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ABSTRACT 

Child maltreatment is extremely prevalent and leads to a host of negative effects, both 

immediately and long term. Instances of maltreatment are often accompanied by 

deception, both by the perpetrator, as well as by the victim in order to avoid stigma and 

protect family. Thus, this study investigated social learning of deception through 

instances of maltreatment. 413 young adults completed an online survey assessing current 

attitudes toward deception, childhood maltreatment including child sexual abuse, child 

physical abuse, witnessing interparental violence, psychological abuse, neglect and 

parental addiction, social support, and participant addiction. Results indicated that neglect 

and psychological abuse during childhood, and current addiction were associated with a 

positive attitude toward deception. Severity of CSA and severity of neglect each 

interacted with role (agent or target) in the deceptive scenario to determine attitude 

toward deception. Severity of CPA interacted with perceived social support to determine 

attitude toward deception. Furthermore, victim’s awareness of deception by perpetrators 

of CSA was associated with a more negative attitude toward deception. These findings 

support both attachment theory and social learning explanations for adulthood attitude 

toward deception. Attachment theory explains why neglected and psychologically abused 

individuals find their own deception more acceptable and other’s deception less 

acceptable than their non-neglected counterparts, and why the opposite pattern is true for 

victims of CSA; and social learning theory’s emphasis on attention and reinforcement to 

motivate behavior are supported by these findings.  
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CHAPTER I 

INTRODUCTION 

Social Learning of Attitudes toward Deception in Adult Survivors of Child Victimization 

 In 2009, Child Protective Services confirmed over 500,000 reports of child 

maltreatment (U.S. Department of Health and Human Services, 2010). This figure 

constitutes only 1% of the population of children in the United States, but does not 

include validated cases of abuse in previous years, or unreported victimizations. In a 

nationally representative sample of adolescents, over 40% reported some type of 

victimization throughout their childhood (Boney-McCoy & Finkelhor, 1995). In 2009, 

the year for which the most recent data are available, 1770 child deaths were due to 

maltreatment (U.S. Department of Health and Human Services, 2010). If a child victim 

escapes death, a plethora of other social and psychological dysfunctions await him or her 

in adulthood, including but not limited to post-traumatic stress disorder, depression 

(Boney-McCoy & Finkelhor, 1996), difficulty functioning relationally, socially, and 

occupationally (Callahan, Price, & Hilsenroth, 2003), eating disorders (Briere & Elliott, 

1994), substance abuse and suicide (Luster & Small, 1997).  

 One communicative phenomenon that co-occurs with child maltreatment is 

deception (e.g. Campbell, 2009), yet research has failed to do more than identify the 

coexistence. Abusers deceive to prevent discovery of abuse, as well as upon suspicion of 

abuse (Campbell, 2009; Kennedy & Grubin, 1992; Marshall, 1993). Abusers also lie to 

the victim to entice or coerce the victim (Campbell, 2009; Kennedy & Grubin, 1992; 

Marshall, 1993), which the victim may recognize as deception in hindsight. Children of 
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addicts are also exposed to deception, because the addicts live in a perpetual state of 

untruth (Kemp, 2009). Furthermore, victimized children are motivated to deceive for a 

variety of reasons, including protecting themselves from the interpersonally negative 

response to such a distressed disclosure (Winston & Coates, 1987), stigma (Kennedy & 

Grubin, 1992), or to protect others from consequences the abuser threatens (Campbell, 

2009).  

 This research seeks to determine the impact of a history of child victimization on 

adulthood predispositions toward communication, specifically attitudes toward deception. 

Given the long-term impacts of child victimization, which will be explored further, 

communication behaviors may be influenced in a long-term manner as well. Many long-

term effects of child victimization are perceptual in nature, especially related to 

perceptions of self and others as (in)capable and (un)worthy of love and affection 

(Crittenden, 1997). As such, experiences of childhood victimization will affect 

perceptions of deceit in both the self and other. Examining deception will provide a clear 

understanding of the connection between childhood experiences and certain aspects of 

adulthood communication.  

Deception 

 Despite prevalent negative connotations of lying, deception is omnipresent. Not 

only do individuals deceive, but also observe others’ deceit. Although people’s attitude 

toward deception is generally negative (Anderson, 1968), there is much variation in 

attitude based on characteristics like motivation, consequence, and relationship in which 

the deception occurs (Backbier Hoogstraten, & Terwogt-Kouwenhoven, 1997; DePaulo, 
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Ansfield, Kirkendol & Boden, 2004; Seiter & Bruschke, 2007). For example, white lies 

are considered “socially somewhat acceptable, capable of generating little or no negative 

consequences to the recipient,” (Camden, Motley & Wilson, 1984), and although these 

statements were considered justifiable, they were still perceived as dishonest (Turner, 

Edgley & Olmstead, 1975, p. 309). While much research emphasizes the selfish 

motivations of deceptive communication, Camden et al. argue that communication that 

does not interfere with another’s goals or needs is not selfish whether it is truthful or 

untruthful; with this redefinition, their sample of selfish lies was drastically reduced to a 

mere 34.7%, indicating that most lies are indeed white lies. 

 Studies of deception frequency report heterogeneous results. In diary studies 

participants reported deceiving between 4.2 and 14 times per week (DePaulo, Kashy, 

Kirkendol, Wyer & Epstein, 1996; Lippard, 1988). More recent research found high 

variability in self-reporting of lie frequency with a median and mode of zero lies per day; 

however, participants who admitted lying compensated for those who did not admit lying 

such that the average was still 1.65 lies per day (Serota, Levine, & Boster, 2010). This 

finding suggests that even if one does not (or does not acknowledge) lying, the individual 

will still be exposed to others’ deception. Regardless of source (self or other), or exact 

frequency, the experience of deception is universal at least through observation if not 

through commission of deception. 

 Most, if not all communication is controlled in some way (Hample, 1980), yet 

people expect that others communicate truthfully (McCornack & Parks, 1986). 

Information that is simply incomplete, mildly exaggerated or mildly understated is not 
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considered deception, and is even considered competent in some contexts. Conveying 

more information than necessary, too much detail, or irrelevant information violates 

conversational expectations, and is socially sanctioned (Grice, 1989). In this way, 

controlling information is expected. Furthermore, controlling information by providing 

too much or too little information, fabricating information, responding with irrelevant 

information or in a confusing manner, is also unacceptable, and if performed covertly is 

considered deception (McCornack, 1992). Ultimately, deception is misrepresenting 

information with the intention of fostering false belief in another person.  

 The purpose of deception is not just successfully misleading the target, but also to 

accomplish some other persuasive goal (Miller & Stiff, 1993). Motivations for deception 

abound, including, but not limited to being useful as a problem solving technique (Knapp 

& Comadena, 1979), to save face, to avoid punishment, to avoid confrontation, and to 

hurt another person (DePaulo et al., 2004); nevertheless, the simplest categorization of 

motivations is using deception to protect either the self or another (DePaulo et al., 1996; 

Seiter, Bruschke & Bai, 2002). More specifically one may protect the self or the other 

psychologically or instrumentally. Psychological protection includes deception as a face 

saving mechanism, to avoid disapproval, or to avoid negative affect expected from 

revealing the truth. Instrumentally, a person may deceive to protect one’s own status, 

personal finances, to obtain information, or to avoid punishment or physical harm. 

Protecting others through deception functions similarly, committing the deception for the 

sake of another’s psychological or instrumental wellbeing instead of one’s own wellbeing 

(DePaulo et al., 1996). These motivations are not context specific, so apply to instances 
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of performing or observing deceit in childhood and adulthood, in a variety of situations, 

including the abuse and any other topic that may subsequently utilize deceit. 

Child Victimization 

 One context in which deception is prevalent, and perhaps more pronounced than 

other contexts is within experiences of childhood victimization (Campbell, 2009). Child 

victimization integrates multiple types of maltreatment that exploit and manipulate the 

child, capitalizing on the child’s vulnerability and helplessness comparative to the adult 

perpetrator (Finkelhor & Browne, 1985; Finkelhor & Dziuba-Leatherman, 1994; Troy & 

Sroufe, 1987). Types of victimization include child sexual abuse (CSA), child physical 

abuse (CPA), exposure to interparental violence (IPV), psychological abuse, and neglect 

(Boney-McCoy & Finkelhor, 1995; DiLillo, Hayes-Skelton, Fortier, et al., 2010; 

Kilpatrick & Saunders, 1999). In line with witnessing harmful behaviors like 

interparental violence, witnessing parents engage in substance abuse also fits the 

definition of child victimization. Substance abusing parents may engage in child 

victimization, but the substance abuse itself also leads to distinct traumatic experiences 

for the child. For the purposes of this study, the terms child victimization and child 

maltreatment are used interchangeably. 

 Depending on the sample, between 40 and 71% of children had been victimized, 

and only 8-10% is comprised of CSA, but up to 31.3% report CPA, and up to 39.4 % 

have witnessed some type of violence, like IPV (Boney-McCoy & Finkelhor, 1995; 

DiLillo et al., 2010; Kilpatrick & Saunders, 1999). Approximately 15% report 

psychological abuse, and another approximately 15% report neglect (DiLillo et al., 2010). 
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Furthermore, victimizations tend to be comorbid. In one sample, 71% of respondents had 

been victimized, 69% of victims had been victimized multiple times, and 22% of victims 

were victimized more than four times (Finkelhor, Ormrod, & Turner, 2007). Thus, prior 

research on single types of victimization has overstated the impact of a single type of 

childhood maltreatment (DiLillo et al., 2010; Finkelhor et al., 2007), calling for future 

research such as the present study to examine multiple types of abuse. Multiple 

victimizations may further compound psychological issues because multiple perpetrators 

reinforce internal models of the self and others (Finkelhor et al., 2007). 

 Child victimization leads to a host of negative outcomes. Longitudinal data 

determined that victimization does indeed lead to an increase in PTSD and depression 

symptoms (Boney-McCoy & Finkelhor, 1996). Immediate effects of child sexual abuse 

can be quite severe and include fear, anxiety, depression, anger, hostility, aggression, 

sexually inappropriate behavior (Browne & Finkelhor, 1986; Putnam, 2003), disrupted 

psychological development, emotional pain, cognitive distortion (Briere & Elliott, 1994), 

substance abuse and suicide (Luster & Small, 1997). Long-term effects of being sexually 

abused include difficulty functioning relationally, socially, and occupationally (Callahan 

et al., 2003), increased dissociation, anxiety, depression, sleep disturbances (Finkelhor, 

Hotaling, Lewis, & Smith, 1990), sexual disturbance or dysfunction, higher likelihood of 

re-victimization (Beichtman, Zucker, Hood, et al., 1992), eating disorders (Briere & 

Elliott, 1994), and social anxiety with feelings of personal inadequacy and inferiority 

(Feerick & Snow, 2005). While some of these effects may be specific to sexual assault, 

like sexual disturbance or dysfunction, it is reasonable to expect that the general message 
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of worthlessness (Feiring, Miller-Johnson & Cleland, 2007), and the consequent models 

of self and others built during a childhood of maltreatment (Finkelhor et al., 2007) will 

follow similar patterns. Deception is common among all sectors of the population, 

however chronic deception is symptomatic of psychological issues like antisocial 

personality disorder (Blias, Smallwood, Groves, & Rivas-Vasquez, 2008), such that the 

two may follow the same cause and effect pattern. 

 Witnessing parent substance abuse also has an impact on a child’s social and 

psychological functioning. Children of alcoholics experience more instances of CPA, 

incest and neglect than children without alcoholic parents (Biek, 1981), making them 

vulnerable to the detrimental effects of maltreatment, but they also encounter a host of 

other social and psychological functioning difficulties. Parental alcoholism functions as a 

family stressor, similar to parents divorcing, a death in the family or a serious illness 

(Menees & Segrin, 2000); this stress affects the child’s cognitive and emotional 

functioning including arithmetic, IQ, reading, spelling, learning problems, behavior 

problems, conduct disorder, attention deficit disorder, impulsive-hyperactive, phobic 

disorder, affective disorder, emotional disorders, self-concept, anxiety and psychosomatic 

symptoms (Bennett, Wolin & Reiss, 1988). Effects of parental addiction last into 

adulthood, with adult children of alcoholics having more negative relationships with the 

alcoholic parent, and leading to depressive symptoms (Kelley, Pearson, Trihn, et al., 

2011), and are more vulnerable to substance abuse, antisocial and undercontrolled 

behaviors, depressive symptoms, anxiety disorders, low self-esteem, and difficulties in 

family relationships (Harter, 2000). Despite the extreme negativity of these findings, 
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other research shows that social skills and family communication were no different 

between the adult children of alcoholics and nonalcoholics when taking all family 

stressors into account (Segrin & Menees, 1995). Nevertheless, many of the effects of this 

childhood experience affect adulthood functioning, regardless of the attendant 

maltreatment, and therefore may contribute to perceptions of deception in adulthood. 

 Child maltreatment also influences communication behaviors, both that the victim 

observes in the perpetrator, and that the victim exhibits after the abuse. Perpetrators send 

mixed messages of both affection and devaluation (Segrin & Flora, 2011), providing 

opportunities for victims to learn these strategic, yet pathological communication 

strategies through observation. For example, sexually abused girls nonverbally 

communicated significantly more coy behavior than non-abused girls; girls using coy 

behaviors correlated with younger age of first intercourse and low negative attitudes 

toward sex (Negriff, Noll, Shenk et al., 2010). CPA led to difficulties encoding facial 

expression of emotion, decoding affective communication, and regulating proxemics 

(Segrin & Flora, 2011). Child maltreatment also influenced the victim’s communication 

of positivity, aversiveness, and involvement with abused and neglected children equally 

communicating positivity and aversiveness with the caregiver differently from the non-

abused control group (Wilson, Norris, Shi & Rack, 2010). Abused children 

communicated more involvement than neglected children (Wilson et al., 2010). This wide 

array of childhood maltreatment affects the communication one is exposed to, as well as 

the type of communication for which victims are rewarded; victims observing and 
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engaging in deceit surrounding instances of maltreatment may also affect how a victim 

interprets and enacts deceptive communication. 

 Patterns of family communication are also correlated with addiction (Wright, 

2011). Deceptive communication patterns may emerge within the family to avoid the 

stigma associated with alcoholism and substance abuse, such that the family becomes 

complicit in avoiding and hiding the issue (Biek, 1981), which probably requires 

deception. Severity of the parent’s drug problem was negatively correlated with 

discussion and positive involvement with the child, and was positively associated with 

disagreements regarding appropriate disciplinary action for the child (Barnard & 

McKeaganey, 2004). Furthermore, perceptions of family communication patterns 

mediated the negative relationship between paternal alcoholism and self-esteem such that 

parental alcoholism increased perceptions of expected conformity and reduced 

conversation-orientation in the family, ultimately decreasing self-esteem (Rangarajan & 

Kelly, 2006). These distinct communication patterns within families of addicts include 

deception, and therefore should directly correlate with the victim’s perceptions of 

deception. 

 While all these types of maltreatment are unique, both in cause and effect, the 

general message sent to children, and therefore a general pattern of effects is similar. 

Feiring et al. (2007) conducted research examining the link between CSA and 

delinquency, proposing a damaged goods effect, wherein children who are maltreated are 

immediately associated with the stigmas associated with their abuse. Being maltreated 

leads to internalizing negativity toward the self, and the stigma exacerbates these 
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feelings, such that victims feel like they have been irreparably damaged, and 

consequently will externally behave in a manner consistent with their negative 

internalization. Feeling like damaged goods, victims expected others to perceive them 

negatively and therefore did not make an effort to maintain a positive image. Indeed, this 

study found that the extent to which CSA victims internalized these behaviors, or felt 

stigma toward their abuse predicted the extent to which they engaged in delinquent 

behavior. While this research only examined victims of CSA, there is nothing inherent 

about CSA functioning in this model; stigma is the driving force, and stigma is assumed 

to be associated with all types of childhood maltreatment (Finkelhor & Jones, 2006; 

Prinz, 2009).  

Social Support 

 Social support is robustly associated with child maltreatment and quality of care 

giving (Barnard, 2003; Belsky, 1993). High levels of social support help victims in many 

ways, including protecting against maltreatment, and better ability to handle abuse when 

it does occur. Conversely, low levels of social support for parents or children put their 

children at higher risk for maltreatment.  

 Perception of social support was related to both physical and psychological 

wellbeing (Belsky, 1993), the ability to adjust to situations psychologically (Runtz & 

Schallow, 1993), and was able to buffer the stress of events that caused psychological 

issues (Cohen & Wills, 1985). As such, maltreated children receiving social support from 

persons other than the perpetrator at the time of abuse ought to be able to psychologically 

adjust to such traumatic experiences better than those not receiving social support. In 
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fact, social support is so helpful, it completely mediated the effects of childhood abuse on 

psychological functioning (Runtz & Schallow, 1993). Therefore, any expected effects of 

maltreatment on attitude or behaviors must take social support into account because the 

correlation between victimization and psychological outcomes will be eliminated for 

those having received social support.    

 Despite all of the positive outcomes of social support, many maltreatment victims, 

and even perpetrators, do not have the social support necessary to stop the abuse. Victims 

of child maltreatment systematically have less perceived social support in childhood, and 

adulthood than their non-abused counterparts (Briere, Berliner, Bulkley, Jenny & Reid, 

1996; Stroud, 1999). Multiple victimizations were especially associated with low social 

support (Vranceanu, Hobfoll & Johnson, 2007), which is sensible because a person with 

high levels of social support upon initial victimization would use that support network to 

be protected from subsequent victimizations. In the case that social support was high, yet 

multiple victimizations still occurred, social support mediated the relationship between 

multiple child victimizations and PTSD (Vranceanu et al., 2007). Thus in the unlikely 

event that someone receives social support after multiple victimizations, social support is 

such a strong factor in maltreatment outcomes that psychological issues and psychosocial 

functioning can still improve. Conversely, the lack of a social support network increases 

stress for caregivers, leading to increased incidence of maltreatment (Barnard, 2003).  

 Although a child’s social support is compromised by maltreatment and parental 

addiction, victimized children find support through many channels. Extended family 

support can be crucial to the wellbeing of children with substance abusing parents, and 
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can compensate for the addicted parent’s lack of care giving (Barnard, 2003). Extended 

family care giving is typically not acknowledged by the state, and lack of social support 

for these kinship caregivers, like the lack of parental social support, compromises care 

givers’ ability to appropriately care for the child (Barnard, 2003). There is a tradeoff for 

the child between extended social support networks and the stress caused by separation 

from the parent; auxiliary social support may help the child, but being away from a parent 

is also stressful (Barnard, 2003). 

 The damaged goods effect supports the concept that social support ameliorates the 

effects of child maltreatment. Children who psychologically internalized the effects of the 

abuse were more vulnerable to subsequent delinquency than children who did not 

internalize the effects of the abuse (Feiring et al., 2007), and social support may be a 

factor in determining who will and will not internalize the abuse (Runtz & Schallow, 

1993). The present study examines the effect of maltreatment on attitudes toward 

deception, such that social support should be associated with reduced effects of 

maltreatment on outcome variables, such as attitude toward deception. Consequently, the 

associations between child maltreatment and negative consequences will be the strongest 

under conditions of low social support. 

Social Learning Theory 

 Social learning theory (Bandura, 1977) explains how people learn from other’s 

behaviors, symbolically interpreting actions in one context to apply what is learned from 

that observation in other contexts. Behavior is inhibited or disinhibited based on 

anticipation of positive and negative consequences of those behaviors, sometimes 
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referred to as reinforcement. An important aspect of social learning, differentiating social 

learning from operant conditioning is humans’ ability to understand concepts 

symbolically, making learning context-specific. Concepts learned in one context or 

through observation can be applied to other contexts and to oneself; “humans do not 

simply respond to stimuli; they interpret them” (Bandura, 1977, p. 59). Further 

distinguishing social learning from operant conditioning, interpretation of consequences 

provides the opportunity for behaviors to be reinforced differentially and still result in 

learning. In operant conditioning, the stimulus and response must be paired consistently, 

but social learning explains that because individuals symbolically interpret observations, 

a behavior may be reinforced positively at times, and negatively at other times, and still 

influence the observer’s behavior. Social learning theory can even help explain 

interactional patterns between parents and children of abuse and non-abuse (Wilson et al., 

2010). 

 Reinforcement works through three channels—external, vicarious, and self. 

Sometimes reinforcement is external, as with a paycheck for working, or a candy for 

being quiet in church. Reinforcement is also vicarious, as when one observes others, for 

example seeing that a seatbelt saved a friend’s life. Finally, behaviors are self-reinforced, 

determined by the individual’s own attitudes, beliefs and values; otherwise people would 

be unpredictable and easily persuaded by any and all inducements for behavior. Although 

social learning can occur through direct experience, it is achieved mostly vicariously. 

Direct learning is superior to observational learning in some contexts, like learning 

physical behaviors and with reinforcements like receiving a paycheck. However, if all 
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learning had to be accomplished directly, learning social behaviors would occur at a 

detrimentally slow rate. Individuals are frequently senders and receivers of deception, 

and these frequent observations of deception make this communication behavior ideal for 

analysis through social learning theory. 

 Not all behaviors are learned or reproduced, but those that are must pass through 

four phases: attention, retention, production and motivation. The observer must first 

attend to, or perceive the stimulus behavior for it to be learned. The person being 

observed is the model, providing a reference point for the observer’s own behavior. 

Catharsis, or identifying with the model will result in arousal, also increasing attention 

and all subsequent phases of social learning. Characteristics of the model, such as 

attractiveness and explicitness of the behaviors will affect attention. Deception is an 

intentionally covert behavior (McCornack, 1997), making it typically difficult to learn. 

However, as will be explicated below, instances of deception in maltreatment situations 

are often quite explicit.  

 Any observed behavior must then be retained for use in future contexts. In this 

step, memory of modeled behavior is retained without the model present, applying an 

understanding of a behavior in one context to the present context. The ability to 

volitionally apply prior observations to present circumstances shows that the individual is 

processing the information, such that true learning is occurring, not just simply mimicry 

or operant conditioning. Modeled behaviors with positive consequences are the most 

rewarding, and so are most likely to be remembered. Although deception is typically 

perceived negatively, and overtly met with negative consequences, it is still performed 
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frequently, with ease, and is typically successful (DePaulo et al., 1996; McCornack, 

1997). A successful deceit is motivated by goal acquisition, and the fulfilled goal may be 

perceived as a positive consequence of deception. A social learning theoretical 

framework may help to explain how a behavior that we expect to have negative 

consequences, when successful can actually have positive consequences, and when 

symbolically transferred to other contexts may result in retention for one’s own purposes, 

thereby eliciting a positive association with deception.  

 The third process in learning behaviors lies in the ability for one to produce the 

observed behavior. Production may be limited by physical or cognitive abilities; the 

behavior may be technically impossible due to lack of resources or skills. Observational 

learning effects are not demonstrated by showing completely new behaviors, but taking 

components one already possesses and reorganizing them to accomplish a new goal. 

Consequently, the cognitive ability to line up a string of events that has been observed, 

and apply it to an appropriately similar situation requires cognitive abilities that not all 

individuals possess. Although some deceits are complex, learning how to lie has been 

observed in children as young as preschool (Xu, Bao, Fu, Talwar & Lee, 2010), so the 

fact that deceits concurrent with maltreatment may be at an early age does not interfere 

with the ability of modeled deception in maltreatment to result in learning. 

 Finally, even if all other steps are fulfilled, the individual must be motivated to 

execute the learned behavior. The consequence of any modeled behavior will be positive, 

negative, or may be inconsequential. Behaviors with ineffectual responses, both negative 

and absent are abandoned: observed behaviors without consequences will not follow 
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through the processes of learning, so will be abandoned, and observed behaviors with 

negative consequences will be inhibited in the future to avoid punishments or harm. 

Behaviors with positive consequences, and that can expect similar rewards for future 

production are most likely to be produced, such that those behaviors are disinhibited. 

Thus, if observed deception is inconsequential, the observer will not learn to inhibit or 

disinhibit deception in the future; however if it is associated with negative consequences 

the observer will learn to inhibit his or her own deception, and if the observed deception 

is successful, as it usually is (McCornack, 1997), and therefore the deceiver’s goals are 

achieved, if the observer feels they can also attain their goals by engaging in deceptive 

communication, deception will be disinhibited.    

 If an abuser models deception, the positive or negative consequences of that 

behavior will impact the likelihood of the observer engaging in deception in the future. If 

the victim associates deception with the negativity of abuse, future deception may be 

inhibited. However, if the victim interprets the abuser’s modeled deception symbolically, 

as social learning theory posits, the victim will see the abuser’s success in attaining goals 

through the use of deception, thereby disinhibiting deception in the victim. Finally, the 

magnitude of social learning is dependent on the expectation that the observed 

consequences mirror expected consequences for the observer when engaging in the same 

behavior. Deception occurs covertly, such that if deception is successful the desired effect 

will be attained and punishment will not ensue, thus disinhibiting deception for the actor. 

Furthermore, deception is typically successful (DePaulo et al, 1996; McCornack, 1997) 

increasing the likelihood of positive reinforcement. If deception is not successful, the 
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punishment will be associated with the discovery of deception, so whichever behaviors 

led to discovery will be inhibited, but deception on will not be inhibited altogether. 

Social Learning of Deception  

 Successful deception is learned through observation and performance of deceptive 

behaviors. As certain behaviors become associated with deception, deceivers adapt to 

reduce the likelihood of detection (Knapp & Comadena, 1979). For example, an 

American cultural truism is that a deceiver will not look the target in the eye. As a result, 

individuals engaging in deception learn not to avoid eye contact, which means this is no 

longer a cue for deception detection (Ekman, 2009; Stiff & Miller, 1986). Furthermore, a 

person who has repeatedly lied successfully will have no inhibitions about lying in a 

similar context in the future (Ekman, 2009). This exemplifies how deceptive behaviors 

are learned symbolically; the same behavior used to deceive in one context will be useful 

in other similar contexts.  

 Another example in children shows the basic, fundamental nature of learning to 

lie. Children lie more as they get older (Xu et al., 2010), suggesting people have more 

experience observing and engaging in deception with age. Interestingly, children in this 

study were particularly more likely to tell pro-social lies as they aged, which are the lies 

expected to be rewarded and reinforced by authority figures and society. Just as the 

psychosocial effects of child maltreatment are experienced long-term, any related 

association with deception throughout these childhood experiences may be just as long 

lasting. Moreover, experiences of maltreatment may influence the victim’s social 

perceptions, including perceptions of, and attitudes toward deception.  
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 Following the mechanisms of social learning theory, learning occurs directly 

through one’s own experience, performing the behaviors as an agent of deception and 

experiencing the consequences, and vicariously, by watching others perform the 

behaviors and symbolically interpreting the consequences of the behavior. Caregivers 

may directly discipline a child’s deception, a child may observe deception, or the child 

may learn the utility of deception through his or her own trials. Observing deception is 

somewhat complicated because these behaviors are designed to evade discovery. 

Nevertheless, deception may be detected in others, and thus retrospectively 

acknowledged as unsuccessful. Alternatively, one may know the truth while observing 

someone lie to a third party, which may be positively or negatively reinforced. The 

following sections will examine how child victimization exacerbates learning deception 

through these mechanisms, leading to more extreme attitudes toward deception in the 

victimized population than in a non-victimized population.  

Directly learning deception 

 Victims deceive for a variety of reasons. Most victims initially mislead officials 

and others who might offer support by denying the abuse (Leander, 2010; Sorenson & 

Snow, 1991). Confirmed victims of CSA were highly avoidant in interviews regarding 

the substantiated abuse (Leander, 2010). More severe abuse as well as chronically abused 

children were more likely to deny than less severe cases, or cases of only a few instances 

of abuse. These children could be exhibiting the social learning of deception, in that they 

were exposed to the perpetrator’s abuse, and expected to engage in deception more than 

their less severely abused counterparts, and so had become more accustomed to deceit 
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through denial. During the time period wherein multiple interviews are conducted the 

victim begins providing more accurate reports of the abuse, being less avoidant, and 

denying the abuse less (Leander, 2010). These children may have observed the negative 

reinforcement of deception, as modeled by the perpetrator’s punishment, and therefore 

negative reinforcement and thus inhibition of deception.  

 Victims will also deceive to protect themselves from negative responses to the 

stigma of child maltreatment, to protect others from the distress inherent in having this 

knowledge, and to appease the abuser. Victims may choose not to disclose their 

experiences because of the anticipated negative consequences of distressed disclosure 

(Coates & Winston, 1987). One such consequence is the discloser becoming vulnerable 

by entrusting another individual with this private information (Pennebaker, 1990). Also, 

child traumas are stigmatized (Kennedy & Grubin, 1992), so the victim may anticipate a 

negative reaction from the receiver, such as rejection, disbelief, accusations of deception, 

and blame, all of which are further perpetuated by questioning law enforcement, 

government agencies and defense attorneys (Coates & Winston, 1987; Summit, 1983). 

Stigma even leads others to associate additional, unrelated negative attributes to the 

victim (Saathoff-Wells, Culp & Yancey, 2005). As such, truthful communication is 

inhibited, and simultaneously deceptive communication is disinhibited. Similarly, people 

associated with a stigmatized person, or a person with a stigmatized health condition are 

associated with the negative effects of the stigma, termed a courtesy stigma, even without 

acquiring or exhibiting any of the negative qualities associated with the stigma (Dindia, 

1998). The victim may see the reward value of concealing the abuse because it protects 
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important others from the distress associated with disclosure, as well as avoiding the 

courtesy stigma. Although social learning does not drive the motivation for this type of 

deception, engaging in deception will teach the victim how to deceive. Through the 

egregious exposure to deception, victims may become desensitized to the use of 

deception, devoting less thought to their own decisions to deceive and accept deception 

more readily (Burgoon et al., 2000; Dainton & Aylor, 2002; Kellermann, 1992). 

 Abusers expect and pressure their victims to maintain privacy of abusive 

encounters, even deceiving the victim to do so (Campbell, 2009), and may provide 

rewards for maintaining the privacy or deception about instances of victimization. These 

rewards may be material (Campbell, 2009) as with toys, clothes or jewelry, providing 

external reinforcement for deception. Rewards may also be social: Children with 

dysfunctional parents are at higher risk for victimization (Putnam, 2003), so attention 

from the abuser, despite the negative association with the inappropriateness of the 

interaction may also be perceived as a reward to the victim. To receive material or social 

rewards the victim engages in deception, further providing opportunities for the victim to 

learn to deceive, and reap the personal rewards of successful deception. 

 Maintaining privacy through deception about maltreatment may also be a means 

to avert negative consequences from the abuser. Many abusers threaten the victim not to 

disclose; if the victim does not respect the abuser’s privacy boundaries, the victim may 

put the self and important others at risk. Examples of threats include breaking up the 

family, and the non-offending parent being incarcerated (Campbell, 2009). These effects 
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were found specifically in cases of child sexual abuse, but may be expected in physical 

abuse and addiction as well.  

Vicariously Learning to Deceive 

 Childhood victims are routinely exposed to deception. For example, withholding 

information is particularly prevalent in cases of child sexual abuse by both the abuser and 

the victim (Summit, 1983), which is considered deception because it intentionally 

misleads others. Similar patterns of deceptive communication should also occur in other 

types of child victimization.  

 Victims observe the abuser deceive others, and may come to retrospectively 

recognize the abuser’s use of deceit toward the victim. The abuser will deceive to hide 

the abuse (Campbell, 2009), and upon suspicion or discovery of the abuse (Kennedy & 

Grubin, 1992; Marshall, 1993). The abuser’s deception involves the victim so will likely 

be in close proximity to the victim, providing opportunities to observe deception. 

Perpetrators of sexual abuse also deceive to create a persona acceptable to their target, 

grooming the victim for a sexual relationship (Campbell, 2009), and to trick the victim 

into engaging in sexual behaviors with the abuser (Finkelhor & Browne, 1985). 

Furthermore, the victim may observe and learn the reward value of these communication 

behaviors on the abuser’s behalf. This should be especially true if deception is successful, 

which most deception is (McCornack, 1997), and is therefore positively reinforced 

through goal attainment. Although the victim may relate to the specific experience 

negatively, symbolically he or she will see the inherent benefits for the deceiver. 

Although the victim probably will not witness, or come to realize every act of the 
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abuser’s deception, he or she may be privy to some truths about which the abuser 

intentionally misleads.  

 Currently, little is known about the extent to which victims are aware of their 

abuser’s deceit. However, victims of child abuse are certainly less trusting, and use that 

lack of trust to fuel their increased ability to detect deception in others (Bugental, 

Shennum, Frank & Ekman, 2001). Abused children were better at detecting deception 

than non-abused children, and more severe abuse lead to better deception detection 

(Bugental et al., 2001). One explanation for this is that the abused children’s ability to 

detect deception is also a function of having observed successful deception, and therefore 

understanding the mechanisms to effectively produce, and therefore detect deception. 

 Addiction is also fraught with deception. Addicts lied to themselves and others 

about their substance use, especially family members, both directly and indirectly 

teaching their children to deceive. Addicts lied about drug use and other life 

circumstances and decisions in order to avoid judgment (Kemp, 2009). Cultural, religious 

and gender expectations increased the use of secrecy regarding substance use (Kroll, 

2006). Ironically, addicts did not seem to worry about being judged for lying, and became 

“very comfortable with untruth” (Kemp, 2009, p. 357). In fact learning to lie is a 

fundamental and necessary part of being an addict, not only to remain being a user, but 

also because addiction itself maintains a perceptual lie allowing the person to escape true 

feelings they have of lost love, shame, rejection, and any number of other negative 

emotions (Kemp, 2009). Observing a parent engage in self-deception and deceive others 

will also contribute to attitudes toward deceptive behaviors.  
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 Substance abuse leads to conflict in the family system, so users will lie about 

substance use to avoid conflict (Kroll, 2006). Even non-addict parents recruit their 

children to accept their lies: The parents’ privacy “may often require that they mislead 

their children about just what they are doing, when they are doing it, and why they are 

doing it,” although this does not mean that children believe the lies (Ekman, 2009, p. 

342). Drug-using parents try to keep the drug use hidden from children, but once drug use 

is out of control, the addict is less able to control the information the child receives 

(Barnard & Barlow, 2003). Most children are keenly aware of their parent’s drug use, 

despite parent’s insistence about the child’s uncertainty regarding drug use (Bernard & 

Barlow, 2003). Children observing parents and caregivers engage in deceiving third 

parties so effortlessly and successfully should also positively reinforce the utility of 

deception, despite the negative consequences for others. Through frequent exposure to 

such deception in families, denial, distortion and secrecy become the organizing factor of 

the family, to create a fallacious image free from substance abuse (Bernard & Barlow, 

2003; Kroll, 2004). 

 Finally, children learn to deceive from their addicted parents directly through 

mandates to withhold and distort family life to outsiders. The longer this pattern ensued, 

the harder it was to break the silence (Kroll, 2004). Parent interviews revealed the 

explicitness of parents teaching their children to deceive: “I put a lot on her about not 

telling anybody outside our house what went on in our house. Not telling anybody about 

the drugs or my problem…I never taught her to be able to share honestly about her 

feelings… I just taught her to hide things” (Barnard & Barlow, 2003, p. 51). As an 
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individual engages in successful deception, achieving goals will further disinhibit use of 

deception, and consequently reduce the child’s negative attitude toward deceiving others.  

Self-Other Dichotomy in Attitudes 

 Several theoretical perspectives explain differing perceptions about a behavior 

dependent on whether the person is the sender or receiver, agent or target of a behavior. 

Two in particular are attribution and attachment theory. Each theoretical perspective 

recognizes biased perceptions that split along the self-other dichotomy in processing 

information. 

 Humans can be rational, so causes of behavior may be attributed to internal or 

external factors, that is, personal or situational factors. Several patterns of attributions 

emphasize the attributional distinction between self and other, including the actor-

observer effect expressly stating that people use different information to determine the 

cause of other’s behavior than determining the cause of their own behavior. Additionally, 

the fundamental attribution error shows that when people judge others they overestimate 

internal causes and underestimate external causes of behavior. When judging oneself, 

people also have a tendency for a self-serving bias, where they attribute their own 

successes internally and failure externally. Self-serving attributions are mediated by self-

esteem, such that the tendency to make self-serving attributions is a function of the model 

of self (Greenberg, Pyszcynski & Solomon, 1986). However, one study examined 

deception through the lens of attribution finding that assessments of oneself lying were 

less acceptable than another person lying regardless of relational closeness (Backbier, 

1997). This difference between the self and the other, including how attributions are 
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made for deception will also operate in subjects for this study such that they will 

distinguish self from other, and have different perceptions dependent on one’s role in the 

deceptive instance. Also, attributional biases based on models of self may differ further 

between maltreated and nonmaltreated participants.  

 Tendencies to attribute positivity or negativity to an individual are highly 

correlated with attachment style (Heene et al., 2005; Sumer & Cozarelli, 2004). 

Attachment is learned in childhood, based on the caregiver’s responses to the child 

(Bowlby, 1973). Attachment theory shows that children use cues from caregivers to form 

perceptions of the self and others (Greenberg, Pyszcynski & Solomon, 1995). When a 

child is adequately cared for the child should have a positive model of the self as being 

loveable and capable, and also have a positive model of others, because others were 

available to comfort and support the child. When a secure attachment does not occur, a 

secondary attachment strategy is used to create a secure environment, despite the insecure 

attachment (Bowlby, 1973). Secondary attachment strategies either hyperactivate security 

needs leading to anxiety in relationships, or deactivate security needs leading to 

avoidance in relationships. If a child is neglected, needs are not met so the child becomes 

self-reliant, learning that s/he is capable, and others are not dependable for need 

fulfillment, thereby differentiating expectations of self and other: The child has a 

negative view of others because others have disappointed in the past (Crittenden, 1997). 

Oppositely, if the caregiver mistreats the child, the child internalizes the negativity 

directed toward him/her, concurrently accepting the parent as the all-knowing, beneficent 

provider, willing to tolerate the child’s misdeeds. Ultimately, the child desires an 
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attachment with the caregiver, and one way to reconcile the discrepancy between the 

desire to be near the parent and the parent’s destructive behavior is to perceive the 

parent’s behavior toward the child as deserved. This pattern results in a negative model of 

self but a positive model of others, again differentiating expectations of the self and 

others (Crittenden, 1997).  

Attachment may also play a role in why, and to what degree an individual makes 

attributions about deception. Attachment anxiety (negative models of self) and avoidance 

(negative models of others) were both positively correlated with frequency of lies, 

whereas security was negatively correlated with frequency of lies (Gillath et al., 2010; 

Vrij et al., 2003). Even simply priming individuals with secure attachment led to more 

honesty in a relationship as an actor, as well as more honesty expected from the partner 

(Gillath et al., 2010). Furthermore, insecure partners used deception for different 

purposes depending on whether the model of self or other was negative: Deception in 

individuals with a negative model of others was motivated by keeping people at a safe 

distance, whereas impression management motivated deception in individuals with a 

negative model of self (Cole, 1999). 

 Victims are engaged in and are exposed to deception, so they will be more 

susceptible to learning about positive and negative effects of deception than those who 

are not abused. Although non-abused children are also exposed to and engage in 

deception, the experience for abused children will be more extreme, influencing 

subsequent interpretations of deceptive behaviors. Effects of victimization last into 

adulthood, so the deceptive behaviors learned through childhood trauma should also last 
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into adulthood as evidenced by the long-term consequences of maltreatment and parental 

addiction (e.g. Bennett et al., 1988; Boney-McCoy & Finkelhor, 1996; Callahan et al., 

2003; Kelley, 2011). Social learning has also been applied to long-term effects of child 

maltreatment, especially in intergenerational transmission of maltreatment effects 

(Belsky, 1993). Also, social learning principles have been able to both disinhibit 

aggressive behavior (Bushman & Huesmann, 2006), as well as inhibit behaviors 

associated with conduct disorders (Webster-Stratton, Hollinsworth & Kolpacoff, 1989) in 

a long-term fashion. As such, the following hypotheses use social learning principles to 

predict the effect of childhood maltreatment on attitudes toward communication 

behaviors in adulthood. 

Hypotheses 

 Victims of abuse and neglect typically have insecure attachment styles 

(Crittenden, 1997), which are associated with greater use of deception than individuals 

with secure attachment styles (Gillath et al., 2010; Vrij et al., 2003). As such, child 

victims could learn to successfully deceive, consequently having a more positive attitude 

toward the use of deception, and as adults would continue to associate deception with 

positive outcomes. Alternatively, adult survivors of child victimization may associate 

deception with the negative experiences of abuse and consequently will have a more 

negative attitude toward the use of deception. Thus, victims and non-victims should 

perceive deception differently. Furthermore, negativity is generally a stronger force than 

positivity (Skowronski & Carlston, 1989), such that the negative association between 

abuse and deception should outweigh the positivity of the utility of deception. 
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 The proposed difference between whether deception is perceived as positive or 

negative is a function of whether the victim is the agent (positive) or target (negative) of 

deception. As a result, adult survivors of child victimization will rate deception 

differently based on whether one is the deceiver or deceived. While this has already been 

found in previous research (Backbier, 1997; DePaulo et al., 1996), having learned about 

deceptive behaviors in such extreme circumstances will amplify the reaction to deception.  

 H1a: Severity of childhood maltreatment will be positively associated with a 

 negative attitude toward deception. 

 H1b: The relationship between child victimization and attitude toward deception 

 will be  moderated by the role in the deception (agent or target), such that adult 

 survivors of child victimization will perceive agentic deception more positively 

 than those who were not abused, but perceive begin the target of deception more 

 negatively than individuals who were not abused.  

 Severity of abuse is associated with more severe long-term effects of 

victimization (Spaccarelli & Kim, 1995; Luster & Small, 1997). Severity of abuse is 

negatively correlated with interpersonal functioning and resiliency (Callahan et al., 2003) 

and positively correlated with the amount of trauma inflicted (Ketring & Feinauer, 1999). 

Abuse severity should also be related to the extent to which a victim’s attitude toward 

deception is influenced. If the abuse is severe, opportunities to learn about deception will 

also be more plentiful than in non-victims. The more a victim is exposed to the abuser’s 

deception, the stronger the effects of child maltreatment will be on the victim, which 

should also include attitude toward deception. Anticipating the positive and negative 
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consequences of deception, as social learning proposes, even more negativity should be 

associated with deceivers, because deception allowed the abuse to continue, a negative 

consequence. However, learning to deceive and using that deception on one’s own behalf 

will result in obtaining more goals for the self than would have been possible otherwise, 

resulting in even more positive attitudes about using deception for oneself. 

 H2: Among survivors of child victimization, abuse severity will moderate the 

 relationship between the victim’s role in the deceptive instance (agent or target) 

 and attitude toward deception; experiencing more severe victimization, more 

 types of victimization, and/or victimization over a longer period of time will be 

 associated with a more positive attitude toward deception by the self and more 

 negative attitude toward deception by others.  

 Social support upon disclosure of CSA is associated with fewer long-term effects 

of victimization (Luster & Small, 1997; Spaccarelli & Kim, 1995). Similarly, social 

support should close the gap between victims and non-victims regarding how deception is 

perceived. Adult survivors of child victimization who receive social support, regardless 

of whether the individual disclosed the abuse will not experience the costs and benefits of 

deception as extremely. Social support may be influential regardless of when support was 

received, either at the time of the abuse or after time has passed. Immediate social 

support will have an impact, without allowing the negative effects of lack of support to 

percolate. However, receiving substantial social support after a childhood filled with 

chronic abuse can also improve psychosocial functioning (Phelps, Belsky & Crnic, 1998). 

One form of social support is found through reporting the abuse, which should lead to 
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criminal prosecution, such that the negative consequences of deception by the abuser are 

modeled. Similarly, the victim is validated for disclosing, not for continuing to deceive to 

maintain the secrecy of the abuse. This is not to say that social support will make the 

victim more accepting of deception from others, but that the extreme negativity of 

responses will be tempered as a result of social support.  

 H3: Among survivors of child victimization, social support will moderate the 

 relationship between role in the deceptive instance (agent or target) and attitude 

 toward deception; experiencing more social support will be associated with a less 

 positive attitude toward deception by the self, and a less negative attitude toward 

 deception by others. 

Present Study 

 Individual level factors related to child abuse may interfere with interpretation of 

adult behaviors, especially adulthood addiction, stigma, self-esteem, depression, PTSD 

and socioeconomic status. First, childhood maltreatment often leads to substance abuse 

(Luster & Small, 1997), therefore high correlations are expected between maltreatment 

and addiction. Moreover, addicts seek and have a distorted view of reality (Kemp, 2009), 

and therefore the distinction between truth and deception may be even more distorted for 

these individuals, regardless of their abuse history. Ultimately, any associations between 

maltreatment and attitude toward deception may be mediated by participant addiction. 

 Stigma may be a factor in the extent to which victims feel negatively about their 

experiences, and therefore engage in deceptive behaviors to conceal these experiences 

from others. Mental illness has been associated with stigma (King et al., 2007), and while 
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maltreatment is not a mental illness in itself, maltreatment is a catalyst for psychological 

issues (Boney-McCoy & Finkelhor, 1996). 

 Self-esteem has also been shown to affect perceptions of deception, such that 

those with positive models of the self do not deceive as much, nor do they expect others 

to deceive as much as those with negative models of the self (Gillaith et al., 2010). 

Furthermore, childhood maltreatment relates directly to perceptions of the self because 

such behaviors by caregivers are internalized as deserved, leading to the child devaluing 

himself or herself (Crittenden, 1997).  

 Depression is intricately linked with self-esteem, being more self-focused than 

non-depressed persons, and focusing on negative aspects of the self more than non-

depressed people (Pyszczynski, Hamilton, Greenberg & Becker, 1991). However, 

depressed individuals can also be more objective than non-depressed individuals because 

they are cognizant of the negative aspects that others avoid (Alloy & Abramson, 1979). 

As such depressed individuals may engage in more self-derogation for being the agent of 

deception, such that the self-other difference may not be as stark in depressed individuals. 

 PTSD is also likely to affect the extent to which maltreatment influences attitudes 

toward deception. PTSD occurs as a result of experiencing a negatively impactful event, 

resulting in psychological issues (Davidson, Book, Colket et al., 1997), which may be 

experienced by victims as a result of maltreatment, further affecting perceptions, like 

attitudes toward deception. 

 Socioeconomic status (SES) tends to be correlated with maltreatment and 

addiction. Although causality is uncertain, due to the ethical limitations of conducting 
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experiments with these types of variables, it is reasonable to expect they are mutually 

reinforcing: low SES will lead to more stress and depression that would lead to child 

maltreatment and addiction, and conversely addiction will limit opportunities to prosper. 
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CHAPTER II 

METHODS 

Sampling 

 Participants were recruited from undergraduate classes at a large southwest 

university. Extra credit toward their course grade was offered in exchange for 

participation. Of the 569 students in the two classes, 428 individuals completed the online 

survey for extra credit for a response rate of 75.5%. Duplicate IP addresses were found in 

15 pairs of surveys and so one was randomly removed to preserve independent 

observations, bringing the response rate down to 73.4%. Of the 413 remaining participant 

surveys, the sample ranged in age from 18-56, with a mean of 20.35, and a standard 

deviation of 2.98. The majority of the sample was female (65.6%), and the overwhelming 

majority (79.1%) was Caucasian, followed by Hispanic (11.4%), African-American 

(3.9%), and Asian (3.4%). Participants’ socioeconomic status was measured assessing 

their housing, vehicle and computer ownership, eligibility for free school lunches and 

parents’ college education. Of those that responded, 31 (7.8%) rented a home and 369 

(92.2%) owned their home; 7 (1.7%) did not own a vehicle, 42 (10.2%) owned only one 

vehicle, and 361 (88%) owned more than one vehicle; 397 (97.1%) owned a personal 

computer; 131 (32%) were eligible for free school lunches; and 60 (14.6%) reported that 

neither parent attended college, 86 (21%) reported that one parent went to college, and 

264, (64.4%) reported that both parents attended college. 

Instrument 
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  All data were collected completely online, in a single session using the 

questionnaire collection service, SurveyGizmo. The survey service approximated the 

time to complete the questionnaire was 90 minutes if all questions needed to be 

answered, which in many cases many questions could be skipped. After obtaining 

informed consent, participants filled out measures of attitude toward deception, child 

victimization, social support, awareness of deception and covariates (Appendix A). 

Measures 

 Attitude toward deception was measured in two ways. First, a generalized 

measure of lie acceptability (Oliviera & Levine, 2008) was included (α=.788) before 

attitudes toward specific deceptions were assessed concerning the self-other dichotomy 

hypothesized. If this scale was presented after the specific scenarios, carryover was 

likely, which would have interfered with the purity of the test.  

 Scenarios were constructed presenting the participant as the agent and target of 

deception, and pretested. Eight scenarios were taken from the qualitative portion of a 

previous study asking for a recent experience respondents had with deceiving or being 

deceived by a romantic partner, friend or family member. These eight scenarios were 

adjusted to reflect the participant as the agent of the deception and again as the target of 

the deception, resulting in 16 scenarios. Participants were asked to respond to the 

scenarios on 19 semantic differential scales, 7 regarding attitude toward the behavior (e.g. 

beneficial/harmful, valuable/worthless), 8 regarding severity of the behavior (e.g. 

significant/insignificant, relevant/irrelevant), and 4 regarding deceptiveness of the 

behavior (honest/dishonest, misleading/straightforward, truthful/untruthful, and 
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sincere/insincere). Analyses showed that all scenarios were rated around the midpoint for 

deception, and so the highest scoring scenarios on deception were maintained to ensure 

the most awareness of deceptive behavior by the participants. Deceptiveness ratings for 

the chosen scenarios had a mean of 10.26 to 12.52, where possible scores could range 

from 4 to 28. The fact that these scenario ratings remain at the midpoint of the scale is 

helpful to this study because the moderator hypotheses require variation, and an 

extremely deceptive scenario would result in ceiling effects. Multiple scenarios not only 

provided role (agent and target) comparisons, but also ensured attitudes are generalized 

deception, not an artifact of something topical within the scenario that may vary 

systematically with child victimization. Furthermore, scenarios that present socially 

acceptable deceptions with low consequences parallel the type of deceptions individuals 

typically encounter in daily life (Camden et al., 1984). The scenarios chosen reflected six 

different topics, three presenting the participant as the agent of deception, and three as the 

target of deception (Table 1).  

 Attitude was measured using ten semantic differential scales 

(unacceptable/acceptable, unjustifiable/justifiable, uncomfortable/comfortable, 

useless/useful, foolish/wise, unsafe/safe, harmful/beneficial, worthless/valuable, 

imperfect/perfect and unhealthy/wholesome). Scenarios were presented in a random 

order, and semantic differential scales assessing attitude toward the scenarios were 

randomly flipped and presented in a random order. Reliability for each scale ranged from 

α= .861 to .925. 
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 Child victimization was measured using the Computer Assisted Maltreatment 

Inventory (CAMI, DiLillo et al., 2010), which recognized that multiple types of 

victimizations contribute to similar outcomes, as well as the comorbidity of multiple 

types of victimization. Specifically the CAMI measured child sexual abuse, child 

physical abuse, exposure to interparental violence, psychological abuse, and neglect, 

assessed retrospectively as adults. The computer-based administration allowed screening 

questions for sexual abuse, physical abuse, and exposure to interparental violence, so 

individuals who have not experienced these traumas do not have to select “does not 

apply” or “0” on follow-up questions. Follow-up questions include the relationship to the 

perpetrator, potential for multiple perpetrators, the nature, and frequency of abuse, so 

severity of abuse could be adequately measured. Psychological abuse and neglect are 

more nuanced so all participants responded to all items and received a score indicating 

the level of psychological abuse or neglect. The CAMI used a relative cutoff of one 

standard deviation above the mean to determine presence or absence of psychological 

abuse and neglect. For psychological abuse the cutoff in the originial DiLillo et al. (2010) 

study 50.26, and the present study was 60.12; for neglect the cutoff in the original DiLillo 

et al. (2010) study was 35.65 and in the present study the cutoff was 49.68. For the 

purposes of this study, open-ended questions were removed. System missing 

maltreatment measurement items were replaced with 0 to take a conservative approach in 

composing severity scales for each type of abuse.  

 Severity scores were computed following the procedure delineated by DiLillo et 

al. (2010). Within this sample 119 (28.8%) were sexually abused, 215 (52.2%) were 



	   48	  

physically abused, 162 (39.2%) witnessed interparental violence, 56 (13.6%) were 

psychologically abused, 47 (11.4%) were neglected. These numbers reflect a larger 

percentage screened positive in the present study than in the DiLillo study for child 

sexual abuse (8.0%), child physical abuse (31.3%), and witnessing interparental violence 

(20.6%), but a smaller percentage that screened positive for psychological abuse (14.2%) 

and neglect (15.2%). Overall, 260 (63%) participants in this sample were maltreated in 

some way as a child. Severity of each type of maltreatment was measured on different 

scales, so all were algebraically converted to a 20-point scale and compiled. The three 

scales that included screening questions could range from 0-20, and the 2 others could 

range from 3 (rounded from 2.86) to 20. Once compiled, the overall severity of 

maltreatment theoretically could have ranged from 6-100, but for this sample ranged 

from 6 to 85, with a mean of 24.67 (SD = 15.899) (Table 2). 

 Awareness of perpetrator’s deception was measured with several items. DePaulo 

et al.’s (1996) typology of topics and reasons for deception was used to guide the creation 

of these items. Four scales measured topics and motivations for awareness of deception 

directly to the victim, and the victim’s awareness of deception of others. Awareness of 

topics of lies by abusers were measured on two scales stating “To the best of your 

knowledge, did this person ever lie to you [other people besides you] about…” Topics 

included (1) feelings, (2) achievements or knowledge, (3) actions, plans, or whereabouts, 

(4) explanations or reasons, and (5) facts or possessions. This very basic question may tap 

a general experience with this person, but not deception regarding the abuse. DePaulo et 

al.’s typology of motivations for deception were used specifically regarding the abuse 
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with two scales stating “Regarding these behaviors, to the best of your knowledge did 

this person lie to you [other people besides you] in order to…” Reasons included (1) to 

protect himself/herself from disapproval, (2) to protect himself/herself from conflict, (3) 

to appear better or different from what he/she actually is, (4) to get something he/she 

wanted, (5) to make things easier for himself/herself, and (6) to protect himself/herself 

from punishment. All items were measured on seven-point Likert-type scales ranging 

from “never” to “frequently” with “occasionally” as the mid-point. Due to the non-

diagnostic measurement of psychological abuse and neglect, these questions were only 

asked if participants fulfill screening requirements for sexual abuse, physical abuse, and 

interparental violence (Table 3 and Table 4). The extent to which childhood maltreatment 

is comorbid with the perpetrator’s use of deception is reported in Table 5. 

 The Child Alcohol Screening Test (Biek, 1981), asks children about the alcohol 

use of their parents (α = .936). The first question was a screening question to ensure that 

children of abstainers did not take the remainder of the measure. This measurement was 

also adjusted for contemporary vernacular, and to incorporate other types of substance 

abuse, e.g. “have you ever known either of your parents to take a drink” was changed to 

“have you ever known either of your parents to drink alcohol or use recreational drugs”. 

Most participants (59.8%) reported having witnessed their parents drinking or using 

recreational drugs. For participants screening positive for witnessing parental alcohol or 

drug use, the mean was 2.30 (SD= 3.38) on a scale that ranged from zero to ten; including 

abstainers the mean was 1.38 (SD = 2.84).  
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 Social support was measured with a short form of the social support questionnaire 

(SSQ6, Sarason, Sarason, Sheerin & Pierce, 1987). Originally this measure was used as 

part of a scale measuring various types of support with interviewers recording the number 

of people listed. This instrument was transformed to fit the online environment by 

adapting items to report numbers of people from whom respondents feel they receive 

support on a seven-point Likert-type scale ranging from “none” to “many”. The amount 

of social support felt during the experience of maltreatment or upon revelation of 

maltreatment is important in determining the extent to which maltreatment will have the 

strongest impact. Therefore, individuals who were screened as maltreatment victims were 

also asked “At the time the abuse terminated, indicate your response to the following 

statements” after the participant reported of each type of maltreatment.  All participants 

completed the psychological abuse and neglect scales, so another administration of the 

participant’s current assessment of social support was also collected. Reliability for social 

support at each instance of maltreatment was high, ranging from α = .923 to α = .995. 

Many participants were polyvictims, so completed the social support measure multiple 

times. All measures of social support were highly correlated (Table 6), so all completed 

measures of social support were averaged for each participant to use as a single measure 

of social support. Responses on the composite spanned the whole possible range of zero 

(no social support) to 42, resulting in a mean of 27.71 (SD = 10.62). Social support was 

grand mean centered for all analyses.   

 Participant addiction. The Michigan Alcohol Screening test was a self-report 

measure used to diagnose alcoholism (Selzer, 1971). The original scale included 25 
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items. A Brief- Michigan Alcohol Screening Test (B-MAST; Pokorny, Miller & Kaplan, 

1972) used only the ten items weighted two or five, and weighs them according to their 

ability to discriminate between alcoholism and non-alcoholism. These measures are 

typically a forced dichotomous choice, e.g. “Do you feel you are a normal drinker?” 

Items were formatted into statements with Likert responses to allow more variability, and 

were also reworded to include substance abuse issues, e.g. “I drink and/or use drugs a 

normal amount.” The MAST has been criticized for both under-diagnosing (Soderstrom, 

Smith, Kefera, et al., 1997), and over-diagnosing alcoholism (Gibbs, 1983), but has been 

found to be both reliable and valid (Gibbs, 1983). In this administration, reliability 

reached α = .80. For this sample, the mean was 19.87 (SD = 8.95) on a scale that ranged 

from 10 to 70.  

 Stigma was measured using King, Dinos, Shaw et al.’s (2007) 42-item scale to 

measure stigma to mental illness. Through factor analysis, three dimensions were 

discriminated, and for brevity the highest loading item of each factor was used to 

measure stigma in this study. The first factor was discrimination, and the highest loading 

item was “I am angry with the way people have reacted when I disclose the childhood 

experiences mentioned previously in this survey.” The second factor was disclosure, and 

the highest loading item was “I worry about telling people about my experiences as a 

child that were mentioned previously in this survey.” The third factor was positive 

aspects, and the highest loading item on this factor was “My childhood experiences that 

were mentioned previously in this survey have made me a more understanding person,” 

which was reverse coded. This three-item measurement of stigma was not reliable at α = 
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.195, but improved to α = .724 with the third item removed. Therefore all subsequent 

analyses used a composite of the first two items.  

 Self-esteem was measured using Rosenberg’s (1965) 10-item self-esteem scale. 

Items include positive indicators of self-esteem, like “I feel that I am a person of worth, at 

least on an equal plane with others,” as well as negative perceptions of the self, like “All 

in all, I am inclined to feel that I am a failure,” reverse coded. Reliability reached α = .89 

in this administration. 

 Depression was measured using the depression subscale of the Hospital Anxiety 

and Depression Scale (HADS) as it is a short form containing seven items, and has been 

found to be reliable in a variety of settings (Snaith, 2003). Reliability at this 

administration reached α = .660, and did not increase substantially by removing any item.  

 Posttraumatic Stress Disorder (PTSD) was measured using the SPAN (Meltzer-

Brody, Churchill & Davidson, 1999), a four-item self-report scale based on the longer 

DTS (Davidson et al., 1997). This scale focuses on the major indicators of PTSD: startle, 

psychological arousal, anger and numbness. This abridged version of the DTS has been 

found to have adequate efficiency, sensitivity and specificity (Meltzer-Brody et al., 

1999), and in this administration, α = .675. 

 Socioeconomic status (SES) relevant to this study was not the student’s current 

status, but rather their family’s status while the maltreatment and/or parental addiction 

was occurring. Thus, Wardle, Robb and Johnson’s (2002) five-item home affluence scale 

was used because it used knowledge common to adolescents as proxies for SES, such as 

how many vehicles were in the home, if the parents had gone to college, and whether the 
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family rented or owned their home. The final two questions asked about whether the 

child was eligible for free lunches, and whether or not the child’s parents went to college. 

These final two items did not contribute to the reliability of the scale, and so were 

removed, however reliability remained low, at α = .474. All items were correlated to see 

which two worked together the best, and found that items two asking about the vehicles 

the family owned, and item three asking about computers in the home, had the highest 

correlation, r = .310, p < .001. These two were retained and used individually as 

measurements of SES as opposed to combining them as a composite scale.  



	   54	  

CHAPTER III 

ANALYSIS AND RESULTS 

 CAMI scores were computed following the guidelines set forth by its authors 

regarding screening for maltreatment and severity of maltreatment (DiLillo et al., 2010). 

This procedure also allowed for an overall severity score of the five types of 

maltreatment within the CAMI; however, parental addiction was measured on a separate 

scale incommensurate with the CAMI, so could not be combined. Furthermore, 

maltreatment types may generally operate similarly, however, there is also reason to 

believe types of maltreatment would impact attitudes toward deception differently. 

Therefore all six types of maltreatment were analyzed separately. Dichotomous indicators 

of presence or absence of maltreatment were not used for analyses because it is inherent 

in the severity scores, wherein absence of abuse in the screening items resulted in a 

severity score of zero. 

 Types of maltreatment were non-normally distributed, so square root and log 

transformations were explored. Log transformations only work on non-zero numbers, and 

data were skewed precisely due to an abundance of zeroes representing absence of abuse; 

therefore 1 was added to all scores before performing the log transformation. The square 

root transformation fit the data best (Table 7). 

 Hypothesis 1a proposed a simple difference in attitude toward deception based on 

maltreatment, which was analyzed using simple regression, with each of the severity 

scores as predictor variables, and the lie acceptability score as the criterion variable 

(Table 8). The regression model used all proposed covariates in the first block, and in the 
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second block examined each type of maltreatment entered as separate variables. All 

covariates were significant in predicting the lie acceptability score except either SES 

item. Neglect was the only maltreatment type that significantly predicted lie acceptability 

(B = 1.324, SE = .478, t = 2.770, p = .006). Additionally, subsequent multilevel models 

inherently examined the extent to which maltreatment type was associated with attitudes 

toward deceptive scenarios. 

 Hypotheses 1b, 2 and 3 proposed moderation to predict attitudes toward 

deception. Each hypothesis made predictions based on the participant’s role in deception 

as either an agent or target of deception. The role variable is nested within the deception 

scenarios, therefore repeated measures multilevel modeling (MLM) was used to analyze 

the remainder of the data using PROC MIXED in SAS. In this model, each individual is 

responding repeatedly to scenarios, and therefore nonindependence must be accounted 

for. All scenarios are distinguishable, so the level of nonindependence was measured 

using bivariate correlations (Table 9). The high correlations between most scenarios 

provides support for using this model, with the notable exception that attitudes toward 

scenario B do not significantly correlate with attitudes towards scenarios A, D, E or F, 

therefore scenario B was dropped from subsequent analyses, still leaving two scenarios 

with the participant as the agent of deception and three scenarios with the participant as 

the target of deception. 

 The initial model was a comprehensive, exploratory model to determine which 

covariates to include for optimal power. The first model examined overall severity score, 

but the CAMI score and the CAST score were entered separately because the two were 



	   56	  

not of the same caliber or sensitivity to be appropriately combined. Therefore, the first 

model included the overall maltreatment severity score, the CAST score, social support, 

role, all covariates and the following interactions: CAMI by social support, CAMI by 

role, CAST by social support and CAST by role. Based on this analysis, participant 

addiction, SES and self-esteem were the only covariates to be retained. A model 

removing nonsignificant covariates was run for comparison (Table 10). 

 Based on the regressions conducted to test H1a, types of abuse functioned 

differently, so separate models were run for CSA, CPA, IPV, psychological abuse, 

neglect, and parental addiction. Due to liberal definitions of CPA and CSA, analyses 

were also run with more rigorous subsamples of the victimized population, including one 

subset with family members as perpetrators of CPA, family members as perpetrators of 

CSA (incest), and CSA that began before age 15. While physical and sexual violence 

perpetrated by anyone and at any time may be traumatic for the victim, there are some 

situations that may not be considered child victimization in the same sense as defined for 

this study, wherein a power imbalance provides the opportunity for matlreatment. By 

restricting populations to victimization by family members or victimizations at a young 

age narrows the sample to individuals who were more likely at a power deficit. Also, the 

young age, or the repeated exposure to family member perpetrators also provides more 

opportunity for social learning mechanisms to be observed repeatedly and over a long 

period of time. Studies delineate absence or presence of abuse partially based on age; for 

example, Feerick and Snow (2005) and DiLillo et al. (2010) consider contact or 

noncontact abuse upto age 18, whereas Pezdek, Morrow, Blandon-Gitlin et al. (2004) 
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only consider these behaviors up to age 12.) Each model used the attitude toward the 

scenarios as the dependent variable, and role in the deceptive scenario, maltreatment 

severity, social support, and interactions between the severity of abuse and role in the 

deceptive scenario, and the severity of the abuse and social support. Of these independent 

variables, only role in the deceptive scenario was a level one variable in the multilevel 

model, differing between scenarios; as a fixed factor, results of this variable showed how 

this characteristic of the scenario consistently affected attitude toward deception, 

regardless of characteristics of the participants. All other independent variables were 

level two variables, indicating that these characteristics of the individual were associated 

with attitudes toward deceptive scenarios. All models used the unstructured covariance 

matrix. 

 Hypotheses 1b and 2 explored role and severity of maltreatment in contributing to 

attitude toward deception. A main effect for role in the deceptive instance was found in 

all six models, such that approaching the scenario as the agent of deception resulted in a 

more negative attitude toward deception than being the target of deception. There was no 

main effect for maltreatment as a fixed component in any models, except in the neglect 

model (F(1, 415) = 6.64, p = .01). An interaction between role and maltreatment was 

found in the neglect model (F(1, 409) = 12.45, p = .0005), and approached significance in 

the psychological abuse model (F(1, 409) = 3.37, p = .07) (see Table 11 for betas and 

SE). The neglect interaction showed that, those who were highly neglected found 

deception to be more acceptable than those who were not neglected, especially their own 

deception (Figure 1). For psychological abuse, one’s own deception was less acceptable 
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than others’ deception; however, those high in psychological abuse found their own 

deception to be more acceptable, and others’ deception to be less acceptable than those 

who scored lower on psychological abuse (Figure 2). 

 Some unique results emerged from the analysis of more sever cases of CPA na 

CSA (Table 12). A main effect for role in the deceptive instance was found only in those 

victims of CPA by family members (F(1, 217) = 11.81, p = .0007). A role by CSA 

severity interaction was found for CSA victims whose victimization began before age 15 

(F(1, 43) = 5.75, p = .02). For this subset, those low in CSA severity had very similar 

attitudes toward the deceptive scenarios regardless  of whether they were the target or the 

agent of deception. Those who were high in CSA severity had responses similar to 

victims of psychological abuse, and opposite of victims of neglect wherein being the 

target of deception was more acceptable than being the agent of deception (Figure 3).  

 Hypothesis 3 explored role and social support in contributing to attitude toward 

deception. Main effects for social support ranged from b = .003 to b = .04 (SE = .03 to SE 

= .04), and none reached statistical significance. Interactions between social support and 

maltreatment severity ranged from b = -.02 to b = .03, (SE = .02 to SE = .03), none of 

which significantly explained variance in the models. However, in the subset of the 

sample whose family members perpetrated CPA, both social support (F(1, 211) = 4.19, p 

= .04) and the social support by CPA severity interaction (F(1, 211) = 4.13, p = .04) 

explained significant variance in the model. Social support and CPA appear to cancel 

each other out. Both the most extreme combinations of these variables—low social 

support with high CPA and high social support with low CPA-- resulted in a more 
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negative attitude toward deception than the more moderate combinations of these 

variables—low social support with low CPA and high social support with high CPA 

(Figure 4). 

 These models determined that neglect was the only abuse type that was 

systematically associated with attitude toward deception. Neglect is essentially the 

opposite of social support, yet social support was not significantly associated with 

attitude toward deception. Furthermore, neglect is commonly found to be comorbid with 

other types of abuse (DiLillo et al., 2010; Finkelhor et al., 2007), therefore a new set of 

MLM analyses examined interactions between neglect and each other type of abuse, 

replacing the maltreatment by social support interactions (Table 13). When replacing 

social support with neglect, neglect remained significant in all models (b = 1.05 to b = 

1.37, SE = .31 to SE = .39). Role and participant addiction also remained significant 

predictors of attitude toward deception. The only other significant association to emerge 

was psychological abuse predicting attitude (b = -.82, SE = .38), such that higher levels 

of psychological abuse led to a more negative attitude toward deception. A maltreatment 

by neglect effect was not found in any of the models (b = -.41 to b = .14, SE = -.16 to SE 

= .28). In the more severe cases of maltreatent, neglect only remained a significant 

predictor in the sample where CPA was perpetrated by a family member (F(1, 211) = 

8.66, p = .003), wherein the maltreatment by neglect interaction also approached 

significance (F(1, 211) = 3.33, p = .06, Table 14). Those low in neglect and CPA had a 

more negative attitude toward the deceptive scenarios, and those high in neglect and low 
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in CPA had a more positive attitude toward the scenarios than those high in CPA severity 

(Figure 5).  

 Finally, the robust effect of participant addiction was explored further. To 

disentangle the potential direct and indirect effects of maltreatment and addiction on 

attitude toward deception, mediator analyses were run using the INDIRECT macro for 

SPSS 19.0 (Preacher & Hayes, 2008). These analyses examined generalized attitude 

toward deception, so the agent-target distinction was not necessary, and therefore the 

single level multiple regression models could be used, using the lie acceptability scale as 

the dependent variable. Seven models tested the effects of the seven childhood 

maltreatment experiences on lie acceptability, as mediated by the participant’s self-

reported level of addiction (Figures 6-12). All models found a strong association between 

addiction and lie acceptability, and all models found a significant association between 

maltreatment and addiction, except IPV (b = 0.005, SE = 0.27, p = .99), and CPA (b = -

.01, SE = .28, p = .96). Incidentally, CPA and IPV were the only maltreatments where the 

effects on lie acceptability were not mediated by addiction. The indirect effect for overall 

severity to lie acceptability through addiction was b = .62, and the Sobel test indicated 

that this was statistically significant, z = 2.04, p = .04. The indirect effect of CSA to lie 

acceptability through addiction was b = .04, and the Sobel test indicated that this was 

marginally significant, z = 1.97, p = .05. The indirect effect for psychological abuse on lie 

acceptability through addiction was b = 1.20, and the Sobel test indicated that this was 

statistically significant, z = 2.62, p = .009. The indirect effect for neglect to lie 

acceptability through addiction was b = 1.82, and the Sobel test indicated that this was 
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statistically significant, z = 2.47, p = .01. Finally, the indirect effect for parental addiction 

to lie acceptability through addiction was b = .45, and the Sobel test indicated that this 

approached statistical significance, z = 1.91, p = .06.  
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CHAPTER IV 

DISCUSSION 

 Childhood maltreatments such as CSA, CPA, IPV, psychological abuse, neglect 

and witnessing parental substance abuse lead to long-term, negative social and 

psychological issues for the victim. Deception commonly co-occurs with childhood 

maltreatment. Perpetrators deceive the victim and to other people to be able to initiate 

and maintain the abusive behaviors (Campbell, 2009). Using social learning theory, this 

study examined the potential for a perpetrator to act as a model for learning to deceive. 

Results of the questionnaire indicated that the lack of inhibitory effects potentially 

learned in the context of neglect and psychological abuse were the strongest maltreatment 

predictors of attitude toward deception. Also, parental substance abuse had an indirect 

effect on participants’ acceptability of deception, through participants’ own substance 

abuse. 

 Hypothesis 1a stated that victims of childhood maltreatment would have a more 

negative attitude toward deception than those who were not. Hypothesis 1a was not 

supported. This study found no association between lie acceptability and most types of 

maltreatment, but found that neglect was actually associated with a more positive attitude 

toward deception. These findings indicate that children who were neglected and 

psychologically abused may have observed the utility of deception, as opposed to 

connecting the negative aspects of deception with their own instances of abuse. Attitude 

can lead to behavior (Fishbein & Ajzen, 1981), and if a more positive attitude toward 
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deception led to an increase in deception these individuals would be vulnerable to 

relational and psychological difficulties related to a propensity to engage in deception.  

 Hypothesis 1b and hypothesis 2 proposed an interaction between role in the 

deception and severity of maltreatment, expecting that those who were more severely 

maltreated would feel more positively about their own deception and more negatively 

about others’ deception, Hypotheses 1b and 2 were partially supported, in that there was a 

significant neglect by role interaction and a marginally significant psychological abuse by 

role interaction, and a CSA by role interaction in victims who experienced CSA prior to 

age 15.  

 The neglect interaction pattern indicated that those who scored higher in neglect 

did not have the extreme difference in scores that those low in neglect had, such that 

those scoring low on neglect found all deception less acceptable than highly neglected 

individuals, and especially found their own deception to be much less acceptable than 

highly neglected individuals. The psychological abuse interaction pattern was as 

predicted, such that those who were more psychologically abused as children found their 

own deception to be more acceptable and others’ deception to be less acceptable than 

those who scored lower on psychological abuse in childhood. Finally, CSA victims 

whose victimization began before age 15 had attitudes toward deception opposite those 

expected, such that severely victimized participants perceived their own deception as less 

acceptable and others’ deception as  more acceptable than those who were less severely 

neglected. This indicates that victims of childhood neglect, psychological abuse, and 

CSA have distorted perceptions of deception in adulthood relative to their peers with no 
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history of child maltreatment. Moreover, these perceptions differ for oneself and others, 

such that one’s own behaviors are a bit more justified, and in the case of psychological 

abuse, other’s transgressions are even less justified. While it is natural to have an elevated 

perception of oneself, this leads to higher standard’s for one’s own deceptive behaviors, 

hence more negativity associated with ones own deception than others’; yet childhood 

maltreatment distorts those expectations. If these patterns persist throughout a variety of 

contexts, as demonstrated by the multiple scenarios, difficulties may arise in a variety of 

situations, especially where objectivity or egalitarianism are important, such as with 

interpretation of the law or in relationships.  

 Role  in hypothetical deceptive interaction had a strong influence on attitudes 

toward deception   such that one’s own deception was seen as less acceptable than others’ 

deception. This was expected, based on findings that individuals feel their own deception 

is universally less acceptable than others’ deception (Backbier, 1997). A main effect for 

maltreatment was only found for neglect, reiterating the findings from H1a that higher 

neglect scores were associated with more positive attitudes toward deception regardless 

of role in the deceptive scenario. A significant interaction was found in victims of 

childhood neglect, and a similar pattern was found among victims of psychological 

abuse, however none of the other types of maltreatments significantly interacted with 

role.  

 Despite these findings being in the direction predicted, the participant’s 

hypothetical role in the deceptive scenario was much more predictive of attitude than any 

other factor. Ultimately, people hold themselves to higher standards than they hold others 
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to when it comes to the acceptability of lying. With frequency statistics showing that all 

individuals engage in some form of deception quite frequently (e.g. DePaulo et al., 1997; 

Serota et al., 2010), it is interesting to see that so few are willing to acknowledge the 

acceptability of their own deception when assessed in a hypothetical situation. 

Interestingly, women find their own deception to be less acceptable than males (Kashy & 

DePaulo, 1996), which was replicated in this study when sex was included in the models.  

 Hypothesis 3 predicted an interaction between social support and maltreatment 

severity, and was partially confirmed with significant results in the subsample of CPA 

perpetrated by family members, but not in any other models. While an interaction was 

detected, social support did not amplify the  effect as expected. Instead, those with high 

social support and low CPA had similar negative attitudes to those with low social 

support and high CPA; conversely both low social support and low CPA and high social 

support high CPA felt more positively about the deceptive instances. This pattern of 

results suggests a curvilinear relationship wherein the most extreme positive and negative 

childhood environments would have a more negative attitude toward deception and the 

moderately abusive milieu results in more acceptance of deception. Perhaps the more 

positive environments socially teach the typical disdain for deception, and a severely 

abusive experience is associated with and directly teaches the negative aspects of 

deception, whereas a midlevel of abuse create more ambivalence or opportunities for 

multiple interpretations.  

 Follow-up analyses replacing social support with neglect were conducted to 

approach the same hypothesis from a different angle. These models found a consistent 
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main effect for neglect, role and addiction, but no interactions, further failing to reject the 

null hypothesis for the other types of maltreatment. Although social support has been 

shown to reduce effects of maltreatment in many ways, maltreatment did not have a 

strong direct effect on attitude toward deception, so while social support provides many 

compensatory advantages for victims, attitude toward deception appears to be more 

influenced by inhibitory effects of social learning than the maltreatment itself. Although 

maltreatment was expected to be a proxy for learning deception, the association was not 

consistently strong. These results show that maltreatment itself is not responsible for 

attitudes toward deception, but perhaps the psychological milieu surrounding the 

incidents. Social support is measured in number of people available to you during these 

times of crisis, however it does not measure the quality or strength of these individuals. 

Simply because they are available does not mean they were actually involved on a regular 

basis, or that they provided moral or ethical guidance to inhibit deception.  

 The final set of analyses examined how addiction was associated with attitudes 

toward deception. The literature supports the notion that maltreatment leads to 

delinquency, including addiction (Feiring et al., 2007; Luster & Small, 1996), as well as a 

connection between addiction and a higher acceptability of deception (Kemp, 2009). In 

this sample, participant addiction was a significant mediator between overall severity of 

maltreatment, parental addiction, psychological abuse, neglect, and childhood sexual 

abuse, with lie acceptability as the outcome variable. These findings validate addiction as 

distorting perceptions of reality, thereby affecting lie acceptability. This may also have 

social learning implications, because addicts must engage in deception to maintain 
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secrecy in pursuing these socially sanctioned activities. Substance-using children 

surrounded by abusers and other addicts who are deceiving friends, family, and law 

enforcement to attain their goals, as well as engaging in deception for the same goals 

provides the necessary observations and direct experience for social learning of deception 

to occur.  

Theoretical Implications 

Social Learning Theory 

 Many results did not support the hypotheses derived through the lens of social 

learning. Sheer frequency of deception found in previous studies shows that the ability to 

produce deception is not likely lacking for anyone, maltreated or non-maltreated, 

therefore the disconnect may have occurred somewhere in the attention, retention or 

motivation steps of social learning.  

 First, attention is required for learning to occur, and it is possible that these 

perpetrators did not lie as much as the previously examined literature suggested (e.g. 

Campbell, 2009), or that victims did not recognize it. The mediation analyses supported 

the concept that physical abuse was not necessarily seen as deviant or stigmatized 

behavior, as it was not associated with other deviant behaviors, as explained by the 

damaged goods effect (Feiring et al., 2007). Physical violence did not have an affect on 

addiction, which may be a testament to Bandura’s findings regarding the preponderance 

of aggression in American culture, and how it increases the acceptability of aggression, 

thereby disinhibiting such behavior in children (Bandura, Ross, & Ross, 1961). If 

aggression and violence are commonplace and normalized, victims of these abuses would 
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not be associated with the damaged goods effect, so they would not be a gateway to an 

acceptability of other negative behaviors, such as addiction, thereby affecting perceptions 

of deception. Incidentally, victims of CPA and IPV were virtually identical in their 

ratings of lie acceptability regardless of whether or not addiction was accounted for. 

These findings indicate that witnessing or experiencing physical violence does not lead to 

addiction or affect attitudes toward deception. The acceptability of violence in our culture 

may also mean that these experiences are not as stigmatized, and do not need to be 

hidden by deception; thus social learning of deception cannot happen because the 

consequences of such behavior is absent, neither positive nor negative. 

 These concepts were briefly explored, using simple composites of the victim’s 

awareness of the perpetrator’s topics and motivation for deception to the victim and 

others. These items were correlated with the six scenarios constructed for this study 

(Table 15). Results showed that victims of CSA that were aware of the perpetrator’s use 

of deception toward the victim had a more negative attitude toward all deception than 

those who did not recognize deception. Furthermore, if these same victims saw these 

same perpetrators deceiving others regarding the CSA the victim only had a more 

negative attitude toward being the target of deception, not the agent of deception. Other 

significant findings in the table are sporadic. The strong effect for CSA and not the other 

types of maltreatment may be due to limited power for the smaller number of respondents 

reporting the other types of abuse. Alternatively, CSA is the most stigmatized of the 

maltreatment types (Feiring et al., 2007), and therefore may legitimately have more 

secrecy and deceit built in, creating more long-term effects for the victims. Indeed, 
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victims of CSA reported witnessing more perpetrator deception than victims of the other 

types of maltreatment (Table 5). This supports the idea that the other types of 

maltreatment may not have had deception to attend to, and only those that attended to the 

perpetrator’s deception would have been able to influence their subsequent social 

learning of, and attitudes toward deception.  

 A more severe subsample of CSA victims was also analyzed. Analyzing just 

victims of incest did not return any significant results, however, power was particularly 

low with only 30 subjects. The subsample of CSA victims whose victimization began 

before age 15, found a significant role by maltreatment interaction, which was the only  

model to find this interaction significant besides the neglect model. However, the results 

from this model were in the opposite direction of the neglect model. High severity CSA 

resulted in more acceptance of being a target of deception, and less acceptance of being 

the agent of deception. The most severe cases of CSA should also have the most 

observation of deception by the perpetrator finding results in the same direction as the 

neglect if social learning mechanisms were at play. This pattern of results suggests 

observing deceptive behaviors may have been internalized and manifest in an insecure 

attachment style subverting social learning of deceptive behaviors.  

 For those who attended to the perpetrator’s deception, retention of the 

perpetrator’s behavior may have been limited for several reasons. Some aspects help 

information to be retained, like seeing reward value, and being attracted to the model. If 

the model of deception is perpetrating abuse the deception may be associated with 

negativity of the abuse, as well as negativity of the perpetrator. This would also explain 
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why the correlations between awareness of deception and attitude toward deception were 

consistently negative. Social learning requires symbolic interpretation of stimuli such that 

the victims should be able to see the positive effects of the perpetrator’s deception for the 

perpetrator, but the negativity of the whole situation may have clouded the victim’s desire 

to retain this information for future use in a positive manner. The CAMI also does not 

collect data regarding the perpetrator’s sex, which may have impacted the perceived 

severity and identification with the perpetrator, subsequently affecting perceptions of 

deception. 

 Finally, the motivation to produce the behavior without the model present is 

implied in the attitudes toward one’s own and others deception. Motivation for 

production primarily lies in the anticipated consequence of a behavior. An underlying 

assumption of this research is that maltreated children are disproportionately exposed to 

deception, and therefore learn to deceive in a more extreme manner than those who were 

not maltreated. However, even abused children may receive negative feedback for 

engaging in a deception because deception is typically perceived negatively. Children of 

neglect are typically vulnerable to conduct disorders (Barnard & McKeaganey, 2004), 

perhaps because parents are not actively preventing or disciplining negative behavior. 

Neglected children will not receive positive or negative reinforcement for their behaviors, 

whereas in households scoring low in neglect, parents will likely talk to their children 

about the ill effects of observed deception, inhibiting deceptive behavior. Deception is 

perceived almost universally as negative, and therefore is a commonly punishable 

behavior; however, neglectful caregivers will not notice the child’s deceptive behavior, 
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and therefore will not punish it, and perhaps even if the deceptive behavior is recognized 

the caregiver may not bother to be a disciplinarian.  

 Several characteristics of this specific sample may explain the divergence of this 

study’s findings from the paths predicted by social learning theory. This sample is 

relatively successful, in that despite their childhood family environments, they made it 

out and are currently attending college; therefore, this sample is almost certainly biased 

toward more resilient individuals who are inclined to prosper despite being in harmful 

situations as a child. Also, the time that has elapsed between the abuse and the time the 

survey was taken may have affected the strength of the results. Effects of childhood 

maltreatment are long-term, and effects of social learning can also be long term (e.g. 

Bushman & Huesmann, 2006), but there may be many other factors that would 

subsequently intervene with the social learning of deception into adulthood. This study 

expected that social support would be one of these factors, but did not significantly 

predict attitudes toward deception. Nevertheless, innumerable other factors could have 

shifted the direction of learning deception, such that this combination of effects of 

childhood maltreatment and learning behaviors did not strongly associated with long-

term learning.  

 Ultimately, this study found that not all people with a history of maltreatment 

were exposed to a lot of deception; and for those who were exposed to deception this 

study cannot ascertain whether or not that deception was successful. In order to 

confidently assert that social learning had taken place, the victims would have had to 

witness the deception, and witness the perpetrators succeed at this deception. While some 
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results suggest the potential for social learning, further research will need to be conducted 

to clarify the presence of all social learning mechanisms.  

Attachment Theory  

 Aside from role being a strong predictor of attitude toward deception, neglect was 

the most consistent childhood experience that affected attitude toward deception. 

Attachment theory can help explain this. A child who has been neglected will become 

compulsively self-reliant, and therefore come to recognize the self as capable, and others 

as untrustworthy and unwilling to help, resulting in a positive model of self and negative 

models of others (Crittenden, 1997). This positive model of self and negative model of 

others deactivates security-seeking behaviors, such that the individual becomes 

dismissive in relationships. Witnessing other’s deception simply supports the dismissive 

individual’s expectations that others tend to behave badly, while justifying his or her own 

negative behaviors, in this case deception. Furthermore, dismissive individuals will have 

a cavalier lack of regard for how his or her behaviors, including deception, affect others. 

This dismissive pattern of attachment explains how victims of childhood neglect can 

justify their own deceptive behaviors more than others, while not being as offended by 

other’s deceptive behaviors because others have already been accepted as negative, 

consistent with the results of this study. 

 Alternatively, those who were actively abused would follow the opposite pattern 

for models of self and others: negative model of self and positive model of others 

(Crittenden, 1997). This preoccupied attachment style would be expected to respond to 

other’s behaviors, including deception as more acceptable and one’s own behaviors, 
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including deception as less acceptable. The interaction found between role and CSA in 

those whose victimization began before age 15 also found this pattern. More severely 

abused participants reported more negative attitudes toward being the agent of deception 

and more positive attitudes toward being the target of deception than those who reported 

less severe CSA. A person with a preoccupied attachment style due to severe abuse 

would have a negative model of the self and so see the self as deserving of being 

deceived, and have a positive model of others, justifying their bad behavior. Incidentally, 

this pattern of responses was already found regardless of abuse history (Backbier, 1997), 

so it is understandable that the other, less severe types of abuse did not lead to attitudes 

significantly different from the remainder of the sample. 

Determinants of conduct disorders 

 The idea that neglect and psychological abuse allow for more conduct disorders 

and delinquency was supported when addiction was examined as a mediator. 

Psychological abuse and neglect were the types of maltreatment most strongly associated 

with addiction in the victim, perhaps because these children have the freedom to engage 

in the most destructive behaviors. Consequently, results for victims of neglect and 

psychological abuse may be muddied by addiction, which distorts perceptions of reality, 

and desensitizes individuals to the negative aspects of untruth as they in fact seek out an 

alternate reality through substance use and abuse.  

 In fact, the comorbidity of addiction with psychological abuse and neglect may 

explain even the reverse causality: Addiction led to a distorted perception of both reality 

as evidenced by the attitude measures, as well as a distorted perception of these 
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subjective, emotional assessments of childhood experiences, thereby allowing the 

addiction to affect measurement of psychological abuse and neglect. Although the present 

study does not eliminate the possibility, a substantial body of evidence (e.g. Shin, Hong 

& Wills, 2012) indicates that neglect and psychological abuse do indeed lead to 

addiction. Shin et al. (2012) used longitudinal data to examine the mechanisms that lead 

from childhood maltreatment to binge drinking in adolescence, finding an indirect effect 

of childhood maltreatment on heavy episodic drinking, through a lack of attentiveness in 

self-regulatory processes. Adolescents who had been neglected prior to sixth grade were 

more likely to show a lack of self-regulation, especially due to inattention, leaving them 

vulnerable to substance abuse. These findings support Feiring et al.’s (2007) damaged 

goods effect findings, which found that maltreatment in childhood leads to diffuse 

negative behaviors, such as delinquency and substance abuse.  

 Mediation analyses provided insight into the determinants of attitude toward 

deception in several important ways. First, addiction consistently predicted lie 

acceptability, such that higher levels of addiction lead to higher levels of lie acceptability, 

supporting Kemp’s (2009) qualitative research. Also, these analyses showed that not all 

types of maltreatment led to addiction, specifically CPA and IPV. The fact that these are 

openly aggressive behaviors that may be more condoned means that the victims are not 

subject to the stigma associated with this maltreatment. The damaged goods effect 

(Feiring et al., 2007) explains that when children are associated with stigmatized 

behaviors and they internalize the negativity associated with those behaviors, they behave 

in diffuse ways consistent with that negativity. If there is no stigma associated with 
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physical violence they will not engage in other negative activities such as substance 

abuse and increased acceptability of deception, as confirmed in this study.  

 These mediation analyses also showed that despite the low correlations between 

maltreatment and lie acceptability, participant addiction still partially mediated these 

relationships. Addiction stems from a desire to escape reality (Kemp, 2009), which is 

apparently increased by CSA, psychological abuse and neglect. This desire to experience 

untruth through addiction is very strongly associated with acceptability of lies. These 

analyses indicate that although maltreatment may not affect attitudes toward deception 

through social learning, level of lie acceptability is a result of the victim’s need to avoid a 

painful reality.  

 Similarly, Feiring et al. (2007) found that CSA severity did not predict 

delinquency, the proposed outcome variable, but instead, the individual’s adaptation to 

being victimized through internalization and stigmatization influenced delinquency. They 

propose that indicators of severity do not “tap the psychological processes that would be 

expected to predict delinquency” (p. 228). The present study attempted to account for 

more psychological processes that would predict delinquency by measuring social 

support and other covariates, yet came to the same conclusion with most types of abuse.   

Limitations and Future Research 

 Maltreatment research is necessarily limited to quasi-experimental study design 

for ethical reasons. As such, findings regarding maltreatment are only definitively 

correlational. Differences between these maltreatment groups may be associated with 

many variables, which was at least partially mitigated by the copious covariates included 
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in this study. Future research examining the impact of childhood maltreatment on 

psychological variables must use the findings of this research to account for participant 

addiction, at the very least.  

 Other characteristics of the research design are also limiting. First, the 

convenience sample limits generalizability, although this sample of college students is 

likely to bias results in a conservative manner. College students who have been 

victimized throughout their childhood have already overcome obstacles to be in college, 

such that other factors may have already intervened to reduce the impact of childhood 

maltreatment. Individuals who are already excelling may have any number of 

characteristics that helped them to beat the odds of succumbing to the damaged goods 

effect. Future research may sample other populations, including those that have exhibited 

vulnerability, such as prison populations or substance abuse rehabilitation clinics.  

 Second, this study is self-report about deception, a construct that is likely to have 

a social desirability bias. Not only are students unlikely to admit positive feelings toward 

something that is socially sanctioned, but individuals may also be genuinely unaware of 

the disconnect between attitudes and behaviors for themselves. An observational study 

could examine quality of deception, success of deception, or frequency of deception in 

association with different types of maltreatment, without the interference of impression 

management that a self-report encounters. 

 Due to the desired specificity of abuse characteristics the survey was expected to 

take up to 90 minutes, which was likely to create participant fatigue. In anticipation of 

participant fatigue, the survey was structured with deception items first, lengthy 



	   77	  

maltreatment items second, and the shorter covariate and demographic items last, so the 

most important measurements would be accounted for before fatigue set in. Due to the 

sensitive nature of the survey, and to allow participants to answer only questions they felt 

comfortable answering, the survey could not require most questions, so this research also 

had to contend with some missing values, and when not enough data was reported, entire 

scales from several participants were lost. However, this factor was also mitigated with a 

large sample size, as well as using linear interpolation for occasional missing values.  

 The CAMI was chosen for its comprehensiveness, however this scale was 

cumbersome due to its length. The coding scheme for severity seemed to be exhaustive, 

however this may have been too inclusive at times. For example, the definition of CSA 

was very broad, including children up to 18, and therefore many of the behaviors may 

have occurred in date rape situations, which are certainly valid examples of abuse but do 

not apply to the theoretical framework of this study. Also, this study measured social 

support, which would have been another way of identifying instances where a traumatic 

event occurred within an otherwise supportive environment. In situations such as these it 

was expected that the long term psychological effects would be quite different form 

persistent experiences in childhood, and social support was expected to be one way to 

distinguish these individuals from those with a history of repeated, pervasive family 

violence. Also, type of perpetrator was included in the severity index, so partially 

mitigated this issue by making the parent the most severe, non-parent family member the 

next most severe, and a non-family member being the least severe. Perpetrator type 

(parent, non-parent family, or non-family) was equally weighted with number of 
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perpetrators, duration of abuse, and nature of abuse, which may or may not have equal 

impact on the psychological outcomes measured in this research. 

 One of the most important aspects of social learning theory is the context 

specificity of learning: learning in one context is transferred to another situation, but 

within a similar context. This research assumed that goal-driven communication where 

deception was possible was adequately similar, however the limited magnitude of the 

effect sizes suggests the context may need to be more similar to demonstrate learned 

communication behaviors. The types of abuse that did find effects are diffuse, affecting 

many parts of life and so effects of that type of abuse will apply to a broad range of 

interactions, not just those specific instances. Future research may examine relationship 

specific aspects of learned communication behaviors; if the behavior is symbolically 

represented in a context-specific manner, perhaps deceptive scenarios ought to more 

closely resemble the deceptions they would have experienced associated with 

maltreatment. Now that this research has collected preliminary data on the topics and 

motivations for deception that the victims were aware of, this information can be used to 

construct more similar scenarios for testing. 

 Although social support seems to be useful in mitigating a wide range of negative 

consequences of childhood maltreatment, this study found no such connection between 

the constructs. One reason for this may be that neglect was the only type of maltreatment 

to strongly and consistently associate with attitudes toward deception, so social support 

could not reduce nonexistent effects. Nevertheless, social support did not reduce the 

influence of childhood neglect on perceptions of deception. While the literature shows 
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multiple types of social support may operate in these situations, a general, short measure 

of social support was used due to the length of the CAMI. Actual support, and the source 

of the support may be investigated in future research, as opposed to the perceived support 

measured in this study. 

 Finally, the connection between childhood maltreatment and deception is assumed 

throughout this study. While the literature supports this assumption anecdotally 

(Campbell, 2009; Leander, 2010; Marshall, 1993), it has not been measured. The present 

study measures victim’s awareness of the perpetrator’s deception, but cannot measure the 

extent to which this actually occurred at the time of the maltreatment. Victim’s of CSA 

were the most aware of their perpetrator’s deception, and that awareness was associated 

with attitudes toward deception. Whether victims were simply unaware of the 

perpetrator’s deception or deception did not actually occur cannot be ascertained from 

these results; regardless of why victims reported lower levels of deception in 

perpetrator’s of CPA and IPV, if deception was not observed it could not be modeled.  

Conclusion 

 The present study showed that child maltreatment can affect communication 

behaviors through social learning mechanisms, especially when participant addiction is 

accounted for.  Despite similarities in the types of maltreatment, each was found to 

uniquely contribute to the long-term effects of communication behaviors and attitudes 

toward common communication behaviors. Also, while witnessing parental addiction did 

not contribute to attitudes toward deception, childhood experiences like maltreatment that 

lead to addictive tendencies in the victim had a profound affect on attitudes toward 
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deception. Although these findings do not fully support a social learning theoretical 

framework, it does support the contention that long-term effects of childhood 

maltreatment include an altered perception of deception. Ultimately, this research 

provides evidence that deception can be socially learned, and therefore other 

communication behaviors may be learned as well. In this study, awareness and 

motivation were particularly salient parts of social learning in determining attitudes 

toward deception. Moreover, these effects occurred long term. Maltreatment behaviors 

could have occurred any time before the participant turned 18, and all participants were at 

least 18 when they completed the survey. Some instances of child sexual abuse occurred 

at a very young age, and measurement of neglect and psychological abuse possibly 

occurred throughout childhood, yet the effects of these behaviors have persisted at least 

into young adulthood, as the mean age of participants was approximately 20 years old. 

While the effect sizes are admittedly small, the longevity of the effects provides the 

potential to influence victim’s in persistent, albeit, subtle ways throughout a lifetime.  
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APPENDIX A 

TABLES 
Table 1 

Description of attitude toward deceptive scenarios 
Scenario Text Role Mean SD Reliability 

A I did not tell my romantic partner 
about his/her friend I dated prior 

to them becoming friends.  

Agent 32.227 10.742 .899 

B I said I only liked my friend as a 
friend, when I actually had 

stronger feelings for him/her but 
wasn't ready to tell him/her yet. 

Agent 43.149 9.218 .861 

C I said that I could not meet up 
because I had to get up early the 
next day. I did not have to get up 
early, I just wanted an excuse. 

Agent 38.247 10.851 .913 

D My romantic partner and I talked 
about breaking up and my 

romantic partner told me that 
he/she didn't want to break up 

when he/she thinks he/she does 
want to break up. 

Target 28.742 11.594 .925 

E I wanted to hang out all evening, 
but my friend lied to me by 

saying that he/she was leaving to 
do homework when he/she really 
went to watch his/her favorite TV 

show instead. 

Target 33.201 9.047 .880 

F My sibling told me he/she was 
asleep, but really he/she didn’t 
want to be bothered to help me 

with housework.  

Target 31.693 9.824 .900 

Note. Scales composed of 10 semantic differential scales ranging from 1-7, therefore 
composite scores could range from 7-70. 
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Table 2 
 
Severity statistics by type of maltreatment 
 Total Sample Maltreated Sample 
Maltreatment N M SD N M SD 

CAMI 413 24.67 15.90    
CSA 413 3.58 5.69 130 11.37 3.76 
CPA 413 5.99 5.97 229 10.80 2.84 
IPV 413 2.71 4.39 164 6.83 4.52 
PA 378 5.03 2.16    

NEG 386 4.65 2.45    
CAST 413 1.38 2.84 247 2.30 3.38 

Note. CSA = Child sexual abuse, CPA = Child physical abuse, IPV = witnessing 
interparental violence, Psychological = psychological abuse, CAST = Child Alcohol 
Screening Test, children’s assessment of parent addiction, CAMI = Computer Assisted 
Maltreatment Inventory, measuring all types of maltreatment except parental addiction. 
Total sample includes statistics from all participants who completed all measures, 
Maltreated sample includes statistics from participants who screened positive for that 
type of maltreatment. M = mean, SD = standard deviation.
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Table 3 

Descriptive statistics for topics of deception for each type of maltreatment 
Maltreatment Perpetrator Target Mean SD N 

CSA 1 You 12.48 8.74 114 
  Other 13.70 9.45 115 
 2 You 11.04 8.21 44 
  Other 10.96 8.31 45 
 3 You 10.59 7.21 34 
  Other 10.73 6.82 33 

CPA 1 You 8.26 6.14 207 
  Other 8.59 6.06 207 
 2 You 7.92 5.79 93 
  Other 8.50 5.83 94 
 3 You 7.57 5.35 28 
  Other 8.07 5.63 28 

IPV Dad You 11.37 8.32 158 
  Other 12.34 8.79 156 
 Mom You 10.48 6.67 157 
  Other 10.77 6.95 158 

Note. CSA = Child sexual abuse, CPA = Child physical abuse, IPV = witnessing 
interparental violence. Topics include feelings, achievements or knowledge, actions, 
plans, or whereabouts, explanations or reasons, and facts or possessions. Target is the 
intended target of the perpetrator’s deception. Values could range from 5-35. 
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Table 4 

Descriptive statistics for motivation for deception for each type of maltreatment 
Maltreatment Perpetrator Target Mean SD n 

CSA 1 You 17.54 11.41 113 
  Other 18.32 12.16 114 
 2 You 13.18 9.04 44 
  Other 13.41 9.30 44 
 3 You 14.03 8.56 33 
  Other 14.50 9.70 34 

CPA 1 You 9.60 7.14 206 
  Other 10.46 8.63 209 
 2 You 9.72 7.59 93 
  Other 10.18 7.43 93 
 3 You 9.32 6.24 28 
  Other 11.00 8.36 28 

IPV Dad You 13.79 10.51 155 
  Other 14.58 11.08 156 
 Mom You 11.99 8.05 153 
  Other 12.66 8.72 158 

Note. CSA = Child sexual abuse, CPA = Child physical abuse, IPV = witnessing 
interparental violence. Motives include to protect himself/herself from disapproval, to 
protect himself/herself from conflict, to appear better or different from what he/she 
actually is, to get something he/she wanted, to make things easier for himself/herself, and 
to protect himself/herself from punishment.  Target is the intended target of the 
perpetrator’s deception. Values could range from 6-42. 
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Table 5 
 
Percentage witnessing any topic or motive or deception by abuse type 
 N n % 
CSA 1 107 83 77.6 
CSA 2 42 25 59.5 
CSA 3 32 21 65.6 
CPA 1 192 97 50.5 
CPA 2 91 44 48.4 
CPA 3 28 13 46.4 
IPV dad 147 111 75.5 
IPV mom 150 115 76.7 
Note. CSA = Child sexual abuse, CPA = Child physical abuse, IPV = witnessing 
interparental violence, NOW = social support measured at the time of the survey 
administration. The number following the type of maltreatment indicates the perpetrators 
in the order the participant reported them. N = the sample reporting the type of 
maltreatment and that number of perpetrators; n = the number recognizing deception by 
that perpetrator.
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Table 6 
 
Correlations between social support ratings during different maltreatment experiences 

 CSA1 CSA2 CSA3 CPA1 CPA2 CPA3 IPV 
r .749**       CSA2 
N 38       
r .883** .822**      CSA3 
N 21 26      
r .609** .672** .663*     CPA1 
N 59 21 11     

r .889** .926** .974** .935**    CPA2 
N 22 8 6 92    

r .887** .909* .979** .879** .912**   CPA3 
N 10 5 5 27 27   
r .768** .597* .874** .823** .843** .722*  IPV 
N 38 17 12 88 37 8  
r .519** .490** .587** .585** .762** .754** .676** NOW 
N 99 43 23 209 91 27 126 

Note. CSA = Child sexual abuse, CPA = Child physical abuse, IPV = witnessing 
interparental violence, NOW = social support measured at the time of the survey 
administration. The number following the type of maltreatment indicates the perpetrators 
in the order the participant reported them. The number varies as a function of the types of 
multiple victimizations. 
* p < .05, **p < .01 
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Table 7 
 
Skewness based on transformations 

Maltreatment None Square Root Natural Log 
CAMI 1.052 0.429 -0.146 
CSA 1.176 0.932 0.901 
CPA 0.290 -0.046 -0.101 
IPV 1.636 0.925 0.783 

Psychological 1.410 1.024 0.690 
Neglect 2.201 1.792 1.417 
CAST 2.057 1.509 1.503 

Note. CSA = Child sexual abuse, CPA = Child physical abuse, IPV = witnessing 
interparental violence, Psychological = psychological abuse, CAST = Child Alcohol 
Screening Test, children’s assessment of parent addiction, CAMI = Computer Assisted 
Maltreatment Inventory, measuring all types of maltreatment except parental addiction.
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Table 8 
 
Regression with maltreatment type predicting lie acceptability 

Parameter Block 1 Block 2 
Intercept 55.75 (7.47)* 51.00 (7.60)* 
CSA - -.09 (.34) 
CPA - .22 (.31) 
IPV - .17 (.34) 
Psychological Abuse - .14 (.51) 
Neglect - 1.32 (.48)* 
CAST - -.59 (.48) 
Addiction .17 (.05)* .14 (.05)* 
SES 1 -1.00 (1.23) -.02 (1.26) 
SES 2 -.53 (2.78) .46 (2.79) 
Self-esteem -.22 (.05)* -.19 (.05)* 
Stigma .47 (.17)* 36 (.19)* 
Depression -.48 (.21)* -.58 (.21)* 
PTSD -.381 (.16)* -.36 (.16)* 
Gender -2.60 (.97)* -1.88 (1.01) 
Note. N = 413. Block 1 includes all variables entered in the first step of the regression 
analysis, block two includes all variables. CSA = Child sexual abuse, CPA = Child 
physical abuse, IPV = witnessing interparental violence, CAST = Child Alcohol 
Screening Test, children’s assessment of parent addiction. Unstandardized B’s are 
reported, SE is in parentheses.  
* <.05.
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 Table 9 
 
Bivariate correlations between attitudes toward deceptive scenarios 

 A B C D E F 
r 1      A 
p       
r .021 1     B 

p  .674      
r .327 .164 1    C 

p .000 .001     
r .290 .038 .236 1   D 
p .000 .443 .000    
r .313 .013 .539 .318 1  E 
p .000 .796 .000 .000   
r .217 .068 .387 .305 .445 1 F 
p .000 .171 .000 .000 .000  

Note. N = 413. A-F indicates the attitude toward the scenario. Scenarios A-F are 
described in Table 1.  
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Table 10 
 
Comparison of multilevel models with and without significant covariates 

Parameter Inclusive model Restrictive model 
Intercept 49.92 (5.79)* 44.80 (2.96)* 
Level 1 (Scenario)   
   Role -3.85 (.38)* -3.79 (0.38)* 
Level 2 (individual)   
   CAMI severity -0.16 (0.34) -0.15 (0.31) 
   CAST 0.28 (0.46) 0.27 (0.46) 
   Social Support 0.003 (0.04) 0.008 (0.04) 
   CAMI*Role 0.04 (0.27) 0.05 (0.26) 
   CAST*Role -0.39 (0.40) -0.39 (0.40) 
   CAMI*SS 0.01 (0.02) 0.01 (0.02) 
   CAST*SS 0.02 (0.03) 0.02 (0.03) 
   Addiction 0.17 (0.04)* 0.16 (0.04)* 
   SES 1 -2.87 (0.95)* -2.70 (090)* 
   SES 2 -0.86 (2.13)  
   Self-esteem -0.17 (0.16)* -0.09 (0.03)* 
   Stigma 0.05 (0.14)  
   Depression -0.17 (0.16)  
   PTSD -0.07 (0.12)  
   Gender -1.71 (0.74)* -1.80 (0.01)* 
-2log likelihood 14934.5 15150.2 
Note. Standard errors are in parentheses. CSA = child sexual abuse; CPA = child physical 
abuse; IPV = witnessing interparental violence; PA = psychological abuse; Neg = 
neglect; CAST = parental addiction as assessed by the Child Alcohol Screening Test; 
Role= role in the deceptive scenario, either agent or target; maltreatment = type of 
maltreatment the model is assessing; SS = social support; addiction = the participants   
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Table 11 
 
Maltreatment multilevel models 
Parameter CSA 

model 
CPA 

model 
IPV 

model 
PA 

model 
Neglect 
Model 

CAST 
model 

Intercept 44.48 
(2.92)* 

44.50 
(2.92)* 

44.70 
(2.91)* 

43.92 
(3.03)* 

40.94 
(3.04)* 

44.43 
(2.91)* 

Level 1 (Scenario)       
   Role -3.76 

(0.38)* 
-3.80 

(0.38)* 
-3.77 

(0.38)* 
-3.80 

(0.38)* 
-3.85 

(0.37)* 
-3.79 

(0.38)* 
Level 2 (individual)       
   Maltreatment  -0.09 

(0.32) 
0.26 

(0.27) 
-0.18 
(0.27) 

-0.32 
(0.39) 

0.34 
(0.39) 

0.20 
(0.43) 

   Social Support 0.01 
(0.04) 

0.02 
(0.04) 

0.003 
(0.04) 

0.02 
(0.04) 

0.04 
(0.03) 

0.01 
(0.03) 

   Maltreatment*Role -0.23 
(0.28) 

-0.37 
(0.24) 

-0.11 
(0.23) 

0.54 
(0.29) 

1.06 
(0.30)* 

-0.36 
(0.37) 

   Maltreatment*SS 0.01 
(0.02) 

0.006 
(0.02) 

0.02 
(0.02) 

-0.02 
(0.03) 

-0.02 
(0.02) 

0.03 
(0.03) 

   Addiction 0.17 
(0.04)* 

0.16 
(0.04)* 

0.16 
(0.04)* 

0.16 
(0.04)* 

0.13 
(0.04)* 

0.16 
(0.04)* 

   SES -2.74 
(0.87)* 

-2.61 
(0.87)* 

-2.83 
(0.87)* 

-2.48 
(0.88)* 

-1.68 
(0.89) 

-2.53 
(0.87)* 

   Self-esteem -0.09 
(0.03)* 

-0.09 
(0.03)* 

-0.09 
(0.03)* 

-0.08 
(0.03)* 

-0.07 
(0.03)* 

-0.09 
(0.03)* 

   Gender -1.67 
(0.71)* 

-1.81 
(0.71)* 

-1.70 
(0.71)* 

-1.77 
(0.71)* 

-1.14 
(0.72) 

-1.83 
(.0.70)* 

Note. Standard errors are in parentheses. CSA = child sexual abuse; CPA = child physical 
abuse; IPV = witnessing interparental violence; PA = psychological abuse; CAST = 
parental addiction as assessed by the Child Alcohol Screening Test; Role= role in the 
deceptive scenario, either agent or target; maltreatment = type of maltreatment the model 
is assessing; SS = social support; addiction = the participants own addiction; SES = 
socioeconomic status; PTSD = posttraumatic stress disorder.  
* p < .05 
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Table 12 
 
Maltreatment multilevel models for more severely maltreated subsets of the sample 
Parameter CSA incest 

model  
(n = 30) 

CSA under 
15 model  
(n = 45) 

CPA by 
family model 

(n = 219) 
Intercept 49.45 

(13.34)* 
41.49 

(11.11)* 
42.05 (4.60)* 

Level 1 (Scenario)    
   Role -12.18 (9.78) 6.80 (4.52) -5.26 (1.53)* 

Level 2 (individual)    
   Maltreatment  -1.79 (4.89) 3.01 (3.98) -0.51 (1.20) 

   Social Support -0.47 (0.75) -0.41 (0.55) -0.26 (0.13)* 

   Maltreatment*Role 3.65 (4.62) -5.32 (2.23)* 0.52 (1.03) 

   Maltreatment*SS 0.27 (0.35) 0.18 (0.26) 0.17 (0.08)* 

   Addiction 0.33 (0.61) 0.02 (0.12) 0.18 (0.05)* 

   SES -3.28 (2.34) 0.94 (2.87) -3.68 (1.13)* 

   Self-esteem -0.10 (0.12) -0.09 (0.10) -0.01 (0.04) 

   Gender -3.26 (2.84) -7.07 (2.55)* -1.20 (0.92) 

Note. Standard errors are in parentheses. CSA = child sexual abuse; CPA = child physical 
abuse; IPV = witnessing interparental violence; PA = psychological abuse; CAST = 
parental addiction as assessed by the Child Alcohol Screening Test; Role= role in the 
deceptive scenario, either agent or target; maltreatment = type of maltreatment the model 
is assessing; SS = social support; addiction = the participants own addiction; SES = 
socioeconomic status; PTSD = posttraumatic stress disorder.  
* p < .05 
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Table 13 
 
Maltreatment multilevel models with neglect interactions 
Parameter CSA 

model 
CPA model IPV model PA model CAST 

model 
Intercept 40.60 

(2.92)* 
40.35 
(2.90)* 

40.45 
(2.88)* 

41.13 
(2.95)* 

40.37 
(2.89)* 

Level 1 (Scenario)      
   Role -3.76 

(0.38)* 
-3.80 

(0.38)* 
-3.77 

(0.38)* 
-3.80 

(0.38)* 
-3.79 

(0.38)* 
Level 2 (individual)      
   Maltreatment  -0.14 

(0.32) 
0.24 (0.27) -0.32 

(0.26) 
-0.82 

(0.38)* 
0.13 (0.42) 

   Neglect 1.16 
(0.31)* 

1.10 
(0.31)* 

1.16 
(0.31)* 

1.37 
(0.39)* 

1.05 
(0.31)* 

   Maltreatment*Role -0.23 
(0.28) 

-0.37 
(0.24) 

-0.11 
(0.23) 

0.54 (0.29) -0.36 
(0.37) 

   Maltreatment*Neg -0.13 
(0.18) 

-0.11 
(0.16) 

0.15 (0.16) -0.06 
(0.20) 

-0.42 
(0.28) 

   Addiction 0.13 
(0.04)* 

0.13 
(0.04)* 

0.13 
(0.04)* 

0.13 
(0.04)* 

0.13 
(0.04)* 

   SES -1.94 
(0.90)* 

-1.72 
(0.88) 

-1.82 
(0.88)* 

-1.76 
(0.88)* 

-1.66 
(0.88) 

   Self-esteem -0.05 
(0.03) 

-0.05 
(0.03) 

-0.06 
(0.03) 

-0.06 
(0.03)* 

-0.06 
(0.03) 

   Gender -1.03 
(0.72)* 

-1.23 
(0.72) 

-1.05 
(0.72) 

-1.20 
(0.72) 

-1.19 
(0.72) 

Note. Standard errors are in parentheses. CSA = child sexual abuse; CPA = child physical 
abuse; IPV = witnessing interparental violence; PA = psychological abuse; Neg = 
neglect; CAST = parental addiction as assessed by the Child Alcohol Screening Test; 
Role= role in the deceptive scenario, either agent or target; maltreatment = type of 
maltreatment the model is assessing; SS = social support; addiction = the participants 
own addiction; SES = socioeconomic status; PTSD = posttraumatic stress disorder.  
* p < .05 
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Table 14 
 
Maltreatment multilevel models with neglect interactions for more severely maltreated 
subsets of the sample 
Parameter CSA incest 

model  
(n = 30) 

CSA under 
15 model  
(n = 45) 

CPA by 
family model 

(n = 219) 
Intercept 53.12 

(14.24)* 
46.88 

(11.02)* 
40.95 (4.54)* 

Level 1 (Scenario)    
   Role -12.18 (9.78) 6.80 (4.52) -5.26 (1.53)* 

Level 2 (individual)    
   Maltreatment  -1.26 (5.26) 2.35 (3.43) -1.30 (1.19) 

   Neglect 3.60 (4.03) 2.74 (2.96) 3.45 (1.17)* 

   Maltreatment*Role 3.65 (4.62) -5.34 (2.23)* 0.52 (1.03) 

   Maltreatment*Neg -1.95 (1.94) -1.58 (1.49) -1.30 (0.71)* 

   Addiction 0.34 (0.16) 0.02 (0.12) 0.11 (0.05) 

   SES -5.43 (3.07) 0.06 (2.93) -3.29 (1.12)* 

   Self-esteem -0.09 (0.12) -0.10 (0.09) 0.003 (0.04) 

   Gender -4.60 (2.77) -7.93 (2.85)* -0.11 (0.95) 

Note. Standard errors are in parentheses. CSA = child sexual abuse; CPA = child physical 
abuse; IPV = witnessing interparental violence; PA = psychological abuse; Neg = 
neglect; CAST = parental addiction as assessed by the Child Alcohol Screening Test; 
Role= role in the deceptive scenario, either agent or target; maltreatment = type of 
maltreatment the model is assessing; SS = social support; addiction = the participants 
own addiction; SES = socioeconomic status; PTSD = posttraumatic stress disorder.  
* p < .05 
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Table 15 
 
Bivariate correlations between awareness of deception and attitude toward scenario 
  A B C D E F 
CSA 1 Topic- Target -.293** -.162 -.194* -.196* -.319** -.305** 
 Topic- Other  -.152 -.112 -.085 -.176 -.218* -.284** 
 Motive- Target -.198* -.057 -.082 -.053 -.212* -.224* 
 Motive- Other -.124 -.060 -.081 -.197* -.166 -.253** 
CSA 2 Topic- Target .029 .232 .015 -.104 -.233 -.125 
 Topic- Other -.051 -.007 .127 -.055 -.131 -.104 
 Motive- Target .090 .113 .121 -.061 -.144 -.078 
 Motive- Other .027 .014 .201 .055 -.094 -.023 
CSA 3 Topic- Target .059 .364* .166 -.103 -.060 .005 
 Topic- Other .095 .212 .248 -.114 -.064 .004 
 Motive- Target .087 .098 .092 -.316 -.295 -.167 
 Motive- Other .116 .125 .167 -.294 -.202 -.206 
CPA 1 Topic- Target .133 .000 .021 .009 -.028 .048 
 Topic- Other .038 .061 .027 .051 -.016 .027 
 Motive- Target .079 .052 .010 .055 -.058 .020 
 Motive- Other .109 .087 -.012 .050 -.034 -.015 
CPA 2 Topic- Target .021 .186 -.047 -.001 .048 .061 
 Topic- Other .064 .152 -.094 .075 .052 -.044 
 Motive- Target .050 .166 -.119 .074 .015 .026 
 Motive- Other .143 .211* -.103 .109 .076 .004 
CPA 3 Topic- Target -.149 -.301 -.051 -.002 .270 .056 
 Topic- Other -.060 -.324 -.009 -.040 .315 .062 
 Motive- Target -.061 -.302 .028 .080 .377* .112 
 Motive- Other .021 -.236 .062 .046 .302 .111 
IPV DAD Topic- Target -.002 .021 .006 .104 -.018 -.122 
 Topic- Other -.029 -.001 .025 .043 .028 -.092 
 Motive- Target -.075 -.009 -.004 -.003 -.006 -.155 
 Motive- Other -.051 -.024 .022 .011 .001 -.136 
IPV MOM Topic- Target .-024 -.008 -.041 .121 -.009 -.052 
 Topic- Other -.090 -.023 -.087 .093 -.041 -.083 
 Motive- Target -.045 -.007 -.011 .171* -.023 .030 
 Motive- Other -.010 -.013 -.066 .140 -.039 -.039 

Note. A-F indicates the attitude toward the scenario. Scenarios A-F are described in Table 
1. These were correlated with a composite of awareness of either topic or motive 
following experiences of maltreatment. CSA = child sexual abuse; CPA = child physical 
abuse; IPV = witnessing interparental violence. The number following the maltreatment 
type indicates the order in which perpetrators were reported in the survey; DAD = 
awareness of father’s deception, MOM = awareness of mother’s deception. Target = the 
participant was aware of being the target of the perpetrator’s deception, Other = someone 
else was the target of the perpetrator’s deception. 
* p < .05, ** p < .01
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APPENDIX B 

FIGURES 

 
Figure 1. Interaction between role of deception in the scenario and neglect. Target = participant 
in the role of target of deception in the scenario, Agent = participant in the role of agent of 
deception. Neglect as measured by the CAMI.  
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Figure 2. Interaction between role and psychological abuse. Target = participant in the role of 
target of deception in the scenario, Agent = participant in the role of agent of deception. Neglect 
as measured by the CAMI.  
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Figure 3. Interaction between role and CSA in CSA victims under 15 years old. CSA = child 
sexual abuse. Target  = participant in the role of target of deception in the scenario. Agent = 
participant in the role of agent of the deception in the scenario. 
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Figure 4. Interaction between social support and CPA in CPA perpetrated by a family member. 
CPA = child physical abuse.  
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Figure	  5.	  Interaction	  between	  neglect	  and	  CPA	  in	  victims	  of	  CPA	  by	  a	  family	  member.	  
CPA	  =	  child	  physical	  abuse.	  
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Figure	  6.	  The	  effect	  of	  overall	  maltreatment	  severity	  on	  lie	  acceptability,	  mediated	  
by	  addiction.	  Parameter	  estimates	  are	  unstandardized.	  The	  parameter	  estimate	  in	  
parentheses	  is	  without	  controlling	  for	  the	  mediator.	  	  
p	  <	  .05,	  **	  p	  <	  .01,	  ***	  p	  <	  .001,	  ns	  =	  nonsignificant	  	  

Overall	  severity	  
Lie	  acceptability	  

Addiction	  

.68**	   .20***	  

(.75**)/.04*	  
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Figure	  7.	  The	  effect	  of	  child	  sexual	  abuse	  on	  lie	  acceptability,	  mediated	  by	  addiction.	  
Parameter	  estimates	  are	  unstandardized.	  The	  parameter	  estimate	  in	  parentheses	  is	  
not	  controlling	  for	  the	  mediator.	  	  
p	  <	  .05,	  **	  p	  <	  .01,	  ***	  p	  <	  .001,	  ns	  =	  nonsignificant 

.72*	   .21***	  

(0.19ns)/.04ns	  

Child	  sexual	  
abuse	  severity	   Lie	  acceptability	  

Addiction	  
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Figure	  8.	  The	  effect	  of	  child	  physical	  abuse	  on	  lie	  acceptability,	  mediated	  by	  
addiction.	  Parameter	  estimates	  are	  unstandardized.	  The	  parameter	  estimate	  in	  
parentheses	  is	  not	  controlling	  for	  the	  mediator.	  	  
*	  p	  <	  .05,	  **	  p	  <	  .01,	  ***	  p	  <	  .001,	  ns	  =	  nonsignificant	  

-‐0.01ns	   .21***	  

(0.36ns)/0.36ns	  

Child	  physical	  
abuse	  severity	   Lie	  acceptability	  
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Figure	  9.	  The	  effect	  of	  witnessing	  interparental	  violence	  on	  lie	  acceptability,	  
mediated	  by	  addiction.	  Parameter	  estimates	  are	  unstandardized.	  The	  parameter	  
estimate	  in	  parentheses	  is	  not	  controlling	  for	  the	  mediator.	  	  
*	  p	  <	  .05,	  **	  p	  <	  .01,	  ***	  p	  <	  .001,	  ns	  =	  nonsignificant 

0.005ns	   0.21***	  

(0.19ns)/0.18ns	  

Interparental	  
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Addiction	  



	   105	  

 
	  
	  
	  
	  
	  
	  
	  
	  

	  
	  
	  

 
 
Figure	  10.	  The	  effect	  of	  psychological	  abuse	  on	  lie	  acceptability,	  mediated	  by	  
addiction.	  Parameter	  estimates	  are	  unstandardized.	  The	  parameter	  estimate	  in	  
parentheses	  is	  not	  controlling	  for	  the	  mediator.	  	  
*	  p	  <	  .05,	  **	  p	  <	  .01,	  ***	  p	  <	  .001,	  ns	  =	  nonsignificant 

1.41***	   .17***	  

(1.45***)/1.20***	  

Psychological	  
abuse	  severity	   Lie	  acceptability	  
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Figure	  11.	  The	  effect	  of	  neglect	  on	  lie	  acceptability,	  mediated	  by	  addiction.	  
Parameter	  estimates	  are	  unstandardized.	  The	  parameter	  estimate	  in	  parentheses	  is	  
not	  controlling	  for	  the	  mediator.	  	  
*	  p	  <	  .05,	  **	  p	  <	  .01,	  ***	  p	  <	  .001,	  ns	  =	  nonsignificant 

1.81***	   .14**	  

(2.08***)/1.82***	  

Neglect	  severity	  
Lie	  acceptability	  

Addiction	  
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Figure	  12.	  The	  effect	  of	  parental	  addiction	  on	  lie	  acceptability,	  mediated	  by	  
addiction.	  Parameter	  estimates	  are	  unstandardized.	  The	  parameter	  estimate	  in	  
parentheses	  is	  not	  controlling	  for	  the	  mediator.	  	  
*	  p	  <	  .05,	  **	  p	  <	  .01,	  ***	  p	  <	  .001,	  ns	  =	  nonsignificant	  

.21***	  

Parental	  
addiction	  severity	   Lie	  acceptability	  

Addiction	  

.92*	  

(-‐0.14ns)/-‐0.34ns	  
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APPENDIX	  C	  
SURVEY	  INSTRUMENT	  

RECRUITMENT SCRIPT 
 

You are invited to participate in research being conducted at The University of Arizona. 
This research examines connections between childhood experiences and adulthood 
attitudes toward communication behaviors. Some information you will be asked is 
sensitive, but your confidentiality is assured. If you are interested in participating, please 
follow the link provided below. The link will take you to an online survey. The survey 
should take approximately 90 minutes to complete, and must be completed in a single 
session. You must be 18 years old or older to participate. If you have any questions, 
please feel free to contact the principle investigator, Michelle Dunivan, at 
mdunivan@email.arizona.edu if you have any questions. Thank you! 
 
http://edu.surveygizmo.com/s3/718083/communication 
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Informed Consent 

I am being invited to take part in a research study being conducted by The University of 
Arizona. I am being asked to read this form so that I know about this research study. The 
purpose of this study is to gain information regarding communication attitudes and 
childhood experiences. Approximately 500 people will be asked to enroll in this study. If 
I agree to participate in this study I will be asked to complete an online questionnaire 
about communication behaviors and childhood experiences. This survey may take up to 
90 minutes to complete. Some questions are sensitive in nature, but there are no known 
risks associated with participating in this study. There will be extra credit for 
participation in this study, at the discretion of my instructor. I will receive no other 
compensation for participating in this study. Any questions I may have about the study 
will be answered and I can withdraw from the study at any time without causing bad 
feelings. Only the principle investigator, Michelle Dunivan, will have access to my 
completed questionnaire. The principle investigator will not know my identity. Any 
identifying information used to receive extra credit that may be offered will be collected 
separately, using a randomly generated code to access extra credit information 
submissions. I may choose to answer some or all of the questions. 

I can obtain further information from the principle investigator, Michelle Dunivan at 
mdunivan@email.arizona.edu. If I have questions concerning my rights as a research 
subject, I may call The University of Arizona Human Subjects Committee office at (520) 
626-6721, or at http://www.irb.arizona.edu/contact/, which can be anonymous. 

By completing this questionnaire I am attesting that I am at least 18 years old and that I 
am giving my consent to participate in this study.  
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Lie acceptability 
 

Please indicate the degree to which you agree with the following statements. 

 Strongly 
disagree (1) (2) (3) (4) (5) (6) Strongly 

agree (7) 
Never tell anyone the real reason you do anything 
unless it is useful to do so. 

       

Lying is immoral.        
It is ok to lie in order to achieve one's goals.        
What people don't know can't hurt them.        
The best way to handle people is to tell them what 
they want to hear. 

       

There is no excuse for lying to someone else.        
Honesty is always the best policy.        
It is often better to lie than to hurt someone's 
feelings. 

       

Lying is just wrong.        
Lying is no big deal.        
There is nothing wrong with bending the truth now 
and then. 

       

 
 

Scenarios 
 

On the following pages are 6 scenarios. Please indicate your feelings toward each of the scenarios 
on the scales provided.  
Acceptable/Unacceptable 
Justifiable/Unjustifiable 
Comfortable/Uncomfortable 
Useful/useless 
Wise/foolish 
Safe/unsafe 
Beneficial/harmful 
Valuable/worthless 
Perfect/imperfect 
Wholesome/unhealthy 
 
• I did not tell my romantic partner about his/her friend I dated prior to them becoming friends. 

In this scenario, I would consider my behavior: 
• I said I only liked my friend as a friend, when I actually had stronger feelings for him/her but 

wasn't ready to tell him/her yet. In this scenario, my behavior was: 
• I said that I could not meet up because I had to get up early the next day. I did not have to get 

up early, I just wanted an excuse. In this scenario, I would consider my behavior: 
• My romantic partner and I talked about breaking up and my romantic partner told me that 

he/she didn't want to break up when he/she thinks he/she does want to break up. In this 
scenario, I would consider my romantic partner’s behavior: 
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• I wanted to hang out all evening, but my friend lied to me by saying that he/she was leaving 
to do homework when he/she really went to watch his/her favorite TV show instead. In this 
scenario, my friend’s behavior was: 

• My sibling told me he/she was asleep, but really he/she didn’t want to be bothered to help me 
with housework. In this scenario, I would consider my sibling’s behavior: 

 
Child Sexual Abuse 

 
It is now commonly known that many people have sexual experiences during childhood or 
adolescence. These experiences may occur with other children, adolescents, or adults and can 
include a wide range of behaviors including witnessing sexual activity, touching or being touched 
in a sexual way, and sexual intercourse.  
In this section we would like to ask you about some of the sexual experiences you may have had 
before you turned 18. First, read through the list of sexual experiences below. Then, answer the 
following three questions.  
• Someone intentionally exposed his or her genitals to you or masturbated in front  
of you.  
• Someone kissed, touched, or fondled your body in a sexual way or you touched or fondled 
them.  
• Someone attempted to have sexual intercourse with you (oral, anal, or vaginal).  
• You and another person actually had sexual intercourse (oral, anal, or vaginal). 
 
Before you were 18, did ANY of the above ever happen with anyone against your will or when 
you did not want it to happen? 
( ) Yes 
( ) No 
 
Before you were 18, did ANY of the above ever happen with an immediate family member or 
other relative? (Please EXCLUDE any voluntary sexual play that may have occurred with a 
similar age peer—for example “playing doctor.”) 
( ) Yes 
( ) No 
 
Before you were 18, did ANY of the above ever happen with anyone who was more than 5 years 
older than you? (Please EXCLUDE any VOLUNTARY activities that occurred with a dating 
partner.) 
( ) Yes 
( ) No 

Skip following questions about CSA if no sexual abuse indicated by questions thus far.  
 

Please select up to 3 people with whom the activities you reported occurred. 
 
What is the first person's relationship to you?* 
( ) Parent/ stepparent/ foster parent 
( ) Other family member besides parent/ stepparent/ foster parent 
( ) Non-family member 
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What is the second person's relationship to you? (If you did not experience this with more than 
one person, please choose "Not applicable"* 
( ) Parent/ stepparent/ foster parent 
( ) Other family member besides parent/ stepparent/ foster parent 
( ) Non-family member 
( ) Not applicable 
 
What is the third person's relationship to you? (If you did not experience this with more than two 
people, please choose "Not applicable.")* 
( ) Parent/ stepparent/ foster parent 
( ) Other family member besides parent/ stepparent/ foster parent 
( ) Non-family member 
( ) Not applicable 
 

 
Thank you for responding to the previous questions. We would now like to ask you more detailed 
questions about the experiences that occurred with each of the individuals you mentioned. 
 
Using the scale below, please indicate how many times (if at all) each of the following activities 
occurred with the FIRST person you mentioned on the previous page. 

 Never 
happened 1-2 times 3-5 times 6-10 times More than 

10 times 
He/she kissed you in sexual way.      
He/she intentionally showed you 
his or her sexual body parts 
(genitals, breasts, buttocks). 

     

You undressed or showed 
him/her your sexual body parts 
(genitals, breasts, buttocks). 

     

He/she masturbated in front of 
you. 

     

He/she touched or fondled your 
breasts, buttocks, or genitals on 
the outside of your clothing, 
under your clothing, or when 
undressed. 

     

You touched or fondled his or 
her breasts, buttocks, or genitals 
on the outside of their clothing, 
under their clothing, or when 
they were undressed. 

     

He/she put his or her mouth on 
your breasts. 

     

He/she touched your genitals or 
anus with his or her mouth, or 
you put your mouth on his or her 
genitals or anus. 

     

He/she inserted a finger or object      
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in your vagina or anus, or you 
inserted a finger or object in his 
or her vagina or anus. 
He/she ATTEMPTED to have 
vaginal or anal intercourse with 
you. 

     

He/she ACTUALLY had vaginal 
or anal intercourse with you. 

     

 
How old were you when the sexual activities began? 
____________________________________________  
 
How old were you the last time these activities occurred? 
____________________________________________  
 
Why did these activities end? 
( ) Activities have not ended 
( ) You moved away or left the household 
( ) The other person moved away or left the household 
( ) The other person stopped the activities voluntarily 
( ) The activities became known by another family member or friend 
( ) You confronted or resisted the other person 
( ) The other person became involved with someone else 
( ) You became involved with someone else 
( ) The activities came to the attention of authorities 
( ) Other 
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Child Physical Abuse 

 
Parents do different things to discipline their children. We are interested in the things your parents 
may have done to discipline you as a child. Whether these things happened only once or 
repeatedly, or are things you believe your parents feel bad about now, we are interested in 
learning about them. By "parent" we mean any parent, stepparent, foster parent, or any other 
primary caregiver who helped raise you.  
 
Before you were 18, did either parent or any other adult caregiver ever discipline you by: 
 
Before you were 18, did either parent or any other adult caregiver ever discipline you by: 
 No Yes 
. . . grabbing or shaking you?   
. . . hitting or slapping you?   
. . . spanking you hard?   
. . . hitting you with an object or fist?   
. . . kicking you?   
. . . throwing or knocking you down?   
. . . grabbing you around the neck and 
choking you? 

  

. . . burning or scalding you on 
purpose? 

  

. . . threatening you with a weapon 
such as a gun or knife? 

  

. . . use a weapon like a gun or knife to 
hurt you? 

  

 
Skip the following questions about CPA if no physical abuse indicated by questions thus far.  

 
 

You indicated that one or more of your parents had disciplined you as a child using one of the 
activities mentioned above. Please indicate up to 3 individual(s) who disciplined you in this way 
 
What is the first person's relationship to you?* 
( ) Parent/ stepparent/ foster parent 
( ) Other family member besides parent/ stepparent/ foster parent 
( ) Non-family member 
 
What is the second person's relationship to you? (If you did not experience this with more than 
one person, please choose "Not applicable"* 
( ) Parent/ stepparent/ foster parent 
( ) Other family member besides parent/ stepparent/ foster parent 
( ) Non-family member 
( ) Not applicable 
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What is the third person's relationship to you? (If you did not experience this with more than two 
people, please choose "Not applicable.")* 
( ) Parent/ stepparent/ foster parent 
( ) Other family member besides parent/ stepparent/ foster parent 
( ) Non-family member 
( ) Not applicable 
 
Thank you for responding to the previous questions. We would now like to ask you more detailed 
questions about the experiences that occurred with each of the individuals you mentioned. The 
following list contains items from the previous page along with additional activities that may 
have occurred. Please respond to each statement by telling us how many times each activity 
occurred. 
 
Please indicate how often the FIRST person disciplined you in the following ways 

 Never 
happened 1-2 times 3-5 times 6-10 times More than 

10 times 
He/she grabbed and shook 
me. 

     

He/she slapped me with an 
open hand, on the face, 
head or ears. 

     

He/she pinched me hard or 
they dug their fingernails 
into my skin. 

     

He/she spanked me so that 
it left a bruise or other 
mark. 

     

He/she spanked me on the 
bottom with a belt, 
hairbrush, or other object 
that could cause minor 
injury. 

     

He/she hit me on a part of 
my body other than my 
bottom with an object that 
could cause minor injury. 

     

He/she punched me with 
their fist. 

     

He/she kicked me.      
He/she threw or knocked 
me down. 

     

He/she threw a hard object 
like a shoe or a wrench at 
me. 

     

He/she grabbed me around 
the neck or choked me. 

     

He/she hit me with an 
object that could cause 
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major injury, such as a 
baseball bat or wrench. 
He/she beat me by 
slapping, hitting, and/or 
punching me repeatedly. 

     

He/she burned me or 
scalded me on purpose. 

     

He/she threatened me with 
a weapon like a gun or a 
knife. 

     

 
 
 
Please indicate whether any of the following injuries occurred as a result of the activities 
mentioned above. 
 No Yes 
Cuts or scratches   
Bruises or a red mark   
Black eye   
Bloody nose or lip   
Broken or fractured bones   
Internal injuries   
Burns   
Other   
Did you receive medical treatment 
for any injuries that may have 
occurred? 

  

 
How old were you when these activities began? 
____________________________________________  
 
How old were you the last time these activities occurred? 
____________________________________________  
 
Why did these activities end? 
( ) Activities have not ended 
( ) You moved away or left the household 
( ) The other person moved away or left the household 
( ) The other person stopped the activities voluntarily 
( ) The activities became known by another family member or friend 
( ) You confronted or resisted the other person 
( ) The other person became involved with someone else 
( ) The activities came to the attention of authorities 
( ) Other 
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Inter-parental Violence 
 

Now we would like to ask you about times when you may have witnessed any verbal or physical 
altercations between your father and mother or other caregivers. By "father" and "mother" we 
mean any parent, stepparent, or dating partner of a parent, even if that person was not living with 
you at the time. Using the scale below, please indicate whether any of the following occurred. 
 
Using the scale below, please indicate whether any of the following occurred. 

 
I was in the room 
or area and saw 
this happen (1) 

I was close by 
and heard this 
happen but did 
not see it (2) 

I was gone when 
this happened 
but heard about 
it later (3) 

This never 
occurred (4) 

One parent was emotionally 
or verbally abusive to your 
other parent. 

    

One parent grabbed your 
other parent. 

    

One parent pushed your other 
parent. 

    

One parent shook your other 
parent. 

    

One parent pulled your other 
parent's hair. 

    

One parent slapped your other 
parent with an open hand. 

    

One parent bit your other 
parent. 

    

One parent hit your other 
parent with an object that 
could cause minor injury 
(hairbrush, flyswatter, 
wooden spoon). 

    

One parent threw something 
at your other parent that could 
cause injury. 

    

One parent punched your 
other parent with a closed fist. 

    

One parent kicked your other 
parent. 

    

One parent choked your other 
parent. 

    

One parent hit your other 
parent with an object that 
could cause serious injury (a 
baseball bat, frying pan, 
wrench). 

    

One parent burned your other 
parent on purpose (e.g., with 
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coffee or a hot object). 
One parent threatened your 
other parent with a weapon 
such as a knife or gun. 

    

One parent used a weapon 
like a gun or knife to hurt 
your other parent. 

    

One parent sexually assaulted 
your other parent. 

    

Skip the following questions about IPV if no inter-parental violence indicated by questions 
thus far.  

 
 

Thank you for answering the previous questions. I would like to ask you more detailed questions 
about the times that one parent acted aggressively toward the other parent. 
 
To the best of your knowledge, how many times did this occur? 
( ) Only one time 
( ) Between 1-5 times 
( ) Between 5-10 times 
( ) Between 10 - 20 times 
( ) More than 20 times 
 
Please indicate whether either parent experienced any of these injuries as a result of the other 
parent's behaviors. 
 No Yes 
Not sure if injuries resulted   
Cuts or scratches   
Bruise or a red mark   
Black eye   
Bloody nose or lip   
Broken or fractured bones   
Internal injuries   
Burns   
 
How old were you the first time one parent acted physically or verbally aggressive toward your 
other parent? 
____________________________________________  
 
How old were you the last time you witnessed or heard about one of these incidents occurring? 
____________________________________________  
 
Why did these activities end? 
( ) Activities have not ended 
( ) My mother left the household 
( ) My father left the household 
( ) One or both parents stopped the activities voluntarily 
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( ) These activities came to the attention of authorities 
( ) Other 
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Psychological Abuse 
 
The following statements reflect a wide range of parental behaviors. Please indicate by using the 
scale below how much you agree or disagree with each statement. By "parents" we mean any 
parent, stepparent, or dating partner of a parent, even if that person was not living with you at the 
time. 

 
Strongly 
disagree 
(1) 

(2) (3) (4) (5) (6) Strongly agree 
(7) 

Being second best was 
never good enough for 
my parents. 

       

My parents put me in 
situations that frightened 
me. 

       

My parents didn't really 
care when I did things 
that were wrong. 

       

My parents often made 
me cry for no good 
reason. 

       

My parents were very 
controlling. 

       

My parents threatened to 
leave me somewhere so 
that I could never come 
home. 

       

I used illegal drugs with 
my parents before I was 
18 years old. 

       

My parents often asked 
me about my day. 

       

I felt like my parents 
used me to meet their 
own emotional needs. 

       

My parents often sent me 
to bed without dinner. 

       

I saw my parents do 
illegal things like use 
drugs or steal. 

       

My parents liked 
spending time with me. 

       

When I was in school, 
only A's were good 
enough for my parents. 

       

My parents sometimes 
got angry and destroyed 
things that were mine. 

       



	   121	  

My childhood 
achievements were 
acknowledged by my 
parents. 

       

My parents punished me 
by confining me to a 
closet or other small 
place. 

       

My parents paid attention 
to me when I talked to 
them. 

       

My parents showed a lot 
of interest in me as a 
child. 

       

My parents threatened to 
leave me and never come 
back. 

       

My parents purposely 
embarrassed e in front of 
my friends. 

       

My parents encouraged 
me to do things that some 
might consider illegal or 
immoral. 

       

I was cursed or sworn at 
as a child by my parents. 

       

My parents threatened to 
hit or physically hurt me 
when I was a child. 

       

As a child I felt loved by 
my parents. 

       

 



	   122	  

Neglect 
 
Please indicate by using the scale below how much each statement describes how you were cared 
for as a child. By "parents" we mean any parent, stepparent, or dating partner of a parent, even if 
that person was not living with you at the time. 

 Strongly 
disagree (1) (2) (3) (4) (5) (6) Strongly 

agree (7) 
Bedding and towels were washed 
regularly when I was a child. 

       

The dishes were washed on a daily basis 
when I was growing up. 

       

My parents did not like it if I skipped 
school or was late to classes. 

       

As a child I was left in unsafe situations 
without supervision. 

       

When I was a child, my parents left me 
with babysitters or at places like parks or 
swimming pools for long periods of 
time. 

       

When I was growing up, the garbage 
was taken out regularly. 

       

My parents took me to the doctor when I 
needed to go. 

       

I had enough to eat as a child.        
The places I lived in as a child contained 
fire hazards such as frayed wiring, 
objects too close to heat sources, or 
other things that could catch on fire. 

       

My parents sometimes threw me out of 
the house after disagreements. 

       

I went to the dentist regularly as a child.        
Sometimes my parents forgot about me 
when I stayed overnight with a friend or 
relative. 

       

My parents made sure I got all of my 
immunizations (shots) as a child. 

       

I had a curfew when I was growing up.        
My parents didn't make me go to school 
if I didn't want to. 

       

My parents followed doctors' 
instructions carefully when medication 
was prescribed to me. 

       

As a child my clothes and shoes didn't fit 
me. 

       

As a child I was expected to tell my 
parents what I was doing when I wasn't 
home. 

       

As a child, my parents left me in the care        
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of people I didn't know. 
I wore clean clothes as a child.        
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CAST 
 
Now you will be asked some questions about your parents alcohol and drug use. 
 
Have you known either of your parents to drink alcohol or use recreational drugs? 
( ) No 
( ) Yes 
 

Skip the following questions if no parental alcoholism indicated by questions thus far.  
 
Now you will be asked some more questions about your parents alcohol and drug use. 
 No Sometimes Yes 
Has the drinking or drug use of either of your parents every created 
problems between him/her and the other parent or a near relative? 

   

Do friends or relatives think either of your parents had or has a drinking or 
drug problem? 

   

Do you ever worry because of either parent's drinking or drug use?    
Has the drinking or drug use of either parent created any problem for you?    
Has your parent's drinking or drug use ever made things more difficult for 
you in any way? 
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Social Support 
 
Indicate your response to the following statements according to how you feel RIGHT NOW. 

 None (0) (1) (2) (3) Some (4) (5) (6) Many 
(7) 

How many people can you really count 
on to distract you from your worries 
when you feel under stress? 

        

How many people can you really count 
on to help you feel more relaxed when 
you are under pressure or tense? 

        

How many people accept you totally, 
including both your worst and your best 
points? 

        

How many people can you really count 
on to care about you, regardless of what 
is happening to you? 

        

How many people can you really count 
on to help you feel better when you are 
feeling generally down? 

        

How many people can you count on to 
console you when you are very upset? 
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Awareness of deception 
 

To the best of your knowledge, did this person ever lie to YOU about his or her: 

 Never (1) (2) (3) Occasionally 
(4) (5) (6) Frequently (7) 

Feelings        
Achievements, 
knowledge 

       

Actions, plans, 
whereabouts 

       

Explanations, 
reasons 

       

Facts, possessions        
 
To the best of your knowledge, did this person ever lie to OTHER PEOPLE besides you about his 
or her: 

 Never (1) (2) (3) Occasionally 
(4) (5) (6) Frequently (7) 

Feelings        
Achievements, 
knowledge 

       

Actions, plans, 
whereabouts 

       

Explanations, 
reasons 

       

Facts, possessions        
 
Regarding these sexual behaviors, to the best of your knowledge did this person lie to YOU in 
order to: 

 Never (1) (2) (3) Occasionally 
(4) (5) (6) Frequently 

(7) 
Protect himself/herself from 
disapproval 

       

Protect himself/herself from conflict        
Appear better or different from what 
he/she actually is 

       

Get something he/she wanted        
Make things easier for 
himself/herself 

       

Protect himself/herself from 
punishment 

       

 
Regarding these sexual behaviors, to the best of your knowledge did this person lie to OTHER 
PEOPLE besides you in order to: 

 Never (1) (2) (3) Occasional
ly (4) (5) (6) Frequently 

(7) 
Protect himself/herself from        
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disapproval 
Protect himself/herself from conflict        
Appear better or different from what 
he/she actually is 

       

Get something he/she wanted        
Make things easier for 
himself/herself 

       

Protect himself/herself from 
punishment 

       

 



	   128	  

B-MAST 
 
Now you will be asked some questions about your own alcohol and drug use.  
Please indicate the extent to which you agree with each of the following statements. 

 Strongly 
disagree (1) (2) (3) (4) (5) (6) Strongly 

agree (7) 
I drink and/or use drugs a normal amount.        
My friends and relatives think I drink and/or 
use drugs a normal amount. 

       

I have attended a meeting of Alcoholics 
Anonymous (AA), Narcotics Anonymous 
(NA), and/or another support group for alcohol 
and/or drug users. 

       

I have lost friends or romantic partners because 
of drinking and/or drug use. 

       

I have gotten into trouble at work because of 
drinking and/or drug use. 

       

I have neglected my obligations, my family, or 
my work for two or more days in a row because 
I was drinking and/or using drugs. 

       

I have had delirium tremens (DTs), severe 
shaking, heard voices or seen things that 
weren't there after heavy drinking and/or using 
drugs. 

       

I have gone to someone for help about my 
drinking and/or drug use. 

       

I have been in a hospital because of drinking 
and/or drug use. 

       

I have been arrested for drunk driving or 
driving under the influence. 

       

 
 
Covariates 
Socioeconomic status 

1. Thinking about the place you lived in growing up, did your parents own it or rent 
it? (If they have a mortgage they are considered to own it). [they owned it; they 
rented it; I don’t know] 

2. Did you have a vehicle at home? [yes, one vehicle; yes, more than one vehicle, no 
we didn’t have a vehicle] 

3. Did you have a computer at home? (Do not include playstations, or other 
computers that can only be used for games.) [yes; no] 

4. Did you have the option of free lunches at school? [yes, no] 
5. Did your parents go to college? [yes, both of them; yes one of them; no, neither of 

them; don’t know] 
  
Depression 
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1. I still enjoy the things I used to enjoy. [most of the time; a lot of the time; 
occasionally; not at all] 

2. I can laugh and see the funny side of things [as much as I always could; not quite 
so much now; definitely not so much now; not at all] 

3. I feel cheerful [not at all; not often; sometimes; most of the time] 
4. I feel as if I am slowed down [nearly all the time; very often; sometimes; not at 

all] 
5. I have lost interest in my appearance [definitely; I don’t take as much care as I 

should; I may not take quite as much care; I take just as much care as ever] 
6. I look forward to things with enjoyment [as much as I ever did; rather less than I 

used to; definitely less than I used to; hardly at all. 
7. I can enjoy a good book or radio or TV program [often; sometimes; not often; 

very seldom] 
 
Stigma 
 
To what extent do you agree with the following statements. For the following scale, 
childhood victimization includes sexual abuse, physical abuse, witnessing interparental 
violence, psychological abuse and neglect. [Strongly agree-strongly disagree] 
 

1. I am angry with the way people have reacted to my childhood experiences. 
2. I worry about telling people about my experiences as a child. 
3. My childhood experiences have made me a more understanding person. 

 
Self-esteem 

1. I feel that I am a person of worth, at least on an equal plane with others 
2. I feel that I have a number of good qualities 
3. All in all, I am inclined to feel that I am a failure (R) 
4. I am able to do things as well as most other people 
5. I feel I do not have much to be proud of. (R) 
6. I take a positive attitude toward myself. 
7. On the whole, I am satisfied with myself. 
8. I wish I could have more respect for myself. (R) 
9. I certainly feel useless at times. (R)  
10. At times I think I am no good at all (R) 

 
Posttraumatic stress disorder 
Responses are 0 (not at all distressing) to 4 (extremely distressing) 

1. Have you been jumpy or easily startled? 
2. Have you been irritable or had outbursts of anger? 
3. Have you been unable to have sad or loving feelings? 
4. Have you been physically upset by reminders of your childhood experiences?
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Logistics 

 
What is your age? 
____________________________________________  
 
What is your gender? 
( ) Male 
( ) Female 
 
What is your ethnicity? 
( ) White/Caucasian/European 
( ) Black/African/African-American 
( ) Hispanic/Latino 
( ) Native American 
( ) Asian 
( ) Other 
 
 

 
Extra Credit 

 
To receive the extra credit you earned, and ensure your anonymity, please: 
1. Copy the following randomly generated code: 643BZ732A4R782X1 
2. Click here, to provide the code, your name and the class for which you are receiving extra 
credit. 
Your instructor will only receive a list of names, and not any other information included in this 
survey. 
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Debrief 

The study in which you participated asked a variety of questions about sensitive topics. If you 
feel you are experiencing undue stress as a result of participation in this study, please contact the 
principle investigator, Michelle Dunivan, the University of Arizona Campus Health Service, or 
the University Medical Center (contact information is listed below). Victims of child 
maltreatment, and people experiencing substance abuse and addiction may also benefit from 
psychological counseling, which is available through The University of Arizona Counseling and 
Psychological Services, through the Campus Health Service. If you have any further questions 
regarding this study you may contact the principle investigator.  
 
 
Michelle Dunivan 
mdunivan@email.arizona.edu 
 
Campus Health Service 
1224 E. Lowell St. 
Tucson, AZ 85721 
(520) 621-6490 
 
University Medical Center 
1501 N. Campbell Ave. 
Tucson, AZ 85724 
(520) 694-8888 
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