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ABSTRACT 

Childhood sexual abuse in adult women has many adulthood clinical manifesta

tions, with one of them being anxiety. Adult women with histories of sexual abuse (n 

= 18) were compared to adult women without histories of sexual abuse (n = 19). The 

Spielberger State-Trait Anxiety Inventory, the Anxious Self-Statements Questionnaire, 

and a sexual abuse questionnaire were used to obtain information about the past abuse 

and present anxious symptomology. Women with histories of sexual abuse had higher 

levels of state and trait anxiety, and had a higher incidence of anxious thoughts. Most 

women found the sexual abuse to be "very traumatic" at the time it was happening, and 

for some, the traumatic impact of the abuse had decreased over time. There did appear 

to be a relationship between the perpetrator, length of abuse, and severity of the abuse, 

although there were not enough women to calculate these differences. 
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CHAPTER 1 

INTRODUCTION 

In the early 1980s, child sexual abuse was called the "last remaining compo

nent of the maltreatment syndrome in children yet to be faced head on" (U.S. 

Department of Health and Human Services, 1981, p. 1). Although current research in 

the area of childhood sexual abuse is on the rise, there is still much to be learned. 

Adults with histories of childhood sexual abuse are a growing population. 

Finkelhor, Hotaling, Lewis, and Smith (1990) found that 27% of women and 16% of 

men in a national nonclinical study reported childhood sexual abuse. Within clinical 

samples, the percentages have been reported to be as high as 44% for adult women 

(Briere, 1984, cited in Browne & Finkelhor, 1986). Since it is frequently not reported 

and because many of these children receive neither medical attention nor psychological 

services, current society contains a population of adults who were sexually abused as 

children and who carry with them the effects of the abuse (Fromuth, 1986). 

Women were the target population for this study. Much research has been 

done using female participants, and there is very little published research with male 

participants (Briere, Evans, Runtz, & Wall, 1988). This research study will be used to 

confirm or disconfirm existing clinical data with women. 
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Purpose and Objectives 

The purpose of this research project was to compare adult women (age 18 

or older) who have a history of childhood sexual abuse to those who do not have a 

history of childhood sexual abuse. The specific research questions are: 

1. Do sexually abused women have a higher trait anxiety level than women who 

were not sexually abused in childhood? 

2. Do sexually abused women have a higher incidence of anxious self-statements 

than women who were not sexually abused in childhood? 

3. Are there any patterns of anxious self-statements that differ between the 

women who were sexually abused and those who were not? 

4. Are there any correlations between the severity of sexual abuse, the perpe

trator, and the length of time that the abuse occurred? 

5. Are there any meaningful demographical data that could help to explain 

anxious symptomology? 

The objective of this study was to identify whether women with a past history 

of sexual abuse have a higher state or trait level of anxiety and whether they are prone 

to have more anxious thoughts than women who do not have a history of sexual abuse. 

It was conjectured that women with a history of sexual abuse would have a higher level 

of trait anxiety than nonsexually abused women and that they will have a higher inci

dence of anxious thoughts. Based on information gained from this study, it was hoped 

that clinical recommendations could be made to facilitate treatment with this population 

of women. 
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Definitions 

The following terms are used throughout this study and are included for 

clarification and explanation. 

Sexual Abuse 

Browne and Finkelhor (1986), in their review of the literature, found that 

adult women who were sexually abused as children were more likely to experience 

depression, self-destructive behavior, anxiety, feelings of isolation and stigma, poor self-

esteem, and abuse of substances (p. 72). Another recent study found somatization, 

interpersonal sensitivity, depression, anxiety, phobic anxiety, paranoid ideation, and 

psychotic reactions to be significant in adult women who were sexually abused as 

children (Greenwald, Leitenberg, Cado, & Tarran, 1990). Suicidal behaviors have also 

been noted (Briere & Runtz, 1986; Sedney & Brooks, 1984) in addition to posttraumatic 

stress disorder symptomology (Famularo, Kinscherff, & Fenton, 1990; Lindberg & Distad, 

1985) and dissociative disorders (Briere & Runtz, 1988; Chu & Dill, 1990). Throughout 

the research, depression and anxiety are the most prevalent psychiatric symptoms of 

women who have been sexually abused. 

Much of the difficulty in identifying individuals who have been sexually abused 

is involved in the definition of child sexual abuse. Finkelhor (1984, cited in Friedman, 

1990) observed that "underlying assumptions rarely are discussed and critical terms are 

vaguely defined" (p. 372). 

Definitions of child sexual abuse frequently vary from state to state (Friedman, 

1990) and, consequently, from research article to research article (Wyatt & Peters, 1986). 
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In a Child Protective Services document outlining child abuse in Arizona, child sexual 

abuse is defined as: 

. . .  t h e  e x p l o i t a t i o n  o f  a  c h i l d  o r  a d o l e s c e n t  f o r  t h e  s e x u a l  g r a t i f i c a t i o n  o f  
another person. It includes behaviors such as intercourse, sodomy, oral-genital 
stimulation, verbal stimulation, exhibitionism, voyeurism, fondling, and involving 
a child in prostitution or the production of pornography (Arizona Department 
of Economic Security, 1990, under Sexual Abuse section). 

The typical age differentiating children from adults is 17, although some research articles 

differentiate children from adults as young as age 14 (Russell, 1983). 

State and Trait Emotions 

State emotions refer to those that are in response to an immediate situa-tional 

context. Trait emotions are those which are enduring personality characteristics, or 

rather, a recurring emotional pattern that reside within a person (Lazarus, 1989; 

Spielberger, 1966). 

Role of Cognitions in Emotion 

Lazarus (1989) said that "emotions are a response to evaluative judgements or 

meaning" and that "these judgements are about ongoing relationships with the environ

ment" (p. 101). The way individuals respond on an emotional level is shaped by their 

past experiences and falls in line with their personal construct, or characteristic patterns 

for viewing the world and making sense of it (Kelly, 1955). If the meaning of a situation 

is changed, so is the emotion (Beck, Rush, Shaw, & Emery, 1979; Ellis & Harper, 1975; 

Lazarus, 1989.) 
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Assumptions 

Several underlying assumptions are believed to be true in the context of this 

study. They are: 

1. Those women who answered the questionnaire as not having a history of 

sexual abuse did not have a history of sexual abuse. 

2. The participants who answered the questionnaires responded honestly. 

3. The participants who answered the questionnaires will be representative of the 

general population. 

4. The questionnaires used in this study adequately measured the variables under 

investigation. 

Summary 

Child sexual abuse is being recognized as a large social problem. Unfortu

nately, most children receive neither medical nor psychiatric services to help them deal 

with the abuse. As a result, many adults who were sexually abused as children carry 

with them the longterm effects of the abuse. Although anxiety and depression are the 

most common longterm effects of childhood sexual abuse, the way individuals process 

information and cognitively make sense of the world contribute to the way they feel. 

Because more research has been done with women, this study will also use female 

participants. This study addressed the differences between adult women who were 

sexually abused and those who were not on the parameters of anxiety, anxious thoughts, 

and severity of sexual abuse. 
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CHAPTER 2 

LITERATURE REVIEW 

This literature review addresses three main areas of research. The first, 

cognitive theory and research, will identify the development of cognitive schemas, the 

role of emotion in cognitive therapy, and cognitive patterns in women. The second area 

of research, anxiety disorders, will identify different types of anxiety disorders along with 

their clinical manifestations, and cognitive assessment of anxiety disorders. Lastly, this 

literature review explores female childhood sexual abuse. It defines sexual abuse, 

identifies clinical manifestations of sexual abuse, and describes cognitive schemas that 

develop. 

Cognitive Theory and Research 

Cognitive theory and research has involved the work of numerous authors. 

This review focuses on the developmental work of Piaget, the theoretical work of Kelly, 

and the cognitive therapy works of Lazarus and Beck. Together these form the 

theoretical basis for this thesis. 

Developmental Theory 

Rosen (1989) stated that the Piagetian paradigm can contribute to develop

mental processes in cognitive therapy models in addition to offering "theoretical and 

empirical support for much of what is already current practice" (p. 189). By providing 

a foundation, it lends pragmatic credence to cognitive therapy. 
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Piaget developed a stage theory of cognitive development in children and 

adolescents (Rosen, 1989). He said that people interact with their environment from 

the time of birth and create a set of evolving cognitive structures which gradually mature 

in organization and complexity. Over time, the individual's cognitive structures adapt to 

the environment providing increasingly mature coping mechanisms. Rosen stated that 

"a cognitive structure provides a generic form or way of knowing and a general set of 

rules for processing information" (p. 189). They are universal across cultures and 

develop in predictable patterns. 

As the child matures, so do his/her cognitive patterns. They develop in an 

hierarchical fashion, with maturing cognitions building upon, integrating, and reorganizing 

past ones. The ensuing schemes differ qualitatively, or rather, "the same object is known 

or understood differently at varying levels of development" (p. 190). So, the child's level 

of understanding is directly related to his/her cognitive development and they, in turn, 

influence coping patterns (Rosen, 1989). 

Since this theory is based on adaptation, accommodation and assimilation is 

considered to occur with each environmental interaction. Assimilation involves the 

individual taking information from the experience and fitting it into his/her existing 

cognitive schema. Accommodation, on the other hand, involves a modification in the 

cognitive schema to adjust to the environmental experience. Because the interaction 

with the environment can place the individual in position of disequilibrium, he/she will 

respond in either of these manners depending upon which of these will afford the 

greatest measure of adaptation. As a self-regulating organism, the child will move 

beyond the disequilibrium by assimilating the experience into the existing cognitive 
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schema, or will reorganize his/her cognitive schema to obtain a higher level of cognitive 

development (Rosen, 1989). 

In summary, Piaget offered a developmental stage theory which is based on 

successive learning for adaptation to the environment. From birth, the child experiences 

his environment and acquires a dynamic cognitive schema through predictable stages of 

cognitive development. Over time, the individual's schema integrates and assimilates new 

experiences that promote mature coping skills. 

Personal Construct Theory 

While Piaget studied the normal cognitive development of children, Kelly 

studied the cognitive structure of adults. Kelly (1955) developed the Personal Construct 

Theory as a personality theory to enhance clinical practice and to help explain how an 

individual's view of the world influence his/her behavior. 

In his fairly comprehensive work on the psychology of personal constructs, 

Kelly wrote that people strive to be able to predict and control their environments. To 

do this, they create a way of representing the world called constructs. Similar to Piaget, 

constructs comprise an individual's view of the world. Kelly believed that these 

constructs do not necessarily influence the events of the world, nor include the events 

themselves, but give the person a framework with which to respond to events. In other 

words, the constructs influence how the person perceives events and, hence, responds 

to them. 

Learning theory is supported in Kelly's theory and is a basic assumption of his 

theory. He believed that individuals do more than respond to stimuli as classical 

conditioning posits. He wrote that past events create and reinforce an individual's 
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construct system. To Kelly, identifying how learning influences the way the person 

construes many different events to reinforce his construct and, hence, his prediction of 

future events was more important than identifying how these constructs were learned. 

Kelly (1955) further wrote that man can test the constructs to verify whether 

they allow him to predict the way the world really is or not. If the construct is tested 

against the world, and if it fits the individual's perception of reality, then it has been 

verified and is kept as a valid construct. If, on the other hand, the individual tests a 

construct and the environment responds differently than he had predicted, then he is 

faced with a conflict. The person can either keep his present construct and disregard 

the conflicting data, or he can accept the new data and change his construct to fit this 

new perception of the world. 

Kelly also wrote "... there are always some alternative constructions available 

to choose among in dealing with the world" (p. 15). One of the unique qualities of man 

is that he has the ability to change his representation of the world, and hence, his 

constructs. Kelly called this mechanism "constructive alternativism" (p. 15). This 

mechanism is important in that this allows a person to adapt to a changing environment 

and to better predict and respond to future events. 

Lastly, Kelly stated that individuals can respond differently to the same event. 

He attributed the individual variations between people to differences in the anticipated 

events themselves and in the manner in which they predict the future events. 

In summary, Kelly stated that through learning, people's perceptions of events 

create construct systems that allow them to predict and control their world. These 

constructs are tested from continuous events in the world, and can be changed if they 
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no longer fit a person's view of the world. There are always other ways of viewing 

events in the world, and this constructive alternativism allows the person to change 

current constructs in order to better predict and control his environment. Individual 

differences occur because people's perceptions of the same events differ and they create 

different constructs. 

Cognitive Therapy 

Although Cognitive Therapy was developed almost simultaneously by Beck and 

Ellis, the present study focused on Beck's approach. Beck (1967) built on Kelly's 

Personal Construct Theory (1955) and developed a comprehensive theory and therapy. 

According to Beck and Weishaar (1989), Cognitive Therapy is predicated on 

the notion that people need to process information about their environments in adaptive 

ways in order to survive. Without this adaptive processing, people would die. Much of 

the information is processed automatically, not consciously. Consequently, because this 

cognitive processing occurs to promote survival, it is not always rational or logical (p. 

22). 

During the relatively automatic information processing, data from the environ

ment is integrated through complex learning functions. These functions ". . . select 

specific data, integrate them, interpret them, and store a selected sample," such that the 

individual's memory is able to synthesize past events with current ones, and operates as 

a guide to make sense of current experiences (Beck & Weishaar, 1989, p. 22). 

The ensuing coding system is referred to as a schema (Beck et al., 1979). 

Like Piaget and Kelly, a person's schema consists of many assumptions and attitudes, or 
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rules, which function to protect the individual and promote survival. As the individual 

matures, so does the schema, even through adulthood. 

The schemas can be positive, thus promoting coping skills, or negative and 

dysfunctional, thus restricting options and limiting growth. They can also be competing 

and contradictory. Generally, schemas are latent, but they become activated with 

stressful life events (Beck & Weishaar, 1989). 

In psychopathology (such as depressive or anxiety disorders), relatively 

underdeveloped coding systems are engaged, and exert more influence over the matured 

coding systems (Beck & Weishaar, 1989). Together with this primitive coding system is 

a "cognitive shift" that incorporates a consistent way of interpreting information within 

different psychopathologies (p. 23). 

During times of psychological distress, a person can fall back on less developed 

ways of information-processing and schemas. Because these are not necessarily logical, 

these schemas often include errors in reasoning, called cognitive distortions. These 

distortions in thinking are dysfunctional and contribute to the way the person is feeling 

(Beck, 1967; Beck et al., 1979). 

Cognitive Therapy, by focusing on identifying "core belief" cognitions 

(schematas), and working collaboratively with the person to identify and change them to 

more logical, reality-based thoughts, essentially increases the individual's coping skills. 

This effects change in three areas: cognitive, behavioral, and affective (Beck, 1967; 

Beck et al., 1979; Beck & Weishaar, 1989). 

In summary, Cognitive Therapy focuses on the way a person is feeling and 

seeks to identify the underlying schemas. After identifying the schemas, and if possible, 
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the core beliefs, then the therapy focus is on changing negative and dysfunctional beliefs 

to more reality-based ones that promote healthy coping skills. 

Role of Emotion in Cognitive Hierapy 

Emotion includes the cognitive, motor-behavioral, and physiological aspects of 

affect. So it would follow that "emotion and cognition are essentially inseparable" 

(Lazarus, 1989, p. 103). Although they occur concurrently, cognitive theorists do not 

identify a causal relationship between them (Beutler & Guest, 1989). However, 

cognitions are given primacy as the focal point for therapeutic intervention. 

According to Lazarus (1989), there are two basic ideas that govern the role 

of emotion in cognitive therapy: "First, emotion is a response to evaluative judgements 

or meaning: second, these judgements are about ongoing relationships with the environ

ment, namely how one is doing in the agendas of living and whether an encounter with 

the environment is one of benefit or harm" (Lazarus, p. 101). An individual's perception 

of his/her interactions with the environment and the meaning applied to it does much 

to facilitate emotion. An appraisal of environmental experiences is performed, though 

it may not be conscious, rational, or logical. "If the personal meaning, however primitive 

or inchoate it might be, vanishes, so does the emotion" (Lazarus, p. 103). A threatening 

situation would not have the ability to arouse fear if the person did not appraise the 

situation as being dangerous. 

In sum, emotion and cognition coexist. Cognitive theory supports the notion 

that in order for an individual to be emotionally aroused, a cognitive appraisal of a 
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situation must occur. Although the meaning attached to the experience may not be 

within conscious awareness, logical, or rational, it still has the ability to affect emotions. 

Cognitive Patterns in Women 

Davis & Padesky (1989) wrote in relation to working with women, "Just as it 

is clearly a mistake to overgeneralize research findings based only on a male sample, so 

it is a mistake in clinical practice to assume male and female experiences and beliefs are 

identical" (p. 535). Children, by the time they are 3 years old, are already aware of 

their sex differences. Cognitive schemas are influenced by sex and a woman's cognitive 

development and organization are different from men's (Markus, Crane, Bernstein, & 

Siladi, 1982). 

One specific areas in which women may differ from men includes within a 

cultural context. Women who perceive their own beliefs as conflicting with those of 

their culture, be it ethnic, socioeconomic, religious, or within their sex role, could view 

herself as defective. This loss of self-esteem sets the woman up for distorted cognitive 

schemas and emotional disorders (Davis & Padesky, 1989). 

Other areas in which women's cognitive patterns may differ from men's include 

physical image, physical function, living alone, relationships, parenting roles, lesbianism, 

work, victimization, midlife and beyond (Davis & Padesky, 1989). 

Cognitive differences do exist between men and women. They are apparent 

from a young age, and influence the woman's cognitive schema and development. 



22 

Anxiety Disorders and Assessment 

"Anxiety is the most common of human responses" (Freeman & Simon, 1989, 

p. 347). Beck & Emery (1985) wrote that, historically, anxiety was thought to have been 

a necessary adaptational response, alerting the individual of danger. As a consequence, 

it motivated a fight, flight, freeze, or faint response in the person so that he/she could 

respond appropriately in order to stay alive. This response involved emotional, 

physiological, behavioral, and cognitive systems. Today anxiety is largely counterproduc

tive because people react to psychosocial threats in primitive and maladaptive ways that 

go against social values" (Emery & Tracy, 1987, p. 10). 

This section discusses anxiety disorders and current cognitive research 

assessment techniques. It also presents the relationship between anxious psychopathol-

ogy and dysfunctional cognitive schemas. 

Anxiety Disorders and Research 

The Diagnostic and Statistical Manual of Mental Disorders, Third Edition, 

Revised ([DSM III-R], American Psychiatric Association [APA], 1987) is used 

throughout psychological research. It is "said to be 'descriptive' in that the definitions 

of the disorders are generally limited to descriptions of the clinical features of the 

disorders" (p. xxiii). As such, it is used as a standardized classifying system for clinical 

manifestations of psychopathology. Researchers can use DSM-HI-R (APA, 1987) 

criterion to simplify the descriptions for clinical disorders. It is also used as such in this 

thesis. 

DSM-IH-R describes several different types of anxiety disorders, with the 

differences in each of them being evident in their clinical manifestation. Each of them 
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includes a subjective feeling of anxiety and physiological symptoms, such as shortness of 

breath, dizziness or lightheadedness, palpitations or excelerated heart rate, trembling or 

shaking, sweating, choking, nausea or abdominal distress, dry mouth, chest pain or 

discomfort, numbing or tingling sensations, restlessness, difficulty falling or staying asleep, 

and irritability (APA, 1987, p. 235). 

With Panic Disorder (APA, p. 239), the person experiences anxiety with many 

of the aforementioned physiological symptoms. Frequently the attacks come on 

suddenly, but usually do not last for longer than 20 minutes. Often, at least initially, the 

person cannot identify a precipitating factor, and unpredictability of the attacks can be 

particularly unsettling. 
C 

Panic Disorder can occur with Agoraphobia (APA, p. 238), which is 

characterized by the individual not wanting to be in places where he/she could not 

escape readily should a panic attack occur. This disorder can vary in degree from mild 

to severe. 

Agoraphobia can develop without a panic disorder (APA, p. 240). In this 

case, the person usually fears being somewhere where he/she could not leave easily or 

without embarrassment, or is afraid of being somewhere where help could may not be 

readily available. Avoidance of certain places, and to the extreme, not leaving home, is 

characteristic. 

With Social Phobia (APA, p. 241), the individual has a incessant fear of being 

in situations in which he/she may be "exposed to possible scrutiny by others" and fears 

doing something "embarrassing or humiliating" (p. 241). The fear is usually attached to 
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specific situations, such as public speaking, in which case the person can go on to 

perform the act with much distress, or avoid it in the future. 

Typically, with Obsessive-Compulsive Disorder (APA, p. 245), the person 

experiences recurring thoughts, impulses, or images, which he/she cannot control and 

which, can seem nonsensical. To decrease the anxiety from the thoughts, the individual 

often must do something such as handwashing repetitively. The cycle of obsessions and 

compulsions frequently escalates and this disorder can also range from mild to severe. 

Post-Traumatic Stress Disorder ([PTSD], APA, 1987, p. 247) was first described 

in terms of shell-shock, but its definition has been expanded to include other severely 

stressful situations. The disorder typically follows a "psychologically distressing event that 

is outside the range of usual human experience" (p. 247). Although there are many 

different clinical manifestations of the disorder, generally the individual will have 

flashbacks to the original experience and may feel like he/she is reliving it, will avoid any 

situations associated with the experience, will have a numbing of general responsiveness, 

and will have symptoms of increased arousal, such as hypervigilance. 

Lastly, Generalized Anxiety Disorder (APA, p. 251) is characterized by 

"unrealistic and excessive anxiety and worry about two or more life circumstances, for 

six months or longer, during which the person has been bothered by these concerns 

more days than not" (p. 251). It is accompanied by many of the physiological symptoms 

described earlier in this section. 

This section has described several of the DSM-]U-R anxiety disorders. It is 

not an aim of this thesis to describe these disorders in detail, and the reader is referred 

to the DSM-III-R for more information. 
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Prevalence Rates for Anxiety Disorders 

In his article, "Epidemiology of Anxiety," Marks (1986) found that worldwide 

anxiety disorders occur with relative frequency, with frequencies for all anxiety disorders 

ranging from 2.9% to 8.4%. Other anxiety disorders such as general anxiety disorder 

reportedly ranged from 2.3% to 7.6%, panic disorder ranged from 0.4 to 3.1%, phobic 

disorders ranged from 0.2% to 14%, and obsessive-compulsive disorder ranged from 1.6% 

to 2.5%. In a U.S.-only study, Marks (1986) quoted a 6-month ECA study of prevalence 

rates (Weissman, 1985, and Myers, Weissman, Tischler et al., 1984—both cited in Marks, 

1986) to be "0.8% for panic disorder (60% more in women), 3.8% for agoraphobia 

(300% more in women), 1.7% for social phobia (50% more in women), 7% for social 

phobia (50% more in women), 7.0% for specific phobias (100% more in women), and 

1.6% for OCD (50% more in women)" (p. 169). Clearly, this demonstrates that anxiety 

disorders are relatively widespread and occur with greater frequency among women. 

Anxious Psychopathology and 
Cognitive Schemas 

The cognitive schema an individual develops is based on his/her interactions 

with the environment. They will be different depending upon the experiences the 

person had and how they were perceived. Positively perceived experiences can produce 

schemas that promote coping skills. Psychological stress can induce different psychopa

thology and the person can digress to immature cognitive schemas (Beck et al., 1979; 

Kelly, 1955; Rosen, 1989). 

Campbell (1981, cited in Freeman & Simon, 1989) differentiated between fear 

and anxiety. "Fear is a reaction to a real or threatened danger, while anxiety is more 
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typically a reaction to an unreal or imagined danger" (Freeman & Simon, 1989, p. 348). 

Thus, in anxiety disorders, the person will perceive danger or the threat of danger (Beck 

et al., 1979). The danger is focused toward the self from the world and involving 

present and future consequences (Freeman & Simon, 1989). 

In the Cognitive Therapy paradigm, anxiety is conceptualized as the individual 

being involved in a real situation. Based on his/her cognitive schema, this person then 

forms an impression about the situation. Based on this perception, an assessment is 

made about the situation. If the situation is not believed to be threatening or 

challenging to the individual, then he/she will feel enthusiasm. If the situation is 

perceived as threatening, the person will experience anxiety (Freeman & Simon, 1989). 

Anxious individuals, based on the structure of their schemas, perceive more 

situations as threatening. Kendall & Ingram (1987) suggested that "the schemata 

activated in anxious individuals in potentially anxious or evaluative situations, may be 

more strongly characterized by content concerning other individuals and how these others 

will evaluate or possibly harm the person" (p. 91). So, the person's schema can focus 

on others' perceptions of him as threatening. 

In evaluating anxiety, it is imperative to distinguish it from fear. It is also 

essential to identify what the underlying cognitive schema is that commands an anxious 

reaction. By understanding the course of events that contribute to the individual's 

tendency to respond with anxiety, it is possible to identify the underlying anxious schema. 

State and Trait Anxiety 

State and trait anxiety are two types of anxiety, differing in duration and 

intensity. The distinction between these was first based on the work of Cattell (1966) 
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as he strove to define anxiety as a single factor and to differentiate it "from such 

confounding entities as neuroticism, stress, depression, the tension level on the escape 

erg (fear), and excitation level (activation), to name a few" (p. 24). 

Cattell found that anxiety could be distinguished from other emotional states 

and that by accounting for intrapersonal differences over time, anxiety could be described 

as either a state or a trait. So, anxiety, although it has one name, has two distinct 

clinical facets to it (Spielberger, Gorsuch, Lushene, Voss, & Jacobs, 1983). 

State anxiety is described as transitory state with clearly delineated situational 

stressors inducing it. It "refers to relatively stable individual differences in anxiety-

proneness, that is to differences between people in the tendency to perceive stressful 

situations as dangerous or threatening and to respond to such situations with elevations 

in the intensity of their state anxiety reactions" (Spielberger et al., 1983, p. 1). Cognitive 

and physiological changes support that anxiety is occurring. However, it is time limited, 

and considered to a normal response to a stressful situation (Spielberger, 1966). This 

is akin to Generalized Anxiety Disorder (APA, 1987). 

Trait anxiety, on the other hand, is defined as a more enduring personality 

trait. People with trait anxiety are typically more prone to be anxious in a wider variety 

of situations and with more intensity (Spielberger, 1966). They perceive more situations 

as threatening (Spielberger et al., 1983). In studies with high anxious patients and a 

control group, Malmo (1966) found that the high anxious group had initially higher 

anxiety levels than the control group. Additionally, after anxiety-inducing stimuli were 

presented, the high anxious group took a longer amount of time to return to their basal 
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emotional functioning levels. The high anxiety group in this study was classified as 

having trait anxiety. The control group responded with trait anxiety. 

Spielberger et al. (1983) offered another way of conceptualizing state and trait 

anxiety. They wrote: 

State-Anxiety, like kinetic energy, refers to a palpable reaction or process 
taking place at a given time and level of intensity. Trait-Anxiety, like potential 
energy, refers to individual differences in reactions. Potential energy refers to 
differences in the amount of kinetic energy associated with a particular physical 
object, which may be released if triggered by an appropriate force. Trait 
anxiety implies differences in the amount of kinetic energy associated with a 
particular physical object, which may be released if triggered by an appropriate 
force. Trait anxiety implies differences between people in the disposition to 
respond to stressful situations with varying amounts of State-Anxiety. But 
whether or not people who differ in Trait-Anxiety will show corresponding 
differences in State-Anxiety depends on the extent to which' each of them 
perceives a specific situation as psychologically dangerous or threatening, and 
this is greatly influenced by each individual's past experience (p. 1). 

In sum, state and trait anxiety are two different clinical presentations of 

anxiety, differentiating between normal and pathological manifestations. Both have 

emotional, cognitive, and physiological symptoms. 

Gender and Age in Anxiety Disorders 

The prevalence of anxiety disorders is greater in women than in men (Marks, 

1986). Malmo (1966) also found that "male controls consistently showed more rapid 

adaptation than female controls" (p. 174) in relation to systolic blood pressure in testing 

autonomic nervous system control in anxiety. This implies that women have a higher 

propensity in relation to anxiety than men. 

Concerning age, Marks (1986) found the highest incidence for anxiety disorders 

were within the 25- to 44-year-old age group, and that the lowest rates were above 64 
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years old. Similarly, Malmo (1966) stated that indicators of anxiety in relation to 

autonomic nervous system influences "decreased linearly with age" (p. 174). 

Cognitive Assessment of 
Anxiety in Research 

The cognitive assessment of anxiety in research has resulted in several 

instruments which can assist in identifying dysfunctional thoughts and which can help to 

uncover the underlying schema. By identifying the schema in anxious individuals, the 

clinician can work to change these thoughts to more realistic ones, and hence, decrease 

anxiety (Goldberg & Shaw, 1989). 

Of particular concern in cognitive assessment is whether the assessment tool 

has construct validity, or rather, does the test actually measure what it purports to 

measure. In order to establish construct validity, the instrument must be tested 

numerous times and on numerous populations. The assessment tool must also have 

content validity, particularly in the area of cognitive research, where it is expected that 

the test will clarify dysfunctional thoughts and underlying schema (Anastasi, 1988; 

Goldberg & Shaw, 1989). 

Some cognitive assessment tools help the researcher to identify the cognitive 

processes rather than dysfunctional thoughts or underlying schema. Though these 

measures can be helpful to identify the events that precipitated certain ways of thinking, 

they are not the focus of this study, and will not be addressed in this thesis. 

Cognitive assessment began in the area of depression. Beck (1967) in his 

ground-breaking work on depression also developed a cognitive measure for depression 

called the Beck Depression Inventory. As one of the first instruments to aid clinicians 
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in identifying depressive symptomology and intensity of symptoms, it offered a baseline 

for future cognitive assessment. 

Shortly after Beck's (1967) depression assessment tool was published, 

Spielberger et al. (1983) developed an assessment tool for anxiety. The State-Trait 

Anxiety Inventory (STAI) was designed to differentiate normal anxiety from neurotic 

anxiety (Spielberger et al., 1983). Although it did not focus on dysfunctional thoughts, 

it did focus on anxious symptomology and assisted in identifying clinically anxious 

individuals from those who had normal anxiety. 

Tests that identified cognitive dysfunctional thoughts began appearing with 

the Irrational Beliefs Test (Jones, 1969, cited in Martzke, Andersen, & Cacioppo, 1987). 

As a self-report test, it identified, on a 5-point scale, the degree to which an individual 

perceived certain beliefs to be true. Based on the concept of using a questionnaire to 

identify a person's cognitive schema, it paved the way for future content-focused 

cognitive assessment questionnaires. 

Several content-focused anxious assessment questionnaires have been 

developed. The Assertion Self-Statement Test (Schwartz & Gottman, 1976) has been 

the most used in research. Its purpose is to "assess the role of self-statements in 

individuals' ability to complete assertive tasks" (Martzke et al., 1988, p. 77). The Social 

Interaction Self-Statement Test (Glass, Merluzzi, Biever, & Larsen, 1982) was developed 

to assess positive and negative automatic thoughts related to heterosexual social anxiety 

(Goldberg & Shaw, 1989). 

To help assess dysfunctional thoughts in social evaluation situation, the 

Subjective Probability of Consequences Inventory (Fiedler & Beach, 1978) has proved 
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helpful. It identifies "the types of consequences individuals anticipate following refusal 

behavior" (Goldberg & Shaw, 1989, p. 46). Related to these are the Fear of Negative 

Evaluation Scale (Watson & Friend, 1969) and the Social Avoidance Distress Scale 

(Watson & Friend, 1969). These latter two assess feelings about disapproval and the 

situational discomfort experienced in social situations (Goldberg & Shaw, 1989). 

Kendall & Hollon (1989) developed the Anxious Self-Statements Questionnaire 

(ASSQ) to identify anxious cognitive content. Not being situation or disorder specific, 

it evolved to distinguish more global anxiety. The 32 items distinguish between high 

anxious and low anxious groups, and also differentiates between depression and anxiety 

(Martzke et al., 1987). 

Several cognitive assessment tools have been described to determine the direc

tion of cognitive research. Different cognitive instruments were developed to study 

cognitive content, cognitive structure, and cognitive processes. Questionnaires that focus 

on distinct emotions and related cognitive content were described. Questionnaires that 

delineate anxious self-statements were specifically included to identify the direction of 

this study. 

Sexual Abuse of Women 

Childhood sexual abuse is recognized as a large problem in our society. By 

understanding the effects of childhood sexual abuse on adult women, counselors can be 

better prepared to deal with this population. With up to 44% in female clinical samples 

having a history of sexual abuse, it is likely that counselors will need to know how to 

deal with these issues (Browne & Finkelhor, 1986). 
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This section focuses on the definition of sexual abuse, clinical manifestations 

of sexual abuse, factors influencing the intensity of symptoms, differences between male 

and female victims, and cognitive schemas in women who were sexually abused as 

children. 

Definition of Sexual Abuse 

Childhood sexual abuse has been defined in different ways in the literature. 

It can vary by the age of the victim, age of the perpetrator, and by the differences in 

what is considered sexual abuse itself. 

Friedman (1990) stated that the definition of sexual abuse varies from state to 

state. Additionally, Wyatt & Peters (1986) stated that the definition of sexual abuse 

differs from research article to research article, with researchers narrowing or expanding 

their definitions. 

Nationally, the age that distinguishes a minor from an adult is 18. In the 

Arizona Revised Statutes ([ARS], 1986), the age for sexual abuse to be considered by 

the criminal code is 15. Regarding differences in definition, the ARS define sexual 

abuse in the following manner: 

A person commits sexual abuse by intentionally or knowingly engaging in sexual 
contact with any person fifteen or more years of age without consent of that 
person or with any person who is under fifteen years of age if the sexual 
contact involves only the female breast (ARS 13-1404, p. 60). 

The molestation of a child is defined as: 

A person who knowingly molests a child under the age of fifteen years by 
directly or indirectly touching the private parts of such child or one who causes 
a child under the age of fifteen years to directly or indirectly touch the private 
parts of such person. . . (ARS 13-1410, p. 61). 
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Public sexual indecency with a minor occurs if the minor is under 15 years of age. It is 

defined as: 

A. A person commits public sexual indecency by intentionally or 
knowingly engaging in any of the following acts, if another person 
is present, and the defendant is reckless about whether such other 
person, as a reasonable person, would be offended or a alarmed by 
the act: 
1. An act of sexual contact. 
2. An act of oral sexual contact. 
3. An act of sexual intercourse. 
4. An act involving contact between the person's mouth, vulva 

or genitals and the anus or genitals of an animal. 
B. A person commits public sexual indecency to a minor if he 

intentionally or knowingly engages in any of the acts listed in 
subsection A and such a person is reckless whether a minor under 
the age of fifteen years is present" (ARS, p. 60). 

Each of these definitions can fall within the categories of sexual abuse that has been 

studied. Additionally, the abuse can identified as a rape, as obscene phone calls, and 

pornographic involvement (Herold, Mantle, & Zemitis, 1979). How researchers define 

sexual abuse will affect how their results can be compared with others' results (Browne 

& Finkelhor, 1986). 

The definition used in this thesis is, 

. . .  t h e  e x p l o i t a t i o n  o f  a  c h i l d  o r  a d o l e s c e n t  f o r  t h e  s e x u a l  g r a t i f i c a t i o n  o f  
another person. It includes behaviors such as intercourse, sodomy, oral-genital 
stimulation, verbal stimulation, exhibitionism, voyeurism, fondling, and involving 
a child in prostitution or the production of pornography (Arizona Department 
of Economic Security, 1990, under sexual abuse heading). 

For this study, the age differentiating a minor from an adult is age 18. 

Clinical Manifestations of Sexual Abuse 

Clinical manifestations of sexual abuse are varied across research studies, 

varying between little to no lasting effects, to significant psychotic pathology (Browne & 
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Finkelhor, 1986). To deal with this population clinically, since it is estimated that up to 

44% of women in psychological services have a history of sexual abuse, it is necessary 

to understand what lasting effects prevail in the literature. 

Browne & Finkelhor (1986) in a literature review discussed initial effects of 

sexual abuse. By initial effects, they referred to those symptoms that are present within 

2 years after the abuse is terminated. Tufts' New England Medical Center (1984, cited 

in Browne & Finkelhor, 1986) found that "seventeen percent of 4- to 6-year olds met 

the criteria for 'clinically significant pathology'" (p. 68) compared with other children 

their age in psychiatric treatment. They also found that "the highest incidence of 

psychopathology was found in the 7- to 13-year-old age group, with 40% scoring in the 

seriously disturbed range" (p. 68). Specific symptomology included the fear of being 

harmed, anger and hostility, guilt and shame, anxiety and distress, sleep disturbances, 

inappropriate sexual behavior, difficulties at school, running away from home, and early 

marriages by adolescents (Browne & Finkelhor, 1986). 

Longterm effects are found mostly within the adult population, and are those 

that occur more than 2 years after the abuse has ended. One of the most prevalent 

psychopathologies cited in the literature is depression, although it tends to be very long 

lasting, similar to dysthymia (Briere & Runtz, 1988; Browne & Finkelhor, 1986; Burnam 

et al., 1988; Gelinas, 1983; Greenwald et al, 1990; Santiago & McCall-Perez, 1986; 

Sedney & Brooks, 1984). 

The correlation between childhood sexual abuse and adulthood homosexual 

experiences was found to be nonsignificant (Fromuth, 1986). 
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Anxiety disorders are also highly reported in the literature, with anxiety 

disorders within sexually abused female populations reaching as high as 54% (Briere & 

Runtz, 1988; Browne & Finkelhor, 1986; Courtois & Watts, 1982; Santiago & McCall-

Perez, 1986; Sedney & Brooks, 1984;). 

Other significant clinical manifestations include feelings of isolation and 

alienation, difficulty relating to men and women, difficulties with parents or inlaws, 

difficulty in parenting, feelings of hostility, problems trusting others, suicidal ideation or 

attempts, sexual dysfunction, and psychotic disorders (Briere & Runtz, 1988; Browne & 

Finkelhor, 1986; Courtois, 1979; Courtois & Watts, 1982; Greenwald et al., 1990; Sedney 

& Brooks, 1984). 

Conflicting research findings have been found in the areas of self-esteem, bor

derline personality disorder, and dissociative disorders. Difficulties with self-esteem have 

been found to be consistently significant within populations of physical and verbal abuse, 

and not consistent within populations of women with childhood sexual abuse experiences 

(Briere & Runtz, 1990; Gelinas, 1983). Borderline personality disorder, though it has 

been cited to be more prevalent for individuals with past histories of abuse, has not been 

found to be consistent across sexually abused women (Gelinas, 1983; Ogata et al., 1990). 

Finally, dissociative disorders have been reported with greater frequency over time (Chu 

& Dill, 1990; Gelinas, 1983; Lindberg & Distad, 1985). Chu & Dill (1990), upon finding 

that nearly one-quarter of abused individuals scored significantly higher on the Dissociate 

Experiences Scale than individuals with histories of PTSD, suggest that dissociative 

disorders are underdiagnosed by clinicians. They further state that Multiple Personality 
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Disorder and PTSD rates may be higher than is currently reported in the literature as 

they are not being adequately diagnosed. 

Post-Traumatic Stress Disorder, although it is listed as an anxiety disorder in 

the DSM HI-R (APA, 1987), is being researched as a specific diagnostic consequence 

of childhood sexual abuse. Lindberg & Distad (1985) described women with childhood 

his-tories of sexual abuse who can meet the diagnostic criteria for PTSD. To justify this 

reaction they stated: 

Following a severe trauma, a pattern of repression, denial and emotional 
avoidance emerges. This denial-numbing phase, also called a latency 
period, can last days or decades, then is followed by an intrusive-repetitive 
phase, in which disquieting symptoms such as nightmares or guilt reoccur 
(p. 332). 

They also noted that in their study the average time period between the last abusive 

act and their present treatment was 17 years. 

Women with histories of sexual abuse can present with many clinical 

manifestations. It is important that clinicians identify the presenting symptomology in 

context of past abuse. Because many women repress the experiences and do not recall 

the abuse for an average of 17 years after the last incident, counselors need to inquire 

as to any childhood histories of abuse. 

Factors Influencing the 
Intensity of Symptoms 

Cburtois & Watts (1982) suggested that duration of the abuse, age at onset, 

frequency of abuse, covert versus overt abuse, the victim's relationship with the 

perpetrator, consensual or nonconsensual abuse, and the use of force are all factors that 

relate to the clinical presentation (p. 276). 
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It was believed that "experience that was of long duration, involved frequent 

contact, occurred with father versus less closely related individuals, was nonconsensual 

and involved the use of force" (Courtois & Watts, p. 277) contributed to the presenta

tion of a more serious psychopathology (Courtois, 1979; Herman, Russell, & Trocki, 

1986). However, this has not found to be consistent across research studies. Browne 

& Finkelhor (1986) stated that duration and frequency of abuse, age at onset, and type 

of sexual act did not have a consistent correlational relationship with childhood histories 

of sexual abuse. 

Factors that have shown to be consistent contributors to a poorer prognosis 

in the literature include the child's relationship to the offender, use of force, and abuse 

involving genital contact (Browne & Finkelhor, 1986). If the perpetrator was close to 

the child, the trauma has been found to be greater. Fathers and father figures have had 

the greatest impact. "The use of force by an abuser explained more of a victim's 

negative reaction than any other variable" (Browne & Finkelhor, p. 74). Finally, abuse 

involving genital contact was found to be more traumatic for the child than fondling 

(Russell, 1983). 

Perhaps more accurate than identifying specific variables is acknowledging the 

complexity of factors that contribute to the clinical presentation of sexual abuse victims. 

"Aspects of the incest experience, taken alone and together, along with the individual's 

personality, and other life experiences influence how she will respond" (Courtois & 

Watts, 1982, p. 277). Although age of onset was not found to be consistently significant, 

Tufts' New England Medical Center (1984, cited in Browne & Finkelhor, 1986) con

cluded that the developmental stage an individual is in when the abuse begins could be 
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more important (p. 74). Additionally, Newberger & De Vos (1988) discussed a 

transactional model in which the influences of the environment, cognition, and behavior 

are taken together to explain an individual's reaction to past abuse and victimization. 

Differences in Female and Male 
Sexual Abuse Victims 

In a national survey of men and women, Finkelhor et al. (1990) found that the 

median age of abuse for boys was 9.9 years and 9.6 years for girls. Boys were more 

likely to be abused by stranger, and girls by family members. Both men and women 

reported a higher incidence of the perpetrators being male (83% for boys and 98% for 

girls). Force was used in 15% of the sexual abuse experiences of boys, and in 19% of 

the sexual abuse experiences of girls. Additionally, boys were less likely to disclose the 

abuse than girls. 

In another study of victimization, Carmen, Rieker, & Mills (1984) stated that 

women were more likely to have histories of abuse than men, and that African-

Americans were more likely to be abused than whites. 

Cognitive Schemas in Sexual 
Abuse Victimization 

Little research has been done in the area of identifying specific cognitive 

schemas with women who were sexually abused in childhood. However, Herold et al. 

(1979) did address the emotional responses that women had to the abusive experiences. 

They reported that women indicated being extremely upset concerning attempted rape, 

were moderately upset at being sexually molested, and slightly upset at seeing an 

exhibitionist. 
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In describing a developmental perspective on abuse and victimization, 

Newberger and De Vos (1988) stated that "merely knowing the background of a person's 

life does not unequivocally predict the life outcomes" and "the same experience can give 

rise to a wide range of emotional and behavioral outcomes" (p. 506). In explaining their 

model, they stated that abuse is at least partly "a function of the perception of being 

victimized (p. 507). The meaning that a child attaches to the experience will influence 

how he/she cognitively processes the event. Some children will be able to understand 

the abuse in terms of itself, and not in terms of themselves or the world in general. By 

clarifying how the person interpreted the events surrounding the abuse, the counselor 

can working within these cognitive structures to assist in recovery from the victimization. 

Summary and Conclusions 

People develop cognitive schemas based on their interactions with the world. 

As children grow into adulthood, their cognitive schemas mature as they incorporate 

more experiences. If children get stuck in certain developmental phases, their schemas 

do not mature and they develop characteristic ways of viewing the world which can be 

relatively immature, limiting their growth and options. 

In adulthood, the individual has an underlying schemata that is largely dormant. 

With the advent of stressful situations, this latent schemata can be accessed. It is 

believed that this schemata is underdeveloped. So, in times of stress, the operational 

schema can be based on erroneous or illogical reasoning with a limited scope for 

processing information. 

Psychiatric pathology can become evident during these times of stress, with 

emotional disorders such as depression and anxiety being prevalent. Cognitive distortions 
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are present with pathology and by identifying these, the counselor can help alleviate the 

emotional distress. 

The cognitive schemas that women with histories of sexual abuse generate are 

most likely different than those that women without histories of sexual abuse develop. 

Because the abuse experience is at least unpleasant and more likely frightening, these 

women could develop cognitive schemas centered around themes of danger. Anxiety 

disorders would thus be a consequence. 

This research study focused on the differences presented between women with 

a history of sexual abuse and those without. It is hypothesized that women with 

histories of sexual abuse will have more anxious thoughts than women without histories 

of sexual abuse. It is also hypothesized that they will have a higher level of trait anxiety 

than nonsexually abused women. 
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CHAPTER 3 

METHODS AND PROCEDURES 

This study addresses the differences between adult women who were sexually 

abused as children and those who were not. Specifically, it examines whether sexually 

abused women have a higher state or trait anxiety level than nonsexually abused women 

and whether they have a higher incidence of anxious thoughts. 

Methods 

Participants 

Participants for this study were 100 adult women over age 18 with fluency in 

English. They were divided into two groups, based on whether they have a history of 

sexual abuse or not. The decision of whether a woman was sexually abused or not was 

based on her self-report. 

Instruments 

Research instruments used in this study include a demographical questionnaire, 

a sexual abuse questionnaire, the Anxious Self-Statements Questionnaire (Kendall & 

Hollon, 1989), and the State-Trait Anxiety Inventory, Form Y (Spielberger et al., 1983). 

Demographic information. Demographic information will be obtained using a 

simple checklist-type of questionnaire. The specific data being obtained includes age, 

ethnicity, marital status, employment information, income, and education (Appendix A). 
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Sexual abuse questionnaire. Russell (1983) developed an interview question

naire to determine the prevalence of child sexual abuse and to clarify what might con

stitute child sexual abuse. Based on the information she received, this study adapted 

her results into a checklist (Appendix A) to identify: 

1. The type of sexual abuse, 

2. The sex of the offender, 

3. The relationship of the offender, 

4. The age of the participant when the sexual abuse started and ended, 

5. Approximately how many times the participant was sexually abused, 

6. Emotionally how the participant viewed the abuse as it was happening, and 

7. How the participant emotionally views the sexual abuse now. 

As the original interview schedule was used to clarify definitions of child sexual abuse, 

no reliability or validity data are available. 

Anxious Self-Statements Questionnaire. Kendall and Hollon (1989) developed 

the ASSQ "as a measurement device for assessing anxiety-related self-talk" (p. 90). It 

was included in this study to identify the frequency of anxious thoughts the woman may 

have and to determine which thoughts may be more prevalent among the sexually abused 

women as compared with the control group. The ASSQ was validated by the method 

of internal consistency in which statistically significant differences were calculated 

between the high anxious group and the low anxious group. A crossvalidation measure 

also resulted in statistically significant differences between groups (Kendall & Hollon, 

1989). 
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The ASSQ was found to correlate significantly with changes in state anxiety 

(r = +.34), but not with depression (r = +.09). 

Split-Half reliability ranged between .92 and .94. The coefficient alpha was .94 

(B < .001) (KendaU & Hollon, 1989). 

State-Trait Anxiety Inventory. Form Y. The STAI (Speilberger et al., 1983) 

was developed to differentiate between state anxiety, which is a temporary condition of 

feeling anxious, usually in response to a specific stressor, and trait anxiety, which is a 

relatively consistent level of anxiety-proneness. The inventory consists of 40 items in 

which the individual is asked to answer the questions in terms of how he/she is feeling 

right now, or how he/she generally feels. The inventory is scored with the higher scores 

indicating higher state or trait anxiety for each of the different parts. 

Concurrent validity was obtained by correlating the STAI with several other 

anxiety scales. The correlation between the STAI and the IP AT Anxiety Scale (Cattell 

& Scheier, 1963) was .75 with college females and .76 with college males. The STAI 

correlated with the Taylor Manifest Anxiety Scale (1953) was .80 with college females 

and .79 with college males. The STAI correlated with the Zucherman Affect Adjective 

Checklist (1960) was .52 for college females and .58 with college males. 

The STAI correlated between -.07 and .01 with high school GPA, high school 

rank, Florida Statewide Twelfth Grade Placement Test, and the College Entrance 

Examination Board scores showing that it is not a measure of academic achievement. 

The STAI test-retest coefficients for Form Y were based on two groups of 

high school students tested in classroom settings. Coefficients for trait anxiety after 30 

days with females was .75, and after 60 days it was .65. For males, the trait anxiety 
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coefficient after 30 days was .71, and after 60 days it was .68. The test-retest coefficient 

for state anxiety for females after 30 days was .34, and after 60 days it was .36. For 

males after 30 days it was .62, and after 60 days it was .51 (Speilberger et al., 1983, test 

manual). 

Alpha coefficients for the Form Y with samples of working adults, college 

students, high school students, and military recruits, ranged from .86 to .94 on both state 

and trait anxiety (Speilberger et al., 1983, test manual). 

Procedure 

The questionnaires were given to adult women who agree to participate in 

the study. The questionnaires have a face sheet that describes that this study is in 

fulfillment of a master's thesis and that it addresses the way they think and feel 

(Appendix A). 

Anonymity and confidentiality will be maintained through assigning each of the 

questionnaires a number and it was requested that respondents not put their names or 

any other identifying information on them. Voluntary participation was ensured by 

stating that if the women completed the questionnaire, they had given their consent. 

They did not need to complete the questionnaire if they did not wish. 

It was possible that the questionnaire could have stirred up personal issues for 

the women with a history of sexual abuse or for those who knew of others who were 

sexually abused. To address this, each individual was given the opportunity to either 

speak with the researcher or receive a referral for counseling in order to address these 

issues. 
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Participants from southeastern Arizona were found in two manners: (1) the 

researcher personally handed out questionnaires to women, and (2) the researcher gave 

the questionnaires to individuals who asked women to fill the questionnaires out. It was 

requested that all questionnaires be returned to the researcher whether they were filled 

out or not. 

Because of the sensitivity of the subject of sexual abuse, respondents were not 

be asked in advance whether they had a history of sexual abuse or not. They were 

simply be asked whether they would be willing to fill out a questionnaire that looks at 

the way they think and feel. Those who verbally agreed were given the questionnaire. 

This study was approved by the Human Subjects Committee at the University 

of Arizona (Appendix B). 

Research Design 

This study used a correlational design to address the relationship between: (1) 

demographical data, (2) severity of sexual abuse, (3) automatic thoughts that contribute 

to anxious feelings, and (4) state vs. trait anxiety. This allowed the exploration of 

automatic thoughts that may contribute to state or trait anxiety and how those correlate 

with a history of sexual abuse. 

Data Analysis 

The data were analyzed using between-groups and within-groups analysis. 

Specific statistical procedures included frequency distributions, measure of central 

tendency, Pearson correlation coefficients and scatterplots, Chi-square, and t tests. 
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Summary 

This study sought to differentiate between a higher state or trait anxiety level 

between women who were sexually abused during childhood and those who were not. 

It also addressed demographical data, anxious automatic thoughts, and the presence of 

childhood sexual abuse. A questionnaire was given to voluntary adult women partic

ipants who filled it out and returned it to the researcher. Correlational statistical data 

were compiled to address the similarities and differences between the two groups of 

women. The next chapter describes the results. 
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CHAPTER 4 

RESULTS 

The purpose of this study was to identify whether women with a history of 

sexual abuse have a higher incidence of anxious thoughts and whether they have a 

higher level of trait anxiety than women without a history of sexual abuse. This thesis 

also questioned whether there was any correlation between the severity of sexual abuse, 

the perpetrator, and the length of time the abuse lasted. 

Demographical data were gathered to identify whether the two groups were 

similar or different based on these characteristics, and whether they contributed to 

differences in outcomes. Specifically, age, ethnicity, marital status, employment, income, 

and education were examined. 

A questionnaire adapted from Russell's (1983) sexual abuse interview was used 

to identify type of abuse, perpetrators of the abuse and their relationships to the victim, 

age at onset of abuse, age that abuse ended, number of times and over how many years 

the abuse lasted. Additionally, the participants subjective perception of the abuse was 

elicited. 

The Anxious Self-Statements Questionnaire (Kendall & Hollon, 1989) was used 

to identify whether women with a history of sexual abuse tended to have a higher 

incidence of anxious thoughts. And finally, the State-Trait Anxiety Inventory (Spiel-

berger et al., 1983) was used to identify whether women with a history of sexual abuse 

have a higher trait anxiety level than women without histories of sexual abuse. 
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Research questions were generated surrounding each of these areas. The 

results of the data analysis are included in this chapter, including tables to illustrate 

findings. 

Description of the Participants 

Two groups of participants were used in this study. The first group was a 

control group of adult women who stated they had no history of sexual abuse. The 

second group consisted of adult women who said they had a history of childhood sexual 

abuse. Table 1 provides the results of the demographic data. These groups are 

discussed separately, and then similarities and differences are described. 

Nonsexually Abused Participants 

The nonsexually abused female participants consisted of 19 women, ages 18 

and older who were fluent in English. Each of them stated on the questionnaire that 

they did not have a histoiy of sexual abuse. These participants were found by word of 

mouth, with volunteers handing out the questionnaires to women who were willing to 

fill them out. It was requested that even if the women did not fill out the question

naires that they return them to the researcher. 

Of the 50 questionnaires that were for use with this group, 35 were returned 

to the researcher. Of these, 19 were usable. The questionnaires that were not usable 

were, for the most part, not filled out completely. 

The ages for the nonsexually abused respondents ranged from 18-57 with a 

mean of 26.16 years and a standard deviation reported as 10.74 years. Ethnically, 15 of 
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Table 1. Results of demographic data between women sexually abused in 
childhood and those not sexually abused in childhood 

Variable Sexually Abused Nonsexually Abused 
(n = 18) (n = 19) 

Age 

Range 18-57 19-55 
Mean 26.16 37.78 

n % n % 
Ethnicitv 

Anglo 15 78.9 16 88.9 
Hispanic 2 10.5 0 0.0 
Afro-American 1 53 0 0.0 
Native American 0 0.0 0 0.0 
Asian American 0 0.0 2 11.1 
Other 1 53 0 0.0 

Marital Status 

Single 16 84.2 8 44.4 
Married 3 15.8 5 27.8 
Divorced/Separated 0 0.0 5 27.8 
Widowed 0 0.0 0 0.0 

EniDlovment 

Professional/Technical 0 0.0 6 33.3 
Semiskilled 0 0.0 0 0.0 
Homemaker 0 0.0 2 11.1 
Student 17 89.5 7 38.9 
Service Worker 1 53 1 5.6 
Clerical/Sales 1 53 0 0.0 
Craftsman 0 0.0 0 0.0 
Unskilled 0 0.0 0 0.0 
Other 0 0.0 2 11.1 

Income 

Under $9,999 15 78.9 9 50.0 
$10,000-519,999 2 10.5 3 16.7 
$20,000-829,999 1 53 5 27.8 
$30,000-$39,999 1 5.3 1 5.6 
over $40,000 0 0.0 0 0.0 

Education 

Less than High School 0 53 0 0.0 
High School 2 0.0 2 11.1 
Some College/Technical or Associate Degree 10 78.9 15 27.8 
College Graduate (Bachelor Degree) 2 10.5 2 5.6 
Graduate School/Degree 4 53 1 0.0 
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them were Anglo, (78.9%), 2 were Hispanic (10.5%), 1 was Afro-American (5.3%), and 

1 marked other (Asian noncitizen, 5.3%). No Native Americans nor Asian Americans 

responded in this group. 

Most of these women were single, with 16 reporting this status (84.2%). The 

rest of them were married, with 3 of them claiming this status (15.8%). None of the 

women were divorced or widowed. 

Most of these women were also students, with 17 of the women stating they 

were students (89.5%). Of the other 2 women, 1 was in service work (5.3%) and the 

other was employed in a clerical capacity (5.3%). None of these women were employed 

in professional/technical areas, semiskilled areas, as a homemaker, craftsman, or in 

unskilled labor. 

The incomes of the nonabused women were typically low, as would be 

expected as they were mostly students. Fifteen of the women (78.9%) stated they made 

less than $10,000/year. Two of them (10.5%) earned less than $20,000/year. One 

earned less than $30,000/year (5.3%), and the last over $30,000fyear (5.3%). 

The educational level of this group was reported as 1 woman having less than 

a high school degree (5.3%), 15 had some college/technical or associate degree (78.9%), 

2 had a bachelor's degree (10.5%), and 1 was either in graduate school or had a 

graduate degree (5.3%). 

In general, this group can be described as single females, primarily Anglo with 

an average age of 26, and being college students with incomes of lower than $10,000/ 

year. 
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Sexually Abused Participants 

The participants with a childhood history of sexual abuse consisted of 18 

women, ages 18 and older who were fluent in English. Each of them stated on the 

questionnaire that they did have a history of sexual abuse and they completed the sexual 

abuse questionnaire. These participants were found by word of mouth, with volunteers 

handing out the questionnaires to women who were willing to fill them out. It was 

requested that even if the women did not fill out the questionnaires that they return 

them to the researcher. 

Of the 50 questionnaires that were for use with this group, 39 were returned. 

Of these, 18 were usable. Of the questionnaires that were not usable, most of them 

were left blank or only the demographic information was completed. 

The ages for these respondents ranged from 19 to 55, with 1 respondent 

refusing to state her age. The mean age was 37.78 with a standard deviation of 18.42. 

Ethnically, 16 of these women were Anglo (88.9%), and 2 were Asian-Americans 

(11.1%). None were of Hispanic, Afro-American, or Native American descent. The 

"other" category for ethnicity was not marked by any of the respondents in this group. 

The marital status of these women was diverse. Eight of these women were 

single (44.4%), 5 were married (27.8%), and 5 were divorced (17.8%). None of the 

respondents were widowed. 

The employment status of these women was also varied. Six of these women 

were employed in a professional position (33.3%), 2 of them were homemakers (11.1%), 

7 of them were students (38.9%), 1 was a service worker (5.6%), and 2 marked 
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"other" (11.1%). Of the 2 respondents who marked "other," 1 was disabled and the 

other did not state an occupation. 

The incomes of the women with histories of sexual abuse was varied. Nine of 

them made less than $10,000/year (50.0%). Three of the women made less than 

$20,000/^ear (16.7%), 5 of them made less than $30,000/year (27.8%), and 1 of them 

had an annual income of over $30,000/year (5.6%). 

The education level of this group was reported as 2 women having high school 

diplomas (11.1%), 10 of the women had some college/technical or associate degree, 2 

held a bachelor's degree (11.1%), and 4 were in graduate school or held graduate 

degrees (22.2%). 

In general, this group of women with childhood sexual abuse histories could 

be described as Anglo women, slightly over 37.5 years of age. Most were single, 

employed professionals, earning more than $10,000/year. Most of them were in college, 

or held a bachelor's or graduate degree. 

Comparison of Groups 

IjTlTcemparison of the groups by age, the sexually abused group had a mean 

age of 37.78, and the nonsexually abused group had a mean age of 26.16. This is a 

significant difference (j> < .029). 

In a comparison of ethnicity, both groups were primarily Anglo. There were 

no significant differences between them. 

Marital status did reach statistical significance for difference (£ < .017). The 

nonabused group was primarily single, and the abused group had a mixture between 

single, married, and divorced women. 
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Employment also differed significantly (g < .01). While the nonabused group 

contained primarily students, the abused group consisted of professionally employed 

women, homemakers, a smaller percentage of students, and a service worker. This group 

also had two people who did not fall into any of the categories. 

In a comparison of these groups by income, they did not differ statistically 

(£ < .23). However, in looking at the data obtained, the abused group did contain 

greater variability in annual income. Most of the women in the nonabused group earned 

less than $10,000/fyear. More than half of the women in the nonabused group also 

earned less than $10,000/year. However, this group also had several people who earned 

more than $20,000/year. 

Education also did not differ significantly (j> < .22). Both groups contained 

large proportions of women who had some college. The sexually abused group did differ 

in looking at the data, with more of them having obtained a bachelor's degree and 

either being in graduate school or having obtained graduate degrees (n = 6 for sexually 

abused group versus n = 2 for nonsexually abused group). 

In general, the groups differed statistically in regards to age, marital status, and 

employment. The groups did not differ statistically in terms of ethnicity, income, and 

education; although by looking at the data, these groups do appear to differ in income 

and education. 

Sexual Abuse Questionnaire 

Women who had a childhood history of sexual abuse were asked to fill out the 

sexual abuse questionnaire. Those who did fill it out were included in this study. 
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Type of Abuse 

The first question dealt with the type of abuse the women experienced. In 

answering this question, the women often responded to more than one category, indi

cating that different types of abuse had occurred on different occasions (Table 2). Most 

of the women had experienced very serious sexual abuse (n = 13, 72.2%), which con

sisted of completed and attempted vaginal, oral, anal intercourse, cunnilingus, forced 

and unforced. 

Second in terms of incidence was the category of least serious sexual abuse. 

Ten of the women (55.6%) stated that they had experienced completed and attempted 

acts of intentional sexual touching of buttocks, thigh, leg, or other body part, clothed 

breast or genitals, kissing, forced and unforced. 

Third in terms of incidence was serious sexual abuse. Six of the women stated 

that they had been a victim of completed and attempted genital fondling, simulated 

intercourse, digital penetration, forced, and unforced. 

Lastly, one individual marked "other," but did not explain what type of sexual 

abuse was involved (5.6%). 

Perpetrators of Sexual Abuse 

Most of the women were abused by more than one person (Table 3). Most 

of the perpetrators were male, although there were four reports of women being abused 

by a female. 

Surprisingly, the largest number of women were abused by strangers (44%). 

Next was by first cousins (38.9%), followed by fathers (27%) and acquaintances (27%). 



55 

Table 2. Sexual abuse data of women with at least one experience (n = 18) 

At Least One Experience 

Type of Abuse Number Percentage 

Very Serious Sexual Abuse 

Completed and attempted vaginal, oral, 
anal intercourse, cunnilingus, 
forced, and unforced 13 72.2 

Serious Sexual Abuse 

Completed and attempted genital fondling, 
simulated intercourse, digital penetration, 
forced, and unforced 6 33.3 

Least Serious Sexual Abuse 

Completed and attempted acts of intentional 
sexual touching of buttocks, thigh, leg, 
or other body part, clothed breasts or 
genitals, kissing, forced and unforced 10 55.6 

Other 1 5.6 
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Perpetrator Number of Women Percentage 

biological father 5 27.8 
step/adoptive father 3 16.7 
grandfather 2 11.1 
brother 2 11.1 
uncle 4 22.2 
in-law 1 5.6 
first cousin 7 38.9 
other male relative 1 5.6 

biological mother 3 16.7 
step/adoptive mother 1 5.6 
grandmother 0 0.0 
aunt 0 0.0 
sister 0 0.0 
other female relative 0 0.0 

stranger 8 44.4 
acquaintance 5 27.8 
friend of family 3 16.7 
friend of respect 1 5.6 
date 1 5.6 
boyfriend/lover 2 11.1 
authority figure 0 0.0 
other 2 11.1 
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Uncles (22.2%), step/adoptive fathers (16.7%), and friends of the family (16.7) rounded 

out many of the higher incidence male figures. 

Mothers (biological and step/adoptive) accounted for four experiences of abuse 

(22.3%). This is higher than the percentages reported for uncles, step/adoptive father, 

and friends of the family. 

Accounting for fewer numbers were grandfathers (11.1%), brothers (11.1%), 

inlaws (5.6%), other male relatives (5.6%), friends of respect (5.6%), dates (5.6%), and 

boyfriend/lovers (11.1%). 

Two women marked "other." One woman could not identify a perpetrator at 

all, and the other stated that it was the "manager of where we lived." It is interesting 

that this last individual did not classify this man differently. 

In general, the perpetrators were largely male, with strangers comprising the 

largest percentage of perpetrators. However, if biological father and step/adoptive father 

categories are combined, their combined percentage would equal strangers. Most women 

had more than one perpetrator. Only one woman could not identify her abuser. 

Age at Onset, Termination, and 
Number of Years and Times Abused 

The next four questions related to the age of the woman when the sexual 

abuse began, how old she thought she was when the abuse ended, how many times she 

was abused, and over approximately how many years the abuse lasted. 

The age range for women when the sexual abuse began was between 6 months 

and 16 years. The mean age for the beginning of the abuse was just over 7.5 (7.68 

years), with the standard deviation being 5.91. Two respondents gave ages of 18 and 20, 
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which were not usable as the beginning of the abuse was older than this study allowed. 

One respondent could not recall how old she was when the abuse began (Table 4). 

The age when the abuse ended was between ages 3 and 45. The mean age 

for the termination was just over 16 1/2 (16.88 years), with the standard deviation being 

9.75. Only one respondent could not identify how old she was when the abuse ended. 

She, incidently, was the same respondent who could not recall how old she was when the 

abuse began (Table 5). 

Table 4. Age at onset of sexual abuse (n = 17) 

Age (year) Number of Women Percentage 

6 months-5 7 
6 
1 
3 
1 

38.9 
33.3 
5.6 

16.6 
5.6 

5.5 -10 
11-15 
16-20 
Cannot Remember 

Mean = 7.68 
SD = 5.91 
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Table 5. Age when sexual abuse ended (n = 17) 

Age (year) Number of Women Percentage 

under 8 3 16.7 
10-15 5 27.7 
16-20 5 27.7 
21-25 2 11.2 
26-45 2 11.2 
Cannot Remember 1 5.5 

Mean = 16.88 
SD = 9.75 

The number of times these women were abused ranged from 1 time to over 

100. For the women who stated they were abused over 100 times, the abuse was 

calculated as 100 times. The mean number of times these women were abused was 

60.24 (SD = 48.60). Four respondents were unable to identify approximately how many 

times they were abused (Table 6). 

The number of years the women were sexually abused ranged from 1 year, 

with one time of abuse, to 40 years. The mean number of years these women were 

abused over was 10.06 fSD = 11.22). One respondent could not identify how many 

years she had been abused. 
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Table 6. Number of times and number of years abuse occurred 

Occurrence and Duration of Abuse Range Mean SD 

Approximate number of times abuse occurred 1-100+ 60.24 48.60 

Approximate number of years abuse occurred 1- 43 10.06 11.22 

Subjective Experience of Abuse 

The women were asked to rate their subjective experiences of the sexual abuse 

during the time that it was happening and how they perceive it now on a 5-point scale, 

ranging from very traumatic to enjoyable (Table 7). 

During the time the abuse was happening, none of the respondents found it 

enjoyable. Nine of them (50.0%) found the experience very traumatic. Three of the 

respondents (16.7%) found the abuse somewhat traumatic, and 2 of them found it 

neither unpleasant nor traumatic (11.1%). Three of the respondents marked "other," 

with each of them essentially stating they could not remember how they felt when it was 

happening. 

Current perceptions of the abuse changed only slightly. Eight of the women 

(44.4%) considered the abuse very traumatic in the present. Three of the women 

(16.7%) considered the abuse somewhat traumatic, and 5 of them (27.8%) presently 
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Table 7. Subjective experience of sexual abuse (n = 18) 

At Time of Abuse Current Perception 

Descriptor Number % Number % 

Very traumatic 9 50.0 8 44.4 
Somewhat traumatic 3 16.7 3 16.7 
Not unpleasant or traumatic 2 11.1 5 27.8 
Enjoyable 0 0.0 0 0.0 
Other 3 16.7 1 5.6 

considered the abused not unpleasant or traumatic. None of the women considered the 

abuse enjoyable. One respondent answered "other." Again, she could not recall the 

experience and did not think she could rate her perception of the abuse. 

In general, most of the women found the abuse at the time it was occurring 

either very traumatic or somewhat traumatic, and for most women that perception per

sisted into the present. None of the women found the abuse enjoyable. The only 

category with much difference over the years was the not unpleasant or traumatic 

category, which increased in frequency with time. 

Research Questions 

Each of the research questions was addressed in this section. For all of the 

research questions, the groups were divided to reflect those who had a childhood history 

of sexual abuse and those who did not. Relevant statistical information was also 

reported. For some of the questions, the groups were additionally divided with those 
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who had been sexually abused over less than 2 years and fewer than IS times being 

added to the nonabused group. Those remaining women formed the groups who had 

histories of childhood sexual abuse. 

Question 1 

The first research question asked whether women with a childhood history of 

sexual abuse had a significantly higher trait anxiety level than women who did not have 

a history of sexual abuse. The STAI was used to assess state and trait anxiety levels for 

both of the groups. 

The mean trait anxiety score for nonsexually abused women was 36.11 (SD = 

10.22, SEM = 2.34). The mean trait anxiety score for sexually abused women was 47.89 

(SD = 14.82, SEM = 3.49). Pooled variance estimates were t = 1.64, df = 35, two-

tailed probability = .11 (Table 8). 

Table 8. Results of Anxious Self-Statements Questionnaire (ASSQ) and State-
Trait Anxiety Inventory (STAI) 

ASSQ STAI-State STAI-Trait 

Sample Mean SD Mean SD Mean SD 

Nonsexually Abused* 74.00 16.12 34.63 12.23 36.11 10.22 
Sexually Abused** 86.44 28.70 45.50 16.49 47.89 14.82 
Less Abuse*** 73.48 15.32 35.22 11.30 37.15 10.01 
More Abuse**** 97.80 32.82 52.60 17.90 54.50 15.27 

* n = 19; ** n = 18; *** n = 27; **** n = 10 
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For the groups who were divided with the lesser abused victims placed in the 

nonsexually abused group, the mean trait anxiety score was 37.15 (SD = 10.00, SEM = 

1.93). The pooled variance estimates reached significance with this division of groups 

where t = 4.04, df = 35, two-tailed probability = .000. 

State anxiety levels were also calculated as it was part of the questionnaire. 

The mean state anxiety score for nonsexually abused women was 45.50 fSD = 16.49, 

SEM — 3.88). The mean state anxiety score for the nonsexually abused group was 34.63 

CSD = 12.23, SEM = 2.81). Pooled variance estimates reached significance at t = 2.92, 

df = 35, two-tailed probability = .028 (Table 8). 

Mean state anxiety levels with the groups redivided into lesser abused and 

more abused groups was 35.22 (SD = 11.30, SEM = 2.18) for the lesser abused group, 

and 52.60 CSD = 17.90, SEM = 5.66) for the more abused group. Pooled variance 

estimates reached significance with t = 3.53, df = 35, two-tailed probability = .001. 

So, the women with childhood histories of childhood sexual abuse did have 

higher trait anxiety levels when the scores were pooled. Using this method they also had 

higher state anxiety levels. Statistical significance was reached when the groups were 

redivided into more abuse and lesser to no abuse. 

Question 2 

This research question asked whether sexually abused women had a higher 

incidence of anxious self-statements than women who were not sexually abused in 

childhood. The ASSQ was used to assess this variable. 

The women with a childhood history of sexual abuse had a mean score of 

86.44 CSD = 28.70, SEM = 6.76). Women without a history of sexual abuse had a 



mean of 74.00 fSD = 16.12, SEM = 3.70). With pooled variance estimates, t = 1.64, 

df = 35, two-tailed probability = .110 (Table 8). 

With the groups divided into more and less sexual abuse, the more abuse 

group had a mean of 97.80 fSD = 32.82, SEM = 10.38). The lesser to no sexual abuse 

had a mean of 73.48 (SD = 15.32, SEM = 10.38). When pooled variance estimates 

were calculated, t = 3.09, df = 35, two-tailed probability = .004. 

Women with childhood histories, then, did score higher on the ASSQ than 

those who did not have a childhood history of sexual abuse. When the groups were 

divided into high abuse and low-to-no abuse, significant differences emerged. 

Question 3 

The third research question asked whether there were any patterns of anxious 

self-statements that differed between the women who were sexually abused and those 

who were not. The ASSQ was used for this question as well. 

A Pearson correlation coefficient was performed on each of the questions 

comparing them for significance. None of the questions reached significance. However, 

five of the questions approached significance with each being lower than g < .10. 

Question 8, which stated, "I wish I could die," neared significance with g < .076. 

Question 9, "I shouldn't feel this way," had a g < .082. Question 10, "I need help," had 

ag < .090. Question 12, "How will I handle myself," had a g < .087. And, lastly, 

Question 24, "I wish I could escape," also neared significance at g < .081. 
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Overall, none of the question reached significance, though several of them 

appeared to have a trend that neared significance. Larger sample sizes may have 

brought each of these to significance. 

Question 4 

This research question asked whether there were any correlations between the 

severity of sexual abuse, the perpetrator, and the length of time that the abuse occurred. 

There were not enough participants in this study to adequately perform statistical analysis 

on this question. However, having an n = 18 in the sexually abused group, with 13 

women reporting very severe sexual abuse, probably contributed to findings. Addition

ally, with the majority of perpetrators having been family members, this also could have 

contributed to the significant findings. Finally, with the mean number of years being 

10.06, it is thought that this also would have contributed to the higher results. 

Question 5 

The last research question asked whether there was any meaningful demo-

graphical data that could help to explain anxious symptomology. Because only a few of 

these items differed significantly between groups, statistics were not done on this 

information. 

The first question asked about age. Although the between groups differences 

were significant, it is doubtful that this contributed to the findings. Considering the 

sexually abused group was older than the nonsexually abused group, and since past 

research has found anxiety to decrease with age, this is probably not significant. 
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The second variable, ethnicity, did not differ statistically between the groups. 

It is interesting to note that there no Native Americans filled out questionnaires. With 

the high population of native americans in the southwest, it was expected that more of 

these women would have been asked, just by simple probability. This variable probably 

did not contribute to differences. 

The third demographic variable was marital status. This also reached statistical 

significance between groups for differences. However, more of the sexually abused 

women were married, or had been married. Since past research found that these women 

have difficulty in relationships with others, it is unlikely that marital status was significant. 

If anything, it was more significant that more of these women were in committed 

relationships than the nonsexually abused women. 

The fourth variable, employment, was also not significant. More of the sexually 

abused women were employed, whereas most of the nonsexually abused women were 

students. This would be expected since the mean age for the sexually abused group was 

significantly older than the nonsexually abused women. This is also probably not 

significant. 

The fifth variable, income, did not differ statistically between the groups. The 

fifth variable, education, also did not differ statistically between the groups. 

Lastly, education also did not differ significantly between the groups. However, 

the level of education in the sexually abused group appeared generally higher. This 

variable also probably did not contribute to the differences noted. 
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Summary 

This chapter presented the statistical findings from this study. The significant 

differences between the groups for the demographical data was in age, marital status, 

and employment, with the women with childhood histories of sexual abuse showing more 

diversity in each of these areas. 

Most of the sexually abused women who answered the questionnaire had 

experienced "very serious abuse," which consisted of completed and attempted vaginal, 

oral, and anal intercourse, cunnilingus, forced and unforced sexual activity. Most of the 

perpetrators of the abuse were men who were related to the women. The highest 

perpetrator incidence came with strangers and biological or step/adoptive fathers. The 

mean age of the onset of abuse was 7.68, the mean age of the women when the abuse 

ended was 16.88, and the mean number of times the women were abused was 60.24, with 

the mean number of years the abuse occurred being 10.06. 

Most of the respondents found the sexual abuse "veiy traumatic" when it was 

happening. Many of them still found it "very traumatic, although some found it "not 

unpleasant or traumatic." 

State and trait anxiety scores were higher for women with histories of sexual 

abuse. These scores reached significance when the women who had not been abused 

over two years or 15 times were added to a low abuse group and compared to the 

remaining women in a high abuse group. 

The women with sexual abuse histories also had higher scores on the ASSQ. 

When again divided into high abuse and low abuse groups, the high abuse group had 
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statistically higher scores. There did not appear to be any specific patterns of anxious 

thoughts that were identifiable in this study. 

There were not enough participants in this study to correlate the severity of 

sexual abuse, the perpetrator, and the length of time that the abuse occurred. However, 

trends in the responses appeared to confirm that women who were sexually abused by 

a family member, who had been abused over at least 2 years, and who experienced "very 

serious sexual abuse," had higher trait anxiety scores and had higher scores on the ASSQ, 

indicating higher anxiety. 

Lastly, although no statistics were performed on demographical data, they did 

not appear to contribute to the findings. Chapter 5 presents a discussion of the findings 

from this chapter. 
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CHAPTER 5 

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 

This chapter presents a discussion of the findings in this study. The first 

section is a summary of the study, in which the purpose, the participants, the research 

questions, the questionnaire and instruments, and the results are addressed. In the 

second section, conclusions that can be draw about the results are discussed. Lastly, 

recommendations for counselors in clinical practice and further research are outlined. 

Summary 

Purpose of Study 

Childhood sexual abuse in adult women is a growing problem in our society. 

It has many adulthood clinical manifestations, with one of them being anxiety. Adult 

women with histories of sexual abuse (n = 18) were compared to adult women without 

histories of sexual abuse (n = 19). The Spielberger State-Trait Anxiety Inventory, the 

Anxious Self-Statements Questionnaire, and a sexual abuse questionnaire were used to 

obtain information about the past abuse and present anxious symptomology. Women 

with histories of sexual abuse had higher levels of state and trait anxiety, and had a 

higher incidence of anxious thoughts. Patterns of anxious thoughts did not differ 

between the groups. Most women found the sexual abuse to be "very traumatic" at the 

time it was happening. For a few of the women, the traumatic impact of the abuse had 

decreased over time. There did appear to be a relationship between the perpetrator, the 
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length of abuse, and the severity of the abuse, although there were not enough women 

to calculate these differences. Demographical information did not appear to contribute 

to the differences between groups. 

Participants 

There were 19 women in the nonsexually abused group. In general, they were 

single females, primarily Anglo, with an average age of 26. They were largely 

undergraduate college students with incomes of lower than $10,000/year. 

There were 18 women in the nonsexually abused group. Overall, there was 

more diversity in this group. Typically, this woman was also Anglo, but with an average 

age of just over 37 1/2. Most were single, employed professionals, earning more than 

$10,000/year. Most were also educated women, either undergraduates in college, or 

holding bachelor's or graduate degrees. 

In a comparison of these two groups, they both were primarily Anglo-

American. The sexually abused group was significantly older than the nonsexually abused 

group. Marital status also reached statistical significance, with more women from the 

sexually abused group being either married or having a history of divorce. The groups 

also differed significantly in employment. While most of the nonsexually abused women 

were college undergraduate students, most of the sexually abused women were employed, 

and many in a professional capacity. The groups did not differ statistically in terms of 

income; however, in looking at the data, the sexually abused group had a wider spread 

of incomes, and in general, appeared to earn more than the women in the nonsexually 

abused group. The groups also did not differ in terms of education, although the 
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sexually abused group was more often employed, and the nonsexually abused group was 

primarily comprised of college undergraduate students. 

It was unusual that only two of the women were of Hispanic descent, and that 

no Native Americans completed questionnaires. With southern Arizona having relatively 

high numbers of each of these ethnic populations, it was anticipated that more women 

from these populations be represented. Additionally, it was surprising that only one 

Afro-American woman completed the questionnaire, although relatively speaking there 

are not many Afro-Americans in this area. If more Afro-American, Hispanic, and Native 

Americans had completed the questionnaires, the results may have been more striking. 

Since the incidence of childhood sexual abuse is the highest within the Afro-American 

culture, data from this population would have been quite valuable. 

Research Questions 

Five research questions were asked in this research study to identify whether 

a childhood history of sexual abuse had significant psychological impact on adult women. 

Specifically, anxious symptomology was addressed in terms of cognitive schemas, and 

state and trait anxiety. A sexual abuse questionnaire was adopted that addressed several 

variables related to childhood sexual abuse, and her subjective perception of the 

experience in the present and at the time it was happening. Additionally, demographical 

information was obtained to identify whether these variables had any impact on the 

outcomes of the study. 
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Sexual Abuse Questionnaire 

The sexual abuse questionnaire was adopted from Russell's (1983) verbal 

interview schedule to identify whether any of the results she obtained could be 

duplicated in this study. The questions pertained to type of abuse, the sex of the 

perpetrator, the relationship of the perpetrator, the ages of the respondents when the 

sexual abuse began and ended, the approximate number of times the abuse occurred and 

the approximate number of years the abuse occurred, and the respondents perception 

of the abuse at the time it was occurring and her current perception. 

These variables were assessed to identify whether any of them, individually or 

in combination contributed to differences in the findings. These results will be discussed 

further in this chapter. 

Anxious Self-Statements Questionnaire 
and State-Trait Anxiety Inventory 

The ASSQ (Kendall & Hollon, 1989) and the STAI (Spielberger et al., 1983) 

were assessed to identify whether significant differences would emerge between the 

women with a childhood history of sexual abuse and those who did not have a childhood 

history of sexual abuse. 

Specifically, the STAI assesses individuals' tendency to be anxious. Hie state-

anxiety scale assesses immediate anxiety, while trait-anxiety assesses the proneness of 

people to generally anxious. Those women who score higher on the trait anxiety scale 

of the STAI would be thought to have a higher incidence of anxious self-statements. 

The results of these questionnaires are addressed later in this chapter. 
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Results 

The results of the statistical analysis used to test the research questions 

revealed that for adult women, a childhood history of sexual abuse did have longterm 

effects on anxious symptomology. Several observations of the data that were not 

statistically significant also tended to support these findings. 

The first research question asked whether women with a childhood history of 

sexually abuse had significantly higher trait anxiety levels than women who did not have 

a history of sexual abuse. With the groups divided into women with childhood histories 

of sexual abuse, and those without a history of sexual abuse, the findings were not sig

nificant, yet trends in the responses appeared to support the hypothesis that women with 

histories of childhood sexual abuse had higher trait anxiety levels than those without it. 

With prior research partially supporting the notion that the longer the abuse has 

occurred, and the more times it has occurred, the more likely it was to have long-lasting 

psychological consequences, the groups were redivided into higher abuse and lower-to-

no abuse. From statistical calculations on these two groups, significant differences did 

emerge, with the higher abuse group showing higher levels of both trait and state anxiety 

levels. 

The second research question asked whether women with a history of 

childhood sexual abuse had higher incidences of anxious self-statements. With the 

groups divided into no abuse and a history of abuse, the finding did not reach statistical 

significance. However, trends in the research appeared to support the hypothesis that 

the women with histories of sexual abuse had higher incidences of anxious self-

statements. With the groups redivided into high abuse and low abuse groups, significant 
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differences were found, with the high abuse group having a higher incidence of anxious 

thoughts. 

The third research question asked whether there were any patterns of anxious 

self-statements that differed between the two groups. The ASSQ was used to assess this 

variable. No statistically significant differences emerged between the two groups; 

however, several questions neared significance. The questions that asked "I wish I could 

die," "I shouldn't feel this way," "I need help," "How will I handle myself," and "I wish I 

could escape" were each rated with higher frequency in the group of women with 

histories of childhood sexual abuse. 

The fourth research question asked whether there were any correlations 

between the severity of sexual abuse, the perpetrator, and the length of time the abuse 

occurred. There were not enough participants in this study to adequately perform 

statistical tests on this question. However, with a high incidence of women reporting 

"very serious sexual abuse," with a majority of the perpetrators being reported as family 

members, and with the mean number of years of abuse being just over 10, this could 

very well have contributed to the higher results. 

The last research question asked whether there was any meaningful demo-

graphical data that could help to explain anxious symptomology. Because only a few of 

these items differed significantly between groups, statistical analyses were not performed. 

It is unlikely that the questions which differed, age, marital status, and employment, 

contributed to the differences. Past research had shown that anxiety tends to decrease 

with age. In this study, with the sexually abused group having a higher mean age, it is 

unlikely that this accounted for the difference found in the anxiety questionnaires. 
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This research study has addressed differences in women who been sexually 

abused in childhood with those who did not have a childhood history of sexual abuse. 

Some significant findings emerged. The conclusions that emerged are discussed in the 

next section. 

Conclusions 

Numerous conclusions can be gleaned from this research. Several of them 

support the conclusions from past research, with others being unique to this study. 

Theoretically speaking, because the women who had been sexually abused 

experienced traumatic events, it was thought that they would have a tendency to view 

the world as dangerous and frightening. It was also believed that they would experience 

higher levels of generalized anxiety, or trait anxiety, and that they would have more 

anxious thoughts than women who did not have a history of sexual abuse. It was also 

hypothesized that the women who had been abused the longest, and the most number 

of times would have higher levels of anxiety and anxious thoughts than women who had 

been abused for only a few times, over a relatively short period of time. Finally, it was 

believed that the woman's subjective perception of the experience would influence the 

way she continues to view the world. For the most part, these hypotheses were validated 

in this study. 

First, the groups did differ in respect to the scores obtained on the state and 

trait anxiety scales, with the women with histories of sexual abuse scoring higher on each 

of these measures. They did not differ significantly when the groups were divided in 

terms of abuse and no abuse. They did, however, differ statistically when divided into 

higher abuse and lower abuse groups. It appeared that length of time and number of 
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times abused contributed to significance. So, for those who were abused for a short 

time or a few number of times, longterm effects on anxiety levels were not significant. 

This appeared to support the notion that the longer the abuse occurred, and the more 

number of times a woman was abused, the more likely she would experience longterm 

effects of the abuse, and in this case, anxious feelings. 

Second, the higher abuse group did have a higher incidence of anxious 

thoughts than the lower abuse group. Since the higher abuse group also scored higher 

on the trait anxiety scale, this is an expected result. Unfortunately, there were not 

significant differences in patterns of anxious thoughts. This could have been due, in 

part, because there were so few women in each of the groups. Had there been more 

women, this may have reached significance. 

It also could have been that the ASSQ did not adequately assess the content 

of the anxious thoughts in sexually abused women. Clark (1988) stated that the accuracy 

of structured self-statement questionnaires may "rely on recognition rather than on recall 

processes" (p. 3). If this is true regarding this study, it could be that patterns of anxious 

thoughts within the questionnaire were not found to be significant because the 

statements in the questionnaire did not closely enough reflect the inner experiences of 

the women. 

Third, many of the women were abused by a family member, and in most cases 

by more than one family member. Many of the women had more than one perpetrator 

of the abuse, and experienced more than one type of abuse, from molestation to 

penetration. These two factors also may have contributed to the findings. It has been 

suggested that abuse which involves more intimate contact is found to be more traumatic 
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to the victims, in addition, perpetrators who are close to the victim appear to affect 

more trauma (Browne & Finkelhor, 1986). These factors could have been true in this 

study as well, accounting for some of the differences between the higher abuse and the 

lower abuse groups. 

Fourth, the women with histories of sexual abuse tended to perceive the 

experiences as "very traumatic" at the time it was happening. A few of them did change 

their answers from the time it was happening to the present. This seemed to confirm 

the theoretical premise that individual perceptions of the world can change over time. 

It also appeared to coincide with the finding that people can get stuck at certain 

developmental phases where trauma has occurred, thus impeding further development. 

Hence, these women could be stuck in more primitive thinking modes, activated by the 

abuse, and correlating with the time of extreme stress. 

Finally, it can only be conjectured that had there been more variability in the 

demographical data, that the results may have been different. The sexually abused 

group, in general, did have greater variability in terms of demographical data. There was 

a greater age range, great disparity in incomes, more differences in employment status, 

and they were generally more educated. Few differences existed in relation to ethnicity. 

Both groups were primarily Anglo-Americans. The results did not appear to conclude 

that differences in these factors contributed to the outcomes. 

With greater variability in both of the groups in terms of ethnicity, then some 

of the differences may have been contributed to this factor. If there were greater 

variability on all of the demographical elements, then they may have come closer to 

resembling a normal curve. Hence, more generalizable results may have been attained. 
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Recommendations 

Several recommendations based on this study are made to researchers and 

counselors working with women with a history of sexual abuse. 

Recommendations for Counselors 

First, women with histories of sexual abuse do have higher levels of trait 

anxiety. This must be understood in terms of the cognitive schemas that these women 

have developed as a result of the abuse. With women presenting with clinical 

generalized anxiety symptomology, it is recommended that the clinician inquire about 

past histories of sexual abuse. 

Second, because women do not recall specific details of the past abuse, it does 

not mean that they have not been abused. Questionnaires were returned in which the 

women believed that they had been sexually abused, although they could not recall by 

whom, when it was, or their experience of it. It is suggested that these women be 

viewed in the light that they had been sexually abused, and that their feelings be 

validated. 

Third, if the perpetrator was a family member (i.e., father, step/father, uncle, 

grandfather, cousin, etc.), it is likely that these women will experience greater clinical 

manifestations. Likewise, if the abuse took place over several years and happened on 

numerous occasions, it is likely that the woman will experience more psychological 

distress. 

Fourth, sexually abused women had a higher incidence of anxious thoughts. 

These self-statements would appear to contribute to the experience of anxiety these 

women have, and reflect their self-schema. If the counselor can identify the dangerous 
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and threatening themes in the woman's schema, then she can begin to challenge the 

reality of these themes in the present. 

Fifth, if the issues of sexual abuse are forefront for the woman, it is likely that 

she will have regressed to a more primitive cognitive schema. Working with these 

women can be quite difficult, as they do not relate to the world from an adult schema, 

but rather, from an earlier schema, depending upon when the abuse began for her. 

With this in mind, the counselor can assist the woman to increase her coping skills and 

develop a more mature cognitive schema by working through the cognitive developmental 

stages that she did not work through in her childhood. 

Recommendations for Researchers 

A few recommendations for researchers are included to identify ways in which 

this study could be modified for future research. 

First, it is recommended that this study be replicated with larger groups. It is 

also suggested that both groups contain greater variability than the groups did here, and 

that they be matched on demographical variables. This would definitively rule out that 

these variables contributed to the differences in the findings. 

Second, it is recommended that an anxious self-statement questionnaire be 

developed that would assess this domain better than the present one did. It is hoped 

that a questionnaire could be developed that would differentiate anxious schemas based 

on the impact of past sexual trauma. It is thought that these women differ in this area, 

but this questionnaire did not bring out significant differences in cognitive thoughts. 

Third, it is recommended that the process these women go through that 

changes the perception of the abuse from 'Very traumatic" to a lesser threatening 
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perception be addressed. Because several of the women's perceptions had changed from 

the time of the abuse to the present, it is thought that a variable other than time 

accounts for this shift. To address this in research could have profound clinical 

recommendations. 

Women who were sexually abused in childhood are being recognized in our 

society as a growing population. They include up to 50% of clinical populations. With 

insurance plans changing to managed care systems, clinical ways to work with these 

women over relatively brief periods of time need to be addressed. One of the ways to 

do this could be through the use of a cognitive-behavioral modality. However, and 

further research must be done to identify helpful techniques and therapeutic approaches. 

If we do not address the needs of these women, we as a society will be faced 

with the prospect of having many psychiatrically disabled women who will not be able 

to contribute to the community at large. We cannot afford to support the numbers of 

women that this would include, and we need to find ways to help these women be 

productive members of our society. It would be senseless to regress to Thomas Szasz' 

The Age of Madness (1973), yet we cannot progress forward on our current fund of 

knowledge. 

The women who were sexually abused did not ask for or want the abuse. As 

an altruistic society we are called to help these women in whatever way we can. The 

answer lies in further research and clinical recommendations. We owe it to ourselves, 

and to them. 



APPENDIX A 

QUESTIONNAIRE 
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My name is Rachel Hilgeford, B.A., and I am a graduate student in the Counseling and 
Guidance Department at the University of Arizona (phone 621-3218). These question
naires are part of my masters thesis. 

This is a study that is looking at the way you think and feel. Participation is strictly 
voluntary. If at any time during filling out these questionnaires you do not want to 
continue, you are free to stop answering the questions. Simply turn this back into the 
researcher. If you complete the questionnaire, I will understand that you have given 
your consent to fill it out. 

This is an anonymous study and confidentiality will be maintained. This questionnaire 
does not ask for any identifying information, such as your name, address, or phone 
number. Please do not leave this information anywhere on the questionnaires. 

If, while filling out this questionnaire or after completion, you find that this touches on 
personal issues and you need to talk to someone about them, I am available to talk to 
you about what you are experiencing. I will give you a referral for on-going counseling, 
if needed. 

If you have any questions about this research project, you may call the Human Subjects 
Committee office at 626-6721. 

Thank-you for your participation. 



PERSONAL INFORMATION 

AGE 
(specify) 

ETHNICITY 
Anglo 
Mexican-American/Hispanic 
Afro-American 
Native American 
Asian-American/Pacific Islander 
Other (specify) 

MARITAL STATUS 
Single 
Married 
Divorced/Separated 
Widowed 

EMPLOYMENT 
Professional/Technical 
Semi-Skilled 
Homemaker 
Student 
Service Worker 
Clerical/Sales 
Foreman/Craftsman 
Unskilled 
Other (specify) 

INCOME 
Under $9,999 
$10,000-$19,999 
$20,000-$29,999 
$30,000-$39,999 
Over $40,000 

EDUCATION 
Less than High School 
High School 
Some College/Technical or Associate Degree 
College Graduate (Bachelor Degree) 
Graduate School/Degree 
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SEXUAL ABUSE QUESTIONNAIRE 
(adapted from Russell, 1983) 

In answering these questions, please consider all of the times you believe you were 
sexually abused prior to turning 1ft years old. 

1. The type of sexual abuse I experienced was: 
a. none (please skip this and next page) 
b. completed and attempted vaginal, oral, anal intercourse, cunnilingus, 

analingus, forced and unforced 
c. completed and attempted genital fondling, simulated intercourse, digital 

penetration, forced and unforced 
d. completed and attempted acts of intentional sexual touching of buttocks, 

thigh, leg, or other body part, clothed breasts or genitals, kissing, forced 
and unforced 

e. other (please explain) 

2. The person I was sexually abused by was: 
a. male 
b. female 

3. The person I was sexually abused by was: (mark all that apply) 
a. biological father 
b. step/adoptive father 
c. grandfather 
d. brother 
e. uncle 
f. in-law 
g. first cousin 
h. other male relative 
i. biological mother 
j. step/adoptive mother 
k. grandmother 
1. aunt 
m. sister 
n. other female relative 
o. stranger 
p. acquaintance 
q. friend of family 
r. friend of respect 
s. date 
t. boyfriend/lover 
u. authority figure 
v. other (please specify) 



I was years old when the sexual abuse started. 

I was years old when the sexual abused ended. 

I was sexually abused times, (approximately how many, if you know) 

I was sexually abused over years, (approximate number) 

I considered the sexual abuse at the time it happened as being: 
a. very traumatic 
b. somewhat traumatic 
c. unpleasant 
d. not unpleasant or traumatic 
e. enjoyable 
f. other (please specify) 

I consider the sexual abuse now as: 
a. very traumatic 
b. somewhat traumatic 
c. unpleasant 
d. not unpleasant or traumatic 
e. enjoyable 
f. other (please specify) 



APPENDIX B 

HUMAN SUBJECTS APPROVAL LETTER 



87 

W.irri'n i Hide 
i in. son. Ari/on.i 
••iPi h2b-h72l i»r n>."" 

Rachel A. Hilgeford, B.A. 
c/o Betty J. Newlon, Ph.D. 
Counseling & Guidance, FCR 
Education Building (Room 218) 
Main Campus 

RE: HSC A91.99 STATE VS. TRAIT ANXIETY IN SEXUALLY ABUSED WOMEN: 
AN EXPLORATORY STUDY 

Dear Ms. Hilgeford: 

We received your revised subject waiver for your above referenced 
study. The procedures to be followed in this study pose no more 
than minimal risk to participating subjects. Regulations issued by 
the U.S. Department of Health and Human Services [45 CFR Part 
46.110(b)] authorize approval of this type project through the 
expedited review procedures, with the condition(s) that subjects' 
anonymity be maintained. Although full Committee review is not 
required, a brief summary of the project procedures is submitted to 
the Committee for their endorsement and/or comment, if any, after 
administrative approval is granted. This project is approved 
effective 17 October 1991 for a period of one year. 

The Human Subjects Committee (Institutional Review Board) of the 
University of Arizona has a current assurance of compliance, number 
M-1233, which is on file with the Department of Health and Human 
Services and covers this activity. 

Approval is granted with the understanding that no further changes 
or additions will be made either to the procedures followed or to 
the consent form(s) used (copies of which we have on file) without 
the knowledge and approval of the Human Subjects Committee and your 
College or Departmental Review Committee. Any research related 
physical or psychological harm to any subject must also be reported 
to each committee. 

A university policy requires that all signed subject consent forms 
be kept in a permanent file in an area designated for that purpose 
by the Department Head or comparable authority. This will assure 
their accessibility in the event that university officials require 
the information and the principal investigator is unavailable for 
some reason. 

Sincerely yours, 

^^Denny^M. D. 
Chairman 
Human Subjects Committee 

cc: Departmental/College Review Committee 

ThL Umups;:'. or 

A 
I Jum.in Mjhii'ii Lommiin-

I nL UNI\ LI- > , t ( If 

ARIZONA 
October 17, 1991 Hi-urn Senses CfSHU 
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