by my mother 
d. Yes, fo r I n j u r i es caused by both parents 
e. Yes, for I n j u r i es caused by my male caregiver 
f . Yes, fo r i n j u r i es caused by my female caregiver 

36. Were any of your parents/careglvers abused as chi ldren ? ( c i r c l e a l l that 
apply) 

a. Mother 
b. Father 
c . Other (speci fy) 
d. Oon't know 
e. No 
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37. Do you feel you were emotionally neglected/abused as a chi ld ? (c i rc le one) 

5 1 2 3 
Not Mildly Moderately 

Neglected Neglected Neglected 

—4 
Very Severely 

Neglected Neglected 

38. was there any other chi ld 1n the family that you fe l t was emotionally neglect? 
or abused by parents/careglvers ? 

a. No 
b. Yes 

Please respond to the following questions about the set of caregivers that you had 
for the longest period of time between your b i r th and 18 years of age. 

How true Is this of your mother ? 

39. Treated you as 1f you were important 

40. Was verbally abusive toward you 

41. Played games with you 

42. Was tense, nervous, worried 

43. was 111 

44. Drank heavily 

45. Used drugs 

46. Understood you 

47. Kissed you 

48. Hugged you 

49. Talked to you when you had a problem 

50. Was responsive to your emotional needs 

51. Had emotional problems 

VERY 
NEVER SOMETIMES 0FTE»« 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 
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How true 1s this of your father ? 

NEVER SOMETIMES 
VERY 

OFTEN 

52. Treated you as 1f you were Important 1 2 3 4 5 

S3. Mas verbally abusive toward you 1 2 3 4 5 

54. Played games with you 1 2 3 4 5 

55. Was tense, nervous, worried 1 2 3 4 5 

56. Nas 111 1 2 3 4 5 

57. Drank heavily 1 2 3 4 5 

58. Used drugs 1 2 3 4 5 

59. Understood you 1 2 3 4 5 

60. Kissed you 1 2 3 4 5 

61. Hugged you 1 2 3 4 5 

62. Talked to you when you had a problem 1 2 3 4 5 

63. Was responsive to your emotional needs 1 2 3 4 5 

64. Had emotional problems 1 2 3 4 5 
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PLEASE ANSWER THE FOLLOWING QUESTIONS BY CIRCLING THE BEST ANSWER OR FILLING IN THE 
BLANK. TRY TO ANSWER ALL THE QUESTIONS. 

Please indicate how old you were when the following things f i r s t happened to 
you. I f you can't remember exactly, give an approximate age. 

65. Started going out on dates 
fifi' First menstrual period/awareness of spontaneous erection 
671 First had sexual Intercourse 
68. First used b i r th control 
69. First masturbated 

70. At what age did you f i r s t become aware of sex, such as body differences, 
reproduction, or anything else related to sexual behavior ? 

years old 

71. Which of these best represent how you f i r s t became aware of sex ? (circle one) 

1. By observing differences between boys and g i r l s 
2. From something friends said 
3. Through something 1n school, l ike a f i lm or class 
4. From something my parents to ld me 
5. From observing some kind of sexual behavior on TV or In the movies 
7. From observing others engaged 1n sexual behavior 
8. By having some kind of sexual experience, such as being kissed or touched 

m a sexual way 

72. When you were growing up, before your 14th birthday, were you ever 1n a 
situation where you narrowly missed being sexually assaulted ? 
a. No 
b. Yes 

73. I f yes, how did you get out of the situation ? 

74. When you were growing up, before your 14th birthday, were you ever in a 
situation where there was violence or threat of violence, where you were afraid 
of being sexually assaulted ? 
a. No 
b. Yes. What happened ? _ _ _ _ _ 
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If you answer "yes" to any of the following Questions, please Indicate the 
relationship of the other person Involved, (ie: stranger, brother, acquaintance, 
father, anther, friend, uncle, aunt, family friend etc.) 

75. When you were growing up, before your 14th birthday, did you aver feel betrayed 
by a close friend or relative because they approached you In a sexual manner ? 

a. yes; that person's relationship to you 
b. no 

76. When you were growing up, before your 14th birthday, did you ever feel betrayed 
by a close friend or relative because they failed to help you out of an 
uncomfortable sexual situation ? 

a. yes; that person's relationship to you 
b. no 

77. When you were growing up, before your 14th birthday did anyone ever make sexual 
comments to you, like making a sexual proposition or a sexually explicit 
statement that made you feel uncomfortable? 

a. yes; that person's relationship to you 
b. no 

78. When you were growing up, before your 14th birthday, did anyone watch you 
undress, change your clothes, or take a bath when you didn't want them to ? 

a. yes; that person's relationship to you 
b. no 

79. When you were growing up, before your 14th birthday, did anyone ask you or make 
you show your sexual parts (breasts, genitals, bottom) to him or to her ? 

a. yes; that person's relationship to you 
b. no 

80. When you were growing up, before your 14th birthday, did anyone ever take 
pictures of you while you were completely or partially nude ? 

a. yes; that person's relationship to you 
b. no 

81. When you were growing up, before your 14th birthday, did anyone masturbate 
(massage, rub or touch their own genitals) 1n front of you ? 

a. yes; that person's relationship to you 
b. no 
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82. When you were growing up, before your 14th birthday, did anyone ever ask you or 
make you masturbate (massage, rub or touch your own genitals) 1n front of them 

a. yes; that person's relationship to you. 
b. no 

83. When you were growing up, before your 14th birthday, did anyone ever kiss you 
or hug you in a sexual way ? For example, did anyone ever kiss you ful l on the 
mouth or french kiss you 1n a way that make you feel uncomfortable ? 

a. yes; that person's relationship to you_ 
b. no 

84. When you were growing up, before your 14th birthday, did anyone ever touch or 
fondle your body, but not your genitals in a sexual way ? (Include touching 
breasts t bottom, unwanted back and neck rubs, stroking hair, etc) 

a. yas; that person's relationship to you_ 
b. no 

85. When you were growing up, before your 14th birthday, did anyone ever try to 
have you arouse them or touch their body (but not their genitals) In a sexual 
way? (Include touching breasts & bottom, also caressing or kissing the 
body) 

a. yes; that person's relationship to you 
b. no 

86. When you were growing up, before your 14th birthday, did anyone ever massage, 
touch or rub your genitals ? 

a. yes; that person's relationship to you. 
b. no 

87. when you were growing up| before your 14th birthday, did anyone ever ask you or 
make you massage, touch, or rub their genitals ? 

a. yes; that person's relationship to you. 
b. no 

88. when you were growing up, before your 14th birthday, did anyone attempt or 
succeed 1n any of the following: 
1) putting their genitals 1n your mouth, 2) putting your mouth on their 
genitals, or 
3) both 1 A 2 (e.g. fe l la t io , oral sex, cunn111ngus) 

a. yes; that person's relationship to you. 
b. no 
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89. When you were growing up, before your 14th birthday, did anyone ever rub their 
genitals against your body (Includes rubbing between legs from front or behind) 
1n a sexual way ? 

a. yes; that person's relationship to you. 
b. no 

90. When you were growing up, before your 14th birthday, did anyone ever put their 
finger or other object inside your vagina or anus? 

a. yes; that person's relationship to you. 
b. no 

91. When you were growing up, before your 14th birthday, did anyone ever attempt or 
succeed 1n putt ing t h e i r penis Inside you? (vaginal or anal Intercourse) 

a. yes; that person's relationship to you 
b. no 

92. When you were growing up, before your 14th birthday, did anyone ever take 
pictures of you while you were having sex with someone else? 

a. yes; that person's relationship to you. 
b. no 

93. Have your ever had any sexual experiences where there was more than one person 
Involved ? 

a. yes; that persons' relationship to you 
b. no 

94. When you were growing up, before your 14th birthday, did you have any other 
sexual experience the you consider to be upsetting and has not been mentioned 
yet? 

a. Yes; please describe. 
b. No 



99 

IN 

I f you have had any of the previously Mentioned experiences (question •72-94), 
please complete this next section of the questionnaire. I f you have not, please 
skip to question • 196 on page 28. 

95. What mans did the person(s) use to Involve you, to gain or attempt to gain 
your cooperation 1 (circle a l l that apply) 

a. No obvious strategy; nothing used; 1t just happened 
b. Psychological coercion; said that sex should be a part of your 

relationship, adult authority, verbal persuasion 
c. Bribery: Money or favors or drugs for sex 
d. Trickery; involved you in "games" which led to sex or pretending to do 

something else as a cover up for sex 
e. Entrapment: He/she gave you a ride, blocked your path, took advantage of 

your dependence on them, came to you while you were asleep 
f . Threat of punishment; Removal of privileges, restriction of freedom, 

physical discipline 
g. Threat of consequences; family break-up, he/she wi l l t e l l someone what you 

did 
h. Verbal threat of bodily harm; suicide threat, threat to k i l l /hur t someone 

else or you . . . 
I . Physical coercion; h i t or slapped you, beat or choked or threatened you 

with a weapon 
k. Used a weapon on you; gun, knife, etc 

A. What was the gender of the person(s) who initiated the sexual 
experlence(s) described 1n §72-94 ? 

a. Female 
b. Male 

96. Thinking back to the situation 1n which you found yourself, had he/she been 
drinking or using drugs ? 
a. yes 
b. no 

97. Had you been drinking or using drugs ? 
a. yes 
b. no 

98. When you think back over the early sexual experiences you Indicated earlier, 

A. How often did these experiences occur ? 

1 2 1 3— : 4 5 
Never Several Very 

Times Frequently 

B. Over what period of time would you estimate they occurred ? (a day, weeks, 
6 months, 3 yrs, etc.) 
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Children and adolescents who have sexual experiences often do different things to 
help theai get through the experience. Please examine the following list. 

FIRST rate how frequently you used each thing, by circling the number (1 - S). 

SECOND Indicate 1f 1t was helpful, harmful, or neither, by circling the proper word. 

HIM or HER refers to the person who Initiated the childhood sexual experience with 
you. 

99. I avoided him/her 

This was: Helpful 

Never Rarely 

Harmful 

Sometimes 
3 

Often 
--4 

Very 
Often 

5 

Neither 

100. I avoided physical 
contact with him/her 

This was: Helpful 

Never Rarely 
1 2 — 

Sometimes 

Harmful Neither 

Very 
Often Often 

101. I tried to get 
pregnant 

This was: Helpful 

Never Rarely 

Harmful Neither 

Sometimes 
-3-

Very 
Often Often 

102. I tried to get 
married 

This was: Helpful 

Never Rarely 

Harmful Neither 

Sometimes 
-3-

Very 
Often Often 

103. I ran away 

This was: Helpful 

104. I got sexually 
Involved with 
other males/ 
females 

Never Rarely 

Harmful Neither 

Sometimes 

Never Rarely Sometimes 
— 3 

Very 
Often Often 
-4 S 

Very 
Often Often 

This was: Helpful Harmful Neither 
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105. I moved away from horn# 

This was: Helpful 

Never Rarely 

Harmful 

Very 
Sometimes Often Often 

Neither 

106. I threatened to t e l l 

This was: Helpful 

107. I screamed, yelled 
or cried out 

This was: Helpful 

108. I persuaded him/her 
to stop or let 
me go 

This was: Helpful 

109. I t r ied to escape 

This was: Helpful 

Never Rarely 
1 2— 

Harmful 

Harmful 

Harmful 

Harmful 

Very 
Sometimes Often Often 

3 4 5 

Neither 

Never Rarely 
1 2-

Very 
Sometimes Often Often 

Neither 

Never Rarely 
1 2-

Very 
Sometimes Often Often 

3 5 

Neither 

Never Rarely 
Very 

Sometimes Often Often 
3 4 5 

Neither 

110. I refused to 
participate 

This was: Helpful 

111. I showed signs 
of distress 

This was: 

112. I h i t him/her 
with an 
object 

Helpful 

Never Rarely 
Very 

Sometimes Often Often 
3 4 5 

Harmful Neither 

Very 
Never Rarely Sometimes Often Often 

1 2 3 4 S 

Harmful Neither 

Very 
Never Rarely Sometimes Often Often 

1 2 3 4 5 

This was: Helpful Harmful Neither 
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113. I used a weapon 
against him/her 

This was: Helpful 

114. I fought back 

This was: Helpful 

115. I attacked 
him/her 

This was: Helpful 

116. I threatened 
him/her 

This was: Helpful 

117. I pleaded with 
him/her to stop 

This was: Helpful 

118. I said "NO!" 

This was: Helpful 

119. 1 tr ied to t e l l 
others about the 
incident 1n an 
indirect way 

This was: Helpful 

120. I told others 
directly 

l»_ 

Never Rarely Sometimes Often 

Harmful Neither 

Never Rarely 

Harmful Neither 

Never Rarely 
1 2— 

Sometimes Often 
— 3 4 

Sometimes Often 

Harmful Neither 

Never Rarely Sometimes Often 

Harmful Neither 

Never Rarely Sometimes Often 

Harmful Neither 

Never Rarely 
1 2-

Sometimes Often 

Harmful Neither 

Never Rarely Sometimes Often 
3 4 

Very 
Often 

— 5 

Very 
Often 

— 5 

Very 
Often 

— 5 

Very 
Often 

5 

Very 
Often 

5 

Very 
Often 

5 

Very 
Often 

5 

Harmful Neither 

Never Rarely Sometimes Often 
Very 

Often 

This was: Helpful Harmful Neither 
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121. I sought help 
from someone 

This was: Helpful 

122. I told no one 
about the 
incident 

This was: Helpful 

123. I prevented 
others from 
finding out 
about 1t 

This was: Helpful 

124. I went along with 
i t to protect 
myself 

Never 
1— 

Harmful 

Never 
1— 

Harmful 

Rarely Sometimes Often 

Neither 

Rarely Sometimes Often 

Neither 

Never Rarely Sometimes Often 

Very 
Often 

5 

Very 
Often 

—5 

Very 
Often 

5 

Harmful Neither 

Never Rarely Sometimes Often 
Very 

Often 
5 

This was: Helpful Harmful Neither 

125. I went along with 
1t to protect 
someone/somethlng 
else (sibl ing, 
friend, pet) 

Never 
1— 

Rarely 
2— 

Sometimes Often 
3 4 — 

Very 
Often 

5 

IMs_wfis: Helpful Harmful Neither 

126. I went along with 
I t to get the 
things or 
attention I wanted 

This was: Helpful 

Never 
1— 

Harmful 

Rarely 
2— 

Neither 

Sometimes Often 
3 4 — 

Very 
Often 

—5 

127. I went along with 
i t because I 
enjoyed 1t Never Rarely Sometimes Often 

1 2 3 4— 

Very 
Often 

—5 

This WW Helpful Harmful Neither 
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128. I just accepted 1t 

This was: Helpful 

129. I pretended that 
I was somewhere 
else 

This was: 

130. I pretended to 
be asleep 

Helpful 

This was: 

131. Part of my body 
went numb 

This was: Helpful 

Never 
1— 

Harmful 

Harmful 

Never 
1— 

Helpful Haraful 

132. I stepped out of my body 
watched what 
wa& happening 
to me 

Never 
1-

Harmful 

and 

Never 
1— 

I * . 

Rarely Sometimes Often 

Neither 

Sometimes Often 

Neither 

Rarely Sometimes Often 

Neither 

Rarely 
- 2 — 

Neither 

Rarely 
2 — 

Sometimes Often 
3 4— 

Sometimes Often 

Very 
Often 

5 

Very 
Often 

5 

Very 
Often 

- 5 

Very 
Often 

— 5 

Very 
Often 

— 5 

This was: Helpful 

133. I t r ied to 
Ignore what 
was happening 
to me 

This was: Helpful 

134. I blocked out 
the physical 
sensations 

Harmful Neither 

Never Rarely Sometimes Often 

Harmful Neither 

Never Rarely Sometimes Often 

Very 
Often 

—5 

Very 
Often 

5 

This was: Helpful Harmful Neither 
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135. I pretended that 
I was someone 
else Never Rarely Sometimes Often 

Very 
Often 5 

This was: Helpful 

136. I experienced 
altered states of 
consciousness 

Harmful 

Never 
1— 

Neither 

Rarely Sometimes Often 
Very 

Often 
5 

This was: 

137. I blocked out 
my sense of 
pain 

Helpful Harmful Neither 

Sometimes Often 
Very 

Often 
5 

This was: Helpful 

138. I thought I had 
more than one 
personality 

This was: 

139. I pretended that 
1t wasn't 
happening to me 

This was: 

140. I blocked out 
my sense of 
pleasure 

Harmful Neither 

Never Rarely 

Sometimes Often 
-3 4 — 

Helpful Harmful Neither 

Sometimes Often 

Helpful Harmful Neither 

Never Rarely Sometimes Often 

Very 
Often 

5 

Very 
Often 

5 

Very 
Often 

5 

This was: 

141. I made myself 
forget about 1t 

Helpful Harmful Neither 

Never Rarely Sometimes Often 
Very 

Often 
5 

This was: Helpful Harmful Neither 
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142. 1 became 
unconscious 

Never Rarely 

Helpful Harmful Neither 

IM. 

Sometimes Often 
Very 

Often 
5 

143. 

144. 

I blamed myself 
for what happened 
because there 
was something 
about «e 
which made 
me deserve 1t 

Never 
1 -

Rarely 
2 -

Sometimes 
3 

Often 
4— 

Very 
Often 

5 

This wass: Helpful Harmful Neither 

I blamed myself 
for what happened 
because I did 
something that 
made 1t 
happen 

Never Rarely Sometimes Often 
Very 
Often 

5 

Helpful Harmful Neither 

145. 

146. 

148. 

I blamed him/her 
for what 
happened 

This was: Helpful 

I blamed someone 
other than him/her 
or myself for 
what happened 

This was: Helpful 

147. I blamed no one 
for what 
happened 

IMl_ws$: Helpful 

I refused to blame 
myself for what 
happened 

Harmful 

Never 
1— 

Harmful 

Never 
1 -

Harmful 

Sometimes Often 
Very 

Often 
5 

Neither 

Rarely 
2 -

Some times Often 

Neither 

Rarely Sometimes Often 

Neither 

Never Rarely Sometimes Often 
1 2 3 4— 

Very 
Often 

5 

Very 
Often 

5 

Very 
Often 

5 

This was: Helpful Harmful Neither 
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149. I felt hopeful Very 
Never Rarely Sometimes Often Often 

This was: Helpful Harmful Neither 

150. I imagined myself 
1n the future, in 
a better place Never Rarely Sometimes Often 

Very 
Often 
— 5 

This was: Helpful Harmful Neither 

151. I dreamed about 
another life 

Never Rarely Sometimes Often 
i 2 3 4 — 

This was: Helpful 

152. I invented 
Imaginary 
friends 

Harmful Neither 

This was: 

153. I prayed 

Never Rarely Sometimes Often 

Helpful Harmful Neither 

Never Rarely Sometimes Often 

Very 
Often 
— 5 

Very 
Often 
— 5 

Very 
Often 
— 5 

This was: Helpful Harmful Neither 

154. I wished that I 
could change what 
was happening Never 
or how I felt 1 — 
about 1t 

Rarely Sometimes Often 
2 3 4 — 

Very 
Often 
— 5 

This was: Helpful 

155. I wished someone 
would come and 
save me 

Harmful Neither 

Never Rarely Sometimes Often 
Very 
Often 
— 5 

This was: Helpful Harmful Neither 
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156. I wished 1t 
would end soon 

Never Rarely Sometimes 

ID# 

Very 
Often Often 

— 4 5 

This was; Helpful Harmful Neither 

157. I hoped for a 
Miracle 

Never 
1— 

Rarely 
- 2 -

Sometimes 
-3-

Often 
-4 

This was: Helpful Harmful Neither 

158. I expressed my 
feelings 

Never 
1— 

Rarely 
2 — 

This was: Helpful Harmful 

159. I was belligerent 

This was: Helpful Harmful 

Never 
1— 

Rarely 
2— 

160. I did things to 
t ry to hurt 
myself (dangerous Never 
or destructive 1-
thlngs) 

This was: Helpful 

161. I hid my feelings 

Rarely 
- 2 -

Harmful 

Sometimes 

Neither 

Sometimes 

Neither 

Sometimes 
-3-

Neither 

Sometimes 
•3-

Often 
— 4 — 

Often 
— 4 — 

Often .4— 

Very 
Often 

— 5 

Very 
Often 

— 5 

Very 
Often 

— 5 

Very 
Often 

—5 

Often 
-4-

This was: Helpful Harmful Neither 

162. I turned my 
feelings inward 

Never 
1— 

Rarely Sometimes Often 
— 4 — 

Very 
Often 

-5 

Very 
Often 

—5 

This was: Helpful Harmful Neither 
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163. I smoked, drank 
alcohol, or Very 
used drugs Never Rarely Sometimes Often Often 

This was: Helpful Harmful Neither 

164. I avoided getting 
close to anyone Very 

Never Rarely Sometimes Often Often 

This was: Helpful Harmful Neither 

165. I avoided people 
1n general 

Very 
Never Rarely Sometimes Often Often 

This was: Helpful Harmful Neither 

166. I t r ied to be 
successful 1n Very 
another part Never Rarely Sometimes Often Often 
of my l i f e 1 2 3 4 -5 

This was: Helpful Harmful Neither 

167. I told myself I 
had control Very 
over other Never Rarely Sometimes Often Often 
aspects of 1 2 3 4 5 
my l i f e 

This was: Helpful Harmful Neither 

168. Did you do anything else to help yourself get through that time 
that was not mentioned ? (please write down what you did) 
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After early sexual Involvement has ended, many children/adolescents do different 
things to Manage their uncomfortable feelings. 

Please examine the following l i s t of things. 
FIRST: Rate how frequently you used each thing, by c i rc l ing a number. 

SECONO: Indicate 1f 1t was helpful, harmful, or neither by c i rc l ing the 
appropriate word. 

169. I put 1t out of my mind, 
t r ied not to think 
about 1t Never 

1-

Thls was: Helpful Harmful 

170. I pretended 1t didn' t happen 

Never 
1— 

This was: Helpful Harmful 

171. I talked about 1t with others 

Never 
1— 

This was: Helpful 

172. I t r ied to accept 1t 

This was: Helpful 

173. I worried about 1t 

Rarely Sometimes Often 

Neither 

Rarely Sometimes Often 
—2 3 4 

Neither 

Rarely Sometimes Often 
~ 2 3 4 

Harmful Neither 

Never Rarely Sometimes Often 

Harmful Neither 

Never Rarely Sometimes Often 
1 2 3 4 

This was: Helpful Harmful Neither 

174. I t r ied to get over 1t on 
on my own 

Never Rarely Sometimes Often 

Very 
Often 

—5 

Very 
Often 

—5 

Very 
Often 

—5 

Very 
Often 

—5 

Very 
Often 

—5 

Very 
Often 

—5 

This was: Helpful Harmful Neither 
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175. I t r i ed to get over I t with 
professional help 
(therapy, etc) Never Rarely 

1 2 

This was: Helpful Harmful Neither 

176. I t r i ed to confront the 
person who did th is 
to me 

This was: Helpful 

177. I wrote 1n a journal 

Never 
1 — 

Harmful 

Never 
1— 

Neither 

Rarely 
— 2 

This was: Helpful Harmful Neither 

178. Tried to help others 1n 
the same situation 

Never 
1— 

Rarely 
— 2 

This was: Helpful Harmful Neither 

179. I read about the subject 
to help me understand 
what happened Never 

1— 

This was: Helpful Harmful 

180. I joined a support group 

Never 
1 

Rarely 
2 

Neither 

Rarely 
— 2 

This was: Helpful Harmful Neither 

IM 

Rarely 
— 2 

Sometimes 

Sometimes 
3 

Sometimes 
3 

Sometimes 
3 

Often 
—4 

Very 
Often 

— 5 

Often 

Sometimes Often 

Often 

Often 
—4 

Sometimes Often 

Very 
Often 

— 5 

Very 
Often 

—S 

Very 
Often 

— 5 

Very 
Often 

— 5 

Very 
Often 

— 5 

181. How often did you feel you were "trading* sex for something 
(e.g. attention, rewards, privi leges) 

Never Rarely Sometimes Often Very Often 

182. A. How much did you t rust the person who engaged you 1n sexual 
ac t iv i ty before 1t occurred ? 

1- 4-
Not at a l l Somewhat Very Much 
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B. Old you feel betrayed by the person who engaged you 1n sexual 
activity ? 

No, not Somewhat Very Betrayed 
at a l l Betrayed 

183. A. How strongly do you think th i s early sexual experience affected your overall 
l i f e ? 

No ef fec t Strong Very strongly 
effect affected 

B. How strongly do you think th i s early sexual experience affected your ability to 
do well 1n school and/or work ? 

No ef fec t Strong Very Strongly 
effect affected 

184. A. In general, how different from others did you feel because of these early 
childhood sexual experiences ? 

Not dif ferent Somewhat Very Different 
at a l l Different 

B. Did other people perceive you negatively because of what happened ? 

No, not Somewhat Yes, very 
at a l l Negative Negatively 

C. Did you think negatively about yourself because of what happened? 

No, not Somewhat Yes, very 
at a l l Negatively Negatively 

185. A. How strongly do you think th is early sexual experience effected your ability 
to for* close friendships ? 

No ef fec t Strong Very Strongly 
effect effected 
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B. How strongly do you think this early sexual experience effected your ability to 
form long lasting romantic relationships ? 

No effect Strong Very Strongly 
effect effected 

C. How much of an effect would you say these early childhood sexual experiences 
has had on your adult sexuality ? 

No effect Strong Very Strongly 
effect effected 

186. Have you ever told anyone about these experiences ? Y N 

Who have you told? 

(please include everyone you told) 

187. How long after the incident did you tell someone about 1t ? 
a. Days 
b. weeks 
c. months 
d. years 

188. If/when you told someone about what happened to you at the time 1t was going 
on, who did you tell ? 

189. If/when you told someone about what happened to you at the time 1t was going 
on, how did they react ? 
a. They actively demonstrated disapproval towards the person 

involved 1n this Incident. 
b. They remained passive / refused to take sides (did not change 

child care arrangements, did not stay home at crucial 
times, etc) 

c. Chose to support the other person and not you 
d. Helped the other person continue this behavior 
e. I told no one during this time 

190. If/when you told someone about what happened to you at the time 1t was going 
on, how emotionally supportive were they ? 
a. They were committed to you and provided a lot of support 
b. They were somewhat coomltted and supportive 
c. They were not always able/w1111ng to be supportive 
d. They were not supportive, but did not reject you 
e. They were not at all supportive, and were angry and hostile 
f. I told no one during this time 
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191. If/when you told someone about what happened to you at the time it was going 
on, what did they do that made you feel as 1f they believed you ? 
a. They made definite statements of their belief to others 
b. They said or indicated that they believed you, but did not say it to others 
c. They sometimes said or Indicated that they did not believe you 
d. They totally denied what you told them, did not believe you at all 
e. I told no one during this time 

192. In looking back to when you first told someone about your experlence(s), 
(regardless of when It was) would you say the experience was: 

very negative neutral very positive 

193. After you told someone about what was happening, did the circumstances result 
in your actually being more or less safe ? 

less safe no change more safe 

194. After you told someone about what was happening, did you actually feel more or 
less safe ? 

less safe no change more safe 

195. If you told someone at a later time, did 1t make you feel more or less safe ? 

less safe no change more safe 

196. Your first romantic Involvement which Included Intercourse was 
with: (circle one) 
a. A steady boyfr1end/g1rlfriend 
b. My spouse (after marriage) 
c. My fiance 
d. Someone I knew, but had not dated steadily 
e. A casual acquaintance 
f. A stranger 
g. A relative (please specify) 
h. Someone else (please specify). 
1. Never had intercourse (please go to question #201) 

197. How old was he/she ? 

198. How old were you ? 
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199. Some people have Intercourse the first time because they want to, and others 
because their partner pressures or forces them Into 1t. 

Please circle the response that best fits your first experience. 

No force Moderate force Extreme force 
or pressure or pressure or pressure 

200. After you first had Intercourse, how long was 1t before you had intercourse 
again ? 

201. On average, how many times do you go out on dates per month ? /mth 

202. A. During the past month, how many times were you Intimate with a partner, 
without having intercourse? .times/ month 

B. What 1s your primary sexual orientation ? 
a. Bisexual 
b. Homosexual 
c. Heterosexual 

203. Over the past month how often have you engaged 1n sexual Intercourse. 
a. 0 
b. 1 - 3 
c. 4 - 6 
d. 6 - 10 
e. > 10 

204. Do you usually have an orgasm with Intercourse ? Y N 
About what percentage of the time do you experience this ? 

percent of the time 

205. How frequently do you wish you could engage 1n sexual Intercourse ? 
times / month 

Please Indicate your answer to the following questions by circling the best answer 

206. I'm afraid to have sex. 

never sometimes frequently 

207. I only date or have a sexual relationship with one person at a time (monogamous 
relationships). 

never sometimes frequently 
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208. I usually have unprotected sex (no for* of birth control or condoms) 

never sometimes frequently 

209. I have considered being/am celibate. 

never sometimes frequently 

210. I have at times had sex with someone I had just met. 

never sometimes frequently 

211. Men/women have made unwanted advances toward me 1n the past. 

1-
never sometimes frequently 

212. I often feel as 1f I am expected to "pay* for a date with sex. 

never sometimes frequently 

213. When I have sex, I sometimes feel like I'm not really there. 

never sometimes frequently 

214. I would like to lose control during sex. 

never sometimes frequently 

215. I have lost control during sex . 

never sometimes frequently 

216. When I have sex, I fantasize that I am with someone else. 

never sometimes frequently 

217. When I have sex, I fantasize I AS someone else. 

1 2 3 4 5 
never sometimes frequently 
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218. When ! have sex, I am afraid of losing control 

2 3 4. 1 

never sometimes 

219. When 1 have sex, I am concerned about how I look 

2 

-5 
frequently 

1 — 
never sometlnes frequently 

For the following section, please circle all the words that apply to your feelings 
during/after intercourse. 

220. When I have sex, I feel: 

like running away 
special 

womanly/manly 
powerful 

warn 

dirty 
empty 

loved 

11ke a child 
guilty 

used 

wanted 
virile 

violated 

sad 
cheated 

accepted 

fulfilled 
happy 

pretty/handsome 

cheap 
powerless 

disappointed 
ugly 
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ME ARE INTERESTED IN HOW OFTEN YOU HAVE THE FOLLOWING EXPERIENCES. IT IS IMPORTANT, 
HOWEVER, THAT YOUR ANSWERS SHOW HOW OFTEN THESE EXPERIENCES HAPPEN TO YOU WHEN YOU 
ARE NOT UNDER THE INFLUENCE OF ALCOHOL OR DRUGS. 

221. Have you had the experience of driving • car and suddenly realize that you 
don't remember what hat happened during all or part of tha trip ? 

1-
navar sonatinas frequently 

222. Have you had tha experience of listening to someone talk and suddenly 
realize that you did not hear part or all of what was just said 7 

1« 
never sonatinas frequently 

223. Have you had the experience of finding yourself 1n a place and have no Idea 
how you got there 1 

never sonatinas frequently 

224. Have you had the experience of finding yourself dressed In clothes that you 
don't remember putting on ? 

1-
never sonatinas frequently 

225. Have you had the experience of finding new things among your belongings that 
you did not rentmber buying 1 

1-
never sonatinas frequently 

226. Have you had the experience of being approached by people that you do not 
know who call you by another nana or Insist that they have net you before 1 

1 2 3 4 9 
never sonatinas frequently 

22T. Have you had the experience of feeling as though you are standing next to 
yourself or watching yourself do something and actually see yourself as 1f you 
ware looking at another person ? 

1 2 3 4 S 
never sometimes frequently 



119 
IOt 

228. Have you been told that you sonatinas do not racognlza fHands or family 
members ? 

1-
never aofaatlmaa frequently 

229. Do you find that you have no namory for soma Important avants 1n your Ufa 
(for example, • wadding or graduation) ? 

1-
navar sonatinas fraquantly 

230. Hava you had tha axparlanca of balng accused of lying whan you do not think 
you hava lied ? 

1-
never aocMtlMS fraquantly 

231. Hava you had tha axparlanca of looking 1n a •1rror an not recognizing 
yourself ? 

1 2 3 4 S 
navar sonatinas fraquantly 

232. Hava you had tha axparlanca of feeling that othar paopla, objects, and tha 
world around you ara not raal T 

1-
navar sonatinas fraquantly 

233. Hava you had tha axparlanca of faallng that your body doaa not saen to 
balong to you ? 

1 2 3-
never sonatinas fraquantly 

234. Hava you had tha axparlanca of sonatinas rananbarlng a past avant so vividly 
that you fait as 1f you wara reliving that avant T 

1-
navar aonetlnas fraquantly 

235. Hava you had tha axparlanca of not balng sura whathar things that you 
remember happening really did happan or whether you just dreamed then ? 

navar sometimes fraquantly 
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236. Have you had the experience of being 1n a familiar place but finding 1t 
Strang* and unfamiliar ? 

1— 
naver sometimes frequently 

237. Have you had the experience of being so absorbed 1n a television story or 
movie that you were unaware of other events happening around you ? 

never sonatinas frequently 

238. Have you had the experience of becoming so involved in a fantasy or daydrean 
that 1t f e l t as though 1t were really happening to you ? 

never sometimes frequently 

239. Are you able to Ignore pain ? 

1-
never sometimes frequently 

240. Are there times where you s i t staring of f Into space, thinking of nothing, 
and are not aware of the passage of time ? 

1-
never sometimes frequently 

241. Do you talk out loud to yourself when you are alone ? 

1-
never sometimes frequently 

242. Oo you f ind that in one situation you may act so differently compared with 
another situation that you feel almost as 1f you were two different people? 

never sometimes frequently 

243. Oo you f ind that 1n certain situations you are able to do things with 
amazing ease and spontaneity that would usually be d i f f i cu l t for you (for 
example, sports, work, social situations, etc.) ? 

! - 2 3— 4 S 
never sometimes frequently 
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244. Do you sometimes find that you cannot remember whether you have done 
something or have just thought about doing that thing (for example, not 
knowing whether they have Just mailed a letter or have Just thought about 
mailing 1t) ? 

never sometimes frequently 

245. Have you sometimes found writings, drawings, or notes among your 
belongings that you must have done but can't remember doing ? 

never sometimes frequently 

246. Do you sometimes hear voices inside your head that tell you to do things or 
coument on things that you are doing 1 

never sometimes frequently 

247. Have you had the experience of feeling as 1f you are looking at the world 
through a fog so that people and objects appear far away or unclear ? 

never sometimes frequently 

248. Do you ever see shadowy figures when there Isn't anyone there ? 

1-
never sometimes frequently 

249. Do you ever see movement out of the corner of your eye when there Is no one 
else around ? 

1 2 3 4 S 
never sometimes frequently 

250. Do you sometimes hear sounds (footsteps, breathing, bumps, doors or windows 
opening or closing) even though there is no one there? 

never sometimes frequently 

251. Do you ever hear voices that you cannot account for, such as someone 
calling your name or children crying or a distressed sounding cry ? 

never sometimes frequently 
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252. Do you ever feel as though you were physically touched, but you knew that 
you were alone at the time ? 

never sometimes frequently 

253. Do you ever feel as though something was Inside your body ? 

never sometimes frequently 

254. Do you ever smell odors (such as perfume) when there was no one else 
around ? 

1 2 3 4 5 

never sometimes frequently 

255. How often do you have nightmares ? 

never sometimes frequently 
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IN THE FOLLOWING SECTION PLEASE RATE THE STATEMENTS BY CIRCLING THE NUMBER WHICH 
REPRESENTS YOUR DEGREE OF AGREEMENT 

256. On the whole, I am sat is f ied with myself. 

Strongly Agree Disagree Strongly 
Agree Disagree 

257. At times I think I am no good at a l l . 

Strongly Agree Disagree Strongly 
Agree Disagree 

258. I feel that I have a number of good qual i t ies. 

Strongly Agree Disagree Strongly 
Agree Olsagree 

259. I am able to do things as well as most other people. 

1-
Strongly Agree Disagree Strongly 

Agree Disagree 

260. I feel I do not have much to be proud of . 

Strongly Agree Disagree Strongly 
Agree Disagree 

261. I certainly feel useless at times. 

Strongly Agree Disagree Strongly 
Agree Disagree 

262. I feel that I'm a person of worth, at least on an equal plane with others. 

Strongly Agree Disagree Strongly 
Agree Disagree 

263. I wish I could have more respect for myself. 

Strongly Agree Disagree Strongly 
Agree Disagree 
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264. All in all, I am inclined to feel that I am a failure. 

Strongly Agree Disagree Strongly 
Agree Disagree 

265. I take a positive attitude toward myself. 

Strongly Agree Disagree Strongly 
Agree Disagree 
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HOW OR EH HAVE YOU EXPERIENCED EACH OF THE FOLLOWING IN THE LAST TWO MONTHS ? 
(please circle the response that f i t s you) 

266. Headaches 

267. Insomnia (trouble sleeping) 

266. weight loss (without dieting) 

269. Stomach problems 

270. Sexual problems 

271. Feeling Isolated from others 

272. "Flashbacks" (sudden, vivid distracting 
memories) 

273. 

274. 

275. 

276. 

277. 

276. 

279. 

280. 

281. 

262. 

283. 

284. 

285. 

286. 

Restless sleep 

Low sex drive 1 

Anxiety attacks 

Sexual overactivity 

Loneliness 

Nightmares 

"Spacing out" (going away in your mind) 

Sadness 

Dizziness 

Not feeling satisfied with your sex l i f e 

Trouble controlling your temper 

waking up early in the morning t can't 
get back to sleep 

Uncontrollable crying 

Fear of men 

NEVER 
0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

OFTEN 
2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 
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NEVER 

0 

0 

0 

0 

0 

287. Not feeling rested in the morning 

288. Having sex that you didn't enjoy 

289. Trouble getting along with others 

290. Memory problems 

291. Desire to physically 
hurt yourself 

292. Intentionally Injured your o 
body (cut, burn, scratch) 

293. Waking up 1n the middle of the night o 

294. Bad thoughts or feelings during sex o 

295. Passing out 0 

296. Feeling that things are "unreal" o 

297. Unnecessary or over-frequent washing o 

298. Feelings of not being good enough o 

299. Feeling tense all the time o 

300. Being confused about your sexual feelings o 

301. Desire to physically hurt others o 

302. Feelings of guilt o 

303. Feeling that you are not always 1n your body 0 

304. Having trouble breathing o 

305. Sexual feelings when you shouldn't have them 0 

OFT 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 
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PLEASE FILL IN THE FOLLOWING BLANKS 

306. Current weight: pounds 

307. Height: feet Inches 

308. Highest past'weight excluding pregnancy: pounds 

How long ago did you f i r s t reach this weight ? mths 

How long did you weigh th is weight ? months 

309. Lowest weight as an adult: pounds 

How long ago did you f i r s t reach this weight ? months 

How long did you weigh th is weight ? months 

310. What weight have you been at for the longest period of time ? .pounds 

At what age did you f i r s t reach this weight ? yrs old 

311. I f your weight has changed a lot over the years, is there a weight that you 
keep coming back to when you are not dieting ? V N (circle one) 

I f yes, what 1s th is weight ? pounds 

At what age did you f i r s t reach this weight ? yrs old 

312. What 1s the most weight you have ever lost ? pounds 

Old you lose this weight on purpose ? Y N 

What weight did you lose to ? pounds 

At what age did you reach th is weight ? years old 

313. What do you think your weight would be 1f you did not consciously try to 
control your weight ? pounds 

314. How much would you l ike to weigh ? pounds 

315. Age at which weight problems (1f any) began: yrs 

127 
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FOR EACH ITEM, DECIDE IF THE ITEM IS TRUE ABOUT YOU: (1) NEVER, (2) RARELY, 
(3) SOMETIMES, (4) OR EN, OR (5) ALWAYS. CIRCLE THE LETTER THAT CORRESPONDS 
RATING. PLEASE RESPONO TO ALL OF THE ITEMS, MAKING SURE THAT YOU CIRCLE THE 
FOR THE RATING THAT IS TRUE ABOUT YOU. 

Never 

316. I eat sweets and carbohydrates 
without feeling nervous. 

317. I think that my stomach 1s too big 

318. I wish that I could return 
to the security of childhood 

319. I eat when I am upset 

320. I stuff myself with food 

321. I wish that I could be younger 

322. I think about dieting. 

323. I get frightened when my feelings 
are too strong ' 

324. I think that my thighs are too large 

325. I feel ineffective as a person 

326. I feel extremely gui l ty after overeating 

327. I think that my stomach 1s Just 
the right size 

328. Only outstanding performance 1s good 
enough in my family 

329. The happiest time 1n l i f e 1s when you 
are a child 

330. I am open about my feelings 

331. I am te r r i f ied of gaining weight 

332. I trust others 1 

i ' t 1 

333. I feel alone in the world 

334. I feel satisfied with the shape of my body 

335. I feel generally 1n control 
of things in my l i f e 

Sometimes 

2 3 

2 - 3 
t » • 1 

TO YOUR 
LETTER 

Always 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 
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336. I get confused about what emotion I 
am feeling 

337. I would rather be an adult than a child 

338. I can communicate with others easily 

339. I wish I were someone else 

340. I exaggerate or magnify the Importance 
of weight 

341. I can clearly identify what emotion 
I am feeling 

342. I feel Inadequate 

343. I have gone eating binges where I felt 
that I could not stop 

344. As a child, I tried very hard to avoid 
disappointing my parents and teachers 

345. I have close relationships 

346. I like the shape of my buttocks 

347. I am preoccupied with the desire to 
be thinner 

348. I don't know what's going on Inside me 

349. I have trouble expressing my emotions 
to others 

350. The demands of adulthood are too great 

351. I hate being less than best at things 

352. I feel secure about myself 

353. I think about blngelng 

354. I feel happy that I am not a child any more 

355. I get confused as to whether or not I 
am hungry 

Never Sometimes Always 

2 3 4 5 

-2 

-2 

-2 

-2 

3-

3-

3-

3-

5 

5 

5 

5 

2 3 

5 

5 

5 

5 
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356. I have a low opinion of myself 

357. I feel that I can achieve my standards 

358. My parents have expected excellence of me 

359. I worry that my feelings will get out 
of control 

360. I think my hips are too big 

361. I eat moderately 1n front of others and 
stuff myself when they are gone 

362. I feel bloated after eating a normal meal 

363. I feel that people are happiest when they 
are children 

364. If I gain a pound, I worry that I will 
keep gaining 

365. I feel that I am a worthwhile person 

366. When I am upset, I don't know 1f I'm sad, 
frightened or angry. 

367. I feel that I must do things perfectly or 
not do them at all 

368. I have the thought of trying 
to vomit 1n order to lose weight 

369. I need to keep people at a certain distance 
(feel uncomfortable 1f someone tries 
to get too close) 

370. I think that my thighs are just the right 
size 

371. I feel empty Inside (emotionally) 

372. I can talk about personal thoughts or 
feelings 

373. The best years of your life are when you 
become an adult 

Never Sometimes Always 

5 

5 

5 

2 — 

-2 

-2 

- 2 

- 2 

-3 

-3 

-3 

5 

5 

- 2 

— 2 

— 2 

--3-

-3--

- 3 -

— 2 

— 2 

- 3 -

- 3 -

5 

5 

5 

5 

5 
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Never 

374. I th ink my buttocks are too large 

375. I have feel ings I can ' t qu i te Iden t i f y 

376. I eat or dr ink in secrecy 

377. I th ink that my hips are j u s t the r i gh t size 

378. I have extremely high goals 

379. When I am upset, I worry t ha t I w i l l 
s t a r t eating 

380. I am ashamed of my human weaknesses 

381. I would Hke to be 1n t o t a l cont ro l of 
my bodily urges 

382. I go out of my way t o experience pleasure 

383. I have to be careful of my tendency to 
abuse drugs 

384. I feel trapped in re la t ionsh ips 

385. Self-denial makes me fee l stronger 
s p i r i t u a l l y 

386. Eating for pleasure 1s a s ign of moral 
weakness 

387. I am prone to outbursts o f anger or rage 

388. I have to be carefu l of my tendency 
to abuse alcohol 

389. I believe that re lax ing 1s simply a waste 
of time 

390. I am embarrassed by my bod i ly urges 

391. Suffering makes you a be t te r person 

392. I fee) l i ke I must hur t myself or others 

Sometimes 

-2 3 

-2 3 

-2 3 

-2 3 

-2 3 

-2 3 

2 3 

2-

2 3 

Always 

5 

5 

5 

5 

5 

5 

-5 

-5 

-5 

-5 

5 

5 
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PLEASE ANSWER THE FOLLOWING QUESTIONS: 

Please answer *Y" for Yes and "N" for No 

Have you ever: 

393. Had sexual Intercourse with someone when you both wanted to? 

394. Had someone Misinterpret the level of sexual Intimacy you desired? 
395. Been 1n a situation where someone became so sexually aroused that you fe l t 

1t was useless to stop his/her even though you did not want to have sexual 
intercourse? 

396. Had sexual Intercourse with someone even though you didn't really want to 
because he/she threatened to end your relationship otherwise? 

397. Had sexual Intercourse with someone when you didn't really want to because 
you fe l t pressured by his/her continual arguments? 

398. Found out that someone had obtained sexual Intercourse with you by saying 
things he/she didn't really mean? 

399. Been 1n a situation where someone used some degree of physical force 
(twisting your am, holding you down, etc.) to try to make you engage In 
kissing or petting when you didn't want to? 

400. Been 1n a situation where someone t r ied to have sexual intercourse with you 
when you didn't want to by threatening to use physical force (twisting your 
arm, holding you down, etc.) 1f you didn't cooperate, but for various 
reasons sexual Intercourse did not occur? 

401. Been 1n a situation where someone used some degree of physical force 
(twisting your arm. holding you down, etc) to try to get you to have sexual 
Intercourse with him/her when you didn't want to, but for various reasons 
sexual Intercourse did not occur? 

402. Had sexual Intercourse with someone when you didn't want to because he/she 
threatened to use physical force (twisting your am, holding you down, 
etc) 1f you didn't cooperate? 

403 . Had sexual Intercourse with someone when you didn't want to because he/she 
used some degree of physical force (twisting you am, holding you down, 
etc.) ? 

404. Been 1n a situation where someone obtained sexual acts with you such as 
anal or oral Intercourse when you didn' t want to by using threats of 
physical force (twisting your am, holding you down, etc) ? 

405. Have you ever been raped ? 
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PLEASE ANSWER THE FOLLOWING QUESTIONS 

Please answer "Y~ f o r Yes and "N" f o r No 

Have you ever: 

406. Had sex play w i th someone ( fondl ing, k iss ing, or pe t t i ng , but not 
Intercourse) when he/she d i d n ' t want t o because he/she was overwhelmed by 
your cont inual arguments and pressure ? 

407. Had sex play w i th someone ( fondl ing, k issing or pe t t i ng , but not 
Intercourse) when he/she d i d n ' t want to because you used your posit ion of 
au thor i t y (boss, teacher, camp counselor, supervisor) t o make him/her ? 

408. Had sex play w i th someone ( fondl ing, k iss ing, or pe t t i ng , but not 
intercourse) when he/she d i d n ' t want to because you threatened or used 
some degree of physical force ( tw is t ing his/her arm, holding him/her 
down, e t c . ) but intercourse did not happen ? 

409. Attempted sexual Intercourse with someone (get on top of him/her, e tc . ) 
when he/she d i d n ' t want t o by threatening or using some degree of force 
( tw i s t i ng h is /her arm, holding him/her down, e t c . ) , but Intercourse did 
not ocdur ? 1 

410. Attempted sexual intercourse with someone (get on top of him/her, e tc . ) 
when he/she d i d n ' t want t o by giving him/her alcohol or drugs, but 
intercourse d id not occur ? 

411. Had sexual Intercourse w i th someone when he/she d i d n ' t want to because 
he/she was overwhelmed by your continual arguments and pressure ? 

412. Had sexual Intercourse w i th someone when he/she d i d n ' t want to because 
you used your pos i t i on of author i ty (boss, teacher, camp counselor, 
supervisor) t o make him/her ? 

413. Had sexual Intercourse wi th someone when he/she d i d n ' t want to because 
you gave him/her alcohol or drugs ? 

( -

414. Had sexual intercourse w i th someone when he/she d i d n ' t want to because 
you threatened or used some degree of physical force ( tw is t ing his/her 
arm, holding him/her down, e tc . ) to make him/her ? 

415. Had sex acts (anal or ora l Intercourse or penetration by objects other 
than the penis) w i th someone when he/she d idn ' t want t o because you 
threatened or used some degree of physical force ( tw is t i ng his/her arm, 
holding him/her down, etfc.) to make him/her ? 
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Please read each of the following statements and then circle one of the nunbers to 
Indicate how true the statement Is about you 

417. According to the doctors I've seen, my health 1s not excellent. 

Definitely Sometimes Definitely 
False true True 

418. I try to avoid letting Illness Interfere with my life. 

Definitely Sometimes Definitely 
False true True 

419. I seem to get sick a little easier than other people. 

1 2 3 4 5 
Definitely Sometimes Definitely 
False True True 

420. I feel better now than I ever have before. 

Definitely Sometimes Definitely 
False True True 

421. I will probably be sick a lot 1n the future. 

Definitely Sometimes Definitely 
False True True 

422. I never worry about my hsalth. . 

Definitely Sometimes Definitely 
False True True 

423. Most people get sick a little easier than I do. 

Definitely Sometimes Definitely 
False True True 

424. I don't like to go to the doctor. 

Definitely Sometimes Definitely 
False True True 
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425. I am somewhat 111. 

Definitely Sometimes Definitely 
False True True 

426. In the future, I expect to have better health than other people I know. 

Definitely Sometimes Definitely 
False True True 

427. I was so sick once I thought I might die. 

1 2 3 4 5 
Definitely Sometimes Definitely 

False True True 

428. I'm not as healthy now as I used to be. 

Definitely Sometimes Definitely 
False True True 

429. I worry about my health more than other people worry about their health. 

Definitely Sometimes Definitely 
False True True 

430. When I'm sick, I t ry to Just keep going as usual. 

1 2 3 4 s 
Definitely Sometimes Definitely 

False True True 

431. My body seems to resist Illness very well. 

Definitely Sometimes Definitely 
False True True 

432. Getting sick once 1n a while 1s a part of my l i f e . 

Definitely Sometimes Definitely 
False True True 

433. I'm as healthy as anybody I know. 

Definitely Sometimes Definitely 
False True True 
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•34. I think my health w i l l be worse 1n the future than 1t 1s now. 

Definitely Sometimes Definitely 
False True True 

435. I 've never had an Illness that lasted a long period of time. 

Definitely Sometimes Definitely 
False True True 

436. Others seem more concerned about thei r health than I am about mine. 

Definitely Sometimes Definitely 
False True True 

437. When I'm sick, I t ry to keep 1t to myself. 

Definitely Sometimes Definitely 
False True True 

438. My health 1s excellent. 

Definitely Sometimes Definitely 
False True True 

439. I expect to have a very healthy l i f e . 

Definitely Sometimes Definitely 
False True True 

440. My health 1s a concern 1n my l i f e . 

I — 2 3 4 5 
Definitely Sometimes Definitely 

False True True 

441. I accept that sometimes I'm just going to be sick. 
i 

1 2 3 4 S 
Definitely Sometimes Definitely 

False True True 
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442. I have been feeling bad lately. 

Definitely Sometimes Definitely 
1 False True True 

443. I t doesn't bother me to go to a doctor. 

Definitely Sometimes Definitely 
False True True 

444. I have never been seriously 111. 

Definitely Sometimes Definitely 
False True True 

445. When there 1s something going around, I usually catch I t . 

Definitely Sometimes Definitely 
False True True 

446. Doctors say that I am now 1n poor health. 

Definitely Sometimes Definitely 
False True True 

447. When I think I am getting sick, I fight 1t. 

Definitely Sometimes Definitely 
False True True 

448. I feel about as good now as I ever have. 

Definitely Sometimes Definitely 
False True True 
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Please answer the following questions specifically excluding any contact you may 
have had with mental health care workers. (Psychologist, Psychiatrist, or other 
•lenta 1 health care provider) 

449. How many different health care providers have you seen 1n the past year ? 
(Include MO, 00, Nurse, Physician's Assistant) 

450. How many times have you received medical care (off ice/cl inic visits) during 
the past month ? 

451. How many times have you received medical care during the past 6 months ? 

452. How many times have you received medical care during the past year ? 

For what ? 

453. How much do you estimate you or your family have paid for your office vis i ts 
to a health care provider 1-n the last year ? • . j 

454. How much do you estimate you or your family have paid for your Hospital 
expenses 1n the past year? ( I f 0, please put 0) 

455. How much do you estimate you or your family have paid for your Health Insurance 
premiums 1n the past year? 

45$. How much do you estimate you or your family have paid for your prescription 
medication (Including birth control p i l l s ) In the past year ? 

457. How much do you estimate you or your family have paid for your over the 
counter medications (Aspirin, Tylenol, Vitamins, etc) In the past year ? 

458. How l ikely 1s 1t that you would t e l l your health care provider (doctor, nurse, 
etc) I f you had been sexually assaulted 1n the past ? 

Not at Somewhat Very Likely 
a l l l ikely l ikely 

459. How l ikely 1s 1t that you would t e l l your health care provider (doctor, nurse, 
etc) I f you had been sexually assaulted recently ? 

Not at Somewhat Very likely 
a l l l ikely l ikely 
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460. Do you have a gender preference for your primary health care provider ? 

a. Yes; I prefer a male 
b. Yes, I prefer a female 
c. I do not have a gender preference 

FOR THE NEXT TWO QUESTIONS PLEASE INDICATE YOUR LEVEL OF AGREEMENT WITH THE 
STATEMENT AS IT APPLIES TO YOUR FEELINGS. 

461. I feel as though the health care providers I have seen have been unable to 
help me. 

Strongly neutral Strongly 
disagree agree 

462. I have/would l ike to explore alternative health care methods for my health 
problems (herbalist, acupuncture, acupressure, massage therapy, chiropractor, 
nut r i t ion is t , etc.) 

1 2 3 4 S 
Strongly neutral Strongly 
disagree agree 

FEMALES: 
463. How often have you seen a Gynecologist th is year ? 

MALES: 
464. How often have you seen a Urologist th is year ? 
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CHECK ALL ITEMS WHICH YOU HAVE EXPERIENCED IN THE LAST 3 
.465. Poor health 
~466. Recent change 1n health 
[[467. Always feel sick 
468. Trouble sleeping 
469. Trouble fa l l ing asleep 

~470. Feeling weak a l l over 

_477. Texture of skin has changed 
~478. Itching 
~479. New warts, moles, or other growths 

_483. Change 1n vision 
~484. Double vision 
~485. Trouble seeing at night 
~486. Flashing l ights 1n vision 
—487. Blind spots 1n vision 
~488. Nearsightedness 
~489. Ringing 1n ears 
_490. Strange sounds In ears 
~491. Change 1n hearing 1n one ear 
~492. Loss of sense of smell 
~493. Sinus problems 

_504. Tooth ache 
_505. Sore gums or tongue 
_506. Sores 1n or around mouth 
_507. Sore throat 
_508. Hoarseness 
_509. Change in voice 
_510. Di f f icu l ty swallowing 

518. Pain 1n chest 
519. Pain when taking a breath 

_520. Di f f icul ty breathing 
521. Di f f icul ty taking a f u l l breath 
522. Wheezy or noisy breathing 
523. Frequent cough 
524. Cough up blood or mucus 

_532. Frequent Nausea/upset stomach 
533. Heartburn 
534. Burning 1n back of throat 
535. Stomach always feel f u l l 
536. Frequently burp/belch 
537. Have a lot of gas 
538. Di f f icu l ty swallowing food 
539. Frequent vomiting 
540. Sudden / forceful vomiting 

471. 
472. 
473. 
474. 
475. 
476. 

YEARS: 
Get t i red easily 
Loss of strength 
Get sick often 
Loss of appetite 
Weight has changed 
Often have fever/chi l ls 

.480. Skin breaking out 
_481. Loss of hair 
_482. Have rashes 

.494. Inflamed eyes 
_495. Often have tears 1n eyes 
_496. Itching eyes 
_497. Swollen eyelids 
_498. Soreness arqund eyes 

.499. Change 1n sense of smell 
_500. Smell bad odors 
_501. Runny nose 
_502. Stuffed up nose 

503. Nosebleeds 

_511. Dry mouth 
.512. Too much saliva 
.513. Change 1n sense of taste 
.514. S t i f f neck 
.515. Swollen glands 1n neck 

Lump 1n neck 
Neck 1s sore and tender 

516. 
.517. 

.525. Frequent colds 

.526. Frequently aware of heart 

.527. Heartbeat seems Irregular 

.528. L1ps turn blue 

.529. Swelling of legs/ankles 

.530. High blood pressure 

.531. Fingernails turn blue 

.541. Frequent stomach cramps 

.542. Change 1n bowel movements 

.543. Diarrhea / loose stools 

.544. Constipation 

.545. Frequent use of laxatives 

.546. Painful bowel movements 

.547. Pain 1n rectum 

.548. Rectum Itches 
_549. Stomach pain 
_550. Vomiting undigested food 
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551. Bruise or bleed easily 
552. Discomfort with heat or cold 

~553. Increased appetite 
"554. Skin heals slowly 
~555. Gums bleed after brushing 

561. Muscle weakness 
~562. Ties or twitching muscles 
~563. Muscle spasms 
~564. Trouble walking 

_569. TMJ / Jaw pain 
~570. Numbness 1n arms or legs 

571. Tingling or burning skin 
572. loss of feeling on skin 

_573. Loss of sense of touch 
_574. Blackouts/fainting spells 

_575. Seeing unusual things 

_576. Having strange feelings 
_577. Having trouble following 

a conversation 
587. Frequent urination 

_588. Blood 1n urine 
589. Trouble stopping urination 
590. Pain or burning on urination 
591. lose or leak urine 
592. Vaginal discharge 
593. Painful menstrual periods 
594. Menstrual periods have stopped 
595. Change 1n menstrual flow 

605. Rarely exercise 
~606. Have a regular exercise plan 
~607. Exercise on weekends 
~608. Eat a balanced diet 
~609. Have a poor diet 
_610. Eat three meals /day 
_611. Eat at Irregular times 
~612. Take vitamins 
"613. Always see doctor for checkup 
~614. Have had checkup recently 
~615. Am taking medicine prescribed 

by a doctor 

.556. Pale or yellow skin 

.557. Change 1n amount of hair 

.558. Change 1n texture of hair 
*559. Excessive sweating 
>60. Often thirsty 

_565. Balance problems 
~566. Tremors or shakiness 
~567. Problems dropping things 
^568. Muscle tension 

_578. Deliberately hurting self 
_579. Seizures or f i t s 
_580. Headaches 
_581. Forgetting things 
_582. Getting lost while driving 
_583. Hearing unusual 

voices/sound 
_584. Having trouble 

concentrating 
_585. Having trouble reading 
_586. Getting confused 

_596. Irregular menstrual periods 
_597. Sores 1n area of vagina 
_598. Pa1n/swell1ng 1n vagina 
_599. Discharge from breast 
_600. Pa1n/tenderness 1n breast 
_601. Lumps 1n breast 
_602. Change 1n size of breasts 
_603. Pain during intercourse 
_604. Change In sexual 

performance 

616. Often use aspirin 
617. Do not drink alcohol 
618. Have alcohol few times/week 
619. Have alcohol every day. 

_620. Have a, problem with alcohol 
621. Do not smoke 

_622. Smoke less than 1 pack/day 
_623. smoke a pack/day or more 
_624. Have smoked less than 5 yrs 

625. Have smoked more than 5 yrs 
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626. History of head Injury 
~627. History of heart problems 
628. History of stroke 
^629. History of high blood pressure 
630. Attempted suicide 

.631. History of diabetes 

.632. History of epilepsy 

.633. History of cancer 

.634. Hospitalized 1n last year 
_635. Use street drugs 

List any operations you have had within the last 3 years: 

List any serious childhood Illnesses you have had: 

List any medications you are now taking (Include birth control pills) 

List any medical diagnoses you have been told apply to you (by your doctor) 

Have you ever been pregnant ? Y N 

Do you have any children ? Y N 

Have you had any abortions ? Y N 
How many ? 
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Please try to vividly Imagine yourself 1n the situations that follow. I f such a 
situation happened to you, what would you feel would have caused 1t? While events 
may have many causes, we want you to pick only one - the major cause 1f this event 
happened to vou. Please write this cause 1n the blank provided after each event. 
Next we want you to answer some questions about the cause and a f inal question about 
the situation. To sumarlzt, we want you to: 

A. Read each situation and vividly Imagine 1t happening to you. 
B. Decide what you feel would be the major cause of the situation 1f I t happened to 

you. 
C. write one cause 1n the blank provided. 
0. Answer three questions about the cause. 
E. Answer one question about the situation. 

I 
636. You meet a friend who compliments you on your appearance. 

A. Write down the one major cause : 

B. is the cause of this compliment due to something about you, to something 
about other people or circumstances? (circle one number) 

Totally due to Totally due 
other people 1 tome 
or circumstances , 1 2 3 4 . 5 . . 

C. In the future when someone compliments you, w i l l this cause again be 
present? (circle one number) > 

Will never again W111 always 
be present 1 2 3 4 5 be present 

0. Is the cause something that Just Influences receiving compliments or does 
I t also influence other areas of your l i fe? (circle one number) 

Influences Just Influences a l l 
this particular situations In 
situation 1 2 3 4 5 my l i f e 

E. How Important would this situation be 1f 1t happened to you? (circle one 
number) 

Not at a l l Extremely 
Important 1 2 3 4 5 Important 
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637. You have been looking for • job unsuccessfully for son t lM. 

A. Write down the one major cause . 

B. Is the cause of your unsuccessful Job search due to something about you, to 
something about other people or to circumstances (circle one number) 

Totally due to Totally due 
other people to m 
or circumstances 1 2 3 4 S 

C. In the future when looking for a Job, will this cause again be present? 

W111 never again W111 always 
be present 1 2 3 4 6 be present 

0. Is the cause something that just Influences looking for a job or does 1t 
also Influence other areas of your life? (circle one number) 

Influences Just Influences all 
this particular situations In 
situation 1 2 3 4 S my Ufa 

E. How Important would this situation be 1f 1t happened to you? (circle one 
number) 

Not at all Extremely 
important 1 2 3 4 S Important 

838. You becoae very rich. 

A. Write down the one major cause . 

B. Is the cause of becoming rich due to something about you or to something 
about other people or circumstances? (circle one number) 

Totally due to Totally due 
other people to me 
or circumstances 1 2 3 4 5 

C. In the future when you become rich, will this cause again be present? 
(circle one number) 

Will never again Will always 
be present 1 2 3 4 5 be present 

D. Is the cause something that just Influences becoming rich or does 1t also 
Influence other areas of your life? (circle one number) 

Influences Just Influences all 
this particular situations 1n 
situation 1 2 3 4 5 my l ife 
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E. How Important would this situation be I f 1t happened to you? 
(circle one number) 

Not at a l l Extremely 
Important 1 2 3 4 5 Important 

639. A friend COM* to you with • problem and you don't try to help. 

A. Write down the one major cause . 

B. Is the cause of your lack of' help due to something about you, to 
something about other people or circumstances? (circle one number) 

Totally due to Totally due 
other people to me 
or circumstances 1 2 3 4 5 

C. In the future when you don't try to help someone, wi l l this cause again be 
present? (circle one number) 

W111 never again W111 always 
be present 1 2 3 4 5 be present 

D. Is the cause something that just Influences not giving help or does 1t also 
Influence other areas of your l i fe? (circle one number) 

Influences just Influences al l 
this particular situations 1n 
situation 1 2 3 4 5 my l i f e 

E. How Important would this situation be 1f 1t happened to you? 
(circle one number) 

Not at a l l Extremely 
Important 1 2 3 4 5 Important 

640. You give an Important talk In front of a group and the audience reacts 
negatively. 

A. Write down the one major cause 

B. Is the cause of the audience reaction due to something about you, or to 
something about other people or circumstances ? (circle one number) 

Totally due to Totally due 
other people to me 
or circumstances 1 2 3 4 5 
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C. In the future when an audience reacts negatively, will this cause again be 
present? (circle one number) 

Will never again Will always 
be present 1 2 3 4 5 be present 

D. Is the cause something that Just Influences the audience's reaction or does 
i t also Influence other areas of your life? (circle one number) 

Influences Just Influences all 
this particular situations 1n 
situation 1 2 3 4 5 ay life 

E. How Important would this situation be 1f i t happened to you? 
(circle one number) 

Not at all f 1 2 3 4 5 Extremely 
Important important 

641. You do a project that Is highly praised. 

A. Write down the one major cause . 
! i •' • ' 

B. Is the cause of this praise due to something about you or to something 
about other people or circumstances? (circle one number) 

Totally due to Totally due 
other people to me 

' or circumstances 1 2 3 4 5 

C. In the future when you are'praised, will this cause again be present? 
(circle one number) 

Will never again Will always 
be present 1 2 3 4 5 be present 

0. Is the cause something that Just Influences receiving praise or does 1t 
also Influence other areas of your life? (circle one number) 

Influences Just Influences all 
this particular situations 1n 
situation 1 2 3 4 5 my life 

E. How important would this situation be 1f 1t happened to you? 
(circle one number)1 < 

Not at all Extremely 
Important 1 2 3 4 5 Important 
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642. You meet a friend who acts host1leiy toward you. 

A. Write down the one major cause 

B. Is the cause of the hostility due to something about you or to something 
about other people or circumstances? (circle one number) 

Totally due to Totally due 
other people ' 
or circumstances 
other people ' to me 

C. In the future when someone acts hostllely toward you, will this cause again 
be present? (circle one number) 

will neyer again Will always 
be present 1 2 3 4 5 be present 

I 

D. Is the cause something that just Influences a friend's hostility toward you 
or does 1t also Influence other areas of your life? (circle one number) 

Influences just Influences all 
this particular situations 1n 
situation 1 2 3 4 5 my l i fe 

E. How important would this situation be 1f 1t happened to you? 
(circle one number) 

Not at all Extremely 
important 1 2 3 4 5 important 

643. You can't get al l the work done that others expect of you. 

A. Write down the one major cause . 

B. Is the cause of your Inability to get al l the expected work done due to 
something about you or to something about other people or circumstances? 
(circle one number) 

Totally due to Totally due 
other people to me 
or circumstances 1 2 3 4 5 

C. In the future when you are unable to meet the expectations of others, will 
this cause again be present? (circle one number) 

Will never again Will always 
be present 1 2 3 4 5 be present 
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D. Is the cause something that just influences not meeting expectations or 
does it also Influence other areas of your life? (circle one number) 

Influences just Influences al l 
this particular situations 1n 
situation 1 2 3 4 5 my l i fe 

E. How Important would this situation be 1f 1t happened to you? 
(circle,one number) 

Not at all Extremely 
Important 1 2 3 4 5 important 

644. Your spouse (boyfriend/girlfriend) has been treating you more lovingly. 

A. Write down the one major cause . 

B. Is the cause of this loving treatment due to something about you or to 
something about other people or circumstances? (circle one number) 

Totally due to Totally due 
other people to me 
or circumstances 1 2 3 4 5 

C. In the future when someone treats you more lovingly, will this cause again 
be present? (circle one number) 

Mill never again Will always 
be present 1 2 3 4 5 be present 

0. Is the cause something that just Influences being treated more lovingly or 
does 1t also Influence other areas of your life? (circle one number) 

Influences just Influences all 
this particular situations in 
situation 1 2 3 4 5 my l i fe 

E. How Important would this situation be 1f 1t happened to you? 
(circle one number) 

Not at all Extremely 
Important 1 2 3 4 5 Important 

645. You apply for a position that you want very badly (eg: Important job, 
graduate school admission) and you get 1t. 

A. Write down the one major cause . 
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B. Is the cause of you getting the position due to something about you or to 
something about other people or circumstances? (circle one number) 

Totally due to Totally due 
other people to me 
or circumstances 1 2 3 4 5 

C. In the future when you get a position you want, will this cause again be 
present? (circle one number) 

Will never again Will always 
be present 1 2 3 4 5 be present 

0. Is the cause something that Just influences getting a position you want or 
does it also Influence other areas of your life? (circle one number) 

Influences just Influences al l 
this particular situations 1n 
situation 1 2 3 4 5 my l i fe 

E. How Important would this situation be 1f i t happened to you? 
(circle one number) 

Not at all Extremely 
important 1 2 3 4 5 important 

646. You go out on a date and 1t goes badly. 

A. Write down the one major cause . 

B. Is the cause of the date going badly due to something about you or to 
something about other people or circumstances? (circle one number) 

Totally due to Totally due 
other people to me 
or circumstances 1 2 3 4 5 

C. In the future when a date goes badly, will this cause again be present? 
(circle one number) 

Will never again Will always 
be present 1 2 4' 4 5 be present 

D. Is the cause something that just Influences a date going badly or does 1t 
also Influence other areas of your life? (circle, one number) 

Influences just Influences al l 
this particular situations 1n 
situation 1 2 3 4 5., my l i fe 
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E. How important would this situation be i f i t happened to you? 
(circle one number) 

' i 
Not at all Extremely 
important 1 2 3 4 5 important 

i 

647. You get a raise. 

A. Write the one major cause 

B. Is the cause of getting a raise due to something about you or to something 
about other people or circumstances? (circle one number) 

Totally due to Totally due 
other people . to me 
or circumstances 1 2 3 4 5 

C. In the future when you get a raise, will this cause again be present? 
(circle one number) 

Will never again Will always 
be present 1 2 3 4 5 be present 

0. Is the cause something that just Influences getting a raise or does 1t also 
Influence other areas of your life? (circle one number) 

Influences just Influences all 
this particular situations in 
situation 1 2 3 4 5 my l i fe 

E. How Important would this situation be 1f i t happened to you? 
(circle one number) 

Not at all Extremely 
important 1 2 3 4 5 important 
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Please Imagine yourself 1n the following stressful situation. By stressful we 
mean a situation that was d i f f i c u l t or troubling for you, either because you 
f e l t distressed about 1t or because you had to use considerable e f for t to 
deal with the situation. 

You are out with • person who 1a very close to you (bast friend, relative, 
boyfr1 end/sirlfriend, etc) and they do aomthlns to deliberately hurt your 
feelings 

Please read each Item below and Indicate, circling the appropriate number, 
how often you would be likely to use that behavior to help you manage your 
feelings (in the situation just described above). 

648. Just concentrated on what I had to 
do next-the next step. 

Never 
0 1 

Very i 
Often 
3 

649. I t r ied to analyze the problem 1n order 
to understand 1t better. 

650. I turned to work or another act iv i ty 
to take my mind of f things; 

651. I fe l t that time would make a dlfference-
the only thing to do was to wait. 

652. Bargained or compromised to get something 
positive from the situation. 

653. I did something which I d idn' t think would 
work, but at least I was doing something. 

654. Tried to get the person responsible 
to change Ms or her mind. 

655. Talked to someone to f ind out more about the 
situation. 

656. Criticized or lectured myself. 

i • 1 
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657. Tried not to burn my bridges, but leave 
things open somewhat. 

658. Hoped a miracle would happen. 

659. Went along with fate; sometimes I Just 
have bad luck. 

660. Went on as 1f nothing had happened. 

661. I tried to keep ay feelings to myself. 

662. Looked for the silver lining, so to 
speak; tried to look on the bright side of 
things. 

663. Slept more than usual. 

664. I expressed anger to the person(s) who 
caused the problem. 

665. Accepted sympathy and understanding 
from someone. 

666. I told myself thing that helped me to 
feel better. 

667. I was Inspired to do something creative 

668. Tried to forget the whole thing. 

66$. I got professional help. 

670. Changed or grew as a person In a 
good way. 

I waited to see what would happen before 
doing anything. 

671. 

672. I apologized or did something to make up. 

Never 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Very 
Often 

3 

3 

3 

3 

3 

3 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 
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Never 
673. I made a plan of action and followed 1t. 0 

674. I accepted the next best thing to what 0 
I wanted. 

675. I let my feeling out somehow. 0 

676. Realized I brought the problem on myself. 0 

677. I came out of the experience better than 0 
when I went 1n. 

678. Talked to someone who could do something 0 
concrete about the problem. 

679. Got away from 1t for a while; tried o 
to rest or take a vacation. 

680. Tried to make myself feel better by eating, 0 
drinking, smoking, using drugs or 
medication, etc... 

681. Took a big chance or did something very 
risky. 0 

682. I tried not to act too hastily or follow my 0 
first hunch. 

683. Found new faith. o 

684. Maintained my pride and kept a stiff o 
upper 11p. 

685. Rediscovered what 1s Important 1n life. 0 

686. Changed something so things would turn 0 
out all right. 

687. Avoided being with people 1n general. o 

Very 
Often 

2 3 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 
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Never 

0 

0 

0 

0 

688. Oldn't let 1t get to me; refused to 
think too much about 1t 

689. I asked a relative or friend I respected 
for advice. 

690. Kept others from knowing how bad things were 

691. Hade light of the situation; refused to get 
too serious about 1t. 

692. Talked to someone about how I was feeling. 

693. Stood my ground and fought for what I wanted. 0 

694. Took 1t out on other people. 0 

695. Drew on my past experiences; I was 1n a 0 
similar situation before. 

696. I knew what had to be done, so doubled my 0 
efforts to make things work. 

697. Refused to believe that 1t had happened. o 

698. I made a promise to myself that things 0 
would be different next time. 

699. Came up with a couple of different solutions 0 
to the problem. 

700. Accepted 1t, since nothing could be done. 0 

701. I tried to keep my feelings about the problem 0 
from interfering with other things. 

702. Wished that I could change what had happened 0 
or how I felt. 

703. I changed something about myself.i o 

2 

2 

2 

2 

Very 
Often 

3 

3 

2 

2 

2 

2 

3 

3 

3 

3 
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Never 
704. I daydreamed or imagined a better time or o 

place than the one I was in. 

705. Wished that the situation would to away 0 
or somehow be over with. 

706. Had fantasies or wishes about how things 0 
might turn out. 

707. I prayed. 0 

708. I prepared myself for the worst. 0 

709. I went over 1n my mind what I would 
say or do 0 

710. I thought about how a person I admire would 0 
handle this situation and used that as a 
model 

711. I tried to see thing from the other person's o 
point of view. 

712. I reminded myself how much worse things 0 
could be. 

713. I jogged or exercised. o 

Very 
Often 

2 3 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 
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AFTER REAOING THE EACH GROUP OF STATEMENTS BELOW CAREFULLY, CIRCLE THE LETTER 
( a b e d ) NEXT TO THE ONE STATEMENT IN EACH GROUP WHICH BEST DESCRIBES THE WAY YOU 
HAVE BEEN FEELING THE PAST WEEK, INCLUOING TOOAY. 
IF SEVERAL STATEMENTS WITHIN A GROUP SEEM TO APPLY EQUALLY WELL, CIRCLE EACH ONE. 
BE SURE TO REAO ALL THE STATEMENTS IN EACH GROUP BEFORE MAKING YOUR CHOICE. 

714. a. I do not feel sad 
b. I feci sad 
c. I am sad all the time and I can't snap out of it 
d. I am so sad or unhappy that I can't stand 1t 

715. a. I am not particularly discouraged about the future 
b. I feel discouraged about the future 
c. I feel I have nothing to look forward to. 
d. I feel that the future 1s hopeless and that things cannot Improve 

716. a. I do nbt feel like a failure 
b. I feel I have failed more than the average person 
c. As I look back on my life, all I can see 1s a lot of failures 
d. I feel I am a complete failure as a person 

717. a. I get as much satisfaction out of things as I used to 
b. ' I don't enjoy things the way I used to 
c. I don't get real satisfaction out of anything anymore 
d. I am dissatisfied or bored with everything 

718. a. I don't feel particularly guilty 
b. I feel guilty a good part of the time 
c. I feel quite guilty most of the time 
d. I feel guilty all of the time 

719. a. I don't feel I am being punished 
b. I feel I may be punished 
c. I expect to be punished 
d. I feel I am being punished 

720. a. I don't feel disappointed 1n myself 
b. I am disappointed In myself 
c. I m disgusted with myself 
d. I hate myself 

721. a. I don't feel I am any worse than anybody else 
b. I am critical of myself for my weaknesses or mistakes 
c. I blame myself all the time for my faults 
d. I blame myself for everything bad that happens 
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723. 

724. 

725. 

726. 

727. 

728. 

729. 

730. 

a. 
b. 
c. 
6., 

a. 
b. 
c. 
c. 

a. 
b. 
c. 
d. 

a. 
b. 
c. 
d. 

a. 
b. 
c. 
d. 

a. 
b. 
c. 

a. 
b. 
c. 
d. 

a. 
b. 
c. 

a. 
b. 
c. 
d. 

10 • 

don't have any thoughts of k i l l i ng myself 
have thoughts of k i l l ing myself, but I would not carry them out 
would like to k i l l nyself 
would k i l l myself 1f I had the chance 

don't cry any more than usual 
cry more now than I used to 
cry a l l the time now 
usied to be able to cry, but now I can't cry even though I want to 

am no more Irr i tated now than I ever am 
get annoyed or i rr i tated more easily then I used to. 
feel Irr i tated a l l the time now 

don't get Irr itated at a l l by the things that used to I rr i tate me. 

have not lost interest 1n other people 
am less Interested 1n other people than I used to be 
have lost most of my interest In other people 
have lost a l l of my Interest in other people 

make decisions about as well as I ever could 
put off making decisions more than I used to 
have greater d i f f icu l ty 1n making decisions than before 
can't make decisions at a l l anymore 

don't feel I look any worse than I used to 
am worried that I am looking old or unattractive 
feel that there are permanent changes in my appearance that make me 

ook unattractive 
believe that I look ugly 

can work about as well as before 
t takes an extra effort to get started at doing something 
have to push myself very hard to do anything 
can't do any work at a l l 

can sleep as well as usual 
don't sleep as well as I used to 
wake up 1 -2 hours earlier than usual and find i t hard to get back 

o sleep 
wake up several hours earlier than I used to and cannot get back 

o sleep 

don't get more t ired than usual i 
get tired more easily than I used to 
get tired from doing almost anything 
am too tired to do anything 
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731. a. My appetite Is no worse than usual 
b. My appetite is not as good as 1t used to t>e 
c. My appetite 1s much worse now 
d. I have no appetite at all anymore 

732. a. I haven't lost much weight, 1f any, lately 
b. I have lost more than 5 pounds 
c. I have lost more than 10 pounds 
d. I have lost more than 15 pounds 

I am purposely trying to lose weight by eating less. 

Yes No 

733. a. I an no more worried about my health than usual 
b. I am worried about physical problems such as aches and pains; or upset 

stomach; or constipation 
c. I am very worried about physical problems and it's hard to think of much 

else 
d. I am so worried about my physical problems that I cannot think about 

anything else 

734. a. I have not noticed any recent change In my interest in sex 
b. I am less interested 1n sex than I used to be 
c. I am much less Interested m sex now. 
d. I have lost interest in sex completely 

The following questions refer to contact with mental health care providers 
(Psychologist, Psychiatrist, Counselor, Therapist), and specifically EXCLUOES 
contact for medical care only. 

735. How many times have you seen a mental health care provider during last month ? 

736. How many times have you seen a mental health care provider in the last year ? 

737. How many different mental health care providers have you seen 1n the 
past year? 

738. How much do you estimate you or your family have paid for your visits to a 
mental health care provider in the past year ? 
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739. How much do you estimate you or your family have paid for prescriptions from a 
mental health care provider In the last year ? 

740. Mere you ever seen by a mental health care provider as a chi ld ? 
a. No 
t>. Yes 

A. I f yes, how old were you when you saw this provider ? 
1. 1-4 years old 
2. 5^9 years old 
3. 10-14 years old 
4. 15-18 years old 

741. Are you currently seeing a mental health care provider ? 
a. No 
b. Yes How long have you been seeing a mental health care provider ? 

742. How l ikely 1s 1t that you would t e l l your mental health care provider i f you 
had been sexually abused 1n the past ? 

Not at Somewhat Very l ike ly 
a l l l ike ly l ike ly 

743. How l ikely 1s 1t that you would t e l l your mental health care provider 1f yob 
had been sexually assualted recently ? 

, 2 3 4 S 
Not at Somewhat Very Hkely 

a l l l i ke ly l ike ly 

Please Indicate your level of agreement with the following statement by circl ing the 
appropriate number. 

744. I feel as though the mental health care providers I have seen have been unable 
to help me with my problems. 

1 2 3 4 5 
Strongly Neutral Strongly 
Disagree Agree 
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745. After reading each of the following three descriptions, circle 
the response which tmsl describes your feelings. 

A, I am somewhat uncomfortabla baing clots to 
others; I find it difficult to trust them eompi«t*ly. 
difficult to allow myself to depend on them. I am 
nervous whan anyone gats too dosa, and oftan, love 
partners/significant others want ma to be more 
intimata than I faal comfortable baing. 

ft I find it relatively aasy to gat dota to others 

and am comfortabla dapanding on them. I don't often A B C 
worry about baing abandonad or about someone gatting 
too cloaa to ma. 

£ I find that other* are reluctant to gat as dose 
aa I would like. I often worry that my panner or 
significant other doesn't really care for me in the way 
that I want or that ha/She wont want to continue the 
relationahip. I want to gat vary close to my partner or 
significant other, and thia sometimes scares people away. 

746. After reading each of the following three descriptions, circle 
the response which best describes your feelings. 

& In general, I prefer to work alone; I usually don't 
like it whan other* gat involved in my work. I leel that 
most people don't raaly understand my approach to 
work, and I sometimea gat annoyed because they fail to 
appreciate the importance of my contributions or 
achievements. I Hke to keep busy, so I have less time 
than most people for vacationing or socializing. 

ft I faal comfortabla working alone or with other 
peopla. I gat pleasure from working and usually don't 
worry too much about failing. Ifs unusual for me to A B C 
put off work until the last minute. Though I work hard. 
I also look forward to and enjoy my vacations. I rarely 
allow work to interfere with my relationships or my 
health. 

£ I would rather work with someone else than 
work alone; just having another person around makes it 
easier for me to work. I often wish that others would 
recognize and praise or thank me for my efforts. I 
often worry that I will fail and lose other people's 
affection or respect. These worries sometimes cause ma 
to put things off. 
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INFORMED CONSENT 

I, » aa «t least 18 years old and 
agree to participate in a research project involving the completion of 
a questionnaire during a single experiaental session. The research 
project involves the examination of factors which contribute to adult 
psychological and physical functioning. I understand that aany of the 
questions I will be asked involve personal and sensitive subject areas, 
including questions regarding ay childhood, faaily life, and my sexual 
behavior. I understand that ay participation is voluntary and I have 
the right to decline participation or to withdraw from the study at any 
tine without penalty. If, as a result of ay participation in this 
research, I experience any enotional discoafort or probleas of any 
type, I agree to contact Dr. Teresa Nezworski through the University 
of North Texas Psychology Department at (817) 565-2671, who will assist 
ae in arranging for appropriate services. 

I understand that I will not be asked to identify myself, and that 
all inforaation I provide will reaain anonyaous and confidential in 
accordance with the standards of the American Psychological 
Association. I understand that the results of this research may be 
presented or published, however, as aentioned above, all participants 
will reaain anonyaous. I understand that X will receive 4 extra credit 
points for ay participation as arranged with ay instructor, or a chance 
at a raffle drawing for a prize not to exceed $25 in value. If I aa 
not satisfied with ay participation in this research, or if I have any 
questions about it, I understand that I can contact Dr. Teresa 
Nezworski at (817) 565-2671. 

Signature Date 
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Table 1 

Dependent Measures 

Item Total # M SD Range 
Numbers of items 

Psychological 

Dissociative Experience 

Scale 221-247 26 52.78 14.98 27-115 

Perceptual Disturbance 

Scale 248-255 8 13.33 4.74 8-38 

Beck Depression 

Inventory 714-734 21 8.48 7.42 0-46 

Health 
Health Symptom 

Checklist 465-635 170 28.88 17.65 0-114 

Health Perception * 10 21.29 7.54 10-47 

*417, 419, 425, 428, 433, 435, 438, 442, 444, 446 
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Table 2 

Chi Scaiare Analysis Between Sexual Abuse Status and 

Demoaraphic Variables 

Variable Chi Square df N 

Age 0.90 1 571 

Ethnicity 2.52 3 573 

Marital Status 5.31 3 575 

Sexual Orientation 1.58 3 573 

Father's Education 6.72 6 558 

Father's Occupation 13.36 7 554 

Mother's Education 3.89 6 569 

Mother's Occupation 13.50 7 562 

E > . 05 
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Table 3 

Types of Reported Childhood Sexual Experiences 

Type E % of all 
subj ects 

Noncontact 

Approached in sexual manner 119 21 

Failure to be helped out of sexual situations 55 10 

Sexual comments 176 31 

Victim disrobed 58 10 

Victim made to expose breast or genitals 147 26 

Nude pictures 19 3 

Perpetrator masturbated in front of victim 58 10 

Contact 

Victim made to masturbate 28 5 

Uncomfortable kiss 102 18 

Fondle victim (not genitals) 154 27 

Victim made to fondle perpetrator (not 

genitals) 78 14 

Fpndle victim's genitals 140 24 

Victim made to fondle perpetrator's genitals 99 17 

Oral sex 43 7 

Dry intercourse/genital contact with victim 108 19 

Digital penetration 76 13 

Intercourse 44 8 

Pornographic pictures 1 .2 
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Table 4 

Means and Standard Deviations of Nonabused and Abused Groups 

on Dependent Variables 

Groups SD N 

PDS 

Nonabused 

Abused 

DES 

Nonabused 

Abused 

BDI 

Nonabused 

Abused 

Health Symptoms 

Nonabused 

Abused 

Health Perception 

Nonabused 

Abused 

Psychological 

12.53 4.8 

14.14 4.8 

49.77 12.73 

55.76 16.46 

7.01 6.69 

9.84 7.85 

Health 

25.50 15.73 

32.46 19.25 

20.20 7.19 

22.46 7.75 

280 

267 

280 

267 

280 

267 

286 

278 

286 

278 
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Table 5 

Means and Standard Deviations of Nonabused. Moderately Abused 

and Severely Abused Groups on Dependent Variables 

Groups H SD N 

PDS 
Psycholocfical 

Nonabused 12.53 4.83 276 

Moderately Abused 13.83 4.48 132 

Severely Abused 14.52 5.10 131 

DES 

Nonabused 49.77 12.73 276 

Moderately Abused 54.02 15.16 132 

Severely Abused 57.83 17.61 131 

BDI 

Nonabused 7.01 6.69 276 

Moderately Abused 9.39 8.01 132 

Severely Abused 10.50 7.66 131 

Health Symptoms 
Health 

Nonabused 25.50 15.73 286 

Moderately Abused 32.23 19.48 136 

Severely Abused 32.58 19.31 138 

Health Perception 

Nonabused 20.20 7.19 286 

Moderately Abused 22.33 7.89 136 

Severely Abused 22.68 7.71 138 
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Table 6 

Chi Square Analysis of Sexual Abuse Status and Health 

Variables 

Variable Chi Square df g N 

No. of Surgeries 15. 60 8 < .05* 327 

No. of Childhood Illnesses 11. 96 8 > .05 296 

No. of Current Medications 11. 72 10 > .05 419 

No. of Current Diagnoses 15. 88 8 < .05* 286 

•significant at .05 level 
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Table 7 

Chi Square Analysis of Sexual Abuse Status bv Adult 

Revictimization 

Adult 
Nonvictimized 

Adult 
Victimized 

Row 
Total 

Child Nonvictims 

N 137 151 288 

Row Percent 47.6 52.4 50.4 

Column Percent 64.3 42.2 

Total Percent 24.0 26.4 

Child Victims 

N 76 207 283 

Row Percent 26.9 73.1 49.6 

Column Percent 35.7 57.8 

Total Percent 13.3 36.3 

Column total 213 358 571 

Total Percent 37.3 62.7 100.0 

Chi Square = 26.19, df = 1, e < .001. 
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Table 9 

Multiple Regression Analysis on Perceptual Disturbance 

Predictor Variables Beta Multiple R R2 F E 

Variables in the Equation 

Self-Esteem -.25 .29 .09 43.95 <.001 

Stigmatization .12 .34 .11 30.71 <.001 

Forcefulness .11 .35 . 12 22.28 <.001 

Variables Not in the Equation 

Variable Beta t Sign, of t 

Betrayal -.05 -.70 .48 

Self-Blame -.01 -.158 .87 

Family .06 1.161 .25 

Treatment -.07 -1.567 .11 
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Table 10 

Multiple Regression Analysis on Dissociation 

Predictor Variables Beta Multiple R R2 

Variables in the Equation 

Self-Esteem -.32 .37 .14 76.29 <.001 

Stigmatization .20 .42 .18 50.89 <.001 

Variables Not in the Equation 

Variable Beta t Sign, of t 

Force .08 1.62 .11 

Betrayal -.02 -.239 .81 

Family -.06 -1.242 .21 

Self-Blame -.04 -.490 .62 

Treatment -.06 -1.464 .14 
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Table 11 

Multiple Regression Analysis on Depression 

Predictor Variables Beta Multiple R R2 F £ 

Variables in the Eouation 

Self-Esteem -.54 .58 .33 229.8 <.001 

Stigmatization .15 .60 .36 126.85 <.001 

Variables Not in the Equation 

Variable Beta t Sian. of i 

Force .06 1.36 .17 

Betrayal -.00 -.05 .95 

Family .02 .69 .49 

Self-Blame -.04 -.58 .56 

Treatment -.06 -1.75 .08 



Table 12 

Multiple Regression Analysis on Health Symptoms 
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Predictor Variables Beta Multiple R R2 

Self-Esteem 

Self-Blame 

Variables in the Equation 

-.31 .34 .12 63.84 

.14 .37 .14 38.00 

Variables Not in the Equation 

<.001 

<.001 

Variable 

Force 

Betrayal 

Family 

Stigmatization 

Treatment 

Beta 

.07 

.01 

- . 0 8 

.01 

-.07 

t 

1.46 

.08 

-1.68 

.159 

-1.62 

Sign, of t 

.14 

.93 

.09 

.87 

.10 
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Multiple Regression Analysis on Health Perception 
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Predictor Variables Beta Multiple R R F e 

Variables in the Equation 

Self-Esteem -.30 .34 .11 60.38 <.001 

Family Functioning -.14 .36 .13 35.90 <.001 

Variables Not in the Equation 

Variable 

Force 

Betrayal 

Stigmatization 

Self-Blame 

Treatment 

Beta 

-.03 

.01 

.04 

.03 

- . 0 2 

t 

-.65 

.21 

.90 

.649 

-.42 

Sign, of t 

.51 

.83 

.36 

.52 

.67 
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Table 14 

Wilks' Lambda and Univariate F-Ratio for Discriminant 

Analysis Predicting Revictimization 

Variable Wilks'Lambda F Significance 

Severity 0.99227 1.862 0.1736 

Stigmatization 0.96890 7.671 0.0061 

Force 0.99178 1.980 0.1607 

Self-Blame 0.98196 4.390 0.0372 

Duration 0.99406 1.429 0.2332 

Family 0.97716 5.585 0.0189 

Betrayal 0.99810 0.4541 0.5011 

Life 0.97302 6.626 0.0107 

Self-Esteem 0.95416 11.48 0.0008 

df(1, 239) 
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Table 15 

Discriminant Analysis to Predict Adult Revictimization 

Predicted Group 
Actual Group Nonvictimized Victimized Total 

Nonvictimized 

N 43 19 62 

% 69.4 30.6 26.7 

Victimized 

M 76 103 179 

% 42.5 57.5 74.3 

Total 

N 119 122 241 

% 49.4 50.6 100 

Note. Values on the left-right diagnonal are "hits." There 

is a total of 146 (61%) hits and 95 (39%) misses. The rate 

of prediction accuracy of the model is 60.58%. 
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