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Summary

Research shows that individuals who report a history of childhood sexual abuse
(CSA) are more likely to develop a range of psychological difficulties in adulthood
than those who report no early experiences of CSA. The concept of CSA as a nsk
factor for developing psychological distress is no longer in question, but the causal
mechanisms that underlie these associations are still not well understood.

The feelings of shame, responsibility, and low levels of self-esteem that are

commonly found in presentations of psychological distress in female survivors may

implicate these characteristics as mediating risk factors in the sequelae of CSA.

A literature review was carried out to explore the theoretical knowledge of CSA, and

to examine the evidence of its relationship with psychopathology, and the role of

contributory features of shame, self-esteem and attributions of blame.

One hundred and fifty nine undergraduates (thirty two of whom reported a history of
CSA) completed questionnaires requesting information on a history of CSA, shame,

sclf-esteem, and attributions of blame and responsibility.

The expected association between CSA distress and psychopathology was not found
and this precluded mediation analysis. However, differences were found between the
Abused and Non-Abused groups on the psychopathology subtests, most notably
psychoticism. Compared to the Non-abused group, the Abused group also showed

higher levels of Shame and a non-significant trend towards lower Self-esteem. Shame



and Self-esteem were found to correlate with psychopathology and CSA distress

correlated with Perpetrator Blame and Family Blame.

Finally, the last section of the thesis discusses implications for clinical practice, the

limitations of the empirical study, and ideas for further research.
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SCHOOL OF PSYCHOLOGY ETHICAL APPROVAL FORM

Please complete all parts to this form.
Please attach consent and information/debriefing sheets to all applications.

Tick one box: L] STAFF project [JMASTERS project [JPhD project
[JCLINICAL PSYCHOLOGY project [ 1 UNDERGRADUATE project

Is this an ESRC-funded project? (1 YES L1 NO

Title of project:  Psychological distress in adulthood: the role of shame, self-esteem and blame.

Name of researcher(s): Karen Kemish

of supervisor (for student research): Dr Isabel Hargreaves & Dr Sarah Gregory Date: 27" October 2006

Is your project in the area of Health and Social Care requiring sponsorship by the University of Wales
Bangor? If yes, please complete your ethics application in COREC format and submit an NHS . N
R&D form alongside it. You should still complete all sections to this form, but do not need to

supply the additional information requested in boxes A or B of Part 1.
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complete your ethics application using the forms required by that outside body. You should stil N

complete all sections to this form, but do not need to supply the additional information
requested in boxes A or B of Part 1.

If a student project, is this part of the supervisor’s ongoing research that has been previously reviewed
and approved? If yes, please give the proposal number of the approved research project, Proposal N
no.

and complete all sections of this form.

PART ONE: ETHICAL CONSIDERATIONS

o lYES N0 [NA
Will you describe the main experimental procedures to participants’ in advance,
so that they are informed about what to expect?
"2 | Will you tell participants that their participation is voluntary? -__
n Will you obtain written consent for participation? N |

If the research is observational, will you ask participants for their consent to
being observed?

Will you tell participants that they may withdraw from the research at any time
and for any reason?

With questionnaires, will you give participants the option of omitting questions
they do not want to answer?

| 7 | Will you tell participants that their data will be treated with full confidentiality
and that, if published, it will not be identifiable as theirs?

Will you debrief participants at the end of their participation (i.e. give them a
brief explanation of the study)?

If you have ticked No to any of Q1-8, but have ticked box A overleaf, please give an explanation on a separate sheet.
[Note: N/A = not applicable]

- @@ oo 1YES [NO_ |NA_

n Will your project involve deliberately misleading participants in any way? -“-

Is there any realistic risk of any participants experiencing either physical or
psychological distress or discomfort? If Yes, give details on a separate sheet N
and state what you will tell them to do if they should experience any problems

e.g.. who they can contact for help

' In questions 1-9, if participants are children, please consider the information that you will supply to the legal guardian in each case.



If you have ticked Yes to 9 or 10 you should normally tick box B overleaf; if not, please give a full explanation on a
separate sheet.

ey 7

overleaf.

ey | T
overleaf.

13 | Do participants fall into any of | Children (under 18 years of age) N.B.

the following special groups? If | You must ensure that you have made \
they do, please refer to BPS | adequate provision for child protection |
guidelines, and tick box B issues in your protocol
overleaf. People with learning or communication
difficulties N.B. You must ensure that you \
Note that you may also need have provided adequate provision to
to obtain satisfactory CRB manage distress
clearance. Patients N.B. You must ensure that you
have provided adequate provision to N,
manage distress.
People in custody —'-_

Nearsogs Patent Panl AN

Physically vulnerable adults N.B. You
must ensure that there is an appropriately \

CPR trained member of staff on hand at all |
| times during testing.

There is an obligation on the lead researcher to bring to the attention of the Departmental Ethics Committee any
issues with ethical implications not clearly covered by the above checklist.

PLEASE TICK EITHER BOX A BELOW OR BOX B OVERLEAF AND PROVIDE THE DETAILS REQUIRED
IN SUPPORT OF YOUR APPLICATION.

Please tick
A. I consider that this project has no significant ethical implications to be brought before the Departmental -
Ethics Committee.
Give a brief description of participants and procedure, including information on (1) hypotheses, (2) participants &
recruitment, and (3) research methodology. Please attach consent and debrief forms.




Please tick

Ethics Committee, and/or it will be carried out with children or other vulnerable populations.

B. I consider that this project may have ethical implications that should be brought before the Departmental

Please provide all the further information listed below in a separate attachment.

—— 000N hWN

-0

12.
13.
14.
15.

16.
17.

18.
19.

20.

21.

Title of project.

The potential value of addressing this issue

Brief background to the study

The hypotheses

Participants: recruitment methods, age, gender, exclusion/incluston criteria
Research design

Procedures employed

Measures employed

Qualifications of the investigators to use the measures

Venue for investigation

Estimated start date and duration of the study (N.B. If you know that the research is likely to continue for more
than three years, please indicate this here).

Data analysis

Potential offence/distress to participants

Procedures to ensure confidentiality and data protection.

*How consent is to be obtained (see BPS Guidelines and ensure consent forms are expressed bilingually where
appropriate. The University has its own Welsh translations facilities on extension 2036).

Information for participants (Provide actual consent forms and information sheets.)

Approval of relevant professionals (e.g., GPs, Consultants, Teachers, parents etc.)

Payment to: participants, investigators, departments/institutions

Equipment required and its availability

What arrangements are you making to give feedback to participants? The responsibility is yours to provide it,
not participants’ to request it.

Finally, check your proposal conforms to BPS Guidelines on Ethical Standards in research and sign the
declaration. If you have any doubts about this, please outline them.

Details on complaints procedure will also be provided

PLEASE COMPLETE PART TWO OVERLEAF.
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PART TWO: RISK ASSESSMENT

Is there significant potential risk | Potential adverse effects
to participants in any of the V
o -

v

Is there significant potential risk | Potential risk of violence or other harm to
to investigator(s) in any of the | the investigator(s) (e.g., through work with
following ways? particular populations or through context

of research).

Potential risk of allegations being made

against the investigator(s). N
| (e.g., through work with vulnerable
populations or context of research).

Does the research involve the investigator(s) working alone or away from the
School? '

Does the experimental procedure involve touching participants?

Is there significant potential risk to the institution in any way? (e.g.,
controversiality or potential for misuse of research findings.) |

Is there significant potential risk to other members of staff or students at the
institution? (e.g., reception or other staff required to deal with violent or

vulnerable populations.)

If you have ticked “yes” to any of the questions in the table above, please outline on a separate sheet the
probability and significance of the risks involved and the means proposed for the management of those risks.
Where relevant, please also describe the procedures to be followed in the event of an adverse event or

emergency.

There is an obligation on the lead researcher to bring to the attention of the Departmental Ethics Committee any
risk implications of the research not clearly covered by the above checklist.

PLEASE COMPLETE PART THREE OVERLEAF, THEN SIGN AND DATE THE DECLARATIONS ON

THE FINAL PAGE OF THIS FORM.



PART THREE: RESEARCH INSURANCE QUESTIONNAIRE
In the case of student research, this form should be completed by the supervisor.

The purpose of this form is to decide whether the University requires additional insurance cover for a
linical/research trial and the form should be completed and returned to the Insurance Officer for a decision. This

Duestionnaire should be completed for each Research Project that will involve human participation.

Name of Sponsor: Welsh Assembly Government.

Title of Research: Psychological distress in adulthood: the role of shame, self-esteem and blame.

Number of subjects (participants) __ 150 plus

| Is your Research going to be based solely upon the following? Y# GDeIete as appropriate)

a) questionnaires or

b)  venepuncture or3

¢c) measurements of physiological processes or

d) collections of body secretions by non invasive methods or

e) the administration by mouth of foods or nutrients or variation of diet other than the administration of drugs

or other food supplements or
D psychological activity ( this is outside the Research definition)

If you answered ‘YES’, please sign and date the form and return it to the Insurance Officer. If you answered ‘NO’
please complete the remainder of the questionnaire.

) Attach details of the Research and a copy of the Protocol submission to the Ethics Committee

} Is the Research to be held in UK?
If “No” please provide full details Yes/No (Delete as appropriate

4 Who will be involved in conducting the Research?

5 If medical practitioners are involved will they be covered

by the MDU(Medical Defence Union) or any other organization? Yes/No (Delete as appropriate)
6 Does the Research involve use of drugs or surgery? Yes/No {Delete as appropriate)
7 Are any of the research subjects known to be pregnant? Yes/No (Delete as appropriate)
8 Are any of the research subjects under 5 years of age? Yes/No (Delete as appropriate)
9 Is the purpose of the Research
a) investigating or participating in the methods of contraception? Yes/No (Delete as appropriate
b) assisting with or altering the process of conception? Yes/No (Delete as appropriate)
|0 Does the Research involve genetic engineering? Yes/No {Delete as appropriate)

| 1Will the Research use a pharmaceutical product designed or manufactured
by the Institution? Yes/No (Delete as appropriate

2 Proposed commencement date AND period of the Research

3 Will the sponsor pay for addition Insurance costs if required Yes/No (Delete as appropriate
(If ‘No’ please note that the department must underwrite any additional insurance cost)

4 If other organizations are involved in the Research 1s UWB the lead
yrganization for the Research Project? Yes/No (Delete as appropriate)

(If “Yes’ please attach all details, including details of any other organizations that will be involved in the trial(s)
involving human participation)
If any of the answers to 4 — 10 are “Yes” please provide full details on additional sheets

igned Dated
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Notes to accompany ethics application

Question 10
A leaflet entitled ‘helpful resources’ (enclosed) will be distributed with the

questionnaire pack to all participants. The leaflet lists agencies that may be contacted
for help or advice if participants are expeniencing emotional distress. Following ethical
approval, this leaflet will be translated into Welsh and distributed bilingually.

Part A
Enclosed:

Questionnaire booklet.

Information about the research

Helpful resources leaflet.

Risk assessment.
Prize draw ticket & PSU recording ticket.

Hypothesis / Research question

Psychological distress in adulthood often occurs subsequent to child sexual abuse. This
research will try to determine whether shame, low self-esteem, and attributions of self-

blame are associated with increased levels of psychological distress. If an association is

established, and data permits, the study will then investigate whether they function as

mediators.

Participation and recruitment

Female undergraduates will be recruited from the University of Wales, Bangor through
the SONA website. SONA (available 24 hrs a day, 7 days a week) is a web-based
programme that 1s used as a centralised matching and scheduling resource that provides
participants for psychology experiments within the school. In addition, opportunity
sampling techniques will be used to recruit female students participating in the North
Wales Clinical Psychology Programme.

Research methodology
Participants will be asked to complete a questionnaire booklet. All responses will be

anonymous and confidential (although PSU numbers will be required to award print and



course credits). The questionnaire booklet comprises questions on: age range, child
sexual abuse experiences, attributions of blame, self-esteem and feelings of shame, and

current level of emotional distress.

Part B

1) Title of project
Psychological distress in adult CSA survivors: the role of shame, self-esteem and blame.

2) Potential value of addressing this issue

Alleviating feelings of guilt, responsibility and low self-esteem is an important part of
therapeutic work with adults who have experienced childhood sexual abuse. Results
from this research looking at self-blaming attributions, low self esteem, and feelings of
shame and their possible link with emotional difficulties in adulthood may underlie the

importance of dealing with these variables that may be associated with, or mediate,

adult distress.

3) Brief background to the study
It has been acknowledged that a history of childhood sexual abuse (CSA) is a risk

factor' for developing psychological distress in adulthood. It is also recognised that
survivors of CSA often have elevated levels of distress, which i1s evident in disorders
such as: chronic and recurrent depression, anxiety disorders, post-traumatic stress
disorder, and dissociative disorders. Despite the research, the causal mechanisms that
underlie these associations are not well understood, and it is still not clear how survivors
stand a greater risk of developing psychological distress in adulthood.

More recent research has attempted to understand which mediating risk factors’ (e.g low
self-esteem, shame, or blame) have the potential to be causal risk factors’. It is generally
agreed that CSA is associated with psychological distress in adulthood and it is thought

that this occurs as a result of its impact on causal risk factors.

t A risk factor is described as a fixed marker or attribute that cannot be changed (e.g. a history of CSA).

2 A mediating risk factor is one that explains the association between another risk factor and the outcome (e.g CSA and emotional
distress may be linked because CSA has an impact on survivors ability to access support).

3 A causal risk factor is a vaniable that can be changed, and when it is changed it alters the degree of risk (e.g. low self-esteem,
shame or blame).



4) The hypotheses
1) Increased levels of shame, attributions of self-blame, and low self-esteem will be

associated with increased levels of psychological distress.

If an association is established and data permits mediation analysis, it would be

predicted that:
ii) Increased levels of shame, attributions of self-blame, and low self-esteem

would mediate the process of psychological distress.

5) Participants
Female-only undergraduates aged 18+ will be recruited from University of Wales

Bangor (UWB), and includes students from the North Wales Clinical Psychology
Programme. Recruitment methods have already been detailed in Part A “participation

and recruitment’.

6) Research design
The study will use a group comparison design. Respondents will be divided into two

groups: a ‘reported abuse’ group and a ‘no reported abuse’ group.

7) Procedures employed
Participants will be asked to complete a questionnaire booklet, and are required to

choose from the following options:

1) The questionnaires may be completed, and submitted online via the UWB
recruitment website (SONA). A PSU number must be submitted to enable print

credits and course credits to be awarded.

1) The questionnaires may be accessed through SONA, printed out, completed,
and deposited in a box in the Wheldon Psychology department. Students may
choose between submitting a PSU number to be awarded course and print
credits, or alternatively, they may collect a £5.00 photocopy card in lieu of
course or print credits — this method does not require participants to submait a

PSU number. If the participant chooses to receive a photocopy card, they must

hand in the sealed questionnaire at the Wheldon reception, and request their
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£5.00 photocopy card reward. The receptionist will write on the outside of the

envelope “photocopy card awarded.” This prevents fraudulent use of the system

and ensures that all participants have been awarded their reward of choice.

iii) A hard-copy questionnaire may be collected from a box in the Wheldon
Psychology department, completed, and deposited back in the Wheldon
Psychology department. Students may choose between submitting a PSU
number to be awarded course and print credits, or alternatively, they may
collect a £5.00 photocopy card in lieu of course or print credits — this method
does not require participants to submit a PSU number. If participants choose to
be awarded print and course credits they will be invited to record their PSU
number on a ticket stub, seal it the envelope provided, and deposit it (separately
to the envelope containing the questionnaires) in the designated box in the

Wheldon reception. Submitting PSU numbers and completed questionnaires

separately will maintain anonymity. The researcher will open all the envelopes
daily, and will submit the PSU numbers to the relevant department to enable
course and print credits to be awarded. The original ticket with the PSU
number is subsequently destroyed. The researcher will score and analyse the
collected questionnaires, which will then be securely stored in a locked filing

cabinet until after the study is complete, after which they will be destroyed.

Note on anonymity:
It should be stressed that where PSU numbers are disclosed, it will not be possible for

the researcher to make any link between the submitted questionnaires and the
participants identity. Nor will it be possible for UWB staff to identify PSU numbers
with participants’ questionnaire responses because the questionnaires and PSU numbers
will be submitted separately, both in sealed envelopes. UWB staff will not be required
to open the sealed envelopes. The researcher will open the envelopes daily, and will

submit the PSU numbers to the relevant department to enable course and print credits to

be awarded. All methods have been selected with a view to preserving as much

anonymity for participants as possible.
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8) Measures
A questionnaire booklet (enclosed) comprised questions on age range; child sexual

abuse experiences; shame and self-esteem; blame and psychological disturbance. These

will be measured using the following standard scales and measures:

o CSA experiences
Participants will be asked questions that relate to experiences of CSA, and whether

they experienced sexual abuse as a child. Their responses will be recorded on a 5-
point Likert scale (never through to very often). Participants will also be asked how
distressing this was for them at the time and again they will record their responses
on a 5-point Likert scale (not at all distressing through to extremely distressing).

The questions that follow are about past experiences of CSA, and were adapted
from those used by Henderson et al., (2002). Ussher and Dewberry (1995) used

these questions previously in a study that investigated the prevalence of CSA.

All questions begin with: "When you were a child, did an adult......
a) sexually expose themselves to you

b) watch you bathing / dressing in a way that made you feel uncomfortable
c) make you touch them in a sexual way

d) touch you in a sexual way without genital contact

e) touch you in a sexual way including genital contact

f) have sexual intercourse with you

o Internalised Shame Scale (Cook, 1994)

The Internalised Shame Scale (ISS) was developed to measure the extent to which
respondents have internalised feelings of shame. It has been found to be especially
useful in assessing trauma survivors’ experiences of shame, which emerges as an
element of complex trauma reactions. The ISS has been widely used in empirical
research into shame but 1s also a useful clinical tool. It has demonstrated good
construct validity and reliability in a variety of clinical and non-clinical groups. The
ISS is a 30 item self-report questionnaire with 24 negatively worded items from

which the shame score 1s derived. The remaining 6 items - originally taken from the
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Rosenberg Self-Esteem Scale (Rosenberg, 1965) may be scored separately and used

as an indicator of self-esteem.

o Auributions of Responsibility and Blame Scale (McMillen & Zuravin 1997)
The Attributions of Responsibility and Blame Scales (ARBS) is a 40-item
questionnaire, designed to provide a measure of the direction and intensity of
attributions of responsibility and blame for child sexual abuse experiences. The
items were designed to assess three directions of blame attributions; towards

themselves, perpetrator, family member or another. This measure reports good

internal consistency and construct validity.

e SCL 90 R - Symptom Checklist (Derogates, 1994)
The SCL-90-R is a 90 item (each on a 5 point rating scale) self-report inventory,
designed to measure a variety of psychological disturbances by reflecting the
number of symptoms and perceived distress. The symptom scales specifically
measure: somatisation, obsessive-compulsive symptoms, interpersonal sensitivity,
depression, anxiety, hostility, phobic anxiety, paranoid ideation, and psychoticism.
It has been validated for use as a screening instrument, and it is also widely used in
clinical and research settings as an outcome measure. This instrument demonstrates

very good construct validity, réliability, and utility.

9) Qualifications of the investigators to use the measures
The researcher is currently studying for the DClinPsy qualification at University of

Wales, Bangor. Competence to administer measures will be assessed by the supervisors.

10) Venue for investigation

Participants may choose where to complete the questionnaires, since they complete

them in their own time.

11) Estimated start date and duration of study
It is hoped that data collection will commence in October 2006 and the study will end

following submission of the thesis in June 2007.
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12) Data Analysis
The method of analysis appropriate for a group comparison study is a one-way analysis

of variance. If following data collection, there is sufficient data to meet the criteria for a
mediation model, and then further analysis may be conducted using one of the following
possible options:

1) Regression analysis

1), Structural equation modelling

iii)  Path analysis

13) Potential offence or distress to participant
There is a possibility that participants may be distressed by unpleasant memories of

childhood trauma following completion of the questionnaire booklet. A resources
leaflet (enclosed) will be distributed as part of the questionnaire pack that lists agencies
where they may obtain help, or advice. Following ethical approval, this leaflet will be
translated into Welsh and distributed bilingually.

14) Procedures to ensure confidentiality and data protection
All data collected will be anonymous to the researcher. Electronic data and hard copies
will be protected in accordance with data protection procedures. At the end of the study,

the data will be forwarded to the research supervisor for storage.

15) How consent is to be obtained

Written consent will not be requested, as this would violate confidentiality. Consent will

be assumed by the participants’ willingness to complete the questionnaires.

16) Information for participants
An Information sheet (enclosed) will be distributed as part of the questionnaire pack.

This leaflet gives some information about the research, and clarifies the participant’s

rights.

17) Approval of relevant professionals

None required
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18) Payment to participants, investigators, departments or institutions
UWB psychology student participants will receive print credits and course credits, or if
they would prefer not to disclose their PSU number they may be awarded a £5.00

photocopy card.

19) Equipment required and its availability
No specialist equipment required.

20) Feedback to participants
Results of the study will be posted on the Intranet, which can be accessed by

psychology undergraduates.



Appendix A
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QUESTIONNAIRE
BOOKLET

Please answer the questions in this booklet
according to the instructions.

All responses are completely anonymous and
confidential.

After completing the questionnaire, place it in the large
envelope provided, seal it and return it to the
administrative staff at the Wheldon desk. Remember to
put your PSU number separately in the small envelope if
you wish to claim print or course credits. If you prefer to
claim a photocopy card instead of print and course credits,
please hand in your sealed envelope containing the
questionnaires to the administrative staff at the Wheldon
desk, and ask for your photocopy card reward.



Third Party material excluded from digitised copy.
Please refer to original text to see this material.
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Psvcholoeical distress in adulthood: the role of shame, self-esteem and blame

PARTICIPANT INFORMATION SHEET

Researchers: Dr Isabel Hargreaves, Dr Sarah Gregory, Karen Kemish
North Wales Clinical Psychology Programme

Invitation
Female students only are being asked if they would like to volunteer for this study.

What is the purpose of the study?
The aim of this research is to look at factors that may be associated with the development of

emotional difficulties in people with and without a history of sexual abuse.

Do 1 have to take part?
Taking part in this research is entirely voluntary. You can decline to take part by not filling in

the questionnaires. However, due to the anonymity measures, once you have submitted your
questionnaire, it cannot be withdrawn.

What does it involve?
You will be given a questionnaire booklet to complete. The booklet contains questions relating

to problems you might be having at present and general feelings about yourself.

The booklet also asks whether you experienced any sexual abuse during childhood, and if so, to
answer some questions about your particular expenences and feelings. We realise that these are
very sensitive and difficult issues but hope that the anonymity of the questionnaire will enable

you to provide this valuable information.

The questionnaire will take approximately 20 - 30 mins to complete. After filling it in, place it
in the large envelope provided, seal it and retum it to the administrative staff at the Wheldon
desk. In order to be awarded print and course credits for taking part in this research you will be
required to submit a PSU number 1n a separate envelope to the one you have put your
questionnaire into. If you prefer not to submit your PSU number, you may choose to receive a
£5.00 photocopy card 1n lieu of print and course credits. If you prefer to receive a photocopy
card, please hand in your sealed envelope containing the questionnaires to the administrative
staff at the Wheldon desk, and ask for your photocopy card reward.

What are the possible benefits of taking part?

Providing and developing effective professional help for people with emotional difficulties,
particularly those who have expernienced childhood sexual abuse, forms a major part of my work
as a clinical psychologist. The potential benefit of the research will be that therapeutic
techniques may be developed and refined so that people can receive effective and appropnate

help.

What are the possible side effects of treatment received when taking part?
No side effects have been identified.

What are the possible disadvantages or risks of taking part?

There is a possibility that participants may be distressed by unpleasant memories of childhood
trauma following completion of the questionnaire booklet. A resources leaflet is enclosed as
part of the questionnaire pack that lists agencies where you may obtain help, or advice. Please
keep this leaflet so you can refer to it in the future.
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What if something goes wrong?
The risks involved in taking part in this study are very small: however the study does have full
insurance cover in the unlikely event you think you have been harmed in some way.

Will my taking part on the study be kept confidential?
Your responses will be completely anonymous and confidential and no names are recorded
during the research. The study has been designed in such a way that it will not be possible to

identify you.

What will happen to the results of the research study?
The results of the study may be published in a scientific joumal. Please be assured that you will
not be identified in any report or publication.

Further Information

-.I * e e e o ‘ . ',r - L | L -

Third Party Material excluded from digitised copy. Q S

Please refer to original text to see this material.

My supervisors are Dr Isabel Hargreaves and Dr Sarah Gregory. Dr Isabel Hargreaves can be
contacted by telephone: 01248 382204.

If you decide to take part, please keep this information sheet, and the ‘helpful resources’ leaflet’
that is enclosed with the pack, so you can refer to it in the future.
If you have any complaints about the conduct of the study these should be addressed to Dr

Richard Hastings, (Acting Head of School), School of Psychology, University of Wales -
Bangor, Bangor.

Thank you for taking the time to read this information sheet.

[ L e m
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Psychological distress in adulthood: the role of shame, self-esteem and blame
PARTICIPANT INFORMATION SHEET

Researchers: Karen Kemish, Dr Isabel Hargreaves and Dr Sarah Gregory
North Wales Clinical Psychology Programme

Invitation
Female students only are being asked if they would like to volunteer for this study. Students
who participate will be given the opportunity of entering a £50.00 prize draw.

What is the purpose of the study?
The aim of this research 1s to look at factors that may be associated with the development of

emotional difficulties in people with and without a history of sexual abuse.

Do 1 have to take part?
Taking part in this research is entirely voluntary. You can decline to take part by not filling in

the questionnaires. However, due to the anonymity measures, once you have submitted your
questionnaire, it cannot be withdrawn.

What does it involve?

You will be given a questionnaire booklet to complete. The booklet contains questions relating
to problems you might be having at present and general feelings about yourself.

The booklet also asks whether you experienced any sexual abuse during childhood, and if so, to
answer some questions about your particular experiences and feelings. We realise that these are
very sensitive and difficult issues but hope that the anonymity of the questionnaire will enable

you to provide this valuable information.

The questionnaire will take approximately 20 - 30 mins to complete. After filling it in, place it
in the AS envelope provided, seal it and return it to the researcher as directed. If you wish to be
entered into the £50.00 prize draw please remember to write a contact telephone number (do not
write your name) on the prize draw slip and seal it in the smaller envelope separate to the one
you have put your questionnaire into. You will only be contacted if you win.

What are the possible benefits of taking part?

Providing and developing effective professional help for people with emotional difficulties,
particularly those who have experienced childhood sexual abuse, forms a major part of my work
as a clinical psychologist. The potential benefit of the research will be that therapeutic
techniques may be developed and refined so that people can receive effective and appropriate

help.

What are the possible side effects of treatment received when taking part?
No side effects have been 1dentified.

What are the possible disadvantages or risks of taking part?

There is a possibility that participants may be distressed by unpleasant memories of childhood
trauma following completion of the questionnaire booklet. A resources leaflet is enclosed as
part of the questionnaire pack that lists agencies where you may obtain help, or advice. Please
keep this leaflet so you can refer to it in the future.

What if something goes wrong?
The rnisks involved 1n taking part in this study are very small: however the study does have full
insurance cover in the unlikely event you think you have been harmed in some way.
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Will my taking part on the study be kept confidential?
Your responses will be completely anonymous and confidential and no names are recorded
during the research. The study has been designed in such a way that it will not be possible to

Tl PO A Y L tap g

What will happen to the results of the research study?
The results of the study may be published in a scientific journal. Please be assured that you will

not be identified in any report or publication. !
Further Inform_ati?n | | o
Third Party Material excluded from digitised copy. ( )

Please refer to original text to see this material. g

My supervisors are Dr Isabel Hargreaves and Dr Sarah Gregory. Dr Isabel Hargreaves can be
contacted by telephone: 01248 382204.

If you decide to take part, please keep this information sheet, and the ‘helpful resources’ leaflet’
that is enclosed with the pack, so you can refer to it in the future.

If you have any complaints about the conduct of the study these should be addressed to Dr
Richard Hastings, (Acting Head of School), School of Psychology, University of Wales -
Bangor, Bangor.

i

Thank you for taking the time to read this information sheet.
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Helpful Resources

Student Services Centre 01248 382024
Student Services are located on 3™ and 4™ floor of the Student Union building. They are

open 9am -5pm, and are able to advise on any problems you may be experiencing,
including issues relating to mental health.

Student Counselling Services - Bangor 01248 382024

A professional Student Counselling Service 1s available to UWB students. They are
based in the Glanrafon Flat behind the Students Union building, and are open 9am-Spm.
There is also a student health nurse who can make home visits (tel 01248 383022).

Nightline — Bangor 01248 362121

Nightline is a service run by students for students. Two trained volunteers are on duty
from 8pm — 8am to provide a listening service and respond to queries. Students can
telephone, or call into their office which is sttuated above the launderette near the

Neuadd Rathbone.

North West Wales Rape & Sexual Abuse Helpline 01286 669266

The rape and sexual abuse support centre offers a helpline, counselling and practical
support to anyone (over 14yrs) who has been affected by sexual violence, whether
recently or in the past. Helpline open 9am-5pm Mon-Fri, and 7pm-9pm Mon, Wed,

Thurs and Sun evenings. Email: rasa@btconnect.com

GP Services Bodnant Medical Centre 01248 364492
Bodnant Medical Centre provides services for students that are not normally available in

general practice. Nurse-led student health clinics are held from 12.00pm - 4pm (female
doctors are also available during these times) and 3.30pm - 6pm each weekday, and

students may attend without an appointment. These facilities are available to all students
regardless of their registered practice.

Community Mental Health Team - Bangor 01248 370137

The Arfon Community Mental Health Team 1s available 9am — Spm Monday to Friday.
It offers a service to people who have severe mental health problems. This service is
usually accessed via the G.P.

Samaritans - Bangor 01248 674985
The Samaritans provide a listening service (open 24hr) to people who are experiencing
difficulties, are 1solated, depressed or suicidal, and feel that they have no one to tum to.

Stepping Stones 01978 382717

The main office 1s open 9 -12 Mon - Fr1. Trained counsellors provide therapeutic
services, on an individual or group basis, to adults who were sexually abused as
children. There have a range of locations around North Wales.
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SCHOOL OF PSYCHOLOGY ETHICS AMENDMENT REQUEST FORM
[To be used to request Ethics Committee approval for non-trivial modifications to a previously
approved research project.]
Date: 4® December 2006

Title of project: Psychological distress in adulthood: the role of shame, self-esteem and blame
School Ethics Approval number: 881

Third Party Material excluded from digitised copy. i’*—\
Please refer to original text to see this material.

——— —

mlielre———l-w——

N.B. If vou wish to amend vour currently approved procedu ooneor ore of the

following:
a) Pay participants;
b) Work with children or other vuinerable populations (i.e. patients, people in custody,
physically vulnerable adults, people engaged in illegal activities, people with Jearning or
communication difficulties);
¢) Deliberately mislead participants;
d) Utilise procedures that carry a realistic risk of participants experiencing physical or
psychological distress or discomfort
¢) Work with animals;
AND your previous approval was based on there being no significant ethical implications of the
research (i.e. you ticked box A on the original ethical approval form), then you will need to
complete a new ethical approval form and give all the information required in Box B.
PLEASE DO NOT USE THIS FORM.

Please describe the nature of your amendment(s) in the box below (and on a separate sheet if
necessary):

I would like to apply for permission to recruit additional female student participants from other
second and third level educational facilities (eg School of Nursing and Tertiary Colleges) in and
around North Wales. As an incentive to participate I would like to offer voluntary entry into a £50.00
prize draw. To facilitate this, it will be necessary for participants to write a contact telephone number
(but no name) onto a separate prize draw slip, which will be submitted separate to the completed
questionnaire. The participant will only be contacted if they win. It will not be possible for the
researcher to make any link between the submitted questionnaires and the participant’s identity and

therefore anonymity iIs maintained.

Please consider carefully whether the amendment(s) to vour research will affect the following:

- OO0 1YES INO_ [NA
1 | Participants’ ability to give informed, voluntary consent |~
2 | Participants’ ability to voluntarily withdraw from the research - N
“ In questionnaire-based studies, participants’ option to omit -"-
questions
Maintenance of confidentiality of participant data _-._
The ability to pant debriefing 1N
Risks to pants, investigators, or the institution I A

If you have answered “yes” to any of the questions above, please provide a full explanation on a
separate sheet. There is an obligation on the lead researcher to bring to the attention of the Ethics
Committee any further ethical implications not clearly covered by the above checklist.

* If you intend to use additional questionnaires, please attach copies.
« If the nature of your request entails changes to consent/debriefing information, please attach
the amended documents.

Signed (Chief investigator/supervisor):

Signed (Associate investigator(s)/student(s):

J— R O mge i
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Running head:

PSYCHOLOGICAL DISTRESS IN ADULT SURVIVORS OF CSA: SHAME, SELF-

ESTEEM AND BLAME

Psychological Distress in Adult Survivors of Childhood Sexual Abuse: The Role of

Shame, Self-esteem and Blame

Karen Kemish*

School of Psychology

University of Wales, Bangor, UK

Correspondence should be addressed to Karen Kemish, North Wales Chinical
Psychology Programme, University of Wales, Bangor, Gwynedd, LL57 2DG
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Abstract

There is a wealth of research suggesting that individuals who report a history of
childhood sexual abuse (CSA) are more likely to develop a range of psychological

difficulties in adulthood than those who report no such experiences. However, the

causal mechanisms that underlie these associations are still not well understood.

That feelings of shame, responsibility, and low levels of self-esteem are commonly
found in presentations of psychological distress 1n female survivors may implicate these
characteristics as mediating risk factors in the sequelaec of CSA. This review outlines the
existing knowledge of CSA, including prevalence rates and relationship with
psychopathology. The possible roles of shame, self-esteem and attributions of blame as
mediating risk factors for psychopathology following CSA are then explored. In

conclusion, although there are a variety of compelling models implicating these

variables as likely mediators, further empincal investigation is required.
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Psychological Distress in Adult Survivors of Childhood Sexual Abuse: The Role of

Shame, Self-esteem and Blame

There 1s a wealth of research within the field of childhood sexual abuse (CSA)
that suggests an association with psychological problems in adulthood. It is has been
proposed that many survivors of CSA experience a wide range of mental health
difficulties i adult life, including: depression (Andrews, 1995) and anxiety (Levitan,
Rector, Sheldon & Goering, 2003); post-traumatic stress disorder (Lee, Scragg &
Turner, 2001; Wisdom, 1999); and, psychosis (Read, van Os, Morrison & Ross, 2005).
However, the mechanisms that underlie the proposed association between CSA and
psychopathology are still not clear. For example, why should one person with a reported
history of CSA go on to develop psychological difficulties when others do not? The
clinical presentations of individuals who experience psychological problems and report
a history of CSA have been reported to frequently reveal high levels of shame, reduced
self-esteem and a tendency to take on feelings of responsibility for the abuse (Whiffen
& MacIntosh, 2005). It 1s possible that characteristics such as these act as mediating risk
factors for psychopathology following CSA. The aim of this review is to examine the
CSA literature and, using this knowledge as a foundation, to then explore the features of
shame, self-esteem and blame with the following aims: (i) to gain a more coherent
account of how such mechanisms might underlie the suggested association between
CSA and psychopathology; and, (ii) to critically appraise some of the available models
implicating these vaniables as mediators.

In order to achieve these aims, the reported prevalence rates of CSA for the
general population are first reviewed. Following this, the evidence that CSA leads to

psychopathology 1s considered, with specific examples from depression and anxiety,
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PTSD, and psychosis. As with any clinical phenomena, there will be a significant
variety of mechanisms that underlie the association between CSA and psychopathology
and this review does not provide a systematic examination of all factors identified thus
far in the literature. Instead, a decision was made to focus specifically on the role of
shame, self-esteem and blame because: (1) they are clinical phenomena that are common
to a range of psychological disorders (Gilbert, 2006); (ii) they appear to be widely
observed in the clinical presentations of adult survivors of CSA (Whiffen & Maclntosh,
2005); and, (iii) they are implicated by findings concerning the impact of abuse-related
factors (e.g., relationship to the perpetrator) on the development of psychopathology
following CSA (Steel, Sanna, Hammond, Whipple & Cross, 2004).

However, before reviewing the literature as outlined above, the method by which

the systematic elements of this review were conducted is first described, followed by a

discussion of pertinent methodological issues related to CSA research.

Method
Search Strategy and Selection Criteria
In accessing the literature presented in this review, the following electronic
databases were searched: PsycARTICLES, PsychINFO, and ISI Web of Knowledge;

between 1990 — 2007.

In examining prevalence rates the search was conducted using the following
terms: “childhood sexual abuse”; “prevalence™; and, “general population” or
“community sample”, with the aim of including samples from as wide a cultural and
geographical distribution as possible. In addition, the reference lists of all obtained

studies were read to locate additional studies and these highlighted some older

publications which were also included. A total of 26 studies were examined. No age
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limit was imposed and some studies did include prevalence rates for adolescents, but
generally few for children under the age of 16. Studies were included that used
university student populations but more discrete population samples, such as
incarcerated males, were excluded. One study was excluded because it was only
available in Slovakian; another study was excluded because it provided figures for
sexual abuse within the context of ritualistic abuse. In total 13 studies from peer-
reviewed journals were included and are described later in this review.

In identifying the types of psychopathology emerging in adulthood that have been
linked to experience of CSA the following terms were used; “childhood sexual abuse™,
“adults™; and, “psychological distress”, or “psychopathology”, or “mental health”. The
reference lists of all obtained studies were read to locate additional studies. This search

yielded a total of 47 studies from peer-reviewed journals. Studies were excluded that:
did not differentiate between different types of abuse; did not clearly define CSA; were
review papers or meta analyses (however, a meta analysis was later identified that
highlighted evidence suggesting CSA and psychological distress were not associated,
but this paper will be discussed later); was not focused specifically on therapeutic
outcome or service provision or consisted of only theoretical discussion (including
letters of response). In total 24 studies were identified that provided evidence for an
association between a CSA and a defined disorder or difficulty in adulthood; these are
reported later in this review.
Methodological Issues

Defining CSA.

Numerous attempts have been made to provide a definition of child sexual abuse

that is both accurate and acceptable. The American Psychological Association (2001)

put forward a definition that is more inclusive than many previously proposed:
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A central characteristic of any abuse 15 the dominant position of an adult that
allows him or her to force or coerce a child into sexual activity. Child sexual
abuse may include fondling a child's genitals, masturbation, oral-genital contact,
digital penetration, and vaginal and anal intercourse. Child sexual abuse is not
solely restricted to physical contact; such abuse could include non-contact abuse,
such as exposure, voyeurism, and child pornography. Abuse by peers also occurs
(APA, 2001).
Researchers such as Ainscough and Toon (2000) suggest that this definition
incorporates the most significant elements of CSA: the betrayal of trust and

responsibility; the abuse of power; the wide range of sexual activity that may be

involved in abuse; and, the use of force and/or threats by the abuser. Although this
definition fails to acknowledge the possxlbility of the victim’s perception of threat
surrounding the abuse, it may provide a useful definition for clinical use. However,
many CSA studies often use different definitions and combinations of characteristics in
their definitions, these include: intercourse, masturbation, exposure, voyeurism,
pornography, the use of threats or force, and ages of perpetrator and victim. In addition,
some researchers simply use the legal criteria in place within their country (e.g.,
Helweg-Larsen & Larsen, 2002). Finally, many definitions of CSA still fail to include
experiences where the child s subjected to exposure, voyeurism or pornography (Sgroi,
1982; cited in Hall & Lloyd, 1993).

Inconsistent use of definition may create wide variations within results. For
example, it is possible that using a broader definition that encompasses all of the above
characteristics of sexual abuse may yield results that suggest a smaller incidence of
psychopathology following sexual abuse; or, studies using only intercourse as the

criteria may result in a higher incidence of psychopathology following sexual abuse.




Psychological distress in adult survivors of CSA: shame, self-esteem and blame 36

Thus, issues of definition make it difficult to confidently compare results across studies.

Researchers should also be mindful that race, cultural differences and geographical

locations may affect the criteria used in CSA definition which may also influence

findings.

Sampling issues.

Numerous difficulties are related to the populations used for research and whether
the chosen sample is representative of the general population (Kazdin, 2003). For
example, due to concerns over anonymity it may be that certain “types” of people are
more likely to agree to participate in studies of sensitive topics, whereas others will
avoid any such exposure, resulting in a skewed sample. Ethical considerations mean that
many participants in CSA research are self-selected and it is not possible to determine

whether the respondents were more or less distressed, and/or had different cognitions

surrounding their abuse than those who chose not to participate.

There is a predominance of research studies within the CSA literature that have
used female samples. This might be because CSA occurs more often in females or that
females are more likely to report incidences of CSA (as reflected by the prevalence rates
reported later in this review). For whatever reason this occurs, this skew in sampling
may restrict generalisability to male populations and this may ultimately impede
improvements in clinical practice with males who have been sexually abused.

Whether to use clinical or non-clinical samples is also an issue. As survivors of
CSA, non-clinical participants tend to be easier to access but they may not be
experiencing the psychopathology of interest. Researchers are only able to infer that
findings from non-clinical samples are relevant to clinical ones, and receiving (or not
receiving) professional help may affect responding and influence associations between

variables under investigation. For example, some research evidence suggests that
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clinical populations may display a confirmatory bias and it is also possible that they
may also over-emphasise their difficulties (Rind, Tromovitch, & Bauserman, 1998).

Research findings from legal samples (e.g., those who have been identified by
police authorities as being victims of the crime of CSA) may not be generalisable to the
general population as some research suggests that they tended to exhibit more
psychological distress (Constantine, 1981).

Measuring and reporting CSA.

There may be difficulties in measuring experiences like CSA distress because of
the subjective nature of the experience. One survivors’ experiences and the resulting
sequelae is likely to be considerably different due to a number of variables, these may
include their cognitions about the abuse and the context in which the abuse occurred

(Steel et al., 2004). Therefore, it is difficult to comment on whether abuse involving
intercourse is in fact the most severe form of abuse and that this is the type of abuse that
will cause the most distress.

The majority of CSA studies are often restricted to the use of uncorroborated self-
report retrospective measures. This 1s contentious given the controversy surrounding
survivors’ memory of traumatic events (Steel et al., 2004). Although questionnaire
survey is often an effective way of yielding a larger number of responses, it relies on
people being able to recall past events with accuracy. Given that this is an emotive
topic, responses may be subjective, and some under or over-reporting may be expected.

It may also be difficult to make comparisons across CSA studies because of the
diverse range of psychometric assessments, some of which may be novel or have poor
psychometric properties, which are used to assess CSA and its sequelae. Individual

interviews may provide more accurate and comprehensive data and information (other
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than CSA) that may be influential in the development of psychopathology; however,
this method of data collection can be time consuming.

There is some evidence to suggest that different forms of abuse (e.g., sexual,
physical and neglect) frequently co-occur and give rise to similar psychopathology in
adulthood (Wisdom, 1999). Disentangling the effects of different forms of abuse may
not be possible and this may present challenges for researchers. In addition, it may be
that studies measuring CSA will only ask about CSA experiences and information on
other forms of abuse which may also impact on results may be neglected.

Research designs.

CSA research presents a challenging area of study; in addition to CSA, similar to
other mental health problems, there will be numerous issues that may influence the
emergence of psychopathology in adulthood. Research evidence (Barker-Collo, 2001;
Steele et al., 2004) suggest that a number of key factors are of particular relevance to
CSA outcome, these include: the charactenstics (i.e., the type of, and context) of the
CSA; family dynamics and support; coping strategies; childhood development and
attachment difficulties; the presence of physical or emotional abuse; and, any emerging
psychological difficulties from time of disclosure to adulthood. One of the key
difficulties is that individuals with a history of CSA cannot be randomly assigned
because a history of sexual abuse 1s a fixed marker that cannot be changed. Therefore,
longitudinal research may be the most effective way of researching CSA and its
sequelae, producing the most coherent account of causality.

Further advantages of longitudinal research include: flexibility, the elimination of
long-term retrospective reporting and the use of consistent measures throughout.

Unfortunately, continual assessment of a group of individuals over a long time period

(i.e., from child to adulthood) is often unfeasible and impractical in terms of cost; in
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addition, participants may lose interest in the study and withdraw consent to participate
over the course of time.

An alternative design frequently employed in CSA research is cross-sectional
study; this takes place in a single place in time. However, although this is potentially a
more cost effective and easy to manage design, it only allows the researcher to make
inferences regarding association rather than causality. Cross sectional designs may
make it difficult to control for particular biases, such as responder bias during
retrospective reporting of incidents in childhood.

Mediation studies are increasingly used in CSA research because they allow
associations to be broken down into components that reveal causal mechanisms, rather
than correlational associations that are unable to infer causation. The criteria laid down

by Baron and Cohen (1986) for mediation require that measurement takes place at
different time points because mediation consists of causal processes that unfold over
time. Unfortunately, due to the difficulties in collecting information over a long time
period, most empirical tests of mediation use cross-sectional data and the strict rules of
mediation are not always adhered to (Whiffen & Maclntosh, 2005). This practice
prevents researchers from assessing the effects of CSA over time and makes it more
difficult to look at the specific effects following CSA. Mediation studies often fail to
account for such moderating variables as family support, individual resilience, or
greater emotional intelligence, and these may be crucial in the development of, or
protection against, adult psychopathology.

The methodological issues outlined above need to be born in mind when
considering the research findings presented in the CSA literature reported in the

following sections of this review.
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Prevalence of CSA

Research suggests that CSA remains an under-reported but significant problem
that spans countries and cultures (Sapp & Vandeven, 2005). Prevalence rates vary
across studies; however, a recent study by the National Society for the Prevention of
Cruelty to Children (Creighton, 2004) suggested that 16% of all children under 16 have
experienced some form of sexual abuse. Cawson, Wattam, Brooker and Kelly (2000)
used random sampling methods to recruit young people 18-24 years old. With a
response rate of 69%, they recruited a commumnity sample of 2,869 participants who
were accessed via UK postcode address files. Their study, that used computer assisted
personal and self-interviewing techniques indicated CSA prevalence rates of 21% for
females and 11% for males.

A study by McGee (2003) in Ireland used random sampling of the general
population of 3,118 men and women. They had a 71% response rate and following
telephone interviews they recorded a 30.4% female and 23.6% male CSA prevalence
rate.

Fergusson, Lynskey and Horwood (1996) studied a large (N = 1,019) adult
community sample of males and females from New Zealand. With a response rate of
81%, they conducted face-to-face interviews and found that 17.3% of the women and
3.4% of the men reported a history of CSA.

In Denmark, a general population study examined the perceptions of early sexual
experiences of over 5,800 participants. A 73% response rate was reported, and 11% of
Danish adolescents aged 15-16years old were reported to have had sexual experiences
which were defined as unlawful according to the Danish Penal Code - no further
explanation of Danish law and how it related to sexual abuse was provided (Helweg-

Larsen & Larsen, 2002).
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Two general population studies from the United States that used similar CSA
criteria found that prevalence rates varied only slightly between states. In Boston 8,089
participants were recruited and an 82.4% response rate was reported; the females
reported a 13.5% CSA rate and the males reported 9% (Molnar, Buka & Kessler, 2001).
In Los Angeles 1,409 women were recruited with a response rate of 69%; 15% had
experienced CSA (Briere & Runtz, 1988). A similar study conducted by Briere and
Elliott (2003) included male participants. From their sample of 1442 adult participants
they obtained a 64.8% response rate; 32.3% of females and 14.2% of males had
experienced CSA. Finally in the States, using a smaller community sample of 497 adult

women, Anderson et al. (1993) found 1 in 3 participants reported an unwanted sexual
experience before age 16 years. They used questionnaire and face-to-face interviews

and reported no response failure, variables that perhaps accounted for their slightly

higher rates.

A large survey conducted in Canada reported female prevalence rates of 12.8%
and 4.8% in males. This was based on a community sample of people over 15 years old
with a response rate of 66% (MacMillan et al., 1997). This finding contrasts with an
earlier Canadian study (Badgley, 1991) that examined CSA in 750 women aged 18-27
years; using questionnaire measures they found a prevalence rate of 32%.

In Australia, Fleming (1997) reviewed data collected from a larger cross-sectional
study concerning the relationship between CSA and alcohol abuse where participants
were 710 adult women randomly selected from Australian federal electoral rolls. A 20%
CSA prevalence rate was identified.

CSA prevalence rates from a high school in Ethiopia showed the highest rates at

68% (Worku, Gebremanam & Jayalakshmi, 2006). However, their criteria for CSA



Psychological distress in adult survivors of CSA: shame, self-esteem and blame 42

included verbal harassment and this accounted for a 51% prevalence rate. Alternatively,
their rate for sexual intercourse on its own was still substantial at 18%.

In summary, with a response rate range of 64.8% to 100%, reported CSA
prevalence rates range from 12.8% to 32.3% for females and 3.4% to 23.6% for males.
However, as previously highlighted, the vanation seen in these prevalence rates may
reflect differences in how CSA is defined, the sample used, and the methodology
employed.

CSA as a Risk Factor for Psychopathology

The earliest model of CSA, named the “Seduction Theory” (Freud, 1955), was
presented by Freud in 1896. Initially, Freud suggested that the “hysterical and neurotic”
symptomatology presented by his patients was caused exclusively by repressed
memories of early traumatic experiences. However, in the face of opposition from
colleagues, Freud abandoned this model in favour of the belief that his patients’
memories were the result of internalised infantile fantasies that re-emerged in adulthood
(Smart, 2000). Although Sandor Ferenczi took up Freud’s original theory in 1933, he
suggested that childhood trauma, and especially sexual trauma, could not be over-
estimated as a pathogenic factor (Ferenczi, 1949; Myers, 1996). Smart (2000) suggests
that the dismissal of Freud’s original theory left a legacy of scepticism towards CSA
and maintained attitudes of disbelief towards disclosure that have had a profound
influence on contemporary perceptions.

However, over the past two decades clinical interest in the potential link between
CSA and adult distress has increased as it has emerged that significant numbers of
females who were accessing psychiatric services also reported a history of CSA. For
example, in examining the prevalence of reported CSA experiences in female

psychiatric inpatients, Briere and Zaidi (1989) report rates of 44%. Acknowledgement
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of the potential impact of CSA on mental health i1s now mainstream; for example, a
recent document from the Department of Health (Itzin, 2006) cites a history of CSA as a
risk factor' for developing a wide range of psychopathology.

In order to clarify the current picture conceming the proposed long-term effects of
CSA, the CSA literature was examined using the criteria outlined earlier in the Method
section of this review. The range of psychological disorders proposed to be associated
with CSA is extensive and the problems not mutually exclusive, they include:
depression (Andrews, 1995; Cheasty, Clare & Collins, 1998; Levitan et al., 1998 Gibb,
Chelminski & Zimmerman, 2007); anxiety (Levitan et al., 2003; Gibb et al., 2007);
post-traumatic stress disorder (Wisdom, 1999, Lee, Scragg & Turner, 2001);
dissociative disorders (Bloch, 1991; Coffey, Leitenberg, Henning, Tumer & Bennett,
1996); self-harm (Barker-Collo, 2001; Dube et al., 2005; Joiner et al., 2007); psychosis
and related phenomena (Read, Agar, Argyle & Aderhold, 2003); sexual dysfunction
(Kinzl & Biebl, 1994); and, eating disorders (Steiger & Zanco, 1990). In addition, CSA
has been linked to adult interpersonal problems (Cole & Putnam, 1992; Hill, Gold &
Bomstein, 2000; Dube et al., 2005); revictimisation (Messman-Moore & Long, 2003);
HIV-risk taking behaviours (Bensley, van Eenwyk & Simmons, 2000); alcohol and drug
abuse (Mullen et al., 1993; Bensley et al., 2000); and, medical problems (Lechner,
Vogel, Garciashelton, Leichter & Steibel, 1993; Nurse, Garcia-Moreno, Phinney,
Butchart & Clarke, 2005).

In the following section the evidence provided by the studies that propose a link
between CSA and adult experiences of depression and anxiety, PTSD, and psychosis is
evaluated. It was decided to focus in on the evidence related to these disorders because:

(i) they are reported to be amongst the most common referrals in adult mental health

! A risk factor is described as a fixed marker or attribute that cannot be changed.
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(Itzin, 2006); and, (i1) the department of health lists them as the top three long-term

mental health difficulties that occur following a history of childhood sexual abuse (Itzin,

2006).

Depression and Anxiety

Andrews (1995) examined bodily shame, CSA and depression in a community
sample of 101 British women (of whom 12% reported experiences of CSA). Qualitative
interviews and reliable measures of depression were used to gather information on the
participant’s experiences of depression, CSA and psychiatric history. Despite the
relatively small numbers, results suggested that CSA was strongly associated with
depression, but specifically with chronic and recurrent depression rather than general
depression or single episodes. Andrews acknowledged that other biographical and
situational influences and cognitive factors that were not accounted for in her study are
likely to play a part in this relationship between early CSA and depression. Although
the longitudinal design used in this study was a strong point, it was restricted by the
definition used for CSA which only included contact abuse; this may have precluded a
whole range of survivors who had expenenced types of abuse which may, or may not
have been equally as damaging psychologically.

A Government funded research study in Canada (Levitan et al., 2003) used a
multi-stage sampling design to recruit 6,597 community participants to assess CSA and
its relationship to anxiety and depression. CSA was assessed using a self-report
questionnaire that had been used 1n previous studies (MacMillan et al., 1997; Levitan et
al., 1998). They also used The World Health Organization Composite International
Diagnostic Interview; this 1s a structured interview designed to assess mental health
disorders from the DSM-1II-R and ICD-10, and has shown good reliability and validity

(Kessler et al., 1994). In comparison to controls, they reported a marked association
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between participants with a history of CSA and co-morbid depression and anxiety. The

authors suggest that their use of a community sample helped avoid possible bias

associated with clinical samples, but they do not state whether they assessed for bias in
their community sample (e.g., over-reporting). They acknowledged that theirs, like most
other studies, relied on retrospective reporting which as previously discussed may
potentially be problematic. Additionally, important in terms of measurement and
reporting of CSA as discussed earlier, anxiety and depression are believed to have a

marked impact on accurate recall and memory (Steel et al., 2004).

PISD

A prospective study in the U.S. (Wisdom, 1999) examined the extent to which
CSA and neglect increased the risk of developing PTSD. A cohort of children (V= 676)
who had been through the legal system following experiences of abuse and/or neglect
between 1967-1971 were followed-up into adulthood. These children, as adults, were
compared with a non-abused group (N = 520) who were identified and matched (using
birth records) on the basis of gender, ethnicity and familial socio-economic status. The
participants were located and interviewed, they were also assessed for PTSD using the
National Institute of Mental Health Diagnostic Interview Schedule (Robins, Helzer,
Cottler & Golding, 1989). This diagnostic tool is reported to closely follow the format
of the DSM-III-R, and is described as having acceptable reliability and validity (Robins,
Helzer, Cottler & Golding, 1989). Results showed that of the children who had been
sexually abused 37.5% met DSM-III-R criteria for PTSD. This was higher than for
participants who had experienced physical abuse (33.7%) or neglect (30.5%), and it
compares with 20.4% in the control group who reported no history of abuse.

These results appear to suggest that CSA increases the risk of developing PTSD in

adulthood. However, the failure to request a trauma history was a recognised limitation
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of this study and raises questions as to whether the PTSD developed as a result of the
CSA or a another subsequent event. This study also failed to use distinct groups based
on type of abuse and therefore it is not clear whether multiple forms of abuse may also

have been a factor in the development of PTSD.

Psychosis

Research into psychosis and its possible associations with CSA is a comparatively
new arca. A study by Read et al. (2003) examined medical data from 200 community
mental health clients in New Zealand. They clinically evaluated the characteristic
symptoms of schizophrenia that are listed in DSM-IV: hallucinations, thought disorder
and delusions. Read et al. (2003) compared 92 clients whose files documented sexual or

physical abuse that had occurred at some point in their lives, with 108 for whom no

abuse was documented. Psychosis was found to be significantly more common in the
abused group than in the non-abused group. Sixty of these clients reported a history of
CSA: this was found to be a significant predictor of hallucinations (even without the
additional presence of any adult abuse).

In order to explore the relationship between CSA and more serious mental illness
like psychosis, and specifically schizophrenia, Read et al. (2005) reviewed 46 studies.
They looked at abuse prevalence in a clinical population of women in New Zealand who
had a diagnosis of serious mental 1llness (diagnoses included: schizophrenia, bipolar
disorder, schizoaffective disorders, PTSD and borderline personality disorder; over half
also had a diagnosis of psychosis). The review included studies conducted with
children, adolescents and adults. They found that 48% reported a history of CSA. The
authors’ concluded that CSA (and child physical abuse) appeared to be a causal factor
for developing psychosis and schizophrenia and, more specifically, for hallucinations,

particularly voices commenting and command hallucinations. They raised the issue of
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reliability of self-reported history of abuse but highlight the previous study (Read et al.,
2003) where the abuse histories had been corroborated through a review of medical
records. Concerns have been raised about the overlap between the diagnostic constructs
of disorders like schizophrenia, PTSD, dissociative disorders and borderline personality
disorders that may all present with flashbacks, trauma memones or hallucinations, and

which then may be incorrectly categorised. Given that CSA has also been linked with
these other disorders, perhaps it is valid to ask why, followming CSA, do some people
develop PTSD for example, while others go on to develop psychosis? Such issues

require further research.

Although this review provides some evidence for links between CSA and
psychosis, many of these studies are limited because the CSA history is usually
disclosed following the emergence of the psychosis disorder. Questions remain as to the
veracity of CSA memories in people who experience hallucinations and delusions.
Regardless of this issue, further study 1s required to clarify whether CSA is a causal
factor in the development of psychosis.

CSA as a Risk Factor for Psychopathology: A Note of Caution

Although there are many studies that provide evidence to suggest an association
between CSA and psychopathology one must view this evidence with some caution and
remain mindful of the “bottom drawer phenomenon” (Kazdin, 2003); where often those
studies that have found no significant effects go unreported. In addition to the many
methodological difficulties evident in CSA research as described earlier, there may be a
range of other factors that impact on research findings but also influence the long-term
outcome following CSA.

Rind et al. (1998) suggest that many lay people and professionals believe that

CSA causes intense harm, and is pervasive in the general population. A meta-analysis of
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59 student-based studies was carried out to investigate these beliefs. Their review
highlighted concerns about the scientific-validity of the terminology used in some of the

studies. The example they use is a failure to distinguish between situations of abuse, for
example abuse as harm done to a child or adolescent (e.g., the rape of a 5-year-old) and
abuse as a violation of social norms (e.g., the willing sexual involvement of a 15 year
old adolescent with an unrelated adult). They suggest that the first involves a clear
violation with implications for serious harm, while the latter may represent a violation
of social norms with little risk of senous harm. These issues are controversial but they
highlight the importance of consistent terminology and definitions.

The results from this meta-analysis revealed that students with a history of CSA
were, on average, only slightly less well-adjusted than controls, but that family
environment explained more of the adjustment variance than CSA itself. When studies
controlled for family environment, the association with CSA became non-significant.
The authors acknowledged concems 1n using student populations to represent the
general population suggesting that: abused students may be too young for symptoms to
have emerged, or that students may typically experience less severe forms of CSA and
therefore are less harmed, or better able to cope with their experiences than other people
in the general population with a reported history of CSA (Rind at al. 1998).

Rind et al. (1998) suggest that clinical samples may be subject to biases arising
from: patients searching for a cause for their problems and being more likely to recall
events that can be classified as CSA. In addition, investigator expectancies may also
occur when clinicians believe that CSA is the likely cause of patients’ difficulties thus
increasing confirming bias. They also suggest that clinical and legal samples will

contain complex cases that are less likely to be found in the general population. Such
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issues compromise external validity as they cannot be assumed to be representative of

the general population.

In summary, research into the long-term effects of CSA in clinical and general
populations has generally found greater levels of psychopathology in individuals who
report a history of CSA, than those without. However, there are methodological factors
that might impact on the reliability of these findings and evidence of association should
always be considered with this in mind.

Mechanisms Proposed to Underlie the Association Between CSA and
Psychopathology

Abuse Related Factors Implicated in the Development of Psychopathology

Steel et al. (2004) thought that a number of abuse-related factors may influence
the development of psychological sequelae of CSA. Steele and his colleagues examined
abuse-related characteristics, psychopathology, coping strategies and attributional style
in an adult sample of 285 male and female participants (33% of whom reported CSA).
Participants were drawn from the community, from outpatient, and from inpatient
clinics. Steel and his colleagues designed the Sexual History Questionnaire to obtain
demographic and abuse-related charactenistics; psychological distress was assessed
using the Symptom Checklist-Revised (SCL-90-R) (Derogatis, 1983); attributional style
was assessed with the Attribution Style Questionnaire (Peterson et al., 1982); and the
Ways of Coping Questionnaire-R (Lazarus & Folkman, 1984) was used to assess coping
strategies. The participants who reported a history of CSA reported higher levels of
psychological distress compared to those who did not, and some of the subscales from
the SCL-90-R indicated an association between CSA and psychological symptoms in

adulthood.
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Steel et al.’s findings suggested that the following abuse-related factors were all
associated with negative long-term sequelae in adulthood: perpetrator-victim
relationship (e.g., father-child), the use of force and resistance; age of onset, and
participation and frequency of abuse. They suggested that the longer the duration of the
abuse, and having a larger number of offenders may be implicated with increased
psychological distress in adulthood. Poorer coping skills were also associated with a
reported history of CSA, as were internalisation of blame for the abuse. Based on their
findings, they inferred that people who have expenenced enduring sexual abuse develop
negative long-term sequelae in aduithood; they find it harder to trust people; have
poorer coping skills, and an inability to access social support. In addition to the cross-
sectional analysis used in this study, regression equétion modelling was also used to
analyse the data; this suggested that the abuse-related characteristics were related to
adult psychological distress through the mediation of a number of coping strategies
(e.g., accepting responsibility, confrontative coping) and attributions (e.g., internalising
blame). Despite the Sexual History Questionnaire being a novel measure it appears to
have been comprehensive in defining CSA. A limitation of the study may be that the
CSA sample from both the community and from the clinical population were used to
explore the mediating factors.

The findings that some abuse-related characteristics are associated with adult
psychological distress through the mediation of specific attributions or coping
strategies, may explain some of the inconsistent findings reported in previous studies
regarding the relationship between abuse-related characteristics and the emergence of
psychological distress in adulthood.

In an attempt to understand the mechanisms by which CSA and psychopathology
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might be associated, Whiffen and MacIntosh (2005) examined mediating risk factors’
that had the potential to be causal nisk factors’. They selected 19 mediation studies from
between 1990-2003 and conducted a review to evaluate studies of possible mediators of
CSA and adult emotional distress. They used the statistical procedure outlined by Baron
and Kenny (1986) to establish mediation, this first required that an association was
found between CSA and adult distress; that the potential mediator was associated with
both the CSA and with the emotional distress; and, that when both CSA and the
potential mediator were considered jointly as predictors of emotional distress, only the
mediator should remain statistically significant.

Unfortunately, none of the studies had used the longitudinal designs that Baron
and Kenny recommend but instead used cross-sectional designs. This rendered the
direction of the effects ambiguous because 1t 1s possible that emotional distress may
have had an impact on the mediator rather than vice versa. In addition to this
methodological limitation, only 12 of the 19 studies met the remaining criteria for
mediation recommended by Baron and Kenny (1986). Although these studies used
samples drawn from a variety of sources some of the sample sizes were small; not all
used standardised instruments; and, one of the studies used adult measures for an
adolescent population. While the authors found an increasingly consistent approach to
the criteria used for CSA, they quened the reliability of memory on self-report data that
had been gathered retrospectively. The authors also questioned the assumption that it
was CSA per se that was associated with emotional distress rather than with other
related childhood risk factors such as a lack of protection and support, violence or

family dysfunction.

2 A mediating risk factor is one that explains the association between a risk factor (e. g., CSA) and an
outcome (¢.g., emotional distress in adulthood); thus, CSA and emotional distress may be linked (i.c., mediated) by
factors like family environment or survivors’ coping strategies).

* A causal risk factor is a variable that can be changed, and when it is changed it alters the degree of risk
(e.g., shame, low self esteem or blame).
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However, despite the limitations identified, Whiffen and MacIntosh (2005)
concluded that shame, self-blame, interpersonal difficulties, family environment, and
coping played a part in mediating the link between CSA and adult emotional distress.
The possible roles of shame, self-esteem and attributions of blame as mediating risk

factors for psychopathology following CSA are explored in more detail in the final

sections of this review.
Shame
Shame is a complex emotion that has been declared the “bedrock of
psychopathology” (Miller, 1996, p.151) because of its increasing profile in the sequelae
of CSA. While shame is an emotion common to most people, it remains difficult to
define in simple terms. Gilbert and Andrews (1998) conceptualised shame first as a
primary emotion in its own right, but also as occurring in combination with other
emotions (e.g., anger). They suggest that individuals:
1) experience shameful cognitions and beliefs about the self (e.g., feeling
flawed, or perceived as inadequate by others);
11) employ behaviours and actions to cover the shame (e.g., hiding, concealing,
or attacking others),
iii)  develop and use mechanisms like expressing shame as submissive
behaviour;
iv)  experience shame through interpersonal dynamic relationships (e.g., those
who are shamed and those who shame others).
In 2006, Gilbert & Procter refined their concept of shame in terms of threat
processing, and distinguished between “internal” and “external” types of threat.
External threats are those perceived to lie outside the self (e.g., the actions of others

towards the self). Internal threats are suggested to relate to the emergence of internal
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experiences (€.g., emotions, thoughts and feelings thought to negatively influence self-
evaluation, self-identity, and self-presentations). In this way, they suggest that shame

can be perceived both as a source of threat and as a response to it.

Shame and Compassion

Gilbert’s (2006) recent work on shame with the Compassionate Minds Foundation
was influenced by a biopsychosocial model that incorporates the role of an affect
regulatory system. Gilbert’s theory was denved from neuroscience research by
Panksepp (1998). Panksepp (1998) proposed two distinct, but interacting positive affect
systems that were operational in humans. The first he describes as the Dopamine-based
seeking system associated with drive, vitality and achievement. This automatically
driven system is suggested to be activated by emotions such as fear and excitement. The
second system — the compassionate system — is suggested to involve the stimulation of
the neurohormones oxytocin and opiates, and is believed to be associated with affection,
soothing, safeness and contentment (Panksepp, 1998; Uvéins-Morberg, 1998; Depue &
Morrone-Strupinsky, 2005). This system 1s thought to be activated by stimuli such as
stroking, holding, soothing voice tone and social support (Uvéns-Morberg, 1998; Wang,
2005). Panksepp (1998) suggests that the key issue is the way these two systems interact
with a third system which is suggested to be seratonin-based, and predominantly threat-
focused. He contends that the third system acts as a mediator in response to a perceived
threat, and subsequently activates one of the other two systems.

Gilbert (2006) depicts this biopsychosocial theory by the “three circles” diagram
(see Figure 1) that illustrates the interaction between the systems. Gilbert suggests that
there is constant interaction between these affective systems: one automatically
generates emotional perceptions of excitement (dopamine); one activates a threat

response or safety seeking behaviours (seratonin); and the affiliative/soothing system
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acts to dampen the responses of the first two. However, he suggests that when this
system is out of balance or not accessible, maladaptive safety strategies like avoidance,
aggression or dissociation can develop.

In Gilbert’s (2006) account the soothing system develops in childhood through
nurturing by caregivers who unconditionally provide compassion, reassurance, and an
environment of safeness. Gilbert’s theory suggests that children who do not have early
experiences that create memories of safeness have under-developed self-soothing
systems that make them ill-equipped to understand and deal with their own emotions.
Perry, Pollard, Blackley, Baker and Vigilante (1995) put forward a neurodevelopmental
perspective of CSA and trauma proposing that such experiences may prevent this
system from maturing, and possibly leaves an individual exposed to developing an over-
stimulated, or over-sensitive, threat system. Gilbert (2005a) proposes that such
individuals are less able to regulate their emotions, and have fewer experiences or
memories of compassion, safeness, reassurance and contentment to draw upon and
utilise as an antidote to their feelings of shame and self-criticism.

With this in mind, Gilbert and colleagues developed Compassionate Mind
Therapy (CMT) that has its roots in Eastern approaches, and uses Buddhist psychology
of promoting compassion for the self and for others (Gilbert, 2005). To date there has
been very little robust empirical research that effectively evaluates the efficacy of CMT
although some preliminary work has been undertaken (e.g., Gilbert, Clarke, Hempel,

Miles & Irons, 2004; Gilbert, Baldwin, Irons, Baccus & Palmer, 2006; Gilbert &

Procter, 2006).

Shame and PTSD

The posttraumatic framework that emphasises fear in the manifestation of

psychopathology has previously come under scrutiny in relation to survivors of CSA.



Psychological distress in adult survivors of CSA: shame, self-esteem and blame 35

Roth and Newman (1991) propose that fear may still be a primary factor in the
development and maintenance of PTSD, but other emotions like shame and guilt may be
more significant, especially in survivors of prolonged and repeated childhood trauma.
Further to this, Lee, Scragg and Turner (2001) agreed that a pure PTSD model
offered clarification for only some of the difficulties encountered following CSA trauma

but does not account for aspects of CSA sequelae like shame, guilt and low self-esteem

that are often present in Survivors.

Many researchers agree that feelings like shame and guilt disrupt the development
of the cognitive triad — the constructions of the self, of others and of the world - and
that this subsequently contributes to later psychopathology by impeding the emotional
processing of events (Roth & Newman, 1991; Andrews, 1995, 1998; Gilbert, 1997).

The failure of a pure PTSD model to fully incorporate the complex sequelae
associated with CSA has led to the development of “Complex PTSD’* (Herman, 1992).
This model acknowledges shame as its main feature, and shame potentially arises from
prolonged trauma like CSA in which certain factors like entrapment, repeated violation
of boundaries, betrayal, rejection, bewilderment, dissmpowerment, and lack of control
are key. Taylor et al. (2005) suggest that 1t 1s the overwhelming nature of the
interpersonal exploitation, the victim’s perceived helplessness, and lack of support that

may lead to the development of the constellation of complex symptomatology that

exceeds that of simple PTSD.

Shame and the Role of the Caregiver

Other literature has highlighted the role of the caregiver in the development of
shame, with greater levels of shame associated with parental hostility, rejection,

negative affective displays, and minimal validation which may prompt the

* Complex PTSD has yet to be established as a distinct diagnostic category in the DSM-IV
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internalisation of shame (Stuewig & McCloskey, 2005). Caregivers may also

unintentionally maintain shame levels because they lack the skills to deal with the
emotional reaction following abuse (Stuewig & McCloskey, 2005).

In terms of its role in human behaviour, shame is clearly a complex and
multidimentional experience that has many mechanisms and functions. While shame is
thought to be distinctly separate from the experience of low self-esteem, Tangney,
Burggraf and Wagner (1995) suggest that shame 1s often clinically associated with a
variety of problems related to low self-esteem. They believe that this is plausible given
the idea that shame is an emotion related directly to the construction of the “self”.

Gilbert’s previously described account of the role of shame in CSA may be
compelling, however, it is still speculative and relies largely on inferences drawn from
neurodevelopmental and evolutionary research. Research into shame and its associated
difficulties needs to be explored in direct relation to people who have experienced CSA.
This may be possible by following a group of survivors, investigating their experiences
over time and evaluating Gilberts Compassionate Mind Therapy.

Self-esteem

Melanie Fennell (1999) descnbed self-esteem in terms of the way we judge or
evaluate ourselves, which guides the value we attribute to ourselves as people.
Furthermore, the beliefs we hold about ourselves as individuals and our core beliefs are
key to self-esteem, and subsequently influence the way we think, feel, and behave.
Self-esteem and the Development of the Self

Cole and Putman (1992) propose that a history of abuse disrupts the normal
process that facilitates healthy development of the self. They suggest that abuse
(especially intrafamilial abuse) during the early years compromises the capacity to trust

and find security in relationships. They go on to suggest that abuse occurring later in
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development not only interferes with social relationships but severely affects levels of
self-esteem, and is associated with more intense feelings of guilt and shame. Cole and
Putnam argue that the inhibited development of a fully integrated personality and a
coherent sense of self generates difficulties in adulthood that include: distress,
vulnerability to depression, interpersonal problems, increased self-blaming behaviours,
and maladaptive coping styles.
Self-esteem and Childhood Attachment

Alexander (1992) proposes that CSA sequelae might be explained in terms of
attachment theory whereby the negative impact of CSA results from a disruption of the
child’s working model of attachment. A study by Liem and Boudewyn (1999) looked at
how multiple maltreatments and loss experiences in early childhood interfere with the
development of early attachments, creating increased vulnerability to CSA and
subsequently to psychological distress in adulthood. They examined 687 male and
female undergraduates; 320 were women, and 75% of them reported a history of CSA.
They used measures which included: the Life Experiences Survey (Boudewyn & Liem,
1995: Liem, O’Toole, & James, 1996), the Beck Depression Inventory — short form,
(Beck & Beck, 1972); the Rosenberg Self-Esteem Scale (Rosenberg, 1965); the
Fundamental Interpersonal Relationships Orientation and Behaviour Scale (Schulz,
1966); and, the Brief Symptom Inventory (Derogatis & Melisaratos, 1983). They
reported associations between the disruption of childhood attachments (in those with
CSA experiences), and psychological distress and poor self-functioning in adulthood;
survivors presented with high levels of depression and shame, low self-esteem, and self-
blaming attributions. However, the authors expressed caution in associating meaningful
attachment classification patterns that have developed in childhood with those that may

have developed later.
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Stigmatisation, Self-esteem and Attributions

Not surprisingly, if individuals are stigmatised in some way (e.g., through
experiencing childhood trauma) one might expect negative feelings about the self to be
generated with a damaging effect on self-esteem. The concept of stigmatisation
(Goffman, 1963) initially emerged in explanation of disabled individuals’ view of the
self as “spoiled”, which contributed to their global attribution of the self as “bad” or
“flawed”. Observations from clinical practice indicate that individuals who have
experienced CSA often make similar personal attributions of themselves (Gilbert &
Andrews, 1998).

Research by Feiring, Taska and Chen (2002) attempted to assess the nature of
specific attributions for the CSA and their relation to psychological distress over time.
The study recruited 137 children and adolescents who had recently disclosed sexual
abuse. The participants were assessed using a battery of standardised measures, all of
which were shown to have good reliability, with the exception of a novel scale that had
been specifically developed to measure shame. The participants were assessed at eight
weeks after disclosure, and then again one year later. Their results demonstrated that
CSA related internal attributions were associated with higher levels of psychopathology
and were particularly important in terms of predicting the development of PTSD.
Through regression analysis, Shame was also found to be a predictor of
symptomatology levels, and 1t mediated the relationship between abuse specific internal
attributions and PTSD symptoms.

Stigmatisation, Traumatic Sexualisation, Betrayal and Powerlessness

As links between CSA and psychopathology became increasingly acknowledged,

Finkelhor and Brown (1985) organised these associations into the “traumagenic

dynamics” model in an attempt to specify how and why CSA contributed towards adult
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psychopathology. The first element of their model was “stigmatisation” which was
thought to represent the negative aspects of the abuse, with children coerced into
secrecy, blamed, and often shamed following disclosure. Consequences of
stigmatisation were suggested to include guilt, shame, low self-esteem, self-harm and
substance abuse. The second feature of the model was “traumatic sexualisation” which
was said to occur through the developmentally inappropriate shaping of a child’s

sexualisation that directly resulted from their abusive experiences. This is suggested to

lead to inappropriate adult sexual behaviours, a dislike of intimacy, sexual dysfunction,
promiscuity, and confusion about sexual identity, morality and affection. The third
element, “betrayal”, is suggested to become increasingly salient as the child realises that
they had been exploited, often by someone they trusted, and with nowhere to turn for
protection. Ramifications proposed included: grief reactions; dependency; mistrust;
depression; hostility; and, a tendency towards challenging relationships. Finally,
“powerlessness” was thought to develop following repeated episodes of abuse and
includes increased fear, an inability to protect the self, the use of coercion or deception
and unsuccessful attempts to end the abuse because they could not stop it, or because
they were not believed when they disclosed. Perceptions of feeling powerless were
thought to give rise to fear; anxiety, impaired self-efficacy and coping skills; phobias;
nightmares; and, dissociati<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>