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Abstract 

Child sexual abuse (CSA) is associated with devastating short- and long-term 

consequences for the individual victims and their families, with significant costs to 

society also documented. Post traumatic stress disorder (PTSD) has been found to be 

one of the most significant clinical consequences of CSA, with symptoms persisting 

into adulthood, especially if left untreated.  Treatment outcome studies have examined 

the efficacy of individual trauma-focused cognitive behavioural therapy (CBT) 

treatment models as a means of alleviating these symptoms in children. However, 

little research exists in testing the efficacy of group treatment programs, or the 

specific cognitive processes that maintain PTSD symptoms in these children.  

The current research involved 56 children aged 8 to 12 years and their carers. 

Each child had experienced substantiated sexual abuse.  The diagnostic criteria for 

PTSD and other psychopathologies associated with CSA were assessed by diagnostic 

clinical interview (the Anxiety Disorder Interview Schedule). This data were 

complemented by carer reports of their own functioning and the child’s symptoms as 

well as the child reports of their own functioning on psychometric measures.  

Two studies were conducted using these children.  In Study 1, maladaptive 

interpretative biases in children with PTSD were examined, and in Study 2, the 

efficacies of two CBT group programs were evaluated. In Study 1, seven ambiguous 

scenarios describing different social, physical and environmental (i.e., events at 

school or home) situations were presented to children with PTSD (N = 26) and a non-

clinical control group (N= 20). The group with PTSD reported greater threat bias and 

avoidance (event was unlikely to occur again) when compared to the non-clinical 

control group. These responses occurred in situations of perceived social or physical 

threat, but not in the home or school.  
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The two 12-week group treatment programs aimed to alleviate the symptoms 

of PTSD in children. Treatment program 1 (N =26) used standard cognitive 

behavioural techniques and treatment program 2 (N = 16) incorporated sessions that 

targeted specific cognitive interpretative threat biases found in Study 1. The post-test 

outcomes were compared to children in a wait-list control group (WLC; N = 14). 

Group effects showed a significant reduction in PTSD symptoms in the active 

treatment conditions compared to the WLC, according to information obtained from 

the diagnostic interview at post-test and 3- and 6-month follow-up. There were no 

significant differences between the two treatment programs when compared to a WLC 

in reducing child self-report symptoms of PTSD. No significant reduction in 

symptoms of other psychopathologies reported at pre-test by either the child or carer 

were found. Further, no change was found in interpretative threat bias for either 

treatment program or the WLC at post-test or follow-up, suggesting that cognitive 

processes did not change following a treatment that specifically targeted these in a 

group setting. 

The impact of additional child psychopathologies was investigated in 

conjunction with demographic and carer characteristics, to distinguish the profiles of 

children and their families who benefited or failed to benefit from the treatment 

programs. Problems were noted in the assessment of these children, with poor carer-

child agreement found overall across most measures, in addition to poor agreement 

across measures which were seemingly assessing the same constructs (especially 

PTSD symptoms). Analysis of individual child and carer profiles suggested that 

children who were younger, female, reported sexual abuse only and who were living 

in the biological family, with high social support and strong parental attachment 

improved following a group treatment program. However, older children who 
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reported multiple abuse types (i.e., sexual, physical, emotional or witness to domestic 

violence), isolation, and who resided in foster care placements tended to remain 

unchanged or deteriorated following the group treatment.  

The caregiver’s own functioning proved to be an influential variable in the 

assessment of the child’s functioning and treatment outcome, with those reporting 

higher levels of parental stress also reporting more behavioural difficulties in their 

children. These data suggest that the use of group treatment with a focus on the 

caregiver’s functioning may be more effective in community settings for a sub-group 

of children and their carers. However, for those children who failed to benefit from 

the group treatment, individual targeted treatment programs with a specific focus on 

the trauma and cognitive processes is recommended.  

Together with treatment programs carefully designed to assist children with 

complex needs, parental attachment, the carer’s own functioning and improving social 

networking are critically important issues to consider in future research.  
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CHAPTER 1 

Introduction 

 

 Child sexual abuse (CSA) is a social problem that occurs across all cultures, ages 

and socioeconomic backgrounds (Becker & Skinner, 1983; Carey, Walker, Rossouw, 

Seedat, & Stein, 2008; Grinker & Spiegel, 1943; Myers et al., 2002). CSA can lead to 

adverse short- and long-term consequences that can significantly affect the 

individual’s social, cognitive and psychological development, as well as cause long-

lasting psychiatric difficulties and functional impairment (Danielson, de Arellano, 

Kilpatrick, Saunders, & Resnick, 2005; Finkelhor, 1990; Gomes-Schwartz, Horowitz, 

& Cardarelli, 1990; Warner, 2009; Wolfe & Wolfe, 1988). The cost to society is well 

documented, with a recent report highlighting that the cost of child abuse in Australia 

extends into the billions of dollars if such things like health system costs, educational 

assistance, preventive programs, productivity losses and government expenditure are 

accounted for (Taylor et al., 2008). Historically, clinical case studies have provided 

descriptions of the physical, emotional and psychological consequences of CSA (e.g., 

Giarretto, 1978; Kraft-Ebing, 1886/1965). However, little research attention was 

focused on child sexual abuse until the late 1970’s and early 1980’s when data 

detailing the prevalence of CSA in community and university samples increased 

public awareness, prompting further research and public policy attention (Finkelhor, 

1979; Wyatt, 1985).  

 Since the 1980’s, researchers from fields including psychology, medicine, 

sociology, social work, and anthropology have examined CSA and have described 

significant behavioural and psychological problems that occur in children as a 

consequence of CSA. Symptoms reported include post traumatic stress, problematic 
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externalising behaviours, inappropriate sexual behaviour, social withdrawal, sleep 

difficulties, emotional problems (including anger, shame and guilt), school 

difficulties, poor self-efficacy, low mood, dissociation and suicidal ideation 

(Danielson et al., 2005; Diehl & Prout, 2002; Lev-Wisel, 2008; Nelson et al., 2002; 

Saywitz, Mannarino, Kendler et al., 2000). Physiological symptoms, such as 

headaches and stomach complaints, are also part of the sequelae of CSA (Arnow, 

Hart, Hayward, Dea, & Taylor, 2000; Fisher & Friedrich, 2001).  

   Evidence exists that children who have been sexually abused have an increased 

vulnerability to develop the psychiatric condition of post traumatic stress disorder 

(PTSD) (e.g., Kaplow, Dodge, Amaya-Jackson, & Saxe, 2005; Kendall-Tackett, 

Williams & Finkelhor, 1993; King et al., 2003). Symptoms of PTSD are present in 

many children who have suffered CSA (Kendall-Tackett et al.), with estimates 

suggesting that between 15% and 48% of children who have experienced sexual abuse 

meet the full diagnostic criteria of PTSD as defined by the Diagnostic and Statistical 

Manual of Mental Disorders (DSM) or the International Statistical Classification of 

Diseases and Related Health Problems (ICD) (Deblinger, McLeer, Atkins, Ralphe, & 

Foa, 1989; Kendall-Tackett et al.; McLeer, Deblinger, Atkins, Foa, & Ralphe, 1988; 

McLeer, Deblinger, Henry, & Orvaschel, 1992). The highest rates of PTSD are found 

in children who have been sexually abused by a biological parent or have experienced 

multiple types of abuse, including ongoing chronic physical and sexual abuse (Hetzel 

& McCanne, 2005).  

 Despite current research efforts, there are several fundamental issues about CSA 

that remain unresolved or have produced controversy in the literature. In particular, 

the term child sexual abuse has never been unequivocally defined. Each word in the 

term has been operationalised differently by researchers, clinicians, agencies and 
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policy makers alike. Little clarity also exists regarding the factors involved in 

understanding the phenomenology of clinical symptoms in children following sexual 

abuse. Ambiguity in definition, and the lack of understanding with respect to the 

phenomenology of the consequences of childhood sexual abuse, has complicated 

clinical, research and legal work in this area, making it difficult to compare the results 

of research studies inhibiting the creation of a useful body of literature.   

 The current research aims to increase clarity with respect to some of these issues. 

Children aged between 8 and 12 years who had experienced sexual abuse and a non-

offending caregiver were included in the study. Study 1 examined threat-based 

cognitive biases in children who had been sexually abused. These biases have been 

implicated in the causation and maintenance of PTSD (Meiser-Stedman, Dalgleish, 

Glucksman, Yule & Smith, 2009). In this study, children who had experienced sexual 

abuse were compared to a comparison group on a cognitive interpretative bias task 

adapted from previous research (Barrett, Dadds, & Rapee, 1996). The second study 

compared children who have experienced CSA and suffer with PTSD in one of two 

cognitive behavioural treatment (CBT) intervention programs. The effectiveness of 

these programs was compared to a waitlist control group. In the first intervention 

program, the emphasis was placed on cognitive behavioural techniques (designed to 

aid symptom reduction) and relapse prevention (safety skills development designed 

for the prevention of further abuse). The second intervention program tested a 

cognitively enhanced treatment model based upon findings from Study 1.  This 

intervention was designed to achieve further reductions in psychopathology, 

particularly PTSD, by targeting interpretative bias. A 6-week waitlist control 

condition (WLC) was utilised for the treatment study to compare treatment outcome 

effects. Symptoms of PTSD and other indicators of child psychopathology and 
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functioning including interpretative cognitive bias were assessed pre, post, 3 and 6 

months following treatment to determine the short term effectiveness of each 

program. Carer functioning and the carer’s level of psychopathology were also 

assessed across these testing phases to determine whether the program also produced 

improved psychological outcomes for these individuals.  

Summary of Thesis Chapters 

 The thesis is organised into nine chapters. Chapter 2 reviews the literature 

specific to child sexual abuse, providing an historical overview and a discussion of the 

difficulties reported when defining child sexual abuse in the literature. Chapter 2 also 

examines the environmental consequences of CSA, its epidemiology, short- and long-

term consequences, and the characteristics associated with the severity of symptom 

expression and prognosis following sexual abuse. Chapter 3 describes PTSD and 

identifies the current diagnostic criteria of PTSD. This chapter also discusses the 

comorbidity of PTSD, risk factors associated with severity of the expression of 

symptoms, developmental features and physiological effects. In addition, the current 

theories of PTSD are reviewed, with emphasis on cognitive behavioural 

conceptualisations. Chapter 4 reviews standardised assessment measures currently 

used for PTSD and CSA, and describes the treatment efficacy studies which have 

used cognitive behavioural therapy (CBT) in both group and individual formats to 

treat symptoms of PTSD in these children. Chapter 5 describes the methodology used, 

and specific demographic information describing the participants for the current 

research. Chapters 6 and 7 describe the two studies conducted, with Chapter 6 

consisting of a study of interpretative threat-related bias and Chapter 7, the 

intervention studies. Chapter 8 provides a qualitative evaluation of individual change 

in children and carers. This includes evidence of reliable and clinically significant 
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change due to treatment effects. Chapter 9 summarises and interprets the major 

findings of the study and discusses the implications for theory, clinical practice and 

future research.  
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CHAPTER 2 

Child Sexual Abuse 

 

This chapter reviews relevant literature relating specifically to child sexual 

abuse (CSA), including an historical overview of the research, challenges in 

definition, epidemiology, risk factors and clinically relevant consequences.  

Historical Overview of Child Sexual Abuse 

 The first research of the effects of child sexual abuse was conducted in the 

United States, the United Kingdom and Australia. Research published in the last 10 

years, however, has originated from many countries including South Africa (e.g., 

Jewkes & Abrahams, 2002), Sweden (e.g., Carlstedt, Forsman, & Soderstrom, 2001), 

China (e.g., Yimin et al., 2002), Philippines (e.g., Acebes-Escobal, Nerida, Chez, 

2002), Hong Kong (e.g., Tang, 2002), Mexico (e.g., Diaz-Olavarrieta, Ellerston, Paz, 

de Leon, & Alarcon-Segovia, 2002), Switzerland (e.g., Niederberger, 2002), Ireland 

(e.g., Nolan et al., 2002) and Palestine (e.g., Haj-Yahi & Tamish, 2001), highlighting 

that child sexual abuse is a significant international problem.  

 Until recently, the research that examined the consequences of child sexual 

abuse disproportionately consisted of retrospective studies examining adult women 

who had been victimised in childhood. In the 1970’s for example, adult women began 

providing accounts of their sexual trauma experienced in childhood (Armstrong, 

1977; Rush, 1974). These clinical accounts focused mainly on father-daughter incest 

and were linked to the emerging women’s liberation movement of the time.  In early 

research, male victims were largely ignored and incestuous abuse was given 

significant prominence in shaping research agendas and driving social policy when 

compared to other forms of sexual abuse (Mullen, King, & Tonge, 2000). 
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Consequently, during that time, resources were mostly spent on examining and 

treating adult survivors rather than on the treatment of children and prevention.  

 The 1980’s saw an increased public awareness and research interest in CSA. 

However, the definitions of CSA were broad, with no distinctions made between non-

contact versus contact CSA or incestuous versus non-incestuous CSA (Mullen et al., 

2000). This resulted in the media often giving the impression that vast numbers of 

women had been exposed to incestuous abuse, producing an escalation of CSA 

allegations from women who had suffered abuse as children (Mullen et al., 2000). 

In the 1990’s, the focus shifted to child victims of CSA, and reliable data on 

the prevalence and different types of CSA were obtained. This period saw a 

significant increase into well-designed studies into CSA which began to correct some 

of the fears and claims of the previous two decades. Research focused on specific 

types of child victims, such as preschoolers, boys, or those who had experienced 

specific types of abuse. Well-designed treatment outcome studies were reported (e.g., 

Cohen & Mannarino, 1996, 1998b; Deblinger, Lippman, & Steer 1996; Deblinger, 

Steer, & Lippman, 1999; King et al., 2000).  The majority of these studies continue to 

be influential in guiding current treatment.  

Challenges in Defining Child Sexual Abuse 

There is currently no universal definition of child sexual abuse (Cichetti & 

Toth, 1995; Haugaard, 2000), with substantial disagreement found among researchers, 

clinicians, government bodies, and lawmakers. Difficulty with the definition 

highlights the existence of the heterogeneous nature of the population. As mentioned 

in Chapter 1, there are also substantial differences regarding what constitutes each 

term. For the term sexual there is general consensus that sexual behaviours range from 

non-contact sexual offences towards the child such as harassment, exhibitionism, 
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voyeurism, sexualised role-play and seductive behaviours, to direct-contact acts 

including fondling genitals, masturbation, oral intercourse, digital and/or anal 

penetration, and the use of the child for prostitution or pornography (American 

Academy of Child & Adolescent Psychiatry [AACAP], 1999; Beitchman, Zucker, 

Hood, da Costa, & Akman, 1991; Putnam, 2003). Whilst there is general consensus 

that certain acts are sexual, such as an adult having intercourse with a child, there is 

less agreement about other acts. For example, there is no consensus as to whether an 

adult appearing nude in front of a child constitutes problematic sexual behaviour or 

whether negative consequences will follow for that particular child.  

Controversy also surrounds the meaning of the term abuse. Some researchers 

have argued that abuse indicates the presence of harm (Rind, Tromovitch, & 

Bauserman, 1998) and consequently abuse may not be an appropriate term to describe 

adult-child non-contact sexual encounters (e.g., exhibitionism), from which no 

demonstrable physical harm can be observed. Historically, even the term child was 

problematic, with some considering a child to be below the age of 16 (Wurr & 

Partridge, 1996), while others defined children as being below 12 years, 17 years 

(Fromuth, 1986) or 18 years (Wyatt, 1985). Other researchers have argued that 

childhood should be defined based on biological, psychological or social development 

rather than chronological age. In Australia today it is generally accepted that a child is 

someone aged less than 16 years, providing some clarity around this term.   

Nevertheless, it is widely accepted that the central characteristic of any child 

abuse refers to the physical or psychological damage caused to the child by another or 

the failure of an adult to protect a child from such behaviour (Putnam, 2003). Refining 

this definition to incorporate sexual abuse remains difficult. Some examples of 
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definitions (broad and more specific) used by researchers, clinicians and agencies 

over time include:   

“Child sexual abuse is any act by a person having the care of the 

child, which exposes a child to, or involves a child in, sexual 

processes beyond his or her understanding or contrary to 

accepted community standards” (The Australian Institute of 

Health and Welfare, 2009, p. 100).  

 

“Child sexual abuse refers to sexual activity with a child where 

consent is not or cannot be given reflecting an unequal power 

relationship” (Hoch-Espada, Ryan, & Deblinger, p. 177, cited in 

Fisher & O’Donohue, 2006).  

 

“Child sexual abuse can be defined as any activity with a child 

before the legal age of consent that is for the sexual gratification 

of an adult or a substantially older child. These activities include 

oral-genital, genital-genital, genital-rectal, hand-genital, hand-

rectal, or hand-breast contact; exposure of sexual anatomy; 

forced viewing of sexual anatomy; and showing pornography to 

a child or using a child in the production of pornography” 

(Johnson, 2004, p.462).  

 

“Sexual abuse of children refers to sexual behavior between a 

child and an adult or between two children when one of them is 

significantly older or uses coercion. The perpetrator and the 

victim may be of the same sex or the opposite sex. The sexual 

behaviours include touching breast, buttocks, and genitals 

whether the victim is dressed or undressed; exhibitionism, 

fellatio, cunnilingus; and penetration of the vagina or anus with 

sexual organs or with objects. Pornographic photography is 

usually included in the definition of sexual abuse” (AACAP, 

1997, p. 38S).  

 

The use of such varying definitions in research and policy-making has had 

several consequences. First, studies have reported higher prevalence rates with broad 

definitions compared to what would have been reported with more restricted 

definitions. Consequently, the past decade has seen a dramatic increase in the number 

of reported cases of child abuse and neglect in Australia (Australian Institute of 

Health and Welfare [AIHW], 2009). Second, the broad definitions have identified 

children with experiences that are wide-ranging (e.g., frequency of the abuse, 
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perpetrator type, duration of the abuse and the type of sexual activity), leading to 

heterogeneous samples in treatment studies.    

Given these difficulties, ongoing debate regarding the best way to 

operationalise CSA continues. The heterogeneity of the abuse experienced clearly 

presents difficulties when defining homogenous characteristics that define CSA in 

children. For example, differences occur in the frequency of reported abuse, with 

some children experiencing a single episode and others multiple episodes. These 

differences are likely to obscure the significant consequences of those who experience 

chronic multiple forms (Haugaard, 2000). Descriptions that identify multiple criteria 

regarding the nature and extent of the experience of abuse, together with other 

variables such as age of the victim, the relationship of the perpetrator and the child’s 

reaction, appears the most useful means of describing individual experience of CSA.  

Child Sexual Abuse – The Environmental Context 

 Regardless of the difficulties in defining CSA, the clinical and research 

literature provides a framework to assist in building a profile of children who may be 

at greater risk of CSA. Factors such as gender, age of the child, extent to which a 

child is also disabled, socio-economic status, and information about the typical 

perpetrator and family constellation are helpful in providing a context or setting in 

which abuse is more likely to occur.  For example, girls are approximately three times 

more likely to experience CSA than boys (Ullman & Filipas, 2005; Watkins & 

Bentovim, 1992). However, boys tend to be under-represented in psychiatric samples, 

especially older boys who may be reluctant to discuss their experience (Lab, 

Feigenbaum, & DeSilva, 2000). Girls are more commonly victims of intra-familial 

abuse; boys of extra-familial abuse. The risk for CSA peaks at 6 to 7 years and 

plateaus around 12 years (around the age of puberty) (Black, Heyman, & Slep, 2001). 
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Physical disabilities such as blindness, deafness and mental retardation are associated 

with greater risk for CSA, because these disabilities impair the child’s ability to 

effectively communicate the experience of abuse to others (Finkelhor & Baron, 1996; 

Westcott & Jones, 1999).  No significant differences in social class or race have been 

found in reports of CSA, although it does exist for other forms of abuse such as 

physical abuse or neglect (Watkins & Bentovim, 1992). CSA tends to occur more 

frequently in socially deprived and disorganised families (Finkelhor & Baron, 1986), 

which may reflect a lack of supervision and inadequate care and protection of the 

child by the primary caregiver.  Male perpetrators predominate with approximately 

20% of perpetrators being female. Intra-familial cases are over-represented in the 

clinical investigations and are most commonly perpetrated by fathers, step-fathers and 

siblings. Extra-familial abuse is most commonly perpetrated by people known to, and 

trusted by, the family (e.g., neighbours, teachers, or babysitters) (Herbert, 2000).  

Epidemiology of Child Sexual Abuse  

Accurate statistics on the prevalence of child sexual abuse are difficult to 

obtain because of the problems with definition and under-reporting. However, there is 

general consensus among clinicians, researchers and child protection workers that 

child sexual abuse is not uncommon and is a serious problem worldwide.  

The Child Protection Australia 2007-08 Report (AIHW, 2009) described a 

rising rate of notifications of all types of child abuse, subsequent investigations and 

substantiations in Australia, especially over the past 4 years. Child protection 

notifications increased by 26%, from 252,831 in 2004-05 to 317,526 in 2007-08. The 

number of notifications that led to substantiated abuse notifications increased by more 

than 30% from 46,154 in 2004-05 to 60,230 in 2006-07, before a fall in 2007-08 of 

55,120. The recent decline in substantiations are reported to be potential indicators of 
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the success of family support services offered in jurisdictions as an alternative 

response to incidents considered less serious (AIWH, 2009). Family support services 

broadly encompass services offering information and referral options, 

psychoeducation and skill development counselling, mediation and therapy, 

residential and in-home support and advocacy (AIHW, 2001). Aboriginal and Torres 

Strait Islander children were over-represented in the child protection system, being six 

times more likely to be the subject of substantiations than other children in Australia 

(AIHW, 2009).  

Data specific to sexual abuse accounted for 10.1% of the overall substantiated 

cases of abuse for all children in 2007-08 (AIHW, 2009). In Queensland, 7.9% of 

children who were the subject of a substantiated notification in 2007-08 were sexually 

abused, with a figure similar to this (6.6%) found in Victoria. Substantiated sexual 

abuse cases in the other Australian states ranged from 18.2% in Western Australia to 

4.5% in South Australia. Even though sexual abuse was not the most prevalent type of 

abuse reported (emotional abuse was), these figures remain alarmingly high given the 

detrimental short- and long-term consequences of child sexual abuse to the individual, 

family and society as a whole.  

Consequences of Child Sexual Abuse 

Sexual abuse can significantly affect a child’s psychological, emotional, 

physical and social development. Post traumatic stress disorder (PTSD), attention-

deficit hyperactivity disorder (ADHD) and problematic sexualised behaviour 

(described as overt self-stimulation, inappropriate sexual overtures, compulsive talk, 

play and fantasy with sexual content) are the most frequently reported clinical 

presentations associated with CSA in childhood (Kendall-Tackett et al., 1993; Lev-

Wiesel, 2008). Additionally, children with histories of CSA may manifest significant 



Childhood sexual abuse and PTSD     13 
 

 

problems with behaviour, depression, anxiety, affect regulation, impulse control, 

somatisation, self-efficacy, cognitive processing and socialisation (Putnam, 2003). 

Consequently, many of these children experience high functional impairment in the 

short-term, resulting in deteriorating school performance and poor peer relationships.  

As children progress into adolescence and adulthood, more long-term 

behavioural patterns indicative of poor adult adjustment have been identified, 

including self-destructive behaviour, depression, anxiety, dissociation, feelings of 

isolation and stigma, poor self-esteem, problems with forming relationships, re-

victimisation, substance abuse, somatic complaints, inappropriate aggression, sleep 

disturbance, dissociative disorders, chronic pain and sexual maladjustment 

(Asmundson, Coons, Taylor, & Katz, 2002; Diehl & Prout, 2002; Fitzgerald et al., 

2008; Lev-Wiesel, 2008; Neumann, Houskamp, Pollock, & Briere, 1996; Noll, 

Trickett, Susman, & Putnam, 2006). Additionally, physical effects such as damaged 

tissue can occur but are likely to heal without scarring. Pregnancy and some sexually 

transmitted diseases can lead to lifelong and sometimes life-threatening consequences. 

The most common consequences of CSA in childhood and adulthood are described in 

Table 2.1 (table adapted from Johnson, 2004). 

While the deleterious effects of CSA have been widely reported, not all 

children who have been sexually abused suffer serious psychopathology (Tyler, 

2002). When evaluated with standardised psychometric measures, up to 40% of 

children who have experienced sexual abuse may present with few or no adverse 

psychological symptoms (Finkelhor & Berliner, 1995; Putnam, 2003; Tyler, 2002). 
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Table 2.1  

Clinical Features of Abuse in Children and Adults (Johnson, 2004) 

Consequences in childhood 

 

Consequences in adulthood 

Poor academic performance (Patel & Andrew, 2001) 

Anxiety (Haj-Yahi et al., 2001; Pillay & Schoubben-Hesk, 2001) 

Behavioural or psychological problems (Silovsky & Niec, 2002) 

Depression (Pillay & Schoubben-Hesk, 2001; Meyerson Long, 

Miranda, & Marx, 2002) 

Dissociation (Lev-Wiisel, 2008; Macfie, Cicchetti, & Toth, 2001) 

Distress (Myerson et al.; Pillay & Schoubben-Hesk, 2001) 

Emotional problems (Silovsky & Niec, 2002) 

HIV (Lalor, 2008; Manpoux, Berlioz, Pradier, Hass, & Boutts, 2002) 

Homeless, runaway (Rew et al., 2001) 

Hopelessness (Pillay & Schoubben-Hesk, 2001) 

Hostility (Haj-Yahi et al.) 

Neuroendocrine dysfunction (King, Mandansky, King, Fletcher, & 

Brewer, 2002) 

Non-epileptic seizures (Sharpe & Faye, 2006) 

Obsessive Compulsive Disorder (Haj-Yahi et al.) 

Paranoid Ideation (Haj-Yahi et al.) 

Pregnancy in Adolescents (trend) (Erdmans & Black, 2008; Gilston & 

Lancaster, 2008; Glazer-Rosoff, 1997) 

Psychotic behaviour (Psychoticism) (King et al., 2002) 

PTSD (Carey et al., 2008; Estes & Tidwell, 2002; Hall, Mathews, & 

Pearce, 2002; Romero et al., 2009) 

Sexualised behaviour (Estes & Tidwell, 2002; Hall et al.) 

Sleep Disturbance (Noll et al., 2006) 

Adjustment problems (males) (Kelly, Wood, Gonzalez, MacDonald, 

& Waterman, 2002) 

Anorexia nervosa (Carter et al., 2006) 

Anxiety (Gibb et al., 2007; Molnar, Buka, & Kessler, 2001; Nelson et 

al., 2002) 

Attachment disorder (Rumstein-McKean & Hunsley, 2001) 

Binge eating in women (Striegel-Moore, Dohm, Pike, Wilfley, & 

Fairburn, 2002) 

 Bipolar disorder (Leverich et al., 2002)  

Children with CSA (the abused person’s own children are more likely  

  to be sexually abused, or the abused children may go on to abuse  

  children themselves) (Rumstein-McKean, 2001) 

Chronic pain (Walsh et al., 2007) 

Coerced intercourse (Messman-Moore & Long, 2002) 

Conversion disorder (Roelofs et al., 2002) 

Depression (Bifulco, Moran, Baines, Bunn, & Stanford, 2002; Gibb et 

al.; Hanson et al., 2001; Nelson et al.) 

Dissociation (Macfie et al.) 

Divorce (Nelson et al.) 

Irritable bowel syndrome (Ilnyckyj & Bernstein, 2002) 

Marital conflict (Rumstein et al.) 

Maternal functioning problems (Rumstein et al.) 

Migraine (Jackson, 2007) 

Medical symptoms (Farley & Patsalides, 2001; Torres et al., 2006) 
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Table 2.1.     (continued) 

Somatic problems (Price, Maddocks, Davies, & Griffiths, 2002) 

Substance abuse (Rew et al.) 

Suicide or suicide attempts (Chen, Dunne & Han, 2006; Koplin & 

Agathen, 2002) 

Sexually transmitted disease (Kelly & Koh, 2006) 

 

 

 

 

Panic disorder (Friedman et al., 2002) 

Pap smear (less likely to have) (Farley, Minkoff, & Golding, 2002) 

Paternity in teen pregnancy (Anda et al., 2002) 

Pedophilia (Fagan, Wise, Schmidt, & Berlin, 2002) 

Pelvic pain (Lampe et al., 2000; Leserman, 2007) 

Premenstrual distress (Runtz, 2002) 

Prenatal weight gain, inadequate or excessive (Johnson, Hellerstedt, & 

Pirie, 2002) 

PTSD (Hanson et al.; Huang et al., 2008) 

Rape (Nelson et al.; Messman-Moore & Long, 2002) 

Sexual abuse offence (Craissati, McClurg, & Browne, 2002) 

Sexual dysfunction (Hall, 2008; Rumstein et al.) 

Sexually transmitted disease (including HIV) (Brady et al., 2002; 

Johnson & Hellerstedt, 2002) 

Sexual revictimisation (Weinberg, 2008) 

Sleep problems (Abrams et al., 2008) 

Substance abuse (Brems & Namyniuk, 2002; Liebschutz et al., 2002; 

Liu et al., 2006) 

Suicide or suicide attempt (Bifulco et al.; Nelson et al.) 

Urinary retention, chronic (von Heyden, Steinert, Bothe, & Lothar, 

2001) 

Note. Some studies were unable to distinguish the effects of physical abuse from those of sexual abuse due to their coexistence. To separate the 

comorbid effects of poverty, unemployment, alcohol and drug abuse, and other social problems from those of CSA may not be possible (Fallon, 

Eifler, & Niffenegger, 2002; Lesser & Koniak-Griffin, 2000). 
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This may be due to asymptomatic children experiencing less severe or less intrusive 

abuse, having greater resiliency, familial support or using coping styles that mask 

their distress. The limited longitudinal data available, however, suggested that 10% to 

20% of asymptomatic children will deteriorate within 12 to 18 months from the time 

of abuse and subsequently present with clinical features (Finkelhor & Berliner, 1995; 

Mannarino, Cohen, Smith, & Moore-Motily, 1991; Putnam, 2003). Indeed, Gomes-

Schwartz et al. (1990) found that children who were the least symptomatic 

immediately following the abuse were the most likely to deteriorate over time.  

It would appear, therefore, that the psychological difficulties faced by 

individuals who have experienced sexual abuse in childhood are heterogeneous. Some 

individuals fail to report any symptoms initially, and others are highly symptomatic, 

with most reporting long-lasting detrimental consequences. Whilst a specific, distinct, 

identifiable syndrome is not described in any diagnostic classification system, many 

of the symptoms reported are characteristic of those described in post traumatic stress 

disorder (PTSD).  

Characteristics Associated with the Severity of Child Sexual Abuse  

 Researchers and clinicians have attempted to delineate variables associated 

with the severity of CSA. Poorer outcomes have been shown to be associated with 

chronic ongoing abuse, greater physical intrusiveness, and the closeness of the 

relationship of the perpetrator to the victim (Putman, 2009; Tyler, 2002). Data suggest 

that these specific characteristics of abuse increase the risk for a range of short- and 

long-term detrimental consequences. Parental support and attachment are important 

key mediators of resiliency and effective coping (Whiffen & MacIntosh, 2005). 

However, characteristics such as the number of different forms of abuse, the severity 

of the abuse itself, the duration and frequency of abuse, the relationship of the child to 
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the perpetrator and overall family functioning are each important factors in 

determining the impact of the abuse. Each will be discussed. 

Multiple abuse types. Co-existing forms of abuse have an additive impact on 

children’s psychological, emotional and social functioning (Clemmons, Walsh, 

DiLillo, Messman-Moore, 2007). Research has documented greater internalising and 

externalising symptoms, heightened anger, increased depression, more severe post 

traumatic stress symptoms, and lowered social competence in children who have 

experienced multiple abuse types (i.e., sexual, physical, emotional or neglect), 

compared to those reporting a single type of abuse (English, Graham, Litrownik, 

Everson, & Bangdiwala, 2005; Rossman, Hughes, & Hanson, 1998). A retrospective 

study (Arata, Langhinrichsen-Rohling, Bowers, & O’Farrill-Swails, 2005) that 

investigated neglect and sexual, physical and emotional abuse in university students 

found that those who had experienced multiple types of abuse reported greater 

symptoms of depression, suicidality, low self-esteem, substance abuse, sexual 

difficulties and delinquent behaviours. Similar results have been found between 

multiple forms of abuse and poorer psychosocial adjustment in another University 

sample (Clemmons, DiLillo, Martinez, DeGue, & Jeffcott, 2003). 

Severity of act. A recent cluster analysis showed that individuals with long-

term adjustment problems were better classified by the degree and severity of the act 

of abuse rather than the type of abuse experienced (Higgins, 2004). Additionally, 

Schenkel, Spaulding DiLillo and Silverstein (2005) found that experiencing more 

frequent and severe sexual and physical abuse and neglect was associated with greater 

dissociative symptoms including hallucinations and delusions in adults diagnosed 

with schizophrenia spectrum disorders. Studies have shown that abuse involving 

sexual penetration accounted for the highest rates of psychopathology in the victims, 
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even when other confounding variables such as disrupted and disorganised 

backgrounds were accounted for (Fleming, Mullen, Sibthorpe, & Bammer, 1999).  

Duration/frequency of abuse. Frequency and duration of abuse have been 

linked to greater psychological difficulties in adulthood (English et al., 2005; Steel, 

Sanna, Hammond, Whipple, & Cross, 2004). However, although greater difficulties 

have been found to be associated with longer duration of abuse and the use of force or 

violence, the results from empirical studies remain inconsistent (Spaccarelli & Kim, 

1995; Tyler, 2002), suggesting that other variables may play a key role.  

Relationship of perpetrator to the victim. Individuals who experience intra-

familial sexual abuse present with increased aggressive and disruptive behaviours and 

problematic sexual behaviours when compared to those abused by non-family 

members (Trickett, Reiffman, Horowitz, & Putnam, 1997; Ullman, 2007). A child 

whose perpetrator was a close relative, especially the father or father figure, reported a 

greater level of PTSD symptoms in early adulthood, especially if the disclosure of the 

sexual abuse was delayed.  

Family functioning. Poor family functioning has been associated with reports 

of CSA and later adult psychopathology (Bennett, Hughes, & Luke, 2000). Family 

constellation, particularly the absence of one or both parents, is a significant risk 

factor (Finkelhor, 1993). The presence of a step-father in the home doubles the risk of 

CSA for girls (Mullen, Mattin, Anderson, Romans, & Herbison, 1993). Parental 

functioning, particularly maternal psychopathology, maternal alcoholism, carer 

substance abuse, social isolation, and punitive parenting, have all been associated with 

increased risk of CSA in some studies (Fergusson, Horwood, & Lynskey, 1996; 

Mullen et al.; Nelson et al., 2002). 
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In the aftermath of abuse, children who receive negative reactions from a 

significant carer at the time of disclosure, who engage in self-blame and who may not 

be believed at the time of disclosure, tend to report greater distress in childhood and 

have poorer functioning in adulthood (Deblinger et al., 1999; Ullman, 2007). 

Furthermore, the extent to which the carers themselves are influenced by their own 

childhood histories and other parental psychopathology (Cook, Blaustein, Spinazzola, 

& van der Kolk, 2003) influence a child’s adaptation following abuse. For example, 

maternal self-reported depression has been found to significantly contribute to the 

expression of PTSD symptoms and carer reported internalising problems in children 

following sexual abuse (Deblinger et al.). Additionally, children’s perceptions of the 

use of guilt by their primary female carer and anxiety-provoking parenting methods 

have been found to increase the expression of PTSD symptoms and carer reported 

externalising behaviour problems in children (Deblinger et al.). Similarly, Leifer, 

Shapiro & Kassem (1993) found that maternal substance abuse and social isolation 

were associated significantly with decreased maternal support to the child, as well as a 

greater number of abusive incidents, which was in turn linked with a greater 

likelihood of foster placement and increased psychopathology in children who have 

experienced CSA. Familial support, parental attachment, levels of isolation and the 

carer’s own level of functioning are therefore strong factors that mitigate the 

development of psychopathology, as well as enhance the child’s capacity to resolve 

the symptoms (Cohen, Mannarino, Berliner & Deblinger, 2000; Oates, O’Toole, 

Lynch, Stern, & Cooney, 1994)  

Summary and Conclusions 

 There has been an accumulation of knowledge over the past three decades 

regarding CSA, which has clarified many issues relating to rates of prevalence, risk 
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factors and consequences. However, much remains to be accomplished through 

clinical work and research. Children and families who have experienced CSA are 

heterogeneous and complex in nature, providing the clinician and researcher with 

many obstacles to successful outcomes. As the previous discussion indicates, one of 

the main issues is the problem with defining and measuring CSA in children. As such, 

estimates of prevalence will likely continue to vary markedly until this issue is 

resolved. Accordingly, research in this area remains difficult partly because CSA is an 

experience not a disorder, with response to the event differing significantly from one 

individual to the next. Furthermore, CSA does not exist with the child alone; rather it 

occurs in the context of a family within society. The role of the parent or primary 

caregiver has been shown to be one of the significant predictors of outcomes in CSA. 

It is also clear that particulars of the abuse experience, such as whether the child 

experiences co-existing multiple abuse types, or the presence of contact abuse, are 

additional important predictors of negative outcomes in CSA. In sum, although it may 

be relatively easy for a clinician or a researcher to identify CSA and its consequences, 

how to define CSA, systematically assess, and treat the children concerned, continues 

to be debated.  
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CHAPTER 3 

Post Traumatic Stress Disorder 

 
This chapter reviews the literature examining the relationship between 

childhood post traumatic stress disorder (PTSD) and childhood sexual abuse (CSA).  

The focus is on post traumatic stress disorder in children, including the diagnostic 

criteria, comorbidity with other disorders, risk factors, developmental issues and 

physiological effects. Theoretical conceptualisations are critically examined, with an 

emphasis on social learning theory and cognitive behavioural frameworks.  

Post Traumatic Stress - Description and Diagnostic Criteria 

Post traumatic stress disorder (PTSD) was first recognised as a psychiatric 

disorder in 1980, with criteria largely developed from symptoms displayed by adult 

male combatants exposed to war trauma (Courtois, 2004). Currently, PTSD is 

regarded as a clinical syndrome that may develop following exposure to events such 

as natural or manmade disasters, violent crimes, motor vehicle accidents, severe 

burns, exposure to community violence, peer suicide, and sexual and physical abuse 

(Copeland, Keeler, Angold, & Costello, 2007).  Violence or sexual trauma has been 

found to be associated with the highest number of symptoms of PTSD (Copeland et 

al.). These events usually involve threat to one’s own or another’s life or physical 

safety. The event can induce traumatic stress with the individual responding with 

extreme fear, helplessness or horror (American Psychiatric Association [APA], 2000). 

For a diagnosis of PTSD to be made, symptoms must persist for at least one month 

following the experience of trauma and have significant impact on everyday 

functioning. In addition, there are three major clusters of symptoms that occur 

following the traumatic event. These include re-experiencing phenomena (e.g., 

nightmares), symptoms of avoidance (e.g., feeling detached from others), and 
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hyperarousal experiences (e.g., difficulties concentrating). The diagnostic criteria for 

PTSD in children and adults is similar, except that within these three major symptom 

clusters there are some criteria that pertain specifically to children in the DSM 

classification system. (These differences will be discussed in a later section.) 

 There have been a number of revisions to the original DSM which was first 

published in 1951. In 1994, the DSM-IV (APA, 1994) was published with a “Text 

Revision” of the DSM-IV, known as the DSM-IV-TR, published in 2000.  In this 

revised version, the text sections which provide extra information on each diagnosis 

were updated, as were some of the diagnostic codes in order to maintain consistency 

with the ICD. There were no changes to the PTSD criteria however. 

Currently, PTSD is classified as one of the eight anxiety disorders in the 

Diagnostic and Statistical Manual for Mental Disorders, Fourth Edition, Text 

Revision (DSM-IV-TR, 2000). A diagnosis of PTSD in adults or children is made if 

symptomatology occurs within six months of the trauma. Overall, six or more 

symptoms are required with at least one symptom of re-experiencing, three or more 

symptoms of avoidance and two or more from the hyperarousal cluster (APA, 2000). 

An alternative diagnostic classification, the International Classification of Diseases-10 

(ICD-10; World Health Organisation [WHO], 1992) also identifies a cluster of 

symptoms for the diagnosis of PTSD. However, the ICD-10 makes no distinction 

between adult and child presentations and has not generally been the criteria used by 

researchers in this field to date. Table 3.1 outlines the DSM-IV-TR criteria (APA, 

2000) for PTSD.    
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Table 3.1 

Diagnostic Criteria for PTSD According to the DSM-IV-TR (APA, 2000)  

DSM-IV-TR (309.81)  

A. The person has been exposed to a traumatic event in which both of the following 

were present: 

(1) the person experienced, witnessed, or was confronted with an event or events that 

involved actual or threatened death or serious injury, or a threat to the physical integrity of 

self or others. 

(2) the person's response involved intense fear, helplessness, or horror. Note: In children, this 

may be expressed instead by disorganized or agitated behavior. 

B. The traumatic event is persistently re-experienced in one (or more) of the following 

ways: 

(1) recurrent and intrusive distressing recollections of the event, including images, thoughts, 

or perceptions. Note: In young children, repetitive play may occur in which themes or aspects 

of the trauma are expressed. 

(2) recurrent distressing dreams of the event. Note: In children, there may be frightening 

dreams without recognizable content. 

(3) acting or feeling as if the traumatic event were recurring (includes a sense of reliving the 

experience, illusions, hallucinations, and dissociative flashback episodes, including those that 

occur on awakening or when intoxicated). Note: In young children, trauma-specific re-

enactment may occur. 

(4) intense psychological distress at exposure to internal or external cues that symbolize or 

resemble an aspect of the traumatic event. 

(5) physiological reactivity on exposure to internal or external cues that symbolize or 

resemble an aspect of the traumatic event. 

C. Persistent avoidance of stimuli associated with the trauma and numbing of general 

responsiveness (not present before 

the trauma), as indicated by three (or more) of the following: 

(1) efforts to avoid thoughts, feelings, or conversations associated with the trauma 

(2) efforts to avoid activities, places, or people that arouse recollections of the trauma 

(3) inability to recall an important aspect of the trauma 

(4) markedly diminished interest or participation in significant activities 

(5) feeling of detachment or estrangement from others 

(6) restricted range of affect (e.g., unable to have loving feelings) 

(7) sense of a foreshortened future (e.g., does not expect to have a career, marriage, children, 

or a normal life span). 

D. Persistent symptoms of increased arousal (not present before the trauma), as 

indicated by two (or more) of the 

following: 

(1) difficulty falling or staying asleep 

(2) irritability or outbursts of anger 

(3) difficulty concentrating 

(4) hypervigilance 

(5) exaggerated startle response. 

E. Duration of the disturbance (symptoms in Criteria B, C, and D) is more than 1 

month. 

F. The disturbance causes clinically significant distress or impairment in social, 

occupational, or other important areas of functioning.  
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The DSM-IV-TR differs slightly from the criteria outlined in the earlier DSM-

III-R classification system (APA, 1994), which was widely used in most research 

published in the 1990’s. For example, in the DSM-IV-TR, the traumatic event 

experienced no longer is required to be outside the range of usual human experience 

as was required for the DSM-III-R. Additionally, the symptom of physiological 

reactivity was moved from the hyperarousal cluster (Criterion D) to the re-

experiencing cluster (Criterion B), and an additional criterion (F) was added to 

acknowledge the presence of significant impairment across a range of functioning for 

adults and children in the updated version.  

The diagnostic criteria describing PTSD in children and adults are similar; 

however, within the three major clusters of symptoms, there are some differences in 

the ways in which these symptoms may be expressed. Each of the clusters will be 

described. 

Re-experiencing. These symptoms include recurrent and intrusive 

recollections or re-enactments of the traumatic event. Individuals who are reminded of 

the traumatic event may experience nightmares, daytime imagery or memories, 

intense psychological distress, heightened physiological responses or trauma specific 

re-enactment (APA, 2000). In children, re-experiencing symptoms may include 

recurring nightmares, spontaneous play re-enactment, and/or problematic sexual 

behaviour. Phobia, affective numbing and dissociative phenomena have also been 

extensively reported in children with PTSD (Cook et al., 2003; McLeer et al., 1988). 

Avoidance. Avoidant symptoms include efforts to avoid anything associated 

with the trauma including thoughts, feelings, conversation, activities, places and 

people. This cluster can also include an inability by the individual to recall aspects of 

the trauma, feelings of detachment, restricted affect, a sense of foreshortened future 
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and diminished interest or participation in significant activities (Carr, 2004). In 

children, these symptoms may occur in the form of avoiding specific activities such as 

interacting with peers, which can restrict lifestyle, lead to separation anxiety and 

further emotional distress (Whiffen & MacIntosh, 2005). If these behaviours are 

reinforced by the parent these symptoms may increase. The child may attempt to 

suppress negative affect associated with the trauma, leading to constricted affect 

whereby the child shows an inability to have tender or loving feelings. Emotional 

constriction can lead to detachment or estrangement from family members or peers 

(Carr, 2004). Children may also report a foreshortened view of the future, being 

unable to envisage growing older or having a long and fulfilling life (Carr, 2004). 

 Hyperarousal. This cluster of symptoms generally includes an exaggerated 

startle response, difficulties with sleep, difficulties concentrating and increased 

feelings of aggression. In children, hyperarousal is often described as an increased 

alertness to the environment, regressive behaviours (e.g., thumb sucking, loss of 

toileting skills), hypervigilance, poor concentration, irritability, anger outbursts and 

sleep difficulties (Cloitre, 2004). These sleep difficulties are often associated with an 

intense fear of the dark and of trauma-related nightmares. Hypervigilant behaviours 

such as obsessional checking of locks and irrational fears regarding the health and 

welfare of parents may also be present. These issues may lead to difficulties with 

academic achievement, problems maintaining positive peer relationships and 

development of conflict in relationships with parents and teachers (Carr, 2004). 

The DSM clustering is based on expert consensus (Buckley, Blanchard, & 

Hickling, 1998), although limited empirical studies have been undertaken to 

determine the appropriateness of these symptom clusters in children (Anthony, 

Lonigan, & Hecht, 1999). The validity of the diagnostic classification for PTSD in 
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children is questioned by pertinent researchers in this field, with most suggesting it 

needs revising (Deblinger et al., 1996; King et al., 2000; Simons & Herpertz-

Dahlmann, 2008). As a result of the diagnostic difficulties found in classification, 

most trauma researchers have not used the full diagnostic criteria to define PTSD in 

their child samples (e.g., Deblinger et al.; King et al.). It has been argued that many 

children failed to meet the full criteria set by the DSM by several symptoms, yet 

children would still experience severe stress reactions and were likely to become more 

symptomatic over time. For this reason, a modified criterion to diagnose PTSD in 

children following abuse has been used (Deblinger et al.; King et al.). The modified 

diagnostic criteria  requires the existence of persistent difficulties of at least one 

month following the trauma experience, resulting in reduced functional capacity in 

social and academic areas of functioning, and at least one DSM symptom of each re-

experiencing, avoidance and hyperarousal cluster. In terms of Table 3.1, Criterion A, 

E and F must be met using this revised criteria and at least one symptom of Criterion 

B, C and D.  

Carer-child agreement for diagnosing PTSD in children is another recent issue 

that has been investigated (Meiser-Stedman, Smith, Glucksman, Yule, & Dalgleish, 

2007). Traditionally, no provisions have been suggested regarding carer-child 

agreement, or guidelines established for who should rate what and when, for 

determining diagnoses. Understanding the accuracy of carer and child reports of child 

psychopathology is important for the success of determining who would be the 

appropriate point of assessment following a traumatic experience (Meiser-Stedman et 

al.). For example, carers may be more accessible informants than their children, 

making assessments more efficient, with less direct assessment of children required. 

Meiser-Stedman et al. examined this phenomenon for Acute Stress Disorder (ASD) 
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and PTSD in children and youth (aged 10-16 years) exposed to a single-event trauma. 

Carer-child agreement for informing the assessment of these children was examined 

using a diagnostic interview (the Anxiety Disorders Interview Schedule for DSM-IV: 

Child and Parent Versions [ADIS-C/P]; Silverman & Albano, 1996) in a prospective 

study of assault and motor vehicle accident (MVA) child survivors, assessed at 2 to 4 

weeks and 6 months post-trauma. Results showed that children were significantly 

more likely to meet DSM-IV criteria for ASD and PTSD symptom clusters based on 

their own report than on the carer report. Carer-child agreement was poor for ASD 

(Cohen’s k = -.04), and fair for PTSD (Cohen’s k = .21). In contrast, the carer-child 

agreement ranged widely for other psycholopathologies (Cohen’s k = -.07-.64), with 

generalised anxiety disorder found to have superior carer-child agreement on the 

diagnostic interview compared to ASD or PTSD. Data also showed that carers tended 

to under-report ASD and PTSD symptoms relative to the child’s report (or that 

children were over-reporting). These findings support the need to directly interview 

children and youth, particularly in the early assessment of trauma symptomatology to 

determine a more reliable diagnosis post-trauma. 

With regard to other studies of carer-child agreement for PTSD, the findings 

are contradictory. Research examining post traumatic reactions with chronic or 

ongoing stressors, such as bereavement (Stoppelbein & Greening, 2000), cancer 

(Phipps, Long, Hudson, & Rai, 2005) and chronic illnesses (Shemesh et al., 2005) 

showed good carer-child agreement. Carer-child agreement has been poorer in the 

case of one-off threats however, such as natural disasters (Vogel & Vernberg, 1993), 

motor vehicle accidents (Dyb, Holen, Braenne, Indredavik, & Aarseth, 2003) or mild 

to moderate physical injury (Schreier, Ladakakos, Morabito, Chapman, & Knudson, 

2005). No known research has examined carer-child agreement of PTSD 
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symptomatology in children who have experienced sexual abuse. Given there are 

differences in carer-child reports of symptomatology of PTSD following other 

traumatic events, this seems a very important issue to consider for determining 

accurate diagnosis of children who have experienced sexual trauma.  

Comorbidity and Differential Diagnosis of Post Traumatic Stress Disorder 

Numerous studies have documented significant comorbidity of childhood 

PTSD with other psychiatric disorders, including depressive disorders (Brent, Perper, 

Moritz, & Liotus, 1995; Copeland et al., 2007; Sachs-Ericsson, Kendall-Tackett, & 

Hernandez, 2007; Yehuda & McFarlane, 1995; Yule & Udwin, 1991), other anxiety 

disorders (Copeland et al.; Goenjian et al., 1995; Yule & Udwin, 1991), attention-

deficit disorder (Cuffe, McCullough, & Pumariega, 1994; Glod & Teicher, 1996), 

some externalising disorders (Pelcovitz et al., 1994), eating disorders (Brewerton, 

2007; Wilt & Sansone, 2007) and substance abuse in adolescence (Arroyo & Eth, 

1985; Brent et al.; Looff, Grimley, Kuiler, Martin, & Shunfield, 1995; Waldrop, Back, 

Verduin, & Brady, 2007). 

There is a large overlap in symptom criteria between PTSD and Major 

Depressive Disorder (MDD) (Brent et al., 1995). Researchers have suggested that 

PTSD precedes and predisposes the onset of MDD following a traumatic experience 

(Goenjian et al., 1995; Yehuda & McFarlane, 1995). Comorbidity between PTSD and 

other anxiety disorders, including generalised anxiety disorder (GAD), agoraphobia, 

separation anxiety disorder (SAD) and obsessive compulsive disorder (OCD) have 

also been reported in children who have been sexually abused (Brent et al.; Clark et 

al., 1995; Libby, Orton, Novins, Beals, & Manson, 2005).  

High rates of comorbidity between childhood disorders often make differential 

diagnoses difficult. Accordingly, the American Academy of Child and Adolescent 
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Psychiatry (AACAP, 1998) developed a series of suggestions to assist with 

differential diagnosis, particularly relating to PTSD and other disorders in childhood. 

For example, if avoidance, numbing and increased arousal symptoms were present 

prior to the traumatic event, a diagnosis of PTSD may not be appropriate. However, 

careful investigation is required to ensure that the child was not exposed to an 

undetected stressor prior to the documented trauma event, for example the first 

incidence of sexual abuse. Other diagnoses, such as a mood disorder or additional 

anxiety disorders, should be diagnosed if symptoms developed prior to the stressful or 

traumatic event (AACAP, 1998). When the symptomatologies of PTSD and comorbid 

psychopathology such as depression appear concurrently, both diagnoses should be 

given (AACAP, 1998).  

According to the DSM-IV-TR (APA, 2000), the criteria for PTSD states that 

the traumatic stressor must have involved actual or threatened death or serious injury 

and involved intense fear, helplessness, or horror (see Table 3.1 for the DSM-IV-TR 

criteria). In contrast, any stressor, regardless of its severity, may be considered for a 

diagnosis of adjustment disorder. The DSM-IV-TR criterion for an adjustment 

disorder specifies that this diagnosis is appropriate if the response to an extreme 

stressor does not meet the criteria for PTSD or in which a PTSD symptom pattern 

occurs in response to a non-extreme stressor (APA, 2000), such as starting at a new 

school (AACAP, 1998). In addition, the diagnosis of Acute Stress Disorder (ASD) is 

distinguished from PTSD because the symptom pattern in ASD must both occur and 

resolve within four weeks of the stressor (APA, 2000). ASD is considered a more 

immediate, short-term response to trauma that lasts between two days and four weeks, 

and if ASD symptoms persist for more than a month, then PTSD may be diagnosed.  

Risk Factors for Post Traumatic Stress Disorder 
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 Research on factors that place a child at risk for PTSD has investigated the role 

of social factors that occur during or following the trauma (Ullman, 2007). In 

particular, the extent that the risk for PTSD is affected by the nature of the traumatic 

event, the individual’s level of exposure to it, and the availability of social support 

following the traumatic event have been investigated. The circumstances surrounding 

a child’s traumatic experience of sexual abuse may be significantly different to those 

in a child who witnessed a car accident, for example. Witnessing a car accident would 

be readily discussed within the family context. However, the disclosure of sexual 

abuse may lead to a different set of circumstances and feelings such as shame, guilt, 

disbelief, confusion and a possible unwillingness by significant others to openly 

discuss the event (Ullman, 2007). 

Social, learning and familial influences. Research suggests that the risk of 

PTSD may be increased if the individual has had a history of family instability or 

exposure to prior traumas (King et al., 1996; Koenen, 2007). Early childhood factors 

associated with the development of PTSD have been found to include childhood 

externalising characteristics and family environmental stressors, specifically maternal 

distress and the loss of a parent (Koenen, 2007). Other risk factors have included low 

intellectual functioning of the child, and chronic environmental adversity such as the 

lack of an enriched environment and/or poverty (Koenen, 2007). 

  The behaviours children learn in familial situations can also influence the 

development and maintenance of PTSD. Social learning theory posits that behaviour 

is learned by modelling the behaviour of others. Such learning can be vicarious, in 

that it can be acquired by observing a person’s experience of fear and subsequent 

avoidant behaviours (Dadds, Heard, & Rapee, 1991). Observing parents or significant 

others acting or conversing in an avoidant manner may teach children fear and 
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apprehension in their own behavioural responses (Bögels & Brechman-Toussaint, 

2006). Additionally, children of dysfunctional or avoidant parents may be more at risk 

for the development of PTSD (particularly avoidant and hyperarousal responses) 

following trauma if these are common behaviours they observe. There is also 

considerable evidence that children’s coping responses are significantly influenced by 

the models of coping presented by their parents or caregivers (Seligman, 1991). The 

reactions of the non-offending parent to the child’s abuse-related problematic 

behaviours also significantly influence the improvement or exacerbation of such 

difficulties. For example, non-offending caregivers may inadvertently reinforce 

abuse-related difficulties by responding with increased or inappropriate attention to 

the problematic behaviour. These avoidant coping strategies (avoiding a threatening 

situation) rather than the use of adaptive strategies (trying to solve the problem) has 

been linked to stress-related symptoms (LeDoux & Gorman, 2001).   

Attachment theory. According to attachment theory (Ainsworth, 1979; 

Bowlby, 1973), individuals have an innate need to feel securely connected to, and 

have close relationships, with others. A secure attachment style has been found to 

have positive and long-lasting effects on a child’s relationships, school performance 

and adaptive coping skills (Anderman, 1999; Anderman & Anderman, 1999; Connell 

& Wellborn, 1991; Lynch & Cicchetti, 1992; Ryan, Stiller, & Lynch, 1994). 

However, insecure attachment, which is referred to as the child’s perception that the 

caregiver is unavailable or rejecting, has been postulated as a risk factor for the 

development of psychological problems in children (Bernstein, Borchardt, & Perwien, 

1996). These findings suggest that insecurely attached children may be more 

vulnerable to develop symptoms of PTSD (Manassis, Hudson, Webb, & Albano, 

2004; Stafford, Zeanah, & Scheeringa, 2003). Themes associated with insecure 
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parental attachment including rejection, role reversal, parentification, fear, and 

unresolved symptoms are frequently found in the dynamics of families characterised 

by PTSD (Alexander, 1992; Stafford et al.). Additionally, poor parental attachment, 

especially when the child has also experienced other trauma such as sexual abuse, 

may result in impairment in the child’s ability to regulate their affect, manage stress, 

have empathy and prosocial concerns for others, and also lack the use of language to 

solve relational problems (Cook et al., 2003). Over time, poor attachments can lead to 

the maintenance of chronic symptoms of PTSD, as well as personality disorders 

(Cook et al., 2003). 

Developmental Features of Post Traumatic Stress Disorder 

Children with symptoms of PTSD can present with a variety of clinical 

features at different developmental stages. Research suggests that the severity of 

symptoms is dependent on the trauma experienced and the developmental stage of the 

child (Pynoos, Steinberg, & Wraith, 1995). As children mature, they exhibit more 

adult-like PTSD symptoms consistent with DSM criteria (APA, 2000).  

Very young children (approximately 0-4 years) present with relatively few 

PTSD symptoms, which is thought to be due to their limited cognitive and expressive 

language skills to verbally describe symptomatology at this age (Scheeringa, Zeanah, 

Myers, & Putnam, 2003). Symptoms of these young children are characterised by 

separation fears, stranger anxiety, fears of monsters or animals, sleep disturbances, 

preoccupation with words or symbols and avoidance of situations that may or may not 

be linked to the original trauma (AACAP, 1998). These children are unlikely to report 

symptoms of numbing and withdrawal, but are likely to have an increase in aggressive 

behaviours, a fear not necessarily directly related to the trauma, regressive behaviours 

such as enuresis and encopresis or loss of developmental milestones. Intrusive 
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memories are likely to take the form of repetitive joyless play with traumatic themes, 

and repetitively drawing pictures or acting out the trauma (Lubit, Rovine, Defrancisci, 

& Eth, 2003). These younger children rely on their parental figures for social 

referencing to determine the degree of risk or safety in a given situation. Overall, 

children in this stage of development tend to parallel the symptom patterns, emotional 

states, attitudes and behaviours of their primary caretakers (Shaw, 2000).  

Primary school-aged children (approximately 5-12 years) frequently display 

post traumatic re-enactment of trauma through drawings, play or verbalisations. These 

children exhibit sleep disturbances and a skewed sense of time pertaining to the 

traumatic event (AACAP, 1998). Primary school-aged children may respond with 

symptom patterns related to sleep and appetite disturbance, school-based behavioural 

and academic problems, externalising and disruptive symptoms, depression, anxieties 

and somatic concerns (Shaw, 2000). Children may experience disturbances in their 

behavioural, social, cognitive and physical domains of functioning. Clinical reports 

suggest that primary school-aged children may have clear memories of aspects of the 

abuse and, with acute PTSD, may not experience avoidant or numbing symptoms or 

visual flashbacks (AACAP, 1998; Cook et al., 2003; Terr, 1985). A high prevalence 

of “omen formation” behaviour may also exist in these children (Terr, 1985). Omen 

formation occurs when children believe that certain “signs” are warnings of the 

traumatic event approaching, and thus if they are alert enough, they will be able to see 

“omens” predicting future disasters. Moreover, primary school-aged children may 

become obsessed with details of the event in an attempt to cope, or enter a state of 

constant anxiety and arousal to prepare for future dangers (Shaw, 2000). During this 

phase, children are more cognitively mature so can understand the implications of 

abuse and the unacceptable nature of the act (AACAP, 1998). 



Childhood sexual abuse and PTSD     34 
 

 

Adolescents (approximately 13-17 years) are most likely to present with adult-

like PTSD symptoms. However, their psychological response is often influenced by 

the adolescent’s immature level of development. Thus, adolescents with PTSD may 

meet stringent DSM criteria with a number of re-experiencing, avoidance and 

hyperarousal symptoms (AACAP, 1998). In adolescents, there is often a fear of a 

foreshortened future and an enhanced sense of biological fragility and vulnerability 

(Shaw, 2000). Nightmares, intrusive thoughts, avoidance strategies, amnesia for 

important aspects of the trauma, withdrawal and/or detachment from others or usual 

activities, and a sense of hopelessness regarding the future are typical features of the 

adolescent’s presentation. Dissociation, hypervigilance, sleep difficulties and an 

increased startle response have also been reported (AACAP, 1998). The adolescent 

with chronic PTSD may also suffer substance abuse, self-injurious behaviour, 

aggression, and symptoms of derealisation/depersonalisation as a result of the trauma 

(Goodwin, 1988; Hornstein, 1996; Kluft, 1985; Koltek, Wilkes, & Atkinson, 1998; 

Mueser & Taub, 2008; Putnam, 1997; Terr, 1991).  

In general, symptoms of PTSD in children appear to gradually decrease in 

severity with the passage of time, even without treatment (Boyle et al., 1995; 

Famularo, Fenton, Augustyn, & Zuckerman, 1996; Laor, Wolmer, & Cohen, 2001). 

However, whilst PTSD symptoms spontaneously remit in a proportion of children, 

they may persist for long periods after the traumatic event in others (AACAP, 1998). 

Symptom reduction may be dependent on the severity of the trauma and the length of 

time since the trauma occurred (Pine & Cohen, 2002). For example, rates of PTSD 

following acute reactions to severe stressors can exceed 90%, whereas in children 

exposed to less extreme or relatively brief stressors, rates of PTSD or 

psychopathology can fall below 20%, particularly after sufficient time has passed 
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(Brown et al., 1999; Laor et al.). The available research documents some 

inconsistencies in terms of longitudinal variation in risk. At least two studies 

identified a lag in symptom expression, particularly behavioural problems, in the 

weeks immediately following traumatic events, followed by rising rates over the next 

one to two years (McFarlane, 1987; Shaw et al., 1996). Other longitudinal studies that 

have followed children over longer periods have shown acute increases followed by 

gradual reductions, with less evidence of symptom lag (Laor et al., 1997, 2001; 

Nader, Pynoos, Fairbanks, & Frederick, 1990; Yule, 1992). Additionally, recent 

research has documented that symptom reduction may also be linked to the child’s 

appraisal of their world following trauma (Meiser-Stedman et al., 2009). For example, 

maladaptive cognitive processes (appraisals) have been involved in the development 

and maintenance of trauma psychopathology over time, whereas other cognitive 

processes (such as memory processes) have only been found to have an effect in the 

acute phase of symptom development (Meiser-Stedman et al.).  

Physiological Effects of Post Traumatic Stress Disorder 

Research into the physiological effects of childhood trauma suggests that 

exposure during the first 10 to 12 years of life may affect the developmental unfolding 

and maturation of the central nervous system and the neuroendocrine systems (van der 

Kolk, 2006). Major structural central nervous system changes are reported to occur 

from birth to four years and during childhood and early adolescence (Lipschitz, 

Rasmusson, & Southwick, 1998). Traumatic experiences during these critical stages 

are likely to have a detrimental effect on brain structural development, sympathetic 

nervous system responsiveness and the hypothalamic pituitary adrenal axis (Lipschitz 

et al., Pervanidou, 2008). Studies of children with PTSD have demonstrated that they 

excrete significantly greater levels of epinephrine and noradrenaline than children 
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with no trauma experiences (Lipschitz et al., Pervanidou, 2008), causing higher stress 

reactions and/or arousal responses in the body. The effect of trauma on the emerging 

neuroendocrine system is evident in other findings that suggest children who have 

experienced sexual trauma may experience disturbances from the age of onset and 

throughout puberty (Shaw, 2000). In the long term, a history of sexual trauma 

increases the risk for many physiological problems including irritable bowel 

syndrome, somatic complaints, neuroendocrine dysfunction and chronic urinary 

retention (King et al., 2002; Price et al., 2002; von Heyden et al., 2001).  

Frameworks for Understanding the Relationship between Trauma and the 

Development of Psychopathology 

Several theoretical approaches have been used to explain the relationship 

between the experience of trauma and the development of psychopathology, and in 

particular the development of PTSD following trauma.  These include psychodynamic 

(Horowitz, 1986; Ulman & Brothers, 1988), biological (van der Kolk, Greenberg, 

Boyd, & Krystal, 1985), cognitive/information processing (Dalgleish, 2004; Foa, 

Steketee, & Olasov-Rothbaum, 1989), social learning and behavioural frameworks 

(e.g., Dalgleish, 2004; Keane, Zimmering, & Caddell, 1985).   

The psychodynamic perspective of trauma conceptualises the meaning of 

trauma (real or imagined as described by the oedipal complex) as a means of changing 

the person’s experience of self. Freud originally believed that his female patient’s 

hysterical symptoms were caused by childhood sexual abuse by older male relatives 

or acquaintances, naming this the seduction theory. However, after determining that 

many of his female patients had not experienced actual sexual abuse, but had 

imagined or fantasised the events, Freud described the phenomena as the oedipal 

theory (Ulman & Brothers, 1988). These faulty fantasies of archaic narcissistic 
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characteristics are according to Freud typically expressed as reexperiencing and 

numbing symptoms of PTSD. Additionally, from a psychodynamic perspective, 

reexperiencing symptoms such as dreams are thought to be symbolic representations 

of unconscious fantasy. Psychoanalysts presume that the traumatic shattering and 

faulty restoration of central fantasies are therefore expressed by symptoms similar to 

that of PTSD (Ulman & Brothers, 1988). 

A biological approach to understanding the development of PTSD assumes 

traumatic experiences are accompanied by "vehement emotions" which interfere with 

information processing and adaptive behaviour (Janet, 1889). Janet proposed that the 

individual’s experience of hyperarousal causes characteristic memory disturbances 

that accompany traumatisation, by interfering with information processing on a 

verbal, symbolic level. This perspective suggests that hyperarousal causes memories 

to be split from consciousness. These memories are stored as visual images or bodily 

sensations. Fragments of these "visceral" memories return later as re-experiencing 

phenomena such as physiological reactions, nightmares, flashbacks, or behavioural re-

enactments (van der Kolk & van der Hart, 1989). From a cognitive and social learning 

perspective, Foa and colleagues (1989) developed a cognitive information framework 

to describe the onset of PTSD in adults. This model originated from Lang’s (1977, 

1979) analysis of fear structure as a network in memory and was based upon three 

kinds of information: (1) information about the feared stimulus situation; (2) 

information concerning verbal, physiological and overt behavioural responses; and (3) 

interpretive information about the meaning of the stimulus. Foa and colleagues 

maintained that due to the traumatic nature of the memory, associated fear structures 

were larger, more intense and more easily activated than other information structures. 

It is therefore plausible that many stimuli can activate the fear structure and its 



Childhood sexual abuse and PTSD     38 
 

 

physiological, behavioural, cognitive and affective components (Jones & Barlow, 

1990). Kushner, Riggs, Foa and Miller (1993) suggest that the perceived threat and 

previous experience with the (lack of) feeling of control are important variables for 

the development of PTSD, especially in the case of interpersonal threat. In Foa et al.’s 

(1989) cognitive framework, the onset of a traumatic stressor activates an individual’s 

memory network to make sense of the situation. For example, how effectively one 

deals with the situation is dependent upon the individual’s cognitive predisposition 

and prior experience. If an individual has cognitive distortions relevant to threat bias, 

including maladaptive intrusive thoughts like “I am unsafe” and an exaggerated core 

belief system such as “I cannot count on anyone to keep me safe”, it is likely that they 

he/she will overestimate the threatening event, underestimate their ability to cope, and 

develop elevated distress. Together this series of events may result in the onset of 

PTSD symptoms.  

The cognitive framework therefore emphasises conditioning and social 

learning processes in both the origins and maintenance of the disorder (Dalgleish, 

2004). For example, when a child has an experience of sexual abuse (unconditioned 

stimulus), he or she often instinctively experiences negative emotions such as fear, 

anger or shame (unconditioned response). Classical conditioning occurs when other 

neutral cues, such as certain clothes, a particular tone of voice, or the dark 

(conditioned stimuli) that were present at the same time of the sexual abuse become 

conditioned such that they too elicit negative emotions (conditioned responses), even 

though these cues are inherently innocuous (Fletcher, 2003). For example, a child 

who was sexually abused in the dark wearing certain night clothes may continue to 

experience fear whenever they are in the dark or wearing those clothes, due to the 

association of these previously neutral cues with the traumatic event. Each time they 
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avoid the dark or wear similar night clothes, they experience a reduction in fear and 

thus the avoidance behaviours are strengthened through negative reinforcement. As 

avoidance behaviours are repeatedly reinforced, they may generalise, for example, 

from wearing pyjama shorts to all other types of shorts.  

Abuse-related memories and thoughts may also become conditioned stimuli 

that automatically elicit negative emotions as a result of the processes just described. 

Many cues lead to the activation of these memories, and the stimulus thresholds for 

activating them are reduced. Therefore, even though children and their caregivers 

often feel that avoidance is an effective coping response because it leads to immediate 

reductions in anxiety, there is evidence that such behaviour is associated with 

increased long-term symptomatology (Johnson & Kenkel, 1991; Leitenberg, 

Greenwald, & Cado, 1992; Spaccarelli, 1994).  

Threat-based Cognitive Processes in Post Traumatic Stress Disorder 

 The development of a child’s belief systems can be significantly altered by 

trauma experiences (Fletcher, 2003; Roth, Newman, Pelcovitz, van der Kolk, & 

Mandel, 1997). Traumatic events are highly threatening, unpredictable and 

uncontrollable. As such, the child’s core beliefs are undermined regarding the safety 

of the world, their capacity to control and master challenges in their environment, 

their evaluation of themselves as worthwhile and competent, and the likelihood of 

living a full and satisfying life. When traumatic events involve abuse or violence, the 

child’s beliefs are additionally undermined regarding the trustworthiness of others. 

Traumatic experiences not only affect cognitive processes, such as core beliefs, but 

also cognitive appraisals, such as perceptions (Carr, 2004).  

 Cognitive processing of threat-related information is influenced at several stages 

including attention, encoding, interpretation and retrieval (Beck & Clark, 1988). 
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Recent research has focused on attention bias and interpretative threat bias in the 

development and maintenance of psychopathology. The anomalous ways that children 

interpret and respond to possible threat has been posited to maintain symptoms of 

PTSD in children who have experienced trauma (Dalgleish, 2004; Meiser-Stedman et 

al., 2009).   

  Attention bias. A number of cognitive theories have emphasised the role of 

attention bias in the aetiology and maintenance of psychopathology (e.g., Eysneck, 

1992; Mathews, 1990; Mogg & Bradley, 1988; Williams, Watts, MacLeod, & 

Mathews, 1988, 1997).  The presence of threatening or unpleasant stimuli is 

hypothesised to occur before information has entered conscious awareness in 

individuals with psychopathology (e.g., Beck & Clark, 1997; Mathews & MacLeod, 

1994; Mogg & Bradley; 1988; Williams et al., 1988, 1997). Research has found that 

attention processes biased toward threat play a role in the maintenance of 

psychopathology, by interfering with the individual’s appraisal that the stimulus is in 

fact, non-threatening (Bögels & Mansell, 2004). The directing of attention either 

toward or away from the threatening stimuli disrupts the attention process, which has 

been termed “threat-related attention bias” (McNally, 1996; Williams, Mathews & 

MacLeod, 1996). Attention bias occurs when the presence of threatening material 

produces a potentially dysfunctional change in an individual’s attention allocation, 

which is particularly prevalent in PTSD (Pine et al., 2005).   

 A few studies have examined attention bias in children with PTSD (Dalgleish et 

al., 2000; Dalgleish, Moradi, Taghavi, Neshat-Doost & Yule, 2001; Freeman & Beck, 

2000; Pine et al., 2005; Taghavi, Neshat-Doost, Yule, & Dalgleish, 1999; Moradi, 

Taghavi, Neshat-Doost, Yule, & Dalgleish, 2000). Of the research that has been 

conducted, one of two paradigms has usually been employed. Tasks used include the 
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visual probe task which assesses the effects of threat on attention orientation, or the 

emotional Stroop task which assesses the interfering effects of threat on a 

concurrently performed non-emotional task. Pine and colleagues (2005) examined 

children aged 7 to 13 years who had witnessed extreme domestic violence and were 

later diagnosed with either full PTSD (n = 22) or probable PTSD (n = 7) (based upon 

the presence of impairment and at least 85% of the required symptoms). The 

diagnostic status of children was determined using the best estimate procedure 

(Leckman et al., 1982), where an expert panel made a judgment based upon all 

clinical material gathered. A visual probe task that manipulated threat levels was
 
used 

to test 34 children with PTSD and 21 children
 
in the same age range with no PTSD or 

history of abuse. The visual probe task involved
 
showing photographs of actors with 

faces depicting neutral,
 
angry/threatening, or happy expressions for 500msec. The 

results suggested that attention bias away from threat was associated with severity of 

the violence witnessed and the diagnosis of PTSD. This association reflected the 

tendency for severe levels of violence witnessed to predict avoidance of threatening 

faces. It was concluded that avoidance of threatening facial photographs
 
may show 

parallels to aspects of behaviour
 
during real-life social interactions. 

 Memory bias for emotional information in children with PTSD using the 

emotional Stroop task has also been investigated (Moradi et al., 2000). Children aged 

9 to 17 years (n = 24; 13 boys, 11 girls) who had been involved in or witnessed a 

motor vehicle accident or personal violence and who met the DSM-IV criteria for a 

primary diagnosis of PTSD were recruited. A control group (n = 25; 11 boys, 14 

girls) was also recruited from schools with no known trauma or history of emotional 

disorders. Word stimuli used were 36 negative words, for example “horror”, 12 

positive words such as “pleasant”, and 12 neutral words, for example “lizard”. After 
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presentation of each of the words, participants were required to recall each after a 

short retention interval. The group with PTSD recalled significantly more negative 

information than the other groups. In addition, the group with PTSD also showed 

poorer overall memory performance compared with the control group. Regression 

analysis showed no significant relationship between mood, memory bias, and age. 

Based on the findings of the study it was concluded that cognitive models that have 

been applied to adult clinical populations can also be applied as preliminary 

frameworks in understanding cognitive processing in children.  

 A further study examined judgments concerning future negative events in 

children with symptoms of PTSD (Dalgleish et al., 2000). The children (n = 24; 11 

boys, 14 girls) were aged between 9 and 17 years and had been involved in either a 

motor vehicle accident or interpersonal violence. There were two control groups: one 

group was a non-symptomatic group (n = 46) and the second was a group of 

symptomatic participants whose parents had experienced a trauma and had been 

diagnosed with PTSD (n = 20). Each child estimated the likelihood that a number of 

negative events were likely to happen to them (self-referent) or to another child in the 

future (other-referent). An example of an “other-referent” negative event was “How 

likely is it that Andy will be very ill and miss a lot of school this year?”, whereas an 

example of a “self-referent” event was “How likely is it that you will have a big 

argument with your best friend in the next couple of weeks?”. Whilst no overall 

significant between-groups effects were found, the group of children with PTSD 

estimated all negative events as significantly more likely to happen to others as to 

themselves. The “other-referent” bias was strongest for events matched to their 

trauma. In contrast, the two control groups exhibited an “other-referent” bias for 

physically threatening events but not for socially threatening events. The strength of 
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the relationship between anxiety and elevated judgments about future negative events 

declined with age in the control groups but no significant decline was found in the 

groups who had been exposed to trauma.  

The extent that different psychological disorders were associated with 

different patterns of cognitive processing (bias), both in terms of the cognitive 

processes involved and the stimulus content that is preferentially processed was 

further investigated in children and youth aged between 7 and 18 years (Dalgleish et 

al., 2003). There were four groups of children investigated (n = 24 in each group), one 

with Generalised Anxiety Disorder [GAD], one with PTSD, one with clinical 

depression and a non-clinical control group. Measures used included a battery of 

child-rated psychometric measures and cognitive tasks (consisting of a dot-probe task, 

a Stroop task, a memory task and a subjective probability task). Attention, memory, 

and prospective cognition were assessed via these tasks using threat-related and 

depressive stimulus material. The subjective probability task consisted of a 19-item 

subjective probability questionnaire, which was produced by the researchers to reflect 

common negative situations in the lives of school-age children. The questions 

required the children to estimate the likelihood of a negative event happening either to 

themselves (self-referent) or to another child (other-referent). An example of a self-

referent item was “How likely is it that you will have a big argument with your best 

friend in the next couple of weeks?” and an example of an other-referent item was 

“How likely is it that Andy will be very ill and miss a lot of school this year?” The 

measure comprised 9 self-referent items and 10 other-referent items. The results 

showed that the GAD and PTSD groups showed evidence of a greater selective 

attentional bias for threat bias relative to the depressive material, with no such 

difference apparent in the depressed sample. However, this bias was only clear on the 
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dot-probe measure and not on the modified Stroop measure, and indeed threat-related 

bias on the two tasks was uncorrelated. On the subjective probability questionnaire, 

anxious children exhibited an “other-referent” bias in their risk estimations regarding 

future negative events that were also absent in the depressed sample. No differences 

were found between the groups with anxiety (i.e., the GAD or PTSD conditions), and 

all three clinical groups scored higher than the non-clinical controls. This research 

investigated theoretical claims that different psychological disorders in children are 

associated with different patterns of cognitive processes. These data did show some 

specificity of processing in that both the GAD and PTSD conditions (the anxious 

groups) exhibited a greater selective attentional bias for threat-related material, with 

no differences found in the depressed group. These findings suggest that there are 

reliable differences between anxious and depressed child participants on a test of 

prospective cognition and no such differences appear for children with different types 

of anxieties, such as GAD and PTSD.  

 Finally, cognitive interference for trauma cues in girls aged 11 to 17 years who 

had experienced sexual abuse and suffer with PTSD were investigated (Freeman & 

Beck, 2000). A modified Stroop procedure was used to test three groups of 

participants, a group of girls who experienced CSA and suffer with PTSD (n = 20), a 

group who experienced sexual abuse without PTSD (n = 13), and a non-clinical 

control group (n = 20). The word conditions for the modified Stroop task included 

abuse-related threat words (e.g., naked, undress), developmentally relevant words 

(e.g., secret, shame), general threat words (e.g., cancer, funeral), positive words (e.g., 

happy, joy) and neutral words (e.g., table, curtain). Girls with PTSD were expected to 

show cognitive interference for trauma-related words and developmentally relevant 

words, relative to girls without PTSD or the non-clinical control group. Overall, 
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colour naming of the words was significantly slower in the PTSD group than in the 

non-clinical condition. Contrary to expectations, all conditions demonstrated 

cognitive interference for trauma-related words. The authors concluded that the 

trauma-related words may have caused more interference for all girls based on their 

developmental stage where their sexuality may be of emotional relevance.  Together 

this research highlights that understanding the information processing of children who 

have psychopathology remains in the early stages of development, with contrasting 

findings. This area of investigation has important clinical relevance, however, as 

attentional biases are implicated in the development of further cognitive biases and 

distortions, emotional dysregulation, the development of maladaptive behaviour, and 

most likely the development of adult psychopathology (Freeman & Beck, 2000).  

 Interpretation bias. Cognitive models suggest that children who experience 

psychopathology when compared to children with no psychopathology, more 

frequently interpret ambiguous stimuli and situations as threatening, that is, they 

possess a threat-oriented interpretative bias (e.g., Beck & Clark, 1988, 1997; Mathews 

& Mackintosh, 2000). Interpretation biases have been found to induce anxious mood 

and avoidant behaviour in children, which in turn reinforces the threatening 

cognitions about everyday stressors, playing a causal and maintaining role in PTSD 

(Dalgleish, 2004) and other psychopathologies. Much of this research on 

interpretative bias has investigated children with general anxiety disorders (Creswell, 

Schniering, & Rapee, 2005; Muris et al., 2000; Waters, Craske, Bergman, & Treanor, 

2008).  With the exception of one task investigated by Dalgleish and colleagues 

(2003) using the subjective probability questionnaire, no known research has 

investigated the role of interpretative bias in a paediatric PTSD sample.  
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A variety of experimental paradigms with adults have found an association 

between psychopathology and the interpretation of emotional ambiguity. For 

example, adults with psychopathology are more likely to interpret ambiguous material 

as threatening and to report that negative, threatening events are more likely to happen 

to themselves than to others when compared to a non-symptomatic control group 

(Beck, Emery, & Greenberg, 1985; Butler & Mathews, 1983; Mathews & 

Mackintosh, 2000). Evidence from studies of adults with psychopathology show that 

poorer recovery occurs for those who interpret their world as excessively dangerous, 

who view their symptoms as global and stable rather than situational and transitory 

and who feel they have lost control (Dunmore, Clark, & Ehlers, 1999). Dunmore, 

Clark and Ehlers (1999; 2001) suggest that cognitive factors could play a role in the 

maintenance of psychopathology, and that these cognitive factors may be as 

significant in the maintenance of symptoms as the effects of pre-traumatic and peri-

traumatic experiences. Research (Brewin et al., 1996; Ehlers & Clark, 2000) has also 

found that the onset of post traumatic symptomatology may be related to the quality 

of the memory formed during the traumatic event. Those individuals who suffer from 

chronic PTSD may be prevented from adequately processing these trauma memories. 

Poorer recall of the event may occur in adults who use avoidant coping strategies 

which prevent the processing of memories through exposure and rehearsal. Together 

these findings suggest that interpretative bias and the use of avoidant coping strategies 

are some of the mechanisms that are responsible for the maintenance of 

psychopathology in adults. 

 Two research paradigms have been used to test threat-related interpretation bias 

in children with psychopathology, particularly anxiety disorders. Some research has 

examined children’s threat interpretations of words (e.g., Hadwin, Frost, French, & 
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Richards, 1997; Taghavi, Moradi, Neshat-Doost, Yule, & Dalgleish, 2000), and in 

others, children’s threat interpretations of ambiguous situations has been assessed 

(e.g., Barrett, Rapee, Dadds, & Ryan, 1996; Bögels, Snieder, & Kindt, 2003; Bögels 

& Zigterman, 2000; Chorpita, Albano, & Barlow, 1996).  The results from research 

investigating children’s interpretations of words have generally been consistent with 

research findings from the adult literature (Taghavi et al.). For example, Hadwin et al. 

assessed the interpretations of 40 children with no clinical symptomatology, aged 

between 7 and 9 years, following presentation of ambiguous homophones that had 

either a neutral or a threatening interpretation (i.e., dye versus die). The results 

showed that high levels of trait anxiety were positively related to an increased number 

of threatening interpretations of homophones (Hadwin et al.).  Using a similar 

technique, Taghavi et al. found that children with clinical levels of anxiety, aged 8 to 

17 years, employed the threatening meaning of the homographs in a written sentence 

more often, relative to children with no symptomatology.   

 Bögels and Zigterman (2000) further investigated threat interpretations of 

ambiguous situations. Three groups of children were recruited, including a group with 

an anxiety disorder, a clinical control group with externalising disorders and a non-

symptomatic control group. Children were asked to listen to nine ambiguous stories 

that had an uncertain outcome. After listening to each story, children were instructed 

to imagine that the event described in the story had happened to them. Children were 

then asked their interpretation of the event using an open-ended approach. This 

interpretation was followed by a number of closed questions which required children 

to report what they thought, how they felt and what they would do to deal with each 

situation. These questions were designed to investigate the extent of threat 

interpretations regarding the situations and the child’s perceived competence in 
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handling ambiguous situations (Bögels & Zigterman, 2000). Data suggested that 

children with a diagnosis of anxiety interpreted the ambiguous situations in a more 

negative way, by judging the situations as more threatening, compared to the clinical 

control (externalising) group and a non-symptomatic control group.  A higher degree 

of negative emotion was found by children with anxiety relative to children with an 

externalising disorder, but no differences were found when these children were 

compared to a non-clinical control group. Anxious children also reported themselves 

to be less influential in dealing with the situations relative to the other two groups.   

 Barrett, Rapee, et al. (1996) also investigated threat interpretations of ambiguous 

situations and examined the influence of family discussion on children’s threat 

interpretations. A group of anxious children (n = 152) aged 7 to 14 years, a group of 

children with oppositional defiant disorder (ODD) (n = 26), and a non-symptomatic 

control group (n = 27) were presented with ambiguous scenarios concerning possible 

physical or social threat.  Children reported their interpretation of each situation and 

then chose from a list of possible responses, with neutral or threatening outcomes, that 

most closely matched his/her interpretation of the event. The responses were also 

rated on 8-point scale, testing the likelihood of the event occurring again in the future 

and how threatening the event was perceived to be. Results showed that groups of 

children with anxiety or ODD more frequently interpreted ambiguous situations as 

threatening when compared to a non-symptomatic control group. Differences were 

also observed between the two clinical groups in their behavioural responses to threat. 

Whereas the group of anxious children reported significantly more avoidant responses 

than the oppositional and control groups, children with ODD most frequently selected 

aggressive outcomes. Additionally, when families were asked to discuss with their 

child how they should deal with ambiguous situations, children with anxiety were 
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more likely than the non-symptomatic control children to devise an avoidant solution 

following this family discussion. In contrast, children with ODD were more likely to 

change their responses to more aggressive solutions following the family discussion. 

Barrett, Rapee, et al. called this phenomena the ‘FEAR Effect’ (Family Enhancement 

of Avoidant and Aggressive Responses). The authors concluded that carers of 

children with anxiety disorders appeared to influence their child to be more cautious 

and to avoid taking a social risk by modelling caution, providing information about 

risk, expressing doubt about the child’s competency, and rewarding the child for 

avoidance by expressing agreement and nurturance, and ultimately promoting 

cognitive bias. Furthermore, rates of child avoidance were positively correlated with 

the probability that carers reciprocated avoidance (Barrett, Rapee, et al.). Dadds, 

Barrett, Rapee and Ryan (1996) analysed the contingent stream of family behaviours 

that had been videotaped during the family discussions in the Barrett, Rapee, et al. 

study. Results indicated that carers of children with anxiety were more likely to agree 

with and support anxious interpretations and avoidant strategies, and were less likely 

to encourage prosocial solutions to ambiguous social situations, compared to carers of 

children who were non-symptomatic and with oppositional behaviours. These 

findings provided support for Krohne and Hock’s (1991) model of the development of 

paediatric anxiety, which specifies that carers of children with anxiety are less likely 

to grant and reward autonomy of thought and action. Thus, the child fails to develop 

appropriate self-efficacy, leading to a cycle of poor self-confidence and avoidance of 

challenges in everyday life. As avoidance of anxiety-provoking situations is 

implicated in the maintenance of paediatric anxiety disorders (Biederman, 

Rosenbaum, Chaloff, & Kagan, 1995), carers’ reinforcement of this solution to 

problems may have deleterious effects on the child’s long-term psychiatric prognosis. 
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Subsequent research on the FEAR effect has been equivocal. Whilst some studies 

have replicated these effects (Chorpita et al., 1996; Shortt, Barrett, Dadds, & Fox, 

2001), other studies have not fully replicated these findings (Cobham, Dadds, & 

Spence, 1999). Shortt et al. suggested that level of carer distress and the experimental 

context (i.e., prior to, or after, acceptance to a treatment program) influenced whether 

or not the FEAR effect is observed in families. Overall, research supports the 

existence of interpretative threat bias in paediatric anxiety which has been implicated 

in the maintenance of psychopathology, however to date, there has been no known 

similar research with respect to PTSD and sexual trauma in childhood.  

 Effects of treatment on interpretation bias. Some recent research has suggested 

that the mechanisms that promote interpretative bias result in the maintenance of 

psychopathology such as PTSD in children (Smith et al., 2008; Dalgleish, 2004). 

Based on the findings of the importance of interpretative bias in the maintenance of 

psychopathology in children, it is important to design cognitive behavioural therapies 

(CBT) for treating these children that include strategies that teach children to 

restructure cognitive processes that promote anxiety (i.e., threatening interpretations) 

and teach them to search for additional information before deciding that a situation is 

threatening (Muris et al., 2000).  Two studies have investigated change in the 

interpretations of ambiguous situations following CBT in children with anxiety 

disorders (Barrett, Dadds, et al., 1996; Creswell et al., 2005).  One study investigated 

changes from pre-to-post treatment in the way carers interact with their children via 

ambiguous scenarios. Following group CBT with an additional family intervention, 

anxious children showed greater reductions in the number of threat interpretations and 

avoidant plans at post-treatment, in comparison to children in an individual CBT 

condition and a waitlist condition. The family intervention produced the greatest 
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reduction in interpretative threat bias. Children in the waitlist condition reported 

similar levels of threat interpretations and avoidant responses from pre- to post-

treatment (Barrett, Dadds, et al.).   

 In a second study (Creswell et al., 2005), the nature of threat interpretations in a 

sample of children with anxiety (n = 27) and non-symptomatic control children (n = 

33), aged between 7 and 15 years, and their female carers was undertaken.  Threat 

interpretations were assessed using similar ambiguous scenarios as Barrett, Dadds, et 

al. (1996) pre and post a 9-week group CBT program. At pre-treatment, children with 

anxiety and their carers were found to interpret the ambiguous scenarios in a more 

threatening way than non-symptomatic children and their female carers. Moreover, 

following CBT, both children with anxiety and their carers reported reductions in 

their levels of threat interpretation.  

Recently, the efficacy of individual trauma-focused CBT for treating PTSD in 24 

youth (aged 8-18 years) who had experienced a single-incident event (motor vehicle 

accident, interpersonal violence or witnessing violence) was investigated (Smith et al., 

2007). A 10-week course of individual CBT was tested and compared to a WLC. 

Treatment consisted of individual sessions with the child, with carers seen (if 

available) following the individual child session. Joint child-carer sessions were 

conducted when necessary. Data showed that the children who underwent the active 

treatment showed significantly greater improvements in PTSD, depression, and 

anxiety, with better child global functioning also reported. After the active treatment, 

92% of children no longer met DSM criteria for PTSD, as measured by the ADIS-C. 

For the WLC condition, 42% of children no longer met criteria for PTSD. The authors 

concluded that the effects of CBT were partially mediated by changes in interpretative 

cognitive bias, as predicted by cognitive models of PTSD which have been used when 
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generating effective treatments for adults (Ehlers & Clark, 2000). Currently, there is 

evidence accumulating that this model also applies well to children and youth (Ehlers 

et al., 2003; Meiser-Stedman, 2002; Stallard, 2003). This study was the first known 

research that demonstrated treatment gains following CBT for PTSD as mediated by 

changes in cognitive interpretative bias.  

 Despite the use of techniques to modify threat interpretations in treatments for 

paediatric anxiety, little is still currently known about the origins and development of 

these cognitive processes in children. Investigating the impact of these negative 

interpretative biases of ambiguous information represents an informative link between 

the experimental lab and the clinic (Taghavi et al., 2000). Research aimed at testing 

these implications has been posited as an important future research priority (Mathews 

& Mackintosh, 2000). No known research has investigated the effects of treatment on 

interpretative biases in children with PTSD following sexual trauma. 

Summary and Conclusions 

 Clinical research has investigated a range of issues relating to the development 

and maintenance of PTSD in children. Several implications have emerged from these 

findings to assist with the clinical management of these children and to guide future 

research. First, the diagnosis of PTSD is not straightforward and many debate the 

appropriateness of the current DSM diagnostic criteria for children. Whilst it is clear 

that some children present with a clear diagnostic picture, others have a complex 

profile that does not fit the current criterions. Differential diagnoses are also 

particularly prevalent and adds to the difficulties in the assessment and treatment of 

PTSD. Cognitive biases have been identified in children with a range of different 

anxiety disorders, yet little research exists in examining the extent and nature of these 

biases in children with PTSD, especially following sexual trauma. This is surprising 
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given that CBT is the treatment most frequently used to alleviate symptoms of 

paediatric PTSD. Clearly, research investigating such biases in children with PTSD is 

an important next step to understand the relationship between trauma and underlying 

dysfunctions in information processing to target in treatment.  
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CHAPTER 4 

Assessment and Treatment of Child Sexual Abuse and Post Traumatic Stress Disorder 

 
Many studies confirm that a large proportion of children who have 

experienced sexual abuse also develop symptoms of post traumatic stress disorder 

(PTSD), this chapter will therefore provide an overview of the assessment and 

treatment procedures currently recommended for use with this population. Although it 

appears that children who have experienced child sexual abuse (CSA) have enduring 

sequelae that often may extend beyond PTSD, most empirically supported research in 

this area has focused on children who have experienced CSA and who suffer with 

PTSD. The following sections review the available literature examining the 

assessment and treatment of CSA and PTSD. 

Assessment of Child Sexual Abuse and Post Traumatic Stress Disorder 

The assessment of children who have been sexually abused requires a 

multidimensional approach, assessing the psychological, behavioural and emotional 

functioning as well as exploring PTSD symptomatology. A comprehensive 

assessment (used in both clinical and research settings) generally includes a face-to-

face clinical interview with the child and their non-offending caregiver(s), a 

diagnostic interview, self-report psychometric measures, and observations. Since the 

information gathered in these assessments can often be used in court proceedings, it is 

imperative that the assessments be conducted in a manner that is clinically as well as 

forensically sound. This requires, at a minimum, that questions are not asked in a 

leading manner and that a thorough documentation of all disclosures is undertaken 

(Macdonald, Higgins, & Ramchandani, 2006).  

Clinical interview. The use of the clinical interview is important to gather 

background information, as this is essential to the assessment and treatment process. 



Childhood sexual abuse and PTSD     55 
 

 

Clinical interviews should follow a consistent format using a schedule that is specific 

and comprehensive (Macdonald et al., 2006). Children who have experienced CSA 

often come from families that are chaotic or broken, and it is important to ascertain 

from the carer’s perspective the demographic details, residential arrangements, 

specific details regarding the traumatic event and details of the biological family if the 

child is in care. In addition, it is important to investigate the caregiver(s) view of the 

child’s functioning, attachment issues and carer functioning including the biological 

parent(s) and/or carer(s)’s (if applicable) own history of abuse (Friedrich, 2002). 

Information from the child regarding aspects of the traumatic events is required to 

gain an understanding of the child’s perspective. Information gathered from a clinical 

interview alone is insufficient to form a comprehensive conceptualisation of all of 

these issues.   

Diagnostic interview. The use of structured and semi-structured diagnostic 

interviews in clinical research and empirically driven clinical practice forms part of 

the multidimensional approach (Klein, 1991). Structured diagnostic interviews have 

several advantages over unstructured interviews, as unstructured interviews generally 

have poor reliability and lack objectivity (Rapee, Wignall, Hudson, & Schniering, 

2000). Structured diagnostic interviews increase the reliability of a diagnosis by 

standardising the questioning within a specific format. The scoring process is also 

standardised (Andrews et al., 2003; Summerfeldt & Antony, 2002), and children 

appear to respond better to specific questions rather than open-ended questions, 

particularly if they are anxious about the assessment process (Rapee et al.).  

 There are a number of widely used structured diagnostic interview schedules that 

are appropriate for use in the assessment of a range of DSM disorders in children, 

such as the Anxiety Disorders Interview Schedule for DSM-IV: Child and Parent 
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Versions (ADIS-C/P; Silverman & Albano, 1996), the Child and Adolescent 

Psychiatric Assessment (CAPA; Angold & Costello, 2000), the Diagnostic Interview 

Schedule for Children (DISC; Schwab-Stone et al., 1993; Shaffer, Schwab-Stone, & 

Fisher, 1993), the Diagnostic Interview for Children and Adolescents – Revised 

(DICA-R, Reich et al., 1994), and the Kiddie-Schedule for Affective Disorders and 

Schizophrenia for School-Age Children (K-SADS; Ambrosini, 2000). A few trauma-

specific structured diagnostic interview schedules also exist, including the Clinician 

Administered PTSD Scale for Children and Adolescents (Nader et al., 1996; Newman 

& Ribbe, 1996), the Childhood PTSD Inventory (Fletcher, 1996), and the Children’s 

PTSD Inventory (Saigh et al., 2000).  

 The ADIS C/P (Silverman & Albano, 1996) is the tool used most regularly in 

empirical research with this population (King et al., 2003; Morris, Hirshfeld-Becker, 

Henin, & Storch, 2004). The ADIS C/P is a clinician-administered semi-structured 

diagnostic interview, which was developed to establish reliable differential diagnoses 

among the DSM anxiety disorders (APA, 1994). The ADIS C/P relates directly to 

DSM criteria (APA, 1994), has good sensitivity to treatment effects (Beidel, Turner, 

& Morris, 2000; Hayward et al., 2000; Kendall, 1994; Kendall et al., 1997; Spence, 

Donovan, & Brechman-Toussaint, 2000) and allows the researcher and/or clinician to 

exclude alternative DSM diagnoses. In addition, while the ADIS C/P assesses 

primarily for anxiety disorders, mood disorders and externalising disorders in children 

aged 7 to 17 years, it also screens for other childhood disorders, such as pervasive 

developmental disorders, somatoform and eating disorders. Additionally, the ADIS 

C/P provides a unique insight into the child’s own report of their symptom pattern 

(Rapee et al., 2000). Traditionally, the ADIS C/P has accounted for both child and 

carer reports using a rule that the diagnosis was given if the child or carer’s report met 
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criteria for the disorder (Silverman, Saavedra, & Pina, 2001). No differentiation has 

occurred between child and carer accounts; however, recent research has shown that 

this should be considered as there is often little agreement between the two.  

 Self-report measures. Self-report psychometric measures are designed to be used 

as an adjunct to a thorough comprehensive multidimensional approach and are also 

useful for assessing treatment outcomes. The measure chosen depends on factors such 

as the age of the child, type of presentation and the purpose of the assessment (Boyd, 

Kostanski, Gullone, Ollendick, & Shek, 2000). There are many self-report 

psychometric measures designed to assess emotional and behavioural problems in 

children, such as the Children’s PTSD Reaction Index (Pynoos, Frederick, & Nader, 

1987); the Multidimensional Anxiety Scale for Children (MASC; March, 1998), the 

Trauma Symptom Checklist for Children (TSCC; Briere, 1996), and the State-Trait 

Anxiety Inventory for Children (STAIC; Spielberger, Edwards, & Lushene, 1973).

 There is currently no psychometric measure considered the ‘gold standard’ for 

making the diagnosis of PTSD or monitoring its symptom course in children. The 

measures recommended by the National Child Traumatic Stress Network Report 

(Cook et al., 2003) as useful for this population however include carer-rated measures 

such as the Child Behavior Checklist (CBCL) (Achenbach, 1991a), the Child Sexual 

Behavior Inventory-3 (CSBI-3; Friedrich, 1997), the Child Dissociative Checklist 

(Putnam, 1990), and the Traumatic Events Screening Inventory (Ford, 1997). 

Moreover, child-rated measures recommended for use with children under 12 years 

include the Trauma Symptom Checklist for Children (TSCC; Briere, 1996), the Child 

Depression Inventory (CDI; Kovacs, 1985, 1992), and the UCLA Trauma Reminders 

Inventory (a revised version of the Children’s PTSD-Reaction Index; Steinberg et al., 
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2004). The Teacher Report Form (TRF; Achenbach, 1991b) is also useful to gain 

advice on the child’s functioning in the school setting.  

 The assessment of CSA and PTSD symptoms via self-report psychometric scales 

is more complex when compared to other disorders (Fricker & Smith, 2001; King et 

al., 2003). First, the measurement of avoidance is complicated and, by definition, is 

difficult to ascertain from child or carer self-reports (AACAP, 1998). Research shows 

that children are not always willing or able to talk about their traumatic experiences 

and related symptoms (Sim et al., 2005), with some of this reluctance related to 

avoidance associated with PTSD. For example, children who are struggling with guilt 

and shame, who have not been given permission or appropriate support to talk 

honestly and accurately about their emotions, and who are avoidant about disclosing 

their abuse experience are less likely to be valid reporters of their symptoms 

(Friedrich, 2002). Second, even though there has been an increase in available self-

report scales for CSA and PTSD over the past 10 years, most of these measures have 

been adapted for research purposes and as such have little normative data supporting 

their use in PTSD populations.  

 Other self-report difficulties occur because of developmental delays (e.g., less 

developed language for emotions), personality factors (e.g., introverted children 

versus extraverted children), or cognitive issues (e.g., the inability of the child to 

understand complex or complicated trauma-related issues especially when trauma has 

been pervasive and long-lasting) (Weiss, 2004). Difficulties also arise when the 

primary language of the family is not English, and when there are lengthy time 

periods since the traumatic event and the use of assessment protocol (Weiss, 2004).  

 Additionally, there is some suggestion that clinically referred children (those 

with a pervasive development disorder) rate themselves as less problematic on 
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questionnaires and in interviews than do their carers, whereas control children provide 

more severe ratings than their carers (Stone & Lemanek, 1990). Additionally, self-

report measures completed by children under 12 years of age often underestimate 

their symptoms, which may reflect their lack of language for feelings at this age 

(Aldridge & Wood, 1997; Edelbrock, Costello, Dulcan, Kalas, & Conover, 1985). 

This may be a partial reason for the repeated failure of self-report measures to 

discriminate between groups in research on symptoms of children who have been 

sexually abused in this age group (Cohen & Mannarino, 1988; Deblinger & Stauffer, 

1996; Kendall-Tackett et al., 1993). Given this finding, Stone and Lemanek (1990) 

suggest that carers and teachers may be more accurate about objective behavioural 

symptoms than children, but recommend that it is still important to use child-rated 

measures to obtain as accurate as possible description about the child’s subjective 

experiences.  

Meiser-Stedman and colleagues (2007) also made specific comment on this 

issue in relation to the diagnosis of trauma using diagnostic interviews. This research 

noted that the assessment of trauma symptoms in children following a single-event 

trauma found poor child-carer agreement, with carers tending to underreport 

symptomatology on a diagnostic interview. They suggested that early assessment of 

PTSD requires the assessment of the children as carers were much less likely to give 

responses supporting a diagnosis directly following trauma. It was further noted that 

carers may become more accurate reporters of children’s symptomatology several 

months following a trauma, yet recommended the need to obtain child report as well 

as carer report to avoid children being incorrectly identified. It must be acknowledged 

that children who present with trauma symptoms may not have as clear presentation 

as other anxiety disorders or developmental disorders in children, further highlighting 
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the need for both carer and child assessments for this population of children to be 

considered separately (Meiser-Stedman et al.). 

Observation tasks. The formal observation of carer-child interactions can 

provide important information regarding attachment-related issues (Friedrich, 2002), 

and is a useful tool in a comprehensive multidimensional assessment approach. The 

formal observation is typically conducted in an observation room or similar setting. 

Informal observations also occur at the initial meeting with families, during reunions 

and throughout treatment sessions. There are few research studies that have used 

observation tasks with families of children who have been sexually abused (Friedrich, 

2002), yet observation is used extensively in clinical settings. Of the few studies 

conducted, Burkitt (1991) reported that female caregivers of children who 

experienced sexual abuse were more self-absorbed and relied on their children for 

emotional support. Interestingly, the physical abuse literature reveals more evidence 

of studies utilising parent-child observations. For example, Trickett (1993) undertook 

parent-child observations in physically abusive families during mealtimes and found 

that greater levels of verbal and physical conflict occurred in these families regularly 

than in comparison families. Whilst the observation schema and coding systems used 

in the research are complex and outside the realm of standard research in this area, the 

formal observation of the parents with the child where possible can provide rich 

insight about the quality of the relationship and clinical conceptualisation of the 

issues.  

Summary and Conclusions 

  The assessment of children and families who have experienced CSA is 

complex and time consuming. There are many interrelated issues that require 

assessment including, but not limited to, child functioning, child behaviour, 
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attachment issues, biological family information, foster family information (if 

applicable), information regarding the abuse experience, responses to the child 

following abuse, the child’s perception of the events, and diagnostic information. The 

possibility of the assessment informing a forensic process must also be considered. 

There are a number of child and carer diagnostic interview schedules and 

psychometric measures available and helpful, yet not without problems. Given that 

the assessment process is a precondition to therapy, it seems likely that the more 

targeted and systematic the assessment, the better the treatment prospects for the child 

and family. Clearly an empirically sound multidimensional assessment approach in 

clinical and research practice for this population is preferred.  

Treatment of Child Sexual Abuse and Post Traumatic Stress Disorder 

  Research has clearly established that exposure to CSA may severely affect a 

child’s physical, social and psychological development with significant costs also to 

families and society as a whole. Empirically driven treatment programs are therefore 

essential (King et al., 2003; Morrissette, 1999). The evidence for the efficacy of 

cognitive behavioural therapy (CBT) for treating PTSD and other trauma-related 

psychopathology in children is promising, particularly using individual therapy 

approaches. Other treatment approaches have been proposed and investigated (such as 

psychodynamic, psychoeducation, and pharmacotherapy; for a review see Bernstein et 

al., 1996), although CBT is the approach that has been established as effective by 

several well-controlled clinical trials. 

  CBT has emerged generally as the mainstay for the psychotherapeutic 

treatment of childhood anxiety and is promising in the treatment of depression in 

children (David-Ferdon & Kaslow, 2008; Mancini, Van Ameringen, Bennett, 

Patterson, & Watson, 2005; Spielmans, Pasek, & McFall, 2007). CBT is also the most 
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common treatment modality for adult victims of sexual trauma (see Foa, Rothbaum, 

Riggs, & Murdock, 1991; Mendes et al., 2008). A brief overview of the development 

and use of CBT for childhood anxiety disorders will be presented. This will be 

followed by a review of CBT treatments for sexual abuse and PTSD in children. 

Overview of Cognitive Behavioural Therapy 

  Consistent empirical support has been received for the cognitive behavioural 

treatment approach for children with anxiety disorders (Barrett, Dadds, et al., 1996; 

Kendall, 1994). CBT has primarily been used for the treatment of anxiety disorders 

acknowledging that anxiety is manifested through three interrelated systems. First, the 

physiological system, which is concerned with autonomic nervous system output such 

as respiration and heart rate; second, the cognitive system, which is concerned with 

maladaptive thought patterns and the attention and interpretation of threat stimuli in 

the environment when an individual feels unsafe/worried, and finally the behavioural 

system, such as avoidance behaviours (Lang, 1971, as cited in Hugdahl, 1981; Murray 

& Cartwright-Hatton, 2006). These three systems are thought to play a role in the 

development and maintenance of anxiety disorders in children (Muris, 2005). 

Research investigating the efficacy of CBT is consistent with the theory that a child’s 

thinking style or perception of events influence their physiology, feelings and 

behaviour, and thus modifications of thinking (via treatment) will result in changes in 

these areas and reductions in the level psychopathology experienced (Beck, 1995). 

CBT also has ecological validity in that it also focuses on enhancing lifestyle habits 

and social networks for children and families.  

 Many of the childhood treatment outcome studies (Barrett, Dadds, et al., 1996; 

Kendall, 1994; Kendall et al., 1997) have used standardised therapist manuals, as well 

as workbooks developed for children and carers, to ensure the consistent delivery of 
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the treatment components (Duncan, Nicol, & Ager, 2004). In general, standard CBT 

commonly includes the following components: (1) psychoeducation (which provides 

an understanding of the nature, causes and treatment of the disorder); (2) management 

of physiological symptoms (deep, diaphragmatic breathing; progressive muscle 

relaxation, meditation practices, imagery); (3) changes in lifestyle habits and 

improved coping skills (changes to diet, exercise and sleep patterns and expanding 

social/support networks); (4) cognitive restructuring (identifying and challenging 

maladaptive thoughts with positive, coping-focused thoughts); (5) exposure to 

feared/avoided situations (i.e., using a graduated approach, a child experiences 

distress in real or imagined anxiety-provoking situations); (6) problem solving (a 

child generates and tests a variety of active methods for coping with specific problem 

situations); and (7) relapse prevention (promoting generalisation and maintenance of 

treatment gains). 

Overview of CBT for Anxiety Disorders 

 Kendall (1994) conducted the first published randomised individualised clinical 

trial of CBT with anxious children. Children aged 9 to 13 years, with a diagnosis of 

Overanxious Disorder (OAD), Separation Anxiety Disorder (SAD) or avoidant 

disorder, were assigned to either a 16-session individual CBT treatment condition (n 

= 27) or a waitlist control condition (n = 20). Children who participated in the CBT 

program displayed clinically significant improvement from pre- to post-treatment on 

self-report, carer report and behavioural observation measures. In addition, 64% of 

children in the treatment group no longer met diagnostic criteria for an anxiety 

disorder at post-treatment, compared with 5% of the waitlist control. These clinically 

significant gains were maintained at the 12-month and 3-year follow-up intervals 

(Kendall & Southam-Gerow, 1996).  
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 In a second randomised clinical trial where children received 16 individual 

treatment sessions, 53% of children treated no longer met diagnostic criteria 

according to a clinician-administered diagnostic interview (the ADIS C/P) for their 

principal disorder at post-treatment (Kendall et al., 1997). The results from these two 

trials were viewed as important first steps in developing efficacious CBT treatments 

for children. However, a percentage of children continued to meet diagnosis for their 

targeted disorder following treatment (Kendall, 1994; Kendall et al., 1997). In an 

attempt to improve the efficacy of treatment for children with anxiety, attention 

shifted to group-based research in an attempt to gain insight regarding those children 

who did not benefit from individualised treatment. These group-based interventions 

also addressed the role of the family.  

 Providing evidence for the efficacy of a group modality in reducing anxiety 

disorders in children has considerable practical significance (Northey, Wells, 

Silverman, & Bailey, 2003). Group therapy tends to be more cost and time efficient 

than individual therapy and provides children with opportunities for social 

interactions with peers and multiple exposures to feared interpersonal contexts, 

objects and/or situations (Flannery-Schroeder, Choudhury, & Kendall, 2005). Studies 

providing empirical evidence for the efficacy of group CBT have emerged (e.g., 

Beidel et al., 2000; Cobham, Dadds, & Spence, 1998; Flannery-Schroeder & Kendall, 

2000; Gallagher, Rabian, & McCloskey, 2004; Heard, Dadds, & Conrad, 1992; 

Howard & Kendall, 1996; Manassis et al., 2002; Mendlowitz et al., 1999; Silverman 

et al., 1999; Spence et al., 2000). Overall, these studies reported that a greater 

percentage of children in group treatment no longer met diagnostic criteria for anxiety 

disorders following treatment, compared to a waitlist control group. For example, one 

randomised clinical trial (Flannery-Schroeder & Kendall, 2000) evaluated group CBT 
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and individual CBT with children diagnosed with Generalised Anxiety Disorder 

(GAD), Separation Anxiety Disorder (SAD) or Social Phobia (SOP) (n = 37). 

Relative to a waitlist control condition (n = 12), significant post-treatment reductions 

in anxiety on multiple carer, teacher, and child-report measures across the treatment 

conditions were found. In addition, a significant reduction in the proportion of 

children meeting criteria for their principal anxiety disorder (group CBT = 50%; 

individual CBT = 73%) was obtained. Children in the waitlist condition failed to 

demonstrate change across the waiting period. Additionally, a greater percentage of 

group CBT (66.7%) versus individual CBT (56.3%) participants were reported to 

meet criteria for any of the three anxiety disorders post-treatment. At the 1-year 

follow-up, a greater percentage of children in the individual CBT condition (81%) 

were free of their principal diagnosis relative to the group CBT condition (77.8%). 

The differences between the treatment conditions at post-treatment and 1-year follow-

up were not significant, with the authors concluding that both individual and group 

formats were equally effective (Flannery-Schroeder et al.). 

 To investigate further the reasons why minimal differences were found between 

individual and group formats, research on the role of family involvement in the 

maintenance and treatment of anxiety disorders in children commenced (Ginsburg et 

al., 2004; Manassis et al., 2002; Mendlowitz et al., 1999; Silverman et al., 1999). The 

role of the parent in improving treatment outcomes was investigated (Ginsburg et al.). 

Most interventions that involved family members in the past had been short-term, 

ranging from 4 to 12 sessions, and all had been implemented in conjunction with 10 to 

12 sessions of child CBT. The aim of these interventions was to encourage the carers’ 

reinforcement and support for their child’s successful handling of fear/avoidant 

behaviours in addition to improving parenting skills and the carer-child relationship 
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(Barrett, 1998; Barrett, Dadds, et al., 1996). 

 Seeking to evaluate the family’s role in the treatment of childhood anxiety, 

Barrett, Dadds, et al. (1996) conducted an intervention with children (N = 79) aged 7 

to 14 years, diagnosed with SAD, OAD or SOP. Participants were randomly allocated 

to one of three treatment conditions: a 12-session child-focused CBT (n = 28), a 12-

session program that combined child-focused CBT with a family intervention (n = 

25), and a 12-week waitlist control (n = 26). In the CBT plus family involvement 

condition, the child was seen first for 30 minutes in which individual CBT was 

conducted, followed by 40 minutes spent with the child and their carer together. In 

these 40 minutes, emphasis was placed not only on providing child-focused CBT but 

also on teaching carers to reward adaptive coping behaviour and to extinguish 

excessive anxious behaviour, to manage their own anxiety with similar CBT 

techniques, and to develop new family communication and problem solving skills 

(Barrett, Dadds, et al.). The child only component consisted of teaching the child 

skills to recognise feelings and somatic reactions, cognitive restructuring, coping self-

talk and exposure to the feared stimulus. At post-treatment, 88% of the children in the 

CBT plus family intervention no longer met criteria for their principal diagnosis, 

compared with 57.1% of children in the child only CBT group and less than 30% in 

the waitlist control condition. In addition, significant improvement on a number of the 

child and carer rating scales were reported for children in both treatment conditions, 

relative to the waitlist control condition. The CBT plus family intervention continued 

to show superior outcomes at 6-month (84% vs. 71.4%) and 12-month follow-up 

(95.6% vs. 70.3%; Barrett, Dadds, et al.). The data also showed that age and gender 

interacted with the treatment condition, with younger female participants responding 

better to the CBT plus family intervention.  
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 Treatment outcome five to seven years following treatment in the Barrett, Dadds, 

et al. (1996) study found that, for both the individual child CBT and combined CBT 

plus family intervention conditions, treatment gains were maintained over the follow-

up period as evidenced by continued absence of the primary disorder for 85.7% of 

children (Barrett, Duffy, Dadds, & Rapee, 2001). The only difference between the 

two intervention conditions was that children who received the combined family 

treatment rated significantly less fear at long-term follow-up in comparison to 

children who received individual treatment (Barrett et al., 2001).  

 In a further randomised clinical trial, Barrett (1998) evaluated a group CBT 

program with children aged 7 to 14 years, diagnosed with OAD/GAD, SAD or SOP. 

Participants were randomly allocated to three treatment conditions: child group CBT 

without family involvement (n = 23), group CBT plus family involvement (n = 17), 

or a waitlist control condition (n = 20). At post-treatment, compared to the waitlist 

control condition, the percentage of children who received treatment and no longer 

met diagnostic criteria for any current anxiety disorder was significantly reduced 

(either treatment 64.8%; waitlist 25.2%). Results indicated that the group CBT plus 

family involvement condition had significantly higher recovery rates relative to the 

CBT without family involvement at post-treatment (70.7% vs. 55.9%, respectively). 

In addition, less family disruption, greater parental perception of ability to deal with 

their child’s behaviours, and lower child reports of fear were reported in the condition 

that involved the family. Moreover, at 12-month follow-up, children in the family 

condition maintained higher diagnostic recovery rates relative to the non-family based 

intervention (84.8% vs. 64.5%, respectively; Barrett, 1998).    

Efficacy of Cognitive Behaviour Therapy for Child Sexual Abuse  

 To date, ten controlled studies using CBT have been influential in the treatment 
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of children who had experienced abuse. Most studies formally assessed PTSD 

symptoms, yet some did not (Berliner & Saunders, 1996; Burke, 1988; Celano, 

Hazzard, Webb, & McCall, 1996; Cohen & Mannarino, 1996, 1997, 1998b; Cohen, 

Deblinger, Mannarino, & Steer, 2004; Deblinger et al., 1996, 1999; Deblinger, 

Stauffer, & Steer, 2001; King et al., 2000). These studies were reviewed in a recent 

Cochrane Database of Systematic Reviews (Macdonald, Higgins, & Ramchandani, 

2006) from a potential 377 treatment trials. The ten studies were included as they used 

randomised or quasi-randomised controlled trials and incorporated CBT, good sample 

sizes, and the comparison of index treatments to alternative treatments or waitlist 

controls. Table 4.1 provides a summary of these controlled treatment trials, and each 

will be further discussed below, based upon the modality of treatment delivery and 

whether PTSD was formally assessed.
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Table 4.1 

Randomised Controlled Trials: Cognitive Behavioural Therapy Treatments for Child Sexual Abuse  

Reference 

 

N (at post-

treatment) 

Design Age range Outcome Measures Findings 

Burke (1988)* 

 

25 (girls 

only) 

CBT group vs. WLC 

 

8-13yr CDI, RCMAS, CBCL, 

FSSC-R 

CBT > for child depression  

(PTSD not assessed) 

Berliner & Saunders 

(1996)* 

 

103 CBT comparison group vs. 

CBT experimental group 

(include SIT) 

4-13yr CDI, CBCL, CSBI, 

FSSC-R, RCMAS, 

SAFE 

No difference between groups 

(PTSD not assessed) 

Deblinger, McLeer, 

& Henry (1990) 

19 CBT with Exp (no control 

Group) 

3-16 yr PTSD, CBCL, ANX 

DET 

Improvement PTSD, CBCL< 

anxiety, depression 

Deblinger et al. 

(1996, 1999) 

 

90 TF-CBT-P vs. TF-CBT-C 

vs. TF-CBT P+C vs. 

community care 

7-13yr CBCL, CDI, PPQ, 

STAIC, K-SADS-E 

CBT-C > other treatment for PTSD, 

CBT-P > other treatment for MDD, 

behaviour problems 

Celano et al. (1996) 

 

32  CBT group vs. supportive 

care 

8-13yr CBCL, CITES-R, 

CGAS, PRIDS, PAS 

No difference in PTSD; CBT 

benefited parent treatment of child 

Cohen & Mannarino 

(1996, 1997) 

67 CBT vs. NST 3-6yr CSBI, CBCL, PRESS, 

WBR 

CBT > NST on various indices of 

psychopathology 

(PTSD not assessed) 
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Table 4.1.    (continued) 

Cohen & Mannarino 

(1998a, 2005) 

49 CBT vs. NST 7-15yr CBCL, STAIC, CDI, 

CSBI 

CBT > NST on MDD and social 

competence 

(PTSD not assessed) 

King et al. (2000) 

 

28 Child alone CBT vs. family 

CBT vs. WLC 

5-17yr PTSD (ADIS), CDI, 

CBCL, RCMAS 

CBT>WLC on PTSD and other 

symptoms of anxiety 

Deblinger et al. 

(2001)* 

 

54 Parallel C&P CBT group vs. 

supportive care 

2-8yr SCL-90-R, IES, PPQ, 

CBCL, CSBI 

Some better outcomes for CBT 

group (but CBT group had higher 

scores at pre-test) 

(PTSD not assessed) 

Cohen et al. (2004), 

Cohen, Mannarino, & 

Knudsen (2005) 

229 TF CBT vs. CCT 8-14yr CBCL, CDI, CSBI, K-

SADS, CAPS, BDI, 

PERQ, PPQ, PSQ 

TF CBT > CCT for PTSD, MDD, 

behavior problems, shame, negative 

attributions and parental depression 

Trowell et al. (2002) 71 TF individual 

psychotherapy vs. psycho 

educational group therapy 

6-14 yr K-SADS, K-GAS Both groups showed reduction on 

psychopathology. Individual sessions 

> group for PTSD  

Note. Adapted from Pine & Cohen (2002) and Macdonald et al. (2006). * Group Treatment Undertaken; CBT, Cognitive behavioural therapy; CCT, Child Centered Therapy; 

TF-CBT, Trauma focused CBT; NST, Non-directive supportive therapy; WLC, Waitlist control; CBT-P, CBT with parent; CBT-C, CBT with child; MDD, Major depressive 

disorder, SIT, Stress Inoculation Training. ADIS, Anxiety Disorder Interview Schedule; BDI, Beck Depression Inventory; CAPS, Children’s Attribution and Perception 

Scale; CBCL, Child Behavior Checklist; CDI, Child Depression Inventory: CGAS, Children’s Global Assessment Scale; CITES-R, Children’s Impact of Traumatic Event 

Scale – Revised; CSBI, Child Sexual Behavior Inventory; FSSC-R, Revised Fear Schedule for Children; IES, Impact of Events Scale; K-GAS, Kiddie Global Assessment 

Scale; K-SADS-E, Schedule for Affective Disorders and Schizophrenia for School-Age Children; PAS, Parent Attribution Scale; Piers-Harris, Piers-Harris Children’s Self 

Concept Scale; PERQ, Parent’s Emotional Reaction Questionnaire; PPQ, Parenting Practices Questionnaire; PRESS, Pre-school Symptoms Self-report; PRIDS, Parent 

Reaction to Incest Disclosure Scale; PSQ, Parental Support Questionnaire; RCMAS, Revised Children’s Manifest Anxiety Scale; SAFE, Sexual Abuse Fear Evaluation 

Scale; SCL-90-R, Symptom Checklist; STAIC, State-Trait Anxiety Inventory for Children; WBR, Weekly Behavior Report. 
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Individual Child Focused Cognitive Behavioural Therapy for Child Sexual Abuse: 

Research Designed to Reduce Symptoms of PTSD  

Deblinger et al. (1990, 1996, 1999). This series of treatment outcome studies 

began with a small trial (Deblinger et al., 1996). There were 19 children aged between 

3 and 16 years who participated in a single group CBT trial. Children were included 

in the study if the criterion for the presence of PTSD was met. Assessment was 

undertaken using an interview developed for use in the study (Deblinger et al., 1990). 

Self-report symptoms of anxiety and depression were also obtained. Following a 12-

week CBT program, no child met the diagnostic criteria for PTSD, with anxiety and 

depression symptoms improving. Carer ratings of child behavioural problems on the 

CBCL were also reduced. The lack of a control group in this study made overall 

outcomes difficult to evaluate.  

In a further study (Deblinger et al., 1996), 100 children (90 completers) who 

had experienced sexual abuse and reported symptoms of PTSD were assessed using a 

diagnostic interview (K-SADS-E). There was 71% of the sample who met the 

diagnostic criteria for PTSD at pre-test. The children were aged 7 to 13 years (83% 

females), with a mean age of 9.84 years. The children were randomly assigned to one 

of three 12-week trauma-focused cognitive behavioural individual therapy programs 

(TF-CBT) (n = 68). Condition 1 (n = 25) was a child only CBT treatment including 

gradual exposure, modelling, education, coping and body safety training. Condition 2 

(n = 25) was a carer treatment only providing cognitive behavioural skills for carers 

to use in response to their child’s fear and avoidant behaviours. Condition 3 (n = 25) 

combined the carer and children interventions comprising of individual sessions with 

the child and carer, with combined sessions to assist communication facilitation. The 

control group (n = 21) consisted of standard community care where carers received 
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psychoeducation only. No significant differences on outcome measures were found 

for the two groups receiving TF-CBT (child only or carer child conditions). Both of 

these groups reported significantly greater reductions in symptoms of PTSD than 

children in the carer only or community-based intervention groups. There were 84% 

of children in the TF-CBT groups who no longer met the diagnostic criteria for PTSD 

at post-test, compared to 70% of children in the non-CBT conditions. In addition, the 

children whose carers received TF-CBT (in the carer only or carer plus child 

treatment conditions; Conditions 2 and 3) experienced significantly greater 

improvements in child reported depression and carer-rated externalising behaviours 

from pre- to post-test than all other conditions. In a further 2-year follow-up study 

(Deblinger et al., 1999), improvements in externalising behaviour problems, 

depression and PTSD symptoms were maintained. This research offered preliminary 

evidence for the efficacy of theoretically derived, short-term CBT treatment for 

children who had experienced sexual abuse with resulting PTSD symptomatology.  

 King et al. (2000). King and colleagues further investigated the efficacy of 

individual CBT treatment for CSA and PTSD with a particular focus on exploring the 

efficacy of family participation. Thirty-six children (28 completed post- and follow-

up testing) and their non-offending caregivers were randomly assigned to a child-

alone condition (child-CBT) (n = 12); a family condition (family-CBT) (n = 12) or a 

waitlist control (WLC) (n = 12). The mean age of the children was 11.4 years, with 

69% females. Children in the child-CBT only condition received 20 weekly individual 

sessions; in the family-CBT condition, the child and carer received 20 parallel 

sessions; and the WLC were not contacted during a 24-week waiting period. The child 

sessions aimed to help the child overcome his or her post-abuse distress and PTSD 

symptoms. There were 69% of the sample meeting the diagnostic criteria for PTSD at 
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pre-treatment based on a diagnostic interview (the ADIS C/P) using the consideration 

of symptoms reported by either child or carer. The carer sessions aimed to train carers 

in child behaviour management skills and carer-child communication skills. 

Compared with the control group, children who received treatment exhibited 

significant improvements in PTSD symptoms and self-reports of fear and anxiety. 

Significant improvements also occurred in relation to carer completed measures and a 

clinician administered measure for a rating of global functioning of the child. 

However, carer involvement did not improve the efficacy of CBT for individual 

children. Maintenance of improvements was evident at the 12-week follow-up 

compared to the WLC group. However, there was no difference between the two 

treatment groups at follow-up except on a rating of fear, where the family CBT was 

more effective than the child CBT. A high attrition rate was noted, with eight families 

withdrawing from treatment: two from the control group and three from each 

experimental group. The authors concluded that cognitive behavioural treatment was 

useful in treating children with PTSD following sexual abuse, yet further research was 

required on caregiver involvement.  

  Cohen et al. (2004, 2005). Cohen and colleagues completed a multi-site study 

in which 229 children who had been sexually abused and their non-offending 

caregivers (n = 189) were randomly assigned to a trauma-focused CBT condition 

(TF-CBT) or supportive Child Centered Therapy (CCT). These authors highlighted 

that, although past research had shown impressive results for the efficacy of CBT 

treatment models, a number of shortcomings were obvious. Cohen and his colleagues 

argued that past treatment outcome studies have traditionally used relatively small 

sample sizes, thus questioning the generalisability of the findings across a range of 

sociodemographic variables. These researchers also indicated that previous research 
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was limited to fairly heterogeneous samples with little comorbidity (such as comorbid 

sexual, physical and emotional abuse), yet high comorbidity rates are considered 

representative of children with abuse backgrounds in community settings (Saunders, 

2003). These researchers also indicated that none of the past research had been 

conducted at multiple sites with children from a wide range of backgrounds (such as 

from city, suburban or rural settings). Accordingly, in Cohen’s studies, children 

recruited were aged between 8 and 14 years across two sites: a city setting and a 

suburban setting. Both facilities were academically affiliated outpatient clinical 

treatment programs for children who had experienced abuse and/or trauma. The 

children were assessed as having substantial PTSD symptomatology with 89% 

meeting full DSM PTSD diagnostic criteria according to a diagnostic interview (K-

SADS Present and Lifetime Version PTSD Section). More than 90% of these children 

had also experienced other traumatic events in addition to sexual abuse. For example 

70% of the sample had been confronted with news of the sudden unexpected death or 

life threatening illness of a loved one, 58% had witnessed domestic violence, and 26% 

were victims of physical abuse. Cohen’s research studies were designed to replicate 

and extend individual CBT trauma-focused treatment and incorporated individual 

child sessions and parent sessions. Treatment consisted of 12 weekly individual 

sessions of 45 minutes each for carer and child for both groups. The trauma-focused 

CBT group (TF-CBT) received three joint sessions of 30 minutes, with the child and 

carer sessions reduced to 30 minutes for those weeks. The results indicated that 

children assigned to TF-CBT, compared to those assigned to CCT, demonstrated 

significantly more improvement with regard to PTSD as measured on the K-SADS 

(re-experiencing; avoidance; hyperarousal), depression as measured on the CDI, 

behaviour problems as measured with the CBCL total score, shame, and abuse-related 
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attributions measured on the CAPS at post-test. Similarly, parents assigned to TF-

CBT showed greater improvement with respect to their own self-reported levels of 

depression, abuse-specific distress, support of the child, and effective parenting 

practices at post-test. At 6- and 12-month follow-up, intent-to-treat analysis indicated 

significant group x time effects in favour of the TF-CBT for child depression, anxiety 

and problematic sexual behaviour. Among treatment completers, the TF-CBT group 

evidenced significantly greater improvement in child-reported symptoms on the 

TSCC, anxiety, depression, sexual behaviours, and dissociation at 6 months and in 

PTSD as measured on the TSCC, and dissociation at 12-month follow-up. The authors 

concluded that trauma-focused CBT conducted individually with children with PTSD 

as a result of sexual abuse and their non-offending carer is effective.  

Individual Child Focused Cognitive Behavioural Therapy for Child Sexual Abuse 

without a Particular Focus on PTSD  

Celano et al. (1996). Celano and colleagues evaluated and compared the 

efficacy of two short-term therapy programs for girls who had been sexually abused 

and their non-offending female caregivers. Forty-nine girls (32 completed post-

testing) aged 8 to 13 years and their carers were randomly assigned to an 8-week 

individual CBT theoretically structured experimental treatment program (n = 15) or 8 

weeks of unstructured, supportive psychotherapy (n = 17) as a comparison program. 

Both treatments consisted of eight 1-hour sessions, with half of the sessions spent 

with the child and the other half with the primary female caregiver. The experimental 

treatment program was based on Finkelhor and Browne’s (1985) theoretical model of 

the four traumagenic dynamics intrinsic to sexual abuse: (1) self-blame/stigmatisation, 

(2) betrayal, (3) traumatic sexualisation, and (4) powerlessness. The treatment used 

developmentally appropriate cognitive behavioural and metaphoric techniques to 
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address children’s maladaptive beliefs, affect and behaviour. The measures 

administered to test child psychopathology included the CBCL completed by the 

carer, the Children’s Impact of Traumatic Events Scale – Revised (CITES-R: Wolfe, 

Gentile, Michienzi, Sas, & Wolfe, 1991) completed by the child and the CGAS 

completed by a psychiatrist. The CITES-R is a 77-item self-report measure which 

assesses children’s PTSD symptoms and trauma-related beliefs. This research, 

however, failed to administer a diagnostic interview to measure the existence of a 

PTSD diagnosis or symptoms.  

Both treatment programs yielded (non-significant) decreases in children’s 

PTSD symptoms and traumagenic beliefs reflecting self-blame and powerlessness. 

Whilst the program was not successful in producing significant reductions on any 

child-rated psychometric measure, positive outcomes for the child included some 

reduction in PTSD symptoms, a decrease in maladaptive beliefs reflecting self-blame 

and powerlessness, and an increase in the child’s overall psychosocial functioning. 

For the carer, an increase in abuse-related caregiver support was found and 

significantly less caregiver self-blame and less expectations of undue negative impact 

of the abuse on the child was also indicated. The authors concluded that it was 

clinically important to target maladaptive beliefs in treatment and advocate for 

unconditional non-offending carers’ support of their children following abuse.  

Cohen & Mannarino (1996, 1997). In this controlled trial, 86 participants (67 

completed post-testing) aged between 2 and 7 years who had been sexually abused 

and their non-offending caregivers were assigned to individual CBT that was a sexual 

abuse-specific program (CBT-SAP) (n = 39) or non-directive supportive therapy 

(NST) (n = 28). The mean age of children was 4.68 years, with 58% female and 42% 

male. Both treatments were 12 weeks in duration and consisted of 12 sessions for both 
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the child and carer, consisting of 45-minute sessions with the child and 45 minutes 

with the carer. For the CBT-SAP group, child therapy focused on depression, anxiety 

and associated behavioural difficulties. The carer sessions focused on parental 

emotional distress, enhancing emotional support, and behaviour management. The 

NST group focused on exploring alternative attributions, behaviours and feelings via 

non-directive means. Children receiving CBT-SAP experienced significantly greater 

reductions in carer-rated problematic sexual behaviours, internalising symptoms and 

an improvement in behaviour overall (7% vs. 33% in clinical range after 12 months) 

than children in the NST group. These differences were maintained over the course of 

the 12-month follow-up (Cohen & Mannarino, 1997). No significant child-rated 

changes were found. Clinical findings supported the effectiveness of the CBT-SAP 

intervention over NST, with six children being removed from the NST group and 

none from the CBT-SAP for problematic sexual behaviours. The authors concluded 

that there was strong preliminary evidence for the effectiveness of a specific cognitive 

behavioural treatment model for preschool children who had experienced sexual 

abuse and their caregivers. Symptomatology of PTSD was not assessed. 

Cohen & Mannarino (1998a, 2005). The methodology used by Cohen and 

Mannarino (1996, 1997) was repeated with a sample of older children (7 to 15 years; 

M = 11 years) and their non-offending caregivers. Sixty-nine percent of the sample 

were girls. Eighty-two participants (49 completed post-testing) were randomly 

assigned to individual sexual abuse-specific cognitive behavioural therapy (SAS-

CBT) (n = 30) or the NST conditions (n = 19). The measures used included the CDI, 

TSCC, STAIC and the CBCL. Children who received SAS-CBT experienced 

significantly greater improvement in child-rated depression and carer-rated social 

competence compared to children who received NST. Additionally, seven NST 
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participants were removed from the study because of problematic sexual behaviour, 

whereas only two were removed from the SAS-CBT. No other significant differences 

were found between the two treatment groups at post-treatment. Of particular interest 

is that no change was found with PTSD symptoms at post-test based on the child 

rating using the TSCC-PTSD subscale. However, no diagnostic interview was used in 

this study to determine PTSD diagnostic caseness. At the 12-month follow-up, intent-

to-treat analyses indicated significant group by time effects in favour of SAS-CBT on 

measures of depression, anxiety and problematic sexual behaviours of the TSCC, CDI 

and State-trait scales. The authors concluded that a trauma-focused CBT intervention 

was superior to a prototypical supportive therapy model in producing durable 

improvement in depressive, anxiety and problematic sexual behaviour problems in 

children over the course of a year following treatment. The authors reported that some 

(non-significant) change also was indicated for child-rated PTSD symptoms at the 12-

month follow-up (medium effect size >= .30), yet the authors noted that the measure 

(TSCC-PTSD subscale) used was less than optimal which may have accounted for the 

non-significant results, given the questions did not specifically ask about issues 

relating to sexual abuse, and no diagnostic interview was administered. It therefore 

appears that the SAS-CBT group continued to improve over time, whereas the 

comparison children did not change.  

Efficacy of Group Cognitive Behavioural Therapy for Child Sexual Abuse  

Whilst the research reported above provides support for the success of 

individual CBT treatment of children who experienced CSA with a range of 

psychopathology, some including PTSD, a paucity of empirical research exists that is 

designed to investigate the efficacy of group treatment programs. Of the limited 
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research available, only three studies were included in the Cochrane review (2006), 

and no study focused specifically on investigating change on PTSD symptoms. 

Burke (1988). Burke assigned 25 girls, aged 8 to 13 years, who had been 

sexually abused to an experimental group (n = 12) or a waitlist control (n = 13). 

Subjects were randomly assigned within the matching constraints of age, type of 

abuse, and amount of force used. The experimental treatment group received six 

group sessions that focused on sexual touching, anxiety management skills, exposure 

and relapse prevention. Results indicated that the treatment group showed significant 

improvement in child depression compared to the WLC. On other measures, 

significant effects were not reported.  

Berliner & Saunders (1996). Berliner and Saunders recruited 154 children 

(103 completed post-testing) aged 4 to 13 years who had experienced sexual abuse. 

Children were assigned to one of two groups: an experimental structured treatment 

program or a standard comparison condition. Both groups consisted of ten group 

treatment sessions focusing on feelings, self-esteem, body awareness, disclosure 

impact, and relapse prevention. The experimental condition replaced one of the 

feelings sessions with a stress inoculation training (SIT) session; two sessions were 

devoted to gradual exposure techniques and the SIT principles were applied to 

sessions on disclosure impact and self-esteem. The comparative condition provided 

standard CBT group treatment. Results indicated that there were no differences in 

outcome between the two groups. Additionally, some children improved (20-40%, 

depending on the outcome measure used), whereas a proportion (20%) of children 

deteriorated on one measure or another over the course of the 2-year follow-up. The 

authors concluded that the addition of SIT and gradual exposure to a standardised 

group treatment did not provide greater improvements on fear and anxiety in children 



Childhood sexual abuse and PTSD     80 
 

 

who had experienced sexual abuse. The authors also made comment that many 

children did not have clinical levels of symptoms at pre-test according to their 

psychometric scores, which raised the problem of floor effects. However, some 

children deteriorated at post-test and follow-up, and it is difficult to know whether 

these children would have deteriorated further or, somewhat worryingly, whether for 

some children treatment may actually cause symptoms to get worse, or alternatively 

be related to a greater awareness of symptoms.  

Deblinger, Stauffer, & Steer (2001). Deblinger and colleagues (2001) recruited 

54 children aged 2 to 8 years who had experienced sexual abuse and their non-

offending female caregivers. Children were assigned to an experimental condition or a 

control condition. The experimental condition consisted of eleven sessions of CBT for 

the carers to assist with emotional expression, carer-child communication and 

behaviour management. The child sessions aimed to help with the communication of 

feelings and safety behaviours. The control condition consisted of eleven sessions of 

supported group therapy based on the available clinical and empirical literature 

regarding self-help groups with therapists who were supportive only. In the child 

control condition, the clinicians used a didactic format presenting age-appropriate 

information regarding safety. All sessions were ninety-five minutes in duration. 

Results indicated that children in the CBT group demonstrated a greater knowledge in 

their body safety skills at post-test than did the children who received supportive 

therapy. The carers reported greater reductions at post-test in intrusive thoughts and 

negative carer emotional reactions regarding the sexual abuse than those in the 

supportive therapy condition. It was concluded that there were some better outcomes 

for the children who received CBT.  
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Trowell et al. (2002). Girls (n = 71) aged 6 to 14 years, who had experienced 

contact sexual abuse, were randomly allocated to individual or group psychotherapy, 

with parallel support for carers. The assessments consisted of a diagnostic interview 

(K-SADS) to assess PTSD symptoms and a range of other psychopathologies. The 

child’s global functioning was also assessed using a clinician rated measure (K-GAS). 

Seventy-three percent of girls were assessed to meet DSM PTSD criteria at pre-test. 

The treatment consisted of weekly individual therapy (for up to 30 sessions) with the 

child with adjunct carer support fortnightly. The comparison treatment condition was 

a group therapy model with up to 18 group sessions. Carers groups were also 

conducted concurrently;  however, when the carers group were a mixture of parents 

and foster carers, the members reported to not have a lot in common. Results 

indicated that there were no significant differences between the mean scores in the 

two active treatments at post-test. However, at 12-month follow-up, the mean change 

scores on individual therapy in comparison to group therapy for PTSD were 

associated with effect sizes greater than 0.5 (Cohen’s d), which represents at least a 

medium effect in favour of individual therapy. Only one other effect was found on the 

K-GAS, with the mean score for children who resided at home reporting significantly 

less impairment than the group in foster care. The authors concluded that the 

beneficial effects on PTSD support the use of individual therapy for girls following 

sexual abuse. However, limitations on the study exist, including small sample size and 

a lack of control group.  

Pithers, Gray, Busconi, & Houchens (1998). A further group program was 

undertaken by Pithers and colleagues to evaluate whether a group program using 

modified relapse prevention techniques would produce clinically significant 

reductions in target behaviours for children (n = 127) aged 6 to 12 years with 
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problematic sexual behaviours. A 32-week group treatment program (The STEP 

Program) designed to treat highly symptomatic children with problematic sexual 

behaviours was conducted. The children were included in the research if the sexual 

behaviours displayed were problematic, which were defined as (i) repetitive, (ii) 

unresponsive to adult intervention and supervision, (iii) equivalent to adult criminal 

violations, (iv) pervasive, occurring across time and situations, or (v) highly diverse, 

consisting of a wide array of developmentally unexpected sexual acts. Of the 127 

children recruited, 86% had been sexually abused, 43% physically abused and 33% 

reported emotional abuse. It is important to note that the majority of children recruited 

into this research had experienced sexual abuse themselves and also responded 

violently toward other children. This population of children was a highly symptomatic 

group who, while victims themselves, also harm others, making effective treatment 

essential. To assess the efficacy of this program, children and families were randomly 

assigned to one of two 32-week group treatment conditions: (1) a highly structured 

cognitive behavioural group treatment that utilised modified concepts from the 

theoretical model of relapse prevention (RP-CBT); or (2) an expressive group therapy 

(ET). The RP-CBT treatment condition focused on teaching children to identify 

precursors to sexual acting out and to intervene with appropriate action. A ‘prevention 

team’, similar to the external supervisory dimension of relapse prevention with sex 

offenders, was also included. This team consisted of informed adults in the family’s 

support network that would assist children in adopting safety mechanisms and an 

‘abuse prevention lifestyle’. An expressive therapy was chosen as the second 

treatment condition because it reflected the modal intervention for children with 

problematic sexual behaviour as determined by a panel of experts in the early 1990’s. 

To increase carer-child attachment and positive involvement in the child’s life, 
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parallel carer and child groups were employed in each treatment condition. 

Psychometric tests completed by the carer included the CBCL, CSBI, Parenting Stress 

Index (PSI; Abidin, 1995) and the Eyberg Child Behavior Inventory (ECBI; Eyberg & 

Ross, 1978). Children completed the Children’s Action Tendency Scale (CATS; 

Deluty, 1979) and the STAIC (Spielberger et al., 1973). Structured clinical interviews 

were administered at 16-week intervals during treatment and throughout the follow-up 

period. Results from this study indicated that the RP-CBT model fostered greater 

reductions in problematic sexual behaviours during the first 16 weeks of treatment 

than the ET group. However, during the follow-up period between the end of 

treatment and 16-week post-assessment, children in the ET condition continued to 

show a decline in problematic sexual behaviours while children in the RP-CBT 

condition reached a plateau. The results indicate that there was a more rapid 

improvement in the RT-CBT group compared to the ET group, with both groups 

showing similar outcomes at 16 weeks follow-up. Thus, the differential reduction in 

problematic sexual behaviour at 16 weeks follow-up did not differ significantly across 

the two treatment groups. No specific data (i.e., means or p values for post-test or 

follow-up) have been published for this research, only general themes have been 

reported as described above.  

 This research (Pithers et al., 1998) also tested the clinical utility of empirically 

derived subgroups of the children with problematic sexual behaviours treated in the 

programs. Using cluster analysis of primarily non-sexual variables, the authors 

developed a five group typology of children displaying problematic sexualised 

behaviours. The groups were described as Sexually Aggressive (n = 23), Non-

Symptomatic (n = 25), Highly Traumatised (n = 22), Rule-Breaking (n = 35), and 

Abuse Reactive (n = 22). The groups were found to differ significantly on several 
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indices such as abuse histories, observational measures, psychological diagnoses, and 

aggression. The main defining factors of each of these groups are presented below.  

The Sexually Aggressive child group used penetrative force and aggression to 

gain victim compliance. This group had the highest proportion of conduct disorder 

(CD) diagnoses, had the lowest number of sexual and physical abuse experiences, and 

was in the borderline clinical range on the CBCL total score and externalising subscale. 

Teachers rated these children as being more problematic than did their primary 

caregiver.  

Females were over-represented in the Non-Symptomatic group, which was 

characterised by sexual acts that rarely involved force or penetration. These children 

also had the fewest number of victims, few additional psychiatric diagnoses, and rarely 

had physical abuse in their histories. Ratings on the CBCL total score and externalising 

score were in the borderline clinical range, while teachers rated them in the normal 

range on all behavioural subscales. 

The Highly Traumatised group had the highest number of psychiatric diagnoses, 

in particular the highest number of PTSD diagnoses. This group’s abuse history were 

characterised by the highest number of sexual and physical abuse experiences. This 

group also had the second highest number of sexually abusive acts against others, yet 

these children did not penetrate their victims. Ratings on the CBCL total score and 

externalising score were in the clinical range, with the internalising subscale in the 

borderline clinical range.  

The Rule Breaker group was characterised by a number of psychiatric diagnoses, 

namely Attention-Deficit Hyperactivity Disorder, Oppositional Defiant Disorder 

(ODD) and Conduct Disorder (CD). This group had the longest latency between own 

abuse and in turn the first time he/she became the perpetrator of abuse. Aggression 
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without penetration was usually used to gain submission. These children had the 

highest mean score on the CBCL total score, externalising score, and internalising 

score, which were all rated in the clinical range. 

The Abuse Reactive group was characterised by the highest number of psychiatric 

diagnoses, in particular ODD. These children experienced high levels of abuse. In 

addition, these children perpetrated the highest number of sexually abusive acts against 

others, including the use of penetration. This group also had the shortest latency 

between their own abuse and the first time he/she became the perpetrator of abuse of 

others. Total score, internalising and externalising subscales on the CBCL were all 

rated in the clinical range.  

In relation to these subgroups of children, Pithers and colleagues examined 

clinically significant change using the reliable change index (Jacobson & Truax, 1991, 

and described in detail in Chapter 8) in addition to group statistics. The Highly 

Traumatised group was found to benefit most from the RP-CBT group. The RP-CBT 

group enabled the Non-Symptomatic, Highly Traumatised and Abuse Reactive children 

to attain clinically significant reductions in their problematic sexual behaviours. Both 

treatments showed similar proportions of Rule Breaking and Sexually Aggressive 

children to achieve clinically significant change. The authors concluded that using RP-

CBT initially, followed by a more expressive therapy, may produce greater reductions 

in children’s problematic sexual behaviours and general functioning (Pithers et al., 

1998). Overall, the program developed by Pithers and colleagues appeared effective in 

ameliorating symptomatology in children with problematic sexual behaviours. Of 

particular importance is the finding that this treatment program was particularly 

effective for those children in the Highly Traumatised group (compared to any other 
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sub group of children), who were also the group with the highest proportion of children 

with diagnoses of PTSD.  

Meta-Analytical Investigation of All Treatment Modalities 

  There have been few meta-analyses conducted to investigate the efficacy of 

treatment for CSA (see Finkelhor & Berliner, 1995; Reeker, Ensing, & Elliot, 1997). 

A recent study was undertaken by Hetzel-Riggin, Brausch and Montgomery (2007), 

who conducted a meta-analytical investigation of therapy modality outcomes for 

children and adolescents who had been sexually abused. The study did not focus 

entirely on CBT treatment studies and therefore, provides a brief insight into other 

findings regarding different treatment modalities reported. Twenty-eight studies that 

provided treatment outcome results for children who had experienced sexual abuse 

were included in the meta-analysis. The overall mean weighted effect size for the 

meta-analysis was d = .72 (SE = .02). The results indicated that psychological 

treatment after sexual abuse tended to result in better outcomes than no treatment. 

There was significant heterogeneity in the effectiveness of the various psychological 

treatment elements. Play therapy seemed to be the most effective treatment for social 

functioning, whereas cognitive behavioural, abuse-specific and supportive therapy in 

either group or individual formats was most effective for behaviour problems. 

Cognitive behavioural therapy, family and individual therapy were the most effective 

for psychological distress, while abuse-specific CBT and group therapy were most 

effective for low self-concept. The authors concluded that the choice of treatment 

modality should depend on the child’s main presenting secondary problem, 

recommending that further research should focus on investigating other possible 

moderators and secondary problems, such as PTSD.  

 A further meta-analysis was undertaken by Corcoran and Pillai (2008) who 
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investigated carer involvement in the treatment of child sexual abuse, given past 

reviews have suggested that it is beneficial to include the non-offending carer in the 

treatment program. The meta-analysis was conducted to investigate the effects of 

carer involvement in four major child symptom areas, including internalising and 

externalising behaviours, problematic sexual behaviour and PTSD. Only those studies 

that included a comparison and/or control group (typically child only treatment) were 

included in the review (n = 7; Celano, 1996; Cohen & Mannarino, 1996, 1997, 1998a, 

2006; Deblinger & Stauffer, 1996, 1999; Deblinger, Stauffer, & Steer, 2001; King et 

al., 2000). At post-test, treatment programs with carer involvement had small positive 

effects in the four outcome domains relative to the comparison treatment conditions. 

The mean effect sizes at post-test were small. Internalising symptoms showed the 

strongest effects, followed by PTSD, externalising behaviours, and problematic sexual 

behaviour. At follow-up, effect sizes were smaller, suggesting that treatment effects 

tend to diminish at follow-up. Lipsey (1998) suggests an effect size of .20 has 

practical significance in treatment studies. The authors concluded that carer 

involvement offers some advantages over comparative treatments.  

Summary of the Treatment Programs 

 Past research has shown the effect of a range of treatment programs, often 

using different outcome measures to test psychopathology, with only a proportion of 

research indicating change in paediatric PTSD symptoms. Cohen, Mannarino and 

Deblinger have undertaken extensive research into children who have experienced 

sexual abuse and suffer with symptoms of PTSD. These researchers have investigated 

the effectiveness of treatment of children across different age groups. Child-focused 

individualised formats in treatment have been the most common modality researched 

to date. Recent investigations have also focused on the caregiver in treatment. This 
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research commenced almost two decades ago and has included several pre-post 

investigations and randomised controlled trials (described above) demonstrating the 

efficacy of a trauma-focused CBT model. In addition, the efficacy of CBT and similar 

treatment models for children who suffered CSA and PTSD was replicated by several 

others (e.g., King et al., 2000). To date therefore, trauma-focused CBT conducted 

individually with a child focus has the most rigorous empirical support for its 

effectiveness in treating psychopathology, including PTSD, in this population of 

children (Cohen, Mannarino, & Deblinger, 2006). It is important to note that two 

research teams (Cohen & Mannarino, and Deblinger & colleagues) represent 5 of the 

10 studies reviewed in this chapter. Although careful analysis of the research 

determined that they represented non-overlapping samples, it is not known whether 

these results will be replicated by others.  

Historically, Cohen, Mannarino and Deblinger have had a long-standing 

collaboration of clinical research and, as such, merged their approaches in 1997 into 

an integrated treatment model. Previously, these researchers developed independent 

approaches. Traditionally, Deblinger’s first published treatment manual (Deblinger & 

Heflin, 1996), identified as a cognitive-behavioural model, pioneered the use of 

gradual exposure techniques with traumatised children. These techniques included in 

vivo exposure to feared trauma reminders as well as encouraging children to describe 

and/or write about the details of their traumatic experiences and associated thoughts, 

feelings and sensations (Cohen et al., 2006). Deblinger also emphasised the potential 

therapeutic role carers could play by encouraging their participation in conjoint 

sessions. Although Cohen and Mannarino’s earlier treatment manuals were grounded 

in cognitive-behavioural principles, they attempted to integrate aspects of other 

theoretical frameworks, including focusing on attachment and family impact, 
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empowerment of the child and the effect of the abuse on relationships with others 

(Cohen et al.).  

There is, however, some evidence  emerging that group therapy may be 

effective in resolving PTSD and other trauma symptoms in children who have 

experienced CSA, yet this is limited (e.g., Deblinger & Stauffer, 1996; Deblinger et 

al., 2001; Pithers et al., 1998). Whilst it is important to note that individualised 

treatment may be the treatment of choice, there are some situations whereby group 

therapy may be the only practical possibility (e.g., in communities where there are 

many children affected and few therapists available, such as what might be found in 

outback Australia in indigenous communities). Therefore, it seems essential to further 

investigate the effectiveness of group programs to determine whether this could be an 

efficacious alternative to the treatment of this population.  

Additionally, it seems plausible that group therapy would have a role in 

treating paediatric PTSD given the effectiveness of group therapy for children with 

other anxiety disorders has been well established. A number of well-designed research 

studies have shown that group work has been more efficacious than individual 

treatment with anxiety at post-test and follow-up investigations, accounting for the 

importance of providing children with the opportunity for social interactions with 

peers and multiple exposures to feared interpersonal contexts or situations (Barrett, 

1998, Kendell et al., 1997; Rapee, Wignall, Hudson, & Schniering, 2000). Pithers and 

colleagues (1998) also showed that group interventions may be effective for children 

and their carers with problematic sexual behaviours. These researchers reported that a 

group CBT program using relapse prevention was most effective with a group of 

highly traumatised children, who presented with high rates of DSM PTSD diagnoses 

and extensive histories of child abuse. Further research is required to ascertain the 
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effects of group treatment with CSA and PTSD, including investigations into the role 

of the carer in treatment. Recent commentaries have also suggested that the next step 

in this area of research is to test the application of treatment regimes in real life 

settings, testing whether the interventions tested in academic settings can be 

transported to mental health centres and community-based organisations where most 

treatment with this population is indeed delivered (Berliner, 2005; Saigh et al., 2008). 

Feathers and Ronan (2009) recently tested the effectiveness of TF-CBT for multiply 

abused children (including physical abuse, sexual abuse, emotional abuse, neglect and 

witnessing domestic violence) with PTSD in a child protection clinic setting. Even 

though the sample was small (n = 8, aged 9-13 years), results indicated positive 

outcomes and support for such a program to be implemented in this setting. The 

authors, however, conceded that challenges existed, including missing data and 

difficulties in implementing the program in a busy child protection service setting 

with multiply abused children. 

Aims and Rationale of the Current Research  

The current research undertook an extensive revision of Pithers et al. (1998) RP-

CBT model of treatment to test its effectiveness in treating children who have 

experienced sexual abuse and who report PTSD symptoms in an Australian 

population in community settings. Given that the original Pithers and colleagues 

treatment modality was mostly effective in children who were highly traumatised, this 

seemed the next step in testing the efficacy of this approach.  

Two intervention programs were developed (Study 2, see Chapter 7). The first 

was based on the Pithers et al. (1998) RP-CBT model of treatment and focused on 

symptom reduction, building supportive networks, parental attachment and safety 

behaviours.  For the second treatment program, the focus was the impact of 
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interpretative bias on the maintenance of the symptoms of PTSD. A study was 

conducted to investigate interpretative bias in children who had developed symptoms 

of PTSD following sexual abuse. From these findings, the second treatment program 

was developed, similar to the first program, but with elements of enhanced cognitive- 

behavioural techniques aimed at reducing symptoms of interpretative bias and PTSD 

symptoms in this group of children. The current studies will be briefly described 

below. 

  Study 1 investigated the presence of interpretative threat-based cognitive bias in 

children with PTSD following sexual abuse (Muris et al., 2000). The 26 children 

assigned to a standard CBT group treatment program participated and were compared 

to a non-abused community sample of children (N = 20) on a cognitive task based on 

research conducted by Barrett, Rapee, et al. (1996). It was expected that children who 

had been sexually abused and suffer with PTSD would display a stronger 

interpretative bias, in terms of (1) making more threatening (or negative) judgments 

about ambiguous situations, and (2) perceiving that the threatening events were more 

likely to happen to themselves than anyone else, relative to non-traumatised children 

(control group).  

 In Study 2, the effectiveness of two 12-week group CBT programs (12 sessions 

each, parallel child and carer groups) were evaluated with a sample of 56 children 

who had been sexually abused and suffer with PTSD, and their carers. The children 

were allocated into three groups: (1) a standard CBT comparative treatment program 

(TP1) (N = 26), (2) a cognitively enhanced RP-CBT program (CE-TP2) (N = 16), or 

(3) a 6-week waitlist control (N = 14). The treatment programs were designed to 

empirically evaluate the use of group treatment programs for children with PTSD 

following sexual abuse.   
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Children who had experienced sexual abuse were assessed on the extent and 

clinical severity of PTSD with a diagnostic interview. Additionally, the extent of 

change for a range of psychopathologies and functioning were tested using 

standardised carer- and child-report measures at pre- and post-treatment. Children 

were also re-assessed on these measures at 3- and 6-month follow-up intervals to 

evaluate maintenance of treatment gains. Chapter 5 provides a detailed overview of 

the assessment and recruitment of children and their carers for the research while 

chapters 6 to 8 report the findings from the two studies.   
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CHAPTER 5  

Overview of Studies and Description of Participants 

 
 The current studies were designed to add to both the experimental and 

treatment literature on children who have experienced sexual abuse and have 

symptoms of post traumatic stress disorder and other psychopathologies. This chapter 

provides a description of the participants used. The procedures used in the 

multidimensional assessment of all children and their carers prior to treatment will be 

described together with the criteria used to establish the presence of child sexual 

abuse, post traumatic stress disorder and other psychopathology in children.  

Site Location and Resources 

 Organisations who agreed to participate in the research were located in two 

Australian states, Queensland and Victoria. These organisations were community 

settings who provided resources to assist with the recruitment of participants and a 

physical location to conduct each treatment program. Different settings provided 

information from geographically diverse populations, with clinics operating in large 

metropolitan settings and others in rural settings. Participating organisations included 

the South Eastern Centre Against Sexual Assault (n = 10) (SECASA; a large 

metropolitan centre who assess, treat and support individuals of all ages who have 

experienced sexual abuse), Child and Adolescent Mental Health Service (a rural based 

service funded by Barwon Health) (n = 9), a Sexual Abuse Counselling Service (a 

metropolitan statewide service funded by Queensland Health) (n = 11), Griffith 

University Family Interaction Program (a metropolitan clinic affiliated with the 

University funded by the Department of Child Safety) (n = 6), and the Bundaberg 

Sexual Assault Service (a rural service who assess, treat and support victims of sexual 

abuse) (n = 7). All clinics provided outpatient services, and the group treatment 
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programs were incorporated into the services already offered by these organisations to 

individuals who had experienced sexual abuse. The research was therefore undertaken 

in a range of community-based settings, with only one clinic affiliated with a 

University research centre. A project manager was located in each Australian state. 

Clinician Experience and Training 

 The clinicians at each site were experienced in the assessment and treatment of 

child sexual abuse. Six clinicians, three in each State, were recruited to assist the two 

program managers (n = 8 clinicians in total). This design was undertaken to mimic the 

way the group program would be implemented in community settings. Clinicians had 

diverse professional training; six clinicians had full registration as psychologists. The 

remaining clinicians were social workers, with more than seven years experience in 

the area of child sexual abuse and were senior clinicians in the treatment of children 

in the community settings. All clinicians had extensive theoretical and clinical 

training with a range of interests and expertise in cognitive behavioural therapy, 

family therapy, psychodynamic and play therapy.  

All clinicians received two days (14 hours) of specific training in 

implementing the research’s assessment and treatment protocol before commencing 

their involvement. Training was implemented by the program developers (Ms. Pinter-

Thom and Ms. Gray). Training was conducted to ensure competency to conduct the 

program and to ensure consistency of program implementation across sites. This 

training consisted of lectures, case studies, and didactic instruction. Detailed manuals 

were prepared to facilitate adherence to the assessment and treatment protocol used.  

Ethics Approval, Recruitment and Sample Selection 

  Ethics approval was obtained from the University Human Ethics Committee prior 

to participant recruitment (see Appendix 1 for relevant ethical implications that were 
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addressed through this vigorous approval process). Additional Ethics Committee 

approval was also obtained from all relevant treatment sites as required and these 

applications were based primarily on the University guidelines. Following approval, an 

information letter and an advertising brochure was distributed to all potential referral 

sources (Government and non-Government agencies), marketing a free assessment and 

treatment service for children who had experienced sexual abuse and who presented with 

symptoms of trauma. Upon referral to one of the participating clinics, an extensive initial 

telephone screen was conducted by a senior researcher (clinician) with the child’s carer. 

Further information concerning the program was provided to the carer during the initial 

phone contact. If the carer indicated interest in participation in the study a short semi-

structured phone screen was conducted to establish eligibility for the face-to-face 

assessment.  

 The initial telephone interview obtained information concerning the presence of the 

research’s inclusion and exclusion criteria for each family. This included part of the 

PTSD scale from the Anxiety Disorders Interview Schedule for parents (ADIS-P, 

(Silverman & Albano, 1996). The telephone administration of the ADIS-P has previously 

been found to be an efficient way to determine suitability for treatment program inclusion 

(Lyneham & Rapee, 2005). Based on the information obtained, 121 children (87 girls, 34 

boys), aged 8 to 12 years, and a carer were invited for further face-to-face assessment in 

the clinic. Figure 5.1 shows a flow chart of the numbers of families satisfying the criteria 

for inclusion in the study at each phase of the assessment process. If, at any phase of the 

assessment, the child failed to meet the criteria for inclusion, the carers of these children 

were directed to other local services providing treatment and support. 

The following sections describe the procedural details of the individual 

assessment sessions and the psychometric measures used. A comprehensive 
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demographic and psychological description of the final sample of children and the 

participating carer will then be presented.  

Procedure for the Face-to-Face Assessment Phase  

 For children who met the initial criteria for participation in the study, a full pre-

treatment individual assessment was conducted. Care was taken to explain to the 

family that the purpose of the assessment sessions was to determine if the family met 

the full criteria for inclusion into the study.  

 In the first contact assessment session, the clinician discussed with the entire 

family unit (usually the child and non-offending carer) the nature of the treatment 

program, confidentiality agreements, participants’ ethical rights, and the possible risks 

and benefits of participating in the research. Participants were provided with an 

Information Kit, which included a Research Study Information Sheet, the Research 

Participation Consent/Assent Forms and a Release of Information Form (see 

Appendix 2). The Research Participation Consent/Assent Form asked carers and 

children for their consent for the observation and/or audio taping of some assessment 

and group treatment sessions. Once written carer consent and child assent were 

obtained, the carer(s) and child were separated for the remainder of the session and all 

subsequent assessment sessions. One clinician undertook all assessment with the child 

whilst another clinician concurrently undertook all assessment with the carer(s).  
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Figure 5.1. Flow-chart of subject recruitment and allocation across time. 
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 A structured clinical interview adapted from Widom and Ames (1994) was 

administered for the remainder of Session 1 and Session 2. These sessions were 

conducted individually with the carer and child to obtain sociodemographic 

information and build rapport with the participants. In the carer interview, 

demographic and clinical information was obtained, including presenting concerns, 

information regarding sexual abuse and perpetration history, risk and protective 

factors, presence of problematic sexual behaviour, social functioning and history of 

psychiatric diagnosis and treatments undertaken in the past.  

 An age-appropriate interview was also undertaken with the child, obtaining 

information from the child’s perspective. Children also completed the child-rated 

psychometric measures of trauma (TSCC; Briere, 1996) and depression (CDI; 

Kovacs, 1992) during the first session. Children were instructed that there were no 

right or wrong answers to the questions in the interview or on the psychometric 

measures. The clinician checked for comprehension and reading ability of each child 

by asking the child to read the sample questions and explain the meaning. If the 

clinician was uncertain of the child’s reading ability, the questionnaire items were 

read aloud by the clinician. Following Session 1, carers were given a battery of carer-

rated psychometric measures to measure child behaviour and functioning (CBCL; 

Achenbach, 1991a), problematic sexual behaviours (CSBI-3; Friedrich, 1997) and 

overall parental stress focusing on the child and also carer psychopathology (PSI; 

Abidin, 1995). The carers were asked to complete these at home and return at 

Assessment Session 2. 

  In Assessment Session 3, the full diagnostic interview was completed 

independently with the child and carer by the clinician, using the ADIS-C/P 

(Silverman & Albano, 1996) to ascertain if the child met criteria for any DSM-IV 
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disorders, including PTSD. Assessment Session 4 consisted of a task that assessed the 

extent of cognitive interpretative biases in children (discussed in detail in Chapter 7) 

for use with the experimental task and pre-post evaluation of the treatment programs.  

 Children and their carer(s) were told that their participation in each session was 

voluntary and they were free to withdraw at any time without consequence. Families 

were given the opportunity to ask questions throughout the entire assessment process. 

Upon completion of the assessment phase, the families were thanked for their 

participation and were informed that their acceptance in the program would be 

determined within the following two working days to provide time for the clinicians 

to collate their information and undertake a meeting with at least one member from an 

expert panel (consisting of Ms Pinter-Thom, Professor William Pithers and Ms Alison 

Gray) to ensure suitability for inclusion. Suitable referral options were provided to 

those families who were not included in the final sample (see Figure 5.1).  

 Following this assessment phase, participants were randomly assigned to 

treatment program 1 (TP1), cognitively enhanced treatment program 2 (CE-TP2) or a 

waitlist control. Quasi-randomisation occurred as placement of children was 

contingent on whether the family was referred in the first phase of the research (i.e., 

assignment to TP1 or WLC) or the second phase (i.e., assignment to CE-TP2 or 

WLC). Participants assigned to the waitlist condition undertook the same assessment 

process as those in the treatment condition.  

Assessment of PTSD using a structured diagnostic interview (ADIS-C/P) and 

the assessment of interpretative bias were audio taped to ensure adherence to the 

protocol. Approximately 30% of these tapes were reviewed by an independent rater to 

ensure integrity. The integrity checks revealed a 100% concordance rate, showing a 

high level of assessment compliance for all clinicians. Audiotapes were used instead 
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of videotapes, as the ethics committees would not allow videotaping of children in 

this population given the sensitive nature of the information reported concerning 

experiences of sexual abuse. 

Psychometric Measures used in the Assessment Phase  

 A battery of psychometric measures was used to provide a description of 

participants and also provide data for treatment outcomes, pre-post and following 

implementation of the programs. The measures used were based on those 

recommended by the National Child Traumatic Stress Network Report (Cook et al., 

2003), who considered these measures the best available in the assessment of children 

who have experienced CSA. Additionally, past researchers (e.g., Cohen et al., 2004; 

Deblinger et al., 1999; King et al., 2000) have also utilised similar measures, 

providing provisions for treatment outcome comparisons. 

 The Anxiety Disorders Interview Schedule, Child and Parent Form. A 

structured diagnostic interview (ADIS-C/P; Silverman & Albano, 1996) assessed 

children’s diagnostic status. The ADIS provides combined diagnoses of PTSD and a 

number of other anxiety disorders based on information collated from the child and 

carer. In addition, disorders such as ADHD, mood disorders, substance abuse, 

psychosis, selective mutism, eating disorders, somatoform disorder, and specific 

developmental and learning disorders are also assessed using this schedule (Silverman 

& Albano, 1996). Symptoms are rated by the child and carer as being either present 

(‘yes’) or absent (‘no’) for each disorder separately. The total number of ‘yes’ 

responses are calculated to obtain a total symptom scale score for each disorder. 

Based on the number of positive responses received, the clinician can determine 

whether the symptoms endorsed meet DSM-IV criteria for different anxiety disorders 

including PTSD. If diagnostic criteria are met for a disorder, the child and carer are 
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asked if these symptoms lead to significant clinical impairment or interference. The 

child and carer rate the level of severity or interference using a 9-point scale, ranging 

from no interference (0) to very severely disabling (8), presented in the form of a 

‘Feelings Thermometer’ (Silverman & Albano, 1996). To meet DSM criteria for a 

clinical diagnosis, symptoms are required to have an interference rating of 4 

(definitely disabling) or higher. All other diagnoses meeting diagnostic criteria are 

referred to as additional diagnoses (Rapee, Barrett, Dadds, & Evans, 1994).  

 High 7- and 14-day test-retest reliability has been reported for the ADIS-C/P 

(Silverman, Saavedra, & Pina 2001). The ADIS-C/P has also been found to have 

excellent clinician inter-rater reliability, with the level of agreement between raters for 

principal diagnosis (κ = .92) and the individual anxiety disorders (κ = .80 -1.00) found 

to be high when information from both carer and child interviews were used for 

children with anxiety (not trauma) (Lynehan, Abbott, & Rapee, 2007). However, no 

specific information regarding inter-rater reliability for children with PTSD is 

available for this measure. 

In the present study, children were assigned diagnoses for disorders which met 

DSM diagnostic criteria. When there was a discrepancy between child and carer 

report, the clinician employed the ‘or rule’ suggested by Silverman et al. (2001) in the 

professional manual. This rule states that the diagnosis was given if the child or 

carer’s report met criteria for the disorder and the higher of the two interference 

ratings was assigned (Silverman et al.). For the assessment of PTSD, the ADIS-C/P 

PTSD section was used to assess for children who met full DSM criteria. 

Additionally, the scoring was modified to fit revised PTSD criteria to enable the 

recruitment of children who had only one symptom in each DSM diagnostic cluster 
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(re-experiencing, avoidance and hyperarousal). The use of the revised criteria will be 

discussed further below.  

 Psychometric measures were completed to rate each child’s self-report of PTSD 

symptoms and other psychopathology including depression and anxiety symptoms. 

Children completed two psychometric measures: the Trauma Symptom Checklist 

(TSCC; Briere, 1996) and the Child Depression Inventory (CDI; Kovacs, 1985, 

1992). Clinical researchers have emphasised the importance of gathering information 

from children, in order for them to reveal internal experiences that are not readily 

observable (Stallings & March, 1995).  

 Carers completed three psychometric measures assessing children’s behaviour, 

psychopathology, and overall functioning. These included the Child Behavior 

Checklist (CBCL; Achenbach, 1991a); Child Sexual Behavior Inventory-3 (CSBI-3; 

Friedrich, 1997), and the Parenting Stress Index (PSI; Abidin, 1995). In addition to 

functioning of the child, subscales of the PSI assess the carer’s own level of stress, 

depression, isolation, and attachment to the child.  

 The Teacher Report Form, an adjunct to the CBCL (TRF; Achenbach, 1991b), 

was also implemented, but the return rate at post-treatment and follow-up was poor 

(44% at 3 months). Nevertheless, this measure provided some information in regards 

to the teacher’s perception of the child’s functioning in a school environment at pre-

and post-test.  

For each of these measures except the PSI, the raw scores were converted to 

standardised T-scores so that each scale had the same mean and standard deviation, 

permitting the direct comparison of scores across scales and, where applicable, 

calculation of scores for the reliable change index. Table 5.1 provides the interpretive 

guidelines for T-scores for all the measures used in this study. T-scores of 60 or above 
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were rated as clinical cut-off points, with any score obtained above 65 falling at or 

above the 95
th

 percentile. These cut-off points are consistent with those currently used 

in the literature (Tan, Dedrick, & Marfo, 2007). The PSI scores were converted into 

percentiles scores, as no T-score data are available for this measure. Percentile scores 

are derived from the frequency distribution of the sample, which provides information 

about the respondent’s score relative to scores in that sample (Abidin, 1995). In 

general, and unless otherwise stated, the normal percentile range for scores on the PSI 

is within the 15
th

 to 85
th

 percentile. High scores are considered to be scores at or 

above the 85
th

 percentile. Scores at or below the 15
th

 percentile provide an indication 

of carers who are likely underreporting or those who consider themselves extremely 

competent (Abidin, 1995).  

 

Table 5.1 

Interpretive Guidelines for T-scores 

T-Scores Guidelines 

Above 70 Very much above average 

65-70 Much above average / clinical range 

60-64 Above average / borderline / clinical range 

55-59 Slightly above average  

0-54 Average 

 

Description of the Child Rated Psychometric Measures 

   Children’s depressive symptomatology. Children completed the Child 

Depression Inventory (CDI; Kovacs, 1985, 1992), a 27-item measure assessing 

depressive symptoms in youth aged 7 to 17 years. Each item consists of three 

statements that are graded in severity and are assigned numerical values from absence 
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of symptom (0), mild symptom (1), to definite symptom (2). An example of one item 

with three statements includes: ‘I am sad once in a while’, ‘I am sad many times’, or 

‘I am sad all the time’. Children are instructed to mark the statement that best 

describes the way they have been feeling and thinking during the preceding two 

weeks. The item scores are summed to yield a Total Score (maximum = 54), with 

higher scores reflecting more severe depressive symptoms. The CDI possesses good 

psychometric properties, with the scale typically demonstrating Cronbach’s alpha in 

the mid .80’s (Craighead, Curry, & Illardi, 1995; Kovacs, 1992). In regard to 

concurrent validity, studies have shown that the CDI correlates significantly with poor 

self-esteem, as measured by the Coopersmith Inventory (r = -.67 for girls; r = -.72 for 

boys; Green, 1980). The CDI Total T-score was used in the current research as a 

measure of child depression.     

 Children’s trauma symptomatology. Children’s trauma symptomatology was 

assessed with the Trauma Symptom Checklist for Children (TSCC; Briere, 1996), a 

54-item scale designed to evaluate children’s responses to unspecified traumatic 

events and related psychopathology in children and youth aged 8 to 16 years. The 

TSCC is used to evaluate psychopathology in children who have experienced 

traumatic events, including physical and sexual abuse (Briere, 1996). The instrument 

is a pen-and-paper questionnaire. The TSCC produces two validity scales (Under-

response [UND] and Hyper-response [HYP]), and clinical scales to measure anxiety, 

depression, anger, posttraumatic stress, and dissociation. The child is presented with a 

list of thoughts, feelings, and behaviours and is asked to determine how often each of 

these things happen. Each item is rated on a 4-point scale ranging from never (0) to 

almost all of the time (3). Examples of test items include: ‘Bad dreams or 

nightmares’, ‘Wishing bad things had never happened’, and ‘Feeling nervous or 
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jumpy inside’. The clinical subscales vary in reliability, with reliability analysis 

showing anxiety (.88), depression (.86), anger (.89), post traumatic stress (.87) and 

dissociation (.83) (Briere, 1996). The two validity scales, Under-response and Hyper-

response, had coefficients of .85 and .66 respectively, suggesting that the Under-

response scale has high reliability but the Hyper-response scale shows poor reliability 

(Briere, 1996). Regarding criterion validity, evidence that the TSCC measures post 

traumatic distress has been demonstrated in two studies where TSCC scores are 

highest after more severe trauma (Briere & Lanktree, 1995; Smith, Swenson, Hanson, 

& Saunders, 1994). It is important to note, however, that the questions do not relate 

specifically to CSA. TSCC T-scores on the post traumatic stress, depression, anxiety, 

anger and dissociations scales were used to measure child-reported trauma 

symptomatology in the current research.  

Description of Carer Rated Psychometric Measures  

 Children’s behavioural functioning. The Child Behavior Checklist (CBCL; 

Achenbach, 1991a) is a caregiver behavioural rating scale designed to assess 

behaviour problems of youth aged 6 to 18 years. The CBCL contains 113 problem 

items and produces eight problem syndrome scales (withdrawal, somatic complaints, 

anxiety/depression, social problems, thought problems, attention problems, delinquent 

behaviour, and aggressive behaviour). Using a 3-point scale, carers respond to 

whether the behaviour is not true (0), somewhat or sometimes true (1), or very true or 

often true (2), of their child now or over the past six months. Examples of specific 

items on the CBCL include: ‘Acts too young for his/her age’, ‘Doesn’t get along with 

other kids’, ‘Too fearful or anxious’, ‘Fears going to school’, and ‘Hears sounds and 

voices that aren’t there’.  

 A total score for Internalising problems (the sum of children’s scores on the 
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withdrawal, somatic complaints, anxiety/depression subscales), Externalising 

problems (the sum of children’s scores on the delinquent behaviour and aggressive 

behaviour subscales) and a Total Behaviour Problem score (i.e., the sum of children’s 

scores on all 8 subscales) are produced. According to the manual for the CBCL, T-

scores below 60 are considered ‘normal’; T-scores between 60 and 62 are considered 

‘borderline’, and T-scores of 63 and above are considered to indicate that ‘clinical’ 

difficulties were present (Achenbach, 1991a). For the current research, T-scores above 

60 were considered ‘clinical’.  

 The CBCL possesses excellent psychometric properties and is a commonly used 

measure in research with children (Nauta et al., 2004; Spence, 1998). Construct 

validity has been established with the Conner’s Parent Questionnaire, with reliability 

coefficients ranging from .56 (Internalising) to .82 (Total Problem Score; Achenbach, 

1991a). The CBCL consistently differentiates clinic-referred and non-clinic children 

(Achenbach, 1991a), with high test-retest reliability coefficients reported for the total 

problem score over seven days (r = .89), one year (r = .75) and two years (r =.71). In 

a study examining the CBCL’s reliability, individual item intraclass correlations of 

greater than .90 were obtained between item scores from mothers filling out the 

CBCL at 1-week intervals, mothers and fathers filling out the CBCL on their 

clinically-referred children, and three different interviewers obtaining CBCLs from 

carers of demographically-matched triads of children (Achenbach, 1991a). The 

stability of these correlations over a 3-month period was .84 for behaviour problems 

and .97 for social competencies. Test-retest reliability of mothers’ ratings was .89. 

Some differences were found between mothers’ and fathers’ individual ratings 

(Achenbach, 1991a). In the current study, the primary carer filled in all repeat 

administrations of the CBCL. The CBCL was used to provide clinical information 
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regarding the carer’s impression of the child’s behaviour and functioning at each 

phase of the research.   

Although Wolfe, Gentile and Wolfe (1989) attempted to derive a PTSD scale 

from the CBCL, they were unable to differentiate between the clinical groups on the 

derived scales suggesting that the scale measured generic as opposed to trauma-

related distress. As such, the CBCL PTSD scale was not used in the current research.  

 Children’s problematic sexual behaviours. The Child Sexual Behavior Inventory 

- 3 (CSBI-3; Friedrich, 1997) was administered to measure children’s problematic 

sexual behaviour. The CSBI-3 is a 38-item measure that is designed to assess a wide 

range of sexual behaviour in children aged 2 to 12 years, who have been, or may have 

been, sexually abused. The measure covers nine content domains, including boundary 

issues, sexual interest, exhibitionism, sexual intrusiveness, gender role behaviour, 

sexual knowledge, self-stimulation, voyeuristic behaviour and sexual anxiety. 

Completed by the primary caregiver, the respondent indicates on a 4-point response 

scale ranging from 0 (never) to 3 (at least once per week) how often they had 

observed each of the described behaviours during the preceding six months. Examples 

of test items include: ‘Touches another child’s sex (private) parts’, ‘Talks about 

sexual acts’, and ‘Masturbates with hand’. The items range in degree of behaviour 

from ‘Stands too close to people’ to ‘Asks others to engage in sexual acts with 

him/her’. The test produces three clinical scores: (1) Total Scale Score, indicating the 

overall level of sexualised behaviour exhibited by the child; (2) Developmentally-

Related Sexual Behaviour Score, indicating sexual behaviours that can be considered 

normal for the child’s age and gender; and (3) the Sexual Abuse Specific Items Score, 

indicating sexualised behaviours that can be viewed as atypical for the child’s age and 

gender and alerts the user to the possibility of sexual abuse. The Total Scale Score is 
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computed by summing all items, with higher scores indicating more problematic 

sexualised behaviours.  

 Moderate internal consistency for the clinical scores have been reported with 

Cronbach’s alpha ranging from .72 for a normative sample, .92 for a sexual abuse 

sample, and .83 for an outpatient psychiatric sample with no sexual abuse (Friedrich 

et al., 2001). The test-retest
 
reliability of the CSBI has been found to be high (r = .91), 

with the correlation for the CSBI total raw score (r = .79) suggesting good inter-rater 

reliability when tested between carers (Friedrich et al.). Normative data for the CSBI
 

were drawn from a sample of 620 two- to twelve-year-olds with a substantiated 

history of sexual abuse, usually with the last incident having occurred within the 

previous 12 months. The CSBI Total T-score was used to provide information 

regarding the extent of problematic behaviour in children at pre-test and for statistical 

analyses for testing the efficacy of the treatment programs across all phases of the 

current research.  

Parental stress. The Parenting Stress Index (PSI; Abidin, 1995) was used to 

measure dysfunctional carer-child relationships and stress in the parenting role. This 

101-item well-validated measure is a pen and paper scale completed by carers and 

includes Child Domain Scales: acceptability, mood, adaptability, demanding, 

distractibility and reinforcement of parent, and Parent Domain scales: depression, 

attachment, isolation, role restriction, competence, spouse and health. Higher scores 

indicate greater parental stress. Completed by the primary caregiver, the respondent 

indicates on a 5-point response scale ranging from Strongly Agree (SA) to Strongly 

Disagree (SD) the response which best represents their opinion. Examples of test 

items include: ‘My child seems to cry or fuss more often than most children’, ‘I feel 

capable and on top of things when I am caring for my child’, and ‘I feel trapped by 
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my responsibilities as a parent’. Reported alpha reliabilities are .90 for the Child 

Domain, .93 for the Parent Domain and .95 for the Total Stress Score (Abidin, 1995). 

The PSI was normed on more than 2,500 caregivers and has proven useful in research 

and clinical areas aimed at early identification of family problems, planning for 

treatments and assessing child abuse and parental competency (Abidin, 1995). The 

PSI total ranking was used in examining the extent of stress in the family system at 

pre-test and for testing treatment effectiveness across all phases of the current 

research. 

 Children’s global functioning. Clinicians assessed the global functioning of 

each child using the Children’s Global Assessment Scale at pre-test and post-test 

(CGAS; Shaffer et al., 1983). All treating clinicians discussed their perception of the 

child’s functioning and agreed to a consensus score for each child based upon their 

clinical observations.  

 The CGAS is a measure of overall severity of behavioural or emotional 

disturbance observed in a child over a specific period. Possible scores range from 1 

(representing the most functionally impaired child) to 100 (representing the least 

functionally impaired). Scores of 70 or more are considered within the healthy 

functioning range, scores between 60 and 70 are considered sub-clinical, and scores 

below 60 are considered clinical. An example of the CGAS profile is provided in 

Appendix 3. Studies on the inter-rater reliability for the CGAS have shown fair to 

substantial intra-class correlations of .59 to .90 (Shaffer et al., 1983) with higher inter-

rater agreement by child psychiatrists when more detailed descriptions of anchor 

points were used. However, these descriptions did not influence the inter-rater 

reliability among more experienced raters, demonstrating adequate reliability for a 

single rater per session using the CGAS (Shaffer et al.).  
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Inclusion Criteria for Participants based on the Comprehensive Assessment  

 The final 56 participants were selected from the 121 children (87 girls, 34 boys), 

aged 8 to 12 years (M = 9.4 years; SD = 1.4 years) obtained through initial program 

contact (Figure 5.1). There were 18 children excluded following the initial telephone 

screen due to not meeting the PTSD criteria or other inclusionary criteria. Of the 103 

children and their carers invited to attend a face-to-face comprehensive multidimensional 

assessment, the inclusion criteria used were similar to that of previous treatment outcome 

studies with children who had experienced sexual abuse (e.g., Cohen & Mannarino, 1996, 

1998a; King et al., 2000). Children were included if they: (1) had a substantiated sexual 

abuse history that was confirmed by a Government child protection agency or an 

independent report from a clinician with extensive experience in the area; (2) there had 

been a history of contact sexual abuse such as sexual touching, oral genital contact, or 

penile penetration of the vagina or anus, with or without physical force. For those cases 

whereby the perpetrator was a child, the perpetrator was required to be at least five years 

older than the victim (which formed the definition for contact child sexual abuse for this 

research); (3) the child’s symptoms met DSM diagnostic criteria for PTSD or fell short of 

the full criteria by a few symptoms within each cluster (i.e., had sufficient PTSD). 

Deblinger et al. (1996, p. 312) noted that such children might develop symptoms of 

PTSD consistent with the diagnostic criteria of PTSD “in time” and are therefore in need 

of treatment. Similar to the selection criteria of the large scale research in this area (e.g., 

Cohen et al., 2004; Deblinger et al.; King et al.), children were required to have a total of 

three post traumatic stress symptoms, one within each cluster of re-experiencing, 

avoidance or hyperarousal. Children were excluded if: (1) the child had a severe 

developmental disorder (e.g., autism); (2) the child had an intellectual disability as 

assessed independently from the research; (3) the child had ongoing unsupervised contact 
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with the alleged perpetrator; (4) the child and/or the family were receiving current 

psychological treatment for sexual abuse outside the research; or (5) if English was not 

the family’s first language.  

 Nineteen children failed to meet the inclusion criteria following the face-to-face 

assessment generally because they did not have symptoms that met at least revised PTSD 

DSM diagnostic criteria, or the sexual abuse allegations were still under investigation and 

not formally substantiated. Of the 93 eligible children, a further ten families chose not to 

participate, with five families leaving for undisclosed reasons, four carers stated they 

could not attend the (daytime) sessions due to work commitments, and one biological 

mother decided her child would not be able to cope with the session content. Seventy-

four children were eligible for inclusion into the study and completed all components of 

the initial assessment. Eighteen families dropped out of the waitlist control condition 

between pre-and post-testing; therefore, complete data were not obtained for these 

children. The main reason cited for drop-out by the WLC families was that they had 

found other treatment options as they could not wait for six weeks without assistance. 

Figure 5.1 provides a flow chart tracking the participants’ involvement in the study.  

 Consequently, 56 children with a substantiated history of sexual abuse and PTSD 

completed all pre-post testing. All subsequent discussion of the sample will be based 

upon these 56 children and their caregivers. All children were born in Australia with 

two families in the waitlist control group classifying themselves as Aboriginal or 

Torres Strait Islander.  

 The sociodemographic features of the children in the final sample are 

summarised in Table 5.2. The majority of children (68%) lived with one or both 

biological parents, with biological mothers participating in the study across all groups 

most frequently (64.2%). The identity of the child’s perpetrator was most frequently 
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reported as a biological or adoptive parent (55.4%), followed by a family friend 

(17.8%). The child’s carer described multiple chronic occurrences of abuse in 80.4% 

of the children. The mean age of the first sexual abuse incident was 4.3 years (SD = 

3.1 years).  

 A series of t-tests was conducted to determine if there were any age differences 

between children allocated to TP1, CE-TP2 or the WLC condition. Children in TP1 

(22 girls, 4 boys; M = 10.04 years; SD = 1.4 years) were significantly older than 

children in CE-TP2 (12 girls, 4 boys; M = 9.10 years; SD = 1.3 years) but not the 

control group (11 girls, 3 boys; M = 9.43 years; SD = 1.1 years). Exploratory analyses 

were undertaken to rule out the possibility that younger and older children in the study 

differed on the independent variables. No significant differences were found between 

the age groups on any of the variables. Consequently, these age differences were not 

controlled in later analyses. Additionally, no significant difference between treatment 

completers or drop-outs was found on any sociodemographic characteristics for either 

the children or carers. Finally, children from the different treatment sites did not differ 

significantly on any of these background variables, so the data from all sites were 

pooled for analytical purposes.  

Sociodemographic information concerning all children, their carer type, 

gender, whether they were believed at disclosure and abuse type is identified in Table 

5.3. This information is important for the individual analysis presented in Chapter 8.  
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Table 5.2  

Sociodemographic Information for Participants (n = 56) 

Demographic variables Overall TP1 CE-TP2 Control 

(N = 56) (N = 26) (N = 16) (N = 14) 

Gender, n (%)     

     Girls 45 (80.4) 22 (84.6) 12 (75) 11 (78.6) 

     Boys 11 (19.6) 4 (15.4) 4 (25) 3 (21.4) 

Age, M (SD) 9.64 (1.3) 10 (1.4) 9.19 (1.3) 9.43 (1.1) 

Ethnicity, n (%)     

Australian 54 (96.4) 26 (100) 16 (100) 12 (85.7) 

Aboriginal / Torres Strait 

Islander 
2 (3.6) 0 (0) 0 (0) 2 (12.3) 

Identity of perpetrator, n (%)     

     Biological      31 (55.4) 9 (34.6) 12 (75) 10 (71.4) 

     Extended 5 (8.9) 5 (19.2) 0 (0) 0 (0) 

     Family friend 10 (17.8) 6 (23.1) 1 (6.3) 3 (21.4) 

     Neighbour 3 (5.3) 2 (7.7) 0 (0) 1 (7.1) 

      Stranger 4 (7.1) 2 (7.7) 2 (6.3) 0 (0) 

     Unknown 3 (5.3) 2 (7.7) 1 (6.3) 0 (0) 

Family constellation, n (%)     

     Biological    38 (68) 18 (69) 9 (56) 11 (78) 

     Foster 13 (23) 7 (26) 4 (25) 2 (14) 

     Extended (Step or Kin) 5 (9) 1 (5) 3 (19) 1 (8) 

Frequency of abuse, n (%)     

     One occasion  5 (8.9) 2 (7.7) 1 (6.3) 2 (14.3) 

     Multiple       45 (80.4) 20 (76.9) 14 (87.5) 11 (78.6) 

     Unsure 6 (10.7) 4 (15.4) 1 (6.3) 1 (7.1) 

Age at CSA, M (SD)  4.34 

(3.20) 

5.33 

(3.37) 

3.13 

(2.31) 

3.83 

(2.92) 

No abuse incidents, median 2 1.5 3.5 1.5 

Differential diagnosis, n (%)*     

     GAD 25 (44) 11 (42) 8 (50) 6 (43) 

     MDD 9 (16) 4 (15) 2 (12.5) 3 (21) 

     ADHD 10 (18) 4 (15) 5 (31) 1 (7) 

     CD 2 (4) 2 (7) 0 (0) 0 (0) 

     ODD 6 (11) 1 (3) 5 (31) 0 (0) 

Note. *Some children have greater than 1 differential diagnosis; hence numbers will 

not add up to the total number of children in each condition or 100%. GAD = 

Generalised Anxiety Disorder, MDD = Major Depressive Disorder, ADHD = 

Attention Deficit Hyperactivity Disorder, CD = Conduct Disorder, ODD = 

Oppositional Defiant Disorder.    
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Table 5.3 

Sociodemographic Information for all Subject Children, According to Carer Type, 

Gender, Child Believed at Disclosure and Abuse Type 

Participant 
Age 

(Yrs) 
Carer Type 

Believed at 

Disclosure 

Abuse 

Frequency 
Abuse Type 

TP1 

P#2 F-11 Extended Yes Not sure S, E, N 

P#3 F-12 Foster Yes Multiple  S, E, N 

P#4 F-12 Foster Yes Multiple S, P, E, DV, N 

P#5 F-8 Biological Yes Multiple S 

P#6 F-0 Biological Yes One occasion S, DV 

P#9 F-8 Foster No Multiple S, P, E, DV, N 

P#11 F-11 Foster  No Multiple S, P, E, DV, N  

P#13 F-10 Biological  Yes Multiple S 

P#14 F-10 Foster Unsure Multiple S 

P#15 F-11 Foster Unsure Multiple S 

P#16 F-11 Biological Yes Multiple S 

P#301 F-9 Biological No Multiple S 

P#302 F-0 Biological Yes Multiple S, E, DV 

P#304 F-9 Biological Yes Multiple S 

P#305 M-12 Biological No One occasion S 

P#306 M-11 Biological Yes Multiple  S, DV 

P#308 F-9 Biological  Yes Multiple S 

P#309 F-9 Biological Yes Multiple S 

P#310 M-8 Biological Yes Multiple S 

P#311 F-8 Biological Yes Multiple S 

P#314 F-11 Biological Yes Not sure S, P 

P#315 F-10 Biological Yes Multiple S, P, E, DV 

P#316 F-8 Biological Yes Multiple 
S, DV, P, E, 

DV 

P#317 F-12 Biological Yes Multiple S, P, DV 

P#318 M-9 Biological Yes Multiple S 

P#319 F-12 Biological No Multiple S 

CE-TP2      

P#320 M-9 Biological No Multiple S, E, DV 

P#322 F-11 Biological No Multiple S, E, DV 

P#323 F-11 Biological  Yes One occasion S 

P#324 F-9 Biological Yes Multiple S, P, E 

P#404 M-8 Foster  Yes Multiple 
S, DV, P, E, 

DV 

P#409 F-10 Biological Yes Multiple S, E 

P#410 M-9 Biological Yes Multiple S 

P#415 F-8 Foster Yes Multiple S 

P#418 M-12 Foster  Yes Not sure S 

P#501 F-8 Biological Yes Multiple S, E, N, DV 

P#502 F-8 Biological Yes Multiple S. E, N, DV 

P#503 F-8 Foster Yes Multiple S, DV 
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Table 5.3.  (cont.) 

 

Participant 
Age 

(Yrs) 
Carer Type 

Believed at 

Disclosure 

Abuse 

Frequency 
Abuse Type 

P#504 F-9 Extended Yes Multiple S, P, E, DV, N  

P#505 F-8 Biological Yes Multiple S 

P#506 F-9 Extended Yes Multiple S, P. E 

P#507 F-10 Biological Yes Multiple S, P, E, DV 

WLC      

P#307 F-9 Biological No Multiple S 

P#312 F-10 Biological Yes One occasion S 

P#313 M-8 Biological Yes Not sure S, DV 

P#325 F-8 Biological Yes Multiple S 

P#326 F-10 Biological Yes Multiple S 

P#327 F-10 Biological Yes Multiple S, DV 

P#329 M-9 Extended Yes Multiple S, DV 

P#330 F-8 Biological  Yes Multiple S 

P#331 M-9 Biological No Multiple S, E, DV 

P#333 F-11 Biological No Multiple S, E DV 

P#334 F-11 Biological Yes One occasion S 

P#335 F-9 Biological  Yes Multiple S, P, E, DV  

P#421 F-11 Foster Yes Multiple S, P, E  

P#508 F-9 Extended Yes Multiple S 

Note. Abuse Types: S = Sexual, P = Physical, E = Emotional, N = Neglect, DV = 

Domestic Violence.  

 

Carer Demographics 

Demographic information for the 56 carers who participated across all 

conditions is presented in Table 5.2, 5.3 and 5.4. It is important to note that more than 

one carer attended the intervention for some children. However, one carer was 

designated for each child to complete the psychometric measures. Most caregivers 

were female, with the majority from biological families. There were 23% of children 

in foster care placements during the intervention programs. The majority of the carers 

who participated completed the equivalent of at least Grade 10 in education. The term 

‘carer’ is the generic term used to indicate the primary caregiver of the child 

throughout this thesis, and includes biological parents, adoptive parents, foster carers 

and other guardians or caregivers.  
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Table 5.4 

Demographic Information of Carers (N = 56) 

Demographic 

variables 

 

TP1 (n = 26) 

 

CE-TP2 (n = 16) 

 

Control (n = 14) 

Gender, n    

     Male 3 4 4 

     Female 26 12 10 

     Both 3 1 0 

Education, n (%)    

     High School  

     (to Yr 10) 
16 (62) 10 (63) 13 (93) 

     Tertiary/TAFE 3 (12) 2 (12) 1 (7) 

     Not stated 7 (26) 4 (25) 0 (0) 

 

Diagnostic Information of Children with PTSD or PTSD Symptoms (N = 56)  

The assessment of symptoms of PTSD was undertaken using the structured 

diagnostic interview (ADIS-C/P). Each child in the sample met criteria for the 

presence of PTSD using the criteria used by Cohen et al. (2007). This modified 

criteria required that either the child or carer had to report at least one symptom of 

PTSD from each of the three clusters: re-experiencing, hyperarousal and avoidance. 

In addition, either the carer or child had to provide a clinically significant severity 

rating (Cohen et al.). 

The proportion of children who met diagnostic criteria for PTSD using the full 

DSM criteria was also evaluated. Specifically, it was initially established that the 

children had experienced sexual abuse and subsequently responded to the trauma with 

intense “fear, helplessness, or horror”. The child was then assessed for symptoms 

according to the diagnostic criteria for PTSD in the DSM (APA, 1994). These criteria 

were applied to identify PTSD when both child and carer report were combined, for 

child report only and for carer report only. This type of combined diagnosis has been 

used most frequently in the assessment of PTSD (King et al., 2000). Confirming the 
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presence of PTSD symptoms by each child and carer separately is consistent with 

recent research by Meiser-Stedman et al. (2007), who reported poor agreement 

between child and carer reports of PTSD symptoms obtained when using a diagnostic 

interview (ADIS).   

Overall, 76% in the sample met the criteria for the full PTSD diagnosis, when 

the child or carer combined reports were considered. This dropped to 57% when 

either the child or carer responses on the diagnostic interview were considered 

separately (see Table 5.5). There were 35.7% (n = 20) inconsistent diagnoses when 

the carer and child reports were assessed separately. There were 10 cases where the 

child and not the carer reported criteria consistent with a diagnosis of PTSD, and 10 

cases where the carer and not the child reported criteria consistent with a diagnosis of 

PTSD.  

 

Table 5.5  

Diagnostic Classification for full PTSD DSM Diagnoses, Number who Reported 

Symptoms that met full DSM Criteria, Child, Carer and Combined Ratings (N = 56) 

Condition DSM Diagnostic Classification for PTSD 

Total Sample 

(n = 56) 

Combined rating (‘or rule’) 43 (77%) 

DSM child only rating 32 (57%) 

DSM carer only rating 32 (57%) 

TP1  

(n = 26) 

Combined rating (‘or rule’) 19 (73%) 

DSM child only rating 17 (65%) 

DSM carer only rating 12 (46%) 

CE-TP2  

(n = 16) 

Combined rating (‘or rule’) 14 (88%) 

DSM child only rating 6 (37%) 

DSM carer only rating 12 (75%) 

WLC  

(n = 14)  

Combined rating (‘or rule’) 10 (71%) 

DSM child only rating 9 (64.3%) 

DSM carer only rating 8 (57%) 

Note. Higher number of symptom reports from either carer or child used in calculation 

of symptoms from each cluster.  
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  Children were also assessed for other psychopathology on the diagnostic 

interview. The differential diagnoses considered were based on the composite 

interview data drawing on the child and carer interviews, as higher consistency in 

diagnosis has been found with non-trauma-related disorders (Meiser-Stedman et al., 

2007). There were 32% (n = 18) of children who received a primary diagnosis of 

PTSD or sufficient PTSD (modified criteria) with no comorbid diagnosis. There were 

34% (19) with one comorbid diagnosis, a further 21% (n = 12) had two comorbid 

diagnoses and a further 12.5% (n = 7) with three or more comorbid diagnoses. The 

most common comorbid diagnoses were GAD (n = 25), MDD (n = 9), ADHD (n = 

10) and ODD (n = 6).  

 Additional measures of child psychopathology assessed at pre-test were obtained 

from the self-report psychometric measures administered to both children and carers. 

Mean pre-test scores above normal levels of psychopathology for the carer ratings 

provided further clinical description of the sample. Generally, carers reported high 

levels of psychopathology in children. Carers rated child-related stressors (PSI child 

domain: percentile rank = 81.41, SD = 27.46), problematic sexual behaviour (CSBI, 

T-score = 67.86, SD = 25.56), overall problematic child behaviour (CBCL Total 

Score, T-score = 68.38, SD = 11.95), child anxiety/ depression (CBCL Anxiety/ 

Depression, T-score = 67.54, SD = 15.23) and oppositional behaviours (CBCL 

Externalising T-score = 66.59, SD = 11.51) on average in the clinical range.  

Teachers reported sub-clinical levels of symptoms in the children at pre-

treatment in TP1 (T-score = 56.8, SD = 12.32) and the CE-TP2 (T-score = 57.6, SD = 

10.28). However, scores were significantly less in the WLC at pre-treatment, 

indicating that the teachers reported less problematic behaviours in the school 

environment for these subject children (T-score = 46.1, SD = 10.6). The treating 
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clinicians also rated the children at sub-clinical levels at pre-treatment on a global 

assessment scale (CGAS). Clinicians rated children on average in TP1 at 62.53 and 

children in the CE-TP2 condition at 61.94, indicating no differences across the two 

treatment conditions. A score between 61 and 70, according to the CGAS (see 

Appendix 3), suggests the child’s functioning to indicate ‘some problems’ in one area 

only:  

“Some difficulty in a single area, but generally functioning pretty well, (e.g., 

sporadic or isolated antisocial acts such as occasionally playing hooky, petty 

theft; consistent minor difficulties with school work, mood changes of brief 

duration, fears and anxieties which do not lead to gross avoidance behaviour; 

self-doubts). Has some meaningful interpersonal relationships. Most people 

who do not know the child well would not consider him/her deviant but those 

who do know him/her well might express concern”(Schaffer et al., 1983). 

  

 On the child self-report measures, few children reported psychopathology in the 

clinical range on any of the psychometric measures, including symptoms of PTSD. 

Together these data are consistent with the findings of previous studies that show the 

presenting symptoms of psychopathology in children who have been sexually abused 

are multidimensional and diverse. In Chapter 8 of this thesis the influence of 

individual characteristics of children on treatment outcomes will be evaluated.  

Profile of Post Traumatic Stress Disorder for Treatment Groups 

 
 Across the treatment programs, in TP1, 11 (42.3%) children were diagnosed only 

with PTSD, with 7 (26.9%) having one differential diagnoses, 6 (23.1%) having two 

differential diagnoses, and 2 (7.7%) having three or more differential diagnoses. For 

the CE-TP2, 4 (25%) children had a diagnosis of PTSD only, with 3 (18.8%) having 

one differential diagnosis, 4 (25%) having two differential diagnoses, and the 

remainder (5; 31.2%) had three or more differential diagnoses. For the WLC, 3 

(21.4%) had PTSD only, 9 (64.3%) had one differential diagnosis, and 2 (14.3%) had 

two differential diagnoses. Children in CE-TP2 had a significantly higher proportion 
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of differential diagnoses overall (1.65 vs. 3.12, p < 0.5) compared to children in TP1. 

 When considering the psychometric measures, the only significant difference 

between the two treatment programs were higher scores for child-rated dissociation 

(55.62 vs. 48.50, p < .05) and child-rated depression (55.69 vs. 46.38, p < .05), both 

significantly higher in TP1. It should be noted that these self-report scores were not in 

the clinical range, indicating (clinically non-significant) elevated levels of these 

symptoms only. On the teacher’s report, significantly fewer problematic behaviours 

for children in the waitlist control group was found than for children in TP1 (46.1 vs. 

56.8, p = .001) or CE-TP2 (46.1 vs. 57.6, p = .021), whilst neither of the treatment 

programs differed (56.8 vs. 57.6, p = .45) in teacher reports of symptomatology.  

A comprehensive screening and assessment process resulted in a total of 56 

children and their carers being recruited and completing all phases of the research.  

Table 5.6 provides a summary of their diagnostic status. 

 

Table 5.6  

Summary of Diagnostic Status of Participants 

 

Number of children (n) Overall 

(N = 56) 

TPI  

(N = 26) 

CE-TP2 

(N = 16) 

WLC  

(N = 14) 

Met full criteria for PTSD 43 19 14 10 

Met sub-clinical PTSD 13 7 2 4 

Met other diagnosis     

     GAD 25  11 8 6 

     MDD 9 4  2 3 

     ADHD 10  4 5 1 

     CD 2  2  0 0  

     ODD 6  1  5  0  

# of different trauma types 30 12 11 7 
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CHAPTER 6 

Study 1: Investigating Interpretative Threat Bias in Children who have Experienced 

Sexual Abuse with Post Traumatic Stress Disorder: An Experimental Analysis 

 

 Threat-oriented interpretative biases were investigated in children with PTSD 

that occurred following sexual abuse (children with PTSD) and a group of non-

clinical control children (control group). Children’s responses to ambiguous 

situations, modified from scenarios originally developed for use with anxious, 

oppositional and non-clinical children (Barrett, Rapee, et al., 1996) were used to 

evaluate the extent of threat based interpretative bias (threat bias). In addition, reports 

of the likelihood that each event would recur again in the future were obtained 

(likelihood).  

These original scenarios were derived from research undertaken by Barrett, 

Rapee, et al. (1996) who reported that regardless of the type of setting or ambiguous 

situation described, groups of children with anxiety (not PTSD) and oppositional 

disorders were more likely to interpret ambiguous situations in a threatening manner 

when compared to a non-clinical control group. These findings were similar to those 

reported by Meiser-Stedman et al. (2009) who investigated the role of cognitive 

processes in the development and maintenance of pediatric PTSD. The Meiser-

Stedman et al. research tested children with PTSD that occurred from either 

witnessing or being involved in a motor vehicle accident (MVA) or a physical assault. 

The results demonstrated the existence of maladaptive cognitive bias in children with 

PTSD. It was suggested that these biases play an important role in symptom severity 

and the maintenance of trauma symptoms in children over time. These mechanisms, 
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however, have not previously been investigated in children with PTSD that has 

occurred following child sexual abuse (CSA). 

Furthermore, Barrett, Rapee et al. (1996) found that children with anxiety and 

oppositional disorders reported that negative threatening events were more likely to 

happen to them in the future when compared to a non-clinical control group. In 

contrast, Dalgleish et al. (2000) found that children with PTSD estimated all negative 

events as significantly more likely to happen to others than to themselves, with the 

other-referent bias being strongest for events matched to their trauma. These results 

suggest that children with PTSD, unlike children with other anxiety disorders, make 

situation-specific judgments concerning the likelihood that events that represent a 

potential threat will recur.  

In the current study, the extent that children with PTSD appraise ambiguous 

situations in a threatening manner was investigated. It was expected that, consistent 

with previous research, greater maladaptive interpretative threat-related bias would be 

reported by this group of children when compared to a non-clinical control group. 

Additionally, it was expected that the PTSD group would expect the situations to 

occur less frequently to themselves as was found in another trauma population 

(Dalgleish et al., 2000). However, consistent with the previous results of Dalgleish et 

al., these effects would be reported in circumstances that represented specific threat 

only. 

The scenarios used were categorised by the environmental context in which they 

were set, including social settings (situations set in a playground, a friend’s house and 

the school ground), a physically threatening situation (grabbing someone’s arm), and 

different environments (in a child’s school and the family home). Different contexts 

were used because previous findings showed that there was a strong maladaptive bias 
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for situations that matched the child’s trauma experiences for children following a 

physical assault or a MVA (Dalgleish et al. 2000). The following hypotheses were 

tested: 

 1. Children with PTSD will report significantly more threat-related interpretative 

bias when responding to ambiguous situations compared to same-aged non-

clinical children with no sexual abuse history. Children with PTSD will report 

these situations as threatening, regardless of whether the children’s responses 

are tested using a rating scale or a forced choice response. 

2. Children with PTSD will report threatening situations as less likely to recur for 

them in the future when compared to same-aged non-clinical children with no 

history of sexual abuse, particularly for specific threat situations only. 

 

Method 

Participants  

 The demographic information for the groups is presented in Table 6.1. There 

were 26 participants in the group with PTSD (22 girls, 4 boys), aged 8 to 12 years. 

These participants were recruited for a group treatment outcome study (TP1) as 

described in Chapter 5. There were 20 children (10 girls, 10 boys) aged 8 to 12 years, 

recruited from an Australian primary school in the non-clinical control group. 

Participants in the control group were obtained following approval from the school 

principal and written informed consent from their carers.  
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Table 6.1 

Sociodemographic Information of Children in Study 1 (N = 46, percentages in 

parentheses) 

Sociodemographic variables PTSD 

(n = 26) 

Control 

(n = 20) 

Age, M (SD) 10.4 (1.4) 10.0 (1.3) 

Australian ethnicity 26 (100) 20 (100) 

Family constellation, n (%)   

In biological family  18 (70) 19 (95) 

In foster family 4 (15) 1   (5) 

In extended family 4 (15) - 

   
  The children in the control group were recruited using an Information Kit, 

distributed by the school principal to all students within the specified age range, 

requesting research participants. Seventy-five children took home the kit to their 

caregiver(s) containing a Research Study Information Sheet and a Research 

Participation Consent Form. The Research Study Information Sheet informed carers 

that the study was aimed at examining how children think and respond in different 

situations. Carers were informed that their child would complete the assessment 

session in an allocated research room in the school grounds during class hours. 

Children whose carers agreed to their child participating in the study returned the 

completed Research Participation Consent Form in a sealed envelope to their child’s 

classroom teacher. Gift vouchers for $30 were given to each family who participated.  

 Of the returned materials, 20 carers had completed all the required information, 

resulting in a 26% response rate. Only children who were reported (on the Consent 

Form) by their caregiver to: (1) be free from intellectual impairment and learning 
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disorders, (2) speak English as their first language, and (3) have no history of child 

abuse were included in the study. In addition, each child was individually assessed by 

a trained clinician using the PTSD section of the ADIS-C (Silverman & Albano, 

1996) one week prior to completion of the cognitive task, to ensure that children were 

asymptomatic for PTSD. No child in this group met the diagnostic criteria for PTSD 

or had PTSD symptoms. No significant age differences were found between the two 

groups, however there were significantly more girls than boys in the group of children 

with PTSD in comparison to the control group, 2 
(N = 46; df = 1) = 3.01, p < .01. 

Measures 

 Cognitive interpretative threat bias task. The scenarios each depicted an 

ambiguous situation that could be interpreted as either threatening or non-threatening. 

Each was designed to assess interpretative threat bias and children’s perceptions of 

the likelihood of the threatening event recurring in the future.  

Colourful and fun props were used to assist children’s recall in the task. The 

seven situations were administered by the clinician to the children in the order shown 

in Table 6.2. After a situation was read to the child they were asked to think about 

‘what is happening’. Rating scales were used to rate how threatening (threat bias) and 

likely (likelihood) the child perceived the situation on an 8-point pictorial scale. Scale 

1 measured ‘Threat Bias’: ranging from 0 = ‘not at all threatening’ to 8 = ‘extremely 

threatening’, and Scale 2 measured ‘Likelihood’: not at all likely’ to 8 = ‘extremely 

likely’. Verbal descriptions accompanied the numbers, and all clinicians underwent 

training in the administration of the scenarios and the explanations for clarifying the 

ratings on the ‘threat’ and ‘likelihood’ scales.  

Children were also asked to select the most likely explanation for the event 

from a series of five explanations (see Table 6.2). Colourful props again assisted the 
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child in recall of the five possible explanations. The response options for each forced 

choice question were initially grouped into categories of (1) threatening (negative), 

(2) neutral, and (3) non-threatening (adaptive) responses, based upon data collected 

from 30 psychology post-graduate university students who were asked to rate each 

response accordingly. Consistent with previous research (Barrett, Rapee, et al., 1996; 

Shortt et al., 2001), the non-threatening and neutral responses were grouped into a 

single ‘non-threatening’ category. All procedures were audio-taped for assurance that 

clinicians followed the procedures outlined in the assessment manual. Thirty-three 

percent of tapes were reviewed by independent raters to ensure this accuracy. The 

integrity of protocol compliance was satisfactory. 

 

Table 6.2 

Task to Assess for Interpretative Threat Bias: Ambiguous Situations and Possible 

Forced Choice Responses  

Ambiguous situation Forced choice response options presented to 

children 

Social Situation 1: ‘Playground’  

You are in the playground and 

notice an adult who you think is 

staring at you. The person looks 

like they have recognised you 

and wants you to come over to 

them. 

 

The person is just wasting time and does not know 

you or want you to come over (threatening) 

The person is waiting to pick up their own child 

and is looking to find them (non-threatening) 

The person is trying to decide which child looks 

the best and will then try to talk to them 

(threatening) 

The person thought they recognised you but made 

a mistake (non-threatening) 

The person is watching all the children to make 

sure they play safely (non-threatening) 
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Table 6.2.  (cont.) 

 

Social Situation 2: ‘Great game’ 

You see a group of children 

from another class playing a 

great game. You walk over and 

want to join in and you hear 

them laughing. 

They are going to start looking at you and tell 

secrets about you (threatening) 

They are excited because now you can join them 

(non-threatening) 

One of them is likely to rush up and push you 

away, they don’t want you to play with them 

(threatening) 

They haven’t noticed you standing there, they are 

laughing at a joke being told (non-threatening) 

They are going to notice you, smile and ask you to 

join them (non-threatening)                             

Social Situation 3: ‘Friend’s 

house’ 

You are visiting at a friend’s 

house and his/her parents seem 

really annoyed and cranky. 

 

They are just tired (non-threatening) 

They think that you and their son/daughter have 

done something wrong (threatening)  

They don’t really like you and want you to go 

home (threatening) 

You are mistaken; they like having you stay and 

are just tired from working long hours this week 

(non-threatening) 

They had a party last night and are tired and don’t 

feel well (non-threatening) 

Physical Situation 4: ‘Grab arm’  

Someone reaches and grabs on 

to your arm. 

You panic, the person is not going to let you go as 

they want to talk to you (threatening) 

They thought you were falling and reached to help 

you (non-threatening) 

The person has grabbed you and is forcing you to 

go somewhere you don’t want to go (threatening) 

The person wanted to get your attention as they 

have something to tell you (non-threatening) 

The person thought you were someone else (non-

threatening)    
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Table 6.2.  (cont.) 

 

Environmental Situation 5: 

‘School principal’ 

You see the school principal 

walking around the playground 

and he/she has been asking 

other children where you are. 

 

He/she has a message for you (non-threatening) 

The Principal thinks you have done something 

wrong and is angry (threatening) 

He/she wants to tell you they’ve noticed you 

working harder and they are pleased (non-

threatening) 

One of the other children has told the Principal 

something bad about you (threatening) 

He/she wants to let you know that you are getting a 

reward at the next school assembly (non-

threatening) 

Environmental Situation 6: 

‘Health nurse’ 

Do you know what a school 

health nurse is? Can you tell 

me? (Check for understanding. 

Explain concept to child if 

necessary. Use ‘sick bay’ 

concept if required). You are in 

the middle of a class and are 

called to see the school health 

nurse. 

It’s only the nurse checking your weight and how 

tall you are (non-threatening) 

It is because your teacher thinks you are really sick 

(threatening) 

Everybody in the class is having a health check 

(non-threatening) 

The nurse will say you are healthy and that there is 

nothing to worry about (non-threatening)  

The teacher doesn’t want you in his/her class today 

(non-threatening) 

Environmental Situation 7: 

‘Exam’ 

You are trying to fall asleep 

because you have an exam at 

school the next day. You can’t 

fall asleep. 

 

You are worried about the exam because you have 

not done the work (non-threatening) 

You do not like going to sleep because you often 

have bad dreams (threatening) 

You are not tired because you went to bed early 

last night (non-threatening) 

You are going to a party after the exam, and are 

feeling excited about seeing all your friends (non-

threatening) 

You can hear someone else in the house - still 

awake - and you are wondering what he/she is 

doing (threatening) 
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Procedure 

 This experimental task was conducted individually for each child with PTSD as 

part of the assessment process. For the non-clinical control group, the task followed 

the same research protocol that was undertaken individually in an allocated room at 

the school. The testing period was approximately 30 to 40 minutes. A standard set of 

verbal instructions was given to participants at the beginning of the testing period to 

inform them they would be responding to a sequence of short scenarios, and they 

were to imagine that the situation was actually occurring to them. Following the 

presentation of each scenario, the clinician read aloud each question to facilitate the 

child’s understanding of the task. The clinician recorded the child’s responses for the 

two rating scales and the forced choice question on a form designed specifically for 

the research. At the completion of the task, children were thanked for their 

participation and were given the opportunity to ask any questions of the clinician.  

 

Results 

Independent group t-tests were used to examine the between-group differences 

on the rating scales for each scenario and on the combined measures. An overall 

measure of interpretative threat bias (threat bias) and likelihood of the event recurring 

(likelihood) was obtained by adding the responses for each scenario. The differences 

in response patterns of the groups for the forced choice questions were evaluated 

using odds ratio analysis, which determined whether the children with PTSD had an 

increased risk of interpreting ambiguous events in a threatening manner. The odds 

ratio determines whether there is a higher likelihood of children with PTSD selecting 

a threat bias response than the control group (Agrawal, 2005). For two social 

situations (‘School Playground’ and ‘Friend’s House’), one environmental situation 
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(‘School Principal’), and the physical threat scenario (‘Grab Arm’), no child in the 

control group selected a threat-related response when explaining the situation. To 

generate the odds ratios in these situations, a constant of 1 was added to each of the 

group scores, making it possible to generate an odds ratio (Agrawal, 2005).  

Threat-related Interpretative Bias  

The descriptive statistics for the rating scale responses for reports of 

interpretative threat bias are presented in Table 6.3. The ratings of interpretative threat 

bias based on the forced choice selections are reported in Table 6.4.  

Social threat scenarios. The three situations included are the ‘Playground’, 

’Great Game’, and ’Friend’s House’ situations. Significantly greater threat bias was 

reported by the group with PTSD when compared to the control group for the 

‘Playground’, t(43) = 6.87, p < .001, and the ‘Great Game’, t(43) = 3.65, p < .001, 

scenarios, but not for the ‘Friend’s House’ scenario, t(43) = .214, p = .832. The group 

with PTSD reported significantly greater threat bias at the thought of “being engaged 

by a stranger whilst playing in the playground” or when “approaching children 

playing in a group who were laughing” than the control group. In contrast, exposure 

to a friend’s annoyed caregivers was not rated as threatening by either of the groups. 

When the children interpreted these social events using the forced response 

selection task, no significant group association was found between threat or non-

threatening forced choice interpretations of the ‘Playground’ scenario, 
2
 (N = 45, df 

=1) = 0.07, p = .51. Children with PTSD and the control group were equally likely to 

choose a threatening response (OR = 1.18, 95% CI: 36 to 3.9) for this situation. This 

finding was inconsistent with the rating scale response reported by children with 

PTSD for this situation.  

Consistent with the report of higher threat-related bias in the children with 



Childhood sexual abuse and PTSD     131 
 

 

PTSD, on the ‘Great Game’ scenario, a significant association was found between 

group membership and response selection, 
2
 (N = 45, df =1) = 12.7, p < .001. For 

this situation (‘Great Game’), the children with PTSD were significantly more likely 

to select a threat bias response (OR = 22.6, 95% CI: 2.6 to 192) than the control 

group. Children in the control group interpreted the event positively, (‘they [the 

children playing] are excited because now you can join in with them’); however, the 

group with PTSD interpreted the event negatively, (‘one of them [the children 

playing] is likely to rush up and push you away, they don’t want you to play with 

them’).  

A significant association was also found between group membership and 

response selection, for the ‘Friend’s House’ situation, 
2
 (N = 45, df = 1) = 9.9, p = 

.002, which was also inconsistent with the results using the rating scale response. 

Children with PTSD were significantly more likely to select a threatening response 

than the control group (OR = 16.8, 95% CI: 2.0 to 143). Children with PTSD reported 

that ‘they [the friend’s parents] don’t really like you and want you to go home’, 

whereas children in the control group reported, ‘you are mistaken, they [the friend’s 

parents] like having you stay and are just tired from working long hours this week’.   

Physical threat scenario. One scenario (‘Grab Arm’) measured interpretative 

threat bias in a potentially physically threatening situation. Children with PTSD 

reported significantly greater maladaptive threat bias when rating the potential threat 

of someone reaching and grabbing their arm when compared to the control group, 

who rated this scenario as non-threatening, t(43) = 9.51, p < .001, which was 

expected.  

Consistent with the finding of greater maladaptive threat bias in the group with 

PTSD, a significant association was found between the response selection and group 
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membership for this situation, 
2
 (N = 45, df = 1) = 9.9, p = .002. The group with 

PTSD was significantly more likely to select a threat bias response (OR = 16.8, 95% 

CI: 2.0 to 143) than the control group. The control group chose non-threatening 

responses; for example, ‘they [a stranger] thought you were falling and reached to 

grab you’. For the children with PTSD, a higher proportion than expected chose a 

threatening response; for example, ‘the person [a stranger] has grabbed you and is 

forcing you to do something you don’t want to do’.  

Environmental scenarios. Environmental scenarios were categorised 

according to whether they were located in the school (‘School Principal’ and ‘Health 

Nurse’), or the child’s home (‘Exam’). No significant group differences in the threat 

bias responses were reported for the children with PTSD for either school scenario 

(‘School Principal’, t(43) = 1.78, p = .83; ‘Health Nurse’, t(43) = 1.9, p = .06). 

Similarly, for the ‘Exam’ scenario, which occurred in the child’s own home, there 

were no significant group differences for perception of threat, t(43) = 0.16, p = .99. 

When selecting an explanation of the school-related events, the children with 

PTSD were significantly more likely than the control group to select a threat-related 

interpretation of the school principal searching for them (OR = 14.4; 95% CI = 1.7 to 

123) ,
2
 (N = 45, df = 1) = 8.6, p = .003. While the control group selected non-

threatening interpretations, for example, ‘he/she [the school principal] wants to let 

you know that you are getting a reward at the next school assembly’, the children with 

PTSD selected responses like, ‘the principal thinks you have done something wrong 

and is angry’. Consistent with the rating of low threat for the ‘School Nurse’ scenario 

on the rating scale response, no significant association was found between threat 

interpretation and group membership, 
2
 (N = 45, df = 1) = 1.00, p = .754 (OR = 1.2 

95% CI: 0.38 to 3.8).  
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 For the home-based scenario, the group with PTSD was significantly more 

likely than the control group to select a threatening interpretation of the event (OR = 

8.9; 95% CI: 1.1 to 79), 
2
 (N = 45, df = 1) = 5.06, p = .024. Whilst the control group 

selected interpretations such as, ‘you are going to a party after the exam, and are 

feeling excited about seeing all your friends’, children with PTSD were more likely to 

select responses such as, ‘you do not like going to sleep because you often have bad 

dreams’. 
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Table 6.3 

Means and Standard Deviations for Children’s Responses of Threat Bias and Event Likelihood for the Seven Ambiguous Scenarios on a Rating 

Scale: Children with Post Traumatic Stress Disorder (n = 26) and the Control Group (n = 20)  

 

Scenario 

loading 

Scenario 1 

social threat 

‘Playground’ 

Scenario 2 

social threat 

‘Great Game’ 

Scenario 3 

social threat 

‘Friend’s House’ 

Scenario 4 

physical threat 

‘Grab Arm’ 

Scenario 5 

environmental 

threat 

‘School Principal’ 

Scenario 6 

environmental 

threat 

‘Health Nurse’ 

Scenario 7 

environmental 

threat 

‘Exam’ 

 PTSD Control PTSD Control PTSD Control PTSD Control PTSD Control PTSD Control PTSD Control 

Threat Bias 

   M 

   SD 

 

4.84* 

2.3 

 

.65 

0.8 

 

3.52 

2.9 

 

1.05 

1.1 

 

2.76 

2.7 

 

2.90 

1.1 

 

5.68 

2.30 

 

.60 

0.8 

 

2.72 

3.2 

 

1.40 

1.2 

 

2.64 

2.5 

 

4.70 

0.9 

 

2.64 

2.5 

 

2.65 

1.1 

Likelihood 

   M 

   SD 

 

3.88 

2.0 

 

4.95 

0.9 

 

4.88 

2.40 

 

5.40 

0.7 

 

3.44 

2.20 

 

4.60 

1.1 

 

4.08 

2.6 

 

5.05 

0.9 

 

4.76 

2.3 

 

4.80 

0.9 

 

4.36 

2.6 

 

1.45 

1.5 

 

3.72 

2.6 

 

4.95 

1.0 

Note. The rating scale for ‘Threat Bias’ was 0-8, with 0 = ‘No Threat At All’ and 8 = ‘Extremely Threatening’. For the ‘Likelihood’ rating scale, 

0 = ‘Not At All Likely’ and 8 = ‘Extremely Likely’.  
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Table 6.4  

Frequency and Percentages (in parentheses) of Forced Choice Responses According to Group Type for the Ambiguous Scenarios on Threat 

Bias: Children with Post Traumatic Stress Disorder (n = 26) and the Control Group (n = 20) 

Scenario 

loading 

Scenario 1 

social threat 

‘Playground’ 

Scenario 2 

social threat 

‘Great Game’ 

Scenario 3 

social threat 

‘Friend’s House’ 

Scenario 4 

physical threat 

‘Grab Arm’ 

Scenario 5 

environmental 

threat 

‘School Principal’ 

Scenario 6 

environmental 

threat 

‘Health Nurse’ 

Scenario 7 

environmental 

threat 

‘Exam’ 

 PTSD 

 

Control 

 

PTSD 

 

Control 

 

PTSD 

 

Control 

 

PTSD 

 

Control 

 

PTSD 

 

Control 

 

PTSD 

 

Control 

 

PTSD 

 

Control 

 

Non- 

threatening 

 

14 

(56) 

12 

(60) 

12 

(48) 

20 

(100) 

14 

(56) 

20 

(100) 

14 

(56) 

20 

(100) 

15 

(60) 

20 

(100) 

15 

(60) 

13 

(65) 

17 

(68) 

19 

(95) 

Threatening  11 

(44) 

8 

(40) 

13 

(52) 
- 

11 

(44) 
- 

11 

(44) 
- 

10 

(40) 
- 

10 

(40) 

7 

(35) 

8 

(32) 

1 

(5) 
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Combined threat-related rating scale responses. When the total threat bias response 

for the scenarios was evaluated, the children with PTSD (M = 3.54, SD = 1.54) reported 

significantly greater overall threat bias, t(43) = 5.9, p < .001, than the control group (M = 

1.53, SD = 0.59). Figure 6.1 shows that the control group reported minimal threat bias, with a 

wide range of responses reported by the children with PTSD. This response pattern shows 

that many children with PTSD reported threat-related bias on individual situations. Whilst a 

small proportion of these children reported threat in most situations, most children with 

PTSD reported maladaptive threat bias in potentially unsafe social or in physically 

threatening situations only.  

 

Figure 6.1. Dot plot of threat bias mean scores for all scenarios: Children with PTSD (n = 26) 

and control group (n = 20) on the rating scale response. (A high score represents high threat 

bias). 
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The overall selection of threat-related responses to the scenarios for the groups are 

presented in Figure 6.2. Consistent with overall mean threat ratings, the group with PTSD 

selected significantly more threatening responses than the control group, t(44) = 4.3, p < .001. 

Inspection of Figure 6.2 shows that this result is explained by the highly variable response 

pattern of the children with PTSD. Whilst the children in the control group generally selected 

non-threatening interpretations for each of the scenarios, about half of the children with 

PTSD consistently selected a threat bias response. When the distributions of ratings of threat 

(Figure 6.1) and selections of threat-related interpretations (Figure 6.2) are compared, similar 

response patterns are found for each of the groups regardless of the rating made.  

 
 

Figure 6.2. Dot plot of total mean threatening responses for all scenarios: Children with 

PTSD (n = 26) and control group (n = 20) on the forced choice response. (A high score 

represents a high number of threat bias interpretations.) 
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Likelihood of the Event Recurring  

The descriptive statistics for child reports of likelihood of the events recurring are 

found in Table 6.2. Based on these ratings for the Social Situations, the group with PTSD 

reported that the ‘Playground’ situation, t(43) = 2.25, p = .020, and the ‘Friend’s House’ 

situation, t(43) = 2.12, p = .04, were significantly less likely to recur in the future than the 

control group. For all other scenarios, no group differences were found. 

The overall pattern of responses for reports of the likelihood that the event would 

occur again is presented in Figure 6.3. These data shows children with PTSD had a more 

variable pattern of responses than children in the control group. There were two children 

consistently reporting that the ambiguous event would not recur regardless of the scenario 

reported. Together with the analysis of the individual situations, these results suggest that 

children with PTSD evaluate each situation differently. Overall the children with PTSD (M = 

4.16, SD = 1.45) reported that the events were significantly less likely to occur again in the 

future than the control group (M = 4.92, SD = 0.58), t(43) = -2.2, p = .032. Whilst consistent 

with the hypothesis of the study, the small effect suggests that some caution should be used 

when interpreting this finding as a general result. 
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Figure 6.3. Dot plot of the total mean responses for likelihood of event recurrence for all 

scenarios: Children with PTSD (n = 26) and control group (n = 20) on the rating scale 

response. (A high score represents a perceived greater likelihood of the event occurring 

again).  

 

Discussion 

The results of Study 1 show that both threat-related interpretative bias (threat bias), 

and predictions of events occurring less frequently in the future, are found in children with 

PTSD in specific situations only. Children with PTSD rated events as potentially more 

threatening in less structured social situations (school yard, playground or when unexpected 

physical contact occurred), but not in the home or school. Stronger evidence of threat-related 

interpretative bias was obtained in the children with PTSD compared to a non-clinical control 

group however, with these children interpreting a greater proportion of the scenarios as 

threatening. Ratings of reduced likelihood of events recurring were also situation specific, 

particularly in situations where adults were present (school yard, friend’s house), providing 

support for the hypothesis that children would underreport the likelihood that these events 
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would recur in the future. The heterogeneity of the response patterns for children with PTSD 

was also an important feature of these data. Each of the main findings will be discussed.  

Threat-related Interpretative Bias 

Whilst these findings support the existence of a threat bias in children with PTSD, 

there was more inconsistent reporting of threat bias by children with PTSD in this study than 

reports found in previous studies for children with other anxiety disorders (Barrett, Rapee, et 

al., 1996), or children with PTSD following a motor vehicle accident or a physical assault 

(Meiser-Stedman et al., 2009). These results suggest that children with PTSD following 

sexual abuse report increased threat bias in potentially unsafe social or physical settings only. 

These findings are consistent with previous findings that children with PTSD report greatest 

cognitive threat bias for potential social threat (Dalgleish et al. 2001). For the children with 

PTSD in this study, these social situations were a public playground and in a social setting 

where adults were arguing or annoyed. These situations may have corresponded to the type of 

environment that reminds children with PTSD of their trauma experience, so appear to trigger 

higher rates of maladaptive interpretative threat bias. 

The children with PTSD rated social situations in the playground and school yard 

with greater threat bias than the non-clinical control group. For the school yard scenario, a 

threat response was also selected by the PTSD group, with the control group choosing non-

threatening responses. Such an interpretation highlights the importance of considering the 

role of acquired social schemas and social knowledge, as represented by the “database” 

component of the social information processing theory in understanding the cognitive 

processes of children with PTSD when interacting with peers (Crick & Dodge, 1994). This 

may indicate that children with PTSD have more difficulty relating to peers and reading 

social cues, thus perceiving these social events with a greater threat bias (Cohen, Deblinger, 

Maedel, & Stauffer, 1999). The literature suggests that children who have been sexually 
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abused have greater social adjustment problems (Carr, 2004; Diehl & Prout, 2002) and report 

higher incidences of bullying behaviours by other children (Briere & Elliot, 1994).  

In contrast to the threat bias reported in public settings, when children were visiting 

friends there was no evidence of a threat bias reported by the children with PTSD.  However, 

the children with PTSD interpreted this situation as threatening on the forced choice 

response. This finding may suggest that maladaptive cognitive bias in the way children 

interpret events is associated with greater self blame and could be reflective of a negative 

attributional style (see Abramson, Seligman, & Teasdale, 1978). For example, one study 

(Runyon & Kenny, 2002) found that abuse type and negative attribution style proved the best 

predictor of PTSD symptom severity in children who experienced either sexual or physical 

abuse.  

Increased interpretative threat bias was also reported in the group with PTSD in a 

potentially physically threatening situation. These findings are consistent with the child’s past 

experience of abuse or being touched in an unacceptable manner, such as where a child may 

have remembered past events of someone grabbing their arm, triggering a flashback to 

experiences of abuse. Given that the children present with symptoms of PTSD, response 

patterns on this scenario may relate to the child’s experience of a startled response or being 

hypervigilant to touch, which is characteristic of the PTSD symptom cluster of hyperarousal. 

In the school-based and home contexts, with the exception of reports of greater threat 

interpretation, there was no evidence of increased threat bias in the group with PTSD. These 

results suggest that in a potentially ‘safe’ environment like the home or school, there is no 

evidence of increased threat. However, potential threat interpretations found ‘when the school 

principal was enquiring about them’, may also be characteristic of a negative explanatory 

style, as suggested with interpretations in the ‘friends house’ scenario. In the home context, 

the perpetrator of the sexual abuse was not residing in the family home. It seems that the 



Childhood sexual abuse and PTSD     142 
 

 

child feels less threatened if they are surrounded by people they consider safe and stable 

regardless of their history of prior abuse. 

Overall these results suggest that the cognitive interpretative threat bias that exists in 

children with PTSD following sexual abuse is limited to potentially uncontrolled 

environments, like a playground or school yard, supporting previous finding that threat 

interpretative bias is context specific in children with PTSD (Dalgleish et al., 2000; Meiser-

Stedman et al., 2009). The extent that maladaptive cognitive processing in children is 

associated with the symptoms of PTSD will be examined in the second intervention program 

developed for use in this research.  

Likelihood of the Event Recurring 

The support for the hypothesis that children would avoid situations by reporting 

reduced likelihood or recurrence was weak at best, with differences found in two social 

situations only (playground and friend’s house). It is plausible that this question for children 

with PTSD was measuring avoidant behaviours (a symptom cluster of PTSD), with children 

with PTSD reporting a reduced likelihood of the recurrence of potentially threatening 

situations. In contrast, anxious children found to report an increased likelihood of the event 

recurring reported a hypervigilant (anxious) response (Barrett, Rapee et al., 1996). For 

example, as a means to cope with trauma, children who have experienced sexual abuse tend 

to avoid reminders of the abuse, so when asked to consider if the events would recur, children 

may avoid any thought regarding the likelihood that it would, as a means of coping. These 

results may suggest that children with traumatic experiences avoid situations such as an 

uncontained playground or friend’s house that would likely trigger a trauma memory or place 

them in a situation that he or she perceives to be unsafe. These situation specific avoidant 

responses may have been reported because the site of the actual abuse occurred in places like 

public parks or in neighbourhood houses. This conclusion is supported by previous reports of 

children with PTSD who reported a reduced chance of the event recurring that were 
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consistent with their own trauma experience (Dalgleish et al. 2000). The stronger effects 

found in Dalgleish et al.’s study may be because the methodology used where children 

decided the likelihood of the event recurring for them or for other children may have 

produced stronger effects.  

Heterogeneity of the Response Pattern 

The final important feature of these results is the heterogeneity of the responses for 

threat bias and likelihood that the event would recur in the children with PTSD. In contrast, 

the control group responded homogenously across all scenarios, reporting little threat bias. 

When children’s individual response patterns were investigated, there were only two children 

in the group with PTSD who consistently made highly threatening responses for all scenarios 

presented. These children were two girls, aged 9 and 10, both with experiences of 

substantiated contact sexual abuse that occurred on multiple occasions. One child had 

suffered sexual abuse by a close male adult neighbour and the other by a member of her 

extended family (maternal grandfather). The first girl met full DSM PTSD criteria, whilst the 

second girl and her mother both reported only one symptom in each DSM PTSD cluster. 

Regardless of the difference in diagnostic status, and the relationship of the perpetrator to the 

child, both girls had some characteristics in common.  

Both girls reported experiences that included digital penetration as well as other 

sexual acts (exposed to pornography, etc) by the perpetrator. They lived with their biological 

mother at the time of referral and were not in contact with the perpetrator. The child statutory 

agency (Department of Human Services, Victoria) was involved in the care of each child at 

the time of referral, attempting to ensure a safe environment was provided for each child on 

an ongoing basis. For both children the final report of abuse was within three months of 

participation in this study, where interpretative bias has been found to be strongest (Dalgleish 

et al., 2000). In addition, on the self-report measures at pre-treatment, both children reported 

symptomatology in the clinical range (i.e., T-scores greater than 60) on all subscales of the 
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TSCC (Briere, 1996). These children reported low likelihood of recurrence scores for all 

scenarios, suggesting avoidant behaviours. Of particular significance for these children, 

however, was that the girls appeared to live at times in chronically stressful and unstable 

home environments, particularly when the mothers were not functioning (emotionally) well 

or new partners of the mothers were introduced into the household. The girls presented with 

high levels of hyperarousal at the time of referral which was also indicated in their negative 

responding on the interpretative bias task, possibly as a learned adaptation in their attempt to 

avoid danger in their everyday lives. The children also were observed by the clinicians to be 

vicariously emotionally responding; that is, modeling the emotional state of the mother 

throughout the group process.  

A further eleven children from the group with PTSD interpreted the ambiguous 

scenarios in a threatening manner on more than 50% of the scenarios. With the exception of 

one child, all of these children reported clinical levels of symptomatology on the TSCC 

(Briere, 1996) at pre-treatment. In contrast, four children did not interpret any of the 

ambiguous scenarios in a threatening manner. These children generally reported 

symptomatology on the TSCC in the non-clinical range, although on the diagnostic interview 

a diagnosis of PTSD was obtained at pre-test. Interestingly, the children who did not report a 

threat bias tended to reside in stable home environments (foster or biological), with good 

attachment reported between child and carer.  

Based on the clinical information presented in the above case illustrations, attachment 

between the child and carer may be the moderating variable that influences the level of 

interpretative threat bias in a child who has experienced CSA and who reports symptoms of 

PTSD. Good parental attachment has been found to protect traumatised children from the 

development of psychopathology (Manassis et al., 2004; Stafford et al., 2003). Secure 

attachment may also protect children with PTSD from developing maladaptive levels of 

threat bias. One may speculate that when traumatised children have poor attachment 
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experiences with their primary caregivers (characterised by critical judgment, neglect, or 

blame promoted by parental fear, depression and anxiety rather than with compassion and 

support), greater interpretative threat bias in the child is likely. Further research into this 

phenomenon is required to determine if parental attachment is a significant link between 

children with trauma backgrounds who fare better than others (i.e., those who interpret their 

world overall with less fear and anxiety versus children characterised by fear in most daily 

experiences across different contexts, regardless of their abuse experiences). 

In the following intervention study, maladaptive threat bias and the use of 

maladaptive unhelpful coping mechanisms by children with PTSD following sexual abuse 

will be targeted, as a means to increase adaptive functioning and reduce psychopathology for 

this population of children.  
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CHAPTER 7 

Study 2: The Controlled Intervention Trial 

 

 The purpose of Study 2 was to evaluate the effectiveness of two group intervention 

programs designed for Australian children with PTSD following sexual abuse. There were 

two main aims. The first aim was to determine whether the group intervention programs 

(TP1) or Cognitive Enhanced Treatment Program 2 (CE-TP2) reduced PTSD 

symptomatology and other psychopathology in 8- to 12-year-old children when compared to 

a six-week waitlist control group (WLC) of children with the same symptoms. The second 

aim was to investigate whether specific cognitive material targeting interpretative threat bias 

included in the second treatment program (CE-TP2) would prove more effective overall than 

a standard CBT treatment approach (TP1). The outcomes of the two 12-week group treatment 

programs for children and their primary non-offending carers were investigated. Child and 

carer psychometric measures were administered to assess treatment outcomes for each child 

and carer at post-treatment and 3- and 6-month follow-up. Clinician ratings of global 

functioning were also undertaken. The following hypotheses were tested:  

1. Regardless of the program implemented, fewer symptoms of PTSD would be reported 

by children or observed by carers on the three PTSD symptom clusters of re-

experiencing, avoidance and hyperarousal at post-treatment than the waitlist control 

group. The improvement would be maintained at 3- and 6-month follow-up.  

2. Children and carers in the CE-TP2 condition would report fewer symptoms of PTSD 

on the three PTSD symptom clusters than children in TP1 at post-treatment, with 

these results maintained at 3- and 6-month follow-up.  

3. Regardless of the program implemented, children receiving treatment would no 

longer meet criteria for PTSD (according to DSM-IV) or sufficient PTSD at post-

treatment than at pre-treatment. These improvements would be maintained at 3- and 
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6-month follow-up. Greatest reductions in symptoms of PTSD would be found in CE-

TP2.  

4. Regardless of the program implemented, children who received treatment would 

report fewer symptoms of psychopathology on child-rated psychometric measures at 

post-test than the WLC. Carers would observe fewer symptoms of child-related 

psychopathology measured on carer-rated psychometric measures at post-treatment 

than in the WLC. CE-TP2 would produce greater symptom reduction on these 

measures than TP1.  

5. Regardless of the program implemented, children who received treatment will report 

fewer interpretative threat biases and an increased likelihood that these events would 

occur again on an ambiguous task at post-treatment than at pre-treatment. These 

results will be maintained at 3- and 6-month follow-up. Greater symptom reduction 

on the measures of interpretative threat bias would be found in CE-TP2 when 

compared to TP1. 

 

Method 

Participants 

The 56 children and their non-offending carer(s), as described in Chapter 5, 

participated in the controlled clinical treatment trial. All children and their carer(s) were 

allocated to either TP1 (n = 26), CE-TP2 (n = 16) or a WLC group (n = 14). All children and 

their caregivers who completed the treatment protocol were followed up at 3- and 6-month 

intervals following completion of treatment.  

Participants assigned to the WLC condition were given the same measures and tasks 

to complete as those in the treatment conditions at the beginning and end of a 6-week period 

(the maximum time recommended by the relevant ethics committees and similar to the 

waiting timeframes often found in mental health or community settings). The inclusion of a 
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control condition satisfies the rigorous international standards of experimental design (see 

Appendix 1 for ethical implications addressed), whilst providing an environment in which the 

child’s symptoms will be closely monitored. At the completion of 6-weeks, all the WLC 

children were offered treatment independent of the program.  The sociodemographic 

characteristics of children and family constellations participating in the treatment programs 

have already been described in Chapter 5 (see Tables 5.2, 5.3, & 5.4).  

 

Summary of Participants across Testing Intervals for the Treatment Conditions 

 Table 7.1 summarises the total number of children participating in the pre-treatment, 

post-treatment and 3- and 6-month follow-up testing phases for the treatment programs. 

There was a significant attrition rate for children in CE-TP2 between 3- and 6-month follow-

up despite two attempts to contact the families concerned.  

 

Table 7.1 

Summary of Participants at Pre- and Post-treatment Assessment Sessions 

 Pre-

treatment 

N  

Post-

treatment 

N  

3-month 

FU 

N  

6-month 

FU 

N 

Treatment Program 1 (TP1) 26 26 25 22 

Treatment Program 2 (CE-TP2) 16 16 13 4 

Waitlist control (WLC) 14 14 N/A N/A 

                                               

Procedure 

Pre-treatment data collection was undertaken during the assessment phase of the 

research and included clinical and diagnostic interviews, psychometric measures, and the 

cognitive task for Study 1 as described in Chapters 5 and 6. A shorter version of the cognitive 
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task undertaken by the participants in TP1 was undertaken by the children in the subsequent 

CE-TP2 condition.  

Following the initial clinical assessment phase, families were assigned quasi-

randomly to a treatment condition or the WLC condition. Assignment of participants was 

contingent on whether the child was referred in the first phase of the research (they received 

TP1 or the WLC condition) or the second phase (they received CE-TP2 or the WLC 

condition). Groups ran concurrently across all community settings, and commenced when the 

required number of participants had undertaken the assessment process. There were 

approximately five children (minimum of 3 and maximum of 6) in each group. Three 

clinicians facilitated the groups, with two focusing on the child program and one on the 

caregiver program. Clinician contact time was the same for both treatment programs.  

The group treatment had three components, including: 15 minutes of carer-child 

contact; 90 minutes of individual child and carer group sessions running parallel but in 

separate group rooms; and a further 15 minutes of carer-child contact. The first component of 

the carer-child contact aimed to develop positive interaction and communication skills and to 

improve attachment between children and their carer(s), with clinicians providing positive 

role modelling skills. The second component was child focused to assist in the reduction of 

PTSD symptoms and other psychopathology, and to promote an abuse prevention lifestyle. 

The third component provided a further opportunity to assist with attachment between child 

and carer and aimed to improve self-esteem and confidence of all participants using group 

tasks.  

The treatment outcome measures were re-administered at post-treatment and 3 and 6 

months following treatment. At post-test, children completed the psychometric measures in 

the final session of the group and the carers were given the measures to take home and were 

asked to return the completed forms to the clinic at the post-testing session. Individual 

assessment sessions of 60 to 120 minutes in duration were scheduled for each family to 
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enable the completion of post-testing. This included the re-administration of the ADIS-C/P 

and the cognitive task. At 3 and 6 months, families returned to the clinic for follow-up testing 

sessions. Children completed the psychometric measures in these sessions under the guidance 

of the clinician. Carer(s) received the psychometric measures in the mail prior to the session 

to complete at home and return at the scheduled appointments. Some families were unable to 

attend the clinic for follow-up sessions due to family relocation, time constraints, school 

commitments, or a change in care arrangements for instance. For these families, testing was 

attempted via the telephone, mail or some home visits were undertaken.  

Psychometric Measures 

 The psychometric measures used to test the treatment outcome and describe the sample 

included the diagnostic interview (ADIS-C/P), child-rated psychometric measures (TSCC, 

CDI), and the carer-rated measures (CBCL, CSBI, and PSI) (described in Chapter 5). Two 

additional measures were used solely for treatment outcome and included a modified version 

of the cognitive task (described in Chapter 6) and a clinician-rated measure of the child’s 

global functioning (described below).  

 Interpretative threat bias - cognitive task. The children in TP1 completed the entire 

protocol of the cognitive task as described in Study 1. At post-treatment and 3- and 6-month 

follow-up, the children in TP1 also completed the entire protocol using the same procedure as 

undertaken at pre-treatment. For the children in the CE-TP2, the interpretative bias measure 

was modified to include two of the original ambiguous situations (the ‘Playground’ and the 

‘Great Game’ scenarios) and the rating scale response only. These situations were deemed by 

the research team to provide a good discrimination of response patterns between clinical and 

control groups, as found in Study 1. For these scenarios in Study 1, the clinical group 

reported a significantly higher proportion of threat bias than the control group. Additionally, 

the situations related to personal threat or safety and were therefore deemed good pre-post 

treatment measures of interpretative threat bias for this population.  
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 Treatment materials. The treatment protocol for TP1 was designed using the principles 

adopted from a 30-week group CBT intervention (The STEP program; Pithers & Gray, 

unpublished manuscript, 1998). The original STEP program was designed for children and 

their carers aged 6 to 12 years with problematic sexual behaviours. These researchers 

indicated that a highly traumatised child population with a high proportion of PTSD 

diagnoses showed the greatest clinical improvements following the intervention program.  

The primary researcher of the current project, in consultation with Professor Pithers 

and Ms. Gray, adapted the original STEP program for use with an Australian population of 

traumatised children. A number of modifications to the original program were undertaken. As 

Community Services preferred to determine optimal timeframes for delivering group 

treatment, a briefer treatment program was trialed which involved reducing the session 

numbers from 30 to 12. Whilst this was a substantial reduction in number of sessions, 12-

week programs of 2 hours per week were more consistent with the length of other group CBT 

programs described in the literature (see Berliner & Saunders, 1996). Other modifications 

included changing the focus of the treatment to target trauma and PTSD symptomatology 

rather than problematic sexualised behaviour, and adapting the language to suit an Australian 

population. The main concepts, however, were kept, including the relapse prevention 

techniques (RPT) to assist with promoting an ‘abuse prevention lifestyle’, and the promotion 

of stronger attachment between the carer and child. For the purpose of this research, the 

modified protocol became Treatment Program 1 (TP1). 

The CE-TP2 used the same content as TP1, with differences only in the length and 

content of the cognitive component of the program (see below for a detailed explanation of 

both programs). The modification of the sessions in the CE-TP2 condition was based on 

information gathered in Study 1. Both treatment programs were completely manualised. The 

primary focus of TP1 was prevention, safety skills and trauma symptom reduction, including 

psychoeducation regarding trauma and its effects. The primary focus of CE-TP2 was specific 
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cognitive behavioural techniques targeting interpretative threat biases, trauma symptom 

reduction and psychoeducation regarding safety, trauma and its effects. Table 7.2 outlines the 

session content for each version of the treatment programs across weeks. The main difference 

between the two treatment programs occurred in Sessions 8, 9 and 10 (as outlined in Table 

7.3) and is described below.  

 

Table 7.2 

Weekly Content for Group Treatment Condition 1 (TP1) and 2 (CE-TP2)  

Session Treatment program 1 (TP1) Treatment program 2 (CE-TP2) 

Session 1 Orientation / introduction Orientation / introduction 

Session 2 Personal safety strategies & RPT Personal safety strategies & RPT 

Session 3 Symptom management & RPT Symptom management & RPT 

Session 4 PTSD & abuse psychoeducation PTSD & abuse psychoeducation 

Session 5 Graded exposure Graded exposure 

Session 6 Understanding emotions Understanding emotions 

Session 7 Self-esteem & body awareness Self-esteem & body awareness 

Session 8 Cognitive restructuring Cognitive restructuring I 

Session 9 Taking charge of safety I Cognitive restructuring II 

Session 10 Taking charge of safety II Cognitive restructuring III 

Session 11 Loss and trauma Loss and trauma 

Session 12 Relapse prevention plans/goodbye Relapse prevention plans/goodbye 

Note. RPT = Relapse prevention techniques. 

 

 

(i) Treatment Program 1 – Standard CBT Group Program 

 Children and carers in TP1 received twelve 120-minute weekly group sessions aimed 

at assisting the child and their caregiver to overcome post-abuse distress and trauma 
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symptomatology and prevent further abuse. Session 1 involved orientating the group to each 

member, providing a rationale for the program and a goal setting activity for each individual 

child and carer. Factual information was provided to the carers on child abuse, trauma and 

PTSD symptomatology from a CBT perspective.  

Sessions 2 and 3 involved building specific individualised relapse prevention plans 

and forming a support network consisting of individuals who have regular contact with the 

child and their families. Each member in the network was informed of the child’s symptoms 

and past experiences to assist with prevention of further abuse and symptom reduction across 

all environments in the child’s life. Carers were informed of the process and asked to assist 

the child in forming their team over the next week as part of a homework task. Session 3 

aimed to promote and encourage emotion regulation and symptom management by 

identifying strategies that would assist the child and carer with self-soothing, including using 

stress balls, diaries, bubble baths and relaxation music and activities (e.g., progressive muscle 

relaxation and meditation practices) presented on compact discs for take home activities. The 

children and carers were then required to identify other coping mechanisms or tools that 

assist in emotion regulation for homework. The aim of these sessions was to expand positive 

and supportive community networks for children and carers and promote positive coping 

skills and effective stress management techniques.  

The aim of Sessions 4 and 5 was to provide a means of gradual exposure appropriate 

for a group setting. These sessions involved understanding trauma, PTSD and its effect on the 

child and family. Pictorial material involving cartoons and “thought bubbles” assisted 

training of the children in adaptive self-talk. The booklet “Pretty Tough Stuff Dude” by 

Cunningham and MacFarlane (2003) was incorporated into the children’s sessions to assist 

with trauma processing and exposure. This resource is a colouring book designed for children 

who suffer from the effects of trauma. It defines PTSD and helps children verbalise their 

feelings about and reactions to a traumatic event. Although the program was delivered in a 



Childhood sexual abuse and PTSD     154 
 

 

group format, each child received an individual booklet, and each child completed the tasks 

and exercises in the booklet individually, guided and supported by the clinicians. Specific 

strategies and exposure tasks are incorporated throughout the booklet and they undertook the 

tasks individually in a group format, guided and supported by the clinicians. Specific 

strategies and exposure tasks are incorporated throughout the booklet. Children were also 

introduced to further coping skills and a mechanism of dealing with memories of abuse and 

feelings of guilt and anxiety. The carers undertook sessions of psychoeducation regarding 

PTSD and abuse. They were also provided with specific strategies to assist with trauma and 

subsequent challenging behaviours in the home during Sessions 4 and 5, as it was expected 

that these sessions would be particularly challenging for the children with the chance of 

further disclosures or escalating behaviours. If children required further assistance, an 

individual session was offered (which occurred on 3 occasions where the child disclosed 

further abuse). The aim of the carer sessions was to provide insight regarding the emotional, 

physical and psychological functioning of a child who had been abused with trauma 

symptoms and education regarding the best way to relate and support them.  

Session 6 focused on understanding feelings and emotions and adopting coping skills 

to assist in reducing PTSD and other symptomatology. The session commenced asking the 

children to identify a range of feelings. Children were then asked to complete a group task 

that assisted them to identify events that had been causing negative feelings, expressing these 

feelings via a creative medium. Children completed a handout identifying feelings in the 

body. The carer session focused on understanding the child’s and their own feelings, 

especially in relation to abuse and PTSD. Carers were provided with effective 

communication training to assist with identifying and reflecting feelings. Carers discussed the 

concept of self-regulation and appropriate emotion expression in a group setting. The aim of 

both the child and carer sessions was to assist in the recognition of different feeling states and 

explore effective emotion regulation skills for the child and adult.  
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Session 7 focused on promoting a positive self-image, body awareness and identifying 

different forms of touch. Children were required to draw outlines of another participant’s 

body and discuss their feelings about different body parts. This activity provided a medium to 

discuss the issue of body concept in an open supportive group session to promote positive 

body awareness. Puppets were also utilised to identify appropriate forms of touch. 

Additionally, a positive self-esteem task was undertaken to close the group. The carer session 

focused on establishing rules within the home environment that could be implemented to 

support positive body rights (e.g., shutting the toilet door; shutting the bathroom door when 

one is bathing). Tools to promote positive body image for the child were also discussed. 

Carers were asked to identify generational self image issues, identifying examples of positive 

and inappropriate modelling in their own childhoods. The aim of these sessions was to 

promote healthy body image and respect.  

The aim of Session 8 was to introduce the concepts of a simple cognitive model and 

provide developmentally appropriate strategies for cognitive restructuring. The children were 

encouraged to identify thoughts that would accompany different types of feelings. Children 

were then introduced to the concept of replacing thoughts with helpful alternatives. Specific 

maladaptive thinking styles (e.g., blaming, ‘poor me’ and lying) were discussed. Carers were 

also introduced to the cognitive model and were provided strategies to assist with identifying 

their own maladaptive thought patterns and replacing with more adaptive patterns. Carers 

were encouraged to help children identify their thoughts as a homework task.  

Sessions 9 and 10 examined specific safety strategies individualised to each family and 

their community. In Session 9, children and carers identified situations in the home and at 

school whereby specific safety strategies were required. Past strategies discussed in previous 

sessions were also reviewed where necessary. Additionally, sand play with children was 

undertaken to assist with emotion expression. Carers and children also completed a group 

task which required all participants to work together and design a project that would help the 
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community or inform future group participants of a message they would like to communicate 

in an anonymous manner. Examples of projects that were completed included an audio tape 

welcoming future families and giving them encouragement, writing an anonymous statement 

of hope and support for other families that was placed into a special book decorated by the 

group, writing useful strategies for dealing with difficult situations in a booklet to be offered 

to families in a future group, and decorating boxes for children in the current group to keep 

all their self-soothing tools together. Children and carers completed this task independently 

with minimal clinician participation. The aim of these sessions was to assist in maintaining 

safety rules at home and also promote strategies to assist and educate the wider community.  

Session 11 prepared the group for the final session and discussed the concepts of loss 

and trauma. In the children’s group, the feeling exercise introduced in Session 6 was 

revisited. Children were required to think of coping strategies to assist with worries from the 

past using the skills they had learnt in group. Loss and grief were also discussed in depth, 

relating to the completion of the group and also the loss of other significant things in the 

child’s life. The process of healing was introduced using Kubler Ross’s (1969) five stages of 

grief (i.e., denial, anger, bargaining, depression, and acceptance). The carer group mirrored 

the child’s group content for Session 11. Carers were asked to consider the children’s process 

of loss and also their own. Regressive behaviours were discussed and the carers were 

provided feedback regarding usual child behaviour during a grief reaction. For homework, 

children were asked to write a letter describing a loss they had experienced, with the carers 

encouraged to support the child with this task.  

Session 12 highlighted relapse prevention strategies, including identifying triggers in 

the child and carer’s lives that may cause regression in behaviour and/or functioning. A 

detailed review of the content of each session was also undertaken with the children and carer 

groups separately to aid recall and prevent symptom relapse. Psychometric measures (CBCL, 

CSBI, PSI) were provided to carers to complete and return at the post-assessment session. 
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Children completed psychometric measures (TSCC, CDI) in this session. A closure task was 

also completed with the carers joining the children for this activity at group end.  

(ii) Treatment Program 2: The Cognitively Enhanced Treatment Program 

During CE-TP2, the same format was followed for the majority of the sessions as 

described in TP1; however Sessions 8, 9 and 10 differed, focusing on specific trauma-related 

interpretative threat biases identified in Study 1. Specifically, the cognitive training in this 

treatment condition identified the associations between thoughts and feelings, challenging 

specific interpretative threat biases and replacing with more adaptive ones. The aim was to 

assist children and carers to cope more effectively with high-risk situations such as those 

identified in Study 1, which were likely to provoke threatening self-talk and trauma-related 

symptoms.  

Session 8 in the CE-TP2 reviewed the situations presented in Study 1 with the 

children’s group. Children were asked to identify threatening thoughts that could be 

interpreted for each of the original seven scenarios from Study 1 and then replace these with 

an adaptive thought. This task was completed independently on a handout and then 

summarised on a whiteboard. Homework tasks were given regarding these concepts.  

In Session 9, children in the CE-TP2 were provided with other examples of 

potentially threatening situations and were required to find alternative adaptive thoughts that 

could explain the situations in a less threatening manner. Children were introduced to the 

concept of perceptions leading to many different interpretations. Children were asked to think 

about their own personal experiences and identify times they felt threatened. Children then 

identified their first initial interpretations (thoughts) and feelings specific to the situations 

they identified. Clinicians guided the children to identify alternative thoughts and subsequent 

feelings for their own personal situations. Homework tasks regarding challenging 

interpretative threat bias specific to the child’s own personal experience and replacing with 

adaptive styles were set.  
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 Session 10 in the CE-TP2 reviewed the concepts identified in Sessions 8 and 9 in a 

group setting. Children were asked to design a large group poster that highlighted these 

concepts. Children presented this poster to the carers at the group end, undertaking a brief 

presentation of the concepts learnt in the cognitive sessions to the carers. Further homework 

tasks specific to challenging threat biases were set.  

For the carer sessions, information regarding basic cognitive behavioural therapy 

techniques (particularly relating to interpretative threat bias) was introduced across Sessions 

8, 9 and 10 to assist both themselves and their children. Handouts and tasks were completed 

to train carers in these concepts that mirrored the child group content. Carers were 

encouraged to identify their own thinking patterns and also help the child at home identify 

threatening thoughts and replace with more adaptive thoughts. Barriers for positive change 

were also discussed.  

(iii) Waitlist Control Condition  

Waitlist control families were not contacted during the 6-week wait period, thus 

preserving the integrity of this condition. When the six weeks expired, the families returned 

to the clinic to undertake a face-to-face follow-up assessment. Children and carers in this 

condition were then offered individual treatment at the different sites where the groups were 

implemented. Most families (82%) undertook the individual referral option to the service 

where the groups were being held. For those families who refused treatment, the initial 

referrer was contacted (where applicable, such as the Department, GPs or other private 

service providers in most cases) and they followed-up with the families regarding further 

support options. A high proportion of families withdrew (18/32) from the WLC condition, 

however, between the pre-test and post-test phase. If the family contacted the program to 

discuss their withdrawal, other referral options were provided at that time of contact. 
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Treatment Integrity 

The clinicians received weekly group supervision by the primary researcher during 

the treatment phase (face-to-face or via teleconferencing), consisting of discussions related to 

case supervision and group process. Additionally, twice-monthly cross-site supervision 

(teleconferencing) was provided if more than one group was running concurrently. Once 

treatment commenced, for the families in either TP1 or the CE-TP2, no family withdrew from 

the group across all sites, indicating high satisfaction with the process by the families. A 

small proportion of families (n = 3) required an additional support session due to further 

disclosures made by children during the treatment process. No child was withdrawn from the 

program due to an increase in distress or symptomatology. If a family missed a session, the 

carers were contacted during the week they could not attend to discuss group content and 

handouts/homework tasks were sent to their homes. A maximum of three missed sessions 

were allowable, although no child or family missed more than two. Additional information 

collected from families throughout the groups and following the program indicated that the 

families found the groups helpful, with examples of positive comments made by the children 

including: “The group helped me think of happy thoughts; I learned to have fun but think 

before I do things; I learned lots of things at the group”. An example of a comment from a 

carer included: “It was a great experience; I learned strategies to help me manage and 

understand my child’s behaviours better; I realised our family was not alone in this 

experience.”  

 

Results 

For the analyses of treatment outcomes there were complete data for all participants 

who completed post-testing. Analyses using intent-to-treat factorial ANOVA was conducted 

as some children completed post-testing but failed to complete the 3- and/or 6-month follow-

up testing. 



Childhood sexual abuse and PTSD     160 
 

 

Post Traumatic Stress Symptoms: Diagnostic Assessment using the ADIS-C/P 

 The comparative treatment effects for changes in PTSD symptomatology were 

analysed using a 3 (TP1, CE-TP2, waitlist control) × 2 (pre- and post-test) mixed factorial 

ANOVA. This was followed by simple effects and contrast analyses, where significant 

interactions between the treatment programs and pre-post test scores were obtained. Effect 

sizes were obtained for all effects. The measure reported is partial 2
 which describes the 

proportion of the variance accounted for by the main effect or interaction, where the higher 

the proportion the stronger the effect size. For each symptom cluster of the DSM PTSD 

criteria, separate analyses were followed by intent-to-treat factorial ANOVA, which 

investigated the effects of the different treatment programs, across pre-test, post-test and 3- 

and 6-month follow-up. For the follow-up analyses of the significant interactions, the alpha 

level of rejection was reduced to the .01 level of statistical significance due to the number of 

multiple comparisons undertaken. With the exception of difficulties with homogeneity of 

variance, which varied between groups, other assumptions of the analyses were met. For data 

analyses, in order to encompass both the child and carer ratings of DSM PTSD symptoms in 

each cluster, the number of symptoms reported by the child and carer were averaged. 

Traditionally, the ADIS-C/P scoring guidelines recommend the use of the ‘or rule’ where the 

diagnosis is given if the child or carers report meets diagnostic criteria. The pre-test PTSD 

diagnoses for this research were made in accordance to this rule. To test treatment outcome 

however, each PTSD symptom cluster was examined individually. An average score based on 

the number of symptoms reported by both the carer and child using the ADIS-C/P was used 

as a measure to determine treatment efficacy on PTSD symptoms.  

Re-experiencing symptoms. The average number of re-experiencing phenomena 

reported by each child and their principal carer on the ADIS-C/P was used as the dependent 

variable. These descriptive statistics are presented in Table 7.3.  
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Table 7.3 

Means and Standard Deviations (in parentheses) for the Average Number of Re-experiencing 

Symptoms Reported on the ADIS-C/P, According to Group Type 

 

Symptom 

Measured 

Pre-treatment 

 M (SD) 

Post-treatment 

 M (SD) 

3-month FU 

M (SD) 

6-month FU 

M (SD) 

Re-experiencing  

     TP1 

     CE-TP2 

     WLC 

 

2.35     (2.85) 

2.41     (1.51) 

3.18     (2.44) 

 

0.54     (1.67) 

1.28     (2.39) 

3.25     (2.47) 

 

0.36     (1.76) 

0.35     (1.44) 

N/A 

 

0.75     (2.13) 

0.44     (1.89) 

N/A 

 

For re-experiencing symptoms, there were significant main effects of treatment 

program, F(2, 53) = 17.05, p < .001, partial 2
 = .392, and the number of symptoms reported 

from pre- to post-test, F(1, 53) = 26.71, p < .001, partial 2
 = .335. As expected, a significant 

interaction was found between treatment program and the number of re-experiencing 

symptoms reported at pre- and post-test, F(2, 53) = 9.04, p < .001, partial 2
 = .254. Simple 

effects analyses on the interaction effect showed that there was no statistically significant 

difference between the treatment or WLC groups at pre-test, F(2, 53) = 2.33, p = .108, partial 

2
 = .081. However, there were significant between-group differences found at post-test, F(2, 

53) = 30.36, p < .001, partial 2
 = .534. There was no significant difference in re-

experiencing symptoms reported at post-test for TP1 and CE-TP2, t(53) = 2.2, p = .03, with 

both groups reporting significantly fewer symptoms than the WLC condition (TP1, t(53) = 

7.8, p < .001 and CE-TP2, t(53) = 5.1. p < .001). Both treatment groups also reported fewer 

re-experiencing symptoms at post-test when compared to pre-test (TP1, F(1,53) = 47.79, p < 

.001, partial 2
 = .474, CE-TP2 F(1,53) = 11.39, p = .001, partial 2

 = .177). The mean 

number of symptoms reported from pre- to post-test did not differ for the WLC group, 

F(1,53) = 0.04, p = .842, partial 2
 = .001. 
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To determine whether there were further changes from 3- to 6-month follow-up 

among the treatment groups, intent-to-treat analyses were conducted using a 2 (TP1, CE-TP2) 

× 4 (pre-, post-, 3- and 6-month follow-up) mixed ANOVA on the mean number of re-

experiencing symptoms reported. The only statistically significant effect obtained was for 

time of assessment, F(3, 120) = 42.39, p < .001, partial 2
 = .515. Inspection of Table 7.3 

shows a significant reduction in re-experiencing symptoms found from pre- to post-test. 

These effects were maintained at 3- and 6-month follow-up. There was no further significant 

reduction in re-experiencing symptoms reported. 

     Avoidance symptoms. The average number of avoidance symptoms reported for each 

child and their carer on the ADIS-C/P was used as the dependent variable (see Table 7.4).  

 

Table 7.4 

Means and Standard Deviations (in parentheses) for the Average Number of Avoidance 

Symptoms Reported on the ADIS- C/ P, According to Group Type 

 

Measure Pre-treatment 

M (SD) 

Post-treatment 

M (SD) 

3-month FU 

M (SD) 

6-month FU 

M (SD) 

Avoidance 

     TP1 

     CE-TP2 

     WLC 

 

2.93     (3.19) 

3.32     (2.12) 

3.07     (2.38) 

 

0.79     (2.26) 

1.41     (2.81) 

3.11     (2.86) 

 

0.25     (0.95) 

0.91     (2.56) 

N/A 

 

0.44     (1.71) 

0.53     (2.35) 

N/A 

 

From the 3 (group) x 2 (pre- and post-test) mixed factorial ANOVA, significant main 

effects were found for treatment program, F(2, 53) = 6.26, p =.004, partial 2
 = .191, and the 

number of avoidance symptoms reported from pre- to post-test, F(1, 53) = 35.32, p < .001, 

partial 2
 = .400. There was a significant interaction found between treatment program and 

the number of avoidant symptoms reported at pre- and post-test, F(2, 53) = 8.75, p = .001, 

partial 2
 = .248. Simple effect analyses of the significant interaction shows that there were 
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no statistically significant differences for the number of avoidance symptoms reported at pre-

test between the treatment or WLC groups, F(2, 53) = .401, p = .672, partial 2
 = .015. A 

significant group difference was found at post-test, F(2, 53) = 14.81, p < .001, partial 2
 = 

.359. There was no significant difference reported at post-test for TP1 and CE-TP2, t(53) = 

1.5, p = .138, with both groups reporting fewer avoidant symptoms than the WLC group 

(TP1, t(53) = 5.4, p < .001 and CE-TP2, t(53) = 3.6. p = .001). In addition, both treatment 

groups reported significantly fewer avoidance symptoms at post-test when compared to pre-

test (TP1, F(1,53) = 44.97, p < .001, partial 2
 = .459 and CE-TP2, F(1,53) = 22.07, p < .001, 

partial 2
 = .294). The number of avoidant symptoms reported for the WLC group did not 

differ between pre- and post-test, F(1,53) = 0.007, p = .935. 

Longer term changes that may have occurred over time for children in the two 

intervention programs were tested in the intent-to-treat analysis. A 2 (TP1, CE-TP2) × 4 (pre- 

post- 3- and 6-month follow-up) mixed ANOVA was conducted. There was a significant 

main effect of time only, F(3, 120) = 56.14, p < .001, partial 2
 = .584 (see Table7.4). Both 

groups reported a significant reduction in symptoms from pre-to post-test. This reduction was 

maintained at 3- and 6-month follow-up. However, no further reduction in avoidance 

symptoms was obtained. This similar pattern of performance for children in both treatment 

programs suggests that both TP1 and the CE-TP2 were equally effective.  

Hyperarousal symptoms. The average number of hyperarousal symptoms reported for 

each child and their principle carer on the ADIS-C/P was used as the dependent variable (see 

Table 7.5). 
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Table 7.5 

Means and Standard Deviations (in parentheses) for the Average Number of Hyperarousal 

Symptoms Reported on the ADIS- C/P, According to Group Type 

 

Measure Pre-treatment 

M (SD) 

Post-treatment 

M (SD) 

3-month FU 

M (SD) 

6-month FU 

M (SD) 

Hyperarousal 

     TP1 

     CE-TP2 

     WLC 

 

2.41     (2.73) 

2.65     (1.92) 

2.53     (2.41) 

 

0.34     (1.16) 

0.97     (2.41) 

2.46     (2.62) 

 

0.27     (1.03) 

0.65     (2.24) 

N/A 

 

0.43     (1.85) 

0.41     (2.23) 

N/A 

 

Results of the 3 (program) x 2 (time) mixed factorial ANOVA produced significant 

main effects of program, F(2, 53) = 6.71, p = .003, partial 2
 = .202, and time (pre- and post-

test), F(1, 53) = 55.61, p < .001, partial 2
 = .512. There was a significant interaction found 

between treatment group and the number of hyperarousal symptoms reported at pre- and 

post-test, F(2, 53) = 12.21, p < .001, partial 2
 = .315. Simple effects analyses on the 

significant interaction shows there were no statistically significant differences for the mean 

number of hyperarousal symptoms reported between the treatment or WLC group at pre-test, 

F(2, 53) = 0.216, p = .807, partial 2
 = .008. At post-test, no significant differences were 

found between the two treatment programs, t(53) = 1.9, p = .054, with both reporting 

significantly fewer hyperarousal symptoms at post-test than at pre-test (TP1, F(1,53) = 72.45, 

p < .001, partial 2
 = .578 and CE-TP2, F(1,53) = 29.98, p < .001, partial 2

 = .361). At post-

test, both treatment groups (TP1, t(53) = 6.4, p < .001 and CE-TP2, t(53) = 4.1. p = .001) 

reported significantly fewer symptoms of hyperarousal than the WLC group. The number of 

hyperarousal symptoms reported for the waitlist control group did not differ between pre- and 

post-test, F(1,53) = 0.047, p = .829.  
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To determine whether there were further changes in the number of hyperarousal 

symptoms reported at follow-up for the two treatment groups, an intent-to-treat analysis was 

conducted using a 2 (TP1, CE-TP2) × 4 (pre-, post-, 3- and 6-month follow–up) mixed 

ANOVA. Consistent with the analyses for other PTSD symptoms, there was a significant 

main effect of time only, F(3, 120) = 64.71, p < .001, partial 2
 = .618. These results show 

that the significant reduction in hyperarousal symptoms found at post-test was maintained for 

both treatment programs at 3- and 6-month follow-up. The effects shown in Table 7.5 were 

the same for both treatment programs. 

In summary, for the three symptom clusters of PTSD, both treatment programs 

produced a significant reduction in symptoms reported from pre- to post-test, while the WLC 

group did not show any change in the number of PTSD symptoms reported. The two 

treatment programs were equally effective, however, with no differences found between TP1 

and the CE-TP2. At 3- to 6-month follow-up, the treatment gains were maintained, with no 

difference in the average number of symptoms reported for the three PTSD symptom clusters 

across time. 

Diagnostic Caseness 

All children included in Study 2 met criteria for either full or sufficient DSM criteria 

for PTSD at pre-treatment as measured by the ADIS-C/P. An examination of the combined 

(‘or rule’) child only and carer only reports made it clear that children and carers were 

providing different clinical pictures of child trauma symptoms at pre-test (as discussed in 

Chapter 5).  

The number and percentage of children in each of the groups who satisfied full DSM 

PTSD criteria is presented in Table 7.6. When the ‘or rule’ was implemented to determine 

DSM PTSD diagnostic status, 43 (76 %) children satisfied the full diagnostic criteria for 

PTSD at pre-test. Using this criterion, the number of children meeting full PTSD diagnostic 

caseness at post-test in either TP1 or the CE-TP2 was reduced to 8 out of 56 (14.3%). No 
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changes were found in the number of children satisfying the PTSD diagnostic criteria for 

PTSD at pre-test to post-test from the WLC group. For children in both treatment programs, 

these effects were maintained at 3-month follow-up.  

However, as discussed in Chapter 5, differences in child and carer reports were found 

with the separate treatment conditions. For example, a higher number of carers were 

reporting PTSD symptoms that satisfied diagnostic criteria for PTSD in children in CE-TP2 

compared to TP1, with a higher proportion of children reporting PTSD symptoms consistent 

with the diagnostic criterion in TP1 than in CE-TP2. At post-test however, there were no 

differences in PTSD symptom reports from either condition, with both child and carer 

reporting significantly fewer PTSD symptoms regardless of program.  

Additionally, a high proportion of children in this condition at post-test had no reports 

of symptoms by child or carer. When the different reports were considered, carers of children 

in the CE-TP2 were reporting higher levels of PTSD symptoms at post-test and follow-up 

when compared to carers of children in TP1. Carers in TP1 were reporting minimal levels of 

PTSD symptoms by 3-month follow-up. There appears to be no difference in child reports of 

symptoms across the treatment programs and post-test and follow-up (see Table 7.7). In sum, 

significant reductions in diagnostic caseness of DSM PTSD diagnoses were found for 

children in either treatment program compared to the WLC. These results were maintained at 

3-month follow-up. The pattern of findings was similar when children with sufficient PTSD 

were considered.  
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Table 7.6 

The Number and Percentage (in parentheses) of Children Meeting Full Post Traumatic Stress 

Diagnostic Criteria Based on a Combined (or rule), Child only or Carer Only Report, or the 

Modified PTSD Criteria, According to Group Type Across Assessment Phases (percentages 

are presented in parentheses) 

Treatment 

Condition 
DSM Classification Pre-treatment Post-treatment 3-month FU 

TP1 

(n = 26) 

Met ‘or-rule’ criteria 

 
19 (73) 3 (11.5) 1 (3.8) 

Met the modified PTSD 

criteria or less 

 

6 (23.1) 23 (88.5) 25 (96.2) 

Met full PTSD DSM 

criteria: child only 

 

8 (30.8) 2 (7.7) 0 

Met full PTSD DSM 

criteria: carer only 

 

2 (7.7) 0 1 (3.8) 

CE-TP2 

(n = 16) 

Met ‘or-rule’ criteria 

 
13 (81) 5 (31) 2 (12.5) 

Met the modified PTSD 

criteria or less 

 

3 (18.8) 11 (69) 14 (87.5) 

Met full PTSD DSM 

criteria: child only 

 

1 (6.3) 2 (12.5) 2 (12.5) 

Met full PTSD DSM 

criteria: carer only 

 

7 (43.8) 3 (18.75) 0 

Waitlist 

(n = 14) 

Met ‘or-rule’ criteria 

 
10 (71.4) 10 (71.4) N/A 

Met the modified PTSD 

criteria or less 

 

4 (28.6) 4 (28.6) N/A 

Met full PTSD DSM 

criteria: child only 

 

3 (21.4) 9 (64.3) N/A 

Met full PTSD DSM 

criteria: carer only 

 

1 (7.1) 7 (50) N/A 

Note. * The 6-month follow-up data have been excluded due to high attrition rates from the 

CE-TP2 condition. 
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Carer-Rated Psychometric Measures for Child Psychopathology   

The means and standard deviations on all carer-rated psychometric measures for child 

symptomatology for the three groups are presented in Table 7.7. For most measures, carers 

reported symptoms in the clinical range for children (i.e., T-scores greater than 60) in the 

treatment or WLC groups at pre-test. Consistent with the child-rated measures, the variability 

within each of the groups for the carer-rated measures were high. For example, while the 

mean score for reports of problematic sexual behaviour on the CSBI was 68.1 for TP1 at pre-

test, the standard deviation is 28, showing wide variability among scores. These data were 

analysed using a series of group x time (pre- and post) mixed factorial ANOVAs.  

 

Table 7.7 

Means and Standard Deviations (in parentheses) for Carer-Rated Psychometric Measures for 

Child Psychopathology, Group by Time Interactions (T-scores are reported for the CBCL and 

CSBI; percentile ranks are reported for the PSI) 

  

Measure Pre-treatment 

M (SD) 

Post-treatment 

M (SD) 

3-month FU 

M (SD) 

6-month FU 

M (SD) 

CBCL-Total 

     TP1 

     CE-TP2 

     WLC 

 

65.08   (12.54) 

72.69   (12.07) 

69.57   (9.33) 

 

58.42   (12.79) 

68.94   (10.77) 

65.93   (9.74) 

 

57.81 (14.35) 

63.31 (11.47) 

N/A 

 

57.85  (8.66) 

65.06  (9.68) 

N/A 

CBCL-Anx/Dep 

     TP1 

     CE-TP2 

     WLC 

 

64.85 (13.33) 

67.00   (18.35) 

73.14   (14.35) 

 

58.42   (9.76) 

61.56   (11.65) 

66.21   (9.22) 

 

60.19 (12.70) 

61.13 (10.73) 

N/A 

 

57.85  (8.66) 

61.81  (10.71) 

N/A 

CBCL-Internal 

     TP1 

     CE-TP2 

     WLC 

 

63.19   (14.14) 

66.69   (12.48) 

68.29   (12.06) 

 

57.00   (10.94) 

64.44   (10.32) 

64.86   (10.74) 

 

57.04 (13.49) 

60.00 (10.77) 

N/A 

 

54.27  (12.08) 

61.31  (10.22) 

N/A 
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Table 7.7.  (cont.) 

Measure Pre-treatment 

M (SD) 

Post-treatment 

M (SD) 

3-month FU 

M (SD) 

6-month FU 

M (SD) 

CBCL-External 

     TP1 

     CE-TP2 

     WLC 

 

64.12   (11.23) 

70.88   (12.50) 

66.29   (10.12) 

 

60.23   (12.91) 

66.19   (12.51) 

63.07   (10.83) 

 

58.12 (13.71) 

62.06 (10.23) 

N/A 

 

56.38  (13.71) 

63.94  (8.67) 

N/A 

CBCL-Social 

     TP1 

     CE-TP2 

     WLC 

 

61.81   (10.31) 

75.00   (14.50) 

69.14   (13.98) 

 

56.58   (8.05) 

67.94   (12.21) 

63.86   (10.68) 

 

58.19 (9.095) 

68.06 (13.60) 

N/A 

 

57.08  (7.75) 

67.13  (13.16) 

N/A 

CBCL-Thought 

     TP1 

     CE-TP2 

     WLC 

 

61.19   (9.98) 

68.69   (12.42) 

63.21   (12.68) 

 

57.12   (11.02) 

64.88   (12.53) 

58.93   (11.38) 

 

55.62 (10.05) 

57.38 (9.18) 

N/A 

 

53.04  (5.05) 

57.88  (8.97) 

N/A 

CSBI-Sex Beh  

     TP1 

     CE-TP2 

     WLC 

 

68.08   (28.08) 

67.44   (25.65) 

67.93   (22.13) 

 

65.00   (23.95) 

53.19   (17.89) 

65.00   (22.32) 

 

66.42 (25.61) 

60.06 (21.91) 

N/A 

 

61.42  (21.42) 

61.25  (19.33) 

N/A 

PSI-Total* 

     TP1 

     CE-TP2 

     WLC 

 

63.96   (34.37) 

79.63   (31.85) 

89.64 (16.84) 

 

64.69    (29.96) 

73.94    (31.95) 

90.08    (17.53) 

 

64.69 (29.96) 

62.19 (33.41) 

N/A 

 

66.50  (33.41) 

67.19  (33.70) 

N/A 

PSI-Child* 

     TP1 

     CE-TP2 

     WLC 

 

71.92   (31.19) 

88.38   (26.22) 

91.07   (13.64) 

 

71.19   (25.59) 

79.44   (32.91) 

90.92   (14.83) 

 

66.12 (33.00) 

77.69 (27.38) 

N/A 

 

65.73  (34.27) 

80.81  (24.25) 

N/A 

Note. *Percentile ranks reported, where scores over the 80
th

 percentile are considered 

clinically significant. CBCL: Child Behaviour Checklist; CBCL-Total: Total of CBCL; 

CBCL-ANX/DEP: Anxiety/Depression Subscale of CBCL; CBCL-Internal: Internalising 

Behaviour Subscale of CBCL; CBCL-External: Externalising Behaviour Subscale of CBCL; 

CBCL-Social: Social Problems Subscale of CBCL; CBCL-Thought: Thought Problems 

Subscale of CBCL; CBCL-UND: Under-reposnse Subscale of the CBCL; CBCL-HYP, 

Hyper-response Subscale of the CBCL: CSBI: Child Sexual Behavior Inventory; CSBI-Sex 

Beh: Total of CSBI; PSI: Parenting Stress Index; PSI-Total: Total of PSI; PSI-Child: Child 

domain score of PSI.  
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Children’s behavioural functioning (CBCL). The analysis of a series of mixed 

factorial ANOVAs were conducted on the scores of the subtests of the CBCL. No statistically 

significant interactions were found between TP1, CE-TP2 or the WLC at pre- or post-test for 

the CBCL Total Score, F(2,53) = 0.36, p = .698, Anxiety/Depression subscale, F(2,53) = 

0.05, p = .949; Internalising Behaviours, F(2,53) = 0.541, p = .585; Externalising Behaviours, 

F(2,53) = 0.057; p = .945; Social Behaviours, F(2,53) = 0.15, p = .857; or Thought Problems, 

F(2,53) = 0.010, p = .990. Inspection of the mean scores presented in Table 7.8 shows little 

change from pre- to post-test for any of the carer reported CBCL scale scores.  

Children’s problematic sexual behaviours. The results of the mixed factorial ANOVA 

conducted revealed no significant interaction between treatment program (TP1, CE-TP2 or 

the WLC) and pre- and post-test assessments on the CSBI, F(2,53) = 1.52, p = .227. The 

means in Table 7.7 show that, on average, little change in scores was observed following 

treatment on problematic sexual behaviour. Clinical levels of problematic sexual behaviour 

were observed in this sample by carers at all testing phases, with a slight (non-significant) 

decrease in scores to non-clinical levels in the CE-TP2 condition at post-test, which was not 

maintained at follow-up. No changes were found for TP1 or the WLC across all testing 

phases.  

 Parenting stress – child-related. The series of mixed factorial ANOVAs conducted 

for the child-related subscales of the PSI failed to produce evidence of statistically significant 

differences between three treatment groups and pre- or post-test mean scores on the PSI child 

domain subscales. No significant interactions were found for the Total Score on the PSI, F(2, 

51) = 0.72, p = .493, or the Child Domain Subscale, F(2, 51) = 1.17, p = .317. 

Intent-to-treat analysis: carer-rated measures of child psychopathology. Intent-to-

treat analyses were conducted to determine whether there were changes from pre-test to 3- 

and 6-month follow-up among the treatment groups for the carer-rated measures for child 

psychopathology. Using pre-, post-, 3- and 6-month follow-up data for each of these 
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measures, the two intervention programs were compared. A series of 2 (TP1, CE-TP2) × 4 

(pre-, post-, 3- and 6-month follow-up) mixed ANOVAs were conducted. As the carer 

measures for the two intervention programs had equivalent scores on each of the measures at 

pre-test, mixed ANOVAs were conducted. No significant effects were found at 3- and 6-

month follow-up for each of the carer-rated measures for child psychopathology. Inspection 

of Table 7.8 demonstrates the minimal changes found in mean scores that occurred from pre-

test to 6-month follow-up for each of these measures. However, the variability around each of 

the mean scores questions the efficacy of group performance as an indicator of change among 

this population. Analyses of the individual performances are therefore required and are 

reported in Chapter 8.  

Parenting stress – carer-related. Inspection of the means at pre-test for the carer–

rated measures regarding their own functioning on the PSI parent domain subscale shows 

symptomatology in the normal to clinical range (see Table 7.8). High pre-test mean scores on 

all carer-related measures is particularly apparent in the WLC group. In addition, the large 

standard deviations presented show high variability among individuals within the groups on 

each of the subscales presented. Due to pre-test scores for the WLC group being significantly 

higher than those in either of the treatment groups, a series of analyses of covariance were 

used to determine the effectiveness of the treatment program in alleviating symptoms 

reported by carers. Pre-test scores on each index were used as the covariate, with post-test 

scores used as the dependent variable. The independent variable was treatment condition (i.e., 

the two treatment groups and the control group). No significant changes were found at post-

test on the PSI for carer Depression, F(2, 50) = 1.24, p = .298, Attachment, F(2, 50) = 0.775, 

p = .466, or on the Parent Domain subscale, F(2, 50) = 0.69, p = .510. There was a significant 

change in symptoms on carer reports of Isolation on the PSI, F(2, 51) = 3.72, p = .031. At 

post-test, the carers from the WLC and CE-TP2 programs did not differ on reports of 

Isolation, t(50) = 0.51, p = .661; however the carers of children in TP1 reported significantly 
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less isolation than other groups at post-test, t(50) = 2.55, p = .014. Analyses of the follow-up 

scores on carer-rated self-report measures showed no change in scores from post-test through 

to the 6-month follow-up. Consistent with the child reports, the variability around the means 

for each of these parent measures suggests a great deal of within-group variability. Given this 

heterogeneity, individual effects are examined in Chapter 8. 

 

Table 7.8 

Means and Standard Deviations (in parentheses) for Carer-Rated Psychometric Measures for 

Carer-related Parental Stress, Group by Time Interactions (percentile ranks are reported) 

 

Measure Pre-treatment 

M (SD) 

Post-treatment 

M (SD) 

3-month FU 

M (SD) 

6-month FU 

M (SD) 

PSI-Parent  

     TP1 

     CE-TP2 

     WLC 

 

56.19   (36.78) 

64.13   (39.63) 

85.43   (25.78) 

 

59.50   (33.32) 

61.56   (34.28) 

86.42   (26.63) 

 

61.31 (35.99) 

58.25 (34.66) 

N/A 

 

63.42  (34.10) 

62.63  (36.62) 

N/A 

PSI-Isolation 

     TP1 

     CE-TP2 

     WLC 

 

58.54   (36.16) 

50.31   (39.65) 

76.79   (30.02) 

 

53.27   (34.26) 

62.44   (32.02) 

80.42   (29.39) 

 

62.30 (34.20) 

60.56 (28.95) 

N/A 

 

64.12  (31.06) 

64.75  (32.53) 

N/A 

PSI-Attachment 

     TP1 

     CE-TP2 

     WLC 

 

68.85   (31.99) 

63.88   (38.47) 

82.00   (23.56) 

 

75.27   (22.78) 

66.38   (32.55) 

85.75   (18.13) 

 

70.31 (30.24) 

69.31 (22.78) 

N/A 

 

72.12  (28.16) 

70.88  (22.22) 

N/A 

PSI-Depression 

     TP1 

     CE-TP2 

     WLC 

 

52.46   (39.28) 

48.56   (36.42) 

80.36   (29.62) 

 

51.69   (33.05) 

48.81   (33.95) 

84.17   (26.15) 

 

54.58 (36.94) 

41.69 (32.68) 

N/A 

 

59.65  (33.06) 

48.88  (36.59) 

N/A 

Note. *Percentile ranks reported, where scores over the 80
th

 percentile are considered 

clinically significant. PSI-Parent: Parent domain score of PSI; PSI-Isolation: Parent Domain 

Subscale of Isolation; PSI –Attach: Parent Domain Subscale of Attachment; PSI-Depression: 

Parent Domain Score of Depression.  
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Child-rated Psychometric Measures 

The means and standard deviations on all child-rated psychometric measures for each 

of the three conditions are presented in Table 7.9. Inspection of the scores on the 

psychometric measures at pre-test show low reports of clinical symptomatology on all 

measures, with mean T-scores falling in the average category for most measures (i.e., below 

60). The high standard deviations around the means for the different measures suggest that 

there were substantial differences among child reports on the different psychometric 

measures. These data suggests a great deal of heterogeneity among child reports for 

psychopathology in this sample. This high level of variability was maintained at post-test and 

for the 3- and 6-month follow-up assessments. Analyses of the group treatment effects for the 

child-rated psychometric measures were conducted using a series of 3 (program) x 2 (time) 

mixed factorial ANOVAs.  

 

Table 7.9 

Means and Standard Deviations (in parentheses) for Child-Rated Psychometric Measures, 

Group by Time Interactions (T-scores are reported) 

 

Psychometric   

Measure 

Pre-treatment 

M (SD) 

Post-treatment 

M (SD) 

3-month FU 

M (SD) 

6-month FU 

M (SD) 

TSCC-PTSD 

    TP1 

    CE-TP2 

    WLC 

 

56.23 (10.72) 

50.56 (13.51) 

48.29 (8.02) 

 

51.54 (12.35) 

47.44 (9.02) 

48.36 (9.86) 

 

43.38 (10.81) 

46.38 (12.54) 

N/A 

 

41.77 (8.53) 

46.69 (12.51) 

N/A 

TSCC-Anxiety 

    TP1 

   CE-TP2 

   WLC 

 

56.92 (13.06) 

53.81 (19.89) 

48.79 (10.27) 

 

52.31 (13.28) 

49.19 (12.23) 

52.00 (12.08) 

 

43.42 (11.17) 

48.44 (16.68) 

N/A 

 

42.58 (8.34) 

49.50 (16.15) 

N/A 
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Table 7.9.  (cont.)  

 

Psychometric   

Measure 

Pre-treatment 

M (SD) 

Post-treatment 

M (SD) 

3-month FU 

M (SD) 

6-month FU 

M (SD) 

TSCC-Depression 

     TP1 

    CE-TP2 

    WLC 

 

55.69 (12.36) 

49.75 (13.86) 

44.64 (5.90) 

 

51.62 (13.52) 

48.56 (12.82) 

47.14 (9.09) 

 

45.69 (12.04) 

46.19 (15.53) 

N/A 

 

42.12 (7.26) 

47.31 (14.99) 

N/A 

TSCC-Dissociation 

    TP1 

    CE-TP2 

WLC 

 

55.62   (8.95) 

48.50   (8.94) 

47.50   (6.15) 

 

54.42 (12.52) 

45.69 (9.68) 

48.14 (8.38) 

 

46.50 (10.57) 

46.31 (12.95) 

N/A 

 

43.81 (8.10) 

46.19 (12.99) 

N/A 

TSCC-Anger 

    TP1 

    CE-TP2 

    WLC 

 

51.35 (10.81) 

46.00 (7.88) 

43.07 (5.98) 

 

50.42 (11.65) 

44.44 (8.98) 

44.21 (6.73) 

 

44.54 (8.37) 

45.44 (9.71) 

N/A 

 

42.93 (7.69) 

47.13 (9.01) 

N/A 

TSCC-UND 

     TP1 

     CE-TP2 

     WLC 

 

52.17 (9.85) 

57.0 (14.76) 

56.71 (11.18) 

 

52.04 (10.89) 

59.40 (14.61) 

56.71 (12.01) 

 

65.48 (13.61) 

62.23 (16.04) 

N/A 

 

65.50 (14.28) 

54.25 (6.08) 

N/A 

TSCC-HYP 

     TP1 

     CE-TP2 

     WLC 

 

64.28 (21.44) 

58.69 (18.93) 

49.36 (6.02) 

 

61.70 (23.07) 

53.0 (11.11) 

51.93 (8.19) 

 

51.72 (7.95) 

55.77 (22.63) 

N/A 

 

49.64 (7.73) 

47.0 (0) 

N/A 

CDI-Total 

     TP1 

    CE-TP2 

    WLC 

 

55.69 (11.21) 

46.38 (8.41) 

46.36 (8.88) 

 

56.15 (15.61) 

46.63 (6.87) 

46.50 (9.23) 

 

49.85 (11.71) 

56.88 (15.70) 

N/A 

 

48.08 (11.69) 

58.19 (14.70) 

N/A 

Note. TSCC: Trauma Symptom Checklist; TSCC-PTSD: PTSD Subscale on TSCC; TSCC-

Anx: Anxiety Subscale on TSCC; TSCC-Dep: Depression Subscale on TSCC; TSCC-DIS- 

Dissociation Subscale on TSCC; TSCC-Ang: Anger Subscale on TSCC; CDI: Child 

Depression Inventory; CDI-Total: Total Score on CDI. 
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 Children’s trauma symptomatology. There was no statistically significant interaction 

found on the mixed factorial ANOVAs between intervention groups and time for PTSD, F(2, 

53) = 0.850, p = .433; anxiety, F(2, 53) = 1.86, p = .166; depression, F(2, 53) = 1.26, p = 

.293; dissociation, F(2, 53) = 0.342, p = .712, or anger, F(2, 53) = 0.443, p = .645. These 

results show that there were no changes on these child-rated measures due to the intervention 

program found at post-test. Children from all groups, including the WLC group, reported 

similar amounts of symptomatology at pre- and post-test. Only slight elevations were noted 

on the validity scales for the TSCC (Under-response or Hyper-response), suggesting that, 

according to these subscales, the children were not over- or under-responding.  

Children’s depressive symptomatology. For child-rated depression measured using the 

CDI, no significant interaction was found between treatment program at pre- and post-test, 

F(2,53) = 0.004, p = .996. Consistent with the analysis using the TSCC, no change was found 

due to the intervention program on child-rated depression, as measured at post-test.  

Intent-to-treat analysis – child-rated measures. Intent-to-treat analyses were 

conducted to determine whether there were changes found at each testing phase among the 

treatment groups on the child-rated psychometric measures. Using pre-test, post-test, 3- and 

6-month follow-up data for each group, the two treatment programs were compared. A series 

of 2 (TP1, CE-TP2) × 4 (pre-, post-, 3- and 6- month follow-up) mixed ANOVAs were 

conducted.  

A significant time by treatment interaction for the PTSD subscale of the TSCC was 

found, F(3, 120) = 4.05, p = .009. A simple effects analysis found no reduction in symptoms 

of PTSD for pre-test to 6-month follow-up for CE-TP2, F(3, 38) = 0.57, p = .64. However, 

there was a significant change in reported symptoms for children from TP1 from pre-test to 

6-month follow-up, F(3, 38) = 13.58, p < .001, partial 2
 = .52. There was no significant 

reduction in PTSD symptoms from pre- to post-test for TP1, t(40) = 4.69, p = .062; however, 

a statistically significant reduction in PTSD symptoms was reported by children in TP1 at 3-
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month follow-up, t(40) = 8.15, p < .001. This reduction was maintained at 6-month follow-

up, t(40) = 9.77, p < .001. These findings suggest that the children reported greater benefits at 

3-month follow-up than at post-test. Interestingly, no significant differences were found for 

the two treatment programs for reports of symptoms of PTSD on the diagnostic interview at 

any of the assessment phases. Inspection of the means for the CE-TP2 shows that less PTSD 

symptomatology was reported by these children at pre-test. These effects, together with the 

large within-group variability for each of the groups, likely explain this seemingly 

inconsistent result. Together these findings suggest that evaluation of individual 

performances of children in each of the groups should be evaluated, which is presented in 

Chapter 8. 

A similar pattern of results to those shown for the PTSD subscale was found for the 

two treatment groups on other subscales of the TSCC. Statistically significant interactions 

were found between treatment program and time for anxiety, F(3, 120) = 3.42, p = .020; 

depression, F(3, 120) = 2.97, p = .035; anger, F(3,120) = 6.01, p = .001; and dissociation, 

F(3, 120) = 4.57, p = .005. For each of these measures, there were no significant reductions in 

reported symptoms from pre- to post-test. However, a significant reduction in symptoms was 

found at 3-month follow-up, which was maintained at the 6-month assessment for TP1. There 

were no significant changes found for the CE-TP2 from pre-test to 6-month follow-up.  

A significant interaction was found between time x treatment on the CDI, F(3, 120) = 

13.46, p < .001. Further analysis for TP1 showed that child depression scores were similar at 

pre- and post-test; however a significant reduction in these symptoms was also reported at 3 

months and maintained at 6 months. Consistent with the findings for the other self-report 

measures, no changes in depression scores were found between pre- and post-test for the CE-

TP2 condition. Unexpectedly, there was a significant increase in depression for CE-TP2 at 3-

month follow-up on the CDI. This occurred as 6 out of 16 children from CE-TP2 reported 

increases in depression to clinical levels. Each of these children was from the same regional 
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area and attended the same treatment group. Further examination of these findings is 

undertaken in Chapter 8, where individual trends are examined. 

Teacher report. The comparative treatment effects for changes in behaviour on the 

Teacher Report Form were obtained using a 3 (TP1, CE-TP2, waitlist control) × 2 (pre- and 

post-test) mixed factorial ANOVA (see Table 7.10). There was no significant interaction 

found between treatment program and group, F(2, 48) = 1.88, p = .164, partial 2
 = .07. 

There was no significant effect of time, F(1, 48) = 2.36, p = .249, partial 2
 = .03. There was 

a significant effect of group, F(1, 48) = 5.85, p =.005, partial 2
 = .20, with teachers reporting 

significantly less problematic behaviours for children in the WLC. No follow-up data are 

available for this measure because of significant missing data.  

 

Table 7.10 

Means and Standard Deviations (in parentheses) for Teacher Report Form, Group by Time 

Interactions (T-scores are reported) 

Psychometric   Measure Pre-treatment 

M (SD) 

Post-treatment 

M (SD) 

TP1 (n = 25) 56.8 (12.32) 58.52 (12.12) 

CE-TP2 (n =14) 57.6 (10.28) 52.3 (12.32) 

WLC (n =12) 46.1 (10.6) 44.0 (11.1) 

 

Clinician report. The clinicians reported sub-clinical levels of symptoms in children 

at pre-test, and this was maintained at post-test. At pre-test, average scores were 62.53 for 

TP1 and 61.94 for CE-TP2. At post-test, scores remained in this range of 61-70, with TP1 

children scoring 66.73 and the CE-TP2 children scoring 70.33.  

Interpretative threat bias. Children in both treatment and WLC groups responded to 

two of the ambiguous situations (the ‘Playground’ and ‘Great Game’ scenarios) used in Study 
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1 at pre-post test to measure the extent of interpretative threat bias following treatment. 

Children’s responses regarding the extent of threat bias and the likelihood of the event 

recurring were examined using the rating scale response only. Examination of the pre-test 

scores (see Table 7.11) for the likelihood of recurrence and extent of threat bias for each 

situation revealed that on some measures, the CE-TP2 group pre-test scores differed from 

those of the other groups. As a result, analyses of covariance that controlled for pre-test 

scores on each of the measures were used for the analysis of these data.  

(i) Likelihood of event recurring. Analyses of covariance, with pre-test likelihood 

scores used as the covariate, post-test ratings as the dependent variable and treatment or WLC 

groups used as the between-groups factor were conducted. For the ‘Playground’ scenario, a 

statistically significant effect of treatment group, F(2, 52) = 13.02, p = .024 was found. 

Children from TP1 and the WLC group did not differ on reports of likelihood of the event 

recurring, t(52) = 0.43, p = .56. Both these groups reported that the event was significantly 

more likely to occur again than the children in CE-TP2, t(53) = 2.55, p = .014. When the 

same analysis was conducted on the ‘Great Game’ scenario, there were no significant group 

effects found, F(2, 52) = 2.48, p = .093.  

 A further analysis was conducted for the two treatment groups. Analysis of 

covariance was used with the pre-test score as the covariate. Post-test and 3-month follow-up 

scores were both used, for TP1 and CE-TP2. Three children from CE-TP2 failed to complete 

this task at the 3-month follow-up testing phase, so were excluded from the analysis. At the 

6-month follow-up phase, only four children from CE-TP2 completed this task, so this 

follow-up period also was not included in the analysis. For the ‘Playground’ scenario there 

was a statistically significant effect for treatment conditions only, F(1, 36) = 8.20, p = .007, 

partial 2
 =.17, but not for time, F(1, 36) = 0.053, p = .82. Children in the CE-TP2 reported a 

significantly reduced likelihood of recurrence of the ‘Playground’ scenario when compared to 

TP1.These results are shown in Table 7.11. There were no statistically significant effects of 
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time, F(1, 36) = 1.10, p = .301, or treatment program, F(1, 36) = 3.45, p = .071. These results 

suggest that children in TP1 and the WLC believed there was a higher likelihood they would 

be going to an uncontained playground in the future at post-test, which was maintained at 3-

month follow-up for the TP1 children. At pre-test, the TP1 children did not believe they 

would go to an (uncontained) playground in the future, as found in Study 1. Alternatively, 

these results may suggest that those children in TP1 responded more effectively to the 

program which resulted in a change in their avoidant behaviours. As discussed, the children 

in TP1 tend to report only incidents of CSA, and the CE-TP2 children have higher rates of 

different types of abuse/trauma, which may cause more maladaptive cognitive bias, which in 

the long-term could lead to the maintenance of psychopathology. Therefore, some change of 

cognitive process occurred for these children at post-test and follow-up. Caution should be 

made when interpreting these result however, as the WLC also reported greater likelihood at 

post-test, with no follow-up data available. No differences were found for the ‘Great Game’ 

scenario across all conditions.  

(ii) Threat bias. The same analysis described above was repeated for children’s 

reports of interpretative threat bias for each scenario. For each scenario, there were no 

statistically significant groups effects found (‘Playground’, F(2, 52) = 0.41, p = .66; ‘Great 

Game’, F(2, 52) = 0.01, p = .99). When the two treatment programs were examined from 

post-test to 3-month follow-up (using pre-test scores as a covariate), no statistically 

significant effects were found for either treatment program (‘Playground’, F(1, 36) = 3.81, p 

= .059; ‘Great Game’, F(1, 36) = 0.17, p = .68) or time, (‘Playground’, F(1, 36) = 0.01, p = 

.92; ‘Great Game’, F(1, 36) = 0.84, p = .36). The descriptive statistics shown in Table 7.11 

show no differences in the children’s reports of threat bias. The intervention program did not 

produce significant reductions in the interpretative threat bias reported by children in either 

TP1 or the CE-TP2.  
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Table 7.11 

Means and Standard Deviations (in parentheses) for Child Responses on an Ambiguous 

Situation Task to Ascertain Extent of Likelihood of Recurrence and Threat Bias, Group by 

Time Interactions  

 

Scenario Child Response 
Pre-treatment 

M (SD) 

Post-treatment 

M (SD) 

3-month FU 

M (SD) 

TP1 (n = 26)     

‘Playground’ Likelihood 3.96 (2.0) 3.73 (1.8) 4.19 (2.0) 

 Threat Bias 5.04 (2.5) 4.04 (2.9) 3.73 (2.7) 

‘Great Game’ Likelihood 4.73(2.4) 4.65 (1.9) 4.35 (2.0) 

 Threat Bias 3.92 (2.8) 3.58 (3.1) 3.54 (2.8( 

CE-TP2 (n = 16)     

‘Playground’ Likelihood 2.63 (2.1) 2.5 (2.1) 3.15 (2.4) 

 Threat Bias 4.81 (2.2) 3.81 (3.0) 2.38 (2.4) 

‘Great Game’ Likelihood 4.19 (2.9) 3.00 (2.7) 3.62 (2.4) 

 Threat Bias 3.00 (3.2) 3.25 (3.0) 3.15 (3.1) 

Waitlist (n = 14)     

‘Playground’ Likelihood 3.43 (2.9) 4.07 (1.3) N/A 

 Threat Bias 4.57 (2.6) 3.07 (2.4) N/A 

‘Great Game’ Likelihood 6.00 (2.1) 3.64 (2.8) N/A 

 Threat Bias 4.64 (3.1) 3.64 (3.0) N/A 
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Discussion 

This controlled clinical trial compared the efficacy of two CBT treatment programs 

with a WLC group for 8- to 12-year-old children with PTSD following sexual abuse and their 

non-offending caregivers. Compared with the WLC group, post-test results indicate that both 

group treatments were beneficial in reducing PTSD symptoms, when the PTSD symptom 

clusters of re-experiencing, avoidance and hyperarousal were examined. The effects were 

maintained at 3- and 6-month follow-up. A reduction in the number of children meeting full 

PTSD DSM diagnostic criteria, based on the mean number of symptoms reported by the child 

and carer at pre-post test and follow-up, was also found when child and carer reports were 

examined individually. Both treatment programs were equally effective in treating PTSD 

symptoms across the testing phases.  

Compared to the WLC condition, no change was found on the child-rated 

psychometric measures for either treatment program at post-test. Compared to the CE-TP2 

condition, children in TP1 reported significantly less psychopathology on the child-rated 

psychometric measures (TSCC and CDI) at 3- and 6-month follow-up. This finding indicated 

that children in TP1 were reporting self-rated improvements at 3 months following treatment, 

rather than at post-treatment, demonstrating that this group of children benefited from extra 

time to assist with processing the group content and for executing strategies taught in the 

program. The extent of children’s interpretative threat bias did not change at pre-post test for 

either program, even though the CE-TP2 condition specifically targeted these cognitive 

processes. However, children in TP1 and the WLC condition reported an increased likelihood 

of going to an uncontained playground in the future from pre- to post-test, possibly 

suggesting a change in avoidant behaviours. However, these results require caution when 

being interpreted, as a high likelihood response was also reported by the WLC condition.  

For the carer-rated psychometric measures of child psychopathology, there were no 

significant effects of program or time. For the carer-rated self-report of functioning, change 
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was found for the carers from TP1 on isolation, which indicated this group of carers felt less 

socially isolated from their peers, relatives and other emotional supports at post-test and at all 

other follow-ups. Greater perceived social support by the carer may also have contributed to 

improvements in the child-rated scores on psychometric measures for this treatment condition 

across time. No other changes in function were reported by carers at post-test or in the 

follow-up phases of the study. 

Teachers reported sub-clinical levels of functioning in the children at pre- and post-

test, showing no change following treatment. Clinician’s scores on a measure of child global 

functioning also indicated sub-clinical levels of functioning and minimal change over time. 

These results suggest that the children’s overall functioning remained unchanged according 

to the teacher and clinician observations, regardless of session content or whether the carer or 

child reported change.  Each of these main findings will be discussed according to the 

specific hypotheses of the research.  

Children’s trauma symptomatology. As expected from the hypotheses, children’s 

trauma symptomatology and diagnostic ‘caseness’ measured during the diagnostic interview 

was reduced from pre- to post-test for both treatment programs. However, at post-test, 

children in the CE-TP2 did not report greater reduction in trauma symptoms or have fewer 

diagnoses than children in TP1. These results suggest that both CBT group programs using 

relapse prevention techniques were equally effective in reducing trauma symptoms, with 

gains maintained at 3 and 6 months following treatment. These findings are similar to other 

studies that have found reduced child trauma symptoms using individual CBT treatment 

programs (e.g., Cohen et al., 2004, 2005; Deblinger et al., 1996, 1999; King et al., 2000). 

However to date, no known controlled clinical treatment program using a group modality has 

specifically examined CBT to reduce PTSD symptoms in children who have been sexually 

abused to date. The results of the study suggest that group CBT treatment can prove as 
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effective in reducing PTSD symptoms with individual treatment programs. However, specific 

sub-groups of children tended to benefit more than others, which is discussed in Chapter 8. 

Children’s psychological functioning – child-rated. Overall, children failed to report 

any change on psychopathology across all self-rated psychometric measures for both 

treatment programs at post-test, a finding that was not expected. Consistent with the findings 

for PTSD symptoms, there were no significant differences found between programs, failing 

to support the hypothesis that CE-TP2 would be a more effective program for symptom 

reduction than TP1. Of importance are the non-clinical level of scores reported by the 

children at pre-test and the heterogeneity of the sample group used. The problems with 

testing heterogeneous samples are described in other research with this population of children 

(Berliner & Saunders, 1996). Additionally, if children are presenting at pre-test with normal 

or sub-clinical levels of symptomatology, then treatment programs targeting these symptoms 

could not be expected to provide better outcomes (Berliner & Saunders, 1996). These 

difficulties highlight the problem of floor effects, where participants cannot demonstrate any 

improvements at post-test given they already score in the normal or sub-clinical range at pre-

test (Berliner & Saunders, 1996).  

Moreover, past research has shown that a large proportion of children who have 

experienced sexual abuse fail to report clinical levels of symptoms on child-rated 

psychometric measures (e.g., Berliner & Saunders, 1996; Lipovsky et al., 1989). Questions 

arise regarding the validity of the self-report psychometric measures used for this population 

and whether the measures have sufficient sensitivity to obtain a clear clinical picture of the 

traumatised child. This is a particularly pertinent issue with this sample given that each child 

in the current research was assessed to meet full or modified PTSD diagnostic criteria on the 

pre-test diagnostic interview, according to either child or carer reports. It should, however, be 

noted that when child only reports of PTSD symptoms on the diagnostic interview were 

examined, only 21 (37.5%) of the sample reported symptoms that met full or partial DSM  
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diagnostic criteria.. Other researchers (e.g., Berliner, 2005; Cohen et al., 2005) have noted 

that the use of the TSCC for measuring PTSD symptoms in children is ‘less than optimal’ 

(Cohen et al., 2005, p. 142). The TSCC does not have items that enquire about the specific 

identified traumatic experiences. It is therefore possible that a specific PTSD psychometric 

measure would have had higher sensitivity in detecting such symptoms (AACAP, 1998). The 

findings that children were not self-reporting high levels of symptom change on a range of 

psychometric measures has been characteristic of findings from other treatment outcome 

studies using similar populations for individual (Cohen & Mannarino, 1998a, 2005; 

Deblinger et al., 1996; Dominguez, 2001) and group programs (Berliner et al., 1996). In some 

of these studies (e.g., Berliner et al.), children were assessed by clinicians to meet a DSM 

diagnosis of PTSD yet similar to the data found in this research, the clinician’s perception of 

clinical levels of trauma symptomatology was not reflected in data collected using child self-

report measures (Berliner et al.).  

Possible explanations for the sub-clinical scores found in child-rated psychometric 

measures are that children are not linking the items to the trauma, or they were avoiding 

answering sensitive items using a pen-and-paper test, suggesting possible avoidant-type 

behaviours. The majority of the children reported that they “try not to think about it” (the 

trauma) on the TSCC. One may speculate that more credence is placed when interviewing the 

child when assessing for trauma-related symptomatology and other psychopathology, as per 

clinical and diagnostic interviews, to assist in exploring avoidant behaviours in order to 

obtain a more accurate clinical picture of the traumatised child. Certainly a multidimensional 

assessment procedure involving clinical interviews is required to ensure that these issues are 

investigated. It is important to note that only 21 children reported difficulties within the 

clinical range at pre-test, which provides further support for a multi-source assessment 

approach to ensure greater sensitivity through this process.  
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For child depression, a small group of children from CE-TP2 showed an increase in 

child-rated depression at post-test. These children were from a single rural setting. It is 

unclear if an event occurred during the group treatment in this setting that caused this 

deterioration. Furthermore, it is unknown whether this sub-group of children would have 

deteriorated with or without treatment, or whether treatment actually mitigated further 

deterioration. One interesting aspect of this finding, however, is the fact that some children 

may experience deterioration effects following treatment, as found in other research (Berliner 

& Saunders, 1996). As this deterioration was restricted to one clinical setting and not others, 

it is not likely that the program per se had an influence on the outcome, but something else 

that occurred in parallel. Additionally, although all integrity checks were undertaken with this 

setting, it was dissimilar to the other groups in that it was conducted in a rural setting and 

completed by clinicians with extensive experience in the treatment of child abuse, yet who 

had not implemented the group program previously. All other groups were undertaken by 

highly experienced clinicians who were trained in the treatment protocol and had worked 

alongside a clinician who had implemented the group previously. It is therefore important to 

note that the expertise of the clinician may be an important influence on outcome in group 

settings. Accordingly, it is important also to acknowledge that no treatment program is 

beneficial for all individuals. Additionally, for some children, reports of an increase in 

symptoms may occur when a participant gains insight into their functioning following 

treatment, becoming more accurate reporters of symptomatology. Given these findings, it is 

clear that clinical research needs to move towards investigating group and individual effects 

in determining overall outcomes, to demonstrate which children benefit, and which (if any) 

experience negative effects (Cohen, 2002).  

Children’s psychological functioning – carer-rated. Carers reported no changes in 

child functioning or for child psychopathology at post-test or at follow-up for children in 

either of the intervention programs. Unlike the child responses, carers reported child 
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symptoms in the clinical range at pre-test. Previous research has found inconsistent results for 

carer-rated child improvements using psychometric measures. Some studies show carers 

reporting improvements on PTSD symptoms in children (Cohen et al., 2004, 2005; King et 

al., 2000), but not on other measures of psychopathology such as anxiety, depression or 

oppositional behaviours (Berliner et al., 1996; Celano et al., 1996; King et al., 2000). No 

change was found on problematic sexual behaviour for either treatment group even though 

there were significant clinical levels of these behaviours reported. These results failed to 

replicate the findings reported in the original conceptualisation of this treatment program 

(Pithers et al., 1998). Whilst the most important characteristics of the original program were 

incorporated into the current program, the sessions specific to reducing problematic sexual 

behaviours were excluded given that this behaviour was not the target for treatment. These 

results suggest that longer, specific intensive programs are required to treat sexualised 

behaviours in children in a group setting. 

 Carer’s overall functioning. Carers in TP1 reported a decrease in isolation at post-test 

which was maintained at follow-up. This finding indicates differences in the carer’s 

perceived level of social support from their peers, relatives, and emotional support systems, 

providing some support for the efficacy of the carer groups. This positive change may also be 

a contributing factor when explaining why children were reporting treatment gains on some 

self-report measures at follow-up. Overall, the group means for children and carers on self-

report of their own symptoms were in sub-clinical ranges at pre-test, which provides an 

explanation similar to the floor effects explained above for the lack of change in the carer’s 

symptoms at post-test. Furthermore, as Chapter 5 highlights, the carers in the two treatment 

groups differ, with a greater proportion of biological mothers attending TP1 whereas a higher 

proportion of foster carers attended the CE-TP2 program. Foster carers have a range of 

supports provided by child statutory agencies; therefore, foster carers attending the CE-TP2 

program may not have benefited from the treatment program’s focus on increasing social 



Childhood sexual abuse and PTSD     187 
 

 

networking in the same way as would biological mothers with no such supports available. In 

sum, biological parents tended to benefit more from the treatment programs than carers who 

were reporting few problems in their functioning. In addition, there was a high level of 

variability in individual carer report of psychopathology, suggesting that group performance 

may not reveal some important measures of change in some individual carers. The qualitative 

profile of this group will be investigated in Chapter 8.   

Cognitive interpretative threat bias. There was no support found for the hypothesis 

that the specific treatment program that focused on enhancing the cognitive component 

improved outcome as measured on a cognitive bias task. These findings do not correspond to 

findings of previous research where groups of clinically anxious children reported reduced 

interpretative threat bias following targeted cognitive interventions (Barrett, Dadds, et al., 

1996; Creswell et al., 2005; Smith et al., 2007). Although further research is required, one 

may speculate that interpretative threat bias is perhaps resistant to change in a group program 

that targeted PTSD symptoms and relapse prevention, rather than specifically targeting 

individual threat bias. In addition, children with generalised anxieties may respond more 

effectively to a group program whereas children with PTSD have more situation specific 

needs, requiring tailored individual approaches for change in cognitive bias.  

In contrast to children with generalised anxiety disorder, children with PTSD also 

reported reduced likelihood of the situations recurring (suggesting possible avoidance), 

highlighting that the treatment needs of the children in the two groups are quite different. 

Another alternative explanation is the content of the specific cognitive sessions may have 

been too complex for children in this population, with traumatised children and carers being 

less adept than other non-traumatised participants at incorporating the specific cognitive 

techniques into their everyday (often chaotic) lifestyle (Berliner & Saunders, 1996). It must 

also be acknowledged that maladaptive cognitive processes may not be the maintaining factor 

of psychopathology in children who have experienced PTSD following CSA. This is in light 
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of the finding that PTSD symptoms were reduced following treatment in this group of 

children, irrespective of change in cognitive interpretative biases. Other factors such as 

parental attachment and support may be more influential when considering mechanisms 

involved in maintaining psychopathology in these children.  

Likelihood of recurrence. At pre-test, children in TP1 did not believe they would go to 

an (uncontained) playground in the future. At post-test however, children in TP1 believed 

there was a higher likelihood they would be going to an uncontained playground in the future, 

which was maintained at 3-month follow-up. These results indicate that, in the TP1 condition, 

the child’s threat bias changed following treatment, with the children responding in a similar 

way to a non-clinical control group for this situation. It is important to note that the children 

in the WLC also responded in similar ways to a non-clinical group at post-test for this 

situation also. Children in the CE-TP2 reported a significantly reduced likelihood of 

recurrence of the ‘Playground’ scenario when compared to TP1. Significant attrition of 

participants occurred in the CE-TP2 by follow-up; therefore, it is difficult to draw 

conclusions given the small sample sizes. One could speculate that the children in the WLC 

at post-test were a sample of more robust children, given these families waited for six weeks 

without treatment whereas many other families dropped out, citing amongst other things that 

they could not wait for treatment. There were no significant group effects found on the ‘Great 

Game’ scenario. These results suggest that some change in threat bias may have occurred for 

children in the TP1, but the WLC condition also reported a change on this measure; therefore, 

these results need to be interpreted with caution.  

Differences between the treatment programs. The results of this research suggest that 

both group treatment programs tested were successful in reducing trauma symptoms in 

children with PTSD that occurred following sexual abuse. Both CBT group programs which 

incorporated relapse prevention techniques were sufficient to produce change in trauma 

symptoms at post-test and at the 3-month follow-up. Therefore, the inclusion of more specific 
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cognitive strategies over a greater timeframe in lieu of fewer sessions relating to more general 

relapse prevention techniques did not prove to be the ingredient in treatment required to 

produce greater gains for this sample. A more reliable measure of interpretative threat bias 

for this child population may reveal stronger effects, as the results from Study 1 suggest that 

these threat biases only occur in specific situations. Therefore, either group treatment 

program produced greater recovery on PTSD symptoms than a natural recovery process, as 

indicated by data from the WLC condition, which showed no change on levels of PTSD 

symptoms reported or PTSD diagnosis status following a 6-week waiting period.  

As there were no significant differences found between either treatment programs on 

trauma symptoms, it is possible that there were no meaningful differences between the 

programs. This research was designed to compare a standard CBT program with a cognitively 

enhanced program that involved modifying three cognitive sessions in order to target 

interpretative threat bias. However, some elements of general cognitive strategies were 

present in both treatment groups and it is plausible that general non-specific cognitive 

strategies were sufficient, and the addition of these specific cognitive strategies was 

unnecessary, because they were not specifically targeted to specific situations for each 

individual in the group. Similarly, the Berliner and Saunders (1996) research tested a 

comparable group design in children aged 4 to 13 years, finding the addition of specific stress 

inoculation training techniques did not prove any more successful than a standard 

comparative CBT treatment group. Together, these results suggest that a standard CBT group 

program is sufficient in the treatment of PTSD symptoms in school-aged children.  

Furthermore, the children and carers in TP1 who received the standard treatment 

reported greater gains in reducing carer isolation and child psychopathology overall at 

follow-up testing, compared to children in the CE-TP2 program. The heterogeneous nature of 

the children and carers in each sample may have contributed to the outcome when testing the 

efficacy of the two programs. The heterogeneous nature of these symptoms among children 
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in the two programs rather than the addition of three specific cognitive sessions may explain 

these results. As reported in Chapter 5, the sample of children in TP1 were characterised with 

a ‘pure’ presentation of trauma symptoms, whereas children in the CE-TP2 were 

characterised with a greater proportion of oppositional behaviours in addition to symptoms of 

PTSD. For example, 8 out of 26 children in TP1 and only 1 out of 16 children in CE-TP2 

reported sufficient symptoms in the three symptom clusters to achieve a DSM diagnosis of 

PTSD, when child reports alone were considered.  A possible explanation, therefore, is that a 

greater proportion of children in TP1 benefited from the treatment because this model is more 

effective for children with ‘pure’ trauma symptoms rather than multiple difficulties. The 

carers were also a heterogeneous sample, with a greater proportion of biological mothers in 

TP1 and a greater proportion of foster carers in the CE-TP2 program. Conceptually this 

argument makes sense given the treatment content was trauma-focused and aimed to decrease 

PTSD symptoms and further abuse. To test this argument, however, individual effects must 

be investigated. Together, these results highlight the need for clinical researchers to not only 

focus on testing for overall group effects, but also to consider the effects for individuals in the 

sample. It is clear that evaluation of group behaviour of children with heterogeneous 

characteristics may not be the best method to assess treatment effects, as group means are 

produced on the premise that the mean score is a good representation of the performance of 

the overall group. The high levels of variability on all measures suggest that the group means 

did not provide a good description of each child or carer in this research. Chapter 8 explores 

individual effects of the treatment programs to assist in determining which specific 

individuals benefit from this treatment approach. This information is vital for community and 

clinical settings to assist in identifying those children and carers who may benefit from a 

group treatment program and those who may benefit from other treatment approaches.  
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CHAPTER 8 

Reliable Change Index and Clinical Significance of Change:  

Examining Individual Treatment Effects 

   

Whilst statistically significant between-group effects can demonstrate that there is, on 

average, a reduction in symptomatology following treatment, these group statistics fail to 

provide evidence of change in individuals. Statistics that determine whether clinically 

significant and/or reliable change has occurred in individuals have been developed (Jacobson 

& Truax, 1991). These statistics supplement statistical significance tests and effect size 

estimates (Jacobson & Revenstorf, 1988; Ogles, Lunnen, & Bonesteel, 2001). Kazdin (2003) 

emphasised that, “clinical significance focuses on the importance or applied value of the 

change in everyday life” (p. 338).  

Two measures have been developed to assess clinically significant and meaningful 

change in individuals. The first is the reliable change index (RCI), which is a measure of real 

or reliable change at an individual level from pre- to post-test in a treatment program. A 

change score is considered meaningful if the magnitude of the change is two standard 

deviations greater or smaller (depending on the required direction of change) than the pre-test 

score when measurement error and chance is controlled (Jacobson & Truax, 1991). The RCI 

identifies individuals who either benefit or fail to benefit from a specific treatment.  

The RCI is determined using the following formulae: 

 

 diff

testposttestpre

S

XiXi
RCI

t measuremen oferror  standard

 
  

  

The individual pre- and post-test scores (Xi) on each target measure are used when 

calculating the RCI. For the purpose of this study, the pre-test score on each psychometric 
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measure is presented first, as the post-test score is expected to be lower as the participant’s 

score moves towards functionality (i.e., T-score below 60) following treatment. The standard 

error of measurement (Sdiff) is the standard error of the difference between pre- and post-test 

mean scores and describes the distribution of change scores that would be expected if actual 

change occurred (Jacobson & Truax, 1991). This measure takes into account group variability 

by including the pre-test standard deviation of the clinical group and the test-retest reliability 

of each of the psychometric outcome measure used (Jacobson & Truax, 1991). The standard 

error of measure is determined using the following formulae:  

 

 
2)(2 prediff SES  

 

 xxprepre rSDSE  1  

      

rxx = measure test-retest reliability; SD = standard deviation; SE = standard error. 

 

Reliable change due to the treatment program is considered to occur if a child’s score 

on a specific measure is reduced at post-test by two standard deviations or more. A minimally 

significant difference is reported if a child’s score on the psychometric measure at post-test is 

reduced by one standard deviation on the RCI (Wise, 2004). Whilst the two standard 

deviation criterion is important in the determination of significant change due to treatment, 

for heterogeneous samples the criterion of minimally significant change on the RCI also 

provides additional information concerning change.  

A second measure of the extent that the change is clinically significant is evaluated by 

determining whether children have moved from a clinically symptomatic population to a non-

symptomatic population (Jacobson & Truax, 1991). When clinically significant change is 

assessed, a participant must meet three criteria. First, at pre-test, the participant must belong 

to a clinically impaired population. Second, at post-test the participant must belong to a 

normally functioning population. Finally, the change in behaviour from pre- to post-test must 
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be reliable, meeting the two standard deviation criterion for reliable change on the RCI 

(Jacobson, Roberts, Berns, & McGlinchey, 1999). Clinically significant change can be 

determined in a number of ways. First, clinically significant change occurs if a participant’s 

score on a target measure improves by at least two standard deviations from pre- to post-test 

when compared to the distribution of scores of a group of participants with the same disorder 

and similar sociodemographic characteristics (e.g., age, sex, abuse type). This criterion 

determines whether clinically significant change has occurred, however it does not provide 

the classification of participants as members of a normally functioning population following 

treatment (Campbell, 2005; Jacobson & Truax, 1991). The second technique used is based on 

the distribution of scores from a normative sample of participants in a demographic group 

that is consistent with participants in a target clinical population (e.g., Jacobson et al., 1999). 

If the post-test score on the target clinical measure places the child within two standard 

deviations of the mean of the normative sample, then clinically significant change has 

occurred. The score used to determine this change is obtained by adding two standard 

deviations to the mean of the normal group’s score. For example, if the mean of the TSCC 

PTSD subscale is 30 and the group standard deviation is 6, clinically significant change 

occurs if a child in the clinical group at post-test satisfies the criterion of reliable change and 

has a post-test score on the TSCC PTSD subscale of 42 (i.e., M + 2SD) or less. Whilst this 

criterion is recommended for use, the availability of normative data on a number of 

psychometric measures used in research is not always available.  

 One technique that has been used when other criteria are not available is to evaluate 

clinically significant change using the criteria determined from the norms of different 

psychometric measures (Campbell, 2005). Due to the lack of availability of normative data, 

the presence of clinically significant change was determined by children’s scores occurring 

within the normal range based on the norms of each psychometric measure.  
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When the index of reliable and clinical significance of change is combined, children 

are classified into several groupings that include:  

1. Recovered (R): Passed both criteria for meaningful change; hence both reliable 

change and significant clinical change has occurred.  

2. Improved (I): Reliable change has occurred, but the criteria for clinically 

significant change has not been met. 

3. Minimal Improvement (MI): Children’s post-test score on the target measure 

has improved more than one SD on the RCI.  

4. Unchanged (U): Passed neither criterion. 

5. Minimal Deterioration (MD): Children’s post-test score on the target measure 

has deteriorated more than one SD on the RCI.  

6. Deteriorated (D): Significant deterioration has occurred on the RCI (post-test 

score on the target measure deteriorated more than two SD).  

In this research, RCIs were obtained for the whole sample using both the standard and 

minimally significant change criteria. These criteria were used to explore change due to the 

treatment programs. The characteristics of children who show clinically significant change 

from either of the treatment programs will be described. In addition, the characteristics that 

distinguish children who were diagnosed with PTSD according to information obtained in the 

diagnostic interview from each treatment program and the WLC group, and who did or did 

not self-report clinical symptoms on the psychometric measures, will be explored. Case 

illustrations of children and carers will be discussed where applicable.  

Reliable Change Index for Child Self-Rated Psychometric Measures 

 The proportion of children in each treatment program and the WLC group reporting 

symptoms in the clinical and non-clinical ranges on the TSCC were obtained. All socio-

demographic information related to the children is presented in Table 5.3 and repeated in 

Appendix 6. These tables describe each child, gender, type of carer, whether the child was 
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believed at disclosure and type and number of trauma (abuse) experienced. The CDI scores 

were not included in these analyses because similar results were obtained on the TSCC 

Depression and CDI Total scores in the group analyses. A child was classified as clinically 

symptomatic if a T-score of 60 or greater was obtained at pre-test for each of the subscales. 

Table 8.1 shows that up to 38% of children in TP1 and 25% of children in CE-TP2 reported 

symptoms on the TSCC in the clinical range. Few symptoms were reported by children in the 

WLC group. As children were quasi-randomly allocated to each program (treatment or 

WLC), and their inclusion was determined by PTSD symptoms as assessed, the differences in 

the proportion of clinical symptoms occurred by chance.  

 

Table 8.1 

Number and Percentage of Children with T-Scores at Pre-Treatment in the Clinical and Non-

clinical Ranges for the TSCC Subscales 

Treatment condition TSCC- PTSD  TSCC- ANX TSCC- DEP TSCC - DIS    TSCC –ANG 

TP1 (N = 26) T > 60 = 10  

(38%) 

> 60 = 9 

(34.6%) 

> 60 = 10 

(38%) 

> 60 = 7 

(27%) 

> 60 = 6 

(23%) 

CE-TP2 (N = 16) T > 60 = 3 

 (19%) 

> 60 = 4 

(25%) 

> 60 = 3 

(19%) 

> 60 = 2 

(12.5%) 

> 60 = 0 

(0%) 

Total TP1 &  

CE-TP2 (N = 42) 13 (31%) 13 (31%) 13 (31%) 9 (21.4%) 6 (14%) 

WLC (N = 14) T > 60 = 1  

(7.1%) 

> 60 = 2 

(14.3%) 

> 60 = 0 

(0%) 

> 60 = 0 

(0%) 

> 60 = 0 

(0%) 

Note. T = T-score for the psychometric measure. 
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There were twenty-one children in the sample with scores on one or more subscales of 

the TSCC in the clinical range, including fourteen children (54%) from TP1, five children 

(31%) from the CE-TP2, and two children (14%) from the WLC. Table 8.2 presents a profile 

of the children with at least one pre-test score on the TSCC in the clinical range.  

The presence of reliable and clinically significant change was evaluated for children 

meeting the clinical criteria on the TSCC subscales. The presence of reliable change and 

minimally significant change due to the treatment was also estimated for children not 

reporting symptoms in the clinical range. The RCI index cut-off scores were generated using 

all the children in the sample for each of the subscales used.  

Trauma Symptom Checklist – Post Traumatic Stress Disorder Subscale (PTSD) 

Individual effects. There were 14/56 participants (25%) of the sample, see Table 8.1., 

with scores in the clinical range on the PTSD subscale at pre-treatment. Twelve (87.5%) of 

these children satisfied the full diagnostic criteria for PTSD, using the combined carer and 

child report on the ADIS-C/P. When the child report of the PTSD symptom clusters was 

used, there were ten children (71%) self-reporting clinical symptoms of PTSD. The four 

children with high scores on the TSCC PTSD subscale who did not meet DSM criteria for 

PTSD when their own reports were considered had variable responses on the PTSD symptom 

clusters. Only one child failed to report any symptoms consistent with re-experiencing, 

avoidance or hyperarousal in the diagnostic interview. Of the forty-four children who failed 

to report clinical symptoms of PTSD on the TSCC, thirty-one (70%) had a DSM diagnosis of 

PTSD, using combined child and carer reports. When the child reports alone were considered, 

this number dropped to twenty-two (50%).  

The reliable change index was calculated using all children’s scores on the TSCC- 

PTSD subscale. Table 8.3 presents individual treatment effects for children who showed 

reliable (2 SD change) or minimally (1 SD change) significant change on the RCI. When 

reliable change indices were evaluated using the two standard deviations criterion (RCI = 
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11.37), there were eleven children, eight with pre-test scores in the clinical range showing 

reliable change from pre- to post-test. Of the eight children with pre-test scores in the clinical 

range showing reliable change, seven also showed evidence of clinically significant change, 

with the post-test TSCC PTSD score below 60. The three children with pre-test scores in the 

normal range showing reliable change had scores on the PTSD subscale in the high 50’s at 

pre-test representing sub-clinical levels of symptoms. When children with high levels of 

PTSD symptoms who met the modified DSM classification criteria were examined, only two 

children (#418 and #505), both from CE-TP2, continued to satisfy the criteria for a full 

diagnosis of PTSD. When the modified PTSD criteria was considered, there were five out of 

eleven children showing significant change who continued to satisfy this criteria for PTSD. 
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Table 8.2 

Pre-Treatment Scores for all Subscales on the TSCC  

Participant 

 

PTSD  

DSM-IV 

(All) 

TSCC

PTSD 

TSCC 

ANX 

TSCC 

DEP 

TSCC 

DIS 

TSCC 

ANG 

No. of dual 

diagnoses 

on ADIS 

Total no. 

scores in 

clinical 

range 

TP1 - Children who reported symptoms in the clinical range on one or more subscales of the  

TSCC at pre-test (14 out of 26 = 54%) 

P#301 Y 76** 81** 74** 67** 70** 
2 GAD, 

Dys, 
5 

P#309 Y 73** 71! 74* 53 67** 1, GAD 4 

P#5 Y 67** 69* 79* 75* 44 

2, GAD, 

Eating 

issues 

4 

P#302 Y 73** 79 62 67 57 0 4 

P#11 N 69** 69 69 59 51 0 3 

P#318 Y 66** 55 53 68 74** 
2, GAD, 

ADHD 
3 

P#6 Y 65** 66 53 55 50 0 2 

P#15 Y 62** 64 53 57 48 0 2 

P#3 Y 53 54 60** 53 61** 0 2 

P#13 N 60** 59 60** 53 55 0 2 

P#310 Y 41 47 70** 47 50 1, ADHD 1 

P#311 Y 58 64** 75** 69** 67** 

3, GAD, 

MDD, 

eating 

issues 

4 

P#316 Y 47 81** 65** 65** 46 1, GAD 3 

P#317 Y 65** 57 51 61** 68** 

3, GAD, 

MDD, 

ADHD, 

3 
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Table 8.2  (cont.) 

Participant 

 

PTSD 

DSM-

IV 

(All) 

TSCC 

PTSD 

TSCC 

ANX 

TSCC 

DEP 

TSCC 

DIS 

TSCC 

ANG 

No. of dual 

diagnoses 

on ADIS 

Total no. 

scores in 

clinical 

range 

CE- TP2 - Children who reported symptoms in the clinical range on one or more subscales of 

the TSCC at pre-test (5 out of 16 = 31.25%) 

P#501 N 60** 59 60** 53 55 0 2 

P#502 Y 85* 96** 77** 61** 55 0 4 

P#418 Y 68* 87** 65** 58 52 

3, GAD, 

ADHD, 

ODD, 

3 

P#503 Y 54 74** 77** 59 55 
2, GAD, 

ODD 
2 

P#505 Y 65** 79** 58 45 55 
2, ADHD, 

ODD 
2 

WLC - Children who reported symptoms in the clinical range on one or more subscales of the 

TSCC at pre-test (2 out of 14 = 14.3%) 

P#307 Y 60** 69** 55 45 53 1, GAD 2 

P#313 Y 45 66** 48 52 41 0 1 

Note. **Clinically significant at pre-test. GAD = Generalised Anxiety Disorder. ADHD = 

Attention Deficit Hyperactivity Disorder, Dys = Dysthymia, ODD = Oppositional Defiant 

Disorder, MDD = Major Depressive Disorder. P = Participant.  

 

At post-test, minimal improvement was also found in some children. Four children 

from TP1 and one child from the CE-TP2 and the WLC condition respectively showed 

minimal improvement at post-test. Six of these seven children satisfied the DSM diagnostic 

criteria for PTSD at pre-test. Only one child (in the WLC) maintained the DSM diagnosis at 

post-test. 

Significant or minimally significant deterioration from pre- to post-test on the PTSD 

subscale was found in some children whose scores deteriorated by 12 or more points. Three 

of these children were in TP1. One consistent characteristic for the children showing 
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deterioration was that each of these three children had been placed in foster care. In contrast, 

most children showing improvements were living with biological families with at least the 

biological mother present (see Table 8.3). Whether the child was believed or not at the time 

of disclosure of sexual abuse did not appear to make any difference.   

At 3-month follow-up, eleven of the children who showed improvement or minimal 

improvement on the RCI at post-test continued to report reduced symptoms of PTSD. An 

additional four children, three from TP1 with scores in the clinical range on the TSCC PTSD 

subscale at pre-test, showed reliable change at 3-month follow-up. These children had not 

shown evidence of change at post-test. Two of these children were living within the 

biological family, with one child settled into foster care. The final child, although reporting 

deterioration in PTSD symptoms at post-test, reported improvement at 3-month follow-up. 

This child had been removed from a neglectful home environment just before group therapy 

commenced, and had settled into the foster carer’s routine by 3 months with regular visits 

with the biological parents commencing. Only one child (#415) showed deterioration on 

TSCC PTSD symptoms at post-test and at follow-up. This child lived in foster care and had a 

number of unsuccessful placements after being removed from the biological parents 

following chronic contact sexual abuse perpetrated by the biological father.  
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Table 8.3 

Individual Treatment Effects for the Child-Rated Measure – TSCC PTSD  

(Children showing significant or minimally significant change are included. Includes 

children who did not have scores in the clinical range at pre-test)  

Participant 

 

PTSD 

DSM-IV 

(All) 

Pre-Test 

T-score 

Post-Test 

T- Score 

Post 

RCI & 

CS 

3-month 

FU 

6-month 

FU 

FU 

RCI & 

CS 

TP1  

P#301 Y 76** 60 I 35 44 R* 

P#309 Y 73** 51 R 35 35 R* 

P#317 Y 65** 51 R 56 56 R* 

P#13 N 60** 42 R 35 36 R* 

P#5 Y 67** 42 R 36 36 R* 

P#305 Y 56 39 I 36 35 I 

P#311 Y 58 38 I 35 35 I 

P#15 Y 62** 80 D 50 60 U 

P#3 Y 53 65 D 61 61 U 

P#4 N 49 62 D 54 44 U 

P#319 Y 51 42 MI 42 45 MI 

P#314 Y 56 45 MI 35 35 I 

P#316 Y 47 38 MI 35 49 U 

P#6 Y 65** 56 MI 47 47 R 

P#318 Y 66** 77 MD 64 31 R 

CE-TP2  

P#418 Y 68** 56 R 56 56 R* 

P#502 Y 85** 51 R 69 69 I 

P#505 Y 65** 47 R 53 53 R* 
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Table 8.3  (cont.) 

       

Participant 

 

PTSD 

DSM-IV  

(All) 

Pre-

Test T-

score 

Post-

Test  

T- Score 

Post 

RCI & CS 

3-

month 

FU 

6-

month 

FU 

FU 

RCI & 

CS 

P#504 Y 56 42 I 35 35 I 

P#320 Y 47 38 MI 35 49 U 

P#415 Y 35 64 D 64 64 D! 

WLC  

P#331 Y 45 35 MI - - - 

Note. * Maintained significant improvement across each follow-up testing phase; ! 

Deteriorated across each testing phases; **Pre-test T-score in clinical range; RCI – Reliable 

Change Index; CS = Clinical Significant Change; R = Recovered both RCI & CI; I = 

Improvement, reliable change has occurred only; MI = Minimal Improvement using the 1 SD 

criterion from the RCI; U = Unchanged, passed neither criterion; MD = Minimal 

Deterioration, scores have deteriorated more that 1 SD; D = Deteriorated, scores have 

deteriorated more than 2 SD; RCI = MI = 7.19. 

 

Table 8.4 shows the group results when improvement has been estimated using the 

RCI or minimally significant change criteria for the treatment and WLC groups. The pattern 

of responses for children in TP1 was more variable than found for children in CE-TP2. This 

pattern appears regardless of whether children report clinical levels of symptomatology of 

PTSD on the TSCC. No significant associations were found between treatment program and 

level of improvement regardless of pre-test symptom reports.  
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Table 8.4  

Proportion of Children Improved, Unchanged or Deteriorated Across the Three Treatment 

Conditions for the TSCC PTSD  

Category TP1 (N = 10) CE-TP2 (N = 3) WLC (N = 1) 

TSCC-PTSD: In clinical range at pre-test (N = 14) 

Improved either criterion 6 (60%) 3 (100%) 0 (0%) 

Unchanged 2 (20%) 0 (0%) 1 (100%) 

Deteriorated either criterion 2 (20%) 0 (0%) 0 (0%) 

Category TP1 (N = 16) CE-TP2 (N = 13) WLC (N = 13) 

TSCC-PTSD: Not in clinical range at pre-test (N = 42) 

Improved either criterion 5 (31%) 2 (16%) 1 (8.%) 

Unchanged 7 (44%) 10 (76%) 12 (92%) 

Deteriorated either criterion  4 (25%) 1 (8%) 0 (0%) 

2
 (N = 42, df = 4) = 8.63, p = .07 

Note. Change is based on both the RCI and CS criteria. 

 

 

Summary. Analysis of the individual children’s profiles shows that a high proportion 

of children with symptom reports in the clinical range were younger, reported high levels of 

symptoms on other subscales of the TSCC, and have a perpetrator who was either an 

immediate or extended family member. No differences were found overall across all 

treatment conditions, although the TP1 children showed continued reduction of symptoms 

when compared to other conditions over time.  

Trauma Symptom Checklist - Dissociation, Anxiety, and Depression Subscales 

Self-reports of clinical symptomatology on the remaining subscales of the TSCC 

followed a similar pattern as found on the TSCC PTSD subscale. Tables 8.1 and 8.2 
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demonstrate that only a small proportion of children reported symptoms in the clinical range 

on the remainder of the subscales on the TSCC at pre-test.  

Individual effects. Table 8.5 shows the individual characteristics of children with 

improvement or deterioration on the remainder of the TSCC subscales (Anxiety, Depression 

and Dissociation). Data for 3- and 6-month follow-up are presented in Appendix 4. On each 

additional TSCC subscale, children reporting greater benefits from the treatment program 

were those who reported symptoms in the clinical range at pre-test. Children who reported 

improvement on one subscale also tended to report improvements on other subscales. For 

example, participant #316 from TP1, an 8-year-old girl residing with her biological mother 

who had been sexually abused by her paternal grandmother, reported significant 

improvement on all TSCC subscales at post-test, which was maintained at 3- and 6-month 

follow-up. 
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Table 8.5 

Individual Treatment Effects for the Child-Rated Psychometric Measure – TSCC Anxiety, 

Depression and Dissociation (All children regardless of pre-test score showing change are 

included) 

Participant PTSD 

DSM-IV 

(All) 

TSCC 

ANX 

Pre 

TSCC 

ANX 

Post 

TSCC 

DEP 

Pre 

TSCC 

DEP 

Post 

TSCC 

DIS 

Pre 

TSCC 

DIS 

Post 

No. & type 

of dual 

diagnoses 

on ADIS 

RCI & CS 

change 

over time# 

TP1  

P#316 Y 81** 54 65** 46 65** 38 1, GAD R* 

P#311 Y 64** 42 77** 72 69** 55 

3, GAD, 

MDD, 

eating  

R (ANX, 

DIS) 

P#5 Y 69** 49 79** 46 75** 47 
2, GAD, 

eating  
R* 

P#13 N 59 39 60** 41 53 51 0 
R (ANX, 

DEP) 

P#306 Y 33 36 37 37 54 37 1, GAD I (DIS) 

P#310 Y 47 44 
 

70** 
44 47 37 1, ADHD R (DEP) 

P#301 Y 81** 66 74** 69 67** 59 
2, GAD, 

Dys 

I- 3mo 

months 

P#309 Y 71** 57 74** 51 61** 47 1, GAD R* 

P#305 Y 50 35 50 37* 53 35 1, MDD I 

P#318 Y 55 74 53 91 68** 90 
2, GAD, 

ADHD 
D! 

P#302 Y 79** 79 62** 77 67** 57 0 D (DEP)! 

P#315 Y 57 47 46 43 51 63! 
2, GAD, 

Dys 

I- 3 

months 

P#308 Y 35 49 39 39 45 61! 1, GAD 
Not 

consistent 

P#9 N 49 42 46 53 37 57! 0 
I- 3 

months 

P#4 N 57 57 48 60 59 81! 
2, ADHD, 

ODD 

Not 

consistent 
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Table 8.5  (cont.) 

 

Participant PTSD 

DSM-IV 

(All) 

TSCC 

ANX 

Pre 

TSCC 

ANX 

Post 

TSCC 

DEP 

Pre 

TSCC 

DEP 

Post 

TSCC 

DIS 

Pre 

TSCC 

DIS 

Post 

No. & type 

of dual 

diagnoses 

on ADIS 

RCI & CS 

change 

over time# 

CE-TP2  

P#502 Y 96** 66 77** 53 61** 41 0 R, D - 3 & 

6 months 

P#505 Y 79** 49 58 55 45 41 2, ADHD, 

ODD 

R (ANX) 

P#418 Y 87** 60 65** 50 58 50 3, GAD, 

ADHD, 

ODD 

R (ANX, 

DEP) 

P#504 Y 59 39 39 35 59 39 4, GAD, 

MDD, 

ODD, eating  

I 

P#320 Y 55 36 40 35 52 39 1, eating  I 

P#323 Y 49 69 43 62 47 61 2, GAD, 

MDD 

D!, R - 3 

month 

P#415 N 31 66 35 67 37 65 2, GAD, 

ADHD 

D!  

WLC  

P#331 Y 55 36 40 35 52 39 0 I* 

P#334 Y 49 69 43 62 47 61 2, GAD, 

MDD 

D! 

P#508 N 49 69 43 62 47 61 2, MDD, 

ADHD 

D! 

Note. * Maintained significant improvement across each follow-up testing phase; ! Deteriorated across each 

testing phases; **Pre-test T-score in clinical range; RCI – Reliable Change Index; CS = Clinical Significant 

Change; R = Recovered both RCI & CI; I = Improvement, reliable change has occurred only; MI = Minimal 

Improvement using the 1 SD criterion from the RCI; U = Unchanged, passed neither criterion; MD = Minimal 

Deterioration, scores have deteriorated more that 1 SD; D = Deteriorated, scores have deteriorated more than 2 

SD; # Follow-up data not shown in actual table - see Appendix 4; MI ANX = 11.07; MI DEP = 8.06; MI DIS = 

7.33. GAD = Generalised Anxiety Disorder. ADHD = Attention Deficit Hyperactivity Disorder, Dys = 

Dysthymia, ODD = Oppositional Defiant Disorder, MDD = Major Depressive Disorder. Eating = Eating Issues 

such as purging or bingeing behaviours. 
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A higher proportion of children from TP1 showed evidence of improvement on the 

TSCC subscales than the CE-TP2 children. However, there was also a higher proportion of 

children from TP1 who showed evidence of deterioration on these subscales at post-test than 

was found for children in CE-TP2. Three children, participant #318 from TP1, and participant 

#323 and participant #415 from CE-TP2, showed significant deterioration on all subscales of 

the TSCC. Two of these children (#415 and #318) also reported an increase in symptoms on 

the TSCC PTSD subscale. Whilst the deterioration in self-reported symptoms was maintained 

for participant #415 (in foster care) at 3- and 6-month follow-up, both participant #323 and 

participant #318 (who lived with their biological family) reported a significant reduction in 

symptoms at either 3- or 6-month follow-up. Each of these children had a DSM diagnosis of 

PTSD at pre-test, but not at post-test or at each of the follow-up testing phases. An increase in 

symptoms of hyperarousal was, however, noted at 3-month follow-up for an 8-year-old girl 

(#415) living in a foster care following sexual abuse perpetrated by an immediate family 

member on multiple occasions. Other children described in Table 8.5, who showed evidence 

of deterioration, reported increased symptomatology on a single subscale of the TSCC only. 

For example, participant #315 reported a significant increase in symptoms of dissociation, 

with participant #302 reporting increased symptoms of depression from pre- to post-test. 

Most of the children showing deteriorations on these subscales were older (10-12 years), 

whereas the majority of children showing improvement were younger (8-10 years). 

At 3-month follow-up, consistent with the findings from TP1 on the TSCC PTSD 

subscale, there was a continued decrease in reports of symptomatology for anxiety, 

depression and dissociation for some children. Table 8.5 (final column) identifies those 

children who show a continued reduction in symptoms on the TSCC at 3-month follow-up.  

For each of these subscales, a proportion of children in each of the treatment groups 

reported a positive change in symptomatology from pre- to post-test on the subscales of the 

TSCC. However, 27% of the children in TP1 reported an increase in symptoms of 
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dissociation from pre- to post-test. It is likely that, following treatment, children become 

better reporters of such symptoms, or that some dissociative phenomena was experienced due 

to the exposure components in the treatment, which is a common outcome in such trauma-

focused treatments. 

There were thirteen (23%) participants with scores in the clinical range at pre-

treatment across all conditions for the TSCC depression subscale, and twelve (21%) at post-

treatment who reported scores in the clinical range. At 3-month follow-up, from the thirteen 

children with scores in the clinical range at pre-treatment, six (50%) children continued to 

report clinical symptomatology of depression, suggesting that changes in depression occurred 

for approximately half of the children over time rather than directly following treatment.  

Group associations. Table 8.6 shows the group results when improvement was 

estimated using the RCI or minimally significant change criteria for both the treatment and 

WLC groups for the remaining TSCC subscales. The results demonstrate that the pattern of 

responses for children in TP1 was more variable than for children in the CE-TP2 program. 

This pattern appears regardless of whether children reported clinical symptomatology of 

PTSD on the TSCC. No significant associations were found between treatment program and 

level of improvement when the children failed to report PTSD symptoms in the clinical 

range.  
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Table 8.6 

Proportion of Children Improved, Unchanged or Deteriorated Across the Three Treatment 

Conditions for the Anxiety, Depression and Dissociation Subscales of the TSCC  

Group TP1 (N = 9) CE-TP2 (N = 4) WLC (N = 2) 

TSCC Anxiety: In clinical range at pre-test (N = 15) 

Improved either criterion 5 (56%) 3 (75%) 0 (%) 

Unchanged 4 (44%) 1 (25%) 2 (100%) 

Deteriorated either criterion 0 (0%) 0 (0%) 0(0%) 

Group TP1 (N = 17) CE-TP2 (N = 12) WLC (N = 12) 

TSCC Anxiety: Not in clinical range at pre-test (N = 41) 

Improved either criterion 2 (12%) 2 (17%) 1 (8%) 

Unchanged 13 (76%) 8 (66%) 9 (76%) 

Deteriorated. either criterion  2 (12%) 2 (17%) 2 (16%) 

Group TP1 (N = 10) CE-TP2 (N = 3) WLC (N = 0) 

TSCC Depression: In clinical range at pre-test (N = 13)  

Improved either criterion 5 (50%)       2 (67%)  0 (0%)* 

Unchanged 4 (40%) 1 (33%) 0 (0%) 

Deteriorated either criterion 1 (10%) 0 (0%) 0 (0%) 

Category TPI (N = 16) CE-TP2 (N = 13) WLC (N = 14) 

TSCC Depression: Not in clinical range at pre-test (N = 43) 

Improved either criterion 3 (19%) 1 (7%) 0 (0%) 

Unchanged 11 (69%) 10 (78%) 12 (86%) 

Deteriorated either criterion  2 (12%) 2 (15%) 2 (14%) 
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Table 8.6. (cont.) 

    

Category TP1 (N = 7) CE-TP2 (N = 2) WLC (N = 0) 

TSCC Dissociation: In clinical range at pre-test (N = 9) 

Improved either criterion 5 (72%)      2 (100%)  0 (0%) 

Unchanged 1 (14%) 0 (0%) 0 (0%) 

Deteriorated either criterion 1 (14%) 0 (0%) 0 (0%) 

Category TP1 (N = 19) CE-TP2 (N = 14) WLC (N = 14) 

TSCC Dissociation: Not in clinical range at pre-test (47) 

Improved either criterion 5 (26%) 4 (28%) 1 (7%) 

Unchanged 8 (42%) 8 (57%) 11 (79%) 

Deteriorated either criterion  6 (32%) 2 (15%) 2 (14%) 

Note. No individual in the WLC reported a score at clinical levels for the TSCC dissociation 

subscale.   

 

Summary. The data for individual effects for the subscales of the TSCC show that 

neither intervention program had significant effects on child-rated symptoms on the TSCC 

overall. However, a subgroup of children showed clinically significant change. Specifically, 

younger children (aged 8-9 years) who lived at home with their biological mother from either 

treatment program tended to report greater individual change on the TSCC. Most children 

reporting a meaningful reduction in symptoms also had a full DSM-IV diagnosis at pre-

treatment, indicating they may have been more symptomatic at pre-test.  
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Reliable Change Index for Carer-Rated Psychometric Measures for Child Psychopathology  

Table 8.7 displays the proportion of carer-rated measures of child psychopathology 

with clinical T-score cut-offs above 60 at pre-test for the CBCL and the CSBI. In contrast to 

the small proportion of children reporting symptomatology, up to 74% of carers reported 

clinical symptoms in children on one or more measure. In the following description, the CSBI 

and the CBCL Total Score will be discussed separately. The additional scores on the 

subscales of the CBCL will be discussed together.  

Table 8.8 shows the individual scores of children from each of the treatment programs 

and the WLC with one or more scores in the clinical range on any CBCL subscale at pre-test. 

Minimal associations were found between the scores on the CBCL subscales at pre-test and 

the number and type of differential diagnoses assessed from the ADIS in the diagnostic 

interviews. For example, there was a proportion of children who scored in the clinical range at 

pre-test on the CBCL subscales including Anxiety, Depression and Externalising problems, 

yet did not receive DSM diagnoses according to the carer’s responses on the diagnostic 

interview such as GAD, MDD or ADHD. It should be noted that some carers showed 

consistency in their reports across the diagnostic interview and the psychometric measures, 

and these carers tended to be biological mothers who potentially had more knowledge of their 

child’s functioning compared to carers who may have only had the child in their care for a 

short period of time before the assessment commenced. Carers reported a higher proportion of 

difficulties on the psychometric measures than did children. For example, on the TSCC 

Depression scale, 23% of the overall sample reported clinical levels of depression (31% from 

the treatment programs); however, on the CBCL, carers reported that 68% of children (62% 

from the treatment programs) were clinically symptomatic. When compared to the data 

collected on the diagnostic interview where all children were assessed as symptomatic and 
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meeting at least the sufficient criteria for DSM PTSD, there were fewer reports of clinical 

symptomatology on the CBCL.  

When the carer reports of symptomatology on the CBCL are contrasted with the 

children’s own self-reports on the TSCC at pre-test, of those children reporting clinical 

symptoms, half of the carers from TP1 reported other types of clinical symptomatology (i.e., 

depression, anxiety and externalising problems) on the CBCL in these children also. In the 

CE-TP2, this proportion dropped to 33% and was negligible in the WLC group. Overall, 

regardless of the PTSD diagnostic status of the child, children presented with a range of 

psychopathology at clinical levels on carer-report measures, highlighting the different types of 

behaviours assessed using a range of assessment techniques in this sample of children.  

 

Table 8.7 

Number and Percentage of Carer-Rated Measures with Clinical T-Score Cut-offs Greater 

than 60 at Pre-Treatment - CSBI and CBCL 

Treatment 

condition 

CSBI 

Total 

CBCL 

Social 

CBCL  

ANX/DEP 

CBCL  

Thought 

CBCL 

Internalising 

CBCL 

Externalising 

CBCL 

Total 

TP1 (N = 26) T>60 = 11 

(42.5%) 

> 60 = 14 

(54%) 

> 60 = 17 

(65%) 

> 60 = 12 

(46%) 

> 60 = 15 

(58%) 

> 60 = 17 

(65%) 

>60 = 16 

(61%) 

CE-TP2 (N = 16) T> 60 = 8 

(50%) 

> 60 = 13 

(81%) 

> 60 = 9 

(56%) 

> 60 = 13 

(81%) 

> 60 = 13 

(81%) 

> 60 = 14 

(87%) 

>60 = 15 

(94%) 

Total TP1 &  

CE-TP2 (N = 42) 
45% 64.2% 61.9% 59.5% 67% 74% 74% 

WLC (N = 14) T> 60 = 6 

(43%) 

> 60 = 9 

(64%) 

> 60 = 12 

(86%) 

> 60 = 7 

(50%) 

> 60 = 13 

(93%) 

> 60 = 10 

(71%) 

>60 = 13 

(93%) 

Note. T = T-score for the measure. 
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Table 8.8 

Pre-Treatment T-Scores for all Subscales on the CBCL and CSBI 

Participant Self-report 

on TSCC 

PTSD 

PTSD 

DSM-IV 

(All) 

CBCL Total CBCL 

INT 

CBCL 

EXT 

CBCL 

ANX/ 

DEP 

CSBI 

Total 

No. & type of dual diagnoses 

on ADIS 

Total no. scores 

in clinical range 

TP1  

P#311 Y Y 90 88 85 94 110 3, GAD, MDD, Eating  5 

P#301 Y Y 89 86 82 92 110 2, GAD, Dys 5 

P#316 Y Y 83 78 82 78 110 1, GAD 5 

P#315 Y Y 78 82 80 82 110 2, GAD, Dys 5 

P#317 Y Y 77 74 73 79 88 3, GAD, MDD, ADHD 5 

P#319 N Y 76 86 64 89 49 2, GAD, MDD 4 

P#302 Y Y 75 71 74 63 64 0 5 

P#310 Y Y 74 71 68 61 42 1, ADHD 4 

P#5 Y Y 69 67 62 69 110 2, GAD, Eating      5 

P#4 N N 67 49 72 50 105 2, ADHD, ODD 3 

P#15 N Y 67 53 68 56 88 0 3 

P#14 N Y 66 67 62 66 105 0 5 

P#309 Y Y 65 59 65 63 74 1, GAD 4 

P#305 N Y 63 64 65 62 57 1, MDD 4 

P#3 Y Y 62 62 62 62 44 0 4 

P#308 N Y 61 52 67 52 42 1, GAD 3 

P#304 N N 58 57 59 61 42 1, GAD 1 

P#306 N Y 57 66 53 68 52 1, GAD 2 

P#9 N N 56 63 54 54 42 0 1 

P#318 Y Y 56 57 55 64 49 2, GAD, ADHD 1 

P#2 N N 54 46 67 50 49 1, CD 1 

P#314 N Y 52 64 42 64 46 1, GAD 2 

P#323 N Y 88 90 81 92 110 2, GAD, MDD 5 
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Table 8.8  (cont.) 
Participant Self-report 

on TSCC 

PTSD 

PTSD 

DSM-IV 

(All) 

CBCL 

Total 

CBCL 

INT 

CBCL 

EXT 

CBCL 

ANX/ 

DEP 

CSBI 

Total 

No. & type of dual diagnoses 

on ADIS 

Total no. scores 

in clinical range 

CE-TP2 – Carers who reported child symptoms in the clinical range on one or more subscales of the CBCL & CSBI at pre-test (15/16 = 94%) 

P#505 Y Y 84 74 85 76 110 2, ADHD, ODD 5 

P#506 N Y 83 85 64 80 48 2, GAD, ADHD 4 

P#504 N Y 83 74 84 38 110 4, GAD, MDD, ODD, eating  4 

P#502 Y Y 80 61 83 50 44 0 3 

P#418 Y Y 80 61 83 50 89 3, GAD, ADHD, ODD 4 

P#324 N Y 75 75 68 78 59 2, GAD, Dys 4 

P#507 N Y 74 72 72 69 61 4, GAD, Dys, ADHD, eating  5 

P#410 N Y 72 60 74 59 66 3, GAD, ADHD, ODD 4 

P#501 Y N 71 48 78 50 44 0 2 

P#415 N Y 71 48 78 50 79 2, GAD, ADHD 3 

P#503 Y Y 70 70 65 70 44 2, GAD, ODD 4 

P#409 N N 69 68 62 68 44 0 4 

P#320 N Y 65 69 64 94 80 1, eating 5 

P#322 N N 61 66 52 98 49 1, GAD 3 

WLC – Carers who reported child symptoms in the clinical range on one or more subscales of the CBCL & CSBI at pre-test (13/14 = 93%) 

P#334 N Y 87 88 80 88 110 2, GAD, MDD 5 

P#508 N N 80 61 83 50 59 2, MDD, ADHD 3 

P#421 N N 76 63 79 63 82 0 5 

P#335 N Y 75 75 68 78 59 1, GAD 4 

P#329 N Y 74 75 71 75 59 0 4 

P#307 Y Y 73 77 64 78 110 1, GAD 5 

P#327 N Y 71 74 62 74 59 1, GAD 4 

P#312 N Y 67 64 76 61 76 1, MDD 5 

P#330 N Y 67 73 54 75 74 0 4 

P#331 N Y 65 69 64 94 80 0 5 

P#326 N Y 65 68 60 68 44 0 4 

P#325 N Y 65 69 59 72 42 0 3 

P#333 N N 61 66 52 98 43 1, GAD 3 
Note. Children with scores in the clinical range on one or more measure are shown by treatment program. GAD = Generalised Anxiety Disorder. ADHD = Attention Deficit Hyperactivity Disorder. Dys = Dysthymia. 

ODD = Oppositional Defiant Disorder. MDD = Major Depressive Disorder. Eating = Eating problems. P = Participant.  
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Children’s Behavioural Functioning – CBCL Total Score 

Individual effects. Table 8.8 shows that for TP1, 16/26 (62%) children were rated by 

their carers to have significant problematic behaviours on the CBCL Total Score. The 

majority of these children (15) from TP1 had experienced chronic ongoing abuse, with ten 

reporting sexual abuse only and six reporting a range of abuse types such as physical and 

emotional abuse in addition to CSA. In CE-TP2, 15/16 (94%) children were rated by their 

carers with problematic behaviours on the CBCL Total Scores. In the WLC group, the 

majority of children (13/14; 93%) were also rated with significant levels of problematic 

behaviours on this measure.  

At post-treatment, when the reliable change index was calculated, there were six 

children from TP1 who recovered at post-test, with four of these children maintaining this 

improvement at 6 months (see Table 8.9). For the other two children who recovered at post-

test, one child showed evidence of improved behaviour, whilst the other child (#15) returned 

to pre-test levels of problematic behaviour (this latter child was in foster care). Of those who 

remained unchanged or deteriorated at post-test and follow-up, most children were also living 

in foster care. Two children (#16 and #317) living with their biological mothers showed 

deteriorating behavioural symptoms at post-test, but improvement was reported at follow-up.  
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Table 8.9 

Individual Treatment Effects for the Carer-Rated Measure – CBCL Total Score 

Participant Child Self- 

Report on 

TSCC 

PTSD 

Met DSM-

IV-TR 

Criteria 

CBCL  

Total  

Pre T-

score 

CBCL 

Total 

Post T- 

Score 

RCI & CS 

change 

pre-post 

CBCL 

Total 3-

month FU 

CBCL 

Total 6-

month 

FU 

RCI & 

CS 

change 

over 

time 

TP1  

P#311 Y N 90** 52 R 76 61 I 

P#319 N Y 76** 41 R 47 45 R* 

P#5 Y Y 69** 45 R 51 40 R* 

P#302 Y Y 75** 54 R 55 58 R* 

P#314 N Y 52 39 I 41 40 I 

P#310 Y Y 74** 62 I 53 48 R 

P#15 N Y 67** 52 R 52 67 U 

P#3 Y Y 62** 50 R 50 50 R* 

P#305 N N 63** 53 I 56 66 U 

P#301 Y Y 89** 80 I 80 66 I 

 P#11 Y N 56 46 I 51 60 U 

P#9 N N 56 62 DM 56 60 U 

P#16 N N 42 48 DM 41 29 I 

P#317 Y Y 77 92! D 90 61 I 

CE TP2  

P#409 N N 69** 60 I 60 60 U 

P#323 N Y 88** 49 R 49 66 I 

P#418 Y Y 80** 68 I 68 68 I 

P#324 N Y 75** 52 R 56 54 R* 

P#404 N Y 37 54 D 66 66 D 

P#320 N Y 65** 75 D 45 52 R 

P#322 N N 61** 77 D 48 54 R 
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Table 8.9  (cont.) 
 

Participant Child Self- 

Report on 

TSCC 

PTSD 

Met DSM-

IV-TR 

Criteria 

CBCL  

Total  

Pre T-

score 

CBCL 

Total 

Post T- 

Score 

RCI & CS 

change 

pre-post 

CBCL 

Total 3-

month FU 

CBCL 

Total 6-

month 

FU 

RCI & 

CS 

change 

over 

time 

WLC  

P#335 N Y 75** 52 R - - - 

P#334 N Y 87** 49 R - - - 

P#508 N N 80** 68 I - - - 

P#331 N Y 65** 75 D - - - 

P#333 N N 61** 77 D - - - 
Note. * Maintained significant improvement across each follow-up testing phase; ! Deteriorated across each testing 

phases; **Pre-test T-score in clinical range; RCI – Reliable Change Index; CS = Clinical Significant Change; R = 

Recovered both RCI & CI; I = Improvement, reliable change has occurred only; MI = Minimal Improvement using the 1 

SD criterion from the RCI; U = Unchanged, passed neither criterion; MD = Minimal Deterioration, scores have 

deteriorated more that 1 SD; D = Deteriorated, scores have deteriorated more than 2 SD; Reliable change criterion = 

8.12; Minimum Significant Change = 5.09; Standard error of change = 4.140. There were also some children with 

minimal improvement or deterioration not shown in the above table.  
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For CE-TP2, two children recovered at post-test (#323 and  #324); one child who 

lived with their step-mother maintained this reliable change at follow-up, and the other child 

who lived with their biological mother showed further improvements at follow-up. Two 

further children demonstrated reliable change by follow-up, both living with their biological 

mothers. Three children deteriorated at post-test; two of these children were living with their 

biological mothers and showed recovery at 3-month follow-up and the other who lived in a 

foster care arrangement continued to show high levels of psychopathology. For the WLC 

condition, two children recovered and two children deteriorated, with all of these children 

living with biological or step-families. 

When the carer-rated results were contrasted with the child self-report, one child 

(#302) in TP1, while showing significant improvement on the CBCL, reported deterioration 

on the TSCC. For the CE-TP2, there was no consistency shown between change on the TSCC 

subscales and on the CBCL Total Score. For example, one child reported improvement on the 

TSCC scales, but the carer reported deterioration on the CBCL (#320), and a further child 

reported deterioration on the TSCC with the carer reporting improvement on the CBCL 

(#323).  

Group associations. The effect of the two treatment programs on the CBCL Total 

Scores are shown in Table 8.10. No statistical group improvement was found for either 

treatment program.   
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Table 8.10 

Proportion of Children Improved, Unchanged or Deteriorated Across the Three Treatment 

Conditions  

Category TP1 (N = 16) CE-TP2 (N = 15) WLC (N = 13) 

CBCL-Total: In clinical range at pre-test (N = 44)  

Improved either criterion 9 (56%)       5 (34%)  3 (23%) 

Unchanged 6 (37%) 8 (53%) 8 (62%) 

Deteriorated either criterion 1 (7%) 2 (13%) 2 (15%) 


2
 (N = 44, df = 4) = 3.7, p = .45 

Category TP1 (N = 10) CE-TP2 (N = 1) WLC (N = 1) 

CBCL-Total: Not in clinical range at pre-test (N = 12) 

Improved either criterion 2 (20%) 0 (0%) 0 (0%) 

Unchanged 6 (60%) 0 (0%) 1 (100%) 

Deteriorated either criterion  2 (20%) 1 (100%) 0 (0%) 


2
 (N = 12, df = 4) = 3.89, p = .42 

Note. Children with T-scores greater and less than 60 for CBCL-total score at pre-test, 

according to treatment conditions. 

 

Summary. Similar to findings for the TSCC, the intervention programs did not have 

significant effects on carer-rated child problematic behaviour. However, overall, it appears 

that children who live at home with their biological mother from either treatment program 

tended to report greater change according to the carer’s report across testing phases. 

Interestingly, if change was not reported at post-test for children in biological families, it 

tended to occur at 3-month follow-up, whereas children in foster care arrangements, 

according to their carers, tended to remain unchanged in their behaviour or show evidence of 
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deterioration. No other trend was apparent for any other sociodemographic variable, such as 

age, gender or number of diagnoses on the diagnostic interview.  

Child Behavioural Functioning - Anxious/Depressed, Internalising and Externalising 

Subscales 

Carer reports of child psychopathology on the remaining subscales of the CBCL, 

followed a similar pattern to those found on the CBCL Total Score. Table 8.8 shows that, if 

carers rated high levels of problematic behaviour on the Total Score, they also tended to rate 

high levels of psychopathology across the other CBCL subscales. A high proportion of 

children across all conditions had a score in the clinical range on one or more of the 

remaining subscales on the CBCL, with 85% of children in TP1, 94% in the CE-TP2 and 

93% in the WLC. Table 8.7 shows the proportion of children in each of the groups with 

clinical symptoms on the subscales of the CBCL. These data represent a high proportion of 

children presenting with significant levels of psychopathology according to their carers, 

across all treatment programs. These data are in contrast to children’s reports on the TSCC, 

where the majority of children were not reporting high levels of psychopathology. 

Individual effects. On each of the CBCL subscales, reported change for child 

psychopathology across time was inconsistent. No child for any treatment condition 

maintained significant reliable change across time on any of these subscales (see Table 8.11), 

suggesting that the treatment was ineffective in reducing a wider range of carer-rated 

psychopathology such as Anxiety, Depression, and Externalising behaviours. This is not 

surprising, as the aim of the program was to reduce PTSD symptoms in children, and did not 

specifically target additional psychopathology.  

In TP1, three 8-year-old girls who resided with their biological mothers showed 

recovery on the subscales of the CBCL at post-test (#311, #319 and #5). Whilst this 

improvement was maintained for one child (#319) at 3- and 6-month follow-ups, the other 
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children showed inconsistency for other behaviours. These three children had experienced 

sexual abuse only, with no other abuse type reported. Further inspection of the data shows 

that, for those children who experienced only sexual abuse, their carers tended to rate them 

with greater change on the remaining subscales of the CBCL. For example, four children 

reporting incidences of sexual abuse only showed evidence of recovery on at least one of the 

CBCL subscales at post-test, with most of these children maintaining improvement over time. 

One child who reported sexual abuse only and was living in foster care (#15) showed 

deterioration at post-test, with some inconsistent improvements at follow-up. The child who 

deteriorated across all testing phases (#315) resided with a step mother and had reported 

multiple types of abuse at pre-test.  
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Table 8.11 

Individual Treatment Effects for the Carer-Rated Measure – CBCL Anxiety/Depression, Internalising 

and Externalising Subscales  

Participant Child Self-

Report on 

TSCC 

PTSD 

Met 

DSM-

IV-TR 

Criteria 

CBCL 

ANX/DEP

PRE 

CBCL 

ANX/DEP

POST 

CBCL

EXT 

PRE 

CBCL

EXT 

POST 

CBCL 

INT 

PRE 

CBCL 

INT 

POST 

RCI & CS 

change at 

pre-post 

RCI & CS 

change over 

time 

TP1  

P#311 Y Y 95 54 85 56 88 54 R Not 

consistent 

P#319 N Y 89 50 64 42 86 51 R I 

P#5 Y Y 69 50 62 48 67 43 R I 

P#13 Y N 
59 39 60 41 53 51 

R 

(A/D,INT) 

I 

P#302 Y Y 63 61 74 54 71 58 R (EXT, 

INT) 

Not 

consistent 

P#305 N Y 63 63 65 55 64 50 R (EXT, 

INT) 

Not 

consistent 

P#306 Y Y 68 58 53 66 66 53 R (INT), D 

(EXT) 

Not 

consistent 

P#310 Y Y 61 61 68 68 71 53 R (INT) I 

P#314 N Y 64 50 42 42 60 48 R (INT) I 

P#315 Y Y 84 57 80 77 82 77 R (A/D) D 

P#15 N Y 56 50 68 56 53 43 R (EXT) Not 

consistent 

P#3 Y Y 62 58 62 54 62 55 U I 

P#11 Y N 57 52 53 48 58 51 U U 

P#318 Y Y 
64 66 59 46 57 64 

R 

(INT,EXT) 

Not 

consistent 

P#16 Y Y 
50 50 46 52 39 52 D (INT) 

Not 

consistent 

P#13 Y Y 50 50 50 53 33 46 D (INT) I over time 

P#308 N Y 52 59 67 65 52 59 U I 

P#317 Y Y 79 81 73 94 74 83 D (INT, EXT)     U 
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Table 8.11  (cont.) 

         

Participant Child Self-

Report on 

TSCC 

PTSD 

Met 

DSM-

IV-TR 

Criteria 

CBCL 

ANX/DEP

PRE 

CBCL 

ANX/DEP

POST 

CBCL

EXT 

PRE 

CBCL

EXT 

POST 

CBCL 

INT 

PRE 

CBCL 

INT 

POST 

RCI & CS 

change at 

pre-post 

RCI & CS 

change 

over time 

CE-TP2  

P#323 N Y 92 50 81 50 90 48 R D!  

P#322 N N 98 74 52 74 66 71 Not 

consistent 

Not 

consistent 

P#320 N Y 94 72 64 73 69 76 Not 

consistent 

Not 

consistent 

P#324 N Y 78 57 68 42 78 57 I I 

P#409 N N 68 58 62 53 68 55 I I 

P#418 Y Y 50 67 83 67 61 60 Not 

consistent 

Not 

consistent 

P#502 Y Y 50 67 83 67 61 60 Not 

consistent 

Not 

consistent 

P#410 N Y 59 64 74 62 60 64 I Not 

consistent 

WLC - TP1  

P#334 N Y 88 50 80 50 88 48 R - 

P#333 N N 98 73 52 74 66 74 R (A/D), D 

(INT,EXT) 

- 

P#331 N Y 94 72 64 73 69 76 R (A/D), D 

(EXT) 

- 

P#335 N Y 78 57 68 42 75 57 R - 

P#508 N N 50 67 83 67 61 60 R (EXT) - 

Note. * Maintained significant improvement across each follow-up testing phase; ! Deteriorated across each testing phases; 

**Pre-test T-score in clinical range; RCI – Reliable Change Index; CS = Clinical Significant Change; R = Recovered both 

RCI & CI; I = Improvement, reliable change has occurred only; MI = Minimal Improvement using the 1 SD criterion from 

the RCI; U = Unchanged, passed neither criterion; MD = Minimal Deterioration, scores have deteriorated more that 1 SD; D 

= Deteriorated, scores have deteriorated more than 2 SD; Children shown had one or more scores at a clinical level on one of 

the additional subscales of the CBCL; MI Anxiety/depression = 11.2, MI EXT = 6 and MI INT = 7.  
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 For the CE-TP2, no carers reported reliable change in their children on the remaining 

CBCL subscales. There were two younger children (aged 10 years or under) showing 

improvement at post-test and follow-up (#324 and #409). One child showing improvement at 

post-test deteriorated at 3- and 6-month follow-up (#323) (Appendix 5). This child was an 

11-year-old girl living with her biological mother who reported sexual abuse only. Generally, 

for children showing change, the results across time were inconsistent overall, suggesting that 

12 weeks of treatment which targeted PTSD symptoms was insufficient to address the 

multidimensional psychopathology experienced by many of these children.  

When the behavioural change on the child self-report measures (TSCC) and carer 

report (CBCL Total subscale) was considered, there were three children from TP1 showing 

recovery on both measures at post-test. On the remaining CBCL subscales at post-test, two 

further children also showed improvement on most TSCC subscales (#311 and #5). 

Participant #311 was an 8-year-old child residing with her mother who had reported multiple 

instances of sexual abuse. This child did not meet PTSD DSM criteria from the diagnostic 

interview, yet she reported high levels of symptoms on the TSCC. Additionally, she had 

scores in the clinical range at pre-test on most other TSCC subscales and also on carer-rated 

psychometric measures. Participant #5 was also an 8-year-old girl residing with her mother 

also reporting instances of sexual abuse, who met DSM criteria for PTSD but did not report 

high levels of PTSD on the TSCC. This child also had high levels of self-rated and carer-

rated psychopathology at pre-test.  

One child (#315), whilst showing some improvement on the CBCL subscales at post-

test, reported greater difficulties on the Dissociative subscale of the TSCC at post-test. 

However, at 3- and 6-month follow-up, deterioration in child functioning was reported by the 

carer and improvement on self-report symptoms by the child (see Appendix 5). Another child 

(#323) from CE-TP2 who had extremely high scores of psychopathology at pre-test for carer 
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and child psychometric measures, reported deterioration over time on the TSCC subscales yet 

on the CBCL Total score showed some improvement at 3 months. It, therefore, appears that 

children who were highly symptomatic at pre-test on self-report and carer report measures, 

who experienced single types of trauma, and lived within the biological family were most 

likely to show substantial improvement from the treatment program when both the TSCC and 

CBCL data are considered. These findings were maintained across time. Most children, 

however, showed inconsistent effects of treatment, or showed evidence of no change on self-

reports.  

Group associations. For the CBCL Internalising subscale, there was a higher 

proportion of children than expected in the improved category from TP1 than the CE-TP2 at 

post-test, if children were clinically symptomatic at pre-test (see Table 8.12). No other 

associations were found for the Anxiety/Depression or the Externalising subscales across 

treatment conditions.  
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Table 8.12 

Proportion of Children in Each Group Improved, Unchanged or Deteriorated on the 

Anxiety/Depression, Internalising and Externalising Subscales of the CBCL  

Category TP1 (N = 17) CE-TP2 (N = 9) WLC (N = 12) 

CBCL Anxiety/Depression: In clinical range at pre-test (N = 38) 

Improved either criterion 5 (29%)       4 (44%)  4 (33%) 

Unchanged 12 (71%) 5 (56%) 8 (67%) 

Deteriorated (either criterion 0 (0%) 0 (0%) 0 (0%) 


2
(N = 38, df = 4) = .60, p = .74 

Category TP1 (N = 9) CE-TP2 (N = 7) WLC (N = 2) 

CBCL Anxiety/Depression: Not in clinical range at pre-test 

Improved either criterion 0 (0%) 0 (0%) 0 (0%) 

Unchanged 9 (100%) 5 (71%) 1 (50%) 

Deteriorated either criterion  0 (0%) 2 (29%) 1 (50%) 


2
(N = 18, df = 4) = 4.11, p = .12 

Category TP1 (N = 17) CE-TP2 (N = 14) WLC (N = 10) 

CBCL Externalising: In clinical range at pre-test (N = 41) 

Improved either criterion 8 (47%)     6 (42%)  3 (30%) 

Unchanged 8 (47%) 7 (50%) 6 (60%) 

Deteriorated (either criterion 1 (6%) 1 (8%) 1(10%) 


2
(N = 41, df = 4) = 0.81, p = .94 

Category TP1 (N = 9) CE-TP2 (N = 2) WLC (N = 4) 

CBCL Externalising: Not in clinical range at pre-test (N = 15) 

Improved either criterion 3 (33%) 0 (0%) 0 (0%) 

Unchanged 4 (45%) 0 (0%) 3 (75%) 

Deteriorated either criterion  2 (22%) 2 (100%) 1(25%) 


2
(N = 15, df = 4) = 6.71, p = .15 
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Table 8.12.  (cont.) 

Category TP1 (N = 15) CE-TP2 (N = 13) WLC (N = 13) 

Internalising: In clinical range at pre-test (N = 41) 

Improved either criterion 10 (66%)* 3 (23%) 2 (15%) 

Unchanged 4 (27%) 9 (69%) 10 (77%) 

Deteriorated either criterion 1 (7%) 1 (8%) 1 (8%) 


2
(N = 41, df = 4) = 9.69, p = .046 

Category TP1 (N = 11) CE-TP2 (N = 3) WLC (N = 1) 

Internalising: Not in clinical range at pre-test 

Improved either criterion 2 (18%) 0 (0%) 0 (0%) 

Unchanged 5 (46%) 2 (67%) 
1 (100%) 

Deteriorated either criterion  4 (36%) 
1 (33%) 0 


2
(N = 15, df = 4) = 1.73, p = .78 

Note. Children with T-scores greater and less than 60 for remaining CBCL subscales at pre-

test, according to treatment conditions.

 

Summary. No significant associations were found between the treatment programs or 

the WLC and CBCL subscales scores. These findings correspond with the between-group 

effects (Chapter 7), and suggest that other factors (e.g., greater stability at home, age, living 

arrangements), not the treatment itself, contributed to deterioration or improvement in the 

functioning of the child if it occurred. The only significant effect found was for the CBCL 

Internalising subscale for TP1, where more children than expected improved on this measure 

at post-test. Some carers reported improvements or deteriorations across each subscale; 

however, the majority of children who reported incidences of sexual abuse only tended to 

make greater behavioural gains (movement toward functionality) over time, with children 

reporting multiple abuse types showing fewer improvements. Additionally, younger children 

living with their biological parent tended to show greater reliable change according to carer 
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reports. The most striking characteristic of these data is the change in symptomatology 

reported at each testing phase. Many children who showed gains from pre- to post-test 

deteriorated at follow-up, suggesting that continuous treatment may be important for these 

children; particularly those reporting multiple traumas. 

Children’s Problematic Sexual Behaviour – CSBI - Total Score 

Individual effects. Table 8.7 shows that 50% of children displayed clinically 

significant levels of problematic sexual behaviours. Table 8.13 shows the individual scores 

for all children who demonstrated change on the carer-rated CSBI. In TP1, only one child 

(#5), an 8-year-old girl living with her biological mother who reported multiple incidences of 

sexual abuse by her biological father, demonstrated reliable change across all testing phases, 

with the 6-month score no longer in the clinical range. Interestingly, this child also reported 

fewer symptoms on the TSCC subscales, and her carer reported fewer symptoms on the 

CBCL. A further child (#301), a 9-year-old girl also living with her biological mother who 

also reported multiple incidences of sexual abuse by a non-family member, also demonstrated 

reliable change on the CSBI by 6-month follow-up. This child, however, reported 

deteriorating functioning on the TSCC subscales across testing phases, showing 

inconsistencies across measures and raters. Two younger (8-year-old) children showed 

evidence of minimal improvement on the CSBI. Instances of sexual abuse only were reported 

for both of these children. Five further children (who were older, four girls and one boy, with 

inconsistent abuse types and living arrangements) showed inconsistent change across testing 

phases, with two of these children classified as recovered at the 6-month follow-up. One child 

deteriorated (#318); a 9-year-old boy living at home with his biological mother, who reported 

both sexual and physical abuse. This child also reported deteriorating functioning on the 

TSCC subscales.  



Childhood sexual abuse and PTSD     229 
 

 

In CE-TP2, two children demonstrated change across all testing phases (#418 and 

#504); a 12-year-old boy and a 9-year-old girl, one living in foster care and the other with 

their biological mother. Two further children had recovered by 6 months (#323 and #320); 

one an 11-year-old girl and the other a 9-year-old boy, both residing with their biological 

mothers. Two children deteriorated at 6-month follow-up; one child across all testing phases 

(#503) who was an 8-year-old girl living in foster care and was sexually abused by an 

immediate family member, and a 9-year-old girl (#324) living with her step-mother, also 

sexually abused by an immediate family member. In CE-TP2, inconsistencies were also noted 

across psychometric measures, with two children only showing reliable change across 

measures (#418 and #320). One child in particular (#323) showed recovery on the CSBI, but 

deteriorated on the TSCC and the CBCL.  

 In the WLC group, one child recovered and one deteriorated. The child who 

recovered at post-test was an 11-year-old girl currently residing with her step-mother who 

had been sexually abused by a family friend (#331). A 9-year-old boy residing with his 

biological mother who had been sexually abused by an immediate family member also 

deteriorated (#334). All other participants in the WLC group remained unchanged from pre- 

to post-test. Across psychometric measures, for the WLC group further inconsistencies were 

noted; the child who showed reliable change on the CSBI showed change on the CBCL, yet 

deteriorated on the child measures. For children who deteriorated on the CSBI, they also 

deteriorated on the CBCL, yet showed improvements on the TSCC. These data demonstrate 

variability in clinical scores over a 6-week period without treatment, suggesting other factors 

may have influenced scores, such as the family acknowledging that they would be supported 

and offered treatment by 6 weeks thereby feeling less isolated as a result, or measurement 

error. 
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Table 8.13 

Individual Treatment Effects for the Carer-Rated Psychometric Measure – CSBI Total Score 

Participant PTSD 

DSM-IV 

(All) 

CSBI 

Total Pre 

CSBI 

Total 

Post 

CSBI 

Total  

3-month 

FU 

CSBI 

Total   

6–month 

FU 

No. & type of 

dual diagnoses 

on ADIS 

RCI & CS 

change at 

pre-post 

RCI & CS 

change over 

time # 

TP1  

P#5 Y 110** 74 61 54 
2, GAD, 

eating issues 
R R* 

P#301 Y 110** 97 79 58 2, GAD, Dys MI R 

P#14 Y 105** 91 91 91 0 MI MI 

P#311 Y 110** 99 110 91 

3, GAD, 

MDD, eating 

issues 

MI MI  

P#315 Y 110** 102 110 85 2, GAD, Dys 

 

U 

 

R  

P#15 Y 88** 55 55 96 0 R U 

P#317 Y 88** 108 102 52 
3, GAD, 

MDD, ADHD 
D R  

P#309 Y 74** 61 46 76 1, GAD MI U 

P#305 Y 57 43 70 48 1, MDD I U 

P#318 Y 49 89 107 70 
2, GAD, 

ADHD 
D D! 

CE-TP2  

P#323 Y 110** 44 110 85 2, GAD, MDD R  R 

P#415 N 79** 68 67 67 
2, GAD, 

ADHD 
MI MI 

P#504 Y 110** 44 64 64 

4, GAD, 

MDD, ODD, 

eating issues 

R R* 

P#505 Y 110** 44 110 110 
2, ADHD, 

ODD 
R U 

P#418 Y 89** 49 49 49 
3, GAD, 

ADHD, ODD 
R R* 

P#320 Y 80** 110 52 54 
1, eating 

issues 
D R 
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Table 8.13  (cont.) 

Participant PTSD 

DSM-IV 

(All) 

CSBI 

Total Pre 

CSBI 

Total 

Post 

CSBI 

Total  

3-month 

FU 

CSBI 

Total   

6–month 

FU 

No. & type of 

dual diagnoses 

on ADIS 

RCI & CS 

change at 

pre-post 

RCI & CS 

change over 

time # 

P#324 Y 59 45 45 85 2, GAD, Dys MI D 

P#503 Y 44 74 74 74 2, GAD, ODD D D! 

WLC  

P#331 Y 80** 110 N/A N/A 0 D - 

P#334 Y 110** 44* N/A N/A 2, GAD, MDD R - 

Note. * Maintained significant improvement across each follow-up testing phase; ! Deteriorated across each testing 

phases; **Pre-test T-score in clinical range; RCI – Reliable Change Index; CS = Clinical Significant Change; R = 

Recovered both RCI & CI; I = Improvement, reliable change has occurred only; MI = Minimal Improvement using 

the 1 SD criterion from the RCI; U = Unchanged, passed neither criterion; MD = Minimal Deterioration, scores 

have deteriorated more that 1 SD; D = Deteriorated, scores have deteriorated more than 2 SD. RCI = 21.26; MI = 

13.88. 
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 Group associations. For children with a CSBI Total Score T-score above 60, a 

proportion of children in both treatment programs improved, with a higher proportion in the 

CE-TP2 reporting less problematic sexual behaviours (see Table 8.14). No changes were 

found for the WLC group.  

 

Table 8.14 

Proportion of Children Improved, Unchanged or Deteriorated on the CSBI Total Score  

Category TP1 (N = 11) CE-TP2 (N = 8) WLC (N = 6) 

CSBI: In clinical range at pre-test (N = 25) 

Improved either criterion 3 (27%) 5 (62%) 1 (17%) 

Unchanged 7 (64%) 2 (25%) 4 (66%) 

Deteriorated either criterion 1 (9%) 1 (13%) 1 (17%) 

 

Category TP1 (N = 15) CE-TP2 (N = 8) WLC (N = 8) 

CSBI: In non clinical range at pre-test (N = 31) 

Improved either criterion 1 (6%) 1 (12.5%) 0 (0%) 

Unchanged 12 (80%) 6 (75%) 8 (100%) 

Deteriorated either criterion  2 (14%) 1 (12.5%) 0 (0%) 

Note. Children with T-Scores greater and less than 60 for CSBI Total Score. 

 

Summary. Some trends were noted in children who recovered or deteriorated on the 

CSBI. In particular, children who showed reduced reports of problematic sexual behaviours 

were younger girls residing with their biological mothers with one trauma identified (sexual 

abuse). Children who showed a greater proportion of problematic sexual behaviours from 

pre- to post-test also tended to be younger and living at home with their biological parent, 

however, these children all reported incidences of a range of abuse types. It therefore appears 
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that children who experience multiple types of abuse (trauma) may differ from children who 

have experienced sexual abuse only, when considering the success of the group treatment for 

problematic sexual behaviours.  

Carer-rated Psychopathology 

One striking feature of the qualitative analysis of the child and carer reports of 

different child psychopathologies is the large discrepancy found between child self-report and 

carer report of the child’s functioning. This extends from the different reports of 

symptomatology of trauma symptoms reported on the diagnostic interview and the 

psychometric measures by both children and carers. One explanation is the well documented 

finding that children of different ages under-report symptomatology (Mesier-Stedman et al., 

2007). A second important issue concerns the level of carer distress. Each child participating 

in this study was assessed and presented with symptoms meeting the criteria of ‘sufficient 

PTSD symptomatology’ following sexual abuse. The impact of this experience on the carer, 

for example, the level of isolation experienced, and the way it impacts on the carer’s 

attachment to the child may influence carer reports of psychopathology on these measures, as 

reported for themselves and for the child. Furthermore, the quality of care provided by the 

carer and the stability of the home environment for the child appears to be very influential in 

the child’s perception regarding their own experiences. Accordingly, past research (Cook et 

al., 2003) has shown that children who experience abuse tend to reside in chaotic 

unstructured home environments, which may be present before the abuse commenced, yet 

nonetheless suggests that certain characteristics of the carer and their home environment are 

of vital importance in determining the child’s overall functioning following CSA. These 

issues were investigated by evaluating the associations between the levels of carer distress 

reported on the PSI. 
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Carers who accompanied the children to the treatment program were biological 

parents, extended family members, or foster carers. The proportion of carers reporting 

clinical symptomatology on the carer and child domains of the PSI are reported in Table 8.15. 

The PSI subscales include measures of carer-rated child distress (child domain subscale) and 

carer-rated personal distress (parent domain, attachment, isolation, and depression), and a 

total stress score. A score at or above the 85
th

 percentile indicates clinical pathology on the 

scale, with scores in the normal range between the 15
th

 and 84
th

 percentile rank. Scores below 

the 15
th

 percentile are also considered to be aberrant as a result of either under-reporting, 

suggesting possible dysfunction in the carer-child system, or a situation whereby the parent is 

very competent and under low levels of stress (Abidin, 1995).  
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Table 8.15 

Number and Percentage of Carers with Percentile Rank Cut-Offs of 85 or Greater at Pre-

Treatment on the Parent Stress Index (PSI) 

Treatment condition Child 

Domain 

Parent 

Domain 

Parent 

Stress 

Parent 

Attachment 

Parent 

Isolation 

Parent 

Depression 

TP1 (N = 26) 

Clinical 85
th

 percentile 

or greater 

12 

(46.2%) 

9 

(34.6%) 

11 

(42.3%) 

9  

(34.6%) 

9 

(34.6%) 

10  

(38.4%) 

Normal 15
th

 to 84
th

 

percentile 

12 

(46.2%) 

10 

(38.4%) 

12 

(46.2%) 

13  

(50%) 

11 

(42.3%) 

9  

(34.6%) 

Less than 15
th

 

percentile 

2  

(7.7%)  

7 

(26.9%) 

3  

(11.5%) 

4  

(15.4%) 

6 

(23.1%) 

7  

(26.9%) 

CE-TP2 (N = 16) 

Clinical 85
th

 percentile 

or greater 

13 

(81.2%) 

9 

(56.2%) 

11 

(68.7%) 

9  

(56.2%) 

6 

(37.5%) 

3  

(18.2%) 

Normal 15
th

 to 84
th

 

percentile 

2 

(12.5%) 

3 

(18.2%) 

3  

(18.2%) 

3  

(18.2%) 

5 

(31.3%) 

9  

(56.2%) 

Less than 15
th

 

percentile 

1  

(6.2%) 

4  

(25%) 

2  

(12.5%) 

4  

(25%) 

5 

(31.3%) 

4  

(25%) 

WLC (N = 14) 

Clinical 85
th

 percentile 

or greater 

10 

(71.4%) 

9 

(64.2%) 

11 

(78.6%) 

9  

(64.2%) 

9 

(64.2%) 

11  

(78.6%) 

Normal 15
th

 to 84
th

 

percentile 

4 

(28.4%) 

4 

(28.4%) 

3  

(21.4%) 

4  

(28.4%) 

4 

(28.4%) 

3  

(21.4%) 

Less than 15
th

 

percentile 

0 1  

(7.1%) 

0 1  

(7.1%) 

1  

(7.1%) 

1  

(7.1%) 

Total sample (N = 56) 

Clinical 85
th

 percentile 

or greater 

35 

(62.5%) 

29  

(52%) 

34  

(60.7%) 

28  

(50%) 

24  

(43%) 

25  

(45%) 

Normal 15
th

 to 84
th

 

percentile 

18  

(32%) 

15  

(27%) 

16 

(28.5%) 

25  

(45%) 

20  

(35.7%) 

19  

(34%) 

Less than 15
th

 

percentile 

3  

(5.3%) 

12  

(21%) 

6  

(10.7%) 

3  

(5%) 

12  

(21%) 

12  

(21%) 
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For each treatment condition, there was a high rate of carer distress reported with 61% 

of carers overall reporting stress above the 85
th

 percentile. From the total sample, 37/56 

(65.7%) were biological mothers. For each of the measures regarding carer stress, biological 

mothers were over-represented, with 88% of scores for depression at or above the 85
th

 

percentile reported by this group. There were 83% of biological mothers reporting clinical 

levels of isolation, 75% reporting poor attachment, and 80% reporting difficulties in the 

parent domain. When scores at or below the 15
th

 percentile were considered, biological 

mothers were under-represented. For example, of the carers under-reporting isolation, 33% 

were biological mothers. There were 19/56 (34%) carers reporting clinical levels of 

symptomatology on all components of the PSI at pre-test. A further 13 (23%) reported 

clinical levels of symptomatology on three or more of the subscales at pre-test. There were 

four (7.1%) foster carers who reported symptoms on all subscale at or below the 15
th

 

percentile, suggesting that some foster carers may be responding in a defensive manner. This 

is an important finding as Government statutory agencies should be aware of this 

defensiveness when assessing how well the child is functioning in a particular foster care 

placement, highlighting the need for assessing the child and any other important sources (i.e., 

the school) in addition to carer reports.  

 Table 8.16 shows the individual profiles of carer reports of distress (PSI) at pre-test. 

Included in this table are the family demographic characteristics and the level of 

psychopathology reported by each child. The aim of this qualitative analysis was to determine 

whether the specific relationships of the carer to the child would provide evidence of the 

differences found between carer report of child symptomatology and the child’s self-reported 

symptomatology. The associations between carer and child psychopathology were of 

particular interest. Substantial differences were found between children and carer reports of 

symptoms of psychopathology. For example, on the child domain index of the PSI, carers 
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reported clinical levels of symptomatology in 75% of the children (consistent with reports of 

psychopathology on the CBCL); however, only 13% of children reported clinical 

symptomatology on one or more subscales of the TSCC (see Table 8.2). For each of the 

treatment programs and the WLC, foster carers reported less overall parenting stress than the 

biological parent (23% foster carers reported a total PSI stress score > 85 vs. 69% of 

biological/step parents or members of the extended family). In addition, foster carers reported 

minimal psychopathology for themselves, with 2/13 (15%) reporting parent domain scores in 

the clinical range, whereas 6/13 (46%) reported scores less than 15, indicating a high level of 

defensive responding. For biological parents or family members caring for the children, 25/42 

(59%) reported scores in the clinical range on the parent domain, whereas 4/42 (9%) reported 

scores less than 15 on this subscale, indicating a high proportion of biological parents 

reporting psychopathology with minimal defensiveness noted. Carer isolation was 

significantly correlated with poor parental attachment (r = 0.70, p < .01) and low mood (r = 

0.84, p < .01). Additionally, if the carer reported poor attachment to the child, the child was 

perceived by the carer to be problematic (r = 0.63, p < .01), causing a significant amount of 

stress in the household. Carers who reported high levels of symptomatology for themselves 

on the parent domain also reported higher levels of symptomatology on the child domain of 

the PSI, indicating that, when the carer is stressed, the child is more symptomatic, or at the 

very least, is perceived by the carer to be more symptomatic. Alternatively, the higher levels 

of clinical psychopathology in the child may produce higher levels of symptoms of 

psychopathology in the carer.  
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Table 8.16 

Pre-Treatment Percentile Ranks for all Subscales on a Carer-Rated Psychometric Measure – Parent-Stress Index (PSI)  

Participant Carer 
Gender/ 

Age (Yrs) 

Child Self-

report 

TSCC 

PTSD 

PTSD 

DSM-IV 

(Child, 

Carer) 

Total Stress 
Child 

Domain 
Isolation Attachment Depression 

Parent 

Domain 

Total no. 

scores in 

clinical 

range 

TP1  

P#2 Foster F-11 N N,N 45 65 50 80 35 35 0 

P#3 Foster F-12 N Y,N 35 65 50 75 35 35 0 

P#4 Foster  F-12 N N,N 20 50 1 75 5 10 0, 2<15 

P#5 Mother F-8 Y Y,N 75 90 50 80 70 50 2 

P#6 Mother F-10 Y Y,N 30 80 1 80 1 5 0, 3<15 

P#9 Foster  F-8 N N,N 15 30 5 15 15 10 0, 4<15 

P#11 Foster  F-11 Y N,N 50 55 60 85 70 70 1 

P#13 Mother F-10 Y N,N 5 5 5 15 1 10 0, 6<15 

P#14 Foster F-10 N Y,N 30 80 10 50 5 5 0, 3<15 

P#15 Foster F-11 N Y,Y 5 5 75 25 10 25 0, 3<15 

P#16 Mother F-10 N N,N 10 15 5 15 1 10 0, 6<15 

P#301 Mother F-9 Y Y,N 99 99 99 90 99 95 6 

P#302 Mother F-10 Y Y,Y 99 99 90 99 85 95 6 

P#304 Mother F-9 N N,N 95 99 70 65 85 80 3 

P#305 Mother M-12 N Y,Y 90 90 50 75 85 80 3 

P#306 Mother M-11 N Y,N 80 40 90 99 85 95 4 

P#308 Mother F-9 N N,Y 80 80 90 95 80 85 3 

P#309 Mother F-9 Y Y,Y 60 55 50 99 50 80 1 

P#310 Mother M-8 Y Y,Y 90 99 80 90 35 50 4 

P#311 Mother F-8 N Y,N 99 99 99 99 99 99 6 

P#314 Mother F-11 N Y,Y 50 99 25 1 5 10 1, 3<15 

P#315 Step mother F-10 Y Y,Y 99 99 99 99 99 99 6 

P#316 Mother F-8 Y Y,Y 99 99 99 99 99 99 6 

P#317 Mother F-12 Y Y,Y 45 65 75 75 15 40 0, 1<15 

P#318 Mother F-9 Y Y,Y 90 80 95 25 99 90 4 

P#319 Mother F-12 N N,Y 99 99 99 85 96 99 6 
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Table 8.16.   (cont.)              

Participant Carer 
Gender/ 

Age (Yrs) 

Child Self-

report TSCC 

PTSD 

PTSD DSM-

IV (Child, 

Carer) 

Total 

Stress 

Child 

Domain 
Isolation Attachment Depression 

Parent 

Domain 

Total no. 

scores in 

clinical 

range 

CE-TP2  

P#320 Mother M-9 N N,Y 99 99 99 99 85 99 6 

P#322 Mother F-11 N N,N 99 99 99 99 90 99 6 

P#323 Mother F-11 N Y,Y 99 99 85 90 99 99 6 

P#324 Mother F-9 N N,Y 75 80 35 25 20 60 0 

P#404 Foster  M-8 N N,Y 5 5 5 15 1 1 0, 6<15 

P#409 Mother F-10 N N,N 10 45 1 15 1 5 0, 5<15 

P#410 Mother M-9 N N,Y 95 99 35 80 60 85 3 

P#415 Foster  F-8 N Y,Y 85 99 25 85 1 5 3, 2<15 

P#418 Foster  M-12 Y N,Y 40 96 10 85 1 4 2, 3<15 

P#501 Mother F-8 Y N,N 90 99 70 65 35 50 2 

P#502 Mother F-8 Y Y,Y 99 99 85 99 75 90 5 

P#503 Foster  F-8 Y Y,N 95 99 1 1 50 95 3, 2<15 

P#504 Female kin F-9 N Y,Y 90 99 70 65 35 50 2 

P#505 Mother F-8 Y N,Y 99 99 85 99 75 90 5 

P#506 Female kin F-9 N Y,Y 95 99 1 1 50 95 3, 2<15 

P#507 Mother F-10 N N,Y 99 99 99 99 99 99 6 

WLC  

P#313 Mother M-8 N N,N 73 60 60 80 80 78 0 

P#335 Mother F-9 N Y,Y 75 80 35 25 20 60 0 

P#307 Mother F-9 Y Y,Y 99 99 60 95 85 85 5 

P#312 Mother F-10 N N,Y 95 99 60 95 85 85 5 

P#325 Mother F-8 N Y,Y 90 75 90 75 90 95 4 

P#326 Father F-10 N Y,Y 90 70 90 75 90 95 4 

P#327 Father F-10 N Y,Y 99 99 99 95 99 99 6 

P#329 Foster M-9 N Y,Y 99 99 99 95 99 99 6 

P#330 Mother F-8 N Y,N 99 99 99 95 99 99 6 

P#331 Mother M-9 N Y,N 99 99 99 99 85 99 6 

P#333 Mother F-11 N N,N 99 99 99 99 90 99 6 

P#334 Step mother F-9 N Y,Y 99 99 85 90 99 99 6 

P#421 Foster  F-11 N N,N 40 99 1 35 5 5 1, 2 <15 

P#508 Male kin F-9 N N, N 99 99 99 95 99 99 6 
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 Table 8.17 identifies children of carers who had at least one clinical level score at pre-

test and self-rated change across testing phases. Reliable change cannot be calculated for 

percentile ranks; however, change scores (pre-test scores minus post-test and follow-up 

scores) were calculated to determine those individuals who demonstrated change across time. 

In TP1, four carers (#2, #304, #305 and #308) reported a substantial reduction in reported 

symptoms on one or more of the PSI subscales across the testing phases. Of these four carers, 

one was a foster carer and the others were biological mothers. For these carers, the 

attachment and depression scores improved over time, suggesting that the carers were feeling 

a closer emotional bond to their children and more energised to fulfill their parenting 

responsibilities at post-test and follow-up. Three carers reported deteriorated functioning on 

at least one subscale of the PSI across time (#6, #314 and #317); all biological mothers. 

These three carers generally reported deterioration on the child domain, Attachment, or 

Isolation subscale of the PSI. In the CE-TP2, one carer reported improvement (#323) across 

most PSI subscales; a biological mother who reported significant improvements in regards to 

her attachment to her child and levels of isolation, and improvement in her self-reported 

depression. One carer deteriorated across time in this condition (#415); a foster carer who 

reported increased isolation, poorer attachment and greater depression at post-test. This child 

(#415) also deteriorated to clinical levels of symptomatology on the TSCC at post-test. In the 

WLC group, one biological mother (#331) who reported high pre-and post-test scores for all 

components of the PSI reported increased depression at post-test. Most other carers remained 

unchanged on the PSI in the WLC condition. 

It appears the Isolation and Attachment subscales on the PSI provide the best 

indicators regarding both the child and carer functioning. The group effects showed 

significant improvements on the isolation subscale from pre- to post-test. When the 

individual effects are considered, 5/56 (9%) carers reported a change from significant levels 
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of isolation to the normal range. However, there was an overall reduction in isolation scores 

following treatment which explain the group effects.  

Overall, the pattern of scores obtained on the PSI suggest that carers who report 

strong attachment towards their child tend to report minimal signs of low mood (PSI 

Depression subscale) and a feeling of being supported (PSI Isolation subscale). If the carer 

reported significant distress on the Parent domain on the PSI at pre-test, and this distress was 

maintained at post-test, they also tended to report significant distress related to the child, as 

measured on the child domain on the PSI, which was also maintained at post-test. For 

example, at least 50% of carers who reported scores greater than 85 on the carer domain 

subscales at post-test also reported scores greater than 85 on the child domain subscale, 

indicating that, if the carer is distressed, the child is perceived by the carer to also be 

distressed or problematic in their behaviour.  
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Table 8.17 

Individual Treatment Effects for a Carer-Rated Psychometric Measure – PSI  

Participant  PTSD 

DSM-IV 

(All) 

Child 

Domain 

Pre 

Child 

Domain 

post 

PSI 

IS 

PRE 

PSI 

IS 

POST 

PSI 

ATT 

PRE 

PSI 

ATT 

POST 

PSI 

DEP 

PRE 

PSI 

DEP 

POST 

Parent 

Domain 

PRE 

Parent 

Domain 

POST 

Total 

Score 

PRE 

Total 

Score 

POST 

Change at 

pre-post test 

Change over 

time 

3 & 6 mo# 

TP1  

P#2 N 65 35 50 10 80 35 35 2 35 5 45 10 CSC-ATT CSC* 

P#304 N 90 80 70 50 65 25 85 70 80 60 90 70 
CSC- Child, 

DEP, TOT 
CSC* 

P#305 Y 80 65 50 50 75 25 85 50 80 45 80 50 CSC-DEP CSC* 

P#308 Y 80 45 90 95 95 65 80 50 85 70 90 60 
CSC-ATT, 

Parent, TOT 
CSC* 

P#11 N 55 40 60 80 85 65 70 70 70 65 60 50 CSC – ATT Not consistent 

P#301 Y 99 99 99 80 90 99 99 99 95 90 99 99 U, CSC- (IS) Not consistent 

P#309 Y 99 99 50 50 99 99 50 80 80 95 95 99 D Not consistent 

P#310 Y 90 75 80 95 90 65 35 75 50 85 75 80 

CSC –Child, 

ATT; D-  IS, 

DEP, Parent 

Not consistent 

P#302 Y 99 99 90 50 99 99 85 35 95 90 99 99 CSC-IS,DEP I 

P#306 Y 99 99 90 50 99 99 85 35 95 90 99 99 
CSC-  

IS, DEP 
I 

P#6 Y 50 90 1 5 80 85 1 70 5 20 20 50 
D- Child, 

ATT 
D 

P#314 Y 30 55 25 85 1 75 5 80 10 80 15 75 D- IS D 

P#317 Y 99 99 75 80 75 95 15 30 40 65 90 99 D- ATT D 

P#318 Y 40 65 95 70 25 80 99 50 90 80 80 75 
CSC- IS, 

DEP,  Parent 
Not consistent 

P#319 Y 99 70 99 95 85 99 96 80 99 95 99 90 
CSC-DEP & 

Child 
Not consistent 
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Table 8.17.  (cont.) 

 
Participant  PTSD 

DSM-IV 

(All) 

Child 

Domain 

Pre 

Child 

Domain 

post 

PSI 

IS 

PRE 

PSI 

IS 

POST 

PSI 

ATT 

PRE 

PSI 

ATT 

POST 

PSI 

DEP 

PRE 

PSI 

DEP 

POST 

Parent 

Domain 

PRE 

Parent 

Domain 

POST 

Total 

Score 

PRE 

Total 

Score 

POST 

Change at 

pre-post test 

Change over time 

3 & 6 mo# 

CE-TP2  

P#322 N 99 99 99 99 99 25 90 90 99 99 99 99 CSC-ATT Not consistent 

P#324 Y 80 5 35 75 25 65 20 20 60 70 75 30 
Not 

consistent 
Not consistent 

P#410 Y 99 95 35 60 80 80 60 35 85 75 95 90 CSC-Parent Not consistent 

P#323 Y 99 75 85 50 90 80 99 95 99 80 99 80 
CSC all 

except DEP 
CSC* 

P#503 Y 99 70 1 75 1 50 50 5 95 30 95 45 

CSC-Child, 

Parent, 

Total. D- 

Not consistent 

P#415 N 99 99 25 70 85 90 1 30 5 17 85 93 D- IS, ATT D 

WLC  

P#331 Y 99 99 99 99 99 95 85 99 99 99 99 99 D (DEP) - 
Note. * Maintained clinical significant change across each follow-up testing phase. Only those participants who demonstrated a change as indicated by clinically significant 

scores at pre-test, rated in the normal range at post-test or follow-up are shown, referred to as clinically significant change scores (CSC). D = Deteriorated; U = Unchanged; 

TOT = Total PSI score. # Actual follow-up data not shown. 
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Overall Individual Treatment Effects for the Intervention Trial 

Table 8.18 shows all children in each treatment program and the WLC condition. The 

different profiles of the children are highlighted. The table provides a description of the 

heterogeneous sample, and includes data showing whether children received a diagnosis of 

PTSD according to the DSM criteria, after considering both the carer and child responses on 

the diagnostic interview. The efficacy of the treatment was tested according to the number of 

children meeting diagnostic caseness of PTSD at post-test and follow-up. In addition, change 

on the psychometric measures for a wide range of psychopathology assessed by carers and 

reported by children is displayed. Table 8.18 shows the different patterns of performance for 

each child tested according to these outcome measures. Children who scored in the clinical 

range on a psychometric measure and who were unchanged at post-test or follow-up are 

displayed as ‘U’ (‘unchanged’). Those children who failed to show clinical improvement at 

any testing phase are displayed with an ‘NS’ (‘non-significant’). Additionally, children who 

demonstrated reliable change across testing phases on any psychometric measure are 

highlighted.  

Overall ten children showed scores in the recovered range on at least two subscales on 

any psychometric measure. Six children were from TP1 (#5, #13, #319, #301, #311 and 

#309), three children were from the CE-TP2 condition (#418, #504 and #505), and one child 

was from the WLC group (#334). Five children had scores that deteriorated on at least two 

subscales on any psychometric measure (#3, #317, #318, #331, and #415), three in TP1 and 

one each in the CE-TP2 and WLC condition. There were 41 children who remained 

unchanged; 29 from the treatment programs. A greater proportion of children reported a 

change in diagnostic caseness from pre- to post-test when compared to carer reports, with 

19/56 (33%) children (15 from TP1 and 4 from the CE-TP2) reporting symptoms that met 

diagnostic criteria for PTSD on the ADIS at pre-test, with no diagnosis at post-test. In 
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contrast, 11/56 (19%) carers (eight from TP1, two from the CE-TP2 and one child from the 

WLC) reported a change in PTSD diagnoses on the ADIS from pre- to post-test. Trends in 

this data will be discussed below. 

 Characteristics of children who recovered on the psychometric measures. For those 

children who recovered, eight out of ten were younger females (i.e., less than 10 years) and 

seven of these ten were living with their biological mothers (six of these children were in 

TP1). For the three children not living with their biological mothers, two were from the CE-

TP2 and one from the WLC, with one living in foster care, one with a step-mother and the 

other with their grandparents (kin). Similarities were noted with the seven children who lived 

with their biological parent. First, most of these children had reported experiencing 

incidences of sexual abuse only over multiple occasions (one child reported witnessing 

domestic violence also). Additionally, these children were all believed at the time of the 

disclosure, and four out of seven of the children were sexually abused by immediate family 

members.  

There were no consistencies found in the children who were assessed with differential 

diagnoses (on the ADIS) at pre-test, or when carers reported clinical levels of PTSD 

symptoms on the diagnostic interviews at pre-test. In contrast, consistencies were noted for 

the child reports. For example, four out of seven children who recovered reported symptoms 

consistent with DSM PTSD criteria at pre-test on the diagnostic interview and were not 

reporting clinical levels of symptoms at post-test. These children had also reported reliable 

change on the TSCC PTSD measure, with three children showing recovery and one child 

showing improvement. These four children who showed a change in diagnostic caseness for 

PTSD were all female and under 10 years, living at home with their biological mothers and 

reporting incidences of sexual abuse only. Interestingly, of the ten children who recovered, 

most showed change on the TSCC PTSD subscale, with six of them reporting recovery, a 
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further three reporting improvements and one child reporting no change. These data suggest 

that children tend to be more accurate reporters of trauma symptomatology than their carers. 

The majority of children who showed recovery were from the TP1 group. Six of the 

ten children in this group recovered, with only three of the ten children in CE-TP2 and one 

child from the WLC showing evidence of spontaneous recovery. For the children who 

recovered from CE-TP2, one was a boy and the other a girl. The boy resided in foster care, 

reported incidences of sexual abuse only and was believed at the time of disclosure. The girl, 

who had suffered all forms of abuse, was residing with her grandparents and the custody was 

in dispute. For these children, recovery was reported generally on at least one child-rated 

measure and a carer-rated measure, suggesting both children and carers rated reliable change 

across a number of subscales. Data collected from the diagnostic interview were somewhat 

contradictory to the psychometric measures, however, for one of these children; the boy 

(#418) reported recovery on the TSCC PTSD, yet was the only child in the entire sample who 

did not report clinical levels of PTSD in the diagnostic interview at pre-test but did at post-

test. The grandparents of the recovered girl reported clinical levels of PTSD symptoms on the 

diagnostic interview at pre-test and normal functioning at post-test. It is possible that the 

grandparents may have under-reported this child’s symptoms due to reasons relating the 

child’s custody.  

Three of the ten carers reported significant clinical psychopathology for themselves at 

post-test and follow-up. The three mothers were all from TP1; two leaving their partners 

following incidences of sexual abuse perpetrated toward their child and the other mother 

reporting feeling isolated with no immediate family available for support. All these mothers 

reported significant issues with attachment across testing phases, which was not expected 

given the children showed recovery. Interestingly, however, these mothers tended to rate 

themselves as improved on the Isolation and Depression subscales, suggesting that they felt 
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more satisfied with their own life situations by post-test. These data suggest that, if the 

primary carer is happier within themselves and feeling satisfied, the children tend to fare 

better also.  

 Characteristics of children who deteriorated on the psychometric measures. For the 

five children who deteriorated over testing phases on at least two subscales on any 

psychometric measure, little consistency was shown. The children included two girls and 

three boys, aged 8 to 12 years (#3, #317, #318, #331 and #415); three in TP1 and one each in 

the CE-TP2 and the WLC. The male children were both 9 years old and living with their 

biological mothers, and reporting multiple traumas consisting of all other abuse types. One 

child was in TP1 and the other in the WLC. The child in TP1 resided with his single mother 

and was sexually and physically abused by a male neighbour who cared for the child 

regularly. This child deteriorated on the CSBI and some additional TSCC subscales with the 

mother reporting distress across testing phases on the PSI. Additionally, the child and carer 

both reported PTSD symptoms that met the DSM criteria at pre-test, which had reduced to 

normal levels at post-test according to data collected on the diagnostic interviews, with 

inconsistent reports on the TSCC PTSD found over time.  

For the female children who deteriorated, one was an 8-year-old girl residing in a 

foster care arrangement with a carer who was reporting significant distress across testing 

phases on the PSI. This child reported trauma from sexual abuse only on multiple occasions 

from an immediate family member and described symptoms that met the DSM PTSD criteria 

at pre-test, which remained at post-test. Deterioration was found on the TSCC PTSD subscale 

also. The carer reported symptoms for the child consistent with a DSM PTSD diagnosis at 

pre-test, but not at post-test. The other two children were 12 years old, both reporting 

multiple traumas on a range of other abuse types including neglect. One child (#317) resided 

at home with the biological mother following sexual abuse perpetrated by an individual 
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outside the immediate family. Interestingly, the child and carer reported symptoms consistent 

with a DSM PTSD diagnosis at pre-test, with both reporting minimal PTSD symptoms at 

post-test. In addition, the child reported fewer symptoms on the PTSD TSCC subscale at 

post-test. This mother reported significant distress at post-test, however, with clinical scores 

reported particularly on the Attachment subscale. The other child (#3) was a 12-year-old girl 

residing in foster care, following sexual abuse perpetrated by her father. This child reported 

symptoms consistent with a DSM PTSD diagnosis at pre-test and post-test, with deterioration 

also found on the PTSD TSCC subscale. The carer reported no distress on the PSI, with all 

scores in the normal range. These data suggest that no consistent themes emerged for children 

who deteriorated, although younger boys or those who experienced multiple traumas with 

carers reporting high levels of distress show less change as a result of the intervention.  

Characteristics of children who remained unchanged on the psychometric measures. 

Forty-one children remained unchanged from pre- to post-test and at follow-up across the 

entire sample. Twelve of these children were from the WLC and, since it was expected that 

these children, would remain unchanged, they will not form part of the following discussion. 

Twenty-nine children remained unchanged from the active treatment conditions. For 

these children some trends emerged, with 22/29 (76%) children reporting multiple forms of 

trauma in addition to sexual abuse, 21 children (72%) resided with their biological mothers, 

16 (55%) were more than 10 years of age, and 15 (51%) had perpetrators within their 

immediate families. Interestingly, only 11/29 (38%) children had carers who were reporting 

distress across time, yet for these families where carers did report distress, generally at least 

one psychometric measure showed deterioration. Whilst 22/29 (76%) children remained 

unchanged overall at post-test, and all had reported symptoms consistent with a DSM PTSD 

diagnosis at pre-test, only 5/29 (17%) children reported symptoms consistent with a DSM 

diagnosis at post-test. Furthermore, 14 out of these children indicated change to either an 
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improved or recovered state on the TSCC PTSD subscale across time. These data indicate 

that although most children were reporting fewer PTSD symptoms following treatment on the 

diagnostic interview at post-test, fewer children reported change on the psychometric 

measure which assessed the same construct. No other change on any additional 

psychopathology was reported by this group of children.  

Twenty-four of the twenty-nine carers reported symptoms in their child consistent 

with a PTSD DSM diagnosis at pre-test, with 3/29 reporting a change to normal symptom 

levels at post-test on the diagnostic interview. For the carer-rated psychometric measures, 

scores were mostly in the normal range. Therefore, it appears that for these children, each of 

the treatment programs was effective for changing the diagnostic caseness of PTSD in 

children according to a diagnostic interview for both child and carer report. However, little 

other changes on the psychometric measures were noted. Additionally, a high proportion of 

non-clinical scores were reported on both the child and carer-rated psychometric measures at 

pre-test; therefore, minimal changes were expected on these subscales.  

For those children who showed little change, the children tended to be older, suffered 

multiple forms of abuse, and came from families where the primary carer was reporting 

distress. For the carers, they seemed to report poor attachment with minimal change across 

time on this construct, or the children were residing in a foster care arrangement following 

multiple abuse types. These data suggest that the home environment and the parent-child 

relationship is a critical factor to target in treatment and these issues were not adequately 

addressed in the current treatment programs, given the high proportion of children who 

remained unchanged following the treatment programs.  

 Summary. Overall, it appears that young girls who report single traumas consisting of 

sexual abuse only and who reside with a stable biological parent tended to show greater 

clinical improvements on both carer- and child-rated psychometric measures across testing 
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phases. It appears that children were more accurate reporters of symptomatology on the 

diagnostic interview, as their scores on both the interview and the self-rated measures were a 

more reliable measure of distress in the child when compared to the carer reports. This was 

also found in the Meiser-Stedman et al. (2007) study. It would also appear that the children in 

foster care arrangements more accurately reported symptoms of trauma, highlighting that 

some foster carers do not have an accurate understanding of the child’s psychological state 

and functioning. Children who deteriorated over testing phases tended to report multiple 

traumas, including physical abuse, emotional abuse and neglect. For those children who 

deteriorated, their carers also tended to rate significant personal amounts of distress.  The 

subscale on the PSI that was most indicative of child distress and was most prevalent for 

children who deteriorated was the attachment subscale. For those children who remained 

unchanged, they tended to be older with multiple trauma reported and significant issues in the 

home environment, including either poor attachment to the primary carer, the mother being 

distressed or the children displaying externalising behaviours in foster care. Together, these 

data provide a good indicator of those children who would benefit from a group treatment 

program that focuses on reducing trauma symptoms, and provide a clear profile of children 

and families who require more intensive support, particularly in the home environment, for 

greater treatment efficacy. These findings will be discussed further in the general discussion 

in Chapter 9.
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Table 8.18 

Combined Overall Treatment Effects for Child and Carer Change Across Psychometric Measures 

and Testing Phases  

Participant PTSD 

DSM-IV 

(child, 

carer) 

PTSD 

DSM-IV 

C,C post 

PSI 

Total 

Score 

PSI 

Parent 

Domain 

TSCC 

PTSD 

TSCC (Other) CBCL 

Total 

Score 

CBCL 

(Other) 

CSBI 

Total 

Score 

TP1 –Children and carers reports of any clinically significant levels of change on any psychometric measure across time 

P#2 N,N N,N NS NS NS NS NS EU NS 

P#3 Y,N Y,N NS NS D D R U NS 

P#4 N,N N,N NS NS D Not consistent U U U 

P#5 Y,N N,N NS NS R R (all) R R R* 

P#6 Y,N N,N NS NS I I NS NS NS 

P#9 N,N N,N NS NS NS I 3 months NS NS NS 

P#11 N,N N,N NS NS I I 3 months NS NS NS 

P#13 N,N N,N NS NS R R (all) NS NS NS 

P#14 Y,N Y,N NS NS NS NS U U MI 

P#15 Y,Y N,N NS NS D Not consistent I 
Not 

consistent 

R Post, 

U FU 

P#16 N,N N,N NS NS NS NS NS NS NS 

P#301 Y,N N,N U U R 
MD, I 3 

months 
U U R* 

P#302 Y,Y N,N U U U D R 
Not 

consistent 
U 

P#304 N,N N,N I I NS NS NS I NS 

P#305 Y,Y N,N NS NS I I U U 
I Post, 

U FU 

P#306 Y,N N,N U U NS I (DIS) 
Not con-

sistent 
 NS 

P#308 N,Y N,N U U NS Not consistent U 
Not 

consistent  
U 

P#309 Y,Y N,N U D R R (all) U U 

MI 

Post, U 

FU* 

 

P#310 

 

Y,Y N,N NS D I I (DEP) R I U 

P#311 Y,N N,N U U I R 
R Post, I 

FU 

R Post, I 

FU 
U 

P#314 Y,Y N,N NS NS NS NS I I NS 

P#315 Y,Y N,N U U NS NS U 
I post/ D 

over time 
U 

P#316 Y,Y N,N U U No PTSD R (all) U U U 

P#317 Y,Y N,N NS  I NS D D R* 

P#318 Y,Y N,N I 
 

NS 

Not 

consistent 
D NS 

Not 

consistent 
D! 

 

P#319 

 

N,Y N,N U U NS NS R R* NS 
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Table 8.18  (cont.) 

 
Participant PTSD 

DSM-IV 

(child, 

carer) 

PTSD 

DSM-IV 

C,C post 

PSI 

Total 

Score 

PSI 

Parent 

Domain 

TSCC 

PTSD 

TSCC 

(Other) 

CBCL 

Total 

Score 

CBCL 

(Other) 

CSBI 

Total 

Score 

CE-TP2 – Children and carers reports of any clinically significant levels of change on any psychometric measure across time 

P#320 N,Y N,N U U NS NS 

 

Not 

consistent 

Not 

consistent 
R 

P#322 N,N N,N U U NS NS 
I (3 

months) 
I (3 months) NS 

P#323 Y,Y N,N I I D 
D post/ I 3 

months 
I D over time R 

P#324 N,Y N,N NS NS NS NS R I D 

P#404 N,Y N,Y NS NS NS NS NS NS NS 

P#409 N,N N,N NS NS NS NS I U NS 

P#410 N,Y N,N U I NS NS U I U 

P#415 Y,Y Y,N D NS D D U U MI! 

P#418 N,Y Y^,N NS NS R I I 
Not 

consistent 
R* 

 

P#501 

 

N,N N,N NS NS U I U 
Not 

consistent 
NS 

P#502 Y,Y N,N NS I I 
I post/ D 3 

months 
I 

Not 

consistent 
NS 

P#503 Y,N N,N I I U I U U D 

P#504 Y,Y N,N NS NS I R (all) U 
Not 

consistent 
I* 

P#505 N,Y N,Y I U R I U U 
R Post, U 

FU* 

P#506 Y,Y Y,Y I U I I U U NS 

P#507 N,Y N,Y U U NS NS U U U 

WLC - Children and carers reports of any clinically significant levels of change on any psychometric measure across time 

P#307 Y,Y Y,Y U U U U U U U 

P#312 N,Y N,Y U U NS NS U U U 

P#313 N,N N,N NS NS NS NS NS NS NS 

P#325 Y,Y Y,Y U U NS NS NS NS NS 

P#326 Y,Y Y,Y U U NS NS U U NS 

P#327 Y,Y Y,Y U U NS NS U U NS 

P#329 Y,Y Y,N U U NS NS U U NS 

P#330 Y,N Y,N U U NS NS U U U 

P#331 Y,N Y,N U U NS NS D I D! 

P#333 N,N N,N U U NS NS D 
Not 

consistent 
NS 

P#334 Y,Y Y,Y U U NS D R I R 

P#335 Y,Y Y,Y NS NS NS NS R I NS 

P#421 N,N N,N NS NS NS NS U U U 

P#508 N, N N, N U U NS D I MI U 

Note. N = No clinical diagnosis at pre- or post-test; Y = Clinical diagnosis present at pre- or post-test; U = Unchanged 

clinical scores; R = Recovered; I = Improvement; D = Deteriorated; MI = Minimal Improvement; NS = Non-significant 

range; **Carers reporting clinical levels of distress at post-test on at least one carer-related subscale on the PSI; 

*Children with at least 2 scores in the recovered category on any psychometric measure; ! Children with at least 2 

scores in the deterioration category on any psychometric measure; ^ Significant clinical change in diagnostic caseness 

from pre-test to post-test. 
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CHAPTER 9 

General Discussion 

 
 The current research had three main aims. First, the presence of maladaptive 

interpretative bias in children with symptoms of PTSD following sexual abuse was 

investigated in Study 1. Second, the effectiveness of two 12-week group treatment programs, 

one using standard cognitive behavioural techniques and a second incorporating a treatment 

that targeted specific cognitive interpretative threat biases was examined. Finally, the impact 

of trauma symptoms and additional psychopathologies in children (such as depression, 

internalising and externalising behaviours and problematic sexual behaviours) were 

investigated, in conjunction with demographic and carer characteristics, to distinguish the 

profiles of children and families who benefited, or failed to benefit, from the treatment 

programs. 

Maladaptive interpretative threat bias was found in children with symptoms of PTSD 

following sexual abuse. However, these threat biases were found to be situation specific and 

inconsistent. Relative to a control group, children with PTSD reported the presence of threat 

bias in less structured social environments (such as a public playground), or when the 

possible threat was physical. Furthermore, there were no significant differences found 

between the two treatment programs in their effectiveness for reducing the impact of these 

threat biases in children. Based on the specificity of these threat biases, it may be difficult to 

reduce the impact of interpretative bias in a group treatment program for this population of 

children, whereby the same strategies and examples are presented to all children. Given this, 

the treatment content for the cognitive sessions may have been less relevant for some 

children, and/or not sufficiently specific to each individual child’s needs. Further, the way 

that these threat biases were measured may have not been sufficiently sensitive to detect 

interpretative bias or any reported change in it.   
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The second aim of the research was to examine the effectiveness of two group 

treatment programs for the clinical group. Both programs were equally effective in reducing 

PTSD symptoms in the participant children when compared to a waitlist control group, 

measured by data collected on a diagnostic interview (the ADIS C/P). However, no 

significant change was found at post-test in either program for child self-reports on 

psychometric measures for PTSD and additional psychopathologies. In addition, carer reports 

of child and carer functioning were unchanged at post-test. 

Examination of the profile of children who either improved or remained unchanged 

following the treatment programs was the third aim of the study. Individual analysis revealed 

that children who were younger, female, living with biological parents and who reported one 

trauma type only, tended to improve. However, and perhaps unsurprisingly, older children 

living in foster care with poor parental attachment and reporting multiple incidences of abuse 

or trauma types, including experiences of physical abuse, emotional abuse, neglect and 

witnessing domestic violence, tended to remain unchanged, or in some cases, deteriorated.  

The theoretical and measurement issues arising from these findings are important. 

These include: issues regarding the recruitment and diagnosis of participants into the 

research, psychometric issues, the role of maladaptive interpretative bias, and treatment 

considerations. The limitations, future directions and clinical conclusions of the research are 

also presented.  

Issues Regarding the Recruitment of Participants and the Diagnosis of PTSD 

It is reported that child sexual abuse is a difficult area to investigate (Cichetti & Toth, 

1995; Haugaard, 2000), despite it being of vital importance given the many documented 

short- and long-term effects such an experience can have on human functioning (Danielson, 

de Arellano, Kilpatrick, Saunders, & Resnick, 2005; Finkelhor, 1990; Gomes-Schwartz, 

Horowitz, & Cardarelli, 1990; Warner, 2009; Wolfe & Wolfe, 1988). Of particular difficulty 
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highlighted in the literature (Fricker & Smith, 2001; King et al., 2003) and found in the 

current research was the complexity of the population, including the diversity of the 

children’s family contexts and experiences, difficulties in operationalising the basic 

constructs that define child sexual abuse and diagnostic issues including the often delayed 

onset of symptomatology following the trauma experience. These issues led to problems with 

the recruitment and assessment of the participant children, which ultimately proved 

problematic, as group treatment was provided to a heterogeneous group of children with 

varying needs. However, this process provided a means for identifying individual children 

who did, or did not, benefit from a group treatment program.  

Heterogeneity of participants and diversity of familial contexts. The issue of 

heterogeneity in the CSA population has previously been highlighted in the literature 

(Haugaard, 2000). Whilst children who experience CSA present with varied clinical 

presentations, this is further complicated by the broad and poorly defined definition of what 

constitutes child sexual abuse (Haugaard, 2000). Amongst other criteria, children were 

accepted into this research if their experience of sexual abuse had been substantiated 

following investigation by an external agency. The advantage of this strategy was that all 

children recruited into the research had experienced sexual abuse. However, the disadvantage 

was that, due to the broad definition, the experiences for individual children were very 

different. In Australia, the term “substantiated” is classified to be where there is reasonable 

cause to believe the child has been, or is being, abused or neglected (AIHW, 1998). No 

consideration in the substantiation process is given to the severity of abuse. Therefore, in the 

current research, the severity and chronicity of the actual abuse experience was not 

controlled, so children who had many different CSA experiences were included (from those 

who had experienced a single sexual incident to those children who had experienced multiple 

abuses over several years). This occurred because of the broad nature of the accepted 
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definitions of CSA by researchers, clinicians and policy makers alike, and highlighted in the 

introduction of this thesis.  This method of including participants into research produced an 

extremely heterogeneous sample of children. For example, one boy in the current research 

had experienced sexual touching by an older peer in a playground area on the way home from 

school on one occasion, whereas the experience of one girl was repeated sexual intercourse 

by an immediate family member. Both of these children met the criteria based on their sexual 

abuse being substantiated and all children were referred because of functional difficulties 

experienced in their everyday lives.  However, as can be imagined, their experience of sexual 

abuse was very different. 

Whilst the different forms of psychopathology assessed were not part of the inclusion 

or exclusion process for recruitment, the different profiles of psychopathology in the children 

(and carers) produced further heterogeneity of the sample. When making decisions regarding 

future recruitment processes, different subcategories of the child’s abuse experience and 

environment, within the broader definitional framework of what constitutes CSA (AIHW, 

2009), in addition to their clinical symptomatology, should be considered. This process may 

ultimately produce more homogenous samples of children, which would provide greater 

clarity when testing treatment outcomes in children with specific characteristics, and may 

lead to greater treatment efficacy. The findings of the current research suggest that the 

differences in the sample may be further influenced by certain factors such as the diversity of 

the child’s familial experiences.  First, specific to the abuse experience, the type of abuse 

perpetrated appeared to be an important moderating variable in treatment, with homogenous 

groups of children characterised by whether the child experienced sexual abuse only or 

multiple abuse types, tending to benefit more or less from the treatment.  Second, specific to 

the familial environment, the type of family structure appeared also to be another variable 

that influenced treatment outcome, with children residing in a biological family or in foster 
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care tending to benefit more or less from this form of group treatment. Abuse type and home 

environment appeared to largely influence the sample, and these variables need to be more 

tightly operationalised if a homogenous sample is required. By creating reliable recruitment 

procedures that more precisely measure abuse-related variables central to the aetiology and 

maintenance of symptom presentation (i.e., single versus multiple trauma types, biological 

families versus those in foster care), greater accuracy and more homogenous populations can 

be recruited. In doing so, clinical researchers may pursue treatment procedures that provide 

children and their carers with a more meaningful intervention that promotes enduring change 

in their lives using treatment types tailored to each group’s needs.  Improving the recruitment 

of greater homogenous samples into research is important, yet it is noted that this may be 

problematic in obtaining sufficient sample sizes.  

One of the strengths of the current research, however, is that the sample recruited is 

characteristic of children and families that present for treatment in community settings. 

Creating homogenous groups in research trials can determine the extent that a specific 

treatment program may be successful for carefully defined groups; however, community 

services will receive children and families needing treatment with the types of varying 

presentations seen in this study. Therefore, whilst using homogenous samples of children 

provides greater clarity and certainty regarding the effectiveness of treatment for that group, 

children presenting for treatment in clinical settings are characteristic of the sample tested in 

the current research and, therefore, even highly effective treatments may fall short of meeting 

the needs of such complex presentations.  Examination of the individual effects of treatment 

in the current research provides information about how children with a range of 

characteristics respond to treatment offered in the clinical setting. 

Diagnosis of post traumatic stress disorder (PTSD) in children. In addition to 

substantiated sexual abuse experiences, children were included if at least one trauma 
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symptom in each PTSD diagnostic cluster (i.e., re-experiencing symptoms, hyperarousal 

symptoms and avoidant type behaviours) was reported by child or carer, which is consistent 

with other research in this area (Deblinger et al., 1996; King et al., 2000). When considering 

the diagnosis of PTSD in this population, two main issues were encountered. First, the 

diagnosis of PTSD was not always straightforward (King et al., 2000). Second, poor parent-

child agreement for the diagnosis of PTSD was found (Meiser-Stedman et al., 2007). These 

two issues will be discussed. 

The current research utilised a modified criteria for identifying children with PTSD 

symptoms based on the DSM criteria. Specifically, the child’s symptoms met diagnostic 

criteria for PTSD, or fell short of this criterion by several symptoms, yet still presented with 

severe stress reactions following their experience of CSA. The current research supports the 

use of the modified criteria for including children with PTSD into research because a number 

of issues were highlighted through the assessment phase. These issues included observations 

in the current research of the child’s frequent reluctance or inability to identify their 

experiences, and high comorbidity with other emotional and behavioural problems, which 

often masked the extent of trauma symptoms in children initially. Additionally, some children 

entered the program within 6 months of the trauma occurring, presenting with acute stress 

reactions which may have developed into the full-blown PTSD disorder in time without 

treatment.  These issues emerged in other research also (Deblinger et al., 1996; King et al, 

2000) with these researchers also suggesting the use of the modified criteria for accepting 

children with PTSD into research.  

Second, the differences in carer and child reports have important implications for the 

diagnosis of PTSD. In the current research, carers and children showed poor agreement 

overall in relation to identifying trauma-related symptoms, which was problematic given that 

diagnostic caseness was determined using the ‘or rule’, based on combined reports from the 
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carer and child (Silverman & Albano, 1996). The data of the current research show that 

children with PTSD tended to report fewer symptoms on all measures of PTSD (ADIS-C and 

TSCC), rating symptoms in the sub-clinical range overall. These sub-clinical symptom 

ratings were consistent with the teacher’s ratings. Conversely, the carers tended to report a 

higher number of child symptoms of PTSD (on the ADIS-P), with their ratings somewhat 

dependent on their own functioning or psychopathology. Caregivers, therefore, tended to rate 

children in the clinical range, when they themselves reported significant stress in their 

environments or their own psychopathology. 

The poor carer-child agreement on reports of the symptoms of PTSD is consistent 

with the findings of Meiser-Stedman et al. (2007) who also found poor carer-child agreement 

for PTSD overall following a single event incident (assault or motor vehicle accident MVA). 

However, these findings are contradictory to Meiser-Stedman et al.’s, who reported that 

children following a single trauma event tended to report more symptoms of PTSD and carers 

reported fewer symptoms, identifying important differences between trauma types.  An 

example of such differences may be that for a single event trauma such as a MVA, the event 

occurred at a known time, and the child would have received immediate assistance and 

support, whereas the time of disclosure for children who experience CSA varies and support 

may not be immediately provided (if at all). However, other researchers have also found that 

children, particularly those under 12 years, report fewer clinical symptoms, for a range of 

disorders (Alderidge & Wood, 1997; Edelbrock et al., 1985). Further, more consistent carer-

child reports of PTSD symptoms for chronic or ongoing trauma have been reported for events 

such as bereavement (Stoppelbein & Greening, 2000) or cancer (Phipps et al, 2005). These 

data highlight some important differences between child sexual abuse and other forms of 

trauma, irrespective of the chronicity of the trauma experience. For example, it seems likely 

that families may find it easier to show greater support to a child who is undergoing 
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bereavement or cancer and are more conscious or alert to the child’s level of distress or 

symptoms. Since some families of children who have been abused report shame and guilt, 

this may affect the level of support such children receive, and correspondingly the level of 

insight carers have into their functioning. Hence, there is a further level of complexity that 

must be considered when assessing children with PTSD following CSA when compared to 

other trauma types. 

Understanding the accuracy of carer and child reports is important for two reasons. 

First, when interpreting the results of multi-informant assessment, it is important to 

understand the accuracy of each source. Second, if carers, for example, were accurate 

predictors of trauma symptoms, then assessing carer reports only for this process may be less 

time consuming and more efficient and may avoid unnecessary direct assessment of the child 

(Meiser-Stedman et al., 2007). This research is the first to identify the link between the 

caregiver’s level of functioning and the level of PTSD symptoms reported in the child. Whilst 

the difficulties found with child reports have been described in previous research (Alderidge 

& Wood, 1997; Edelbrock et al., 1985), the associations between caregiver psychopathology 

and the familial context (i.e., foster care, biological family) raise issues concerning the 

reliability of the carer report concerning PTSD. In future, researchers may wish to focus more 

attention on considering separate child and carer reports for PTSD using the diagnostic 

interview and develop more sensitive measures to assess trauma resulting from sexual abuse. 

Psychometric Issues Affecting Treatment Program Evaluation 

A number of psychometric issues were found pertaining to the measures used to test 

program effectiveness in the current research. Analysis of the individual effects in Chapter 8 

highlighted that there were contradictions and/or inconsistencies in child-carer agreement on 

the diagnostic interview as well as the psychometric measures. As discussed in the above 

section regarding carer-child agreement for the diagnosis of PTSD using the diagnostic 
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interview, further difficulties arose with the child and carer reports on the psychometric 

measures.  Issues regarding vast familial contexts also proved problematic when testing 

program efficacy using psychometric measures.  

Carer-child agreement. In the current research, data indicated that carers and children 

responded in different ways on the self-report psychometric measures used (namely the 

TSCC, CBCL, PSI and CSBI).  As reflected on the diagnostic interview, the caregivers 

reported higher rates of child-related psychopathology and problematic behaviours than the 

children themselves (e.g., anxiety levels on the CBCL did not correspond to anxiety levels 

reported by children themselves on the TSCC). In addition, these differences between carer-

child reports were maintained over time on the psychometric measures. Importantly, the 

children tended to report similar symptom patterns on the psychometric measures and the 

diagnostic interview, whereas the carers tended to report symptoms in children based on other 

factors, namely their own functioning and how familiar they were with the child. The teacher 

reports on the TRF were more consistent with the child’s report of symptoms, with less than 

half of the children classified with clinical levels of symptoms on the psychometric measures. 

Together, these data suggest that the child’s report of their own functioning, whether on 

psychometric measures or a diagnostic interview, is most consistent.  Of significant 

importance, high and low reports of child trauma symptoms and/or other psychopathologies 

by the carer appeared to be related to the extent of carer report of distress on the PSI parent 

domain. 

Familial contexts. Further investigation using individual analysis of the response 

patterns across the psychometric measures highlighted the significant role of extraneous 

familial factors. For example, the child’s responses for their level of trauma symptoms 

(reported on the TSCC subscales) showed that those who reported deterioration following 

treatment tended to be residing in foster care. Caregiver’s responses regarding problematic 
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behaviours (on the CBCL subscales) showed no association if the child was in foster care or a 

biological family.  However, carers reporting high scores for problematic behaviours in the 

child (on the CBCL) reported high scores for parenting stress (on the PSI), suggesting that if 

the carer was stressed and/or symptomatic, the child was also rated to be stressed and/or 

symptomatic. Further, for those carers who were biological parents or carers within the 

extended family, their perception of the child’s functioning may have been partially 

determined by their own functioning. For example, if a biological mother presented with high 

levels of distress and psychopathology, including poor attachment, low mood and feelings of 

isolation, they tended to rate the child’s functioning as poorer with heightened symptoms of 

child psychopathology. High levels of child psychopathology may also have produced high 

levels of carer psychopathology. 

The proportion of foster carers reporting may have also played a role in the poor 

carer-child agreement overall, as usually it is anticipated that for events that continue to have 

chronic life-long implications for the child (i.e., cancer), carers are more able to recognise 

distress (Meiser-Stedman et al., 2007). However, this would be dependent on how long the 

child was in the caregiver’s care, and how able the caregiver was to recognise distress, 

especially if they did not know the child prior to the trauma experience, thus having no 

benchmark for previous behaviour. It should be noted that many foster carers reported having 

limited historical information regarding the child in their care. This lack of information 

ultimately affected the validity of information that was provided in the assessment phase by 

some carers. This finding further supports the significant link between the familial contexts of 

this population and their reports on psychometric measures. These findings are similar to 

those found when assessment was conducted using the diagnostic interview. Together these 

results suggest considering independent carer and child reports for this population on 

psychometric measures, given that it appears each report seems to be measuring different 
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constructs, with the child reports seemingly a more valid indicator of their perceptions of 

their own functioning, even on self-rated measures. This may be particularly important when 

the carer also reports high levels of parenting stress. 

Association between psychometric measures and the diagnostic interview. A further 

difficulty found in the assessment of the children in the current research was that, although 

standardised psychometric measures were used, the results were generally inconsistent with 

the diagnostic interviews. For example, a child who reported symptoms consistent with a 

PTSD DSM diagnosis on the diagnostic interview did not necessarily report clinical levels of 

PTSD symptoms on the TSCC PTSD subscale.  

Whilst there is no psychometric measure considered the gold standard for making the 

diagnosis of PTSD or monitoring its symptom course, the measures used in this research 

were those used by past researchers (allowing comparisons across studies) and are considered 

the best available for assessing children’s and carers’ functioning in child psychiatry 

(Macdonald et al., 2006). However, it has been acknowledged that some of these measures 

have limited sensitivity for detecting the types of symptoms experienced by these children 

(Cohen, 2005). The difficulties reported in the current research are consistent with those 

reported in Cohen’s (2005) research, where the TSCC measure was also administered, and 

children failed to report symptoms in the clinical range, especially on the TSCC PTSD 

subscale, even though they had been assessed to have PTSD on a diagnostic interview. Cohen 

highlighted that the TSCC PTSD subscale may be less than optimal to measure PTSD 

symptoms in children because it does not enquire about PTSD symptoms related to sexual 

abuse. The practice parameters (AACAP, 1998) state that “for the assessment and treatment 

of PTSD in children and adolescents specific enquiry regarding the trauma experience 

increases the sensitivity with which PTSD symptoms are identified” (p.115). It is likely, 

therefore, that the use of a PTSD-specific psychometric measure (e.g., Childhood PTSD 
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Inventory and/or the Children’s PTSD Inventory) may have had higher sensitivity in 

detecting such symptoms (Cohen, 2005), yet these measures are not widely used and have 

questionable psychometric properties. Future research requires measures with greater 

sensitivity to the abuse experience for measuring the clinical course of children, and it is 

acknowledged that none of the existing measures available are optimal.  

Together these data suggest that a multi source, multidimensional assessment is 

required to assess pediatric PTSD across different areas of functioning and environments 

(including the home and school). A carefully administered clinical and diagnostic interview is 

needed to assess for a diagnosis of PTSD, with abuse specific psychometric measures used to 

follow the clinical course of children across time and also to assess the carer’s level of 

functioning and psychopathology. A psychometric measure with adequate psychometric 

properties that specifically addresses aspects of child sexual abuse is urgently required for 

this population of children. Additionally, given the complexities of this population, child 

observations should occur routinely in a range of settings to assist the clinician in making 

more accurate assessments of child diagnoses and functioning. Carer functioning, 

psychopathology and an analysis of the family system are also very important to assess, as 

this research has shown these important moderating variables in this population.  

The Role of Interpretative Bias in Pediatric PTSD 

 This current research appears to be the first to examine interpretative bias in this 

clinical group. Preliminary evidence suggests that children who have experienced CSA with 

PTSD have interpretative bias; however, this bias tends to be specific to particular situations 

that potentially trigger memories of the past trauma in children. When these biases were 

targeted in treatment, however, they did not reduce following treatment or at follow-up, 

suggesting that these processes may be resistant to treatment and require an even more 

specific approach, as the three sessions focusing on these processes proved ineffective.  
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Additionally, it must be noted that PTSD symptoms in children reduced overall, even 

though the child’s level of interpretative bias did not change, suggesting that cognitive 

interpretative threat bias may not be a contributing factor in the maintenance of PTSD 

symptomatology of children as was suggested by Dalgleish (2004). Dalgleish reported that 

these processes may in fact contribute to the maintenance of symptoms in a group of children 

who suffer PTSD following a single trauma event; however, it appears that, for children who 

experience chronic trauma events such as CSA, different factors may maintain 

psychopathology, which is explored in the following section. Alternatively, in the current 

research, cognitive bias was measured differently to Dalgleish’s research, with potentially 

less sensitivity. It should be noted, therefore, that testing cognitive biases solely by the child’s 

responses to ambiguous scenarios may be insufficient, suggesting cognitive bias may play a 

role in maintaining symptoms. It is likely that the carer would have an influential role in the 

extent of bias that the child reports, as found in the Barrett, Rapee, et al. (1996) study that 

tested children with more generalised anxieties, and this should be considered in future 

research.  

Treatment Considerations 

 There are a number of findings in the current research that are important when 

considering successful treatments for children with PTSD following CSA and their carers. 

These findings are particularly relevant as individual effects as well as group effects were 

investigated across time in the current research. These include insights regarding the 

characteristics of children who respond best to group programs versus those who remain 

unchanged or deteriorate over time. These insights provide information for improving 

treatment outcome for children and their carers with the aim of reducing the many 

documented detrimental short- and long-term consequences that can occur following such 
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experiences (Danielson et al., 2005; Finkelhor, 1990; Gomes-Schwartz, Horowitz, & 

Cardarelli, 1990; Warner, 2009; Wolfe & Wolfe, 1988).  

 Group effects. Both group treatment programs produced a significant reduction in 

PTSD symptoms based on the diagnostic interview. However, there were no significant 

changes reported on either the child self-report measures or carer reports of child 

psychopathology. These findings are dissimilar to most other research using individual 

sessions that found a significant reduction in PTSD symptoms following treatment, in 

addition to corresponding reductions in other reported psychopathology (Cohen et al., 2004; 

King et al., 2000; Smith et al., 2007). Past research investigating groups has failed to assess 

and measure change for PTSD, yet some group programs have shown change in depression 

(Burke, 1988) and others have failed to show any significant change overall (Berliner & 

Saunders, 1996). Since the current treatment program only focused on the reduction of PTSD 

symptoms, it is not surprising that a high proportion of children did not show evidence of 

reduced symptoms for a range of psychopathologies based either on their own or the carer 

self-ratings following treatment. However, the myriad of other psychopathologies reported 

that hinder the everyday functioning of these children need to be specifically addressed as 

well, and although change was expected and therefore measured, none was found overall.  

Individual effects. When individual treatment effects were investigated, a subset of 

children recovered. Descriptively, this group was younger than 10 years of age, female, living 

at home with at least one biological parent, and reported a single type of trauma or abuse 

experience (i.e., sexual abuse only). In contrast, children who deteriorated or remained 

unchanged across testing phases were those who were older, living in foster care and reported 

incidences of a number of abuse or trauma types, including experiences of physical abuse, 

emotional abuse, neglect and witnessing domestic violence. Furthermore, there appeared to 

be no treatment outcome effect dependent on whether the child was believed at the time of 
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disclosure, the number of CSA incidences reported (i.e., single vs. multiple occurrences), or 

the number of differential diagnoses considered. These findings are partially consistent with 

Ullman (2007), who also found that the child being believed at the time of disclosure did not 

have an impact on child distress and poorer outcomes. No other known researcher has 

attempted to distinguish profiles of children who benefit, or fail to benefit from treatment, 

using individual effects analysis; therefore, these results are important to assist the 

progression of treatment protocols for this population, particularly in the clinical setting.  

Multiple types of abuse.  The findings of the individual analysis suggest that children 

who had experienced neglect, physical and emotional forms of abuse as well as sexual abuse 

may not benefit from the group treatment program used, and some even deteriorated during 

the treatment process. When previous studies have used individual therapy with this group, 

greater success in symptom reduction has been found (Cohen et al., 2004; Stein et al., 2003). 

In these previous studies, individual trauma focused CBT programs were found to be superior 

to a non-directive supportive therapy program in alleviating symptoms for children who 

experienced multiple trauma types. These findings suggest that group based intervention 

programs may be insufficient to produce change in traumatised children who experience 

multiple types of abuse or trauma, and suggests that individualised programs may be more 

effective for those children. The current data highlight that the home environment may also 

be a variable critical to the treatment outcome in children. The issues surrounding families 

who experience a wide range of trauma or abuse types, irrespective of their experiences at the 

time of disclosure or the number of differential diagnoses, require treatment approaches that 

are more multidimensional, as the current programs were targeted towards treating the 

sequelae of sexual abuse and the related trauma response only. This approach may have been 

less effective for the complex presentation of those children in environments where they 

experience a range of different trauma types in addition to CSA. Children who have 
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experienced a range of abuse types often experience longer symptom duration and the 

development of co-occurring behavioural difficulties.  Additionally, whilst the perpetrator of 

the abuse was no longer in contact with the child in the current research, the upheaval and 

change in the family system may maintain and, in some cases, exacerbate difficulties (i.e., 

single parent homes, extended family, unstable living arrangements, low financial supports, 

etc.). Addressing the social and psychological issues that follow from upheaval of the family 

system is also an important factor. One issue that is vitally important and further highlighted 

is caregiver functioning, discussed below.  

Caregiver functioning and involvement. Throughout the current treatment programs, 

carer involvement was mainly confined to the needs of the child. However, based on the 

results of the parent domain subscales of the PSI, carers frequently reported feelings of low 

mood, high stress, and anxiety. It is clear from the current research that family functioning 

may play a crucial role in determining how well the child adapts to trauma and responds to 

treatment. Past research (Cook et al., 2003) has shown that parental support is a key factor in 

determining levels of child psychopathology and functioning.  Consistent with these findings, 

the current research found that the caregiver’s own functioning and level of psychopathology 

proved influential to treatment outcome (which was also associated with the level of 

psychopathology reported by carer for the child on the CBCL).  These data add to the 

mounting research and clinical literature that emphasise the importance of the role of the 

carer (Cook et al., 2003; Finkelhor and Kendall-Tackett, 1997; Pithers et al., 1998) with 

evidence that the response of the child’s social support system, and particularly the female 

caregiver, is the most important factor in determining how well the child will recover. 

Perhaps the current research would have demonstrated more effective outcomes if more of 

the assessment phase and the carer group program had been devoted to carer-related 
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problems (King et al., 2000), with an even stronger emphasis on supporting the carer in 

treatment.   

Earlier research using the original treatment model tested in the current study (Pithers 

et al., 1998) also found that parental attachment was significantly related to a reduction in 

symptomatology following a group treatment program for children who were highly 

traumatised with problematic sexual behaviours. In the Pithers study, when children were 

critically judged, neglected, or blamed by carers, rather than shown compassion and support, 

the child had higher clinical levels of psychopathology (Pithers et al.). Other researchers have 

found a strong link between parental attachment and positive treatment outcome (e.g., 

Deblinger et al., 1999). Data in the current research showed a high rate of problematic 

parental attachment, especially when the carer (biological or foster) had clinical levels of 

psychopathology, and felt isolated. Although the carer sessions in the current research 

attempted to partially focus on these issues, the content was primarily aimed at addressing 

child issues. As a result, the carer sessions were inadequate to promote significant change in 

the carer’s level of psychopathology.  

The question, therefore, arises as to whether a two-hour group treatment program 

across 12 weeks can adequately promote change in individual children if there are high levels 

of carer psychopathology, and a high proportion of problematic parental attachment 

behaviours are reported. Both current group programs attempted to focus on these very issues 

by allocating 15 minutes at the commencement of every group session on improving carer-

child relations and parental attachment. However, the overall family system is disrupted 

significantly following CSA; therefore, further systemic issues also need to be considered 

(i.e., effect on siblings), which were not addressed in the current treatment model. 

There were two sessions in the treatment program aimed at improving social support 

networks for the child and carer.  It would now appear that this content was not sufficient to 
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deal adequately with the extent of carer difficulty (poor attachment, isolation and high levels 

of carer distress) observed in this research. Even though improving social networks was a 

focus of two sessions, with the treatment focusing on creating networks consisting of 

individuals who have regular contact with the children and families and who were aware of 

the CSA, this proved inadequate to promote change, with only some reduction in isolation 

found in TP1 at post-treatment. Clearly further focus on these variables is required, as the 

current treatment programs proved ineffectual in promoting significant change overall in 

these areas across time.  

Community settings. Although it has been well documented that trauma-focused CBT 

treatment programs are effective in controlled research settings, it was unclear whether these 

findings would be replicated typical treatment settings, since few studies had been conducted 

outside of the clinical trial setting. As such, past researchers have called for treatments to be 

tested in community-based agencies such as mental health services and specific non-

government organisations (Berliner, 2005; Cohen et al., 2005). This approach is critical to the 

ecological validity of treatment programs. Cohen et al. evaluated an individual CBT trauma-

focused intervention in two community-based settings and found similar outcomes to those 

found in an academic setting. The current research contributes to this literature as it is, to the 

author’s best knowledge, the first known research to test the effectiveness of a group-based 

CBT treatment program across a range of community settings in Australia. Results of this 

research suggest that similar outcomes are possible in community settings as in academic 

settings, and the treatment models are relatively easy to apply in community clinical settings, 

assuming that adequate training and supervision is provided.  
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Limitations and Recommendations for Future Directions of Current Research Design 

 The following section provides an overview of the limitations that were encountered 

and an opinion regarding future directions, particularly in relation to the limitations faced 

with the internal validity and psychometric measures used in the current research.  

Limitations of psychometric measures. In the current research, there were inconsistent 

reports across psychometric measures and poor carer-child agreements. Although every 

clinician administering the diagnostic interview was trained to the standard procedures 

outlined in the diagnostic interview administrative manual, some clinicians had more 

experience than others in the use of this tool, and some clinicians were not blind to the 

study’s hypotheses. It must be acknowledged that problems may have existed in the 

administration of the diagnostic interview, regarding whether clinicians were able to remain 

unbiased to the research questions across testing phases and therefore provide accurate 

opinions regarding the level of symptoms reported when considering diagnoses using this 

tool.  

Future implications for psychometric testing. Researchers should consider the use of 

additional observational, experimental, behavioural and diary-based data collection to 

minimise the limitations and potential bias associated with self-report psychometric measures 

across environments (clinic, school and home). Additionally, separate reports should be 

considered from the carer and child because different constructs are measured. Future 

researchers should also ensure that a PTSD-specific measure is administered to provide a 

more accurate description of trauma symptoms related to CSA across time.  

Limitations of the design (internal validity). The heterogeneous nature of families in 

each treatment condition was an important methodological limitation. This may have partly 

occurred because the treatment conditions were undertaken in phases across time, and 

although participants were randomly allocated to conditions within phases, quasi-
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randomisation occurred overall, as true randomisation to treatment conditions could not occur 

given that the development of the CE-TP2 program was based upon findings from phase one.  

Further, the assessment and treatment procedures were conducted by clinicians across 

several different sites over two time phases. Even though care was taken to ensure sites 

remained constant over time, because of the extensive timeframes taken to recruit an 

adequate sample size, some factors in the community sites changed. For example clinicians 

left their positions in some sites, funding was reduced in some sites, or funding was increased 

in others.  

In as much as the clinicians were aware of the child’s group assignment, it must be 

acknowledged that possible experimenter bias existed. The failure to use blind raters was a 

significant threat to the validity of the study and is a potential rival hypothesis, given that the 

only significant group findings in this research were those from the clinician ratings. The 

ADIS was used in the assessment of children at pre-test, post-test and at each of the follow-

up phases. In addition, to self report symptoms, the clinicians produce a severity rating for 

each child.  This rating is largely subjective, so the use of divergent measures and double 

blind raters in this study would have protected against the possibility of bias in these 

diagnostic ratings.  It is possible that the clinicians did not reliably assess for PTSD diagnosis 

in children following their inclusion in either the treatment or WLC conditions. Future 

research should therefore use independent blind raters at post-test and follow-up to control 

for such bias. Additionally, 6-month follow-up assessments were carried out on the two 

treatment groups only. Further longitudinal follow-up of the progress of children would assist 

in determining long-term outcomes for these children. For example, analysis of the 

characteristics of children who maintained symptom change and those who required further 

treatment because of continued difficulties would provide further insights into outcomes and 

the progression of the types of symptoms that exacerbate psychopathology and behavioural 
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difficulties. In addition, longitudinal examination of the changes in the family system and the 

way their environment influences recovery or the maintenance of symptoms would provide 

further insights into this important and complex problem. 

A high attrition rate was found in the WLC group and a higher drop-out was noted in 

the CE-TP2 condition at follow-up testing.  Although the WLC children and carers did not 

undergo the group program, support through the assessment process was provided (i.e., they 

underwent all assessment sessions initially and were able to retell their stories as part of this 

process, which may be considered as some part of therapy), and families were aware that they 

would be offered further treatment once the 6-week waiting period had expired. The fact that 

families were taking positive action towards recovery for the child may be alleviating the 

symptomatology in some families, and future researchers that compare active treatments to 

WLC conditions should consider this, as it is important to delineate factors in treatment that 

ultimately elicit change.  

Future considerations for research design. Further research is required to investigate 

the role of cognitive interpretative bias in this group of children. More sensitive measures are 

required. One important consideration may be to have children present their own 

interpretations of the ambiguous events presented. This may provide important information 

concerning the nature and extent of any interpretative bias present in these children. Further, 

researchers in this area should focus on programs that differ substantially from one another, 

as it is proposed that the two comparative treatments in the current research were too similar 

to determine any differences in interpretative bias that may have occurred with a more 

structured cognitive component in the CE-TP2 condition. Further investigators must also 

consider the use of a four group design where possible, testing children with different levels 

of  PTSD, children with minimal PTSD symptoms but who suffered trauma, children with 

other emotional difficulties with no trauma and a non-clinical control group. The carer’s 
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influence on the child’s perception of events should also be measured, through structured 

taped interviewing of carer-child interactions. Future researchers must elucidate whether the 

role of the carer is in fact an important contributing variable to the maintenance of 

symptomatology in these children over time.  

Longitudinal research (as introduced above) which follows children post-treatment 

over many years would provide greater insights into the needs and complexities of the child’s 

clinical picture, particularly for those who are resistant to change. Investigation of factors 

such as the familial system, parental attachment, external support and level of resiliency of 

the child would add important insight into the type of environments and characteristics of the 

child that provides the greatest treatment outcomes for these children and their families. 

Other factors such as ideal treatment length and the mechanisms of change that lead to 

positive change and/or maintenance of symptoms should also be considered.  

As always and as far as possible, future research should use the gold standards of 

assessment and treatment already determined in research (e.g., Foa et al., 2000). The use of 

valid and reliable assessment procedures, blind evaluators and raters, adequate training and 

supervision, manualised assessment and treatment procedures, clearly defined treatment 

goals, the use of randomisation to conditions, and treatment adherence checks are vital 

procedures that are required to continue building on the knowledge that already exists in this 

research area. However, care should also be taken to ensure the ecological validity of the 

research undertaken so that research outcomes can be applied to a heterogeneous clinical 

population. 

Clinical Considerations and Concluding Comments 

Assessment and treatment of children with the characteristics described in this 

research is complex. Even though there are significant changes reported following the current 

treatment programs, it should be noted that the results of this trial, along with other studies 
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(Deblinger et al., 1990, 1996; King et al., 2000) suggest that cognitive behavioural treatment 

programs in both an individual and group format is effective in reducing PTSD symptoms in 

sexually abused children when compared to a WLC, and these CBT techniques need to be 

used more frequently in community settings.  

Specifically, the current research found that a 12-week group CBT treatment program 

particularly benefited a group of children who reported single trauma types, and remained in 

a family with at least one biological parent with adequate parental attachment. However, 

another sub-group of children failed to benefit, particularly those reporting other forms of 

abuse as well as sexual abuse, with significant issues reported in the carer-child relationship 

such as poor parental attachment, carer psychopathology or residing in foster care. The 

dissemination of findings such as these to clinicians in community settings is essential.  

Clinicians need to be aware of the necessity to thoroughly assess children and their family 

constellations in order to target empirically designed programs and ensure that such children 

and their carers receive the most suitable treatment program.  

It appears that a structured group intervention such as the one tested in this research 

may best form part of a package of treatment offered, alongside individual work being 

completed with the family.  The processing of abuse issues and the use of exposure tasks 

whereby the child is encouraged to confront or deal with their abusive experiences appear to 

be the most important intervention strategies (e.g., King et al., 2000). Other issues such as the 

parental attachment, carer-child relations, carer’s functioning and level of support could also 

be targeted. Additionally, specific cognitive bias should be targeted through individual 

sessions, so that the situations are specific and relevant to the child’s own experience. It 

seems that once this individual work is completed, a structured group-based intervention that 

focuses on topics similar to those investigated in this research (e.g., safety issues, relapse 
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prevention, discussion of feelings, and social support) would form the final stage of 

treatment.    

Feedback received from families suggested that participants found the groups helped 

them to recognise that they were not alone in their experiences and that others had 

experienced similar situations. Anecdotal reports from families included comments like: “It 

was so helpful to realise that we are not the only ones who have been through this stuff”. 

These comments support the use of a group program, as such outcomes could only be 

attained in group settings. The group process also appeared to help families undertake safety 

and/or protective behaviours where modelling and role playing was very beneficial. A group 

program such as the current model tested may be beneficial at the end of treatment for 

children and families who have experienced CSA to assist with important issues such as 

improving social support, feeling less isolated and developing protective behaviours in the 

home, in conjunction with the child’s trauma-related needs being met. Given this, the focus 

on PTSD symptom reduction appears to form only part of treatment focus; therefore, broader 

treatment goals should be considered for this population. 

The results of the current research show that despite the many problems that were 

faced in this research in the recruitment, assessment and management of these complex 

children and families, there were some important outcomes. This is the first research to 

provide insight into individual effects analysis for treating this heterogeneous population of 

children. Importantly, the variety of presentations of children and families that participated in 

this research represents the varying types of children and families that seek treatment in 

community settings. The results of the individual analysis undertaken provided insight into 

groups of children who benefit from a specific group treatment program versus those who 

would likely benefit from an individual approach. Additional important insights regarding the 

provision of providing efficacious treatment in community-based settings with children with 
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PTSD following CSA were obtained. Additionally, the vital role of the primary carer, the 

importance of a stable home environment, as well as testing the role of interpretative bias in 

maintaining symptoms of PTSD, are all critically important issues that have been addressed 

in the current research.  

This study has highlighted the devastating psychological consequences of child sexual 

abuse, for the child, carer, wider family and community. This is the first study that has 

undertaken an individual analysis of child and carer profiles when investigating the outcomes 

of a treatment trial for this complex group of children. No single treatment approach will 

likely be applicable for all children with PTSD following CSA, as this population presents 

with a diversity of emotional and behavioural difficulties. Future treatment models should 

carefully consider all of the individual factors pertinent to the difficulties faced by each 

family affected by sexual abuse. Whilst clinic treatment is critically important to the recovery 

process for the child, family and community supports are also critical for the ongoing success 

of treatment.  
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APPENDIX 1:  

Ethical Implications Considered –  

University Human Ethics Application 

Psychological Risks. Participants in the control condition will not receive treatment for a 

period of 6-weeks. There exists a possibility that over the course of the control trial the child 

may demonstrate deterioration in psychological well being as evidenced by an increase in the 

severity, intensity, or frequency of PTSD symptoms. However on balance, this possibility is 

no greater than if the child received no treatment at all and it is common practice that children 

would be required to wait a period of 6 weeks before being seen by other agencies. To 

minimise the risk for these children, the caregivers will be instructed to contact the therapist 

at any stage if they have concerns regarding their child.  If symptomatology worsens 

significantly, the child will be removed from the control group and given individual therapy 

by the group’s therapist. This decision will be made on a case-by-case basis, in consultation 

with the child’s family, therapists and supervisors. 

 

The inclusion of a control condition satisfies the rigorous international standards of 

experimental design, whilst providing an environment in which the child’s symptoms will be 

closely monitored. All the WLC children will be offered treatment independent of the 

program after the 6-week period. 

 

The standard treatment condition is a proven intervention that has been previously applied to 

children with sexual behaviour problems. The experimental treatment will be based on this 

intervention, with the additional features of helping families cope more effectively with 

symptom relapse and cognitive bias. It is therefore clear that both interventions will help 

families cope more effectively. At completion of the treatment trial, participants will be 

offered the additional features, if it was proven more efficacious.  

 

Treatment program participants.  Any participant who displays marked distress in treatment 

sessions will be individually de-briefed by a trained clinician following the session. If a 

severe increase in symptomatology is present in the child during the treatment phase, 

individualised sessions will be offered to the family and the participant withdrawn from the 

study. The decision to withdraw the child will be made on an individualised basis, determined 

by the child’s therapists, supervising psychologist and caregivers. However, it should be 

noted that the treatment protocol is based on a well established empirically tested intervention 

designed for children with sexualised behaviour problems. The only addition will be the 

cognitive behavioural techniques designed to help participant’s control symptomatology 

onset and maladaptive thought processes.  

 

Given that all participants have undergone some type of abuse, they will be informed at the 

initial interview that some distressing content may be discussed during the course of 

assessment and treatment. It will be made explicit that involvement is completely voluntary 

and that they may withdraw at any point in time without explanation or repercussion. If this 

occurs, the family will be offered assistance in finding appropriate referral, if required. 

 

Social Risks. Social risks may result during treatment because of the nature of group work. At 

the initial treatment session, group rules will be firmly established with an emphasis on the 

importance of confidentiality and the need to respect one’s privacy. Moreover, it is important 
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to note that the literature suggests group treatment may be an efficacious form of therapy, as 

it promotes the realisation that similar experiences are had by other children who have 

experienced similar difficulties.  

 

Other Risks – Legal Consequences. The possibility exists that some participants may be 

required to participate in legal proceedings during the course of treatment. The decision 

regarding whether the child will continue in the research will be made on a case-by-case 

basis, in consultation with the child’s family, therapists, legal advisors and supervising 

psychologists. If it is deemed necessary for the child to withdraw from the study, appropriate 

treatment arrangements will be made immediately.  

 

Potential Benefits Given Possible Risks. Child abuse and subsequent PTSD symptomatology 

have deleterious short-and-long term effects on children and their families, posing major 

social problems. It is therefore vital that effective research is completed in this area to help 

minimise these potential effects. The identification of maladaptive cognitive biases and the 

subsequent development of a treatment package is critical to the development of knowledge 

and successful interventions for childhood PTSD.  

 

Informed Consent. Consent will be obtained from the parent or carer in writing via a consent 

form. In addition, written assent will be obtained from each child, where possible.  

 

Confidentiality. Strict procedures will be adopted to ensure confidentiality. These include, all 

information regarding client information will be stored in locked cabinets. The research team 

only will be permitted access to this information. After assessment, all information will be 

identified by number only. The corresponding names, birth dates and addresses of the 

participants will be stored separately in a locked cabinet. No personal information will be 

released without the child and parent’s written consent. All identifying information will be 

deleted from publications. Only audiotapes will be used in the assessment and treatment 

phases to ensure confidentiality of participants. Audiotapes will be de-identified and stored in 

locked cabinets.  

 

Feedback. The child and caregiver will receive de-briefing following the assessment tasks. 

Results will be available upon request, at the completion of the research. The participants 

who received the least effective intervention will be offered the most effective treatment 

within one month of completion, if it was proven more efficacious. 
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APPENDIX 2:  

Research Study Information Sheet and the Research Participation Consent/Assent Forms 

 
 

The STEP Program 

 

PLAIN LANGUAGE STATEMENT 

Site: _____________________________________ 

Full Project Title: Children affected by abuse and neglect:  

Enhancing treatment efficacy. 

 
Principal Researchers:  

Ms. Kristy Pinter 

Professor William Pithers (Griffith University)  

Associate Researcher(s):  

Ms. Alison Gray (SACS) 

 

This Plain Language Statement and Consent/Assent Form is 4 pages long. Please make sure you have 

all the pages. 

1. Your Consent 

You are invited to take part in this research project.  

This research will form part of a Ph.D. in Clinical Psychology by Ms. Pinter (Principal Researcher). 

This Plain Language Statement contains detailed information about the research project. The 

statement’s purpose is to explain, as openly and clearly as possible, all procedures involved in the 

project before you decide whether or not to take part.  

Please read this Plain Language Statement carefully. Feel free to ask questions about any information 

in this Statement. 

Once you understand what the project is about and if you agree to take part in it, you will be asked to 

sign the Consent Form. Your signature on the Consent Form indicates you understand the information 

and give your consent to participate in the project. 

You will be given a copy of both the Consent Form and Plain Language Statement to keep as a 

record. 
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2. Description of the Project 

The purpose of this project is to assist families who have suffered abuse, cope more effectively. A 

total of approximately 100 families will participate in this project. 

Previous experience has shown that child abuse, left untreated, has harmful short-and-long term 

effects on children and their families.  

You are invited to participate in this research because you and your family have experienced the 

effects of child abuse. Before commencing the treatment program, you will be asked to participate in 

a number of assessment sessions, involving an interview and the completion of questionnaires. The 

procedures and questionnaires used are well established and applied in many clinical settings 

worldwide.  

You will then enter a 12-week treatment program, involving 2-hour weekly sessions. You will be 

assigned to one-of-two treatment groups. The first treatment group will be based on a proven 

intervention, with features of helping families cope more effectively with specific symptom 

management. The second treatment group will have similar components but focus more on preventing 

relapse of symptoms. It is clear that both interventions will help families cope more effectively.  

3. Possible Benefits 

Benefits of participation include being involved in an intensive treatment program that will assist your 

family cope with symptoms of child abuse. The information obtained from this research will benefit 

similar families worldwide as results will be published in respected journals.  

4. Possible Risks 

If at any stage during the research, your child experiences significant distress due to content discussed 

in-group, they will be de-briefed by a trained clinician. If the child suffers a severe increase in 

symptomatology, individualised sessions may be offered to the family. The decisions regarding these 

matters will be based on a one-by-one basis determined by the child’s therapists, supervising 

psychologists and caregivers. 

5. Alternatives to Participation 

If you choose not to enter into this research, alternative procedures available to you include the 

standard treatment offered by each participating organisation. You will not be disadvantaged if you 

decide against participating in this research. 

6. Confidentiality and Disclosure of Information 

Any information obtained in connection with this project and which identifies you, remains 

confidential. It will only be disclosed with your permission, except as required by law.  Normally, the 

researchers cannot guarantee absolute confidentiality with respect to illegal behaviours of which they 

are made aware. 

If you give us your permission by signing the Consent Form, we plan to publish the results in 

respected international and national psychological journals. In any publication, information will be 

provided in a way you cannot be identified. Upon completion of the assessment phase, families will 

be allocated a code number that protects your child’s anonymity. The assessment forms will be locked 

in a cabinet until the data are entered into a computer database. All other information will be securely 

locked in the private office of the chief investigator and no information will be released unless written 

consent has been obtained from you and your child. 

All assessment and treatment sessions will be audiotaped. These tapes will be used for research 

purposes only and will be destroyed at the end of the study. The audiotapes will be kept in locked 

cabinets.  
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7. Results of Project 

A summary of the major findings will be made available, upon request, at completion of the research. 

This summary will contain information regarding overall results only. In order to protect the 

confidentiality of the participants and in accordance with ethical responsibilities, no information will 

be disclosed regarding an individual who partakes in this research. 

8. Further Information or Any Problems 

Experienced clinicians, under the supervision of Professor William Pithers and other senior members 

at SACS, will undertake the research program. William Pithers has extensive experience and expertise 

in this area, having conducted more than 20-years of research and treatment with children effected by 

sexual abuse. If you require further information or if you have any problems concerning this project 

(for example, any questions regarding the treatment materials), you can contact the principal 

researcher. The researchers responsible for this project are: 

 

Ms. Kristy Pinter.   

  Ph: 0402 283721; k.pinter@mailbox.gu.edu.au 

Professor William Pithers 

w.pithers@mailbox.gu.edu.au 

Ms Alison Gray 

 Ph: (07) 3391 6066; alison.gray@families.qld.gov.au 

9. Other Issues 

If you have any complaints about any aspect of the project, the way it is being conducted or any 

questions about your rights as a research participant, you may contact:                    

 The University’s Research Ethics Officer 

         Office for Research, Bray Centre, Griffith University 

         Kessels Road, Nathan, QLD 4111  

         Ph: (07) 3875 6618 

 

You will need to tell the Ethics Officer the name of the researchers given in section 9 above. 

10. Participation is Voluntary 

Participation in any research project is voluntary. If you do not wish to take part you are not obliged 

to. If you decide to take part and later change your mind, you are free to withdraw from the project at 

any stage.  

Your decision whether to take part or not to take part, or to take part and then withdraw, will not 

affect your routine treatment, your relationship with those treating you or your relationship with 

SACS or Department of Families. 
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Before you make your decision, a member of the research team will be available so that you can ask 

questions regarding the research project. You can ask for any information you want. Only sign the 

Consent Form once you’ve had a chance to ask questions and received satisfactory answers. 

Before deciding whether or not to take part, you may wish to discuss the project with a relative, friend 

or your local health worker. Feel free to do this. 

If you decide to withdraw from this project, please notify a member of the research team before you 

withdraw. This notice will allow us to assist you in finding an appropriate referral for further 

treatment if required. 

11. Ethical Guidelines 

This project will be carried out according to the National Statement on Ethical Conduct in Research 

Involving Humans (June 1999) produced by the National Health and Medical Research Council of 

Australia. This statement has been developed to protect the interests of people who agree to 

participate in human research studies. 

The Human Research Ethics Committee of this Institution has approved the ethical aspects of this 

research project. Griffith University has also given approval. 
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The STEP Program 
 

Site: ________________________________________ 

 
 

PARENT/GUARDIAN CONSENT FORM 
 
 

I,................................................................................………………………..being the  
  ( NAME - PLEASE PRINT)      
 
..…………….………………...........…………………………….………..………..of 

(RELATIONSHIP TO PATIENT) 
 
..................................................................…………………………….....................of 

(PLEASE PRINT CHILD’S FULL NAME)  
 
..................................................................…………………………….......................... 

(PLACE OF RESIDENCE) 
 

have been asked to participate in the research study titled: 

Children affected by abuse and neglect: Enhancing treatment efficacy 

being conducted by:  Ms Kristy Pinter and Professor William Pithers. 

 

I give voluntary consent for my child to participate in this study by signing this form on the 

understanding that the research study will be carried out in a manner conforming with the 

principles set out by the National Statement on Ethical Conduct in Research Involving 

Humans, and further that: 

 

1. I understand the general purposes, methods, demands, benefits and possible risks,  

inconveniences and discomforts of the study as outlined in the 'Plain Language 

Statement' that has been given to me. 

 

2.         Although I understand that the purpose of this research project is to improve the 

quality of care, it has also been explained that my involvement may not be of any 

personal benefit to my child. 

 

3. My child’s participation in the research study is voluntary, and he/she is free to 

withdraw at any time, and to continue receiving appropriate treatment for his/her 

condition, as will be the case if I do not volunteer to enter the study. 

 

4.          I have been given the opportunity to have a member of my family or a friend present 

while the project was explained. 
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5. I have been given the opportunity to ask questions in relation to the research study, 

and I have received all the information and explanations I have requested. 

 

6. I understand that the confidentiality of my child’s medical history will be safeguarded 

save where required by law.  Although information regarding my child’s medical 

history may be divulged and results of research may be published, my child’s identity 

will not be revealed in such publications. 

 

 

 

Parent/Guardian 

Signature:................................................................Date:..........................................  

    (WRITTEN BY GUARDIAN) 

 

 

 

 

Witness: I, ...............................................................................of...............……… 

(PLEASE PRINT) 

 .................................................................................................................. 

 witness that the signature above is of the participant, who in my opinion, is 

acting rationally and voluntarily. 

 

Signature: ..........................................................  Date: .......................................... 

 

 

 

Investigator: I, ...................................................................….have fully explained the  

  (PLEASE PRINT) 

aims, risks and procedures of the abovenamed study to the person named herein. 

 

Signature: ............................................................ Date: .......................................... 
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The STEP Program 

Site: ______________________________________ 

 

CHILD CONSENT FORM 
 

I,................................................................………………………………………of  

 (Full name) 

 

..........…………...………………………………………………………………… 

(Place of residence) 

 

have been asked to be involved in this study called: 

Children affected by abuse and neglect: Enhancing treatment efficacy  
being conducted by:   

Ms Kristy Pinter and Professor William Pithers. 

 

I would like to be in this research study to help children who have experienced abuse. 

 

I know that I will be asked to answer many questions about how I feel and things I have done. 

This may help others to work with children who are having problems. 

 

I may be asked to come to a group program that meets for two hours every week for up to 12-

16 weeks. I would be with other children my age and we will do activities, or practice 

exercises that will help us feel better and learn new ways to control our behaviours. Our 

group may be joined by parents/caregivers. 

 

I understand that some meetings will be audiotaped. The staff will listen to the tape to make 

sure they are doing their best to help us.  

 

I know that my test answers will be given to people who can use them. I know that I can stop 

any time and not lose benefits. I don’t have to answer any questions that I don’t have to. 

 

If I want to talk to someone about this, I can talk to my parents or Kristy Pinter (Ph. 0402 283 

721). My parents will have a copy of this form. 

 

 

 

Signature: ...............................................................Date: .......................................... 
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The STEP Program 
 

Release of Information 

 

 

I herby give permission for STEP program staff to exchange necessary information required 

for the planning and treatment of my child and myself. 

 

 

 I have received the Plain Language Statement outlining the STEP project and subsequent 

participation requirements. 

 

 I agree to have the STEP program staff contact me if required. 

 

 I received and completed a STEP Program consent form. 

 

 I give permission for the STEP Program staff to contact other organisations if required 

(Eg. School, General Practitioner etc).  

 

 I give permission for the STEP Program to audiotape assessment and treatment sessions 

for research purposes only. 

 

 
Participant’s Name (printed) …………………………………………………… 

Signature       Date 

 

Witness Name (printed) ……………………………………………………   

Signature       Date 

 

Clinician’s Name (printed) …………………………………………………… 

Signature       Date 
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APPENDIX 3: 

CGAS profile 

Children’s Global Assessment Scale (CGAS) 
David Shaffer, M.D., Madelyn S. Gould, Ph.D. Hector Bird, M.D., Prudence Fisher, B.A. Adaptation of the Adult Global Assessment Scale (Robert L. 
Spitzer, M.D., Nathan Gibbon, M.S.W., Jean Endicott, Ph.D.)  

 
PLEASE RECORD A CGAS SCORE OF THE YOUNG PERSON’S FUNCTIONING.   

 

 

100-91 DOING VERY WELL 

Superior functioning in all areas (at home, at school and with peers), involved in a range of activities and has 

many interests (e.g., has hobbies or participates in extracurricular activities or belongs to an organised group 

such as Scouts, etc.). Likeable, confident, everyday worries never get out of hand. Doing well in school. No 

symptoms.  

 

90 – 81  

 

DOING WELL 

Good functioning in all areas. Secure in family, school, and with peers. There may be transient difficulties 

and "everyday" worries that occasionally get out of hand (e.g., mild anxiety associated with an important 

exam, occasionally "blow-ups" with siblings, parents or peers).  

 

80 – 71  DOING ALL RIGHT –minor impairment 

No more than slight impairment in functioning at home, at school or with peers. Some disturbance of 

behaviour or emotional distress may be present in response to life stresses (e.g., parental separations, deaths, 

birth of a sibling) but these are brief and interference with functioning is transient; such children are only 

minimally disturbing to others and are not considered deviant by those who know them.  

 

70 – 61  

 

SOME PROBLEMS - in one area only 

Some difficulty in a single area, but generally functioning pretty well, (e.g., sporadic or isolated antisocial 

acts such as occasionally playing hooky, petty theft; consistent minor difficulties with school work, mood 

changes of brief duration, fears and anxieties which do not lead to gross avoidance behaviour; self-doubts). 

Has some meaningful interpersonal relationships. Most people who do not know the child well would not 

consider him/her deviant but those who do know him/her well might express concern.  

 

60 – 51 

 

SOME NOTICEABLE PROBLEMS – in more than one area 

Variable functioning with sporadic difficulties or symptoms in several but not all social areas.  Disturbance 

would be apparent to those who encounter the child in a dysfunctional setting or time but not to those who 

see the child in other settings. 

 

50 – 41  

 

OBVIOUS PROBLEMS – moderate impairment in most areas or severe in one area 

Moderate degree of interference in functioning in most social areas or severe impairment functioning in one 

area, such as might result from, for example, suicidal preoccupations and ruminations, school refusal and 

other forms of anxiety, obsessive rituals, major conversion symptoms, frequent anxiety attacks, frequent 

episodes of aggressive or other antisocial behaviour with some preservation of meaningful social 

relationships. 

 

40 – 31  

 

SERIOUS PROBLEMS – major impairment in several areas and unable to function in one area 

Major impairment in functioning in several areas and unable to function in one of these areas, i.e., disturbed 

at home, at school, with peers or in the society at large, e.g., persistent aggression without clear instigation; 

markedly withdrawn and isolated behaviour due to either mood or through disturbance, suicidal attempts 

with clear lethal intent. Such children are likely to require special schooling and/or hospitalisation or 

withdrawal from school (but this is not a sufficient criterion for inclusion in this category).  

 

30 – 21  

 

SEVERE PROBLEMS - unable to function in almost all situations 

Unable to function in almost all areas, e.g., stays at home, in ward or in bed all day without taking part in 

social activities OR severe impairment in reality testing OR serious impairment in communication (e.g., 

sometimes incoherent or inappropriate).  
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20 – 11  

 

VERY SEVERELY IMPAIRED -considerable supervision is required for safety 

Needs considerable supervision to prevent hurting others or self, e.g., frequently violent, repeated suicide 

attempts OR to maintain personal hygiene! OR gross impairment in all forms of communication, e.g., severe 

abnormalities in verbal and gestural communication, marked social aloofness, stupor, etc.  

 

10 – 1  EXTREMELY IMPAIRED - constant supervision is required for safety 

Needs constant supervision (24-hour care) due to severely aggressive or self-destructive behaviour or gross 

impairment in reality testing, communication, cognition, affect or personal hygiene. 

  

Specified time period: Weekly 

 

 

  

 

CGAS SCORE = 
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APPENDIX 4:  

TSCC subscales (Anxiety, Depression and Dissociation) - Data for 3- and 6-month follow-up 

Participant 

Gender/

Age 

(Yrs) 

TSCC-

ANX  

3 MO 

TSCC-

DEP  

3 MO 

TSCC-

DIS  

3 MO 

TSCC-

ANX  

6 MO 

TSCC-

DEP  

6 MO 

TSCC-

DIS  

6 MO 

TP1 – 3 and 6 month follow-up scores for the TSCC subscales 

P#2 F-11 37 39 41 37 36 37 

P#3 F-12 50 47 59 50 47 59 

P#4 F-12 37 43 75* 37 41 59 

P#5 F-8 49 48 57 35 36 39 

P#6 F-10 47 43 47 47 43 47 

P#9 F-8 49 53 43 49 53 43 

P#11 F-11 42 41 53 42 41 53 

P#13 F-10 35 39 47 39 36 43 

P#14 F-10 35 41 43 35 41 47 

P#15 F-11 48 50 47 63* 57 52 

P#16 F-11 35 41 41 35 35 37 

P#301 F-9 39 41 39 61* 46 47 

P#302 F-10 79* 77* 57 39 41 39 

P#304 F-9 39 35 43 35 41 43 

P#305 M-12 42 43 37 35 35 37 

P#306 M-11 44 45 35 36 45 35 

P#308 F-9 35 35 45 35 35 35 

P#309 F-9 39 36 35 44 39 39 

P#310 M-8 36 37 52 42 35 37 

P#311 F-8 35 77* 35 35 39 37 

P#314 F-11 47 35 38 37 35 37 

P#315 F-10 37 35 37 44 43 41 

P#316 F-8 35 46 37 57 46 53 

P#317 F-12 49 58 63* 52 65 63 

P#318 M-9 74* 68* 64* 42 43 39 

P#319 F-12 35 35 39 44 41 41 

CE-TP2 – 3 and 6 month follow-up scores for the TSCC subscales 

P#320 M-9 39 35 43 42 37 37 

P#322 F-11 35 35 37 47 36 41 

P#323 F-11 42 35 37 39 46 39 

P#324 F-9 39 39 39 44 43 37 

P#404 M-8 35 35 35 35 35 35 

P#409 F-10 39 36 41 39 36 41 

P#410 M-9 35 35 35 35 35 35 

P#415 F-8 66* 67* 65* 66* 67* 65* 

P#418 M-12 60 50 50 60 50 50 

P#501 F-8 47 39 43 47 39 43 

P#502 F-8 89* 81* 77* 89* 81* 77* 

P#503 F-8 79* 77* 69* 79* 77* 69* 

P#504 F-9 35 35 35 35 35 35 

P#505 F-8 52 51 45 52 51 45 

P#506 F-9 39 48 41 39 48 41 

P#507 F-10 44 41 49 44 41 49 

Note. * In clinical range at follow-up. No WLC data collected at follow-up.   
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APPENDIX 5:  

CBCL – Data for 3-and-6 month FU 

Participant 

Gender/ 

Age 

(Yrs) 

ANX/ 

DEP  

3 MO 

CBCL 

INT  

3 MO 

CBCL 

EXT  

3 MO 

   ANX/ 

DEP 

6 MO 

CBCL 

INT  

6 MO 

CBCL 

EXT  

6 MO 

TP1 – 3 and 6 month follow-up scores for the CBCL subscales 

2 F-11 63* 62* 61* 56 55 61* 

3 F-12 54 56 47 54 56 47 

4 F-12 70* 64* 75* 70* 64* 75* 

5 F-8 57 54 46 50 33 40 

6 F-10 52 51 44 52 51 44 

9 F-8 50 62* 56 57 65* 56 

11 F-11 52 51 56 52 51 56 

13 F-10 50 33 44 50 33 32 

14 F-10 64* 61* 61* 64* 61* 61 

15 F-11 50 43 56 50 46 74* 

16 F-11 50 48 40 50 31 33 

301 F-9 86* 79* 76* 69* 70* 60 

302 F-10 50 48 65* 57 54 65* 

304 M-9 52 51 52 50 43 50 

305 M-12 60 58 56 50 45 56 

306 F-11 58 53 61* 58 53 61* 

308 F-9 50 48 53 60 59 59 

309 M-9 50 33 53 68* 66* 59 

310 F-8 50 51 52 50 43 50 

311 F-8 86* 79* 72* 61* 58 63* 

314 F-11 52 52 37 50 51 40 

315 F-10 82* 78* 79* 78* 79* 81* 

316 F-8 74* 74* 91* 78* 75* 87* 

317 M-12 87* 87* 81* 58 58 64* 

318 F-9 62* 57 46 61* 59 44 

319 M-12 54 50 51 51 52 48 

CE-TP2 – 3 and 6 month follow-up scores for the CBCL subscales 

320 F-9 50 51 46 52 59 50 

322 F-11 59 58 46 59 60* 53 

323 F-11 59 50 54 68* 64* 69* 

324 F-9 57 58 50 57 55 54 

404 F-8 61* 60 71* 61* 60 71 

409 M-10 57 55 53 57 55 53 

410 F-9 61* 57 65* 61* 57 65* 

415 M-8 50 48 70* 50 48 70* 

418 F-12 63 60 67* 63* 60 67* 

501 F-8 50 48 70* 50 48 70* 

502 F-8 63* 60 67* 63* 60 67* 

503 F-8 63* 64* 70* 63* 64* 70* 

504 F-9 51 55 54 51 55 54 

505 F-8 90* 82* 81* 90* 82* 81* 

506 F-9 80* 85* 64* 80* 85* 64* 

507 F-10 64* 69* 65* 64* 69* 65* 

Note. * Clinical scores at follow-up. No WLC data collected at follow-up.  
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APPENDIX 6:  

Sociodemographic Information for all Subject Children, According to Carer Type, Gender, 

Child Believed at Disclosure and Abuse Type 

 

Participant 
Gender/Age 

(Yrs) 
Carer Type 

Believed at 

Disclosure 
Abuse Frequency Abuse Type 

TP1 

P#2 F-11 Extended Yes Not sure  

P#3 F-12 Foster Yes Multiple   

P#4 F-12 Foster Yes Multiple  

P#5 F-8 Biological Yes Multiple  

P#6 F-0 Biological Yes One occasion  

P#9 F-8 Foster No Multiple  

P#11 F-11 Foster  No Multiple  

P#13 F-10 Biological  Yes Multiple  

P#14 F-10 Foster Unsure Multiple  

P#15 F-11 Foster Unsure Multiple  

P#16 F-11 Biological Yes Multiple  

P#301 F-9 Biological No Multiple  

P#302 F-0 Biological Yes Multiple  

P#304 F-9 Biological Yes Multiple  

P#305 M-12 Biological No One occasion  

P#306 M-11 Biological Yes Multiple   

P#308 F-9 Biological  Yes Multiple  

P#309 F-9 Biological Yes Multiple  

P#310 M-8 Biological Yes Multiple  

P#311 F-8 Biological Yes Multiple  

P#314 F-11 Biological Yes Not sure  

P#315 F-10 Biological Yes Multiple  

P#316 F-8 Biological Yes Multiple  

P#317 F-12 Biological Yes Multiple  

P#318 M-9 Biological Yes Multiple  

P#319 F-12 Biological No Multiple  

CE-TP2      

P#320 M-9 Biological No Multiple  

P#322 F-11 Biological No Multiple  

P#323 F-11 Biological  Yes One occasion  

P#324 F-9 Biological Yes Multiple  

P#404 M-8 Foster  Yes Multiple  

P#409 F-10 Biological Yes Multiple  

P#410 M-9 Biological Yes Multiple  

P#415 F-8 Foster Yes Multiple  

P#418 M-12 Foster  Yes Not sure  

P#501 F-8 Biological Yes Multiple  

P#502 F-8 Biological Yes Multiple  

P#503 F-8 Foster Yes Multiple  

P#504 F-9 Extended Yes Multiple  

P#505 F-8 Biological Yes Multiple  

P#506 F-9 Extended Yes Multiple  

P#507 F-10 Biological Yes Multiple  
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WLC      

P#307 F-9 Biological No Multiple  

P#312 F-10 Biological Yes One occasion  

P#313 M-8 Biological Yes Not sure  

P#325 F-8 Biological Yes Multiple  

P#326 F-10 Biological Yes Multiple  

P#327 F-10 Biological Yes Multiple  

P#329 M-9 Extended Yes Multiple  

P#330 F-8 Biological  Yes Multiple  

P#331 M-9 Biological No Multiple  

P#333 F-11 Biological No Multiple  

P#334 F-11 Biological Yes One occasion  

P#335 F-9 Biological  Yes Multiple  

P#421 F-11 Foster Yes Multiple  

P#508 F-9 Extended Yes Multiple  

 


