
Developmental trends in symptomatology and
the evaluation of sexually abused children

Item Type text; Dissertation-Reproduction (electronic)

Authors Goodwyn, Cynthia Marie, 1969-

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 24/05/2023 21:17:56

Link to Item http://hdl.handle.net/10150/283923

http://hdl.handle.net/10150/283923


INFORMATION TO USERS 

This manuscript has been reproduced from the microfilm master. UMI films the 

text directly from the original or copy submitted. Thus, some thesis and 

dissertation copies are in typewriter face, while others may be from any type of 

computer printer. 

The quality of this reproduction is dependent upon the quality of the copy 

submitted. Broken or indistinct print, colored or poor quality illustrations and 

photographs, print bleedthrough, substandard margins, and improper alignment 

can adversely affect reproduction. 

In the unlikely event that the author did not send UMI a complete manuscript and 

there are missing pages, these will be noted. Also, if unauthorized copyright 

material had to be removed, a note will indicate the deletion. 

Oversize materials (e.g., maps, drawings, charts) are reproduced by sectioning 

the original, beginning at the upper left-hand comer and continuing from left to 

right in equal sections with small overtaps. Each original is also photographed in 

one exposure and is included in reduced form at the back of the book. 

Photographs included in the original manuscript have been reproduced 

xerographically in this copy. Higher quality 6' x 9" black and white photographic 

prints are available for any photographs or illustrations appearing in this copy for 

an additional charge. Contact UMI directly to order. 

Bell & Howell Infbnnation and Learning 
300 North Zeeb Road. Ann Arbor, Ml 48106-1346 USA 

800-521-0600 





NOTE TO USERS 

This reproduction is the best copy available. 

UMI 





DEVELOPMENTAL TRENDS IN SYMPTOMATOLOGY AND THE EVALUATION 
OF SEXUALLY ABUSED CHILDREN 

by 

Cynthia Marie Goodwyn 

A Dissertation Submitted to the Faculty of the 

DEPARTMENT OF EDUCATIONAL PSYCHOLOGY 

In Partial Fulfillment of the Requirements 
For the Degree of 

DOCTOR OF PHILOSOPHY 

In the Graduate College 

THE UNIVERSITY OF ARIZONA 

1 9 9 9  



UMI Nximber: 9946836 

UMI Microform 9iM6836 
Copyright 1999, by UMI Company. Ail rights reserved. 

Tliis micrororm edition is protected against unauthorized 
copying under Title 17, United States Code. 

UMI 
300 North Zeeb Road 
Ann Arbor, MI 48103 



2 

THE UNIVERSITY OF ARIZONA « 
GRADUATE COLLEGE 

As members of the Final Examination Committee, we certify that we have 

read the dissertation prepared by Cynthia Marie Goodwyn 

entitled Developniental Trends in Symptomatology and the Evaluation 

of Sexually Abused Children 

and recommend that it be accepted as fulfilling the dissertation 

requirement for the Degree of Doctor of Philosophy 

Sarah M. Dinham 

Robyn « Cruz 

Date 

Date 

Final approval and acceptance of this dissertation is contingent upon 
the candidate's submission of the final copy of the dissertation to the 
Graduate College. 

I hereby certify that I have read this dissertation prepared under my 
direction and recommend that it be accepted as fulfilling the dissertation 
requirement. 

/fe RMIP 
Dissertation Director Darrell L. Sabers Date/7 



3 

STATEMENT BY AUTHOR 

This dissertation has been submitted in partial fulfillment of requirements for an 
advanced degree at the University of Arizona and is deposited in the University Library to 
be made available to borrowers under rules of the Library. 

Brief quotations from this dissertation are allowable without special permission, 
provided that accurate acknowledgement of source is made. Requests for permission for 
extended quotation from or reproduction of this manuscript in whole or in part may be 
granted by the head of the major department or the Dean of the Graduate College when in 
his or her judgment the proposed use of the material is in the interests of scholarship. In 
all other instances, however, permission must be obtained from the author. 

SIGNED 



4 

ACKNOWLEDGEMENTS 

Completion of my doctoral degree is my most significant academic achievement, 
but would have been impossible without the support and assistance from my committee, 
the staff of the Southern Arizona Children's Advocacy Center, and family. 

I am indebted to each of my committee members. I sincerely thank Dr. Darrell 
Sabers for his mentorship. fatherly wisdom, and interest and dedication. Dr. Robyn Cruz 
was continuously generous with her time, patience, encouragement, and expertise. She 
provided excellent guidance and was a wonderful role model and friend throughout this 
challenge. I am very grateful to Dr. Sarah Dinham for her flexibility and willingness to 
join this adventure as such a late stage and invaluable advice on the editing of this 
manuscript. 

I appreciate the valuable insight from each member of the Southern Arizona 
Children's Advocacy Center staff. My CAC experience provided important knowledge 
of the sensitivity necessary in dealing with the young victims of child abuse. Lyn 
Cheever's guidance as my internship supervisor taught me how to address the multi-
faceted aspects of child sexual abuse when working with families and professionals. I 
thank Dr. Kathryn Bowen for generously sharing the database central to this dissertation 
and trusting I would provide useful information to this field of work. 

Without the continuous support of my family, successful completion of this 
dissertation would have been impossible. My dear husband gave his endless support and 
enthusiasm and my sweet, precious daughter reminded me everyday of the innocence of 
young children. I hope she will grow up in a society less affected by the issues discussed 
in this dissertation. I am forever thankfol to my mother and father for providing me the 
freedom to follow my dreams to the University of Arizona and the support throughout my 
education. My mother's boundless courage and tenacity guided me in achieving this goal 
and throughout my life. 

Significant milestones in life are often marked by successful completion of a 
challenge—these milestones often lead to branches in life's path allowing choices among 
previously unavailable challenges. As I look forward to a variety of professional 
challenges ahead, I am thankful to everyone who made this possible. 



5 

TABLE OF CONTENTS 

LIST OF TABLES 7 

ABSTRACT 8 

L INTRODUCTION 9 

2. LITERATURE REVIEW 13 

Definitions of Child Sexual Abuse 13 
Statutory Definitions 13 
Clinical Definitions 15 

Scope of the Problem of Child Sexual Abuse 16 
Incidence Figures 16 
Prevalence Figures 17 

Indicators of Child Sexual Abuse 20 
Behavioral and Emotional Reactions 21 
Asymptomatic Victims 27 
Characteristics of the Abuse Experience 29 

Summary of the Literature Review 35 
Purpose of the Present Study 36 

3. METHOD 37 

Sample 37 
Measurement 37 
Data Analysis 39 

Demographic Data 39 
Other Analyses 39 

4. RESULTS 42 

Descriptive Comparison of Local Sample to National Data 42 
Children's Gender 42 
Children's Age 43 
Children's Ethnicity 44 
Relationship of Perpetrator 45 
Perpetrator's Gender 46 
Perpetrator's Age 46 

Examination of Local Sample 47 
Children's Gender and Age 47 
Children's Ethnicity and Age 48 



6 

TABLE OF CONTENTS - Continued 

Percentages of Asymptomatic Children 49 
Percentages of Children with Reported Individual Symptoms 52 
Behavioral Symptoms and Age 56 
Somatic Symptoms and Age 59 
Symptomatology and Categorization of Findings 61 
Characteristics of the Abuse Experience 64 

Overall Evaluation of Database 70 

5. DISCUSSION 74 

Summary and Discussion of Findings 75 
Comparison of Local Sample to National Data 75 
Sample Findings 76 

Implications for Future Practice and Research 80 

APPENDIX A: Social Worker Coding Form 84 

APPENDIX B: Referring Agency Coding Form 86 

APPENDIX C: Physician Coding Form 89 

APPENDIX D: Assessments 92 

REFERENCES 94 



7 

LIST OF TABLES 

TABLE 1, Age Distribution of Sample Data 43 

TABLE 2, Chi-Square Analysis for Age with Gender 48 

TABLE 3, Chi-Square Analysis for Age with Ethnicity 49 

TABLE 4, Percentages of Asymptomatic Children by Age 50 

TABLE 5, Percentages of Children with Reported Individual Symptoms 53 

TABLE 6, Chi-Square Analysis of Behavioral Symptoms with Age 58 

TABLE 7, Chi-Square Analysis of Somatic Symptoms with Age 60 

TABLE 8, Chi-Square Analysis of Other Somatic and Categorization of Clinical 

Findings 64 

TABLE 9, Chi-Square Analysis of Abuse Characteristics and Categorization of 

Clinical Findings 67 

TABLE 10, Non-Significant Chi-Square Results for Abuse Characteristics and 

Categorization of Clinical Findings 68 

TABLE IL, Chi-Square Analyses of Abuse Characteristics with Age 69 

TABLE 12, Non-Significant Chi-Square Results for Abuse Characteristics and 

Likelihood of Abuse 70 

TABLE 13, Percentages of Unknown and Missing Data 72 



8 

ABSTRACT 

Research on the psychological impact of childhood sexual abuse has received a 

great deal of attention over the last decade. Existing literature documents in detail no 

specific syndrome among child sexual abuse victims. Rather, children exhibit a myriad of 

responses including immediate and long-term effects. Some children display no 

symptoms as a result of sexual abuse, while others demonstrate symptoms along 

developmental trends. This study investigated the database from one community's sexual 

abuse evaluation clinic. Specifically, this study was designed to compare the data with 

national data in terms of child and perpetrator characteristics in order to develop further 

understanding of developmental trends in sypmtomatology and abuse impact. 

Developmental trends in symptomatology were examined by comparing rates of reported 

symptoms (behavioral and somatic symptoms) among three defined age groups: young 

children (0- to 5-year-olds), middle-childhood (ages 6 to 11), and adolescents (ages 12 

and older). Characteristics of the abuse experience in terms of the outcome of the physical 

examination were also evaluated. Due to the exploratory nature of this investigation, an 

overall evaluation of the database in terms of improvement in data collection was 

included. Although substantial proportions of data were unknown at the time of 

assessment, the results suggest the presence of developmental trends among 

symptomatology. The results provide little evidence regarding the characteristics of the 

abuse experience and their relationships to the outcome of the physical examination. The 

findings are summarized and discussed; and implications for fiimre practice and research 

with the research instrument are examined. 
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CHAPTER 1 

INTRODUCTION 

Research on the psychological impact of childhood sexual abuse has received a 

great deal of attention over the last decade. Recent literature (e.g., Finkelhor, 1994a; 

Gorey & Leslie, 1997; Kendall-Tackett & Marshall, 1998; Sedlak & Broadhurst, 1996) 

has documented that child sexual abuse is widespread and current statistics probably 

greatly underestimate its true rate of occurrence. Clinical studies have begun to clarify the 

types of physical findings, somatic symptoms, and behavioral and emotional changes 

childhood sexual abuse victims may exhibit (for reviews of the literature, see Browne & 

Finkelhor, 1986; Kendall-Tackett, Williams, & Finkelhor, 1993; Trickett & Putnam, 

1998). Other researchers have suggested that there are developmental trends in the 

symptomatology of the victims. 

In his discussion of the physical signs and symptoms of childhood sexual abuse. 

Green (1986) concluded that regressive behaviors were common in younger children, 

while depressive symptoms and acting-out behaviors were found more frequently in older 

children and adolescents. In their review of the literature, Kendall-Tackett et al. (1993) 

calculated weighted averages for various symptoms across four age groups and 

developmental patterns for symptomatology emerged in their findings. Using self-report 

measures of self-concept, depression, and anxiety, Waterman and Lusk (1993) found that 

younger children showed minimal effects of sexual abuse on self-ratings of self-concept. 

However, they concluded that the effects begin to emerge as children get older 

(Waterman & Lusk, 1993). Other smdies (e.g.. Waterman, Kelly, Oliveri, & McCord, 
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1993; Friedrich, Urquiza, & Beilke, 1986) support this argument. Friedrich et al.(1986) 

found that younger children (up to age 5) displayed more difficulties on a scale of 

internalizing behaviors (fearful, inhibited, depressed, and overcontrolled behaviors), 

whereas older children (ages 6-12) demonstrated more difficulties on measures of 

externalizing behaviors (aggressive, antisocial, and undercontrolled behaviors). 

According to recent studies (e.g., Gomes-Schwartz, Horowitz, & Cardarelli, 1990; 

Kendall-Tackett et al., 1993; Green, 1986; Mannarino, Cohen, & Herman, 1994), the 

degree to which the child victim is traumatized is greatly influenced by the child's 

developmental level, as well as the specific type of sexual abuse. In his discussion on the 

"sequential" development of physical signs and symptomatology of sexual abuse. Green 

(1986) reported the "degree of traumatization will be influenced by the age of the child, 

the extent of threats, coercion, or force, and concomitant physical injury" (p. 450). Other 

investigators have examined effects by the characteristics of the abuse experience. For 

example, several studies have evaluated the type of sexual act, frequency, duration, 

involvement of force and aggression, and relationship of the perpeurator and their effects 

on childhood victims (Gomes-Schwartz et al., 1990; see also Browne & Finkelhor, 1986; 

Kendall-Tackett et al., 1993; Russell, 1984). In addition, other researchers have 

investigated the impact of sexual abuse in terms of the child's age at initial 

traumatization, and gender of the victim. Some researchers (e.g., Adam-Tucker, 1982; 

Browne & Finkelhor, 1986) have contended that the age of the child at onset of the abuse 

and the gender of the child impact the effects of the abuse. Other investigators (e.g.. 
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Kendall-Tackett et al., 1993) have indicated that there is not a clear relationship between 

these aspects of sexual abuse and the effects on the child. 

Greater knowledge of the psychological symptomatology in childhood victims of 

sexual abuse would have substantial implications for social policy and clinical 

intervention. A better understanding of the impact of sexual abuse would help convey to 

the public the scope of the problem and allow society to track its progress in addressing 

the problem. According to Lewitt (1994), "a more accurate counting of the instances of 

maltreatment does nothing to lessen the victims' ordeal...but accurate statistics are vital if 

society is to effectively combat maltreatment" (p. 240). Accurate data on the occurrence 

of child sexual abuse is needed so preventive strategies can be developed and 

implemented. Data on the changes in rates of maltreatment would assist community 

organizations (e.g.. Child Protective Services) in making critical decisions regarding 

planning, staffing, and the allocation of resources. 

Furthermore, an understanding of the physical signs and behavioral symptoms is 

necessary so reliable diagnoses can be made. Because there can be lasting effects of child 

sexual abuse, developing age-specific treatments which address age-specific and abuse-

specific effects is important. Among other issues, an understanding of the effects by type 

of abuse would allow for the development of appropriate treatment goals and foster the 

development of more efficient and effective treatment approaches to post-abuse 

difficulties. 



To address some of these issues, the author investigated the database from one 

community's sexual abuse evaluation clinic with the intention of developing further 

understanding of developmental trends in sypmtomatology and abuse impact. 



13 

CHAPTER 2 

LITERATURE REVIEW 

This chapter first addresses what constitutes childhood sexual abuse, covering 

both statutory and clinical definitions. Second, the scope of the problem is examined in 

terms of prevalence and incidence, followed by a discussion of indicators of sexual abuse. 

Next, the chapter presents research on behavioral and emotional reactions, in addition to 

findings of asymptomatic children, and concludes with a discussion of characteristics of 

the abuse experience. 

Definitions of Child Sexual Abuse 

Researchers have used a variety of definitions and descriptions of what constitutes 

child sexual abuse in the literature (Trickett & Putnam, 1998). The term child sexual 

abuse has traditionally been defined from legal and clinical perspectives. Despite 

considerable overlap between these two types of definitions, they do differ slightly. Both 

positions are described below. 

Statutory Definitions 

Although individual states maintain their own definitions of what constitutes child 

sexual abuse, investigative procedures, services, and monitoring systems, definitions of 

child sexual abuse from Federal statutes are used in this research report. 

The Federal Child Abuse Prevention and Treatment Act (CAPTA, Public Law 93-

247), enacted in 1974, established procedures with respect to the identification and 

management of child maltreatment cases. Public Law 93-247 defined child maltreatment 

as including physical injury, sexual abuse, psychological or emotional harm, and general. 
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medical, and educational neglect (Lewitt, 1994). CAPTA, as amended and reauthorized in 

October 1996 (Public Law 104-235, Section 111; 42 U.S.C. 5106g), defines sexual abuse 

as: 

(A) the employment, use, persuasion, inducement, enticement, or coercion of any 

child to engage in, or assist any other person to engage in, any sexually explicit 

conduct or simulation of such conduct for the purpose of producing any visual 

depiction of such conduct; or 

(B) the rape, and in cases of caretaker or inter-familial relationships, statutory 

rape, molestation, prostitution, or other form of sexual exploitation of children, or 

incest with children. 

To impose some consistency on the reporting of child abuse and neglect, the 

National Center on Child Abuse and Neglect (NCCAN) established a set of definitions of 

child abuse and neglect, and the subcategory, sexual abuse. The NCCAN defines sexual 

abuse as "a type of maltreatment that refers to the involvement of the child in sexual 

activity to provide sexual gratification or financial benefit to the perpetrator, including 

contacts for sexual purposes; prostitution; pornography; exposure; or other sexually 

exploitative activities" (Lewitt, 1994, p. 234). Finkelhor (1994a) suggests sexual abuse 

may include any or all of the following sexual activities: touching the child's genitals, the 

child's touching of the other person's genitals, offender making sexual comments to the 

child, attempted or completed penetration (includes penile, digital, and object penetration 

of the vagina, mouth, or anus), oral-genital contact, sexual kissing, exhibitionism, 

voyeurism, or the involvement of the child in producing pornography. 



Clinical Definitions 

Although clinical definitions of sexual abuse are related to Federal and State 

statutes, the fundamental principle in the clinical definition is whether the encounter has a 

traumatic impact on the child. According to Faller (1993), traumatic impact is "generally 

affected by the meaning of the act(s) to the child, which may change as the child 

progresses through developmental stages" (p. 10). Three factors for clinically 

differentiating abusive from nonabusive acts have been described in the literature: (a) 

power differential, (b) knowledge differential, and (c) gratification differential. 

The presence of a power differential implies that one party (e.g., the offender) 

controls the other party (e.g., the victim) and suggests the sexual encounter is not 

consensual. Power can be derived from the role relationship between the offender and the 

victim (e.g., parent or other authority figure such as a teacher, minister, coach), from the 

larger size of the offender (e.g., ability to manipulate, physically intimidate, or force 

victim to comply), or from the offender's capability to psychologically manipulate the 

victim (e.g., bribe, cajole, or trick the victim into submission). The NCCAN suggests that 

knowledge differential is indicated if the offender is older, more developmentally 

advanced, or more intelligent than the victim (Faller, 1993). Despite inconsistencies in 

the literature, clinicians and researchers generally agree that the offender must be at least 

five years older than the victim for the act to be deemed "predatory" or abusive (Faller, 

1993; Finkelhor, 1994a). It is believed the younger the victim, the less able she/he is to 

understand the meaning and potential consequences of a sexual relationship. In the 

literature, the maximum age for an individual to be considered a victim is 16 to 18 years 
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of age (e.g.. Fallen, 1993); however, some researchers (e.g.. Risen & Koss, 1987) have 

used an age cut-off of 13 years of age for male victims. Finally, gratification differential 

refers to the goal of the sexual encounter as not being mutual sexual gratification for the 

offender and the victim. Rather, the primary purpose of the sexual activity is to obtain 

gratification for the perpetrator/offender (Faller, 1993). 

Scope of the Problem of Child Sexual Abuse 

Because sexual abuse is usually a "hidden offense" and in many instances may not 

be reported, there are no statistics on how many cases actually occur each year (Larson, 

Terman, Gomby, Quinn, & Behrman. 1994). Documentation of the scope of sexual abuse 

has resulted in two types of data, incidence figures and prevalence figures. Incidence 

figures refer to the number of cases of sexual abuse that come to the attention of 

professionals in the field each year; prevalence figures estimate the number of people 

who have suffered sexual abuse at some point in their childhood (Finkelhor, 1994a). 

Incidence Figures 

The National Incidence Study (MIS) is a congressionally mandated. Federally 

funded, periodic effort (repeated every six or seven years) of the NCCAN to count cases 

of child abuse and neglect in a representative sample of counties and extrapolate to the 

national level. The MIS survey counts all cases of child abuse or neglect reported by law 

enforcement and child protection agencies in an undupiicated fashion. In addition, 

interviews of mandated reporters (e.g., doctors, educators, child care providers, and other 

health care and mental health providers) are conducted to obtain an estimate of the 



number of cases of which these professionals are aware, but which were not reported to 

child protection or law enforcement. 

The first NIS (NIS-1) was conducted in 1979 and 1980, as mandated by P.L. 93-

247 (1974), and published in 1981. In the second NIS (NIS-2), mandated under P.L. 98-

457 (1984), data from 1986 and 1987 were examined and published in 1988. The most 

recent NIS (NIS-3; Sedlak & Broadhurst, 1996) involved the collection of data in 1993 

and 1994, with results published in 1996. There was a substantial increase in the number 

of children harmed by abuse or neglect between 1986 and 1993. During this time, the 

estimated number of children who experienced harm from abuse or neglect increased 98 

percent, from 1,424,400 children in 1986 (NIS-2) to 2,815,600 in 1993 (NIS-3). 

The estimated number of sexually abused children rose from 133,600 in 1986 to 

300,200 in 1993 (a 125% increase). In addition, within the NIS-3, girls were found to be 

three times more likely than boys to be sexual abused, a finding consistent with the NIS-2 

results. Furthermore, the NIS-3 rate of sexual abuse was relatively constant for children 

ages three or older, "indicating a broad age range of vulnerability from preschool age on" 

(Sedlak & Broadhurst, 1996, p. 7). Finally, no ethnic differences in maltreatment 

incidence were found in the NlS-3, an outcome consistent with earlier national incidence 

studies (NIS-1 and NIS-2). 

Prevalence Figures 

Because many cases of sexual abuse remain undisclosed, many researchers have 

concluded that the best estimate of the scope of the problem is obtained by asking adults 

about childhood experiences of sexual victimization (Finkelhor, 1994a). Prevalence 
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studies vary greatly in ttie methodology used to gather the data (e.g., telephone 

interviews, face-to-face interviews, questionnaires), the population used (e.g., psychiatric 

patients, incarcerated sex offenders, college students, or surveys of the general 

population), and the focus of the study (a study may focus entirely on sexual abuse, or 

sexual abuse may be just one of many issues covered in a study; Faller, 1993; Leventhal, 

1998). Finkelhor (1994a) cites an additional problem as being the different definitions of 

sexual abuse used in prevalence studies. Dimensions on which definitions may differ 

include the use of different ages (e.g., 16 or 18) to define the end of childhood or 

maximum age for a victim, the required age difference between victim and offender, the 

inclusion or exclusion of non-contact sexual acts, and abuse by peers (Faller, 1993; 

Finkelhor, 1994a). 

The considerable accumulation of evidence from prevalence studies has led 

clinicians and researchers to conclude that at least one in five females and one in ten 

males are sexually abused as children (Faller, 1993; Finkelhor, 1993,1994a, 1994b; 

Kendall-Tackett & Marshall, 1998). Finkelhor (1994a) reviewed 19 adult retrospective 

surveys completed in the United States and Canada. The surveys included in his review 

consisted of community samples and randomized sampling techniques; surveys of college 

students were omitted. At least five of the studies were national random samples. The 

percentage of adults disclosing childhood victimization ranged from 2% to 62% for 

females and from 3% to 16% for males (Finkelhor, 1994a). 

Rind and Tromovitch (1997) reported similar prevalence rates in their recent 

meta-analysis of seven national probability samples. For females, prevalence rates ranged 
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from 6% to 36%, whereas for males prevalence rates ranged from 14% to 53 percent. 

Rind and Tromovitch attributed the considerable variability in prevalence rates to the 

different definitions of child sexual abuse used by the various researchers. After 

eliminating two of the seven studies, which employed "widely inclusive" definitions of 

child sexual abuse from their analyses, prevalence rates were reported as 14% to 28% for 

females and 6% to 15% for males (p. 232). 

Epidemiological studies conducted on the international level have documented 

similar rates of child sexual abuse. In the past decade, adult retrospective studies of child 

sexual abuse have been conducted in 19 countries outside North America, including 

Australia, Austria, Denmark, Great Britain, Germany, Greece, and New Zealand 

(Finkelhor, 1994a, 1994b). These studies reveal rates of victimization comparable with 

the results of North American studies, ranging from 7% to 36% for women and 3% to 

29% for men (Finkelhor, 1994b). 

In their review, Peters, Wyatt, and Finkelhor (1984) examined variations in the 

findings of 19 surveys. The most compelling variation was not explained by the 

definitions of sexual abuse used, the sampling techniques, the response rates, the 

socioeconomic status of the respondents, or whether the participants were interviewed by 

phone, in person, or with self-administered questionnaires. Rather, Peters and colleagues 

reported that the most important aspect of these studies was the number of specific 

questions asked to ascertain a possible history of sexual victimization. Five out of six 

studies which asked women only a single question regarding history of sexual abuse had 

rates under 13%; while, seven out of eight studies asking two or more questions resulted 
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in rates over 19%. Peters et al. concluded that multiple questions were more effective in 

gaining disclosures of childhood victimization because they "gave respondents more cues 

regarding the various kinds of experiences that the study was asking about and because 

they gave the respondents a longer time and more opportunities to overcome 

embarrassment and hesitation about making a disclosure" (Finkelhor, 1994a, p. 37). 

Indicators of Child Sexual Abuse 

It is well documented in the existing literature that child sexual abuse can have 

clinically significant effects for the child (O'Donohue, Fanetti, & Elliott, 1998). However, 

as the research has shown, no specific syndrome or definitive cluster of symptoms exists 

among child sexual abuse victims (Dammeyer, 1998; O'Donohue, et al., 1998; West, 

1998). Rather, "empirical evidence to date suggests that individuals respond to childhood 

sexual victimization with a highly diverse and idiographic set of responses" (O' Donohue, 

et al., 1998, p. 360). Some researchers (e.g.. Rind, Tromovitch, & Bauserman, 1998) have 

contended that child sexual abuse does not result in detrimental effects for the victims; 

whereas others (e.g., Sandfort, 1992) suggest that some children may actually benefit 

from the sexual interactions and that the research is biased toward negative effects. 

Although some studies (e.g., Kendall-Tackett, et al., 1993) have indicated that children 

show no symptoms at all, other researchers (e.g., Browne & Finkelhor, 1986; Kendall-

Tackett, et al., 1993; Rind, et al., 1998; West, 1998) report that child sexual abuse is 

associated with a myriad of behavioral and psychological symptoms. 

Despite many studies lacking a control or comparison group and problems in 

sampling techniques. Wells et al. (1995) reported that 45-65% of sexual abuse victims 
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exhibit specific emotional and behavioral problems. In a review of the literature, Kendall-

Tackett, Williams, and Finkelhor (1993) found fears, posttraumatic stress disorder, 

behavior problems, sexualized behaviors, and poor self-esteem occurred most frequently 

among a long list of symptoms; however, no one symptom characterized a majority of 

sexually abused children. Others (e.g., Gomes-Schwanz et al., 1991; Green, 1986; 

Kendall-Tackett et al., 1993; Waterman & Lusk, 1993) have found some symptoms are 

specific to certain ages or suggest developmental trends. Additionally, some researchers 

have found substantial proportions of victims to be asymptomatic. For example, Conte 

and Schuerman (1987) indicated 21% of their sample appeared to have no symptoms; 

Mannarino and Cohen (1986) found 31% were symptom free; and Caffaro-Roughet, 

Lang, and vanSanten (1989) found 49% of their participants were asymptomatic at their 

assessment during a pediatric examination. Similarly, in a study comparing Franco-

Quebec victims to their English speaking counterparts, Wright et al. (1998) found that 

19% of the Franco-Quebec children were symptom free on every measure used in their 

study. Finally, specific aspects of sexual abuse (e.g., type of sexual act, frequency, 

duration, force, aggression, relationship of the offender, and age or gender of the child) 

have been implicated in the literature as predictors of the degree of traumatization child 

victims experience. 

Behavioral and Emotional Reactions 

In the literature (e.g., Briere & Elliott, 1994; Browne & Finkelhor, 1986; 

Finkelhor, 1990; Green, 1986; O'Donohue et al, 1998), researchers have summarized 

findings on the immediate and long-term impacts of child sexual abuse. With regard to 
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initial reactions, Browne & Finkelhor reported that the most commonly reported initial 

effect of sexual abuse in children is fear, which according to Conte & Schuerman (1987) 

may be either abuse-specific or generalized. Other empirical studies have noted that a 

significant proportion of child sexual abuse victims experience initial effects which 

include anxiety-related symptoms, sleep disturbances (e.g., nightmares), eating 

disturbances, depression, anger and hostility, and inappropriate sexual behavior. Other 

common symptoms that children manifest include delinquency, truancy, and running 

away. In addition, history of sexual abuse has also been linked with dissociative 

symptoms in children as well as with symptoms of posttraumatic stress disorder (Boney-

McCoy & Finkelhor, 1996). 

Although fear was the most commonly reported initial effect of abuse, depression 

has been cited as the most commonly reported adult symptom (e.g., Browne & Finkelhor, 

1986; Kendall-Tackett & Marshall, 1998). Additional long-term effects cited in the 

literature include anxiety, feelings of isolation and stigma, poor self-esteem, difficulty in 

trusting others, a tendency toward revictimization, substance abuse, sexual 

maladjustment, and self-destructive behaviors. Posttraumatic stress disorder and 

dissociative response are also common symptoms in adult survivors of child sexual abuse 

(Briere & Runtz, 1987; Kendall-Tackett & Marshall, 1998) 

In an effort to examine the initial psychological effects of child abuse, researchers 

from Tufts New England Medical Center gathered data on children who had been 

victimized or revealed their victimization in the prior six months. The participants, 

ranging in age from infancy to 18 years, were divided into preschool, latency, and 



adolescent age groups. The following standardized self-report measures were used so 

characteristics of the sexually abused children could be compared with norms for general 

and psychiatric populations: (1) Louisville Behavior Checklist (LBC), (2) Piers-Harris 

Self-Concept Scale, (3) Purdue Self-Concept Scale, and (4) Gottschalk Glesser Content 

Analysis Scales (GGCA). Data were gathered on four areas: overt behavior, somaticized 

reactions, internalized emotional states, and self-esteem. 

In examining the initial effects of child sexual abuse. Tufts' (1984) researchers 

found differences in the amount of pathology reported for the different age groups. 

Seventeen percent of the preschool age group (4- to 6-year-olds) met the criteria for 

"clinically significant pathology," displaying more overall disturbance than a normal 

population, but demonstrating fewer problems when compared to the norms of children 

their age who are in psychiatric care. The highest rate of occurrence of psychopathology 

was found in the latency age group (7- to 13-year-oIds), with 40% scoring in the 

"seriously disturbed" range. The researchers noted that few participants in the adolescent 

age group exhibited behaviors related to severe psychopathology, with the exception on a 

measure of neuroticism. 

As discussed by Kendall-Tackett et al. (1993) there appear to be developmental 

trends in children's responses (symptomatology) to sexual abuse. In his description of 

physical signs and symptoms. Green (1986) noted that regressive behaviors, such as 

enuresis or encopresis, thumbsucking, clinging, and separation problems are common in 

younger children while depressive symptoms and acting-out behaviors (e.g., running 

away) are more frequently found in older children and adolescents. In another study. 
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Friedrich et al. (1986) used the Child Behavior Checklist (CBCL) to assess sexually 

abused children in an outpatient clinic at a local hospital. They found 46% of the 

participants had significantly elevated scores on the Internalizing Scale of the CBCL 

(including behaviors characterized as fearful, inhibited, depressed, and overcontroiled) 

and 39% of the participants were reported to have elevated scores on the Externalizing 

Scale (including behaviors described as aggressive, antisocial, and undercontrolled 

behavior). Friedrich and his colleagues noted only 2% of a normal sample would be 

expected to score in this range. Interestingly, younger children (0-5 years) were found to 

have elevated scores on the Internalizing Scale; while older children (6-12 years) were 

reported to have high scores on the Externalizing Scale. 

In evaluating the percentages of victims with specific symptoms, Kendall-Tackett 

et al. (1993) calculated weighted averages for various symptoms across 45 studies. The 

weighted percentages were grouped by the age of the child at the time of assessment. 

Percentages were calculated for the following age groups: preschool-age (approximately 

0-6 years), school-age (approximately 7-12 years), adolescent (approximately 13-18 

years), and mixed age (e.g., 3-17 years). Although the researchers noted these were "very 

crude cuts across large developmental periods," the results suggest developmental 

patterns for symptomatology (Kendall-Tackett et al., 1993, p. 167). Specifically, when the 

children were divided into age groups, the percentage of children with a given symptom 

increased dramatically. For example, in the mixed age group only 18% of the children 

had anxiety. However, when grouped by age, 61% of the preschool age group manifested 

anxiety. Similarly, when all of the ages were grouped together, only 18% reported 
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depression. Yet, when divided into the different age grouping, 46% of the adolescents 

suffered from depression as a result of the victimization. 

Kendall-Tackett et al. (1993) found the most common behaviors for the preschool 

age group were anxiety, nightmares, general Post Traumatic Stress Disorder, 

internalizing, externalizing, and inappropriate sexual behavior. The school-age children 

were found to have symptoms including fear, neurotic and general mental illness, 

aggression, nightmares, school problems, hyperactivity, and regressive behavior. For the 

adolescents, the most common symptoms were: depression; withdrawn, suicidal, or self-

injurious behaviors; somatic complaints; illegal acts; running away; and substance abuse. 

Symptoms which were manifested by more than one age group included nightmares, 

depression, withdrawn behavior, neurotic mental illness, aggression, and regressive 

behavior. 

Other researchers (e.g., Trickett & Putnam, 1998) have also examined the impact 

of sexual abuse across developmental stages. In an extensive review of the literature, 

Trickett and Putnam sunmiarized the extant literature across the following developmental 

periods: infancy and early childhood (approximately birth to age 6), middle childhood 

(the elementary school years, or approximately age 6 to 11 or 12), adolescence (the 

secondary schools years), and adulthood. For the infancy and early childhood age group, 

the primary effects were somatic problems (e.g., enuresis, stomachaches, and headaches), 

inappropriate sexual behavior, internalizing problems (e.g., anxiety and withdrawal), and 

developmental delays. 
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The middle childhood age group was found to have difficulties with externalizing 

problems (e.g., aggression and conduct problems), elevated dissociation, problems with 

peer relationships, and poor school performance (Trickett & Putnam, 1998). Inappropriate 

sexual behaviors, internalizing problems, psychobiological effects (particularly those 

related to high stress levels; e.g., elevated catecholamine levels, Cortisol dysregulation) 

were also noted in the middle childhood age group. However, Trickett and Putnam noted 

inconsistencies in the existing literature regarding somatic complaints and anxiety in this 

age group. 

For the adolescents, the most commonly reported symptoms included 

psychobiological problems (e.g., dysregulated Cortisol, increased catecholamine levels), 

internalizing and externalizing problems, increased dissociation, and school performance 

problems (Trickett & Putnam, 1998). Although the adolescent symptoms are similar to 

those experienced by the middle childhood aged children, adolescents were found to 

manifest the behaviors differently. Specifically, adolescents were more likely to be 

actively delinquent, sexually active, and exhibiting suicidal behaviors than their middle 

childhood age counterparts. 

In the adult samples, the commonly reported symptoms were depression, anxiety, 

substance abuse, externalizing problems, revictimization rates, and difficulties with child 

rearing. Trickett and Putnam (1998) noted that the existing literature is inconclusive 

regarding the following adult symptoms: marital or other interpersonal relationships, 

sexual dysfunction, and somatization. 
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Asymptomatic Victims 

As previously stated, many researchers have found substantial percentages of 

sexually abused children to be asymptomatic on current diagnostic measures. 

Investigation of asymptomatic sexually abused children has important clinical 

implications, especially for those children in whom the impact of the sexual abuse may be 

muted or masked (Kendall-Tackett et al., 1993). Unfortunately, the literature on 

asymptomatic victims is scant. In fact, only a small number of researchers have reported 

figures on asymptomatic victims of child sexual abuse. Kendall-Tackett and colleagues 

(1993) propose such figures are not reported in the literature out of concern that such 

figures might be misinterpreted or misused. 

Researchers have proposed several explanations for why so many children appear 

to be asymptomatic. One plausible explanation is that the studies involved inadequate 

measurement techniques and the instruments used failed to assess the appropriate 

symptoms (Finkelhor, 1990). Further, Kendall-Tackett et al. (1993) stated the insuoiments 

were simply not "sensitive enough...only a limited range of possible effects were 

examined" (p. 168). Therefore, some of the children labeled "asymptomatic" may have 

manifested symptoms on dimensions that were not measured in the studies reviewed. 

A second explanation is that the children who are asymptomatic have yet to 

manifest their symptoms, or may be in a denial pattern at the time of initial assessment 

(Finkelhor, 1990; Kendall-Tackett et al., 1993). Berliner (1991) proposed true 

traumatization occurs at subsequent developmental stages, when the child's victim status 

comes to have more meaning or consequences for them. Thus, these asymptomatic 
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children would be expected to manifest symptoms later on. A study by Gomes-Schwartz 

et al. (1990) supports this explanation. Gomes-Schwartz et al. (1990) found the 

asymptomatic children in their study displayed more problems by the time of the 18-

month follow up; 30% of the asymptomatic children had developed symptoms. 

A final explanation is the asymptomatic children are possibly less affected; or 

have suffered less serious abuse (Finkelhor, 1990). Kendall-Tackett and colleagues 

(1993) suggest asymptomatic children may be more "resilient" and have the 

psychological, social, and treatment resources to cope with the stress of abuse. In his 

discussion on clinical findings on such asymptomatic children, Finkelhor (1990) 

concluded, 

such asymptomatic children are more likely to have been abused for a shorter 

period of time, without force and violence or penetration, by someone who is not 

a father figure, and to have gotten support from parents in the context of a 

relatively well-functioning family (p. 328). 

Rind and Tromovitch (1997) suggested the previous explanations of 

asymptomatic children imply that harmful effects stemming from child sexual abuse are 

pervasive and intense. Rind and Tromovitch argued that by listing a long series of 

symptoms (e.g., posturaumatic stress disorder, suicide, self-mutilation behaviors, and 

dissociative responses), many reviewers have implied the effects of child sexual abuse are 

severe. The authors claimed such conclusions were based on biased samples. In their 

meta-analysis of seven national probability samples. Rind and Tromovitch found in the 
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"general population that child sexual abuse is not associated with pervasive harm, and 

that harm, when it occurs is not typically intense" (p. 237). 

Similar results were ascertained in a review of 59 studies based on college 

samples (Rind, et al., 1998). The results of their meta-analysis indicated self-reported 

effects of child sexual abuse did not result in lasting psychological harm among college 

students who were sexual abused as children. Rind et al. concluded the empirical 

evidence from college samples closely parallels that of national samples (e.g.. Rind & 

Tromovitch, 1997), suggesting child sexual abuse does not "cause intense harm on a 

pervasive basis regardless of gender in the college population" (p. 46). 

Characteristics of the Abuse Experience 

Most clinicians and investigators have agreed that the degree to which a child is 

traumatized and the way the child expresses emotional distress are greatly influenced by 

the child's developmental level, as well as the nature of the sexual abuse (Browne & 

Finkelhor, 1986; Gomes-Schwanz et al., 1990; Green 1986; Kendall-Tackett et al., 1993; 

and Mannarino et al., 1994). Researchers have investigated the effects of specific aspects 

of sexual activity (e.g., type of sexual act, frequency, duration, involvement of force and 

aggression, and relationship of offender) as well as the circumstances surrounding the 

sexual abuse (e.g., age of the child at initial traumatization, and gender of the child). 

Several of these aspects of sexual abuse have been implicated repeatedly in the literature 

as predictors of the degree of traumatization children experience (Gomes-Schwartz et al., 

1990; Green, 1986; Zlotnick, et al., 1996). 
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Results from empirical studies have suggested that there is a relationship between 

the type of sexual contact and subsequent effects on childhood victims. In general, less 

serious forms of sexual contact have been associated with less trauma (Browne & 

Finkelhor, 1986). Russell (1984) concluded that the factors of more serious sexual 

behavior (e.g., intercourse vs. fondling), abuse of a longer duration, and abuse taking 

place more frequently were linked to more negative effects on the victims. In another 

study. El well and Ephross (1987) found that children who experienced vaginal or rectal 

intercourse tended to display high levels of trauma, while children who were abused by 

fondling, oral-genital contact, or attempted intercourse evidenced lower levels of trauma. 

In their review of the literature, Kendall-Tackett and colleagues (1993) noted that 

penetration (oral, anal, or vaginal) led to a greater number of symptoms for victims. 

However, other studies (e.g., Browne & Finkelhor, 1986; Tufts. 1984) have shown 

inconsistent relations between type of sexual activity and effects of the abuse. 

Other investigators have suggested that the degree of force or aggression 

associated with the abuse is more important than the sexual act itself (Gomes-Schwartz et 

al., 1990). The use of force and aggression during the abuse has been found to result in 

greater degrees of trauma and behavioral difficulties manifested in the child victims 

(Browne & Finkelhor, 1986; Finkelhor, 1979; Friedrich et al, 1986; Kendal-Tackett et al., 

1993; and Tufts, 1984). In addition, a higher frequency and longer duration of abuse have 

been linked to increased behavioral symptoms in victims (Kendal-Tackett et al., 1993). 

Browne and Finkelhor (1986) noted that although clinicians assume a greater duration of 

abuse is more traumatic; there are contradictory conclusions in the literature about the 



relation between duration and trauma. For example, the Tufts (1984) study found no 

association between duration of abuse and measures of distress, using the Louisville 

Behavior Checklist and the Ehardue Self-Concept Scale. In contrast, Kendall-Tackett and 

Marshall (1998) suggested that the severity of the sexual act is frequently related to the 

duration of the abuse, with more severe acts occurring over time. 

The relationship of the offender to the child is another factor related to the impact 

of abuse often found in the literature. The preponderance of studies have indicated that a 

perpetrator who was close to the victim results in more serious effects than one who was 

less close (Browne & Finkelhor, 1986; Friedrich et al., 1986; Kendall-Tackett et al., 

1993). Browne and Finkelhor (1986), as well as others (e.g., Finkelhor, 1979; Tufts, 

1984) concluded that abuse by fathers or stepfathers result in greater trauma, compared 

with all other types of perpetrators (e.g., other relatives, peers, or strangers). However, 

other studies have found no difference in the impact of abuse by family members versus 

abuse by other offenders (e.g., Gomez-Schwartz, Horowitz, and Cardarelli, 1990). In 

another study. El well and Ephross (1987) concluded that although the relationship of the 

offender was associated with the extent of trauma, a clear direction of association was not 

found. 

In a study by Fischer and McDonald (1998) archival data of 1,037 cases of child 

sexual abuse were examined to explore differences between intrafamilial (perpetrator 

from the child's family) and extrafamilial (perpeurator from outside the family such as 

stranger, teacher, or friend). The results indicated that intrafamilial victims were about 

three years younger than extrafamilial victims; and intrafamilial abuse was of a longer 
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duration than extrafamilial. When the seriousness of abuse was divided into three 

categories (e.g., very serious, moderately serious, and least serious), the results showed 

intrafamilial abuse involved significantly more serious sexual behaviors than 

extrafamilial in the moderately serious and very serious categories. No statistically 

significant differences were found for the least serious sexual behaviors. In addition, 

extrafamilial sexual abusers were found to use physical/verbal force more often than 

intrafamilial abusers. Interestingly, extrafamilial abusers used a higher proportion of 

enticement (e.g., money, candy, etc.), whereas a higher proponion of intrafamilial abusers 

instructed the victim not to tell anyone about the abuse. Finally, no significant 

associations were found between the gender of the victim and the intrafamilial-

extrafamial differences. 

Trickett, Horowitz, Reiffman, and Putnam (1997) used multiple regression 

analyses to examine the relationships between age at onset of abuse, severity, duration, 

use of force, and the identity of the perpetrator. Abuse severity (i.e.. penetration involved) 

and abuse by a biological father were found to be the most significant mediators of the 

impact of the sexual abuse. Specifically, abuse severity was predictive of depression and 

hallucinatory symptoms; whereas abuse by a biological father was predictive of 

aggression, delinquency, and other externalizing (acting-out) behaviors. When these two 

variables (severity and abuse by biological father) were controlled for, age at onset of 

abuse, duration, and use of force were not significant predictors of developmental 

outcomes. 
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Considerable debate exists in the literature about the importance of the child's age 

at the initial traumatization (Gomes-Schwartz et al., 1990). Some have contended that 

very young children may be less able to comprehend the sexual nature of the experience; 

therefore they would experience less enduring emotional trauma (Browne & Finkelhor, 

1986; Gomes-Schwartz et al., 1990). Others have suggested that the older the child at the 

time of onset, the greater probability of emotional trauma (Adams-Tucker, 1982). 

A recent study by Manion and colleagues (Manion et al., 1998) examined the 

emotional and behavioral adjustment of children and their parents within three months, 

and again at one year, following the discovery of child extrafamilial sexual abuse. A 

variety of measures (e.g., Piers-Harris Children's Self Concept Scale - Revised, 

Depression Self-Rating Scale for Children, Children's Self-Efficacy for Peer Interaction 

Scale, Adolescent Social Self-Efficacy Scale, Fear Survey for Children - Revised, the 

Sexual Abuse Fear Evaluation Scale, and the Childrens' Impact of Traumatic Events 

Scale) were used to obtain information regarding the impact of the sexual abuse on the 

children. Parent and teacher report measures were also included. Manion and his 

colleagues found that being female was associated with poorer adjustment. Younger 

victims were also associated with poor adjustment on measures of total fears, sexual 

fears, and externalizing and internalizing behaviors; while older victims were associated 

with poorer adjustment on measures of anxiety and interpersonal discomfort. Finally, 

greater coercion was associated with poorer adjustment on measures of externalizing 

behavior, while the age of the perpetrator (adult vs. adolescent) was related to poor 

adjustment in terms of internalizing behavior problems. 
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With regard to the gender of the victim, there is a scarcity of studies addressing 

this aspect of abuse. In a review of the literature, Kendal-Tackett (1993) concluded that 

patterns of symptoms differed for boys and girls. In a related study, Friedrich and 

colleagues (1986) found that boys and girls displayed different responses to abuse and 

have different factors associated with severe effects of abuse. Specifically, the risk factors 

for boys included abuse of a longer duration, close relationship between the perpetrator 

and the victim, and a longer interval of time since the last incident of abuse. For girls, the 

risk factors consisted of abuse which is more frequent, more severe, and which involved a 

closer relationship between the perpetrator and the victim. 

Feiring, Taska, and Lewis (1999) recently examined the relationships between the 

age at the onset of abuse and the gender of the victim with psychological distress. The 

results indicated adolescents (ages 12- to 15-years), when compared to younger children 

(ages 8- to 11-years), reported higher levels of depressive symptoms, negative reactions 

by others, and lower levels of self-esteems, social suppon, and sexual anxiety. These 

results are consistent with the presence of developmental trends suggested in other studies 

(e.g., Kendall-Tackett, et al., 1993). 

Although the authors admitted the generalizability of the findings may be limited, 

due to the small sample of boys, gender differences were reported. Feiring et al. found 

that females report more internalizing and posttraumatic stress symptoms than boys. 

Specifically, girls reported higher levels of intrusive thoughts, hyperarousal, sexual 

anxiety, lower levels of eroticism, personal vulnerability, and perceiving the world as a 

dangerous place. 
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A final characteristic of abuse examined in the literature is the ethnicity of the 

victims. Although the National Incidence Study (Sedlak & Broadhurst, 1996) indicated 

no overall ethnic group differences, there are some indications of differences in the abuse 

experiences documented in the literature. For example, Russell (1984) reported that 

overall rates of child sexual abuse are lowest for Asian women, but highest for Hispanic 

women when reported retrospectively. In their sample of 6- to 16-year-old sexually 

abused girls Trickett and colleagues (1997) found that African-American giris were, on 

average, abused at an older age and for a shorter duration than the Caucasian girls. In 

contrast, Wyatt (1985) reported that African-American children have approximately the 

same rates of victimization as Caucasian children, but were more likely to experience 

penetration as a part of the abuse experience. 

In another study, Huston, Prihoda, Parra, and Foulds (1997) indicated ethnic 

differences in the characteristics of the abuse experience. Huston et al. reviewed the 

records of 1,885 under age 18 and found that African-American girls were more likely to 

report vaginal penetration, where as Mexican American children were more likely to 

report rectal penetration. Finally, Trickett, Allen, Schellenbach, and Zigler (1998) 

suggested that the namre of the sexual abuse experience, in terms of severity and 

chronicity, might vary by ethnic group as a function of exposure to community violence. 

Summary of the Literature Review 

The scope of the problem of sexual abuse has been well documented in the 

literature. Continuing the investigation of developmental trends in symptomatology in 

childhood victims of sexual abuse has the potential of advancing the understanding of the 
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impact of such abuse on its victims. Greater icnowledge of the impact of sexual abuse is 

needed, both in terms of developing social policy, as well as providing appropriate 

clinical intervention. 

Purpose of the Present Studv 

The primary purpose of the present study was to develop further understanding of 

developmental trends in symptomatology and abuse impact beyond current information. 

Specifically, this study examined the database from one community's sexual abuse 

evaluation clinic and compared the data with national data in terms of child and 

perpetrator characteristics. Data from the most recent national incidence study, the Third 

National Incidence Study of Child Abuse and Neglect (NIS-3; Sedlak & Broadhurst, 

1996) was used for this comparison. Specific variables included in this investigation were 

the child's age, gender, and ethnicity; as well as the perpetrator's relationship to the child, 

gender of perpetrator, and age of perpetrator. In addition, developmental trends in 

symptomatology were examined by comparing rates of reported symptoms (behavioral 

and somatic symptoms) among different age groups within the sample. Characteristics of 

the abuse experience in terms of the outcome of the physical examination were also 

investigated. Finally, in an effort to improve to the quality of the data collection over 

time, a general assessment of the database was included so that appropriate variables for 

assessing childhood sexual abuse as well as information from existing instruments used 

in the field could be discussed. 
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CHAPTER 3 

METHOD 

Sample 

Of a total of 713 children evaluated at a university-based sexual abuse clinic, 48 

cases in the database were completely empty and therefore were deleted from the 

database for the present study. The sample included 665 children, ranging in age from 7 

months to 16 years, 11 months; with a mean of 7 years, 3 months; standard deviation of 3 

years, 10 months; and median of 6 years, 10 months. The sample was composed of 

patients who were examined in a local sexual abuse evaluation clinic for allegations of 

sexual abuse. Data were gathered on every child seen in the clinic from May, 1992 

through April, 1997; there were no exclusionary criteria. Of the total sample, 78% were 

female, 16% were male, and 6% were coded as missing data or involved data entry errors. 

Forty-nine percent were Caucasian, 35% were Hispanic, 5% were African-American, 5% 

were Native American, 1% were Asian, 1% were multiple race, and 4% were coded as 

missing data. In comparison, the 1990 U.S. Government census data revealed the local 

population composition was 69% Caucasian, 25% Hispanic, 3% African-American, and 

1% Native American. 

Measurement 

A database, developed by physicians and staff in a sexual abuse evaluation clinic 

in the pediatrics department of a university medical center, provided the data for this 

project. The database coding form was designed for the systematic collection of data on a 

variety of variables involving childhood victims of sexual abuse. The database coding 
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form consisted of four distinct elements. The first section. Social Worker Coding Form, 

was completed by the social worker at the time of assessment. This section involved the 

collection of demographic information about the patient, as well as the specific 

behavioral symptoms the patient was presenting with at the time of the assessment (see 

Appendix A). Cases were referred to the sexual abuse evaluation clinic from four possible 

sources: Child Protective Services, law enforcement agencies, outside physicians, or 

"self referrals (e.g., parent, other relative). The respondent for this section was typically 

the individual who accompanied the child to the examination (e.g., parent, caseworker). 

The identification of the respondent was not recorded; therefore, the extent or accuracy of 

information gathered by the social worker may have varied case by case. The second 

component. Referring Agency Coding Form, involved gathering information on the 

alleged perpetrator and specifics regarding what happened during the alleged assault (see 

Appendix B). In the early stages of the on-going research project, this second section was 

completed via mail by the referring agency (e.g.. Child Protective Services, law 

enforcement agency, or outside physician). Due to low return rates, procedures were 

changed so that the social worker completed this section, in addition to the first section. 

The third element of the database. Physician Coding Form, was comprised of variables on 

medical history, somatic symptoms, and physical findings (see Appendix C). The 

physician who conducted the physical examination of the patient completed this section, 

as well as the fourth component. The fourth section. Assessments, consisted of two types 

of conclusions made from the physical exam, the likelihood of abuse by history and the 

categorization of the clinical findings (see Appendix D). This fourth element was added 
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fairly late into the research project. In the present study, 361 of the 665 cases included 

this element. 

Data Analysis 

Demographic Data 

Descriptive demographic data from the present study were compared to data from 

the Third National Incidence Study of Child Abuse and Neglect (NIS-3; Sedlak & 

Broadhurst, 1996) to determine if the local sample was representative of national 

statistics. With respect to the sample data, non-statistical comparisons were used due to 

the imprecision of the national figures and substantial proportions of unknown data in the 

sample. Rates of the children's age, gender, and ethnicity; as well as characteristics of the 

perpetrators (e.g., relationship to the child, gender, age) were compared to those statistics 

cited in the NIS-3. 

Other Analyses 

To examine other variables of interest in the data, the following age groups were 

used: young children (0- to 5-year-olds), middle-childhood (ages 6 to 11), and adolescents 

(ages 12 and older). The age groups were selected based on the NIS-3 (Sedlak & 

Broadhurst, 1996); however, other researchers (e.g., Friedrich, et al., 1986; Kendall-

Tackett et al., 1993; Tufts, 1984) have used similar age groups in their smdies. 

Using the age groupings defined above, rates of the specific behavioral symptoms 

(e.g., sexuallzed behavior, sleep problems, conduct problems, withdrawal, depression, 

suicide attempts, psychosis, runaway, substance abuse, criminal charges, flash backs, and 

school performance change) and somadc symptoms (e.g., abdominal pain, headaches. 
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dysuria, discharge, constipation, nightmares, anxiety, enuresis, and encopresis) were 

compared by age group. The relationship between symptomatology and the categorization 

of clinical fmdings was also explored. 

In addition, the characteristics of the abuse experience with the outcome of the 

physical examination were investigated. The two outcome variables (e.g. categorization 

of clinical findings; likelihood of abuse by history) from the Assessment section of the 

database coding form were included in this investigation (refer to Appendix). The 

following variables were examined individually with the two outcome variables: 

frequency, duration of abuse in months, coercion variables (i.e., threat, bribe, force), 

perpetrator relationship to the child, child's age at onset, and gender of the child. 

Additional variables included in this investigation were the variables related to fondling 

(i.e., breast, genital, rectum), digital penetration (i.e., vaginal, anal), oral contact by 

perpetrator (i.e., genital, nongenital), oral contact by victim (i.e., genital, nongenital), anal 

penetration, and vaginal penetration. 

Finally, an overall evaluation of the database was included in this project. The 

percentage of missing data and the correspondence of decrease in missing data to changes 

made in the data collection (e.g., did changing the procedure improve the quality of the 

data collection over time?) were explored. 

Analyses of contingency tables using chi-square tests of independence were 

applied to results when the rule of five was satisfied. According to Kennedy (1992), the 

rule of five refers to cells containing an expected frequency (not an observed frequency) 

of less than five cases. When a table has a large proportion of cells with expected values 
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less than five, the chi-square test cannot be used (Kennedy, 1992). In the present study, if 

25% or more of the cells in the tables contained expected frequencies less than five, it 

was deemed problematic. As suggested by Kennedy (1992), combining neighboring 

categories or regrouping the data can be used to satisfy the rule of five. This suggestion 

was employed in this study. However, Kennedy indicated, "this remedy must be 

implemented with caution for not only can combining categories result in a loss of 

statistical power (Cochran, 1954), but...it can result in marked distortion of findings" (p. 

48). 

The significance of the chi-square tests was evaluated using the traditional alpha 

level of .05. Follow-up analyses to statistically significant chi-square tests involved the 

examination of standardized residuals, as suggested by Haberman (1973). When the 

standardized residuals failed to isolate the cell(s) responsible for the significance of the 

associations, the adjusted standardized residuals were analyzed (Haberman, 1973). Cells 

with residuals (standardized or adjusted standardized) of 2.0 or greater represented cells 

that contributed to the significance of the chi-square test. 
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CHAPTER 4 

RESULTS 

The results of the analyses described in Chapter 3 are divided into three sections 

in this chapter. The first section presents a descriptive comparison of the sample data with 

national statistics. The second section includes an examination of the sample data in 

terms of chi-square analyses for gender and ethnicity by age, percentages of 

asymptomatic children, percentages of children with behavioral and somatic symptoms, 

and chi-square tests of independence on symptomatology variables. An analysis of abuse-

specific variables (e.g., nature of the abuse acts, duration, frequency, coercion, etc.) is 

also included. The final section presents an overall evaluation of the database. Due to 

substantial portions of missing data for numerous variables in the sample, percentages of 

missing data or unknown data on specific variables are provided throughout this chapter. 

To differentiate, unknown data refers to those cases for which, at the time of the 

assessment, the data on the specific variables of interest were unknown to the 

interviewee. Missing data refers to those cases with empty cells for the specific variables. 

All statistical analyses were performed with SPSS (NoruSis, 1990). 

Descriptive Comparison of Local Sample to National Data 

Children's Gender 

As indicated in the plan for analysis, the distributions of the data on various 

demographic characteristics (e.g., child's age, gender, etc.) were examined in order to 

determine if the local sample was similar to national statistics. One of the variables of 

interest in the literature is the gender of the victim, as females have been found to be 
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the victims were females, 16 % were male, and 5% of the data were coded having 

unknown gender. Less than 1% of data was coded as missing or involved data entry errors 

for the children's gender. These results Indicate that females were at greater risk of 

victimization compared to males. This finding is similar to the NIS-3 data where it was 

reported that females were three times as likely to be sexually abused than males (Sedlak 

& Broadhurst, 1996). 

Children's Age 

Many researchers (e.g., Friedrich, et al., 1986; Green 1986; Kendall-Tackett, et 

al., 1993; Tufts, 1984) have grouped the participants in their studies into age groups to 

investigate various variables of interest. This method was employed in this study. 

Children were grouped into the following age groups: 0- to 5-year-olds, ages 6 to 11, and 

ages 12 and older. Table 1 presents the distribution of the age of the participants in the 

sample data. 

Table 1 

Age Distribution of Sample Data 

Age of Child Frequency Percent 

0 to 5 Years 236 36 

6 to 11 Years 259 39 

12 Years & Older 87 13 

Missing Data/Data Entry Errors 83 13 

Note: Percentages do not sum to 100 due to rounding error. 
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Relatively similar proportions of children were evident in the 0- to 5-year olds and 

6- to 11-year olds age groupings. Fewer (13%) of the children were in the age group, 12-

years and older. Thirteen percent of the sample was coded as missing data or involved 

data entry errors for age. 

In the NIS-3, lower incidence rates of maltreatment were found among the 

younger children (0- to 2-year-olds and 0- to 5-year-olds) than in older children (ages 6 to 

11). In the distribution of incidence rates for sexual abuse in the NIS-3, there were "very 

low" rates of sexual abuse for 0- to 2-year-olds, but "relatively constant" rates for 

children ages 3 years and older (Sedlak & Broadhurst, 1996, p. 7). 

In the sample, one categorization was used for younger children (0- to 5-year 

olds), whereas the NIS-3 reponed data on two groupings of young children, 0- to 2-year 

olds and 0- to 5-year olds. While the national data reflected steady rates of sexual abuse 

for children ages 3 and older, the sample data revealed similar proportions of children in 

the younger two age groupings (i.e., 0- to 5-year olds, 6- to 11-year olds), but fewer 

children over the age of twelve. 

Children's Ethnicity 

In the present study, the ethnicity of the participants was coded as White Non-

Hispanic (Caucasian), Hispanic, African-American, Native American, Asian, and 

multiple race. In the sample data, 49% were White Non-Hispanic, 35% were Hispanic, 

5% were African-American, 5% were Native American, 1% were Asian, \% were 

multiple race, and 4% were coded as unknown ethnicity. In the NIS-3, no significant 

ethnic differences in the incidence of sexual abuse were found, although the NIS-3 did 



not report specific statistics regarding ethnicity. The ethnicity variable, and its possible 

relationship with age, is examined more closely in the section of results regarding the 

examination of the sample data. 

Relationship of Perpetrator 

The relationships of the perpetrators to the victims were also compared to national 

statistics. In the local sample the relationships of the perpetrators were coded as parent, 

step-parent/equivalent, grandparent, aunt/uncle, sibling, cousin, family friend, 

teacher/coach/youth leader, daycare worker, stranger, foster parent, and unknown. In the 

sample data the largest numbers of the children were abused by a birth parent (18%), 

followed by 16% of the perpetrators' relationships being unknown. Fifteen percent of the 

cases involved a step-parent/equivalent and a sibling abused 10% of the children. Other 

percentages were as follows: family friend 8%, daycare worker 8%, aunt/uncle 5%, 

cousin 4%, grandparent 3%, stranger 2%, foster parent 1%, and teacher/coach/youth 

leader 1%. Nine percent of the sample data was coded as missing data or involved data 

entry errors for perpetrators' relationships to the victims. 

In the NIS-3, someone other than a parent or parent-substitute sexually abused 

"nearly" 50% of the children, while only 25% were sexually abused by a birth parent 

(Sedlak & Broadhurst, 1996, p. 12). Tragically, if the perpetrator was a birth parent, the 

sexually abused children were found to sustain a serious injury or impairment in the NIS-

3. This finding is supported in the literature as researchers (see Browne & Finkelhor, 

1986; Finkelhor, 1979; Friedrich et al., 1986; Kendall-Tackett et al., 1993; Tufts, 1984) 



have generally agreed a perpetrator who was close to the victim results in greater trauma 

than one who was less close. 

The relationship of the perpetrator and the possible association with the outcome 

of the physical assessment is examined in the section of results on the abuse 

characteristics. However, it is noteworthy that the only three cases classified as definite 

(no possible explanation except sexual activity) were cases that involved first- or second-

degree relatives as the perpetrators. This observation is consistent with the results of the 

NlS-3. 

Perpetrator's Gender 

Another variable of interest was the gender of the perpetrator. In the sample data, 

67% of the perpetrators were male, 2% were female, 23% were unknown gender, and less 

than 1% were both (in cases with multiple perpetrators). The large number of unknown 

gender for perpetrators possibly occurred when the children were brought to the clinic on 

suspicions of sexual abuse with no information regarding an alleged perpetrator. Nine 

percent of the cases included missing data (empty cells) or data entry errors for 

perpetrators' gender. Comparatively, males abused 89% of the children in the NIS-3, 

while 12% of the cases involved a female perpetrator (Sedlak & Broadhurst, 1996). 

Perpetrator's Age 

A final perpetrator characteristic compared between the sample data and national 

statistics was the age of the offender. In 35% of the cases in the sample, the ages of the 

perpetrators were unknown. Following are the percentages for the various age groupings: 

less than 15 years 11%, 15 to 18 years 6%, 19 to 21 years 2%, 22 to 35 years 21%, 36 to 



49 years 12%, and 50 years and older 5%. Eight percent of the cases involved missing 

data or data entry errors for the ages of the perpetrators. 

Much like the sample data, 33% of the perpetrators' ages in the NIS-3 were 

unknown (Sedlak & Broadhurst, 1996). For the sexually abused children in the NlS-3, 

perpetrators less than 26 years of age had victimized 22% percent of the children. No 

other statistics about the ages of the perpetrators were cited in the NIS-3 for sexually 

abused children. 

Overall, the sample data appeared to be relatively similar with national data from 

the NIS-3 in terms of the children's gender, relationship of the perpetrator, perpetrator's 

gender, and perpetrator's age. Less clear were the comparisons of the children's age and 

ethnicity with the NIS-3. 

Examination of Sample Data 

As indicated in the plan for analysis, rates for various variables (e.g., children's 

age, ethnicity, behavioral and somatic symptoms, and abuse characteristics) were 

examined in the sample data. The variables selected for analysis were based on the 

national data as well as those cited in the literature. 

Children's Gender and Age 

Although females have been found to be disproportionately at greater risk of 

victimization, an issue that has been repeatedly noted in the literature is the relationship 

between the gender and age of the childhood victims. A chi-square test of independence 

was used to explore the association between age and gender of the participants in the 

sample data. Table 2 presents the observed firequencies from this analysis. 
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Table 2 

Chi-Square Analysis for Gender with Age 

Gender 

Age Group Female Male Row Total 

0 to 5 Years 177 (.2) 40 (.9) 217 

6 to 11 Years 201 (.5) 49 (1.1) 250 

12 Years & Older 76 (.4) 5(2.4) 81 

Colunm Total 454 94 548 

Note: Values enclosed in parentheses represent standardized residuals. 

The null hypothesis of no association between the age and gender of the children 

was rejected (x" (2, n = 548) = 8.18,2 = .017). Haberman's (1973) method for analyzing 

standardized residuals was used to locate the cells responsible for the significance of the 

relationship. In the present analysis, the influential cell was the fewer number of males, 

ages 12 years and older (refer to Table 2). 

Children's Ethnicity and Age 

Another variable of interest was the children's ethnicity. Using the previously 

described three age groupings, a chi-square test of independence was conducted to 

examine the association between the ethnicity and age of the participants in the sample 

data. Due to low expected values, the Native American, Asian, and multiple race 

classifications were combined into the category, other, for the analysis. The result failed 

to show a statistically significant association between the ethnicity of children with age, 
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X~ n= 563) = 8.47, g = .206. Table 3 shows the observed frequencies from this 

analysis. 

Table 3 

Chi-Square Analysis for Age with Ethnicity 

Ethnicity 

Age Group 
White Non-

Hisoanic 
White 

Hisoanic 
African 

American Other Row Total 

0 to 5 Years 130 72 13 17 232 

6 to 11 Years 116 99 10 21 246 

12 Years & Older 35 37 5 8 85 

Column Total 281 208 28 46 563 

Percentages of Asymptomatic Children 

Statistics regarding the percentages of asymptomatic children have important 

clinical implications, especially for the "group of children in whom the impact of abuse 

may be muted or masked" (Kendall-Tackett, 1993, p. 168). Percentages of asymptomatic 

children in the local sample are summarized in Table 4. 
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Table 4 

Percentages of Asymptomatic Children by Age Group 

Age Group 

Symptoms O t o 5 Y r s  6 t o l l Y r s  1 2  Y r s &  O l d e r  T o t a l  

No Behavioral 10 8 6 8 

No Somatic 31 23 32 27 

No Behavioral or Somatic 5 2 3 3 

A review of the results indicates 10% of the children in the 0- to 5-years old age 

grouping displayed no behavioral symptoms, compared to 8% of the 6- to 11-year olds 

and 6% of the children in the 12- years and older age grouping. A larger number of 

children did not display any of the somatic symptoms in the local sample. Thirty-one 

percent of the children in the youngest age grouping did not exhibit any somatic 

symptoms, while 23% of the children in the 6- to 1 l-year olds age grouping and 32% of 

the 12-years and older age grouping did not manifest any somatic symptoms. When 

combined, the percentages of children who did not display any behavioral or somatic 

symptoms were as follows: 0- to 5-year olds 5%, 6- to 11-year olds 2%, and 12-years and 

older 3%. 

Percentages of asymptomatic children for the total sample were also computed. 

Eight percent of the total sample displayed no behavioral symptoms, while 27% did not 

manifest any of the somatic symptoms. When combined, 3% of the total sample did not 

display any of the behavioral or somatic symptoms. 
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Due to the markedly low frequencies for many of the behavioral and somatic 

symptoms, the percentages of children with unknown data on these variables were 

calculated. Unknown refers to those cases, which at the time of the assessment, the data 

on the symptoms were unknown to the interviewee. Twenty-five percent of the children, 

or 165 out of 665 cases, had unknown data for all of the behavioral symptoms. Twenty-

one percent of the total sample had unknown data with regard to the somatic symptoms. 

When combined, 10% of the sample (or 65 cases) had unknown data for the behavioral or 

somatic symptoms. 

The percentage of missing data on the behavioral and somatic symptoms 

combined was also calculated. Missing data refers to the variables, which had empty cells 

in the database. Across the 665 cases and 22 symptom variables (12 behavioral and 10 

somatic), only 73 cells (not cases) had missing data, corresponding to less than 1% of the 

data. 

Overall, a clear understanding of the asymptomatic children is confounded by the 

fact that many children had unknown information regarding behavioral and somatic 

symptoms. Although the database appeared relatively complete, as less than 1% of the 

data was missing (contained empty cells), substantial proportions of the data were 

unknown at the time of assessment. As previously indicated, 25% of the children had 

unknown data for all of the behavioral symptoms, 21% of the children presented with 

unknown information about somatic symptoms, and when combined, 10% had unknown 

data for the behavioral and somatic symptoms. 
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Percentages of Children with Reported Individual Symptoms 

As suggested by Kendall-Tackett et al. (1993), knowing the actual percentage of 

victims with each symptom can be an important guide to clinicians in diagnosis and 

treatment as some symptoms may occur more often in some victims or "occur so rarely 

that they are of little concern to the majority of children in treatment" (p. 167). The 

authors also indicated that knowledge regarding percentages of symptoms could be 

"helpful for clinicians and researchers who may want to anticipate the consequences of 

abuse or develop theory about the process of recovery from abuse" (p. 167). Table 5 

presents the percentages of children with each of the symptoms (behavioral and somatic) 

by age group in the sample data. 
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Table 5 

Percentages of Children With Reported Individual Symptoms 

Age Group 

O t o S Y r s  6 t o l l Y r s  1 2  Y r s &  O l d e r  T o t a l  S a m p l e  
(n = 236) (n = 259) (n = 87) (n = 665) 

Behavioral Symptoms 
Sexualized 28 24 15 25 
Sleep Problems 30 27 23 28 
Conduct Problems 17 24 10 18 
Withdrawal 4 12 18 10 
Depression 0 5 16 5 
Suicide Attempts <l <1 7 2 
Psychosis 0 0 0 <1 
Runaway 0 2 8 3 
Substance Abuse 0 <1 6 1 
Criminal Charges 0 0 3 <1 
Flashbacks 2 I 8 2 
Sch. Perf. Change <1 6 10 5 

Somatic Symptoms 
Abdominal Pain 3 6 6 5 
Headaches <1 3 6 3 
Dysuria 8 14 6 10 
Discharge 6 9 10 8 
Constipation 5 7 1 5 
Nightmares 7 11 12 10 
Anxiety 5 5 3 5 
Enuresis 17 14 0 13 
Encopresis 2 5 0 3 
Other Somatic 10 17 31 19 

Note: Percentages do not sum to 100 because the symptoms listed were not independent. 

Some children were reported to have more than one symptom, whereas other children 

were reported to exhibit no symptoms at the time of assessment. 
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Because Table 5 is complex, following is a summary of its contents. For each age 

group, the behavioral symptoms are summarized, followed by a description of the somatic 

symptoms. Afterward, an overall account of the most and least common symptoms is 

reported. 

For the children, aged 0- to 5-years, the most common behavioral symptom was 

sleep problems as 30% of the children in this age group displayed difficulties with sleep. 

Twenty-eight percent of 0- to 5-year olds displayed sexualized behaviors and 17% 

exhibited conduct problems. Only 4% of the children in this age group displayed 

difficulties with withdrawal, while 2% had flashbacks. Less than 1% of the children in 

this age group were found to attempt suicide or have changes in school performance; and 

none of the children in this age group displayed depression, psychosis, runaway, 

substance abuse, or criminal charges. 

For the somatic symptoms, the most conmion symptom reported for children, 

aged 0- to 5-years, was enuresis (17%) followed by other somatic symptoms (10%) and 

dysuria (8%). Seven percent of the children in this age group had nightmares, 6% had 

discharge, 5% had constipation, and 5% displayed anxiety. Only 3% of the children, aged 

0- to 5-years, were reported to have abdominal pain, while 2% manifested encopresis. 

Less than 1% of the children in this age group were reported to have headaches. 

The most commonly reported behavioral symptom for children aged 6- to 11-

years was sleep problems as 27% of the children displayed difficulties with sleep. Other 

common behavioral symptoms for this age group were sexualized behavior (24%), 

conduct problems (24%), and withdrawal (12%). Six percent of the 6- to 1 l-year olds 
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showed changes in school performance, 5% displayed depression, 2% were reported to 

have runaway, and 1% had flashbacks. Less than 1% had attempted suicide or abused 

substances, while none of the children in this age group were reported to have psychosis 

or criminal charges. 

An examination of the somauc symptoms revealed 17% of the children, aged 6- to 

11-years exhibited other somatic symptoms not included on the checklist. However, 

specific information regarding these other somatic symptoms was not available to the 

author. Fourteen percent had dysuria, 14% manifested enuresis, and 11% had nightmares. 

Other percentages of somatic symptoms were as follows: discharge 9%, constipation 7%, 

abdominal pain 6%, anxiety 5%, encopresis 5%, and headaches 3%. 

For the grouping of children, aged 12-years and older, the most common 

behavioral symptom was sleep problems as 23% of the children were reported to have 

difficulties with sleep. Eighteen percent of the children, aged 12-years and older, 

displayed withdrawal, 16% showed depression, 15% exhibited sexualized behavior, 10% 

demonstrated changes in school performance, and 10% displayed conduct problems. 

Other percentages for the behavioral symptoms for the children, aged 12-years and older, 

were as follows: runaway 8%, flashbacks 8%, suicide attempts 7%, substance abuse 6%, 

and criminal charges 3%. None of the children in this age group were reported to have 

psychosis. 

An investigation of the somatic symptoms reveals a large number of the children 

in the 12-years and older grouping (31%) displayed somatic symptoms other than the 

somatic symptoms listed on the research instrument. Twelve percent of the children in 
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this age group had nightmares, 10% had discharge, and 6% had abdominal pain, 

headaches, and dysuria. Three percent displayed anxiety and 1% was reported to have 

problems with constipation. None of the 12-years and older children showed signs of 

enuresis or encopresis. 

Overall, the most common behavioral symptom was sleep problems for all three 

age groups followed by sexualized behavior and conduct problems. There were markedly 

low rates of occurrence for all other behavioral symptoms. For the somatic symptoms, 

enuresis was the most common somatic complaint for the 0- to 5-year olds age group, 

while other somatic symptoms not listed on the checklist were the most common somatic 

symptom for the 6- to 11-year olds and 12-years and older age groupings. An examination 

of the somatic symptoms overall reveals the largest numbers of children presented with 

somatic symptoms not listed on the research instrument. Nineteen percent of the 665 

cases presented with other somatic symptoms. Small percentages of the sample presented 

with enuresis, nightmares, dysuria, and discharge. There were considerably lower rates of 

incidence for the remaining somatic symptoms. 

Behavioral Svmptoms and Age 

Although the rates of individual behavioral and somatic symptoms were markedly 

low overall, chi-square tests of independence were attempted for each of the behavioral 

symptoms with the three age groups to explore possible relationships. Of the 12 

behavioral symptoms, four symptoms could not be tested. Suicide attempts, substance 

abuse, and criminal charges had too many cells which violated the rule of five (Kennedy, 

1992); and psychosis had no positive cases. Six symptoms (conduct problems. 
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withdrawal, runaway, flashbacks, school performance, and depression) were found to 

show significant associations with age group. Table 6 presents a summary from these 

analyses; only those symptoms with statistically significant relationships appear in Table 

6. 

To locate the cell(s) responsible for the significant associations, Haberman's 

(1973) method was employed. Standardized residuals were examined for all symptoms, 

with the exception of conduct problems; in which adjusted standardized residuals were 

evaluated. Standardized residuals greater than 2.0 indicate cells responsible for the 

significance of the chi-square. The influential cells for the analyses of the withdrawal, 

depression, runaway, and school performance change symptoms with age group were the 

children aged 0- to 5-year-olds and the l2-years and older age grouping who manifested 

these symptoms at the time of assessment (refer to Table 6). In the analysis of flashbacks 

with the age of the children, the influential cell was the children aged 12 years and older 

who experienced flashbacks as a result of the assault (refer to Table 6). Since the analysis 

of standardized residuals failed to isolate the responsible cell(s) for the conduct problems 

symptom, the adjusted standardized residuals were examined. The influential cells were 

the children aged 6- to 11-years and the children in the 12-years and older age grouping 

who displayed conduct problems as a post-abuse symptom. 

Chi-square tests of independence failed to show significant associations between 

age and the behavioral symptoms, sexualized behavior (x~ (2, n = 417) = 5.65, g = 

.05917) and sleep problems (x" (2, n s 422) = 1.8, e = .40753). 
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Table 6 

Chi-Sauare Analyses of Behavioral Symptoms with Age 

Age Group 

12Yrs& 
Behavioral Symptoms 0 to 5 Yrs 6 to 11 Yrs Older Row Total 2CI B Value 

Conduct Problems ° 

Yes 39 (1.1) 61 (2.5) 9 (2.0) 109 7.62 .022 

No 130 (1.1) 131 (2.5) 50 (2.0) 311 

Column Sub-Total 169 192 59 420 

Withdrawal 

Yes 10 (2.7) 31 (l.O) 16 (2.6) 57 17.35 <.0001 
No 158 (l.O) 162 (0.4) 46 (l.O) 366 

Column Sub-Total 168 193 62 423 

Depression 

Yes 0 (3.3) 13 (0.2) 14 (5.0) 27 38.79 < .0001 

No 169 (0.9) 179 (0.1) 48 (1.3) 396 

Column Sub-Total 169 192 62 423 

Runaway 

Yes 0 (2.3) 6 (0.0) 7 (3.7) 13 19.46 .0001 

No 169 (0.4) 187 (0.0) 55 (0.7) 411 

Column Sub-Total 169 193 62 424 

Flashbacks 

Yes 4 (0.7) 3 (1.3) 7 (3.7) 14 16.33 .0003 
No 163 (0.1) 183 (0.3) 49 (0.7) 395 
Column Sub-Total 167 186 56 409 

;hool Perf. Change 

Yes 2 (2.4) 16 (0.6) 9 (2.5) 27 15.16 .0005 
No 55 (I.l) 67 (0.3) 15 (1.1) 137 

Column Sub-Total 57 83 24 164 

Note: Values enclosed in parentheses represent standardized or adjusted standardized 

residuals (Standardized or adjusted standardized residuals greater than 2.0 represent cells 

that contributed to the significance of the chi-square test.) 

° Symptom where adjusted residuals where used instead of standardized residuals. 
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Somatic Symptoms and Aee 

To examine the relationships between the somatic symptomatology of the children 

and age, chi-square tests of independence were conducted for each of the somatic 

symptoms. Of the ten somatic symptoms included on the research instrument, five 

symptoms (headaches, dysuria, enuresis, encopresis, and other somatic) were found to 

show statistically significant associations with age. The observed frequencies, 

corresponding standardized residuals, and Chi-square results from these analyses are 

presented in Table 7. Only those symptoms with statistically significant associations with 

age were included in Table 7. Follow-up analyses involved the examination of the 

standardized residuals for the following symptoms: enuresis, encopresis, and other 

somatic. The influential cells for the analyses of the enuresis and other somatic symptoms 

with age were the children aged 12 years and older who presented with these symptoms at 

the time of the assessment (refer to Table 7). In the analysis of encopresis with age, the 

influential cell was the children ages 6- to 11-years that manifested encopresis as a post-

abuse symptom. In the analysis of headaches and dysuria with age, the standardized 

residuals failed to isolate the ceils responsible for the significant associations; therefore, 

the adjusted standardized residuals were examined. For headaches, the cells, which 

contributed to the significance of the chi-square, were the children aged 0- to 5-years and 

children 12-years and older who experienced headaches at the time of the assessment. In 

the analysis of dysuria and age, the influential cells were the children aged 6- to 11- years 

who manifested dysuria as a post-trauma symptom. 
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Table 7 

Chi-Square Analyses of Somatic Symptoms with Age 

Somatic Symptoms 

Age Group 

0 to 5 Yrs 6 to 11 Yrs 
12 Yrs& 

Older Row Total B Value 

Headaches' 

Yes 

No 

Column Sub-Total 

Dysuria' 

Yes 

No 

Column Sub-Total 

Enuresis 

Yes 

No 
Column Sub-Total 

Encopresis 

Yes 

No 

Column Sub-Total 

Other Somatic 

Yes 

No 

Column Sub-Total 

I (2.5) 
170 (2.5) 

171 

19 (1.2) 

156 (1.2) 

175 

39 (1.8) 

133 (0.8) 

172 

4 (1.0) 
169 (0.2) 

173 

38 (0.9) 

133 (05) 

171 

8(1.0) 
183(1.0) 

191 

36 (2.5) 

167 (2.5) 

203 

36 (0.4) 
163 (0.2) 

199 

13(2.0) 
184 (0.4) 

197 

43 (0.6) 

139 (0.3) 

182 

5 (2.1) 

63 (2.1) 

68 

5 (1.7) 

67 (1.7) 

72 

0 (3.5) 
71 (1.6) 

71 

0 
71 

71 

(1.7) 
(0.3) 

27 (2.4) 
39 (1.4) 

66 

14 

416 

430 

60 
390 

450 

75 

367 

442 

17 

424 

441 

108 
311 
419 

8.02 

6.87 

18.66 

7.96 

9.47 

.018 

.032 

.0001 

.019 

.009 

Note: Values enclosed in parentheses represent standardized or adjusted standardized 

residuals (Standardized or adjusted standardized residuals greater than 2.0 represent cells 

that contributed to the significance of the chi-square test.) 

^ Symptoms where adjusted residuals where used instead of standardized residuals. 
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Chi-square tests of independence failed to show statistically signiHcant 

associations between the somatic symptoms, abdominal pain (x" (2, n = 434) = 1.55, £ = 

.460), discharge (x' (2, n = 451) = 1. 13, g = .567), nightmares ix~ (2, n = 432) = 2.91, g = 

.234), and anxiety (x~ (2, n = 428) = .65, g = .724), with age. Although the somatic 

symptom constipation failed to reach the typical g = .05 used in social sciences research, 

it was found to show a significant association with age at g = .07, (x" (2, n = 445) = 5.34, 

E=.07). 

Symptomatology and Categorization of Findings 

As indicated in the plan for analysis, the relationships between the behavioral and 

somatic symptoms and the outcome of the physical exam (categorization of the clinical 

findings) were explored. The categorizations of clinical findings in the local sample were 

coded as definite, specific, non-specific, normal, other significant finding, and other. 

Definite was defined as no explanation possible except sexual activity and consensual 

activity not likely (e.g., semen present, sexually transmitted disease without possibility of 

perinatal or consensual activity transmission). The specific category included findings, 

which could only be explained by sexual activity where in most instances abuse is 

involved (e.g., acute trauma, transections (cuts) across the hymenal membrane, definite 

narrowing of the hymen). Non-specific findings consisted of genital findings, which may 

result from abuse, but could be caused by other events (e.g., erythema, bumps, septal 

remnants, and labial adhesions). A normal Ending was defined as no unusual findings. 

The other significant findings category was defined as abnormal findings most likely non-



abuse in origin (e.g., stteptococcal cellulitis, labial trauma likely due to straddle injury). 

The final category, other, was used if the findings did not meet any of the criteria listed 

for the previous categories. 

Chi-square tests of independence were attempted for each of the behavioral and 

somatic symptoms with the categorization of findings. Only those cases, which included 

the Assessments portion of the research instrument (n = 361), were included in the 

analyses. 

Using the original categories of the clinical findings variable and the 12 

behavioral symptoms, chi-square tests of independence were not possible because of the 

large proportions of cells with expected values less then five. The categories of the 

clinical findings were reduced to specific, non-specific, and normal categories and still 

six of the 12 behavioral symptoms could not be tested. Suicide attempts, runaway, 

substance abuse, criminal charges, and flashbacks had too many cells with expected 

values less than five; and psychosis had no positive cases. The only behavioral symptom 

found to show a significant association with the categorization of findings was school 

performance change. However, it failed to reach the typical g = .05 used in social sciences 

research; it was found to show a significant association with age at £ = .07, (x" (2, n = 96) 

= 5.30, £ = .07). Chi-square tests of independence failed to show statistically significant 

associations between the categorizations of findings and the remaining five behavioral 

symptoms: sexualized behavior (x" (2, n = 168) = .81, g = .665), sleep problems (%~ (2, n 
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= 170) = .57, E = .753), conduct problems (%" (2, n = 172) = 4.39, g = • 111), withdrawal 

(X~ (2, n = 171) = 1.20,2= -549), and depression (%" (2, n = 171) = .61, e= .736). 

For the analysis of the clinical findings (specific, non-specific, and normal 

categories) with the ten somatic symptoms, three symptoms (e.g., headaches, 

constipation, and encopresis) could not be tested due to too many cells with expected 

values less than five. Three somatic symptoms were found to show significant 

associations with the clinical findings, although only two reached the typical level of 

significance used in social sciences research, e = -05. Dysuria was found to show a 

significant association with clinical findings at £ = .07, (x' (2. n = 188) = 5.27, p = .07), 

while discharge was found to show a significant association at p = .06, (x" (2, n = 188) = 

5.33, E = .06). One symptom, other somatic, was found to show a statistically significant 

association with clinical findings (X" (2, n = 172) = 6.54, £ = .038). Table 8 presents the 

results from this analysis. 
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Table 8 

Chi-Square Analysis of Other Somatic and Categorization of Clinical Findings 

Somatic Symptom 

Categorization of Fmding 

Non
specific Specific Normal Row Total Z" B Value 

Other Somatic 

Yes 6 (1.3) 18 (1.8) 13 (2.5) 37 6.54 .038 

No 12 (1.3) 44 (1.8) 79 (2.5) 135 

Column Sub-Total 18 62 92 172 

Note: Values enclosed in parentheses represent adjusted standardized residuals (Adjusted 

standardized residuals greater than 2.0 represent cells that contributed to the significance 

of the chi-square test.) 

Haberman's (1973) method for analyzing the standardized residuals was 

employed. Because the standardized residuals failed to isolate the cell(s) responsible for 

the significant association, the adjusted standardized residuals were used. The influential 

cells were the cases with other somatic symptoms and clinical findings categorized as 

normal at the outcome of the physical examination (refer to Table 8). 

Chi-square tests of independence failed to show statistically significant 

associations between the categorizauons of findings and the remaining four somatic 

symptoms: abdominal pain (x' (2, n = 181) = 1.07, g = .585), nightmares (x" (2, n = 183) 

= 1.25, E = .536), anxiety (X" (2, n « 181) = 1.42,2 = -493), and enuresis (x" (2, n = 185) 

= 1.91, £ = .384). 



Characteristics of the Abuse Experience 

Several characteristics of sexual abuse have been implicated in the literature (e.g., 

Browne & Finkelhor, 1986; see also Kendall-Tackett et al., 1993; Gomes-Schwartz et al., 

1990) as predictors of the degree of traumatization victims experience as a result of child 

sexual abuse. Aspects regarding the nature of the sexual activity (e.g., type of sexual act, 

frequency, duration, involvement of coercion) as well as circumstances surrounding the 

sexual abuse (e.g., child's age at onset, gender) have been examined in the research. In 

the present study, data were recorded for the following 19 variables related to the abuse 

experience; frequency, duration of abuse in months, perpetrator's relationship to the 

child, child's age at onset, child's gender, coercion (threat, bribe, and force), fondling 

(breast, genital, rectum), digital penetration (vaginal, anal), oral contact by perpetrator 

(genital, nongenital), oral contact by victim (genital, nongenital), and penetration (anal, 

vaginal). 

To explore the possible associations between the various abuse characteristics 

with the two outcome variables of the physical evaluation (e.g., categorization of clinical 

findings; likelihood of abuse by history), chi-square tests of independence were 

attempted. As previously described, the categorizations of the clinical findings were 

coded as definite, specific, non-specific, normal, other significant finding, and other. The 

definite category was defined as no possible explanation except sexual activity and 

consensual activity not likely. Specific referred to those findings, which could only be 

explained by sexual activity where in most instances abuse is uivolved (e.g., acute 

trauma, transactions or narrowing of the hymen). The non-specific category consisted of 



genital findings, which may result from abuse, but could be caused by other events (e.g., 

erythema, labial adhesions). A normal finding was defined as no unusual findings. The 

other significant category was defined as abnormal findings most lilcely non-abuse in 

origin (e.g., streptococcal cellulitis, straddle injury). The final category, other, was used if 

the findings did not meet any of the criteria listed for the previous categories. 

The likelihood of abuse by history variable was coded definite, probable, 

suspicious, no history, and other. The definite category referred to those cases where the 

likelihood of sexual abuse by history was rated definite as validated by perpetrator 

confession or eyewitness testimony. Probable was defined as detailed or consistent 

history, or multiple victims with similar reports. The suspicious category included those 

cases with a sketchy history, behavior changes evident, or another child's report. No 

history referred to cases which presented with no background information regarding the 

alleged abuse at the time of assessment. The final category, other, was used if the 

likelihood of abuse by history did not meet any of the criteria listed for the previous 

categories. 

Only those cases, which included the two outcome variables (Assessments 

portion) of the research instrument (n = 361), were available for the chi-square analyses. 

Using the original categories of the clinical findings variable and the 19 abuse type 

variables, chi-square tests of independence were not possible due to the large proportions 

of cells with expected values greater than five. The categories of the clinical findings 

were reduced to specific, non-specific, and normal; and still eight of the 19 abuse 

characteristic variables could not be tested. Duration, frequency, coercion - threat. 
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coercion - bribe, coercion - force, oral contact by perpetrator - nongenital, oral contact 

by perpetrator - nongenital, and vaginal penetration had too many cells with expected 

values less than Ave. The only characteristic found to show a significant association 

(using E > .05) with the categorization of clinical findings was the gender of the child. 

Table 9 presents the results from this analysis. 

Table 9 

Chi-Square Analvsis of Abuse Characteristics and Categorization of Clinical Findings 

Categorization of Finding 

Non- , 
Abuse Characteristic Specific Specific Normal Row Total 2C B Value 

Gender 

Female 23 (1.6) 75 (1.4) 91 (2.3) 189 5.85 .054 

Male I (1.6) 9 (1.4) 23 (2.3) 33 

Column Sub-Total 24 84 114 222 

Note: Values enclosed in parentheses represent adjusted standardized residuals (Adjusted 

standardized residuals greater than 2.0 represent cells that contributed to the significance 

of the chi-square test.) 

An analysis of the standardized residuals failed to isolate the cell(s) responsible 

for the significance of the association; therefore the adjusted standardized residuals were 

examined. The cells responsible for the significant relationships were the males and 

females whose findings at the outcome of the physical examination were categorized as 

normal. 

Chi-square tests of independence failed to show statistically significant 

associations between the categorization of clinical findings and the remaining abuse 
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specific variables: relationship of perpetrator, age of onset, fondling breast, fondling 

genitals, fondling rectum, digital penetration - vaginal, oral contact by perpetrator -

genital, oral contact by victim - genital, and anal penetration. Table 10 summarizes the 

results from these analyses. 

Table 10 

Non-Significant Chi-Sauare Results for Abuse Characteristics and Categorization of 

Clinical Findings 

Abuse Characteristic a df r 2 Value 

Perpetrator Relationship 192 4 3.25 .517 
Age Onset 215 3 1.83 .766 

Fondling Breast 96 2 3.30 .192 
Fondling Genitals 133 2 0.22 .896 
Fondling Rectum 103 2 0.44 .804 

Digital Penetration Vaginal 112 2 2.31 .316 
Digital Penetration Anal 94 2 2.38 .304 
Oral Contact by Perpeu-ator - Genital 114 2 2.21 .331 
Oral Contact by Victim - Genital 114 2 4.30 .116 
Anal Penetration 110 2 0.56 .756 

Using the original categories of the likelihood of abuse by history variable and the 

19 variables for the specific aspects of the abuse, chi-square tests were not possible due to 

the large proportions of cells with expected values less than five. The categories of the 

likelihood that the abuse occurred were reduced to definite, probable, and suspicious and 

still 11 of the 19 abuse related variables could not be tested due to too many cells with 

expected frequencies less than five: duration, frequency, coercion - threat, coercion — 
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force, coercion - bribe, digital penetration anal, oral contact by perpetrator - nongenital, 

oral contact by victim - genital, oral contact by victim - nongenital, anal penetration, and 

vaginal penetration. Two of the abuse specific variables (age at onset, fondling breast) 

were found to show significant associations with the likelihood of abuse. Table 11 

presents the results from these analyses. 

Table 11 

Chi-Souare Analyses of Abuse Characteristics with Age 

Likelihood Abuse Occurred 

') 

Abuse Characteristic Definite Probable Suspicious Row Total p Value 

Age Onset 

0 to 5 Years 3 (0.6) 27 (0.4) 13 (0.3) 43 14.68 .005 

6 to 11 Years 5 (O.l) 37 (1.6) 7 (2.3) 49 

12 Years & Older 8 (0.3) 38 (1.6) 38 (1.9) 85 

Column Sub-Total 17 102 58 177 

Fondling Breast* 

Yes 6 (1.6) 30 (1.5) 3 (2.8) 39 9.36 .009 
No 3 (1.6) 35 (1.5) 18 (2.8) 56 
Column Sub-Total 9 65 21 95 

Note: Values enclosed in parentheses represent standardized residuals (Standardized 

residuals greater than 2.0 represent cells that contributed to the significance of the chi-

square test.) 

^ Characteristic where adjusted residuals where used instead of standardized residuals. 

For age of onset, an analysis of the standardized residuals revealed the cell 

responsible for the significance of the association was the children aged 6- to 11-years 

whose evaluation resulted in a likelihood rating of suspicious history. For the variable, 

fondling breast, analysis of the standardized residuals failed to locate the cell(s) 
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responsible for the significance of the relationship; hence, the adjusted standardized 

residuals were examined. The ceils responsible for the significant association between 

fondling breast and likelihood of abuse by history were the cases rated as having 

s u s p i c i o u s  h i s t o r y  w h e r e  f o n d l i n g  b r e a s t  d i d  a n d  d i d  n o t  o c c u r  ( r e f e r  t o  T a b l e  I I )  

Chi-square tests of independence failed to show statistically significant 

associations between the likelihood of abuse by history and the remaining abuse specific 

variables: relationship of perpeU'ator, fondling genitals, fondling rectum, oral contact by 

perpetrator - genital, and gender. Table 12 summarizes the results from these analyses. 

Table 12 

Non-Significant Chi-Square Results for Abuse Characteristics and Likelihood of Abuse 

Abuse Characteristic n df r 2 Value 

Perpetrator Relationship 174 4 6.00 .199 

Fondling Genitals 131 2 1.52 .467 
Fondling Rectum 101 2 0.71 .701 
Oral Contact by Perpetrator - Genital 114 2 1.12 .561 
Gender 183 2 0.15 .929 

Overall Evaluation of Database 

As indicated in the plan for analysis, the entire database was examined to explore 

whether changes made data collection corresponded to a reduction in the percentage of 

missing data. Did changing the procedure improve the quality of the data collection over 

time? As previously described, the second component of the coding form (see Appendix 

B) was initially sent to the referring agency for information gathering. However, due to 
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low return rates, procedures were changed so that the social worker would complete this 

section, in addition to the first section (see Appendix A). The exact time in the data 

collection (or position in the database) for when the procedures were changed was not 

available to this researcher. Additional changes were made in the data collection for the 

components completed by the physician who conducted the physical examination. The 

physician initially completed the third element of the instrument comprised of variables 

on medical history, somatic symptoms, and physical findings (see Appendix C). 

Modifications of the instrument included the addition of the Assessments section (see 

Appendix D), which was completed by the physician at the outcome of the physical 

examination. In the current study, 361 out of the 665 cases included this element. 

To examine the database overall, percentages of unknown and missing data were 

calculated for the entire database (n = 665), approximately the first half (n = 304), and the 

remaining portion of the database (n = 361). Because it was unclear when the procedures 

were changed for the social worker, this partitioning of the database was selected based 

on when the Assessments ponion was added to the project. Proportions of unknown and 

missing data were also computed for the sections completed by the social worker and the 

physician within the three groups (e.g., entire database, approximate first half, and 

approximate second half). As previously mentioned, unknown data refers to those cases, 

which at the time of the assessment, the data on the specific variables of interest were 

unknown to the interviewee. Missing data refers to those cases with empty cells for the 

specific variables. 



Table 13 presents the percentages of unknown and missing data. For the entire 

database (n = 665), 29% of the data was unknown at the time of initial assessment, while 

only 3% involved missing data. For the sections completed by the social worker, 34% of 

the data was unknown, compared to 5% consisting of missing data. The physician's 

components included 24% of unknown data, while 1% of the data involved missing data. 

Table 13 

Percentages of Unknown and Missing Data 

Total Social Worker Physician 
(200 variables) (104 variables) (96 variables) 

Entire database 
(n = 665) 
Approx. 1" Half 
(n = 304) 
Approx. 2"'* Half 
(n = 361) 

Unknown Missing Unknown Missing Unknown Missini 

29 3 34 5 24 1 

18 2 19 3 18 <1 

11 I 15 3 7 <1 

When approximately the first half (n = 304) was examined, 18% of the data was 

found to be unknown, compared to 2% of missing data. The social worker's components 

involved 19% of unknown data, while 3% was missing. For the physician's sections, 18% 

of the data was unknown at the time of the abuse assessment, compared to less then 1% 

involving missing data. 

After changes were made in the data collection (addition of the Assessments 

section), 11% of the data was unknown, while 1% was missing at the time of assessment. 

For the social worker's section, 15% of the data was unknown, compared to 2% involving 
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missing data. Those components completed by the physician resulted in 7% unknown 

data, compared to less than 1% being missing data. 

It is apparent that there was some improvement between the first- and second-half 

of the data. Although there were previously described changes made in the data collection 

for both social workers (change to completing referring agency coding form) and 

physicians (addition of the Assessments section), the greatest improvement in the 

reduction of unknown data occurred for physicians. 
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CHAPTER 5 

DISCUSSION 

Existing research to date clearly demonstrates convincingly that child sexual 

abuse is a substantial social problem (Salter, 1992). High incidence and prevalence 

statistics are documented in college, general population, and clinical samples. However, 

inconsistencies in the extant literature regarding the impact (both inunediate and long-

term effects) of sexual abuse give rise to the need for additional research on the sequelae 

resulting from the abuse. A greater understanding of the symptomatology (behavioral, 

somatic, and physical signs) in childhood victims of sexual abuse would have substantial 

implications for social policy, clinical intervention, and prevention programs. As 

proposed by Lewitt (1994), accurate data on the occurrence of child sexual abuse would 

permit development of prevention strategies. Furthermore, an understanding of the effects 

by the type of abuse, or characteristics of the abuse experience, would allow for the 

development of appropriate treatment goals and foster the development of more efficient 

and effective treatment approaches to post-abuse difficulties. Equally important, among 

other issues, is developing age-specific treatments, which address age-specific and abuse-

specific effects. 

The current study served to address some of these issues. Data from a local sexual 

abuse evaluation clinic were compared with national statistics (the NIS-3) in terms of 

child and perpetrator characteristics. In accordance with current trends in the literature, 

the symptomatology of the children was examined by defined age groupings to explore 
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developmental trends. Characteristics of the abuse experience were also evaluated in 

terms of their possible relationships to the outcomes of the physical examination. 

Summary and Discussion of Findings 

Conclusions from the present study must be tempered by the fact that they are 

based on one particular sample and may not generalize to other samples. In addition, only 

a subset of the data from the on-going research project at the sexual abuse evaluation 

clinic was examined, as the research is still in its infancy. As indicated in the results, 

substantial portions of the data were unknown at the time of assessment; therefore, 

caution in interpreting the results is warranted. 

Comparison of Local Sample to National Data 

Demographic variables of interest (e.g., child's gender, age, and ethnicity; 

perpetrator's age and gender) were compared to national data from the NIS-3 (Sedlak & 

Broadhurst, (1996). Consistent with national data and documented in the literature, 

females in the current study were found to be disproportionately at greater risk of sexual 

abuse than males. Grouping the participants into three separate age groups resulted in 

larger numbers of children in the 0- to 5-year-olds and 6-to-l 1 year-olds age groupings, 

than in the grouping of children aged 12-years and older. In comparison, the NIS-3 

reported stable rates of sexual abuse for children ages 3 and older. Perpetrator 

characteristics (e.g., age, gender, relationship to the child) in the sample data were 

relatively comparable with those from the NIS-3. 
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Sample Findings 

Two demographic variables of interest, gender and ethnicity, were examined with 

the age of the children. A significant association between the age and gender of the 

children was revealed; however, no relationship was found between the children's 

ethnicity and age. 

Data from existing studies suggest that there is no universal or uniform pattern of 

reactions in child victims of sexual abuse (West, 1998). Child sexual abuse is a "life 

event or series of events that will produce a broad range of behaviors in child victims" 

(Kuehnle, 1998, p. 7). According to Larson, et ai. (1994), "it cannot be assumed that the 

relative presence or absence of a given symptom or symptom complex is indicative of a 

sexual abuse history." While some researchers (e.g., Browne & Finkelhor, 1986; Kendall-

Tackett, et a., 1993; Rind, et al., 1998; West, 1998) have reported that a myriad of 

behavioral and psychological symptoms result from the abuse experience, others (e.g., 

Conte& Schuerman, 1987; Kendall-Tackett, 1993) have indicated that substantial 

proportions of victims exhibit no symptoms at all. Additionally, some researchers have 

found that some symptoms are specific to certain ages or suggest developmental trends 

(e.g., Gomes-Schwartz et a., 1991; Green, 1986; Kendall-Tackett et al., 1993; Waterman 

& Lusk, 1993). 

In the present study, percentages of asymptomatic children were calculated by 

counting those children who did not display any behavioral symptoms, children who did 

not manifest any somatic symptoms, and those who did not exhibit any behavioral or 

somatic symptoms. As the results indicated, a larger proportion of children did not 



77 

display any of the somatic symptoms compared to behavioral symptoms. For children 

who did not exhibit any behavioral indicators, the percentages ranged from 6% to 10%. 

However, 23% to 32% of the children did not manifest any somatic symptoms at the time 

of assessment. When combined, the percentages of children who did not display any 

behavioral or somatic symptoms ranged from 2% to 5%. Since the rates of asymptomatic 

children were low overall, the symptom array on the instrument seemed to capture the 

overall symptom reporting: however, low rates were reported for the individual 

symptoms. 

Percentages of children with each of the symptoms (behavioral and somatic) were 

examined individually with the three defined age groupings; developmental patterns 

emerged. For the youngest age group (0- to 5-years), the most common symptoms were 

sleep problems, sexualized behavior, conduct problems, enuresis, other somatic, and 

dysuria. The most common symptoms for children aged 6- to 11-years were sleep 

problems, sexualized behavior, conduct problems, withdrawal, other somatic, enuresis, 

dysuria, nightmares, and discharge. Children ages i2-years and older most commonly 

reported the following symptoms: sleep problems, withdrawal, depression, sexualized 

behavior, school performance change, runaway, and flashbacks, other somatic, 

nightmares, and discharge. Significant associations between the following behavioral 

symptoms and age were found: conduct problems, withdrawal, depression, runaway, 

flashbacks, and school performance change. Analyses of the somatic symptoms with age 

revealed significant relationships for headaches, dysuria, enuresis, encopresis, and other 

somatic. 
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Overall the instrument appeared to be more effective in reporting behavior 

symptoms in the oldest age group as the variables on the research instrument seemed to 

be biased toward the older patients. However, it is interesting to note that this age group 

represented the fewest number of panicipants in the sample data. In addition, the majority 

of the behavioral symptoms included in the research instrument are not readily noted in 

younger children (e.g., depression, withdrawal, runaway). This author suggests that future 

directions for the use of this instrument include possible revisions of, or additions to, the 

variables included in the database. If the instrument is going to be used for children of all 

ages, the variables should be evaluated for their appropriateness in terms of what the 

literature would suggest. Perhaps subsets of questions should be developed to address the 

specific age of the child; tailoring the instrument towards the child's developmental level. 

Using appropriate variables could have implications for making the data collection more 

economical. 

Another interesting finding was the substantial proportions of the children who 

exhibited other somatic symptoms not listed on the research instrument. Although no 

specific information regarding what these other somatic symptoms included was available 

to this author, this observation has implications for future practice with this instrument. 

The array of other somatic symptoms reported should be investigated to determine if they 

are viable variables, which should be incorporated into the standard protocol. 

Investigations of the specific characteristics of the abuse experience have resulted 

in inconsistencies in the literature. Some researchers (e.g., Gomes-Schwartz, et al., 1990; 

Russell, 1984) argue that aspects of the abuse incident(s) are directly related to the degree 
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of traumatization children suffer. Others contend that the relationships between the types 

of sexual activity and the effects of abuse are less clear (e.g., Browne & Finkelhor, 1986; 

Tufts, 1984). In the present study, very few variables related to the abuse experience were 

associated with the outcome of the physical examination. For the categorization of the 

clinical findings, the only variable (out of 19) with a significant association was the 

gender of the child. The second conclusion variable, likelihood of abuse by history, was 

found to be significantly related with only two variables, age of onset and fondling breast. 

There are several plausible explanations for the few associations found between 

the aspects of the abuse experience and the traumatization of the children. As previously 

noted, large proportions of unknown data were evident in the sample and low expected 

values for several of the abuse specific variables were observed. In addition, it is possible 

that the two outcome variables do not reflect the degree of trauma experienced by 

patients. For the categorization of clinical findings in the sample data, 32% of the 

participants were rated as normal (no unusual findings). This observation is consistent 

with a current article by Kerps, Turman, and Larson (1994), who noted that in most cases, 

even with independent confirmation that the abuse occurred, no physical findings will be 

evident. Muram (1989) concluded "the medical examination will fail to detect any 

abnormalities in at least one-third of child victims of abuse, and an even larger proportion 

of children if the abuse occurred more than one week before the examination." 

In their review of 21 studies. Bays and Chadwick (1993) found normal 

examinations were reported in 26% to 73% of girls and 17% to 82% of boys. The authors 

offered several reasons for lack of physical findings in sexually abused children. These 
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included (a) delay in seeidng medical attention, which decreases the likelihood of positive 

findings, (b) evidence (e.g., semen) unlikely found if the child has washed, urinated or 

defecated, or more than 72 hours has elapsed since the assault, (c) when injuries do occur, 

healing can be rapid, (d) many types of sexual molestation (e.g., oral sodomy or 

cunnilingus) do not leave physical findings, and (d) hymenal tissue is elastic and 

penetration may cause no visible trauma or simply enlarge the opening (Bays & 

Chadwick). 

Despite the large number of "normal" findings during physical evaluations, 

Muram (1989) argued that all "complaints of sexual abuse must be taken seriously and 

investigated funher, even if the physical examination fails to detect any abnormalities" (p. 

216). Adams (1991) suggested that the history of the child, along with the presence or 

absence of behavioral changes, family evaluation, possible psychological evaluations, and 

the results of the physical examination be compiled as an assessment of whether the 

sexual abuse has or has not occurred. Waterman and Lusk (1993) proposesd that "the 

child's own statements about what has happened to him or her must form the basis for 

validation of sexual abuse, buttressed when appropriate with medical evidence, 

corroborating statements, and psychological data" (p. 157). 

Implications for Future Practice and Research 

Although the research instrument used in this study was developed as a method of 

recording characteristics and statistics for a local sexual abuse evaluation clinic, the 

complexity of developing and usmg assessment tools in the validation of sexual abuse is 

well documented in the literature (e.g., Dammeyer, 1998; Kuehnle, 1998; Waterman & 
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Lusk, 1993). Swenson and Hanson (1997) recently described a comprehensive 

computerized database system developed by the National Crime Victims Research and 

Treatment Center at the Medical University of South Carolina. The database system. 

Child Abuse and Neglect Database Instrument System (CANDIS), provides detailed 

information about available standardized instruments used in the field of child abuse, 

with a text-based comprehensive reference guide (Swenson & Hanson, 1997). 

To facilitate uniformity in clinical research and practice, Wilshire and Winterstein 

(1998) developed a "clinic-friendly" demographic checklist for clinicians and researchers, 

the Child Sexual Abuse Data Summary Form (DSF) (p. 75). The 37-item "interrater-

reliable" DSF "incorporates information that the current literature suggests is imponant to 

future research" (p. 73). Other measures designed for the evaluation of child sexual abuse 

include the Children's Sexual Behavior Inventory (CSBI; Friedrich, et al., 1992) and the 

Trauma Symptom Checklist for Children (TSC; Briere, 1996). 

Changes in the administration of the research instrument used in the current study 

are conmiendable as the data improved over time; as evidenced by the decreasing 

proportions of unknown and missing data. In terms of social policy, however, more 

important is the development of an assessment tool that is economical and addresses all 

aspects of the child sexual abuse population in question. As previously stated, future 

studies with this instmment should include investigations of the appropriateness of the 

variables included in the database. It is also suggested that the respondent(s) completing 

the form be examined, as the extent or accuracy of information gathered by the social 

worker may be dependent upon the responder (e.g., parent, caseworker, etc.). Pairing this 



instrument with other indicators of child sexual abuse (e.g., CSBI orTSC) may lead to 

more refined measures thai provide useful information regarding the sexual victimization 

of children. 

When investigating child sexual abuse, a carefiilly planned approach, coordinated 

between child service agencies and professionals in the field, is essential. As suggested by 

Jones (1997), "Who does what depends on the laws and procedures of each country, local 

agreements and procedures, and the resources available for implementing plans" (p. 299). 

Guidelines for professional practice during child sexual abuse assessments have been 

established by at least two professional societies, the American Professional Society on 

the Abuse of Children (APSAC) and the American Academy of Child and Adolescent 

Psychiatry (AACAP) (Danmieyer, 1998). Although the APSAC and AACAP guidelines 

for sexual abuse assessment are similar in many ways, notable differences exist. The two 

organizations disagree on the training necessary, number of interviews conducted, and the 

use of anatomically correct dolls (Dammeyer, 1998; Jones, 1997). However, both 

organizations agree "information must be collected from a variety of sources (e.g., 

interview, physical examination, use of specific indicators or tests, etc), but offer few 

specifics regarding how this information should be weighted in the decision making 

process" (Dammeyer, 1998, p. 26). 

Ackerman, Newton, McPherson, Jones, and Dykman (1998) summarized the 

opinion of this author very well: 

Whatever future research may reveal with regard to resilience versus vulnerability 

in the face of abuse, the most imponant point is the abuse of children is 



83 

aianningly prevalent and that the sequelae, so far as we can measure them, are 

emotionally damaging to the majority of child victims. If researchers can better 

identify the home/neighborhood characteristics that lead to abuse and if they can 

suggest ways to forestall abuse, this would be the highest priority. Since that result 

seems to be unlikely, the next highest priority should be finding therapeutic 

treatments for abused children so as the ameliorate the harmful consequences (p. 

772). 
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APPENDIX A 

SOCIAL WORKER CODING FORM 



SOCIAL WORKER CODING FORM 

Unlw eihwwiie ipicWed. the fellowino code is 
1 ayes 
2"no 
» • not egptlceMe 

9 • (Ma unkiMMn or mwng 
Sex 1 • female 

2" mete 
9anriesino 

Raoa 1-\MiMa.nothiipanic 
2-VVMIa,Mipaiiie 
3>AMcaivAine(tcan 
4*NailvaAiiM«icen 
S-Aelen 
8-MuWple 
8-MMno 

PvMils Out of Home Nmv 
Mother-1 2 9 
Fetliar- 1 2 9 

SiMing(a)outofhomenow 12 9 
TotaitorctindranofmodMr _ 

99«misaino 
Refmedby 1«CP8 

2 • enfotoemeni 
3*Physlcian 
4«8e(f 
9a inMno 

HeeWi ineufanee 1 

9amieslno 

MOwMf MipwyVO 

2>AHCCCS 
3 • Prtveta meurenoe 
4«CMDP 
1-FT 
2-PT 

Entry • 

rsQWfTmWV m iiofM itfipKiyva 
1«FT 
2»PT 
3>N0 
9 • not appNcible 
9*minlno 

MQUWIv wUBeOOn IWVI 
1-12(MlGait«oryni ) 
13 • soma coleoe 
14 a ootege 9iad 
iSagrad/pietaasional 
19 a vooaiieral sctwoi 
iraQEO 

ifeihome 
1 2 9 
1 2 9 
12 9 

Maternal KMory or elMee 
1 2 9 
1 2 9 

Oomesde vMenoa in oltim iwna 
1 2 9 

Care giveia outride homo in pan yeer 
Batysmar i 2 9 
Oayeere 1 2 9 
FatnUy mambir 12 9 

CMid^aiadainacMot 

3«no MMBBQ mnvviOf 1 2 9 
9«mli am g 8iaappnMo(M 1 2 9 

CAM OKpoaed to anual aoiM) r ConduatproMima 1 2 9 
AduteanalaetivKy 1 2 9 fVHIUOTW 1 2 9 
vueoe 1 2 9 Oapnarion 1 2 9 
MaoarinasfiMiD 1 2 9 Mclde aiMmpta 1 2 9 

Mental Healti praMama In fMnHif PayelMsia 1 2 9 
Mottiar 1 2 9 reuneway 1 2 9 
Fattiar 1 2 9 SubManeaabuM 1 2 9 
UMWiy 1 2 9 9 CKminaleliai^ 1 2 9 
omer 1 2 a 9 FMihadia 1 2 9 

AMIII9 ) ScAaol paifoinianoa chani la 1 2 9 
• mov«ainlaat2yaam Contact at lalsr data OK 1 2 9 9 

98- 8eparatio<iWh<aiBaouiiand»gB<noon?1 2 9 9 
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REFERRING AGENCY CODING FORM 

UnlMiauiaw<MigKlllid.d»Wo>i<nBcod»l«iawd: 
l-»w 
Jans 
• •(MappMlM 
9 • Mtt unlDMMi or mMMng 

CuRMOMMdiM 
1 
1 
1 
1 
1 

burr* 
Ag« 

ouwdMiMy 
flwiw^wup iwnw 

Filer legem leCFS 

LMftefeupwvMen 

•ef 

1 

SalMlyiB 

iMdin 

4a1.4l/ 



ftaCMII 
OioMi pinmUM 

vagiM 
AM 

OM eoMM by pnptMor 

OM fiy«Wni 

1 
1 

1 
1 
1 

Vaguui pammuon 
1 
2"! 
3«m 
• •mMng 

VUlMrGotlia 1 2 
ndwinofflotMl 1 2 
Pomognptiy 1 2 
NMOMttinuma 1 2 

PramplsMMfMrapwt 

OirMquMioittio 
^UWwiWMnimumiy pwontw 

OMewramaMio: 

OOwrnMtva 

1"« 
2* 
3>no 
• •mMng 
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PHYSICIAN CODING FORM 

UnlMi oHmmIm WfTltfM. tht TniifwiinQ codtt in ustd: 
1 "VM 
2>no 

S'nolapplieaM 
Q"miningdau 

Entty# NonpacMc ganttal flndlnBs 
Ana w« m EiyttMina 1 2 9 
StX 1a«MMM GMma 1 2 9 

2'iiuM OiMlIMB* 1 2 9 
9aniiMlno flniiiino 1 2 9 

CiNonieilinm 1 2 9 OttMT 1 2 9 
Braktnbonn 1 2 0 

Hymen typ* 
un 1 2 9 1 •CfMCMHie 
STD 1 2 8 2'WHnilar 
MWWfCtW 1 2 • 9 • •n/a 
SonuHiesymplenw 9 • mMng data 

AMominal piin 1 2 9 nyinwi ffffiftityi 
HMMMUM 1 2 9 Radundant 1 2 9 9 
OyaiMia 1 2 9 SapMa 1 2 9 9 
OtaClMIB* 1 2 9 EilroQanizad 1 2 9 9 
mwipraofi 1 2 9 Namw ânanualad 1 2. 9 9 
NtgWjnww 1 2 9 VaginaMabiat atfhaiien 1 2 9 9 
AmMy 1 2 9 Otfiar 1 2 9 9 
BnuTMis 1 2 9 tip* 
gneoprwii 1 2 9 Hyntan tranaaoHona 
OtfMT 1 2 9 4ppwi« 1 2 9 9 

ritKmrMwtm LaiMrl/2 1 2 9 9 
HM 99«niMl Hyman adga 
Wl% M«mMi HQ Mamttanoua 1 2 8 9 
NongMlMifiuRia 1 2 9 Local IMdunino 1 2 8 9 
TMMr«iBt-to«Ml ̂  Qanaral mekanMo 1 2 9 9 

• •n Bumpa 1 2 8 9 
• •n M^Hi iwnnw 1 2 9 9 

TanMr ttgt • puMe iwir imouiar 1 2 9 9 
• •m MlMMcMt OOiar ___ 

TMHM  ̂itefM A jMMltelli 
t«RI MfelQ LaHai adhatfon 1 2 a 9 

1 OTW^R W v̂ * 
••nolaapilcM • •mMne 

POMMlQf ftutCMte CMamydWeulm dona • 

Scar 1 • • vaoini 1 2 • 9 12 8 9 
rutum 1 • • andooatvfcal 1 2 • 9 1 2 99 
LMMMon 1 • • ncttl 1 2 9 1 2 9 
ine vMoulaity 
QUim 

1 
1 

• • 
a • 

uraimi 1 2 • 9 1 2 99 
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OUMrfMmtogmRalflndinQs 12 8 9 
cod> 

itatogwUlaltraiiiM 
SCV 12 8 9 
BnitM 1 2 B 9 
TMnoiMllia 12 8 9 
OdMT 12 8 9 

Altai 3kin tag locMon (o'dodQ 
77 • nwN 
•8"neiM 

Anamaaura 1 2 9 

TMokanad 12 9 
Smealhat6or12oelodi 12 1 
Snwotnaltiarloatiofl 12 9 

Anal afyOMfna 1 2 9 
PfrtanaladanMl 2 9 
AraldaMon 

12 8 9 
12 8 9 

AraawaUtty 12 9 
Anal aeoAymeais 12 9 
FunnaWno 12 9 
OC euNutw don* paaiUva 

vaginal 12 19 12 8 9 
e n d e a a i v f c a l  1 2 8 9  1 2 8 9  
radal 12 9 12 9 

1 2 8 9 1 2 8 9 

OHMrganHal cMitrBS dona • 
giRlnaiMa 1 2 8 9 1 2 89 
lilGlioinonaa 1 2 8 9 1 2 89 

1 2 8 9 1 2 89 
1 2 8 9 1 2 89 

RodalCMlum 

88'naldana 
M'miaainB 

2*MBalla 
SaaafenonaNa 
4 • canvytebacur 
S"Olli*r . 

SypMU tmiBQf 
i»* 
2'naoaliva 
8"noldon* 
• •fMaaing 

HivaaraloQy 
l«* 
2anaoatlv* 
8"neldana 
9*mMng 

Otiiar anoganial Maebon 

Condytamaia 
1 2 9 
1 2 9 
1 2 9 

Uilna cuNun 
Dona 1 2 9 

12 8 9 
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ASSESSMENTS 

Efltiy numlwr, 

Ulwiihood of «buM by Mstety 
1 • donnto (pfpttium cunliwilon. <y tMnmt) 
2 • prebibit (diUilod, oemMMTl hMeiy. muHpIo viettra «Mh similar rtpoits) 
3 • WipicioM (ilMchy MHoiy, bilM«tor ehangos. ollMr cMitfs mport) 
4-noMMfy 
• • omof 
9>mWng 

Calogoitalion of cNoieal llndingi 
1 - MMo (no oxplanMon poMibio anopl snmi aeuvily and conaonauii adivity not likaiy. 

OQ. aatnan pwat*. 8TO wwwui powlbWiy of partnatil of conianiual acMvUy 
tranamWon) 

2 • spodflc (findings wMcli can only bo asplainod by aoniai aetiviy/abuat m moal inaiancM. 
aa-acut* trauma, banaodiona, dofMio nanowino) 

3 • non>ipwifte (bonial IMkioa nMcli may laauR Item abuao bul eoutd ba cauaad by otitor 
awnta. OQ. wyWiama. bunpa, aopial wmnarta, labial adhHooi) 

4 • nomtal (no unuauii findingi) 
5-alhor9ignjflGam<lndino(abnom»lflndingmooilikolynon<abuaainoi(gin, ag. aiapiocoocal 

oaluiMB, labial trauma Wialy duo 10 abaddta in|ury) 
g-athf 
• •mtMinQ 



94 

REFERENCES 

Ackerman, P. T., Newton, J. E. O., McPherson, W. B., Jones, J, G., & Dykman, 

R. A. (1998). Prevalence of post traumatic stress disorder and other psychiatric diagnoses 

in three groups of abused children (sexual, physical, and both). Child Abuse and Neglect. 

22,759-774. 

Adams, J. A. (1991). Is it (or is it not) sexual abuse? The medical examiner's 

dilemma. Child and Youth Services. 15. 129-143. 

Adams-Tucker, C. (1982) Proximate effects of sexual abuse in childhood: A 

report on 28 children. American Journal of Psvchiatrv. 139. 1252-1256. 

Bays, J. & Chadwick, D. (1993). Medical diagnosis of the sexually abused child. 

Child Abuse and Neglect. 17.91-110. 

Berliner, L. (1991). The effects of sexual abuse on children. Violence Update. 1. 

1-10. 

Boney-McCoy, S., &. Finkelhor, D. (1996). Is youth victimization related to 

trauma symptoms and depression after conuolling for prior symptoms and family 

relationships? A longitudinal, prospective study. Journal of Consulting and Clinical 

Psychology. 64(6). 1406-1416. 

Briere, J. (1996). The professional manual for the trauma symptom checklist for 

children. Odessa, FL: Assessment Resources. 

Briere, J. N., & Elliott, D. M. (1994). Immediate and long-term impacts of child 

sexual abuse. Future of Children. 4(2). 54-69. 



95 

Briere, J., & Runtz, M. (1987). Post sexual abuse trauma: Data and implications 

for clinical practice. Journal of Interpersonal Violence. 2. 367-379. 

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

the research. Psychological Bulletin. 99.66-77. 

Caffaro-Rouget, A., Lang, R.A., & vanSanten, V. (1989). The impact of sexual 

abuse. Annals of Sex Research. 2. 29-47. 

Cochran, W. G. (1954). Some methods for strengthening the common x" tests. 

Biometrics. 10.417-45 L 

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

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

Dammeyer, M. D. (1998). The assessment of child sexual abuse allegations: 

Using research to guide clinical decision making. Behavioral Sciences and the Law. 16. 

21-34. 

Elwell, M. E., & Ephross, P. H. (1987). Initial reactions of sexually abused 

children. Social Casework: The Journal of Contemporary Social Work. 68. 109-116. 

Faller, K. (1993). Child sexual abuse: Intervention and treatment issues U.S. 

Department of Health and Human Services: National Center on Child Abuse and Neglect. 

McLean, VA: Circle. 

Feiring, C., Taska, L., Lewis, M. (1999). Age and gender differences in children's 

and adolescents' adaptation to sexual abuse. Child Abuse and Neglect. 23.115-128. 

Finkelhor, D. (1979). Sexually victimized children. New York: Free Press. 



96 

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

update. Professional Psychology: Research and Practice. 21. 325-330. 

Finkelhor, D. (1993). Epidemiological factors in the clinical identification of child 

sexual abuse. Child Abuse and Neglect. 17. 67-70. 

Finkelhor, D. (1994a). Current information on the scope and nature of child 

sexual abuse. Future of Children. 4(2). 31-53. 

Finkelhor, D. (1994b). The international epidemiology of child sexual abuse. 

Child Abuse and Neglect. 18(5). 409-417. 

Friedrich, W., Grambsch, P., Hewitt, S., Koveroia, C., Lang, R., Wolfe, V., & 

Broughton, D. (1992). The child sexual behayior inventory: Normative and clinical 

contrasts. Psychological Assessment. 4. 303-311. 

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

sexually abused young children. Journal of Pediatric Psychology. 11.47-57. 

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

abuse: The initial effects. Newbury Park, CA: Sage. 

Gorey, K. M., & Leslie, D. R. (1997). The prevalence of child sexual abuse: 

Integrative review adjustment for potential response and measurement biases. Child 

Abuse and Neglect. 21.391-398. 

Green, A. H. (1986). Tme and false allegations of sexual abuse in child custody 

disputes. Journal of the American Academy of Child Psychiatry. 25(4). 449-456. 

Hunter, R. S., Kilstrom, N., & Loda, F. (1985). Sexually abused children: 

Identifying masked presentations in a medical setting. Child Abuse and Neglect. 9.17-25. 



97 

Huston, R. L., Prihoda, T. J., Parra, J. M., Foulds, D. M. (1997). Factors 

asscxiiated with the report of penetration in child sexual abuse cases. Journal of Child 

Sexual Abuse. 6(21.63-74. 

Jones, D. P. H. (1997). Assessment of suspected child sexual abuse. In M. E. 

Heifer, R. S. Kempe, & R. D. Krugman (Eds.) The battered child (5th ed.) (pp.296-312). 

Chicago: University of Chicago Press. 

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

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

Bulletin. 113. 164-180. 

Kendall-Tackett, K. A., & Marshall, R. (1998). Sexual victimization of children: 

Incest and child sexual abuse. In R. K. Bergen (Ed.) Issues in intimate violence (pp. 47-

63). Thousand Oaks, CA: Sage. 

Kennedy, J. J. (1992). Analyzing qualitative data: Log-linear analysis for 

behavioral research (2nd ed.). New York: Praeger. 

Kerps, D, L., Terman, D. L., Larson, C. S. (1994). The role of physicians in 

reporting and evaluating child sexual abuse cases. The Future of Children. 4. 119-134. 

Kuehnle, K. (1998). Child sexual abuse evaluations: The scientist-practitioner 

model. Behavioral Sciences and the Law. 16.5-20. 

Larson, C. S., Terman, D. L., Gomby, D. S., Quinn, L. S., & Behrman, R. E. 

(1994). Sexual abuse of children: Recommendations and analysis. Future of Children. 

4(2), 4-30. 



98 

Leventhal, J. M. (1998). Epidemiology of sexual abuse of children; Old problems, 

new directions. Child Abuse and Neglect. 22.481-491. 

Lewitt, E. M. (1994). Reported child abuse and neglect. Future of Children. 4(2). 

233-242. 

Manion, I., Firestone, P., Cloutier, P., Ligezinska, M., Mclntyre, J., Ensom, R. 

(1998). Child extrafamilial sexual abuse: Predicting parent and child functioning. Child 

Abuse and Neglect. 22. 1285-1304. 

Mannarino, A. P., & Cohen, J. A. (1986). A clinical-demographic study of 

sexually abused children. Child Abuse and Neglect. 10. 17-23. 

Mannarino, A. P., Cohen, J. A., & Herman, S. R. (1994). The relationship 

between preabuse factors and psychological symptomatology in sexually abuse girls. 

Child Abuse and Neglect. 18. 63-71. 

McLaren, J., & Brown, R. E. (1989). Childhood problems associated with abuse 

and neglect. Canada's Mental Health. 37 (3), 1-6. 

Muram, D. (1989). Child sexual abuse: Relationship betvreen sexual acts and 

genital findings. Child Abuse and Neglect. 13. 211-216. 

NoruSis, Marija J. (1990). SPSS base system user's guide. Chicago: SPSS. 

O'Donohue, W., Fanetti, M., Elliott, A. (1998). Trauma in children. In V. M. 

Follette, J. I. Ruzek, & F. R. Abueg (Eds.), Cognitive-behavioral therapies for trauma (pp. 

355-382). New York: Guilford. 

Peters, S., Wyatt, G., & Finkelhor, D. (1986). Prevalence. In D. Finkelhor & 

Associates (Eds.), A sourcebook on child abuse (pp. 15-59). Beverly Hills, CA: Sage. 



99 

Rimsza, E. R., Berg, R. A., & Locke, C. (1988). Sexual abuse: Somatic and 

emotional reactions. Child Abuse and Neglect. 12. 201-208. 

Rind, B., & Tromovitch, P. (1997). A meta-analytic review of findings from 

national samples on psychological correlates of child sexual abuse. Journal of Sex 

Research. 34f3). 237-255. 

Rind, B., Tromovitch, P., Bauserman, R. (1998). A meta-analytic examination of 

assumed properties of child sexual abuse using college samples. Psychological Bulletin. 

124.22-53. 

Risen, L., & Koss, M. (1987). The sexual abuse of boys. Journal of Interpersonal 

Violence 2. 309-323. 

Russell, D. E. H. (1984). The prevalence and seriousness of incestuous abuse: 

Stepfathers vs. biological fathers. Child Abuse and Neglect. 8. 15-22. 

Salter, A. C. (1992). Epidemiology of child sexual abuse. In. W. O'Donohue & J. 

Geer (Eds.). The sexual abuse of children: Vol. 1. Theory and research (pp. 108-138). 

Hillsdale: NJ: Erlbaum. 

Sandfort, T. G. M. (1992). The argument for adult-child sexual contact: A critical 

appraisal and new data. In. W. O'Donohue & J. Geer (Eds.), The sexual abuse of 

children: Vol. I. Theory and research (pp. 38-48). Hillsdale: NJ: Erlbaum. 

Sedlak, A. J., & Broadhurst, D. D. (1996). Third national incidence study of child 

abuse and neglect. Washington, DC: Department of Health and Human Services. 



100 

Swenson, C. C., & Hanson, R. F. (1997). Sexual abuse of children: Assessment, 

research, and treatment. In J. R. Lutzker (Ed.), Handbook of child abuse and research (pp. 

475-499). New York: Plenum. 

Trickett, P. K., Allen, J., Schellenbach, C. J., & Zigler, E. E. (1998). Integrating 

and advancing the knowledge base about violence against children: Implications for 

intervention and prevention. In P. K. Trickett & C. J. Schellenbach (Eds.), Violence 

against children in the family and the community (pp. 419-437). Washington, DC: 

American Psychological Association. 

Trickett, P. K., Horowitz, L. A., Reiffman, A., & Putnam, F. W. (1997). 

Characteristics of sexual abuse in a sample of girls and female adolescents. In D. Cichetti 

& S. L. Toth (Eds.), Rochester symposium on developmental psychology. Volume VIII: 

The effects of trauma on the developmental process (pp. 289-314). Rochester, NY: 

University of Rochester Press. 

Trickett, P. K., & Putnam, F. W. (1998). Developmental consequences of child 

sexual abuse. In P. K. Trickett & C. J. Schellenbach (Eds.), Violence against children in 

the family and the community (pp. 39-56). Washington, DC: American Psychological 

Association. 

Tufts' New England Medical Center, Division of Child Psychiatry (1984). 

Sexually exploited children: Service and research project (Final report for the Office of 

Juvenile Justice and Delinquency Prevention). Washington, DC: U.S. Department of 

Justice. 



101 

U.S. Department of Health and Human Services, National Center on Child Abuse 

and Neglect (1997). Child maltreatment 1995: Reports from the states to the national 

child abuse and neglect data svstem. Washington, DC: U.S. Government Printing Office. 

Waterman, J., & Lusk, R. (1993). Psychological testing in evaluation of child 

sexual abuse. Child Abuse and Neglect. 17. 145-159. 

Waterman, J., Kelly, R. J., Oliveri, M. K„ & McCord, J. (1993). Behind the 

plaveround walls: Sexual abuse in preschools. New York: Guilford. 

Wells, R. D., McCann, J., Adams, J., Voris, J., & Ensign, J. (1995). Emotional, 

behavioral, and physical symptoms reported by parents of sexually abused, nonabused, 

and allegedly abused prepubescent females. Child Abuse and Neglect. 19. 155-163. 

West, M. M. (1998). Meta-analysis of studies assessing the efficacy of projective 

techniques in discriminating child sexual abuse. Child Abuse and Neglect. 22. 1151-

1166. 

Wilshire, T. W., & Winterstein, M. L. (1998). The child sexual abuse data 

summary form: A demographic checklist for clinicians and researchers. Child 

Maltreatment. 3.72-79. 

Wright, J., Friedrich, W. N., Cyr, M., Theriault, C., Perron, A., Lussier, Y., & 

Sabourin, S. (1998). The evaluation of Franco-Quebec victims of child sexual abuse and 

their mothers: The implementation of a standard assessment protocol. Child Abuse and 

Neglect. 22.9-23. 

Wyatt, G. E. (1985). The sexual abuse of Afro-American and white-American 

women in childhood. Child Abuse and Neglect. 9.507-519. 



102 

Zlotnick, C., Shea, M. T., Begin, A., Pearlstein, T., Simpson, E., Costello, E. 

(1996). The validation of the trauma symptom checklist - 40 (TSC - 40) in a sample of 

inpatients. Child Abuse and Neglect. 20. 503-510. 


