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Abstract

A sample of twenty adolescent females from an inpatient
psychiatric facility in British Columbia voluntarily completed
a variety of clinical survey measures, namely the SCL-90-R, the
Teenage Behaviour Inventory and the Dissociation scale. The
purpose was to evaluate the usefulness of these measures in
providing informatidn on psychological and behavioural distress
associated with sexual victimization. Sexual abuse histories
were located in the files for fifteen of the twenty females.
It was originally intended that this study would compare
individuals sexually abused with those not abused on
psychological and/or behavioural measures. Because of the
breakdown of ébused (15) versus not abused (5) persons,
comparative analyses were not appropriate. Instead, the

psychological and behavioural profiles of the fifteen women who

had reported histories of sexual abuse were described. Higher

than normal levels of self-destructive behaviour, hostility,

suicide attempts, phobicvanxiety, depression, as well as

alcbﬁoi andvdfﬁg bréblems, were noted. The measures which were
administefed appeared to yield clinically-useful information.
As well, routine administration of such measures could be
potentially effective in identifying the particular treatment
needs of the individuals; however, further investigation is

needed before policy recommendations can be made.
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I. INTRODUCTION

Over the past decade, child sexual abuse has been
recognized by the public as a major social problem. While at
one time public awareness about sexual abuse was furtive at
best, today concern and interest are widespread amongst lay
persons and professionals alike. Such an increase in public
awareness has led to changes in public attitudes as well. In
the recent past, child sexual abuse was considered to be a rare
phenomenon, today we recognize sexual abuse as occurring
frequently and as being associated with various negative
psychological and physical outcomes for its victims. As well,
our understanding of the victim's role and culpability have
changed. At one time the victim was considered to be at least
partially responsible for the abuse (Bender & Blau, 1937;
Bender & Grugett, 1952; Demott, 1980; Freud, 1966; Henderson,
1983; Katan, 1973; Nelson, 1981; Rasmussen, 1934; Rascovsky &
Rascovsky, 1950; Weiner, 1978). OQur current understanding,
however, is much more sensitive to the victim's oppression,
placing the responsibility upon the abusing adult for his
actions (Briere, 1984; deYoung, 1982; Gelinas, 1983; Halliday,
1982; Rush, 1976; Rush, 1980).1

These changes in public awareness and perceptions about
sexual abuse have been affected and shaped by various sources
such as the media, research and policy attention and, of

course, the ongoing concerns that women have had about sexual



violence. In addition, although these dramatic changes appear
to be sudden, they are based bn years of research attempting to
understand the sexual abuse phenomenon. 1In fact, many of our
present beliefs have emerged in reaction to past research and
the subsequent social misconceptions it produced. Thus, recent
developments and reactions to sexual abuse are best understood
within their historical context. What has led to our present
perspectives can only be understood if we explore the various
contributing factors to it. And, as our present notions about
child sexual abuse appear almost diametrically opposed to what
they have been historically, it is worthwhile to briefly
describe the various aspects, such as media, policy research,
and the women's movement which have influenced our present
opinions and concerns. In this way, we may also better
understand various broader social and political implications
resulting from our present knowledge and changes in attitude

about the child sexual abuse phenomenon.

o o s o o e s s i e et ettt it e o st i o s — — o — 1 o7 s s, 7 S st et o st e

Until recently, incest and child sexual abuse was
characterized as a rare occurrence (Henderson, 1975). The
theory most commonly used to explain the context and incidence
of sexual abuse was based on the Freudian notion of "child
seduction". In Freud's essay on "Femininity", he wrote
"...almost all my women patients told me that they had been

seduced by their fathers. I was driven to recognize in the



end that these reports were untrue and so came to understand
that the hysterical symptoms are derived from phantasies and
not from real occurrences." (p. 584). He could not bring
himself to believe that so many men in civilized Vienna were
sexually abusing their daughfefs. Instead, he decided that
these women who had trusted him with their most painful secrets
were lying (Rush, 1980). Freud further claimed that whenever
girls reported assault, they were actually revealing their
innermost fantésies, expressing their true‘nature and that
these expressions meant they wanted to be "seduced".

This theory, casting girls into the role of sex objects,
aggressors, or "demon nymphettes” tended to dominate most of
the past research and social perceptions of sexual abuse. As
Rush (1980) has argued, such perceptions tended to define not
only the child's body, but also her soul. in her book, The
Best Kept Secret, Rush discusses the development and level of
recognition given to this view of girls. She explains how
Freud based his theory and built his practice on "Lolita"--the
child seductress--and, every incest offender, of course, had
one for a daughter or a sister (and so on).

As a consequence of this dominant view on sexual abuse,
for many years victims of incest themselves were vulnerable to
believing such definitions of reality and blamed themselves for
their abuse (Masson, 1985). For example, Dostoyevsky in his

seductress:



There was something shameless and provocative in the
childlike face; it was depravity, it was the face of a
harlot...Now both eyes opened wide. They laughed...
"What, at five years old, " muttered Svidrigailov in
genuine horror. "What does it mean?" And now she
turned to him, her little face aglow, holding out her
arms...(1959: 537).
Freud's notion of the child seductress had obviously attained a
certain prominence to be thus expressed in the literature of
the time. Moreover, researchers tended to utilize these
theories upon which they generated "empirical" findings to
support them. While literature is often discounted as merely
fictional in nature, as with Dostoyevsky's novel, scientific
work which would present similar images of the child victim
contributed to confirming these "fictional" assumptions as
representative of reality (deYoung, 1982). Bender and Blau
(1937), for example, produced a study on hospitalized sexually
molested girls. Fifteen years later, Bender and Grugett (1952)
conducted a follow-up study of the same sample. The authors
concluded tﬁat "it was highly probable that the children had
used their charm in the role of seducers rather than that they
had been the innocent ones who had been seduced"” (p. 826).
Since the Bender and Blau (1937) study, various
researchers have attempted to confirm these sorts of
assumptions about child victims (See Lukianowicz, 1972; Krieger
et al., 1980; Henderson, 1975). Lukianowicz, for example,

states that the "children were far from being innocent victims;

on the contrary, they were willing partners and often



provocétive'seductresses (p. 309). Henderson (1975) believes
that the daughters (in patefnal incest) play a collusive role
in most incestuous relationships. He asserts that "in father—
daughter incest, the father is aided and abetted in his
liaision by the conscious or ﬁnconscious seduction by his
daughter...the daughters collude in the incest relationship and
play active and even initiating roles in establishing the
pattern” (p. 1533).

These theoretical propositions based on émpirical research
placing the responsibility (or at least part of it) on the
child for her victimization can have obvious implications for
the offending adult. It can be used not only to minimize their
‘roles as offenders, but it can be used to incorrectly disparage
the negative effects of incest (deYoung, 1982). In other
words, if the child encourages the incest, then the éncounter
itself cannot be damaging to the child nor can the adult be
held fully responsible for his actions. In fact, many
professionals and researchers have maintained that such early
sexual experiences with parents can.be considered as truly
benefical to the child (DeMott, 1980; Nelson, 1981).

Since earlier studies on incest and child sexual abuse
(Bender & Blau, 1937; Bender & Grugget, 1952; Rasmuésen, 1934;
Rascovsky & Rascovsky, 1950), research has been steadily
increasing. New empirical findings increasingly questioned and
challenged status quo perceptions and assumptions. Many

researchers, such as deYoung (1982) have noted that the data



used to support past conclusions were not only isolated at
best, but also upon careful consideration, the familial and
social contexts in which the incest occurred were not included
and/or explicated (p. 57). deYoung suggests four sources of

data which were most likely responsible for assumptions of

victim culpability: the incest offender's rationalizations
(Freud's Lolita), the victim's passivity, pre-incest
promiscuity and the victim's behaviour in therapy. She further

notes that "when the familial and social context is fully
appreciated, the culpability of the child diminishes" (p. 586).
Hence, public and professional perceptions of sexual abuse have
broadened considerably since the initial pioneer work in the
area. Furthermore, various groups within sociefy, such as
women's groups became very involved in wanting to understand
the phenomenon {(Brickman, 1984). In fact, one of the goals of
the women's movement involved informing public perceptions on
the nature of sexual abuse--according to the victim's
experience. The women's movement constituted one of the first
and most positive means of action in increasing awareness of
child sexual assault and in working to mobilize communities in

its prevention.

The women's movement
The women's movement made several gains in both trying to
understand as well as prevent the problem of sexual abuse over

the past several yeafs. Previous beliefs that incest and



sexual abuse were rare occurrences, or that children fantasized
about being sexually assaulted (Freud, "child séduction‘
theory") or that in the cases where it did occur either the
child or the offender or both were deranged (see Rascovsky &
Rascovsky, 1950; Weiner, 1962) were being questioned as more
and more adult survivors recounted their experiences. Their
experiences revealed a certain oppressive nature to the abuse
experience which previously had not been recognized (James,
1977). Such new insights facilitated a disparaging of the
previously assumed <culpability of the child wvictim.
Furthermore, this perspective has been viewed as empowering to
both women and children not only in mobilizing public awareness
about the reality of the problem, but also in developing
effective prevention programs direcfed at helping and not
alienating the victim (Hefland, 1985). At the same time, as
Hefland and other feminists have argued, it has enabled women
and children to become more informed about their personal
rights and what constitqtesvviolations.to them.

Unlike the anti-rape movement, where it was much more
difficult to convince the public that women were not
responsible for their rape, the public clearly accepts the
obvious dependence of children on adults and the relative power
differentials. Thus, this movement against child sexual
assault easily became widespread involving not only women

and/or mothers, but anyone who cared about protecting children



and/or the threatened family unit.

While the women's movement has been most effective in
developing an understanding of child sexual abuse and incest,
their point of view has been considered biased and threatening.
Their insistence and persisténée in empowering children and
adult survivors of sexual abuse has caused them to focus on the
issue solely from the "women's experience". Thus, as the
credibility of the victim's experience increased, so did the
threat to men's authority and control in>the family wunit
increase. As well, however, in depicting child sexual abuse as
a major tool used to oppress women, the whole notion of the
traditional family unit also came into question. The
implications of some of the arguments maintained by feminists
has thus led to various, supposedly counterbalancing responses.
In fact, increasingly, much of the information being
disseminated has been directed at mitigating the initial
feminist claims and possible implications. Some authors, such
as Hefland (1985) believe that these mitigating attempts have
worked "against the gains made by feminists in understanding
and preventing child sexual assault" (p. 14). One of the way;
in which these mixed messages between feminist arguments about
sexual abuse and restoring status quo assumptions about it have
been known has been through the media. While the media has
also contributed enormously to our present level of awareness
and concern about sexual abuse, it has also led to a confusion

in public perceptions. It is therefore also important to



briefly review the media's influence on the development and

conceptualization of child sexual abuse.

Media attention and influence

As this awareness of child éexual abuse increased, so did
the media begin to focus”its attention on this issue as a way
to further increase public awareness. In facf, child sexual
abuse events continue to receive enormous attention from
newspapers and journéls.v Shocking revelations about abuse
occurring in families, schools, daycare and other child-care
facilities as well as horror stories on the fate of kidnapped
or missing children have led to widespread confusion, fear and
outcry. In short, the topic of child sexual abuse has appeared
everywhere, from prime time television shows to national
magazines in attempts to receive broad attention.

And yet, while such widespread media attention appears to
be effectively informing the public, the content of the
information reaching the public has been considered
questionable. In other wbrds. the hedia often times has
delivered information which is somewhat distorted and
ultimately counterproductive to understanding and preventing
abuse (see, for example, Fritz & Altheide, forthcoming).
Children, for example, are always portrayed as easily duped
into their'sexual victimization. They are always depicted as
passive and vulnerable. While it has been necessary to show

the relative powerlessness of child victims confronted by



abusing adults in emphasizing the credibility of the
experiences of children and adult survivors, images of victim
passivity can also be easily misconstrued. In other words, not
all children are easily tricked, or react passively when
confronted with someone they do not trust; yet their more
aggressive behaviours are never portrayed (Lamb, 1986L
Hefland (1985) argues that "it is crucial to make a distinction
between innate characteristics and learped behaviour” (p. 9).
She claims that women and children are taught to be passive and
it is necessary to discredit such learned behaviour: "Many
children resist, fight back, or see through tricks, yet this
message which would contribute to empowering more children is
seldom heard" (p. 9). Thus, current media images of children
do little more than to reify their powerlessness and fear,.
Furthermore, a disproportionate amount of media attention
is given to child abuse offenders. The offender's experience
is often the focus of movies, television talk shows, and
magazine articles (See Newsweek, for examﬁle, May 14, 1984),
The outcome of such media exposure featuring child molesters as
"special guests" simply evokes sympathy for this "poor insane
person." The offender, while seemingly accepting his
responsibility for the abusive actions by publicly talking
about them, is simultanebusly admired for his remorse. In
addition, the offender is given the opportunity to discuss the

"real" reasons for his/her actions--the surrounding conditions

10



or circumstances. Mothers, for example, are offen blamed fof
the abuse of their children‘by the father because "she works
all the time" or "she is never home" or "she was cold sexually"
(see Halliday, 1982; Hefland, 1985). The implication of such
statements, of course, poiht to the breakdown of the
traditional female role as wife and mother as the real'factor
responsible for such behaviour. For if the woman were home
where she belonged, child sexual abuse would not occur--mother
would take care of everyone's needs.

Moreover, media attention on abuse occurring in day care
centres further reinforces the public's view that women ought
to stay home. And yet, it is consistently reported that
between 75% - 80% of abuses occur by trusted friends,
relatives, family members and even doctors, and ministers
(Halliday, 1982; Hefland, 1985). Such information not‘only can
cause us to totally misconstrue the context of sexual abuse but
also it can misguide our preventive focus. In fact, if viewed
within the parameters of mainstream media, any attempts at
preventing or remedying thevchild sexuai abuse problem can only
be counterproductive to the gains made for victims. In other
words, because the media focuses disproportionately on
describing and analysing the offender's actions rather than the
victim's experience, criminal justice and therapeutic efforts
risk a similar disproportionate focus on the offender to the
detriment of the victim.

In addition to the media "moral panic" production, there

11



has also been an increase in‘bsychological, medical and social
research. This increase in government and proféssional
attention has also contributed to public awareness and concern
about sexual abuse. The following section will briefly review
some of the themes of the major government commission reports
which have influenced the emergence and creation of the child

sexual abuse issue.

o s s o . i ey e e e . . i s S Wt e ot st S A A o i e e e i o o i

Reports by the Badgley and Fraser commissions in Canada and
the Meese commission in the United States have also provided
dramatic evidence concerning the widespread incidence of sexual
offences against children and youth. Furthermore, these
reports have asserted that the pervasiveness of child sexual
abuse is associated with the proliferation of prostitution and
pornography. Adg;tipnal aqd more recent survey research has
estimated th;¥/one out of every four girls under the age of
fourteen ﬁﬁs‘undergone some form of sexual molestation (See
Meégéwcggmission Report, 1986L

The Badgley, Fraser and Meese reports on the pervasiveness
of sexual abuse have also been widely disseminated through the
mass media and, therefore, contribute to public opinion about
sexual abuse. »There are, however, critics who claim that these
reports (along with the mass media representation) only further

mislead and misinform the public about the context and nature

of sexual abuse. The most common criticism is that much of the

12



reported research oversensationalizes and overgeneralizes
limited empirical findings. The government repofts, for
example, include a substantial number of cases involving
exhibitionism or flashing as a form of sexual abuse when it is
not at all evident conceptually and cliniCélly that the
inclusion is appropriate. In effect, critics argue that while
"flashing” is abnormal or gross behaviour it does not ipso
facto constitute sexual abuse.

In addition to various methodological problems in the
above government sponsored research, these reports have also
been criticized for public images that arise from the
ideological perspectives underlying the subsequent policy
recommendations to deal with sexual abuse. These policies
often appear to reflect a patriarchical and reactionary
approach to the problems identified in the research. Some
critics argue that such research can create a potentially
negative impact with reference to proposed policies for>women,
homosexuals and in particular, young people. Regarding the
latter group, Lowman et al. (1986) maintain these reports can
be dangerous "in more insidious ways [to] all young people" (p.
255).

What appears to emerge from such controversial research
and policies about sexual abuse is a climate of confusion and
concern over the extent of its occurrence, the nature of the

incidents, its aetiology and its effects. Accordingly, social

13



science and medical research in this area has increased
dramatically in the interests of expanding our present

understanding of the problem.

Present status of research on child sexual abuse

s e e it e o e o — i o i o it o ot i it o e Lo b s s i s o o e s s i

Studies conducted by wvarious social scientists,
particularly psychologists, have not only provided confirming
evidence of the extensiveness of sexual abuse but also they
have concluded that most women who were sexually abused as
children suffep serious negative consequences, from
psychological and social problems to medical problems (Bagley,
1985; Finkelhor, 1979; Hyde, 1984; Runtz & Briere, 1985;

Sorrenti-Little, Bagley, Robertson, 1985). As documented by

N———

Bagley and Ramsey (1985), between fifteen and thlrty percent of

various female populatlons surveyed have reported a history of

sexua} abuse and about half of those who reported such

P . ‘ S |
historig§ indicated that the abuse occurred within the family

or by a closely gruéfédrperson.
a Maggwgfﬂthe empiricai work providing evidence on the
effects of child sexual abuse has, however, also been
considered biased and methodologically inadequate (Hendersdn,
1983; Toro, 1985). Criticisms have ranged from questionable
designs and instrumentation (such as use of the MMPI which has
been considered faulty in its ability to directly address
psychological dysfunctions: see Conte, 1984), to small b1ased

samples and poorly controlled studies. Although much of the

14



research is still in its formative phases of pilot testing,

recent studies have improved somewhat upon former inadequacies.

These studies have provided long-term follow-up work (Bagley

and MacDonald, 1984), non-clinical, general population surveys

(Badgely, 1984; Bagley, 1985; Briere, 1985; Finkelhor, 1979;

Sorrenti-Little, Bagley, Robertson, 1984) and improved measures

considered to address directly the association between sexual

abuse and presenting psychological and behavioural distress

(Conte, 1984; Runtz and Briere, 1985). As a result of such

methodological improvements and extensions to research on

sexual abuse, both professional and public attention and

acknowledgement is increasingly being focussed on its adverse

effects, continually testing and challenging previous beliefs
and theories (Halliday, 1982; Oates, 1982; Rush, 1976).

Because of the tentative state of recent research on

sexual abuse, further research is obviously necessary,

especially with reference to overcoming validity concerns

raised about designs and instrumentation employed. Nearly all

measurement instruments to date have been validated on adult

samples leavjngropen the issue. of-measuring the effect of
sexual abuse on»other populations such as adolescents. As a

result of using older population samples, research to date has

focused on measuring the long—term effects of sexual abuse.

the initial and fundamental step of validly measuring the

effects of sexual abuse as close as possible to the actual

15
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cccurrence(s) of sexual abuse. This step is critical in order
to assess causal and other developméﬁtal issues regarding

psych&iogical Héfh‘associated with sexual abuse.

The purpose of this thesis will be to focus on the key
issue 6f hdﬁwgény, if any, psychological or bghavioural
prob};ms may be ‘identified amongst a group of adolescents who
have féported histories of sexual abuse. A sample of
adolescent females residing in a mental health facility
voluntarily completed self-report measures of psychological and
behavioural distress. Sexual abuse histories were located and
verified through the file reports. It was anticipated that a
clinical sample of adolescent women ;bdldyﬂa§§i£hé“greatest
potentidl'f;;?;é;nt;fﬁihéﬁé;éidéséribing the symptomatology
resulting %rom sexual abuse. As well, various staff from this
mentai ﬁéélth facility indicated that a large proportion of the
residents had reported sexual abuse histories, though exact
figures were unknown. Accordingly; the design selected
involved a combination of survey and interview methods.
Several clinical and background measures which have been used
in past sexual abuse studies, namely the SCL-90-R (Derogatis,
Rickels & Rock, 1976), the Dissociation Scale (Briere & Runtz,
1985), and the Teenage BehaJiour Inventory (Runtz & Briere,

1985) were administered to this population. The measures will

be subsequently assessed as to their value in identifying and
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explaining the psychological and behavioural problems of this
institutionalized population of adolescents. In this wa&,
generalizations may be made about the research value as well as
the clinical utility of these measures for other similar
populations.

Past studies have claimed that the above measures have
been able to describe the connection between various types of
psychological and behavioural problems and prior sexual abuse
(Briere, 1984; Finkelhor, 1979; Runtz and Briere, 1985).
However, these studies were conducted only on clinical and non-
clinical adult female populations. As yet, these measures have
not been administered to adolescents although adolescent norms
for the measures are readily available. Thus, the measufes to
be used in this study have been chosen based on their claimed
value of identifying associations between prior sexual abuse
and presenting psychological and behavioural distress amongst
adult females. In thié study, the usefulness of these measures
amongst adolescent females will be assessed.

Before turning to a more detailed description and analysis
of the population in question, a review of the literature
examining the prevalent theories and conceptualizations of
sexual abuse and why it occurs will be presented. Chapter two
will therefore deal with the task of defining sexual abuse as
it has been defined in past studies as well as operationalizing

the concept for the purposes of this study. Furthermore, a
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ppesentation and analysi§ of the existing research on adults
and, of course, on adolescents will provide the necessary
theoretical perspective for the investigation of the theme of
this study. Chapter three will include a description of the
sample and design as well asvoﬁtline the method and procedure
used. Why certain methods and measures were selected will be
explicated in light of past work supporting their use. As
well, the strengths and limitations of the present study will
be discussed. Chapter four will describé and explain the
research findings in detail and chapter five will provide
observations énd discussioh as suggested by my analysis of the
findings. A brief summary and final remarks regarding
suggestions for improvements to this study and/or for future

studies in this area will conclude the thesis.

18



1Because victims of sexual abuse are overwhelmingly female, and
of fenders male, it appears appropriate to use gender specific
pronouns.
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II. LITERATURE REVIEW

Research interest in the problems associated with child
sexual abuse and incest is somewhat recent. The literature,
therefore, is not very extensive and, overall, is considered to
be methodologically problematic (Toro, 1985). Furthermore,
most empirical work on the effects of child sexual abuse has
focused on its long-term consequences. Such research has for
the most part utilized adult populations. Research examining
the initial effects of child sexual abuse is even more uncommon
than the long-term analyses and methodological limitations are
even more pronounced. One of the major reasons for this is
that to examine the initial effects of child sexual abusé,
younger‘populations must be accessed. Because of the ethical
considerations and questions associated with studying younger
persons, attaining access and consent is much more difficult.
And, even when access and consent are obtained, in studying
pre—-teen or.teenage populations, questions arise about the
reliability of their responses.

Yet, despite these difficulties associated with doing
research in the area of child sexual abuse, there has been a
steady increase in empirical work. This has occurred partly in
response to the state of past research in attempts to improve
methodological inadequacies and to refine theoretical
propositions. Furthermore, studies on abusive and incestuous

relationships which have argued that the effects of such
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experiences have pfoduced benign or even potenfially positive
self—actuaiization aftereffects (Nelson, 1981) have incited
extensive controversy amongst social service providers and
§ocia1 scientists alike. As well, feminists have been adamant
about exposing the short-comings of such research. Thus, most
clinical research in recent years, has attempted to assess the
import, if any, of assumptions claiming that abusive
experiences can be benign or potentially positive. As well,
recent work has been helpful in further understanding the role
of the victim and the effects on the victim resulting from
abuse. Negative behaviour such as running away, dropping out
of school, bedwetting, drug and alcohol abuse, hysterical
seizures, prostitution and suicide attempts have all been found
to be associated with backgrounds of incest and/or sexual abuse
(Bagley, 1984; Briere, 1984; Goodwin, Simms & Bergman, 1979{
Herman, 1981; Ross, 1980; Runtz & Briere, 1985; Sedney &
Brooks, 1984).

Such fundamental discrepancies in research findings,
therefore, require a closer examination or review of the
limited research. The purpose of this chapter will be .to
review the empirical literature on the effects of child sexual
abuse. Studies on both long-term and initial effects will be
reviewed in order to provide as comprehensive an examination as
possible. While the empirical literature on the initial
effects will be of specific relevance to the purpose of this

thesis, an examination of the long-term effects will be
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included for two major reasons. First, a greater nuhber of
studies have been conducted on adults than on adoléscents,
therefore the "long-term" effécts of sexual abuse are more
frequently tested and documented. Second, research on adults
and long—term effects has stimulated research on younger
counterparts and their immediate responses to sexual abuse
experiences. Thus, discussing empirical research on long-term
effects will be useful in providing the necessary context out
of which research on adolescents and the immediate effects of

sexual abuse has been inspired and developed.
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Research involving "long-term" effects have certain common
characteristics. To begin with, sexual experiences always
involve an older perpetrator and a younger victim, therefore,
the age differential is the primary focus. This differential
is important because the victim often experiences "subtle
coercion"”, and is at a further disadvantage because the
"ability to understand the situation ié inherently unequal and
is compounded by a serious difference in power "
(Finkelhor, 1979: 694—695). Accordingly, Hefland (1985) also
states that:

an accurate view of incest recognizes the unequal

relationship between father and child. By placing

responsibility squarely with the man we see that,
fundamentally he chose to hurt his child. Anger is

totally justified as the response to the misuse of
power and deliberate harm (p. 14).
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Thus, age, knowledge and power differentials aré considered to
be crucial variables in assessing aftereffects of incest and/or
sexual abuse, In contrast, abusive sexual experiences between
peers are usually characterized by relatively similar levels of
awareness (whether informed or‘uninformed) and by the absence
of inherent power differentials. Another common characteristic
is that samples consist predominantly of females. A few
studies focus on male experiences but most of the

psychological, behavioural and physical outcomes refer to

females. Finally, all the adult-based studies have
methodological shortcomings. These will be identified and
critiqued in the summary section of the chapter. The review

will begin by discussing the studies which report negative
effects of child sexual abuse followed by an overview of the
few studies suggesting positive effects from sexually abusive

and/or incestuous encounters.
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Studies on long-ternm effects“gﬁwqhild sexual abuse

Va N

document a range of problems from emotional responses SQch aS
‘g;iif of_&epression to self—destructive‘behé?iours‘to sexual
dy;fypctions. While some studies attempt to report and analyzé
ghis enfire range of negative psychological and behavioural
sequelae, others focus in on certain items. What eventually

emerges from these studies is a definite overlap in their

results indicating that persons who undergo such victimization
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suffer chronic psychosocial difficulties thfoughout their
lives. Thé following will constitute an overview of this
reéearch as it will allow for a greater understanding of the
sort of psychological impact reflected in persons who may be
presently undergoing such victimization. In other words,
although the main focus of the review will be on adolescent

e T S

psychological effects of abuse, forerunning studies on adults

/ i o R,

and long term effects enable us to understand the consequent
chronic development and depth of the problems when they

continue beyond the initial phases of psychological responses.
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Depression

Empiricai studies utilizing both clinical and non-clinical
samples have noted depression as the most common‘affective
response of those who documented sexual abuse histories. Non-
clinical sample studies have, however, been noted to
demonstrate the distinctions amongst levels of depression
better than clinical sample studies (Browne & Finkelhor, 1986).
This is because within clinical populations it is difficult to-
select control groups that emotionally would not demonstrate
depression regardless of sexual abuse history. The very need
to seek out clinical assistance is indicative of the emotional
and/or behavioural state of the entire clinical population.
However, slight differences were noted in both Herman's (1981)

and Meiselman's (1978) studies which were based on clinical
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samples although neither finding may be considered as
statistically significant. Herman noted that 60% of the abused

victims in her study reported severe depression versus 55% of

the non-abused comparlson group who also reported depre351vew

symptoms In Melselman s study the frequency of reported
symptoms of depress1on was 35% amongst sexually abused versus

23% of the non-abused.
S

AN

Non-clinical sample studies have been more successful at

reporting significant results indicating higher levels of
depression amongst abused versus not abused respondents. For

example, Br1ere and Runtz (1985), in their study of a sample of

.

.

undergraduate women, noted dlstlnctively h1gher levels of

depression anongst abused women. Analys1s of the presentlng
symptonatoiog;’naa based on theﬂﬁopkins Symptom Checklist items
which measure a range of psychological/emotionai and
behavioural dysfunctions. Abused subjects indicated higher
levels of depression during the twelve months before the
testing in comparison to non-abused subjects. Also utilizing a

non-clinical sample of 301 college women, Sedney and Brooks

(1984) found that those who had experienced sexual abuse as

children had reported depression significantly more (65%) than ,j

those who had not been abused (43%).

Other studies successfully confirming the association
between sexual abuse history and high levels of depression
amongst non-clinical populations include Bagley and Ramsey's

(1985) Calgary community study based on a random sample of 387
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women, and Peters (1984) Los Angeles community study, also

based on a random sample of 119 women. The Bagley and Ramseye

(1985) study used two d1fferent measures of depress1on The

well”as “the M1ddlesex Hospltal Questioﬂnalre (MHQ) Using the

CEs-D, 17% of subJects with sexual abuse h1stor1es scored with

symptoms of cllnlcal depress1on compared to 9% of the non-

o it S

abused group. TheVMHQ 1dent1f1ed 15% of the abused with

A

depre331ve symptoms versus 7% non- abused Peters (1984) out of

119 interviews noted that sexual abuse especially if physical
contact was involved, was associated with a greater frequency
of depression. Furthermore, both the Peters (1984) and the
Sedney and Brooks (1984) studies noted that sexually abused
subjects more often than non-abused subjects indicated that
they had been hospitalized for their depressive symptoms (the

result of 18% versus 4% was documented in the latter study).

Anxiety

In addition to the higher leveis of depression noted
amongst both clinical and non-clinical populations with prior
sexual abuse histories, higher levels of anxiety and tension or
nervousness are noted. Briere (1984), in his clinical sample
of 153 female walk-in patients, found that 54% of those
sexually abused had anxiety attacks compared tof;;%tof thejhon*

victims. These findings were further confirmed in his non-

cllnlcal sample study (Briere and Runtz, 1985) where sexual
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abuse victims also scored higher than non-abused subjects.
Also, Sedney and Brooks noted that 59% of their Subjects
with sexual abuse histories experienced chronic anxiety overall
and 41% experienced extreme forms of anxiety and nervousness.
This compared with 29% of the comparison group who had

indicated acute and chronic tension.

Self-Image

Empirical data based on clinical samplés have also noted
that sexual abuse victims experience very poor self—imagg.
They nqtg”fgelings of stigmatization as well as isolagjon. For
example, in gfiere's clinicél sample, 6%% of the sexually

abused women felt isolated and stigmatized compared to 49% in

the control group. Herman (1981) noted that all the s&ﬁjectg
in her study felt stigmatized. In fact, stigmatization was
reported as one of the most consistently reported symptoms in
her profile of incest victims.

Problems with gglf:gsgeg@ and stigmatization were also

indicated in Courtois' (1979) community sample. Eighty-seven

percent of the sample reported that their self-esteem had been

isolation--and/or alienation.
Amongst non-clinical populations, §§gley and Ramsey
(1985), by using the Coopersmith Self-Esteem Inventory, found

that 19% of their abused subjects reported "very poor" levels
\ e e v,.,».,A..r_.»>. - |
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of self-image as compared to 9% of the abused who had indicated
"very good" levels. AlthougnWtHE“0verall levels reported are
lower than in the above mentioned c¢linical studies, the
findings reported by Bagley and Ramsey in their non-clinical
sample are statisically consistent with those reported by
Briere (1984), Sedney and Brooks (1984), Courtois (1979), and
Herman (1981).

Algngﬂwdth these data indicating various long-term
psyciplogical/emotional.preblems associated to prior sexual

abuse, long term psychologlcal behavioural problems ranglng

S e

from sexual dysfunctlons to suicide attempts have also been
noted as more likely to man1fest themselves amongst sexual

abuse v1ct1ms. The follow1ng section will br1efly identify

various empirical findings indicative of these problems.
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Suicide and self—destructiveness

Suicidal and self-destructive behaviours were noted in

\

both clinical and non-clinicaltsamples Br1ere (1984) in his

f— e e’

clinical sample found that 51% of the sexually abused subjects

had a history of su101de_attempts compared to 34% of the.

,,,,,, e

nonabused subjects. Self-destructive behaviour was reported by

31% of _the sexually abused versus 19% of the nonabused. Other

cllnlcal studies such as Herman (1981) and Harrlson, Lumry and

Claypatch (1984) also revealed a 11nk between chlldhood sexual

T P
A

abuse, suicide 1deat10n; or self destructlve behav1ours and

UV
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child sexuar abuse history.

Accordingly, the noﬂvclinicar”sample studies revealed
similar associations between sexual abuse and suicidal and/or

self-destructive actions. Bagley and Ramsey (1985), as well as

Sedney and Brooks (1984) in their respective community and

~.
[ N

college student samples, found that suicide and/or self-harm

ideation as well as deliberate self-harm was most prevalent

amongst the chlldhood sexual abuse victims. Sedney and Brooks

N

(1984) reported 39% versus 16% from the control group.

Somatic complaints
Sleeping difficulties, nightmares, and somatic anxiety

were also prevalent long term symptoms noted in victims of

S

sexual abuse. In the study by Sedney and Brooks (1984), 51% of

the sexually abused subjects noted they had d1fflcu1ty sleeplng

compared-to 29% in the control group. Accordingly, the Bagley

I
{

and Ramsey (1985) community sample reported }9% of their
sexually abused subjects as having symptoms of somatic anxiety
versus 9% of the nonabused subjects; Briere (1984) in his
clihical sample also noted that female sexual‘abuse clients
were more likely than nonabused cliemts to indicate higper
levels of restlessmsleephand more frequent nightmares despite
the number of years between the abuse incident and the
presenting symptoms. Briere's study showed that in most cases,

even though at least thirteen years had passed since the actual

abuse incidents, somatic problems were still highly evident.
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Sexuality and social functiohing

Much clinical attention has been given to the later sexual
functioning of childhood sexual abuse victims. Briere (1984),
Meiselman (1978), Herman (1981), Langmade (1983), Tsai,
Feldman~-Summers and Edgar (1979) all found that women who had
been sexually abused as children reported sexual difficulties
as adults. Decreased sex drive, poor sexual self—esteem,
sexual anxiety, sexual guilt as well aé greater sexual.

dissatisfaction were all reported amongst the symptoms relating

!

to sexual dysfunction and prior séxual abuse.

Fewer non-clinical studies have emphasized the association
between sexual abuse and later sexual dysfunctions. Courtois
(1979) found both an avoidance and/or abstention from sex in
80% of his former incest subjects. In his study on college

students, Finkelhor's (1979) sexual self-esteem measure

e

revealed lower levels of sexual esteem amongst sexual abuse
victims.

Empirical work has also providéd evidence showing that
women with sexual abuse backgrounds have difficulty in their
interpersonal relationships with respect to both men and women.
DeYoung (1982), Meiselman (1978) and Herman (1981) all found
that incest or abused victims felt hostility predominantly
toward their mothers. DeYoung (1982) reported 79% of the
sexually abused in her sample as being hostile toward the

mother compared to 52% who felt hostility toward the abuser.
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In Briere's (1984) study, he found that 48% of his clinical
subjects who had been abuséd feared men as compared fo 4% of
the nonabused. These results logically support the contention
that abused women generally have difficulty being in close
relationships as was noted in both Courtois (1979) and
Meiselman's (1978) samples. In both studies, most of the
victims had problems relating to men (79% and 64% respectively)
and a large percentage had never gotten married (40% and 39%
respectively).

Also, the empirical literature appears to suggest that
sexually abused women tend to be involved in abusive
relationships later in life. Briere (1984) found that 49% of
his clinical sexually abused subjects had been battered in
their later adult relationships compared to 18% of the
nonvictimized group. Also, a nonclinical sample study offered
by Fromuth (1986) revealed revictimization experiences
especially for women who been initially abused before the age
of thirteen.

Sexual preference with respect to sexual abuse has found
no empirical support so far. Gundlach, (1977), Bell and
Weinberg (1981) all found that later sexual preference and

early sexual abuse were not associated.

Promiscuity, prostitution and substance abuse
Incrggsed promiscuity by victims of sexual abuse has been

[EBRPRS

found by Courtois (1979), DeYoung (1982), Herman (1981) and
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Meiselman (1978). Each of these authors noted an increase in
sexual behaviour amongst the victims and attributed this to
their way of gaining affection and attention. Fromuth/L;983)

e ——

on the other hand, in her nonclinical.female college students

found that promiscuity was related to the self-image of the
victims more than it was related to their actual behaviour. In

other words, victims would view themselves.as being promiscuous

even though . they did not actually behave promiscuously.
However, studies by’James~and_Meye£digg (1977) as well as

Ay

Silbert and Pines (1981) have found a connection between

prostitutigp and gh}ld sexual abuse. Their findings (which

also included adolescents, and will therefore be discussed
later), however, have been disputed by Fields (1981) who
matched a group of prostitutes with a group of non-prostitutes
by age, race, and education. She did not find any significant
difference in prevalence rates of early child sexual abuse
between the groups (45% of the prostitutes compared tov37% of
the non-prostitutes).

On the other hand, there is much empirical evidence with
respect to clinical samples supporting the connection between
child sexual abuse and later substance abuse--both alcohol and
drugs (Briere, 1984; Herman, 1981; Peters,‘1984). This
finding, as well, has been questioned by nonclinical sample
studies such as that by Sedney and Brooks (1984). Their

college student sample revealed no significant differences
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between abused and nonabused groups and level§ of substance
abuse.

Overall +then, the empirical work on later
psychological/behavioural problems of women who have sexual
abuse histories suggests evidénde of depression, anxiety, poor
self-image and perception, feelings of stigmatization, sexual
problems, difficulty in interpersonal relationships, as well as
a tendency toward substance abuse. Some of these connections
are provided by clinical samples and are eifher supported or

disputed by nonclinical sample studies. It appears that

further research is necessary in order to clearly establish

;Jegqassociat;ppg‘qmopg;t the above mentiqpequariables‘gﬁd
;;;i;wsexual abuse, with consisteﬁcy amongst both clinical and
nonciinicai’gbpulations. Before reviewing thé exisfing
é;;;fical work on the initial effects of child sexual‘abuse, a

brief overview of studies identifying positive adult-child

sexual relationships will be presented.
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A number of authors assert the perspective that adult-
child sexual relationships, particularly incestuous ones, do
not necessarily result in hﬁrmful consequences (Constantine,
1980; Demott, 1980; Nelson, 1981; Nobile, 1978; Pomeroy, 1978:
Ramey, 1979; Rosenfeld, 1979). It is maintained that the
incest "taboo" should be re-examined, since certain previous

sexually "taboo" behaviour has become acceptable or at least

33



not viewed as destructive. Homosexuality and masturbation for
example were at one time cénsidered to be taboo activities.
Currently, these sexual practices are even encouraged by some
therapists who view them important for healthy sexual awareness
and growth. Certain researchefs similarly believe that the
incest taboo should be weakened. They claim societal reactions
to incest whether, sibling or adult-child, cause negative
psychological effects and if the incest taboo were weakened,
this sexual behaviour could provide a positive experience in
the form of "a particular sense of the self" (Demott, 1977: 1).

These assertions are based on very limited and often very
dated empirical research. In addition, the available data
often include both peer and adult-child relationships implying
that both types of relationships are equal in terms of the
participants' understanding and consensus. This implication
may be inappropriate as all differences appear to be crucial to
understanding negative outcomes. There are a few studies
indicating neutral to positive outcomes for early childhood
sexual experiences with adults; howéver, not only are these
studies few, but also negative sequelae are identified within
the same populations. Nelson (1981), for example, conducted a
study exploring various forms of family incest utilizing a
population sample which she identified as predominantly of
middle-class background. Subjects wefe recruited through
advertisments. Out of the 100 respondents, and 137 incest

experiences reported, 73 incidents were reported as positive,
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54 as negative and 10 as uncertain. Although sibling incest
was also reported in this study, the most common réported
relationship was between father and daughter. A questionnaire
was administered including demographic data and self-report
questions about the incestuous relationship ranging from
background to the effect of the incident as perceived by the
subject. The responses were evaluated and rated by a
professor, a social worker and an intern in a sexual abuse
treatment program. Twenty-five percent of the reported
positive experiences were between an adult and a child. Nelson
notes that incestuous experiences can provide "self-
actualization”" within a "safe environment" (p. 163). However,
in her conclusions, she also notes that the overall trend in
her study was that incest between adult and child appeared to
be more likely negative, "suggesting issues of power and
freedom of choice..." (p. 174).

Rasmussen (1934) conducted a study on 54 children who were
victims of assault including incest. The sample source was
court records and all the children were in a hospital setting.
With respect to the long-term effects, he concluded that 46 of
the 54 children had made "normal adult adjustments." As
Henderson (1983) notes, however, Rasmussen's assessments were
based on "social parameters- such as showing satisfactory
citizenship and not being in difficulty with law enforéement

agencies"” (p. 38) rather than psychological criteria.
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In defense of the beneficial effects of incest, Rascovsky
and Rascovsky (1950) discuss in detail the sexual relations
bétween a father and a daughter and indicate that the
incestuous relationship prevented the daughter from becoming
manic-depressive. In this case,

frustration in the infant-mother relationship and
attempts at restoration from the basic depressive
position led to a precocious transition to the oral
search for the father. The real satisfaction
afforded by incest led to a greater capacity for
sublimation compensating for intense anxiety
over failure to obtain an orgasm - (Henderson,
1983: 38).

Weiner (1962) examined parental incest in families with
prolonged incestuous relationships and he concluded that "the
incest is often not found to be disrupting the family, but
rather to be sustaining some kind of stable neurotic
equilibrium" (pp.123-124). He found that when the relationship
ended, psychological repercussions unfolded because of outside,
societal pressures causing huge disruption in the family. He
also notes that while "incestuous involvement with a parent is
psychologically crippling for some children, others are found
to not have suffered any pronounced adverse effects from such
an experience” (p. 123).

For the most part, studies reporting positive effects on
incestuous relations whether between adult and child or peers
utilize data based on psychotherapists' opinions. As a result,

although theoretical propositions and hypotheses on the

potential beneficial effects of incest (DeMott, 1980;
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Henderson, 1983; Raﬁey. 1979) may be persuasive,'there is yet a
lack of weil designed empirical evidence to support these
claims. For example, the "child seduction theory" as described
by Freud (1924) which places the blame for sexual victimization
on the child has yet to be validated. Not only are there
little data available but also the social and familial contexts
were not clearly explicated (see DeYoung, 1982). Studies by
Bender and Bléu (1937) and Bender and Grugett (1952), Krieger
et.al., (1980) and Lukianowicz (1972) for example, in which
this theory on "child seduction" has been suggested provided a
speculative analysis based on a few scattered case studies.
Such conclusions placing the responsiblility on the child for
his or her victimization have obvious implications forvthe
offender. As deYoung (1982) suggests, "it not only minimizes
their offensive roles but it incorrectly disparages the
negative effects of incest" (pp. 56-59). After all, if the
child encourages and initiates the incest, then the actual act
in of itself cannot-be damaging.

While it is plausible that incest is not always harmful,
the evidence is not at all convincing. Thus the notion that
"sexual reform in the family" is necessary if we are to purge
the concept of its taboo implications must yet be re-evaluated
and reassessed (Constantine, 1973; Oremland & Oremland, 1977;
Pomeroy, 1978). In other words, the elimination of problems
associated with incestuous behaviour as simply a matter of

weakening its taboo references, appears to be an oversimplified
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solution to a very complex societal as well as‘psychological
phenomenon.

In reconciling such opposing claims with respect to the
effects of child sexual abuse, further research is obviously
necessary. Research on the ihifial reactions to sexual abuse
amongst various adolescent populations is increasing in
addition to the long-term studies as a further attempt to
better inform our current understanding. Researchers have
argued the importance of studying the péychological and
behavioural responses as close to the abuse as possible. In
this way, recollection of the experiences may be more accurate
because less time has transpired between the abusive event and
the psychological reactions to it. Preventive and/or
therapeutic measures may be taken as soon as possible
alleviating or perhaps preventing the more prolonged and
potentially destructive effects. This next section will review
the brief literature on the initial effects of child sexual

abuse.

Initial Effects of Sexual Abuse

Because the focus of this thesis is on describing“the
profiles of institutionalized adolescents and whether or not
symptoms commonly associated with sexual abuse backgrounds
appear amongst the population in question, a literature review

of the empirical work on adolescents and/or the effects of

child sexual abuse soon after and/or during the occurrences of
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abuse is necessary. However, there are considerably fewer
studies on édolescents mostly because of age-related ethical
issues. The following section will constitute a brief overview
of the empirical work available on the initial effects of
sexual abuse. Studies which utilize adolescent populations to
ascertain associations between various psychological, emotional

and behavioural problems and sexual abuse will be reviewed.

Affective/emotional responses

Empirical studies on adolescents generally demonstrate
that negative affective/emotional responses are associated with
childhood sexual abuse (Anderson, Bach and Griffith, 1981;
Blumberg, 1981; DeFrancis, 1969; Gomes-Schwartz, Horowitz &
Sauzier, 1985; Tufts, 1984). Two of these studies utilized
standarized measures--Tufts (1984) and DeFrancis (1969).
Emotional reactions reported in these studies include
depression, anger, hostility, fear, guilt, phobias, shame as
well as several neurotic disturbances. The Tufts (1984) study
which is considered to be the best study on an adolescent
population to date (Browne and Finkelhor, 1985) found
differences in levels of pathology and types of disturbances
amongst age groups. This finding is also supported by Gomes-
Schwatz et. al. (1985) in their clinical study of 112
preschool, school-age and adolescent children who had all been
sexually abused. Findings from the Gomes-Schwatz et. al (1985)

study utilizing the Louisville Behaviour Checklist suggest that
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as a group, phildren who had been sexually abused manifest more
emotional as well as behavidural harm compared to children in
the ggneral population. Twenty-four pefcent showed clinically
significant pathology on the neuroticism scale measuring
anxiety, depression and obseséive concerns and 21% showed
pathology on the dependent-inhibited scale which included a
measure of lack of self-confidence. They conclude that
emotional/psychological harm does not manifest itself in a
single typical pattern. Eachbchild's responsé to the stress of
sexual victimization depends on his or her previous experiences
and current developmental level.

The Tufts (1984) clinical study with a total of 156
subjects, 122 females, 34 males, reported that "clinically
significant pathology was found in 17% of the preschool age
group. The highest psychopathology score was fouhd in the
latency age group--40% scored as "seriously disturbed." Of
specific interest to note and recall for later in this study is
Tuft's finding that most of the adolescent victims did not
exhibit severe psychopathology, although they did score highly
on the measure of neuroticisnm. Also evident amongst the
adolescent group were high scores on fear of being harmed
("ambivalent hostility" 36%) as well as outward hostility and
anti-social behavidur (23%). The Tufts study, however, did not
find any significant evidence of lower self-esteem across the
age groups, (a symptom commonly associated with sexual abuse

victims as noted in the studies of older populations), when
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they were compared to the standardized scores of éhildren in
normal populations.

The DeFrancis (1969) study which also utilized a
standarized objective measure is considered, however, to be
more questionable methodologically (Browne and Finkelhor, 1985)
than the Tuft's study because of from‘where her sample was
drawn (court cases), thus limiting the generalizability of her
results. Nevertheless, she reports that 66% of the victims
reported emotional disturbances as a result of sexual
molestation and 14% reported serious emotional disturbances.
Her sample included a total of 250 subjects.

Anderson, Bach and Griffith (1981) found that 63% of the
155 female adolescent sexual assault victims from the
Harbourview Medical Centre in Washington, manifested symptoms
of psychosocial problems. Standardized measures were not used
in this study, however. Frequencies ranged from 49% (non-
family member offender) to 67% (family member offender)
demonstrating what they referred to as "interhalized
psychosocial sequelae" (fear, phobias, depression, self-image,
anger, somatic and eating problems and 21% (non-family abuse)
to 66% (family member abuse who showed "externalized sequelae"

problems (truancy, problems in school, running away).
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A range of behavioural problems from eating disorders to
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violent acting out have been evidenced in adoleséents who have
experienced gexual abuse. Runtz and Briere (1985) have noted a
variety of "acting-out" behaviours which ﬁere commonly reported
amongst the abused subjects in the sample. Out of 278 female
undergraduates sampled, 39 were abused and 111 were not abused.
On a 29-item Teenage Behaviour Inventory, the following
behaviours were more likely to be associated with the abused
subjects: problems with school, authority conflicts both with
parents and the law, eating disorders and sexual disorders.
Similarly, Sibert and Pines (1981) found many of the same
behavioural problems as Runtz and Briere (1985) in their survey
of 200 street prostitutes from San Francisco. Seventy percent
of the sample was under 21 at the time of the survey and 96%
reported being runaways as a result of sexual, physical or
emotional abuse. Along with the finding that 60% of these
sujects were victims of child sexual exploitation, the majority
of the respondents felt that their prostitution was directly
associated with their earlier sexual assault (See Browne and
Finkelhor, 1986). Reich and Gutierres (1979) found that
sexually abused juvenile delinquents engage in more escape and
antisocial behaviours. Their research provides a test to
discount the theory that sexually abused juvenile delinquents
are more aggressive than non-abused. A control group of non-
abused delinquents demonstrated similar levels of aggression as
the abused group. Frequency of escape infractions were more

highly noted in the abused group.
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Bagley (1984), in his review of all his empirical work
identified fhe following behavioural problems as a résult of
early sexual abuse in adolescents: suicidal gestures, self-
mutilation, induced obesity, anorexia, hysterical seizures,
self-punitive lifestyle, running away from home, prostitution,
frigidity, aggression and chronic delinquency.

A study by Ross (1980) demonstrates a link between child
abuse and self mutilation. The sample involved female
adolescent offenders from a correctional institution. Out of
120 girls interviewed, 80% had "carved" themselves at least
once while in the institution and 58% had carved themselves
more than once.

Suididal behaviour amongst sexually abused adolescents has
also been given empirical support by Byles (1980),‘Deykin,
Alpert and McNamarra (1985), Goodwin, Simms and Bergman (1979)
as well as Herman and Hirschman (1981). Hysterical seizures
were especially notable in the Goodwin et al. (1979) study as a
sequel to incestuous abuse. The six case-reports reviewed
included adolescent patients who were referred for
"psychotherapeutic exploration". In addition to hysterical
seizures and suicidal attempts, Goodwin et al. (1979) also
found their reports to contain incidents of running away and
sexual problems.

Mannarino and Cohen (1986) also noted in their evaluation

of 45 sexually abused children, 39 girls and 6 boys between the
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ages of 3 and 16, (69%) displayedipsychologicai behavioural
symptoms such as bedwetting, nightmares, clinging behaviour,
and inappropriate sexual behaviour. The shortcoming of this
study is its lack of a systematic control group.

Herman and Hirschman's (1981) study which looked at 40
therapy patients who were victims of father—daughter incest
were compared with 20 patients whose fathers were seductive but
not overtly incestuous. Thirty-three percent of the incestuous
group attempted running away compared to 5% in tﬁe seductive
group. Also Meiselman (1978) noted that 50% of the incest
victims in her sample left home before the age of 18 as
compared to 20% of the nonvictimized female control group.
Studies by Anderson et. al. (1981) and Peters (1976) both found
that problems in school including truancy and/or dropping out
was prevalent amongst the abused Subjects in their respective

samples.

Methodological Problems of Present Research and Summary
Whatever the outcome of studies on the effects of incest
and/or sexual abuse, whether positive or negative, the quality
of the research is still plagued witﬂ methodological
inadequacies rendering'whatever results to be questiﬁnable.
For example, information has often been based on the varying
opinions of psychotherapists. Samples are either too small or

limited in terms of generalizability, contrel groups are

lacking, instrumentation may be weak or of questionable
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validity in measurihg the phenomenon and long térm follow-up
work is stili in the formative stages. Browne and Finkelhor
(1986) indicated certain fundamental problems in the sampling
alone, posing problems for empirical analyses and results.
Such difficulties include the domposition of samples, which are
predominantly female, inconsistent definitional parameters,
studies which include family member perpetrators and adult
perpetrators only, excluding coercive sex between older
adolescents and young children. These differences across
studies, as indicated by Browne and Finkelhor (1986) are what
"make comparisons among studies difficult" (p. 66). In
addition to all these problems, with reference to adolescent
populations, sampling is further fraught with ethical
difficulties not only because of the obvious sensitive nature
of the topic, but also because of the age of the subjects being
tested. Research utilizing subjects who are legally defined as
"underaged" are then questioned as to their capability or
potential to participate in such studies. It is no wonder,
then, that the obvious result of all this is the "inadequate
samples" referred to and criticized by researchers and
reviewers alike.

Insofar as instrumentation is concerned, recent studies
have improved. Data based simply on clinicians' judgments are
being replaced by results based on more objective measures,
including the Minnesota Multiphasic Personality Inventory

(MMPI) (Browne and Finkelhor, 1986), the Middlesex Hospital
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Questionnaire (Bagley and Ramsey, 1985), and the Hopkins
Symptom Checklist (Briere, 1984). However, researchers are for
the most part still in the process of pilot testing wvarious
measures in trying to ascertéin‘their validity and utility in

explicating the incest and child sexual abuse phenomenon.
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The focus of this chapter will be to describe the design,
method and procedure used to investigate the psychological and
behavioural problems of the adolescent residents. In addition,
the choice of measures will be explained to justify why they
are considered to be appropriate in providing both research
information and advice for cliﬁical assessments. To begin
with, operationalizations for the terms "incest" and "child

sexual abuse" are necessary.
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The operational definition for child sexual abuse to be
used in this study is derived from definitions employed in
previous major research such as Briere (1984), Bagley (1985),
Finkelhor (1979), and a review by Gelinas (1983). A
comprehensive as well as a consistent conceptualization of
child sexual abuse is available from this research.

Child sexual abuse essentially denotes sex between an
adult and a child. The concept clearly indicates a power
differential between two persons—--the adultvbeing the one in
control by virtue of age, stature and experience and the child
subservient because of inherent vulnerability in knowledge,
authority and physical stafus. The term "abusive" identifies

the sexual experience as having been unwanted and coercive.
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Because the measures used in this study replicaté for the most
part the measures used by Briere (1984, 1985) except that in
the present study they were administered to an adolescent
population rather than an adult population, the parameters of
what will be considered as sexual abuse in this study will
follow Briere's (1984) definition: "any sexual contact between
someone under fifteen and anyoné five or more years their

senior who was at least sixteen" (p.4).

Description of the sample

The populaticullsurveyed in this study involved
institutionalized adolescents between the ages of twelve to
sixteen. The subjects were residents at a provincially funded
psychiatric adolescent facility. The present population had
been institutionaliied for an average length of about eight
months, at the time this study was conducted. Most of the
residents have reported histories of sexual abuse. All the
residents were contacted and their voluntary participation was
solicited. Those choosing to participate signed a consent form
(see appendix). Four residents refused to participate,
resulting ina total sample size of 47 including 20 females and
27 males. The sample used for the data analyses in this study,
however, consist only of the 20 females. The initial intention
of the study was to compare the psychological and/or

behavioural problems of sexually abused females with sexually

abused males as well as comparing those sexually abused with
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those who were not sexually abused. The actual‘breakdowns of
sexuallyabused males and females did not allow for this (5 out
of 27 males and 15 out of 20 females had sexual abuse
histories). In addition, the breakdown between those sexually
abused with those not sexually abused were not sufficient to
conduct comparative analyses. Thus, because of these
limitations of the sample, my discussion will include a
description of the psychological profiles of only the abused

females in the sample,.

— o e

The research design chosen was clearly influenced by
ethical considerations with reference to conducting research on
an adolescent institutional population. It was necessary td
protect the subjecfs from embarassment as well as avoid
violating the privacy of those who agreed to participate in
this study. Furthermore, in order to enhance the validity of
the study it was necessary fo consider a design which would not
be viewed as intrusive by the respondents. In this way, their
responses could be as truthful as possible. It was not
feasibile, therefore, to utilize methods such as observational
and/or interview in gathering information. While the;e
approaches are considered to enhance the validity of one's data
(Bailey, 1982), it was not unexpected that even a careful and
sensitive inquiry of this nature was unattainable because it

was not possible to obtain the appropriate consent. Consent had
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to be obtained from fdur sources: the Ministryvof Health and
Welfare, thé director/staff of the facility, the adolescents'
parents and the adolescents themselves. In most cases, the
adolescents' parents were impossible to 1locate. As indicated
above, an intrusive method risked not only consent denial from
the various parties, but also raised concerns about
confidentiality, age of subject participation, and fallout
problems.1

Given these considerations, it was neceésary to use file
data to obtain demographic data and prior sexual abuse history
as well as related information. These data might not always be
reliable. There were associated difficulties in extracting
data from the files as these were not systematically recorded
nor were they established, obviously, ﬁith the researcher’'s
interests in mind: not an uncommon reality when accessing
archival materials.

Survey instruments were chosen to apply the key
measurment;. In considering the priority of protecting the
subjects, the various ethical constrainfs, and the exploratory
purpose of testing and/or assessing the utility of various
measures, the survey approach appeared to be the most efficient

and acceptable choice.

Instrumentation

The measures chosen for this study have been used in past

empirical work on various adult female clinical and nonclinical
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populations. Several clinical and background méasures which
have been uséd in past sexual abuse studies, the SCL-90-R, the
Dissociation Scale and the Teenage Behaviour Inventory, were
administered to this population. These measures will
subsequently be assessed in‘terms of their utility in
identifying and explaining the psychological and behavioural
problems of this institutionalized population of adolescents.
If validated in this study; generalizations about the clinical
utility.of these measures for other similar facilities can then

be considered.
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Selection of the psychological scales was based on their
brevity, ease of administration and subject completion,
availability of adolescent norms and of- course their
pepularity as valuable clinical/research measures and potential
treatment outcome measures.

A. SCL-90-R

The first measure used was the SCL-90-R. It is an
expanded version of the Hopkins Symptom Checklist (HSCL), the
ﬁéasure used by Briere (1984) in his study on the "post-sexual-
abuse-syndrome". The SCL-90-R consists of ninety items. Each
of the items is rated on a 5-point scale (0-4) of distress,
ranging from "not at all" to "extremely". The items are scored
and interpreted in terms of ﬁine primary symptom dimensions and

three global indices of distress.
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SYMPTOM DIMENSIONS:
| 1. Somatization - This dimension measures distress which
may ari;e from perceptions of bodily dysfunctions. Various
symptoms such as headaches, gastrointestinal problems, or
general soreness of the body are all considered to be
reflective components of this symptomatic dimension.

2. Obsessive-Compulsive - This symptomatic measure focuses
on thoughts impulses and actions that the individual engages

in, as an unwanted but also as an irresistible, unremitting

behaviour. Cognitive experiences of this nature are also
included.

3. Interpersonal Sensitivity - The focus of this dimension
is to measure an individual's feelinés of personal inadequacy
or inferiority. How one feels in comparison to others,
especially during intorpersonal interactions such as discomfort
or self-consciousness are all manifestations of this dimension.

4. Depression - Symptoms reflected in clinical depression
are measured by this dimension. They include dysphoric mood
and affect, lack of motivation, loos of energy, suicidal
thoughts, various somatic equivalents, and signs of disinterest
in life are all symptoms considered to comprise this dimension.

5. Anxiety - The symptoms related to this scale are
associated with clinically high levels of anxiety. ' The
characteristic manifestations include signs of nervousness,
tension, trembling, panic attacks and feelings of terror.

6. Hostility - Aggression, irritability, rage and
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resentment are all characteristic feelings and/or actions of
this syﬁbtom dimension. Overall, this dimension is expeéted to
tap into an individual's thoughts, feelings or actions that
reflect a negative affect state of anger.

7. Phobic Anxiety - This dimension focuses on pathognomic
and disruptive manifestations of phobic behaviour defined as
persistent fear responses to specific persons, places, objects,
situations. It is often irrational and disproportionate and
can lead to avoidance behaviour.

8. Paranoid Ideation - Symptoms considered as
representative of this dimension include projective thought,
hostility, suspiciousness, grandiosity, centrality, fear of
loss of autonomy, and delusions. This dimension, overall,
measures a disordered mode of thinking.

9. Psychoticism - This scale provides a measure of the
level of psychosis ranging from mild interpersonal alienation
such as withdrawl or isolation to clear evidence of psychosis
such as hallucinations or thought broadcasting. This scale is
constructed to represent this symptomatic dimension as a
continuous human experience.

ADDITIONAL ITEMS:

In addition to the items associated with measuring the
nine symptom dimensions, there are seven extra items. These
are part of the SCL-90-R, bﬁt they are not considered to be a

part of the primary dimensions. Rather, the symptoms measured
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by these items may be clinically important as "extras" to the

several primary dimensions; they are not, however, univocal to
any of them. Thus, these items contribute to the global
scores. In other words, while they are not scored collectively

as a dimension, they are summed iﬁto the global scores.
GLOBAL INDICES OF DISTRESS OF THE SCL-90-R:
The three global indices of distress are the Global

Severity Index (GSI), the Postive Distress Index (PSDI) and the

Positive Symptom Total (PST). Each of these indices measures
the level or depth of the individual's psychopathology. Each
focuses on different aspects of psychopathology. GSI, for
example, measures intensity of distress; PDSI measures
symptomatic distress; PST provides a count of the number of
symptoms the patient reports. The GSI is the best single
measure indicating the current depth of disorder. PDSI
measures "response style” in that it indicates whether the
individual is increasing or diminishing symptomatic distress by
the way he/she reports the disorder. The PST, as it counts the
number of "positive" symptoms repbrted, may be used
configurally with the GSI score. This information is very
useful for an overall clinical picture.
RELIABILITY AND VALIDITY OF THE SCL-90-R:

Two types of reliability measures were used to assess the
consistency of the SCL—QO;R (Derogatis, Rickels & Rock, 1976;
Nunnally, 1976). Selected items representing each symptom

construct were assessed in terms of their homogeneity and their
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stability of measurement over time. Internal consistency
measures homogeneity of the construct items in reflecting the
underlying factor and test-retest reliability (Cook & Campbell,
1979) measures consistency with respect to stability and
equivalency of the measures over time. The different dimensions
assessed for their internal consistency were calculated from a
study involving 219 "symptomatic volunteers" (Derogatis,
Rickels & Rock, 1976). Coeffecients ranging from .77 for
Psychoticism to .90 for Depression were generated, indicating
high consistency of measures. Most reséarchers consider test-
retest reliability generated coefficients of between .80 and
.90 to be an acceptable level for symptom construct measures.
These coefficients were obtained from a sample of 94
heterogeneous psychiatric outpatients. They were assessed in
an initial evaluation and reassessed a week later (Nunnally,
1976) .

Validation of the SCL-90-R, given its popular use as a
self-report symptom inventory, has involved a continual process
of experiments with a key objective being the testing the
generalizability of the construct. For example, the dimension
scores for the 90 SCL-90-R items were contrasted with MMPI
scores (Derogatis, Rickels & Rock, 1976). A high degree of

convergent validity and factor strudture was ascertained.
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B. Dissociption scale

In addition to the nine dimensions of distress in the SCL-~
90-R, Briere and Runtz (1985) devised items to provide a
measure of dissociative symptoms. This is the second measure
which was administered. Previoﬁs research had shown symptoms
of dissociation to be prominent as part of the psychological
trauma of sexual abuse. The five items: feeling outside of
your body, not feeling like your real self, "spacing out",
losing touch with reality, watching yourself ffom far away, are
rated on the same scale as the SCL-90-R. The reliability of
the Dissociation dimension was scored twice based on a sample
of 278 female undergraduate students (Briere and Runtz, 1985)
on the symptomatology associated with prior sexual abuse in a
non-clinical sample. The first score referred to the "acute"
condition (symptoms experienced in the last 7 days) and the
second referred to the "chronic" condition (symptoms
experienced in the last year). Both acute and chronic scoring
resulting in Chronbach's alphas of .76 for all items indicating
that the dissociation measures havé substantial internal
consistency. These results suggest that the SCL-90-R could
provide useful clinical measures for analyzing the present

sample of institutionalized adolescents.

C. The Teenage Behaviour Inventory
The second measure, the Teenage Behaviour Inventory, is a

29-item inventory devised by Runtz and Briere .(1985).
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Respondents were asked to indicate on a scale of 1 to 5 the
extent to whiéh they had engaged in certain behaviours. Such
behaviours include going to parties, running away from home,
drinking alcoholic beverages--(see appendix). The TBI has been
considered useful in cpmparing'séxually abused and non-abused
females. Runtz and Briere found that sexually abused females
were more likely to skip school, lie to their parents, get in
trouble with the law, undereat, do poorly in school, dress in
clothes that made them look "sexy" and have homosexual éontacf.

Finally, basic background and demographic information, as
well as clinical data were obtained from the residents' files
(see appendix). Information on prior sexual abuse, criminal
activity, physical abuse, abandonment, and suicide attempts
were also coded and used to control for possible confounding
variables threatening the validity of the measure (see
Langbein, 1980) as well as for corroborative verification of
the participants' reports.

There is research that indicates that the above measures
have been able to connect various typeslof psychological and
behavioural problems with prior sexual abuse (Briere, 1984;
Finkelhor, 1979; Runtz and Briefe, 1985). These studies,
however, were conducted only on clinical and non-clinical adult
female populations. It is clearly necessary that these
measures be administered to adolescents in order to provide
information on their clinical and/or research utility for this

population. Fortunately adolescent norms for the measures are
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available, therefore, it will be possible to compare the study
sample scores on these measures to these norms. Agaih, the
above measures have been chosen because of their hypothesized
value of identifying an association between prior sexual abuse
and various presenting psychological/behavioural problems in
adults. Another reason these measures were selected for the
study was that staff at this facility indicated that although
residents consistently reported sexual abuse histories, staff
felt unsure about the accuracy of the prevalence rate. In
addition the staff wanted to begin to assess the effectiveness
of their program in addressing the clinical needs of the
residents. 1In order to provide this information, it would be
first necessary to pilot fest several clinical and background
measures for their wutility in providing profiles of the
residents. If validated, these measures coiuld then be employed

as program/treatment assessment tools.
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The measures were administered at é psychiatric facility
which is part of the British Columbia Juvenile Services
Commission where the respondents were residing. Upon receiving
consent, each participant completed the SCL-90-R, the
Dissociation Scale and the Teenage Behaviour Inventory while at
the institution. The quesfionnaires were administered in a
private room and a researcher was available if any questions

arose. The respondents took about fifteen to twenty minutes to
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complete the measures. The instructions indicated that the
information obtained would be used for group analyses oniy. As
well, at any time during the completion of these measures, the
respondent could choose to withdraw his/her responses if they
considered the gquestions to be too intrusive (see appendix) and

the questionnaire would be destroyed.

59



lvFallout"” was a term used at the facility tosimply refer to a
relapse or a deterioration in the resident's condition. The
staff claimed that such a relapse was usually caused by some
sort of external influence.

60



IV, RESULTS

In this chapter, the sample of adolescent females will be
described. Information on the results of the survey measures,
the SCL-90-R, the Dissociation Scale and the Teenage Behaviour
Inventory will be discussed ohly with reference to the females
who had reported histories of sexual abuse. Describing these
profiles will permit an initial consideration of the potential
value and/or usefulness of the measures in addressing problenms
commonly associated with sexual abuse>backgrounds (as

identified in past empirical work) for this population.

Limits of the data and overview of analyses

Fifteen (75%) of the twenty females fell into the abused
(11) or suspected abused (4) categories. Only five females did'
not report being sexually abused. Because of this uneven
breakdown, comparisons between abused versus nct abused and
presenting psychological/behavioural problems for the females
were inappropriate.1 Furthermore, as mentioned in Chapter III‘
because of the various ethical issues raised by both the staff
and the directors about confidentiality, consent, age of
subject participation, and fallout risks, data including abuse
history, démographic and other background information were
obtainable only from the files. Unfortunately, the files did
not contain any information on the nature and/or frequencj of

abuse, therefore it will not be possible to determine

associations between levels of abuse and intensity of
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presenting psychological problems.

Demographics

The average age for the females was slightly over 15, with
‘a range of 13 to 17. Fifty—thrée percent of the females were
caucasian; 40% Native Indian, and 7% East Indian. Given that
the average age of this group was a little over 15, it is

interesting to note that the average year of education

completed was 7.9 years. Only 4 females wefe known to be in
school at the time of admission to the institution. None of
the females were employed prior to admission. Overall, this

sample may be characterized as undereducated and unemployed.
The institution where they were admitted emphasizes its school
program to the residents. Clearly, it is a critical part of
the residents' overall institutional program in that it may
facilitate the residents' reentry into the school system upon
discharge as well as improve their. education while they are

undergoing treatment.

Institutional history

Data on the residents' institutional history were also
available from the files,. Only four of the fifteen females
were admitted to the institution from home. The rest were
admitted from group homes, correctional facilities, or from
other psychiatric inpatient facilities. The average time since

admission was eight months, with a range of a few weeks to ten
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months. All but one of these females had prior admissions to

psychiatric  facilities. Four had been preViously arrested and
their charges included: bréaking and entering[ public
mischief, assault, and auto theft. It is evident from the data

that this population of adolescent females is one which has

been significantly involved with social and legal agencies.

Diagnostic information

The most common diagnosis for this group of women was
reflective of what the institution considered to be a "conduct
disorder". This was the overall diagnosis for twelve (80%) of
the fifteen females. A diagnosis of "thought disorder" was
reported for three of the fifteen females. According to the
facility, a diagnosis of conduct disorder meant that the
individual tended to engage in "acting out" behaviours,.
Whereas, a diagnosis of thought disorder generally meant that
individuals tended to have symptoms of depression, or phobic

sensitivities.

Abuse history

Out of the initial group of twenty females sampled, sexual
abuse was overwhelmingly reported. Fifteen (75%) of the twenty
had either reported (11) or were suspected (4) of having been
sexually abused according to the information available in thev
case history files. Eight (40%) had been physically abused (5)
or were suspected of physiéal abuse (3). Only one female was

reported in the files as having been a sexual offender and only
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one female had been identified as a physical abuse offender.
Unfortunately, information on the nature, frequency and context

of the sexual or phyéical abuse was not available in the files.
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For the SCL-90-R, scale scores were converted to standard
(t) scores. The average score for the normative population
corresponds to a t-score of 50. This t-score corresponds to a
percentile rank.of 50 which means that 50%-of the normative
samples scored above this level and 50% scored below. These
norms are based on data of a sample of 806 male and female non-

patient adolescents from two midwestern schools. Their ages

ranged from 13 to 19. This population was almost exclusively
white and middle-class. Forty to sixty percent of the sample
was female. Separate norms were available for both males and

females (Derogatis, 1977).

All average scores for the sample population of adolescent
females were considerably higher than the averages for the
normative sample (see-Table 1, appeﬁdix). In general, what
these scores indicate is that the sample of females reported
considerably more symptoms than the normative population of
adolescent females. Overall, the sampled females scored
substantially on three scales: Phobic Anxiety (PHOB=61),
Hostility (HOS=62), and Depression (DEP=60). All three of
these scores were at or above a t-score of 60, corresponding to

a percentile rank of 84. This means that 84% of the norm group
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had scores below this level. Other scale scbres such as
Psychoticism.(PSY=58), Somatization (SOM=56), Anxiety (ANX=57),
and Paranoid Ideation (PAR=58) were also high in comparison to
the scale scores of the normative population.
The "additional™ SCL-90-R items, such as "poor appetite”,
"trouble falling asleep", "awakening in the early morning",
"sleep that is restless or disturbed", "thoughts of death'or
dying"” and "feelings of guilt" are neither considered to be
part of the nine primary symptom dimensioﬁs, nor are they
scored collectively as a dimension. Rather, they are summed
into the global scores (Global Severity Index, Positive
Distress Index, Positive Symptom Total). Derogatis (1977)
explains that because these additional items are not univocal
to any of the primary dimensions, they violate one of the
statistical criteria for inclusion in the test; however they
are considered to be clinically important, hence their
inclusion in the Global Indices scores. For example, as
Derogatis (1977) explains:
A high DEP score with 'early morhing awakening'
and 'poor appetite' may mean something quite
different from a similar score with these symptonms
absent. By the same token, the presence of con-
scious 'feelings of guilt' is an important clinical
indicator, which communicates important information
to the clinician (p. 11).

Dissociative scale:

Dissociative symptoms, as measured by the Dissociation

Scale (Briere, 1984), generated a score of only .97. This
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measure, like the SCL-90-R, was also a frequency of symptom
scale ranging from zero to four. It is clear then, that this
group of women scored quite low on this measure. Thus,
dissociation does not appear to be a significant symptom

dimension for this age group of females.

Teenage Behaviour Inventory:
The Teenage Behaviour Inventory (Briere and Runtz, 1985)
elicited some very interesting results. The items in this

measure were rated on a five-point scale of frequency ranging

from "not at all” to "extremely often". The mean item scores
are presented in Table 2 (see appendix). The mean scores for
this particular sample were substantially high. For example,

use of alcohol and drugs was reported as a fairly common
activity (3.66 and 3.26, respectively). Suicide attempts were
also numerous--12 of the 15 females (80%) indicated that they
had made at least one suicide attempt. In the file data, nine
had reported past suicide attempts. In addition, self-
mutilation (Behaviour Inventory item #16) generated a
relatively high mean score (3.80) indicating that these females
tended to want to hurt themselves physically in order to punish
themselves. Sexual activity also appears to be very common
amongst this group. All of the females reported having had
sexual intercourse at least once. Much of'this activity may
have been related to the abuse experiences, although the extent
"to which these two are related is unknown.

The Teenage Behaviour Inventory responses are very
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consistent with the information obtained from the residents®
files. Nearly three-fifths of the females were noted as having
made suicide attempts in the past according to the file data.

Self-mutilation, another common behaviour amongst this group of

women according to the "Behaviour Inventory" was also reported
in the files. Thirty percent had prior self-mutilation
indicated in the files. Alcohol and drug problems were also

frequently reported in the files for this sample.
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1Although the breakdowns were uneven and therefore comparative
analyses were inappropriate, the differences in the mean scores
between abused and not abused for the self-report measures were
analysed. Only one item on the Behaviour Inventory ("visit a
prostitute") emerged as significant at the .05 level (see Table
2, pp. 91-92). Another Behaviour Inventory item, "running away
from home” resulted in a significance level of .09. While some
may argue that statistical significance may be ascertained, it
is disputable (see Fritz & Altheide, forthcoming).
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V. DISCUSSION AND CONCLUSION

The purpose of this thesis was to assess the usefulness of
eertain self-report measures (see appendix) which in past
studies have been used to identify psychological and/or
behavioural distress associated with sexual abuse. A sample

of adolescent women residing in a men{al health facility

IR

voluntarily were subjected to various measurement 1nstruments

for assess1ng psychologlcal and behav1oural dlStPESS Sexual

abuse hlstorles were located and verified through the file
reports. It was anticipated that a sample of adolescent women
from a mental health facility claiming to have a high rate of
residents with sexual abuse'backgrounds would have the greatest
potential for identifying and describing the symptomatology
resulting from sexual abuse,

The measures administered to this population included the
SCL-90-R the Dissociation Scale and the Teenage Behaviour
Inventory (TBI). Past studies have claimed that the above
measures have been able to describe and/or identify a
connection between various types of psychological and
behavioural problems and prior sexual abuse (Briere, 1984;
Finkelhor, 1979; Runtz and Briere, 1985),. However, these
studies were conducted only on clinical and non-clinical adult
female populations. As yet, studies using these measures with
adolescent sexually abusedjpopulations have not been conducted

despite the availability of adolescent norms. The above
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measures were, therefore, selected on the basisiof their
claimed value of identifying the association between prior
sexual abuse and presenting psychological and behavioural
distress,

The purpose of this chapter will be to discuss the
findings of the study as presented in the previous chapter. In
addition to pro&iding observations suggested by the analysis of
the data, suggestions for improvements to the present study as

well as for future studies in this area will also be included.

Prevalence of sexual abuse

The data presented in the thesis indicate that the
incidence of sexual abuse is quite high amongst the female
population of this local mental health facility. Along with
findings published by Briere (1984) on the incidencé rates of
sexual abuse amongst adult female clinical groups, the present
data strongly suggest that adolescent female clinical groups
include a large proportion of sexual abuse victims. As Briere
(1984) notes in his study on the post-sexual-abuse-syndrome,
these data on prevalence rates simply indicate that abuse.
victims are generally "overrepresented" amongst "therapy-
seeking groups of women" (pp. 7-8).

Findings by Finkelhor (1979), Russel (1983), Bagley
(1985), Briere and Runtz, (1985) and others on the frequency of

sexual abuse in North American society have also noted its

common occurrence amongst "normal" populations. About one in

70



four women were found to have been sexually abused as children.
Also, these studies have noted that approximately one in every
five victims have experienced significant negative
aftereffects.

The implications of victiﬁ prevalence rates, specifically
with regard to their magnitude amongst clinical populations,
are particularly important for mental health practitioners
(Briere, 1984; Butler, 1978; Herman 1981). In the present
investigation, which focused on institutianalized adolescent
females and found that over half had sexual abuse histories, it
appears to be useful for mental health professionals to

consider specific treatment programs to treat current

i .
associated problems and therefore to possibly prevent the onset
of more significant ones as well (See Briere, 1984). Butler

(1578) and’Hermahkli§8i5 have discussed in their sfudies how
mental health practioners would neither routinely ask about
sexual abuse nor would they believe their clients' stories. In
short, traditional psychotherapeutic approaches to client
problems did not address sexual abuée. Today, mental health
pracfitioners are much more sensitized to the sexual abuse
problem; however, much hore specific information is needed in
order to better understand and treat the resulting negative
effects. For example, much work still needs to be done on the
sexual abuse of adolescents. This would allow for a better

understanding of the "initial" presenting negative effects (See
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Browne and Finkelhor, 1985).

In the present study, information on the extent and nature
of prior sexual abuse experiences was not obtainable due to
concerns about confidentiality and potential negative (fallout)
effects on the residents. However, file information as it is
presently recorded, does not provide sufficient detail about
the nature and frequency of abuse. Given that the rate of
sexual abuse is so high amongst the sample population for this
study, and given the viable concerns for investigating and
interviewing adolescent populations on the details of their

abuse experiences, it would appear that more carefully recorded

and detailed file information is needed. In this way, more -

sophisticated analyses may be conducted in providing a greater
understanding about the context, levels of abuse and related
"initial"” psychological outcomes (See Briere and Runtz, 1985

and Browne and Finkelhor, 1985).

e . B i s e e e K v it sy e i o W s St oy sy W o o s e e e st e

Past research on the long-term effects of sexual abuse on
adult females has shown that these women experience a number of
symptoms which distinguish them from other females (Briere,
1984). Such symptoms include dissociative experiences, anger,
self-mutiliation and destructiveness, substance abuse and
changes in sexual functioning as well as higher than normél

levels of fear, anxiety, depression and hostility (See Browne

and Finkelhor, 1985 for a review of the research on the effects

T2



of sexual abuse on psychological functioning and Chapter II of
this thesis)

In the present study, certain self-report measures, the
SCL-90-R, the Dissociative Scale and the Behaviour Inventory,
all previously used in research on long-term problems
associated with sexual abuse (Briere, 1984; Runtz‘and Briere,
1985) were administered to the sample population of adolescent
females. The adolescents' responses to these measures yielded
very similar results to past research on female adults and
adolescents.

The SCL-90-R, for example, yielded some interesting and
significant information regarding presenting symptoms in the
sample. Three symptom dimensions in particular, Phobic Anxiety,
Hostility and Depression were most pronounced in the sampled
population. These findings support data published by Tufts
(1984), DeFrancis (1969), and Gomes-Schwatz et. al (1985) also
on adolescents. The Tufts study is, in fact, considered to be
one of the best studies on child sexual abuse and adolescents
to date. These studies also utilized standardized measures
including aggression and antisocial behaviour (Louisville
Behaviour Checklist), hostility (Gottschalk Glesser Content
Analysis Scales), self-concept (Piers-Harris Self-Concept
Scale, Purdue Self-Concept Scale). The emotional and/or
psychological responses reported in these studies included
depression, hostility, and phobias as three of the main

neurotic disturbances. Other symptoms noted in these studies
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were anger, fear, guilt, shame, low self-esteem and obsessive
concerns. In the present study, anxiety, psychoticism,
somatization and paranoid ideation also emerged as significant
symptoms experienced by this population. Briere (1984), in his
work on the long-term effects of sexual abuse, also found that
his respondents reported higher than normal levels of restless
sleep, nightmares, and anxiety attacks. Briere also utilized
the initial version of the SCL-90-R called the Hopkins Symptom
Checklist. It is of interest therefore to note that his study,
which attempted to investigate the association between sexual
abuse and later psychological symptomatology by comparing an
abused group of women to a non abused group, yvielded similar
symptomatic results as the findings of this study which simply
attempted to describe the profiles of a group of adolescent
females. Although no causal associations may be made in this
study, the high prevalence rate of sexual abuse amongst the
total population would appear to suggest a similar association.
Furthermore, the findings of this study along with the findings
of Briere's work would appear to suggest that certain
psychological problems may persist into adulthood and become
chronic conditions. Thus, the implications for greater and
more refined interventions and mental health services that can
directly deal with the victipization experiences, especially
before they become chronic problems later in life, appear to

be particularly acute.
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With regard to the usefulness of the SCL-90-R in measuring
relevant clinical symptoms commonly associated to sexual abuse
histories, it seems to be effective. Given the resulté of the
present study as they compare to results of other studies in the
area, the SCL-90-R yields useful information, especially in
identifying individuals in need of certain specific treatment
programs. As well, it has the advantage of being a brief and
easy to administer measure. Moreover, if treatment programs
were initiated, the SCL-90-R would be a good measure of change
in symptoms from pre to post treatment.

The Teenage Behaviour Inventory appeared to be a reliable
method of obtaining information about the frequency of selected
behaviours. In fact, the TBI may also be useful in comparing
sexually abused and non-abused females. Briere and Runtz
(1985) found that sexually abused females were more likely to
skip school, lie to their parents, get in trouble with the law,
undereat, do poorly in school, dress in clothes that made them
look "sexy" and have homoseTual contact. The results for this
sample on the fBI also showed high frequencies on the same
items with the exception of "getting in trouble with the law".
Suicide attempts, self-mutilation, substance abuse and sexual
intercourse were the items which scored the highest and have
the greatest implications in so far as treating and preventing
such behaviour.

The high frequency rates of suicide and self-destructive

behaviour have been noted to be especially high in victims of
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sexual abuse. Briere, Runtz and Lightfoot (1985) discovered
that suicidal attempts were considerably more common amongst
the sexually abused clients in their sample as compared to the
non-abused clients. In fact, they suggest that "sexual abuse
victims, especially children énd adolescents, are at greater
risk for suicidality and suicide attempts than non-abused
individuals"” (p. 38). Self-destructiveness was also cited in
their study as a common sequel behaviour to sexual abuse (see
also, Runtz and Briere, 1985). Also, studiés by Byles (1980),
Deykin, Albert and MéNamarra (1985), Goodwin, Simms and Bergman
(1979) as well as Herman and Hirschman (1981) give further
support to the finding of frequent suicide attempts amongst
persons who have sexual abuse histories. A study by Ross
(1980) shows a 1link Between child sexual abuse and self
mutilation, another finding which may be compared fo the high
rate of self mutilation found in this study.

Use of alcohol and drugs, also found to be quite a common
behaviour amongst the sample population according to the
results of the TBI, is supported b§ data published on both
long-term and initial problems associated to sexual abuse (See
Browne and Finkelhor, 1985). In particular, studies by Peters
(1984), Herman (1981) and Briere (1984) which also utilized
clinical populations, found a connection between child sexual
abuse and later substance abuse. This finding on substance

abuse and sexual abuse has, however, been disputed in studies
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conducted on non-clinical populations (See Sedngy and Brooks,
1984). While general population samples are often viewed as
being more representative, they often do not refiect the
problems experienced by the most traumatized groups of people.
Thus, the finding of substance abuse amongst clinical
populations in general, aﬁd specifically with reference to the
adolescent sample in this study, has significant implications
for mental health services and their treatment initatives.
Dissociation was the only symptom which did not seem to
emerge amongst this -group. Dissociative processes have been
noted in a few studies on long-term effects of sexual abuse,
such as Briere (1984), Briere and Runtz (1985) and Blake-White
and Kline (1985). Briere and Runtz (1985) consider
dissociation to be one of the most intriguing and common
symptoms of post abuse trauma. Thus, while dissociation was
not a significant symptom in the age group sampled, it may be a
more common behaviour amongst those who suffer from long term
trauma. ‘Accordingly, Briere and Runtz (1985) say:
"dissociation may initially function as a coping strategy,

later becoming an autonomous symptom" (pp. 11-12).

Pt gty - e s st e . i oy g e

To the extent to which the present study can be
generalized to other clinical adolescent groups, it appears as
if sexual victimization in childhood may be a common occurrence

for adolescent females in inpatient mental health facilities.
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Also certain distinctive symptomatology appéars to emerge
amongst pbpulations whetre sexual abuse histories are
idéntified. This symtomatology consists of psychological as
well as behavioural problems. Moreover, such symptoms likely
persist into adulthood becoming chronic problems if they are
not treated earlier. Clinicians and researchers alike ought to
become particularly sensitive to learning more about the
initial effects of sexual abuse in order to treat and perhaps
prevent the onset of more significant problems.

In addition to the descriptive information and basic data
obtainable from this research, this study provided useful
information on the applicability of several potential measures
for'use with similar populations as the present one.
These measures appear to provide very useful data which may be
used in treatment planning which can directly address
psychological and/or behavioural distress. Whether or not such
distress emerges as a result of victimization experiences was
not explored in this study. Thus, in order to investigate the
issue of association between sexual victimization and resulting
psychological and'behavioural problems, futher research and
testing 1is neceésary. Both clinical and non-clinical
adolescent populations and the effects of sexual abuse must yet
be examined. Studies conducted on clinical populations are
often criticized for being biased or distorting our
understanding of reality. While it is true that studies on

clinical populations tend to overrepresent the extent of
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pathology which may be caused by sexual vicitmization (see
Browne & Finkelhor, 1986) compared to studies utilizing non-
clinical populations (Bagley & Ramsay, 1985), further research
on understanding the nature and causes for pathology still
appears to be necessary.

Clinical p0pulations are treatment seeking populations.
Research must focus on understanding the problems of these
people in order to treat them successfully. However, the
problems suffered by persons who are instituionalized or who
are treatment seeking ought not to extend to the general
population. The selection bias must be addressed. For this
reason, further research utilizing non-clinical samples is also
important. As Browne and Finkelhor (1986) note: it is
necessary "to expand the size and diversity...and particularly
to study victims who have not sought treatment or been
reported"” (p. 75). In this way, the nature‘and extent of the
effects of se#ual abuse may be identified in a more realistic
way for the population at large.

With respect to the results of this study, while it
appears to be premature to recommend any routine
administration of the measures used to any given .linical
adolescent population, certain advantages may be considered.
Both the SCL—90—R.and the Teenage Behaviour Inventory are brief
as well as easy to administer and complete. The information
they yield appears to be clinically useful and may be easily

\
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integrated into the treatment programs. Accordingly, if
treatment pfograms were initiated, a measure such as the SCL-
90-R may be useful in identifying change in symptoms from pre
to post treatment.

In summary, this study provided some useful information on
the applicability of several measures for identifying distress
amongst institutionalizd adolescents. It also provided some
initial basic descriptive information on such a population.
While larger and perhaps more diversified data bases are needed
in order to further examine the issue of sexual abuse and its
resulting effects, other measures should also be tested and
assessed. It appears important, especially for therapy-seeking
populations, that a routine battery of tests yielding
clinically useful information on the needs of these people be
routinely administered and collected. Psychological and
behavioural problems were the selected units of examination in
this study. These and other such measures can assist in
program planning in understanding both the needs as well as the

strengths of various groups.
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(N = 15) (N = 806)
Sample _ Normative
-Dimension/Global X t-score ) X t-score
1. Somatization .91 56 .61 52
2. Obsessive-
Compulsive 1.31 55 .91 50
3. Interpersonal
Sensitivity 1.46 52 .99 50
4. Depression 1.63 60 .80 50
5. Anxiety 1.08 57 .66 51
6. Hostility 1.84 62 .88 52
7. Phobic Anxiety .98 61 .39 52
8. Paranoid
Ideation 1.53 58 .91 51
9. Psychoticism 1.14 58 .63 52
GS1 1.383 58 .76 50
PSDI 2.02 59 1.57 51
PST 54.80 49 39.81 48
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Teenage Beii;isgg Inventory
Mean Scores
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Item Score N=15
1. Go to parties 3.80

2. Go "steady” 3.00

3. Drink alcoholic beverages 3.66

4. Use drugs (other than marijuana) 3.26

5. Run away from home : 3.93% p < .1
6. Steal things from stores, etc. 2.66

7. Engage in sports 3.33

8. Attempt suicide 3.13

9. "Skip" school _3.40

10. Lie to your parents : 3.42

11, Join clubs 2.40

12. Get in trouble with the law 2.00

13. Have sexual intercourse ‘ 3.80

14. Overeat 1.40

15. Undereat 3.00

16. Hurt yourself physically to 'punish'

yourself 3.80
17. Visit a prostitute 2.13% p < .05
18. Provide sex for money 2.21
19. Do poorly at school 2.86
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Item Score N=15
20. Discuss your home life with friends

or peers . 3.00
21. Play a musical instrument 2.40
22. Lie to your friends or peers 1.80
23. Have nightmares ) 2.80
24, Feel nervous about speaking

in public 2.86
25. Cry in class or in public 1.40
26. Go to the hospital or doctor 2.80
27. Dress in clothes that made you

look "sexy" 2.66
28. Dress in clothes that hid your

body : 2.53
29. Have homosexual contact 1.06
Note: The above items were rated on a five-point

scale of frequency ranging from "not at all"

to "extremely often".
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Appendix B: Consent Form




CONSENT FCRM

Name

The Maples program is conducting a study of selected
guestionnaires to determine their usefulness in treatment
élanning and evaluation. At this point, we are simply
interested in evaluating thelr potential use. Thus, the
guestionnaires will not be made available to treatment staff
and will not be placed in your file. Complete
confidentiality will be maintained. You will not be
personally identifliable in any reports of this study.

We appreciate your cooperation and will be glad to
answer any gqguestions you might have. You are free to
withdraw from this study at any time; this will in no way
affect your status in the Maples program.

Please sign below if you are willing to participate.

I understand that my involvement in the study will
include the completion of gqustionnaires and a brief
interview. I understand that reports of this study will
contain information about groups only; no individual will be
identifiable. Finally, I understand that participation in
this study is voluntary and that I am free to withdraw at
any time. This will in no way affect my status in the
Maples program.

Signature:

Date:

Witness:
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Appendix C: Maples Coding Form
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éASE I.0. {M.H.S. numbez) |

SUBSET

200.

300.

500.

500.

600.

700.

600.

{

{

]

KAPLES CCDING FORX
Demograpnic Informacion ané History

Date of Admicession

{ 1o 171 ]t 171 Ioq -]
Y y m m d d
Date of birth
{ 11 /1 11 171 1 )
y Y m m é é

Ethnic ¢roup (Code number)

1. White

2. Native Indian

3. Black

4. Oziental

S. Ozher { }

Education (Code last yveazr compieted)

........................ ( ot }
student status &t time ¢of admission

bR In school

z Out o¢f schoecl

3 Octher ( )
Employment at time cf admission

1. Employed, full-time ‘

2. Emploved, pact-time

3. Unemployed

4. N/&Z (=student)....veuuunn.. { ]
Legal status &t time of admission (Code

1. Care o0f parent

2. Care of guardian

2. ward of Human Kesources )

4. Other ( ) )

89

number )



500.

1000.

1100.

1200.

rdmicced £rom: ‘ (Code number)

-

b e g

1. Home
2. Foster home
3, Boarding home
{. Correctlonal Institute
S. H.H.S. Patient
6. Acute General Hospltal
7. General Hospltal--psychiatric
8. Other { [ ]
Previous Psychlatric Care (Code 1 t£ applicable;
blank otherwise)
1. NODE . ittt i e . 1
2. This facility............. [ )
3. M.H.S. outpatlent..... e | )
{4, General Hospiztal -
Psychiatric Unit.......... [ !
5. Private psyvchiatroiss...... [ )
7. Cther [ I )

X
s

OO0 - O N » W)

LI B OO 0 ~J Wl o L) ) - "D

gencles Involved - pest and present (Code 1 !
applicable; blank otherwise

)

Hental health services

0= o T ( ]
Public health............. { )
Correctional 2agencies.....| )
Social 3g@encies........... { )
Szhool. ittt e [ ]
Privete psychiacrist...... { )
Physician ... ... ..., [ )
S < S { }
ramily Coust.............. { )
) }

[0 Frod o 7 —«J O {

cior living arrancgements (Code numbexr)
Naturel parents
Father zlcne
Step-fathexz
Kother zlone
Adcptive parent(s)
Feoster parencs
srand parents
Other Zamily members

Friend's home

Boarding or gzoup home

Institution

Transient

Othez { b )

90



personal Historv

1300. Delivery and post-natal (Code 1 if'applicablc; blank

development otherwise)

1 NOTMALl. v oveeeeeeeannoannes { }
2 BreecCh. v o v it eenovenenes { }
3 obT-¥-Tokod N <1 + W f )
4 Forceps used........co.uuuun [ ]
S Premature delivery......... [ )|
6 Other complications

1400. Alcohol Problem

1. No
2. Yes
3. UNKNOWD .t oot eieonnsennonss [ )

1500. Drug Problem

1. No
2. Yes
3. UNKDNOWD .. ' vuereeenonennnnnan ( ]

1600. Suicide attempts

None

Past

In maples

Past and in Maples

LV BN VYN N I B
¢ & e . e

-mutllacion

None

Past

In Maples

Past and in Maples

(1]
[
L4}

1700.

t o w0

UNKNOWD . v v vt vt v oo vt onnnnsn ( ]
1800. Employment status (father)
1. Employed full-time......... { }
2. <Zmploved part-time......... [ ]
3. Unemployed.......ou.iinnnun. { }
4, Student......... . i ¢ }
1900. =Employment =tatus (mcther)
1. Emploved full-time......... { ]
2. Employed part-time......... ¢ }
2. Unemployed................. { ]
4. Other ( }
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2000.

2100.

2200.

2300.

2400.

2500.

2600.

[ R S I S N W P U

Prlor A-rests

1. Yes

2. No

3., UNKNOWN .. v eeveeesoonsnonaasl ]

If "Yes" list offences in order of seriousness:

' { 1 ]

{ 1 )
{ 1 ]

Prestlitution

1. Yes

2. Ko

3. UnknowWnh....o.ooooon. et e [ )

Sexual Abuse as victim

1. Yes

2. Suspected

3 UNKNOWD . v ¢ v e et vonnsoennnenns [ ]

Physical Abuse as victim

l. Yes
2. Sutspected
2., UNKNOWN .. tvvenosneennn R ]

Relatlionship of victim to offender (Code 1 !f
applicable; blank otherwise)

1. Hother..........ciiiieunevn. { )
2. Father......iiiiiniiiiennn { )
2. Step-mother............... A )
4. Step-fathezr.........ceove.. { ]
S. Brother.........ceeeriunnn. { )
€. Step-brother............... { )
7. Sister.. ... { )
8. Step~sister........iveii... { ]
@. Fester~brother............. { )
0. Foster-sister.............. [ ]
1. Other relative.......... |l )
2., Priend.......ciiiiiiiinann. { )
3. Nelghbouzr.................. { )
4, STIaN@eI .. ...ttt [ }
5. Foester parent.............. { ]
SN o} J +7-3 [ }oI )

Sexuzl abuse as offender -
1. Yes
p Suspected

3 UnKnown ..« vvnun e e e e { )

Physical Abuse a2s offender

1. Yes

2, Sutspected

S, UnRKDOWO . ittt n e i iee et { )
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2700.

Relationship of offender to victim

WmDOU N

b
- o

DY

[ =]
[N

Step-brother............... {
L - o - [
Step-sister. ...ttt [
Foster-brother.....voevvn. [
Foster-sister.....cooivennann {

(Code 1 (€

applicable; blank otherwise)
Brother . . ittt tnonnens

Other relative.............
Priend. ...ttt et
Neighbour.......ccev i
L ud o~ B ¢ K = oG
Foster parent..............

ther

......................
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DSK 111
DIAGNOSTIC INPORMATION

Porensic Psychiazric Services Commission
of British Columbia

10V Axis I (Clinical Scales)

_ _ S D S
(1{ more than one ciagnos:is) . . . . . . .0l J[ I
S S e )
102 Axis Il (Personality Disorders)

. 000 I
(1f more than one c¢iagnosis) . . . . . . .01 JU
N R

103! Axis 1I1 (Physical Discrders &« Conditicns)
‘ [0 )
{1{ more than one ciagnos:is) [ 30 3
(30 )i

104 Axis IV (Severity of Psychosocizl Stressors)

105 Axis Vv (Righest Level of Acaptive Functicning

Past Yezr)
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