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The current investigation incorporated a stress-appraisal- coping model of childhood
maltreatment proposed by Spaccarelli (1994). Specifically, the study examined cognitive
appraisals and coping strategies as underlying mechanisms or mediators through which
childhood maltreatment affects adolescent adjustment. The MMPI-A (Butcher et al.,
1992) content scales and defensiveness scale were used in an exploratory manner as
measures of emotion-focused coping strategies. In the sample of 157 maltreated
adolescents, no significant direct effects of maltreatment types and severity on adolescent
psychopathology, suicidality, substance use, or self-injury were found. Direct paths from
emotion-focused coping strategies to adolescent psychopathology and adolescent
substance use were found to be significant, in which higher use of emotion-focused
coping strategies led to higher rates of adolescent psychopathology and substance use.
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The direct effect of cognitive appraisals on adolescent psychopathology approached
significance; adolescents with low self-esteem and negative appraisals of others exhibited
higher rates of psychopathology. Treatment implications for promoting resilient
outcomes among maltreated youth are discussed, in addition to the need to address
variable outcomes within populations of maltreated youths by focusing on underlying
processes to understand the impact of childhood maltreatment on adolescent adjustment.
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CHAPTER I
Introduction
In the last 20 years an increasing awareness of the rise in the number of
children who are victims of childhood maltreatment has provided an impetus for research
investigations of the contributions of childhood maltreatment to adjustment, which has
typically been studied in adults. More recent studies have confirmed the detrimental
contributions of childhood maltreatment to not only adult adjustment but also adolescent
adjustment. According to the developmental psychopathology model of childhood
maltreatment, maladjustment during childhood and adolescence may hinder the
achievement of developmental tasks such as emotional, cognitive, language, and
behavioral skills in addition to self-regulation (Cicchetti & Toth, 1995; DeBellis, 2001).
Adolescent achievement of these developmental tasks can affect accomplishment of
subsequent developmental tasks, wherein difficulty mastering early developmental tasks
may contribute to maladaptive outcomes later in life (Manly, Kim, Rogosch, & Cicchetti,
2001). Therefore, childhood maltreatment that contributes to maladjustment in
adolescents may be especially detrimental in that their subsequent maturation into
adulthood may continue to be negatively impacted by past experiences of maltreatment.
Although a proliferation of studies has contributed to a larger literature base of
childhood maltreatment and its relation to adjustment in adolescents, there are
limitations inherent in a majority of these studies. First, the conceptualization of
maltreatment as an aggregated, dichotomous variable that encompasses all forms of
1

maltreatment and the concomitant failure to account for multiple types of maltreatment
such as physical abuse, sexual abuse, neglect, and emotional maltreatment have impeded
research in demystifying the relationships between types of maltreatment and adjustment
in adolescents. Given that a growing number of children and adolescents experience
more than one type of maltreatment, further study of all four types of maltreatment is
warranted to understand their unique and common contribution to adolescent adjustment.
Second, characteristics of maltreatment such as severity, defined as the extent of
seriousness of a caregiver’s act towards the child, have received little consideration in
research studies. Third, most maltreatment studies have also lacked clear,
operationalized definitions of characteristics of maltreatment such as types of
maltreatment as well as severity of maltreatment, which debilitates interpretability and
generalizability of results across maltreatment studies.
The development of a multidimensional nosological system of classifying
maltreatment, known as the Modified Maltreatment Classification System (MMCS;
Barnett , Manly, & Cicchetti, 1991, 1993), has facilitated a more systematic study of
childhood maltreatment in understanding how characteristics of maltreatment, such as
type of maltreatment and severity of maltreatment influence adolescent adjustment.
More research is needed to examine the contribution of types of maltreatment, severity of
maltreatment, and cumulative maltreatment to adjustment in adolescents, represented in
this study as adolescent psychopathology, suicidality, substance use, and self-injury. No
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existing study has examined the relationships and interplay among all of these variables,
which will be explored in this study.
While studies have consistently established relationships between childhood
maltreatment and psychopathology, suicidality, substance use, and self-injury in
adolescents, less is known regarding underlying mechanisms through which childhood
maltreatment is hypothesized to impact adolescent adjustment. Studies on childhood
maltreatment largely reflect a descriptive research base of correlations between
maltreatment and adjustment. The next step in advancing the study of childhood
maltreatment is to understand how maltreatment contributes to adolescent adjustment.
A stress-appraisal- coping mediational model of how childhood maltreatment
affects adolescent adjustment has been proposed in which use of negative cognitive
appraisals and maladaptive coping strategies mediate the effect of childhood
maltreatment on adolescent adjustment (Sandin, Chorot, Santed, Valiente, & Joiner,
1998; Spaccarelli, 1994). That is, it is proposed from this model that adolescents who
have experienced childhood maltreatment are at risk of internalizing and externalizing
disorders, suicidality, substance use, and self-injury. Their use of negative cognitive
appraisals and maladaptive coping strategies is hypothesized to explain how their
adjustment may be influenced by childhood maltreatment. Studies have demonstrated
that maltreated adolescents exhibit more negative cognitive appraisals, such as low selfesteem and negative appraisal of others in addition to greater use of maladaptive coping
strategies such as defensiveness, rumination, social isolation, emotional discharge,
3

avoidance, and resistance to seeking social support than non-maltreated adolescents
(Briere, 1992; Brooks, 1985; Browne, 2002; Cicchetti & Rogosch, 1997; Egeland, 1997;
Janoff-Bulman, 1989; Haj-Yahia, Musleh, & Haj-Yahia, 2002; Holman & Silver, 1996;
Spaccarelli & Fuchs, 1997; Taussig, 2002; Wolfe & Jaffe, 1991). Studies have also
reported the association between use of negative cognitive appraisals and maladaptive
coping strategies and psychopathology, suicidality, substance use, and self-injury in
adolescents (Boudewyn & Liem, 1995; Chance, Kaslow, & Baldwin, 1994; Esposito &
Clum, 2002; Forman & Davies, 2003; Haines & Williams, 1997; Harter, 1998; Southall
& Roberts, 2002; Spaccarelli & Fuchs, 1997; Spaccarelli & Kim, 1995; Yang & Clum,
1996). However, scant research has studied the relationships among characteristics of
childhood maltreatment, adolescent adjustment, negative cognitive appraisals, and
maladaptive coping strategies in testing the stress-appraisal-coping mediational model.
Research studies on childhood maltreatment have had difficulty testing the
mediational model due to inability to obtain a sample with adequate size and
homogeneity. Small sample sizes may lead researchers to erroneously conclude that no
mediating relation exists when one actually does (Trickett & McBride-Chang, 1995).
Access to existing databases of larger, more homogeneous samples from clinical settings
that routinely provide psychological assessments to maltreated adolescents can facilitate
the study of mediating variables in relation to childhood maltreatment and adolescent
adjustment. Although clinical settings rarely include coping strategy or cognitive
appraisal measures in their assessment of adolescents, such information may be gleaned
4

from the Minnesota Multiphasic Personality Inventory-Adolescent (MMPI-A; Butcher et
al., 1992). The MMPI-A is one of the most widely used measures in psychological
assessment of adolescents with a large literature base establishing its validity and
reliability (Archer & Newsom, 2000).
The MMPI-A comprises ten standard or clinical scales, seven validity scales, 15
content scales, and numerous supplemental scales. The majority of studies on the MMPIA have focused on the standard scales, whereas a paucity of studies has investigated the
contribution of the content scales in understanding adolescent adjustment (Archer,
1997a).

Some of the content scales are believed to reflect cognitive appraisals, such as

low self-esteem and negative appraisal of others as well as the coping strategies of
rumination, social isolation, emotional discharge, avoidance, and resistance to seeking
social support. In addition, the validity scale K is believed to reflect the coping strategy
defensiveness. Bridging the MMPI-A validity scale and content scales with cognitive
appraisals and coping strategies is based on the empirical correlates of each scale and
item content of each scale.
The mediating role of cognitive appraisals and coping strategies in the effect of
childhood maltreatment on adolescent adjustment will be examined in this proposed
dissertation to further understand how characteristics of childhood maltreatment
contribute to psychopathology, suicidality, substance use, and self-injury in adolescents.
More specifically, the effects of types of childhood maltreatment, maltreatment severity,
and cumulative childhood maltreatment on adolescent psychopathology, suicidality,
5

substance use, and self-injury will be explored in a sample of adolescents who were
referred for a psychological evaluation to determine current level of psychological
functioning and level of care needed in their future placement. All adolescents were
referred for an evaluation based on substantiated allegations of maltreatment that have
warranted involvement of Child Protective Services. The current study also seeks to
investigate the effects of childhood maltreatment on cognitive appraisals and coping
strategies as well as the indirect effect of childhood maltreatment on adolescent
adjustment via cognitive appraisals and coping strategies in applying the mediational
models proposed by Sandin et al. (1998) and Spaccarelli (1994). A majority of the
adolescents that will comprise the sample have experienced physical abuse, sexual abuse,
neglect, and emotional maltreatment to such an extent that requires removal from their
household and placement in shelters or foster care. Furthermore, the adolescents exhibit
a wide range of history of maltreatment, psychopathology, suicidality, substance abuse,
and self-injury. It is hypothesized that childhood maltreatment affects adolescent
adjustment through use of negative cognitive appraisals of self and of others in addition
to maladaptive coping strategies such as defensiveness, rumination, social isolation,
emotional discharge, avoidance, and resistance to seeking social support. This study
seeks to elucidate the relationships among childhood maltreatment, cognitive appraisals,
coping strategies, and adolescent adjustment by examining possible underlying
mechanisms, specifically cognitive appraisals and coping strategies, through which
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characteristics of childhood maltreatment influence adolescent psychopathology,
suicidality, substance use, and self-injury.
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CHAPTER II
Literature Review
Introduction
The literature review is comprised of three major sections: childhood
maltreatment, the stress-appraisal-coping mediational model of childhood maltreatment,
and the Minnesota Multiphasic Personality Inventory-Adolescent (MMPI-A).
Definitions of the types of maltreatment and conceptualization of maltreatment from a
developmental psychopathology perspective will be discussed, followed by a review of
research studies that have examined the relation between characteristics of childhood
maltreatment and adolescent adjustment. The stress-appraisal-coping model of childhood
maltreatment that has been proposed to explain how childhood maltreatment influences
adolescent adjustment will be presented. Stress, appraisals, and coping strategies will be
further explicated, followed by a review of research on appraisals and coping strategies in
relation to maltreatment and adolescent adjustment. The third major section will focus on
the MMPI-A regarding development of the original MMPI, development of the MMPI-A,
and an examination the content scales and validity scale K from a cognitive appraisal and
coping perspective.
Childhood Maltreatment
It is estimated that over 3.2 million children in the United States experience
maltreatment annually, representing a dramatic rise in childhood maltreatment in the last
15 years (Peddle & Wang, 2001). That is, 46 per 1,000 children experience some form of
8

maltreatment, of which approximately 46% of the cases involved neglect, 18% involved
physical abuse, 9% involved sexual abuse, and 4% experienced emotional maltreatment.
In 1990 the U.S. Advisory Board on Child Abuse and Neglect deemed childhood
maltreatment a “national emergency,” and in the last few decades there has been an
increase in research investigating the types of maltreatment including physical abuse,
sexual abuse, neglect, and emotional abuse, as well as their associations with adjustment
in children and adolescents.
Defining Child Maltreatment
Research concerning childhood maltreatment is impeded by a lack of consensus
in defining child maltreatment, as well as the difficulty in defining more subtle types of
maltreatment, such as neglect and emotional maltreatment that do not necessarily result
in physical marks (Barnett et al., 1991, 1993; Erickson & Egeland, 2002; Trickett &
McBride-Chang, 1995). Researchers stress that it is not merely important, but essential,
to develop a unified definition of childhood maltreatment to eliminate disparities in
research findings and enhance comparability and generalizability of results across studies
(Barnett et al., 1991, 1993). For the purpose of maintaining unity in conceptualization of
maltreatment, the following definitions of types of maltreatment are from the Modified
Maltreatment Classification System (MMCS) developed by Barnett et al. (1991, 1993),
which concur with definitions from the American Professional Society on the Abuse of
Children (APSAC; 2002).
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Types of Maltreatment
The most easily defined and most frequently studied type of maltreatment,
physical abuse, involves the caregiver’s infliction of physical injury or risk of physical
harm to the child by hitting with a hand or object, kicking, shaking, throwing, burning,
stabbing, or choking (Barnett et al., 1991, 1993; Kolko, 2002). Physical trauma to the
child can range from bruising to loss of consciousness and fatalities (Kolko, 2002).
Sexual abuse has also been extensively studied and is widely viewed as socially
deviant given the social taboo regarding sexual relations between an adult and a child
(Barnett et al., 1993). Sexual abuse involves any sexual contact or attempted sexual
contact between an adult and a child, and may include acts such as exposure to explicit
sexual stimuli, fondling, penetration, and prostitution (Barnett et al., 1991, 1993;
Berlinger & Elliott, 2002).
Neglect, although the most frequent form of childhood maltreatment, surprisingly
has not received as much attention in research as physical and sexual abuse. Neglect is
perceived as an act of omission rather than commission and comprises failure to meet the
child’s needs for nutrition, clothing, shelter, medical care, and hygiene as well as lack of
supervision, which entails leaving a child unattended, failing to ensure the child is
playing in a safe area, and leaving the child with an inadequate substitute caregiver.
Neglect is also conceptualized as moral, legal, and/or educational neglect by the caregiver
in demoralization of the child, failure to ensure adequate socialization into society, and
failure to provide for the child’s educational needs. Examples include exposing the child
10

to or involving the child in illegal activities and undermining the child’s school
attendance (Barnett et al., 1991, 1993; Erickson & Egeland, 2002).
Emotional maltreatment represents the most challenging type of maltreatment to
define due to difficulty in obtaining evidence of this type of maltreatment and represents
the least studied type of maltreatment in research (Barnett et al., 1991; Hart, Brassard,
Binggeli, & Davidson, 2002). Emotional maltreatment is characterized by persistent or
extreme acts that thwart a child’s emotional needs such as self-esteem and positive self
regard and/or acts that terrorize the child (Barnett et al., 1991). The American
Professional Society on Abuse of Children (APSAC) conceptualizes emotional
maltreatment as “a repeated pattern of caregiver behavior or extreme incident(s) that
convey to children that they are worthless, flawed, unloved, unwanted, endangered, or
only of value in meeting others’ needs,” (Hart, et al., 2002, p. 80).
Childhood Maltreatment and Adolescent Adjustment
Evidenced in a proliferation of research studies, physical abuse, sexual abuse,
neglect, and emotional abuse are associated with various outcomes in children and
adolescents that affect several domains of functioning, including neurological, cognitive,
academic, emotional, and interpersonal. Until recently most maltreatment research
studying associations between maltreatment and adjustment has either conceptualized
maltreatment as a dichotomous variable in comparison with a non-maltreated control
group or delineated specific types of maltreatment, namely physical abuse and sexual
abuse. In their analysis of trends in the maltreatment literature, Behl, Conyngham, and
11

May (2003) noted the following percentages of articles addressing specific types of child
maltreatment: 20.2% for physical abuse, 32.7% for sexual abuse, 9% for neglect, and
4.2% for emotional maltreatment. Neglect and emotional maltreatment have received
much less attention in research, which is surprising given that neglect is the most
prevalent type of maltreatment (Kendall-Tackett & Eckenrode, 1996; Peddle & Wang,
2001), and research has demonstrated the association between psychological
maltreatment and maladjustment (Crittenden, Claussen, & Sugarman, 1994; McGee,
Wolfe, & Wilson, 1997).
Although research studies have established the relation between childhood
maltreatment and impairment in numerous domains of adolescent functioning, adolescent
psychopathology, suicidality, substance use, and self-injury are of particular concern in
conceptualizing maladjustment. Adolescents exhibiting psychopathology, suicidality,
substance use, and self-injury seem to be experiencing severe distress and impaired
functioning that can have a deleterious impact on functioning into adulthood and
throughout their lives (Lewinsohn, Rohde, Seeley, & Klein, 1997; Orvaschel, Lewinsohn,
& Seeley, 1995; Rohde, Lewinsohn, Kahler, Seeley, & Brown, 2001). A developmental
psychopathology perspective has been proposed by Cicchetti and Toth (1995) to better
understand the contribution of childhood maltreatment to adjustment during the
developmental periods of childhood and adolescence.
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Developmental Psychopathology Perspective on Childhood Maltreatment
A developmental psychopathology conceptual framework is often utilized in
research studying underlying mechanisms in the relation between childhood maltreatment
and maladaptive outcomes in children and adolescents (Cicchetti & Toth, 1995; McGee,
Wolfe, & Olson, 2001). Developmental psychopathology is defined as “the study of the
origins and course of individual patterns of behavioral maladaptation,” (Sroufe & Rutter,
1984, p. 18), in which researchers study how the interplay between the experience of
negative life events and individual characteristics such as developmental level contributes
to psychopathology or deviation from normal adjustment (Cahill, Kraminer, & Johnson,
1999).
According to the developmental psychopathology perspective, maltreatment is
identified through statistical links between caregiver behaviors and maladaptive
outcomes in adolescents, which has guided conceptualization and measurement of
maltreatment in research (Barnett et al., 1993; McGee et al., 1997). For instance,
researchers from a developmental psychopathology perspective have emphasized the
importance of defining types of abuse and recognizing the co-occurrence of maltreatment
types, making significant advances in understanding the complexity of maltreatment and
its interaction with developmental outcomes in children and adolescents (McGee et al.,
1997).
Trauma experienced during childhood and adolescence is especially harmful
because of its interaction with development, which may impact the achievement of
13

developmental tasks such as emotional, cognitive, language, and behavioral skills and
self-regulation (DeBellis, 2001). Children’s accomplishment of tasks specific to a certain
developmental period affects their accomplishment of subsequent developmental tasks,
wherein difficulty mastering early developmental tasks may contribute to maladaptive
outcomes later in life (Manly et al., 2001).
Compared to the substantial evidence indicating associations between childhood
maltreatment and adjustment in children, there is much less research pertaining to the
relationship between childhood maltreatment and adjustment in adolescents, making it an
area worthy of attention in maltreatment research. Of the existing research focusing on
the developmental period of adolescence, studies report associations between childhood
maltreatment and adolescent reported psychopathology (Thornberry, Ireland, & Smith,
2001).
Childhood Maltreatment and Adolescent Psychopathology
Adolescent psychopathology may be one of the most significant risk factors for long-term
impaired functioning into adulthood. Orvaschel et al. (1995) demonstrated continuity of
adolescent psychiatric disorders such as major depression, anxiety disorders, and
disruptive behavior disorders. Primary Axis I diagnoses assessed during adolescence
strongly correlated with a similar diagnosis at an approximately one-year follow-up.
Adolescents diagnosed with Axis I disorders were at an increased risk of being diagnosed
with Axis II disorders at age 24 (Lewinsohn et al., 1997), and the symptomatology of
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personality disorders increased as a function of the number of Axis I disorders diagnosed
during adolescence.
Given the significant associations between childhood maltreatment and adolescent
psychopathology consistently reported in research studies, adolescents with a history of
physical abuse, sexual abuse, neglect, or emotional maltreatment may be at risk of
developing psychopathology (Kaplan, Pelcovitz, & Labruna, 1999; Livingston, Lawson,
& Jones, 1993). In comparing maltreated adolescents with non-maltreated adolescents,
several studies have found significantly higher rates of psychiatric disorders, internalizing
symptomatology, and externalizing symptomatology in maltreated adolescents.
Adolescents who experienced physical abuse, sexual abuse, or neglect exhibited
higher rates of personality disorders such as antisocial personality disorder and more
likely to be diagnosed with psychiatric disorders such as major depression, conduct
disorder, oppositional defiant disorder, and generalized anxiety disorder (Egeland, 1997;
Kolko, 2002; Thompson & Kaplan, 1996; Widom, 2000). In a 9-year longitudinal study,
physically abused children and adolescents consistently exhibited higher levels of
internalizing and externalizing symptomatology than their non-maltreated counterparts
(Keiley, Howe, Dodge, Bates, & Pettit, 2001). Kendall-Tackett, Williams, and Finkelhor
(1993) reviewed 45 studies of sexual abuse and related outcomes and found sexually
abused adolescents manifested higher levels of post-traumatic stress disorder, anxiety,
depression, neuroses, somatic complaints, aggression, and delinquency. Adolescents
with a history of emotional maltreatment reported more psychological distress as well as
15

more symptoms of anxiety and depression than non-maltreated adolescents (Rich,
Gingerich, & Rosen, 1997). Physical abuse, sexual abuse, and emotional maltreatment
contributed significantly to the prediction of internalizing and externalizing symptoms of
adolescents (McGee et al., 1997).
Studies comparing abused and/or neglected youths with a non-maltreated control
group demonstrated that childhood maltreatment positively correlated with internalizing
problems (Bolger & Patterson, 2001; Keiley et al., 2001); externalizing behaviors
(Cicchetti & Rogosch, 1997; Keiley et al.; Kim & Cicchetti, 2003; Trickett & McBrideChang, 1995); increased aggression and anger (Flannery, Singer, Williams, & Castro,
1998; Kaplan et al., 1999); and delinquency (Kolko, 2002; Smith & Thornberry, 1995;
Taussig, 2002. However, all of these studies found correlations between maltreatment
and adjustment or outcomes, which do not determine causality.
Childhood Maltreatment and Suicide in Adolescents
Adolescent suicide has risen dramatically in the past five decades, making it the
third leading cause of death of adolescents and young adults, designated an “epidemic”
(Ayyash-Abdo, 2002; Rowan, 2001). Shapiro and Dominiak (1992) speculate that
maltreated adolescents’ engagement in self-injurious behaviors in dealing with feelings of
shame, self-blame, and powerlessness may escalate into suicide attempts that provide the
final escape from distress related to maltreatment and its aftermath.
Widom (2000) as well as Yang and Clum (1996) reported higher rates of
suicidality in victims of physical abuse, sexual abuse, and neglect than in non-maltreated
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individuals. A consistent finding in reviews of childhood maltreatment studies was the
higher rate of suicidality in sexually abused adolescents (Kendall-Tackett et al., 1993;
Trickett & McBride-Chang, 1995). Emotional maltreatment correlated with suicide
attempt in adolescents who were studied over a 19-year period (Egeland, 1997).
Adolescents who attempted suicide or had thoughts about suicide reported more physical
abuse and sexual abuse than adolescents who did not display any suicidal behaviors
(Bensley, van Eenwyk, Spieker, & Schoder, 1999; Bryant & Range, 1995; de Wilde,
Kienhorst, Diekstra, & Wolters, 1992; Garnefski, Diekstra, & de Heus, 1992). Physical
abuse, sexual abuse, neglect, and emotional maltreatment contributed significantly to the
prediction of suicidality in adolescents (Raj, Kumaraiah, & Bhide, 2000; Zoroglu, et al.,
2003).
Childhood Maltreatment and Adolescent Substance Use
Substance abuse is another type of maladjusted outcome for adolescents given its
detrimental impact on health, cognitive functioning, academic achievement, motivation,
emotional functioning, and interpersonal functioning in addition to the potentially fatal
impact of drug overdoses (Hawkins, Catalano, & Miller, 1992). In a longitudinal study
Rohde et al. (2001) adolescents who were diagnosed with alcohol use disorder or
exhibited problematic alcohol use had significantly higher rates of substance abuse
disorder and alcohol use disorder during young adulthood, demonstrating the high degree
of continuity of adolescent alcohol and substance abuse. Among numerous risk factors
contributing to alcohol and drug abuse, maltreatment is frequently correlated with
17

substance abuse. Adolescents with a history of physical abuse, sexual abuse, and neglect
were significantly more likely than non-maltreated adolescents to use alcohol and drugs
in studies (Egeland, 1997; Rotheram-Borus, Mahler, Koopman, & Langabeer, 1996;
Taussig, 2002).
Childhood Maltreatment and Self-Injury in Adolescents
Self-injurious behaviors typically begin during adolescence and consist of selfmutilation such as self-cutting, burning, slashing, banging, and hitting oneself (Connors,
1996; Taussig, 2002; van der Kolk, Perry, & Herman, 1991). In one study examining the
frequency of self-mutilation in a community sample of adolescents, 13.9% of adolescents
reported engaging in self-mutilation behaviors, and the more frequently used selfmutilation behaviors included self-cutting, self-hitting, pinching, scratching, and biting
(Ross & Heath, 2002). Studies most often examined maltreatment in the form of sexual
abuse and its relation to self-injury, and Shapiro and Dominiak (1992) hypothesize that
maltreated adolescents struggle with feelings of shame, self-blame, powerlessness, and
worthlessness and have an intense desire to exert some form of control in their lives,
leading them to engage in self-injurious behaviors.
Several studies reported that adolescents with a history of maltreatment,
specifically sexual abuse, are at risk of engaging in self-injurious behaviors (Boudewyn
& Liem, 1995; Briere, 1992; Ellis, Gormley, Ellis, & Sowers, 2002; Harter, 1998;
Noshpitz, 1994). Although most studies examined self-injury in relation to sexual abuse,
two studies incorporated a comprehensive study of all forms of maltreatment and found
18

that a history of physical abuse or sexual abuse predicted the onset of self-injurious
behavior (van der Kolk et al., 1991). Sexual abuse was most strongly related to the onset
of self-injury, but throughout the course of the study a history of neglect became the most
powerful predictor of the maintenance of self-injury; neglect also significantly correlated
with self-cutting. Another study that examined multiple types of maltreatment found that
physical abuse, sexual abuse, neglect, and emotional maltreatment each contributed
significantly to the prediction of self-mutilation in adolescents (Zoroglu et al., 2003).
Results from the studies by van der Kolk et al. and Zoroglu et al. demonstrate the
importance of including multiple forms of maltreatment in understanding their relation
with self-injury.
Maltreatment Type and Adolescent Adjustment
Studies of physical abuse and sexual abuse comprise most of the research
examining relations between specific types of maltreatment in childhood and adjustment
in adolescents. Studies have demonstrated correlations between physical abuse and a
variety of internalizing and externalizing tendencies. In a 19-year longitudinal study,
physical abuse related to aggression and drug use (Egeland, 1997). Studies also
evidenced physically abused adolescents’ increased risk of developing major depressive
disorder, dysthymia, conduct disorder, oppositional defiant disorder, and substance abuse
(Cohen, Adler, Kaplan, Pelcovitz, and Mandel, 2002; Kaplan et al., 1998).

Studies

reported correlations between sexual abuse and internalizing disorders such as anxiety,
depression, and dissociation (Bolger & Patterson, 2001; Kendall-Tackett et al., 1993).
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Studies have also demonstrated correlations between physical abuse and sexual
abuse and self-harming behaviors (Bagley, Rodberg, Wellings, Moosa-Mitha, & Young,
1995; Rotheram-Borus et al., 1996; van der Kolk et al., 1991), and consistent correlations
between physical and/or sexual abuse and suicidal ideation and/or attempts has been
indicated (Bensley et al., 1999; Briere, 1992; Bryant & Range, 1995; de Wilde et al.,
1992; Esposito & Clum, 2002; Garnefski et al., 1992; Kendall-Tackett et al., 1993; Raj, et
al., 2000; Romans, Martin, Anderson, Herbison, & Mullen, 1995; van der Kolk et al.,
1991).
Of the few existing research studies that examined the relation between neglect
and emotional maltreatment and adjustment, results indicate that neglect and emotional
maltreatment may have even stronger correlations with maladjustment than other forms
of maltreatment. Egeland (1997) found that neglect correlated more significantly with a
greater number of outcomes such as social problems, aggression, and drug use than
physical abuse, and the association between neglect and behavior problems was found in
another study (Kendall-Tackett & Eckenrode, 1996). One study investigating outcomes
associated with physical abuse and emotional maltreatment reported that most of the
adolescents in the sample experienced emotional maltreatment, which had a stronger
correlation with maladjustment than physical abuse and predicted differences in
adolescent behavior problems and depressive symptoms (Crittenden et al., 1994).
Another study demonstrated that emotional maltreatment during childhood related to
adolescent psychopathology (Rich et al., 1997). Neglect was the most powerful predictor
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of the maintenance of self-injury and suicidality in adolescents (van der Kolk et al.,
1991), and emotional maltreatment correlated with suicidal attempts but did not correlate
with self-injury (Egeland, 1997; van der Kolk et al., 1991). Further study of neglect and
emotional maltreatment is needed to determine their relationship with adolescent
adjustment.
Gaps in Existing Maltreatment Research
There continues to be uncertainty as to the relationship between specific types of
maltreatment and outcomes or adjustment in adolescents. Most of the research reflects
limited focus on only one or two types of abuse despite surmounting evidence that
exposure to two or more types of maltreatment may be more prevalent in the population
than exposure to one type of maltreatment. For instance, several studies reported cooccurrence of types of maltreatment in their samples (Bolger & Patterson, 2001; Egeland,
1997; Higgins & McCabe, 2001; Kim & Cicchetti, 2003; Manly et al., 2001; McGee et
al., 2001; Ney, Fung, & Wickett, 1994; Rich et al., 1997), citing prevalence rates of
multiple forms of maltreatment ranging from 25% to 95%. Furthermore, another study
reported nearly one in three children who were sexually abused were victims of
subsequent abuse or neglect at six year follow-up, and children who experienced one type
of maltreatment may be at an increased risk of experiencing another type of maltreatment
(Swanston, et al., 2002).
Researchers also note that it is difficult to ascertain the unique and common
sequelae of specific types of maltreatment when most studies either fail to differentiate
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among types of maltreatment or fail to systematically measure and control for all forms
of maltreatment (Higgins & McCabe, 2000, 2001; Ney et al., 1994; Wolfe & McGee,
1994). A few studies have examined the relationship between various combinations of
types of maltreatment and adolescent outcomes and found that multiple types of
maltreatment were more strongly associated with maladjusted outcomes such as
psychopathology, substance use, and self-injury than one type of maltreatment (Bolger &
Patterson, 2001; Egeland, 1997; Higgins & McCabe, 2000; Kendall-Tackett &
Eckenrode, 1996; Manly et al., 2001; McGee et al., 1997; Ney et al.; Smith &
Thornberry, 1995). Furthermore, the combination of physical abuse and sexual abuse
correlated more strongly with suicidal ideation and suicidal attempts than one form of
maltreatment (Bensley et al., 1999; Bryant & Range, 1995). However, more research is
needed to delineate contributions of specific forms of maltreatment as well as
contributions of cumulative maltreatment to adolescent adjustment, measuring
maltreatment in a manner that captures the multidimensional nature of maltreatment,
assessing not only type of maltreatment but also severity of maltreatment.
Severity of Abuse and Adolescent Adjustment
Given the wide variation in maltreatment experiences of children and adolescents
that contribute to differing pathways of adjustment, researchers incorporated severity of
maltreatment in their studies and found that severity influences the relationship between
maltreatment and adjustment (Manly, Cicchetti, & Barnett, 1994; Manly et al., 2001).
Severity of childhood maltreatment is conceptualized as the seriousness of the caregiver’s
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act towards the child (Manly et al., 1994). Severity may be influenced by the intensity of
a caregiver’s harmful or negative act towards the child for acts of commission and the
level of deprivation of basic physical, emotional, and educational needs, medical care,
and supervision for acts of omission.
Severity of emotional maltreatment and physical abuse predicted externalizing
behavior and aggression, and severity of neglect predicted internalizing symptomatology
and withdrawn behavior in one research investigation (Manly et al., 2001). Severity of
cumulative maltreatment predicted social competence and behavior problems in
maltreated children (Manly et al., 1994). In a review of 45 maltreatment studies, KendallTackett et al. (1993) reported the influence of severity of sexual abuse on
symptomatology and suicidality. Severity of physical abuse and emotional maltreatment
impacted internalizing and externalizing symptomatology (McGee et al., 2001). Smith
and Thornberry (1995) found that more severe forms of maltreatment related to a greater
risk of delinquency in adolescents, and another study found that severity of emotional
abuse correlated with both behavior problems and depression (Crittenden et al., 1994).
Severity of neglect and physical abuse correlated with poorer academic achievement,
social problems, aggression, and drug use in a 19-year longitudinal study (Egeland,
1997).
Studies are progressively changing their view of childhood maltreatment to one
that is more multidimensional, hence incorporating more aspects of maltreatment such as
maltreatment type and severity. However, a comprehensive portrayal of maltreatment
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requires a classification methodology that includes operational definitions of types of
maltreatment and severity to avoid the potential pitfall of misclassifying maltreatment or
failure to generalize and/or compare results across studies. In response to researcher
concerns such as these a multidimensional nosological system for classifying
maltreatment was developed by Barnett et al. (1991, 1993).
Toward a More Comprehensive Classification of Maltreatment
The maltreatment classification system developed by Barnett et al. (1991, 1993)
resulted in operationalized dimensions of maltreatment such as type and severity that
facilitated the empirical and systematic study of maltreatment characteristics in relation
to outcome and adjustment in children and adolescents. Barnett el al. developed the
Modified Maltreatment Classification System (MMCS), a multidimensional system of
classifying childhood maltreatment that includes operational definitions of types of
maltreatment, and quantification of dimensions of maltreatment such as severity, a
promising step in maltreatment research (1991, 1993). Researchers are increasingly
recognizing that nearly all acts of maltreatment incorporate some form of emotional
maltreatment in the message conveyed to the child by the caregiver’s acts of omission or
commission, and consequently the MMCS includes classification and coding of
emotional maltreatment to encourage its study in research (Barnett et al., 1991, 1993).
Research studies employing the MMCS have demonstrated its usefulness in
determining effects of maltreatment types, cumulative maltreatment, and maltreatment
severity on adjustment in children and adolescents (Bolger & Patterson, 2001; Bolger,
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Patterson, & Kupersmidt, 1998; Cicchetti & Rogosch, 1997; Manly et al., 1994, 2001;
Smith & Thornberry, 1995; Thornberry, Ireland, & Smith, 2001). Researchers noted that
a standard coding system for the occurrence and severity of maltreatment types can help
differentiate types of maltreatment and their association with developmental outcomes
and adjustment. The MMCS will be utilized in this study, and further explication can be
found in the methods section.
Stress-Appraisal-Coping Model of Childhood Maltreatment
Although research has demonstrated associations or correlations between
maltreatment and adolescent adjustment, including psychopathology, suicidality,
substance use, and self-injury, the majority of investigations have not incorporated a
theoretical perspective of explaining the relationship between maltreatment and
adjustment (Shapiro & Levendosky, 1999; Wolfe & Jaffe, 1991). Furthermore,
correlations found in maltreatment studies do not imply causation, and a lack of
explanatory capability in maltreatment research has lead to a largely descriptive research
base of maltreatment and associated outcomes (Wolfe & Jaffe, 1991). There also exists a
variation in the adjustment of adolescents who have experienced maltreatment, and
studies examining characteristics of maltreatment such as severity and chronicity found
that maltreatment variables do not usually account for a significant portion of the
variance in adolescent adjustment (Kendall-Tackett et al., 1993), requiring further
exploration of mediating and/or moderating mechanisms through which childhood
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maltreatment influences adolescent adjustment (Cicchetti & Toth, 1995; Spaccarelli,
1994).
An integrative stress-appraisal-coping model of childhood maltreatment
influenced by Lazarus and Folkman’s (1984) theory of stress, appraisal, and coping may
give insight into how and why maltreatment influences maladaptive outcomes and/or
maladjustment in adolescents, integrating abuse variables such as maltreatment type and
severity and individual variables such as cognitive appraisals and coping strategies.
According to the model, maltreatment is conceptualized as a stressor that may increase
the risk of psychopathology or maladaptive outcomes such as suicidality, substance use,
and self-injury, and the effect of maltreatment on adolescent adjustment and outcome is
mediated by adolescent cognitive appraisals and coping strategies (Spaccarelli, 1994).
A stress-coping model paralleling Spaccarelli’s (1994) conceptualization was
posited by Sandin et al. (1998) regarding the mediating role of coping strategies and
appraisals in the association between negative life events such as maltreatment and
adolescent suicidal behavior. In analysis of the stress-coping model of maltreatment,
theoretical concepts of stress, cognitive appraisals, and coping strategies formulated by
Lazarus and Folkman (1984), pioneers of the research on stress and coping, will be
discussed in the following section.
Lazarus & Folkman (1984): Stress, Appraisal and Coping Model
Stress. Stress is defined as discrete environmental events that exert a demand on
the individual, exceeding his or her resources and posing a threat to well-being (Compas,
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1987; Compas, Grant, & Ey, 1994; Lazarus & Folkman, 1984). Stress hence takes into
consideration characteristics of the individual and of the environment. How a stressor
interacts with individual characteristics in producing certain adaptive or maladaptive
outcomes depends on two critical processes that are theorized to mediate the relationship
between the environment and individual, cognitive appraisal and coping strategies
(Lazarus & Folkman, 1984).
The relationship between stressors and adjustment in adolescents has been
demonstrated in a number of studies. Adolescence is a developmental period comprising
rapid cognitive, emotional, social, and biological changes that, via interactions with
stress, may prove distressing. Some transitions during this period include maturation that
can produce concern and feelings of strangeness about body appearance, greater abstract
reasoning that enhances concern with worldly or controversial issues and future life, and
seeking autonomy from parents or guardians with a desire for greater affiliation with
peers (Hendren, 1990). Whereas adolescents may adapt successfully in the face of such
transitions and stressors, others do not fare as well and may develop psychological
symptoms and disorders (Hendren, 1990). Furthermore, this developmental period seems
to be crucial in that the impact of stressors experienced may be stronger during
adolescence than adulthood in that it can affect the path of later development into
adulthood (Compas, 1987).
Cognitive appraisal. Given that people differ in their vulnerability to certain
types of stressors and vary in how they interpret and respond to stressors, Lazarus and
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Folkman (1984) emphasized the importance of taking into account cognitive appraisal
when determining stress outcomes. Cognitive appraisal is “an evaluative process that
determines why and to what extent a particular transaction or series of transactions
between the person and environment is stressful” (p.19). Appraisal essentially involves
evaluating the importance of a stressor to one’s personal well-being, and Lazarus and
Folkman differentiated two types of appraisal: primary appraisal and secondary
appraisal.
Primary appraisal involves evaluating the encounter with the environment as one
of three types: stress appraisals that require use of coping strategies and involve harm,
loss, or threat; benign-positive appraisals that are viewed as positive and enhancing wellbeing; and challenge appraisals that require use of coping strategies but also have
potential for individual growth. Secondary appraisal involves evaluating one’s personal
resources and ability to handle the stressor. Despite what may be implied by the names
“primary” and “secondary,” Lazarus and Folkman (1984) stated that both primary and
secondary appraisals are equally important in influencing the relationship between
individuals and stressors, and primary appraisals do not necessarily precede secondary
appraisals.
Studies found that cognitive appraisal mediated psychological well-being and
emotional responses to stress, and cognitive appraisal may have more of an impact on
adjustment than the stressor itself (Lazarus, 1991; Oliver & Brough, 2002). Cognitive
appraisal was a better predictor of emotional and physiological responses to stress than
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the stressor in other studies (Tomaka, Blascovitch, Kelsey, & Leitten, 1993), and Lazarus
(1991) has reviewed studies findings of the mediational role of cognitive appraisals.
Higher levels of self-efficacy beliefs and lower levels of perceived threat were related to
better adjustment in a study of adolescents (Dalton & Pakenham, 2002).
Coping strategies. Coping is defined by Lazarus and Folkman (1984) as
“cognitive and behavioral efforts to manage the specific external stimuli and/or internal
demands that are appraised as taxing or exceeding the resources of the person” (p. 141).
Coping responses can alter the effect of a stressor on individual functioning by increasing
or decreasing the negative effects of stressors, in turn exacerbating or alleviating related
psychological distress (Compas, 1987; Compas, Orosan, & Grant, 1993, Herman-Stahl,
Stemmler, & Peterson, 1995). Approaches to coping have emphasized either the
dispositional style of coping, which examines what a person usually does in a situation or
how a person copes across situations, or situation-specific coping, which assesses what a
person actually does in response to a specific stressor.
Dispositional versus situation-specific coping strategies. Most studies on
adolescent coping have examined dispositional styles of coping rather than situationspecific styles of coping based on the assumption that there is consistency in adolescents’
coping responses across stressful encounters, and studies have found evidence of
consistency and stability in coping styles over time and across stressful encounters
(Ayers, Sandler, & Twohey, 1998; Costa, Somerfield, & McCrae, 1996; Frazier, Tix,
Klein, & Arikian, 2000; Lazarus, 1993; Seiffge-Krenke, 1993, 1995). In support of the
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dispositional view of coping, the association between dispositional coping and coping
with a specific stressor was greater for children and adolescents than adults, implying that
dispositional coping preferences influenced the coping response utilized by children and
adolescents in a specific stressful situation more so than adults (Ayers, Sandler, West, &
Roosa, 1996; Catanzaro, Wasch, Kirsch, & Mearns, 2000). Moreover, Lazarus (1993)
noted that examining dispositional coping styles is ideal in assessing clinical populations
or individuals with dysfunctional coping styles, since their consistent use of such coping
strategies hinders them from adapting successfully.
Problem-focused coping versus emotion-focused coping model. Lazarus and
Folkman (1984) differentiate between two broad categories of coping strategies,
problem-focused coping strategies and emotion-focused coping strategies. Problemfocused coping entails managing or altering the stressor whereas emotion-focused coping
involves regulating emotional response to the stressor. Problem-focused coping may be
externally directed (i.e., changing external barriers or pressures) or internally directed
(i.e., learning new skills). Studies consistently found problem
- focused coping strategies
correlated with better adjustment in adolescents (Ebata & Moos, 1994). Emotion-focused
coping strategies comprise avoidance, minimization, tension reduction, rumination, and
social support seeking, all of which are correlated with maladjustment and distress in
adolescents with the exception of social support (Ebata & Moos, 1994; Nolen-Hoeksema,
Morrow, & Frederickson, 1993). Results of coping studies indicate that the use of
emotion-focused coping strategies determines adolescent adjustment more so than the use
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of problem-focused coping strategies, warranting further study of emotion-focused
coping to determine which specific emotion-focused coping strategies lead to certain
outcomes in adolescents (Shapiro & Levendosky, 1999).
Applying the Stress, Appraisal, and Coping Model to Maltreatment
Results from several studies indicate that maltreatment as a stressor impacts the
development of adolescents and also contributes to psychopathology, suicidal tendencies,
substance use, and self-injury. However, uncertainty remains as to how maltreatment as
a stressor influences adolescent adjustment as well as the explanatory mechanisms
regarding variation in adjustment of maltreated adolescents.
According to Spaccarelli (1994), adolescent risk for maladjustment and/or
maladaptive outcomes is influenced by characteristics of maltreatment, and the effects of
maltreatment on adolescent adjustment is mediated by the adolescent’s negative cognitive
appraisals and use of maladaptive coping strategies. The model predicts that adolescent
maladjustment is likely to occur in cases where the adolescent is exposed to higher levels
of maltreatment stress, which indirectly affects maladjustment through the adolescent’s
use of maladaptive coping strategies and negative cognitive appraisals of himself or
herself and of others (Spaccarelli & Kim, 1995).
The potential benefit of examining the interplay among severity of stress,
cognitive appraisals, and coping strategies in understanding how such variables
contribute to adolescent adjustment was indicated in one study of war-related trauma and
adolescent adjustment. Durakovic-Belko, Kulenovic, and Dapic (2003) investigated risk
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and protective factors of adolescent adjustment following exposure to war traumas and
demonstrated that dimensions of the war trauma cognitive appraisal, and coping
strategies significantly predicted severity of internalizing symptomatology. Adolescents
from Sarajevo who experienced severe forms of war trauma that endangered their own
lives or lives of family members were more likely to exhibit symptoms of posttraumatic
stress disorder and depression, and low perceived social support from family and friends
was a risk factor for depression. Negative cognitive appraisal, low levels of optimism,
and low self-esteem were associated with greater posttraumatic stress disorder and
depressive symptoms. Coping strategies such as daydreaming and emotional discharge
correlated with posttraumatic stress disorder symptoms.
A few studies have examined cognitive appraisals and coping strategies of
maltreated adolescents to further understand possible underlying mechanisms explaining
the relationship between maltreatment and adjustment. The next section discusses
findings of studies that examined cognitive appraisals of self and of others and coping
strategies such as defensiveness, rumination, social isolation, emotional discharge or
acting out, avoidance, and social support seeking in relation to adjustment and/or
childhood maltreatment.
Cognitive appraisals of self. Negative self-evaluation is characterized by low
self-esteem (Harter, 1998; Spaccarelli, 1994). Self-esteem may be impacted by the
stigmatization of maltreatment in messages children and adolescents receive from the
abuser, reactions involving accusation, rejection, and disapproval from family members
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and others after the act(s) of maltreatment is disclosed, or from the victim’s attempt to
make sense of the traumatic experience through self-blame (Briere, 1992; Harter, 1998).
Studies consistently reported the association between higher levels of self-esteem
and positive adjustment in children and adolescents (Dalton & Pakenham, 2002; Taussig,
2002), whereas low levels of self-esteem are correlated with depression, anxiety, and
delinquency (Chance et al., 1994; Hoffmann, Baldwin, & Cerbone, 2003; Jessor, Turbin,
& Costa, 1998; Southall & Roberts, 2002); suicidal ideation and/or attempts (Garnefski et
al., 1992; Harter, 1998; Lewinsohn, Rohde, & Seeley, 1994; Kelly, Lynch, Donovan, &
Clark, 2001; Sourander, Helstela, Haavisto, & Bergroth, 2001; Yang & Clum, 1996,
2000); substance use (Thomas & Schandler, 1996; Weinberg, 2001); and self-injury
(Boudewyn & Liem, 1995; Haines & Williams, 1997; Harter, 1998; Noshpitz, 1994).
Adolescents with a history of physical abuse, sexual abuse, and emotional
maltreatment reported lower levels of self-esteem than non-maltreated adolescents in
several studies (Janoff-Bulman, 1989; Haj-Yahia et al., 2002; Kendall-Tackett et al.,
1993; Lau, Chan, Lam, Choi, & Lai, 2003; Thompson & Kaplan, 1996). Not only the
presence of maltreatment but also the severity of maltreatment may contribute to lower
self-esteem in adolescents, in which increased severity of sexual abuse correlated with
decreased self-esteem (Bolger et al., 1998). Self-esteem may also be a protective factor
for maltreated adolescents, reported in a study in which higher levels of self-esteem
predicted adaptive functioning (e.g., social functioning, emotional functioning, and
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behavioral functioning in school) in children who experienced physical abuse, sexual
abuse, neglect, or emotional maltreatment (Cicchetti & Rogosch, 1997).
Cognitive appraisals of others. Negative cognitive appraisals of others involve
negative views of other people and suspicion of others’ intentions (Spacarrelli, 1994).
Exposure to uncontrollable maltreatment experiences may contribute to hypervigilance to
physical and psychological danger in the environment of maltreated children and
adolescents, in which they may attribute potential abandonment or betrayal, either real or
imagined, to actions of others (Briere, 1992).
Adolescents who reported negative appraisals of their social world also reported
increased internalizing and externalizing disorders (Chance et al., 1994; Forman &
Davies, 2003; Spaccarelli & Fuchs, 1997) in addition to suicidal ideation (Nierenberg,
Ghaemi, Clancy-Colecchi, Rosenbaum, & Fava, 1996). Self-mutilating adolescents
reported less availability of support from others than adolescents who did not engage in
self-mutilation (Haines & Williams, 1997). Another study found that family instability
increased adolescent symptomatology of internalizing and externalizing disorders
through adolescents’ negative appraisals of family security, demonstrating the relation
between appraisal and adjustment in adolescents (Forman & Davies, 2003).
Results from studies indicate that maltreated adolescents, specifically sexually
abused adolescents, reported feelings of mistrust or suspiciousness towards other people,
and people with a history of maltreatment reported perceiving their interpersonal world
more negatively (Briere, 1992; Brooks, 1985; Janoff-Bulman, 1989; Noshpitz, 1994).
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Negative cognitive appraisals correlated with self-report levels of anxiety and depression
in sexually abused adolescent females (Spaccarelli & Fuchs, 1997). Conversely,
maltreated adolescents who used less negative cognitive appraisals evidenced more
adaptive functioning. Individuals with a history of physical abuse, sexual abuse, or
neglect who reported positive cognitive appraisals of others experienced lower levels of
suicidal ideation (Esposito & Clum, 2002). An absence of psychopathology in sexually
abused adolescent females was predicted by less reported use of negative cognitive
appraisals (Spaccarelli & Kim, 1995).
Coping strategies. Maltreatment appears to be a significant risk factor for
adolescent maladjustment. How adolescents cope with the experience and stress of
maltreatment may have a significant mediator role on their current and future adjustment
(Compas, Connor-Smith, Saltzman, Thomsen, & Wadsworth, 2001). Coping strategies
adolescents employ in dealing with maltreatment experiences might influence subsequent
coping strategies they use to handle developmental stressors. Coping strategies employed
during adolescence may continue to influence coping strategies employed into adulthood,
leading to adaptive or maladaptive developmental trajectories (Compas et al., 2001;
Shapiro & Levendosky, 1999). Studies recently have begun to examine the coping
strategies of adolescents who report self-injurious behaviors and/or suicidal ideation or
attempts, and results are indicating the potential contribution of coping strategies in
further understanding the association between maltreatment and adolescent suicide and/or
self-injury (Sandin et al., 1998).
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Although research has consistently demonstrated that emotion-focused coping
strategies correlate with maladjustment, researchers speculate that it is more likely for
adolescents to utilize these coping strategies to deal with severe, uncontrollable stressors
such as maltreatment (Compas et al., 2001; Saarni, 1997; Wagner, Myers, & McIninch,
1999). Given the wide variation of coping strategies adolescents employ to regulate their
emotional distress, more research is needed to investigate associations between
adolescent adjustment and specific types of emotion-focused coping strategies such as
defensiveness, rumination, social isolation, avoidance, and support-seeking.
Defensiveness. Defensiveness involves denying or minimizing distress and
stressors (Carver, Weintraub, & Scheier, 1989; Saarni, 1997). Defensiveness is
controversial in that some researchers believe it is a useful coping strategy in minimizing
distress and subsequently facilitating coping. However, other researchers note it can be a
maladaptive coping strategy in that denying a stressor or distress may allow it to become
more distressing and subsequently hindering successful coping (Carver et al., 1989).
Although results from studies with adolescents indicate the relation between denial and
maladjustment such as depression, substance abuse, and suicidality (Apter et al., 1997;
Ben-Zur & Reshef-Kfir, 2003; Haghighatgou & Peterson, 2001;Runtz & Schallow,
1997), one study found a positive association between defensive coping and adjustment
(Himelein & McElrath, 1996).
Maltreated adolescents may utilize denial and defensive coping to avoid
processing their abusive experiences (Briere, 1992). For instance, sexually abused
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adolescents in particular have an affinity to minimize and deny not only the impact of
abuse on their lives but also psychological distress related to the abuse (Brooks, 1985;
Himelein & McElrath, 1996).

In a sample of sexually abused adolescents,

minimization of distress and the impact of the abuse differentiated well-adjusted
adolescents from maladjusted adolescents, suggesting defensiveness may be an adaptive
coping strategy for maltreated adolescents (Himelein & McElrath, 1996).
Rumination. Rumination is an emotion-focused coping strategy that involves the
tendency to direct attention inwardly to the experience of maltreatment and related
negative thoughts and feelings (Broderick, 1998; Nolen-Hoeksema, 1991). Rumination
may not only worsen but also prolong emotional distress (Nolen-Hoeksema, Parker, &
Larson, 1994). In a longitudinal study adults experiencing a high level of stress in
addition to higher levels of depression reported greater use of ruminative coping, and six
months later they reported higher levels of depression (Nolen-Hoeksema et al., 1994).
Rumination may be a risk factor for depression in adolescents as well (Broderick, 1998;
Nolen-Hoeksema & Girgus, 1994). Adolescent rumination predicted future symptoms of
depression and anxiety even after controlling for initial level of symptoms (Butler &
Nolen-Hoeksema, 1994; Garnefski, Legerstee, Kraaij, van den Kommer, & Teerds, 2002;
Schwartz & Koenig, 1996). Rumination also strongly correlated with suicidal ideation in
a sample of adolescents, accounting for a significant portion of variance in predicting
suicidal ideation (Eshun, 2000).
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A longitudinal study examined developmental antecedents of rumination in
adolescents and demonstrated a correlation between a history of childhood sexual abuse
and emotional maltreatment and rumination, (Spasojevic & Alloy, 2002). Rumination
also mediated the effect of childhood sexual abuse and emotional maltreatment on the
number of depressive episodes assessed at a 2.5-year follow-up. Physically and/or
sexually abused adolescents reported greater use of excessive worry and rumination than
non-maltreated adolescents (Browne, 2002). Sexually abused females who frequently
ruminated on their abusive experiences evinced heightened distress (Holman & Silver,
1996). Adolescents with a history of physical abuse or emotional maltreatment
manifested higher levels of self-blaming affect than non-maltreated adolescents, which
may be attributed to their rumination of how they could have avoided the experience of
maltreatment (McGee et al., 2001).
Social isolation. Social isolation entails withdrawing or distancing oneself
physically or emotionally from other people (Penley, Tomaka, & Wiebe, 2002; Saarni,
1997). According to Briere (1992), it is not uncommon for maltreated children and
adolescents to fear, distrust, or feel ambivalent about interpersonal relatedness, which
may contribute to social rejection and isolation. Children may be inclined to cope by
distancing with situations of interpersonal conflict (Saarni, 1997) or situations that are
emotionally overwhelming and/or involve intrusiveness from others perceived as a threat
to well-being (Dundas, 2000).
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Adolescents with a history of physical abuse, sexual abuse, neglect, or emotional
maltreatment reported greater tendency to socially withdraw from others than nonmaltreated adolescents (Cicchetti & Rogosch, 1997; Egeland, 1997; Wolfe & Jaffe,
1991). History of sexual abuse had a direct effect on adolescent females’ use of
distancing, which was associated with symptoms of trauma and depression (Shapiro &
Levendosky, 1999). Not only does self-isolation correlate with increased
symptomatology but also with suicidal ideation and attempt (Raj et al., 2000) as well as
with self-mutilation (Haines & Williams, 1997; Noshpitz, 1994).
Emotional discharge and acting out. Emotional discharge and acting out are
defined as expressing negative feelings to release tension or ventilate feelings such as
anger (Carver et al., 1989; Penley et al., 2002) or dealing with emotional conflict or
stressors by actions (Recovery Emporium, 2003; Weinberger & Gomes, 1995). Research
studies demonstrated that emotional discharge and acting out positively correlated with
self-reported and teacher-reported maladjustment (Haghighatgou & Peterson, 2001;
Weinberger & Gomes, 1995; Wolfe & Jaffe, 1991). Results from a clinical sample of
adolescents indicate that emotion ventilation correlated with internalizing and
externalizing symptoms (Recklitis & Noam, 1999). In giving into impulses of acting out
and discharging negative feelings such as anger, adolescents may be at increased risk of
suicidality (Benda & Corwyn, 2002; Bensley et al., 1999; Vermeiren, Ruchkin, Leckman,
Deboutte, & Schwab-Stone, 2002).
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Adolescents with a history of physical abuse and sexual abuse reported greater
use of tension reduction strategies and acting out than non-maltreated adolescents
(Browne, 2002; Inderbitzen-Pisaruk, Shawchuck, & Hoier, 1992; Kolko, 2002; Taussig,
2002; Widom, 1994, 2000). One study that examined maltreatment as a dichotomous
variable with unspecified type demonstrated a correlation between maltreatment and
delinquency in adolescents (Smith & Thornberry, 1995). Less reliance on acting out and
emotional discharge predicted resilience, defined as absence of psychopathology, in
sexually abused adolescent females, which is not surprising given that greater use of
acting out and emotional discharge as coping strategies contribute to maladjustment and
maladaptive outcomes (Spaccarelli & Kim, 1995).
Avoidance. Avoidant coping strategies involve behavioral efforts to get away
from and avoid confronting the stressor, which have consistently correlated with
increased psychological distress, maladaptive outcomes, and psychopathology in
adolescents (Ebata & Moos, 1991, 1994; Recklitis & Noam, 1999; Runtz & Schallow,
1997). In examining coping strategies of adolescent self-mutilators, Haines and Williams
(1997) found that self-mutilators reported greater use of avoidant coping strategies than
adolescents in a comparison group. Other studies established the association between
substance abuse and reported use of avoidant coping strategies in adolescents (Ben-Zur &
Reshef-Kfir, 2003; Wagner et al., 1999).
Browne (2002) found the greater inclination of physically and/or sexually abused
adolescents to utilize avoidant coping strategies, which was related to self-report anxiety
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levels (Spaccarelli & Fuchs, 1997). Another study found an association between sexual
abuse and adolescent use of avoidant coping strategies, which mediated the impact of
abuse on interpersonal conflict (Shapiro & Levendosky, 1999).
Seeking social support. Social support seeking involves seeking information,
guidance, or emotional support from others and sharing problems with others (Ebata &
Moos, 1991; Saarni, 1997). Social support seeking correlated with lower levels of
distress and positive adjustment in adolescents (Herman-Stahl et al., 1995; Irwin, 1996;
Licitra-Klecker & Waas, 1993) and buffered the effects of stress on adolescent
adjustment (Peterson, Sarigiani, & Kennedy, 1991). Low levels of perceived support
from peers, conversely, correlated with increased risk of substance use and self-injurious
behavior, which is not surprising given that adolescence is a developmental period of
increased peer affiliation (Taussig, 2002). Adolescent self-mutilators reported less
perceived social support than adolescents in the comparison group (Haines & Williams,
1997).
Physically and/or sexually abused adolescents reported greater affinity to cope
with problems themselves and lesser reliance on seeking help from others than nonmaltreated adolescents (Browne, 2002). Social support from a non-abusive family
caregiver in coping with sexual abuse and disclosure of the abuse significantly predicted
an absence of psychopathology in adolescent females (Spaccarelli & Kim, 1995).
Conversely, sexually abused adolescent females who perceived their mothers as
unsupportive reported greater levels of emotional distress (Johnson & Kenkel, 1991).
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Childhood physical abuse diminished perceived social support from family members,
which in turn mediated the effect of physical abuse on adult symptomatology (Runtz &
Schallow, 1997).
Testing the Stress-Appraisal-Coping Mediational Model
Although research studies have demonstrated the associations among the
aforementioned coping strategies, adjustment, and childhood maltreatment, several areas
need improvement in future studies. The majority of studies have compared maltreated
children and adolescents with their same-aged, non-maltreated peers, employing
univariate analyses to examine the correlation between one variable (e.g., childhood
maltreatment) and adjustment (Spaccarelli & Fuchs, 1997; Wolfe & Jaffe, 1991). The
contribution of such studies to the understanding of childhood maltreatment’s impact on
adjustment are mainly descriptive in nature, where the next step lies in understanding
how childhood maltreatment contributes to adolescent adjustment or maladjustment.
A more comprehensive and systematic study of specific types and severity of
maltreatment, emotion-focused coping strategies, cognitive appraisals of self and of
others, psychopathology, suicide, substance use, and self-injury in adolescents is needed
to elucidate interrelations among these variables and whether coping strategies and/or
cognitive appraisals mediate the maltreatment-adjustment relationship in adolescents.
Although Spaccarelli (1994) and Sandin et al. (1998) proposed conceptually similar
mediational models of the relationship between maltreatment stressors and adolescent
psychopathology and suicidality, respectively, no study has examined the mediating role
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of coping strategies and cognitive appraisals on the effect of maltreatment on adolescent
psychopathology, suicidality, substance use, and self-injury, all of which characterize
severely maladjusted adolescents.
According to Baron and Kenny (1986), mediators “explain how external physical
events take on internal psychological significance,” (p.1176). In the case of this
proposed study, cognitive appraisals and coping strategies may mediate the effect of
maltreatment on adolescent adjustment, whereby maltreatment contributes to adolescent
adjustment via the use of maladaptive coping strategies and negative cognitive appraisals
in dealing with stressors of maltreatment (Sandin et al., 1998; Spaccarelli, 1994).
However, a limitation of studies that have incorporated mediating variables in the
study of child maltreatment has been small heterogeneous sample sizes inadequate for
testing mediational models. Small sample sizes, especially in combination with invalid
or unreliable measures, can impede the study of variables that may mediate of the impact
of maltreatment, and such studies may erroneously conclude that no mediating relation
exists when in fact one does (Trickett & McBride-Chang, 1995). Existing databases of
psychological assessment data collected in clinical settings may provide larger, more
homogeneous samples that are frequently difficult to obtain in research studies that gather
voluntary samples from public settings. Clinical settings most often do not utilize
coping strategy measures in psychological assessment; however, certain coping strategies
and cognitive appraisals may be gleaned from other measures used in psychological
assessment, notably the Minnesota Multiphasic Personality Inventory-Adolescent
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(MMPI-A; Butcher et al., 1992). The MMPI-A is one of the most frequently used
measures of adolescent adjustment with strengths such as providing a comprehensive
clinical view of the adolescent, being relatively easy to administer, and reflecting sound
psychometric qualities based on its large research base (Archer & Newsom, 2000). The
development of the original MMPI will be discussed, followed by limitations in its use
with the adolescents that lead to the development of the MMPI-A. The MMPI-A will
then be analyzed from a coping theory perspective, whereby certain scales are believed to
represent cognitive appraisals and coping strategies based on the scale content and
established correlations.
Minnesota Multiphasic Personality Inventory-Adolescent (MMPI-A)
Development of the MMPI
The development of the MMPI began in 1937 through a collaborative effort
between Stark Hathaway and John McKinley (Archer & Krishnamurthy, 2002). After
constructing a preliminary test pool of items derived from psychiatric literature,
psychiatric examinations, and previously published scales, Hathaway and McKinley
administered the test pool of items to numerous control groups who were not diagnosed
with a psychiatric disorder in addition to a clinical sample of patients receiving treatment
at the University of Minnesota Hospitals. Individuals from the clinical sample were
divided into subgroups based on distinct diagnostic categories that also represented the
clinical scales of the MMPI such as hypochondriasis, depression, hysteria, psychopathic
deviancy, schizophrenia, and hypomania. Items that successfully discriminated between
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the control group and the clinical patients were then selected for inclusion in the MMPI,
and a subsequent item analysis for each of the clinical scales included an item in a
particular scale if that item effectively differentiated between the clinical groups and the
normal group, an approach known as empirical scale-construction strategy (Archer &
Krishnamurthy, 2002; Butcher & Williams, 2000).
Archer and Krishnamurthy (2002) proposed three main reasons for the
widespread use of the MMPI in psychological assessment. The approach in developing
the MMPI was atheoretical in that item selection for scales involved empirically
comparing item responses among distinct diagnostic groups representing the clinical
scales instead of preconceiving which items belonged to a scale, which facilitated the use
of the MMPI by practitioners and researchers of all theoretical backgrounds in
psychological assessment. Second, the MMPI was one of the first objective personality
measures that contained validity scales to assess an individual’s test taking approach to
the instrument and determine whether the responses were interpretable based on their
validity. Third, the massive amount of studies investigating certain characteristics,
behaviors, and problem areas correlated with MMPI scales comprise an enormous
research literature base demonstrating the clinical usefulness of the MMPI and further
establish its validity and reliability.
The MMPI became one of the most widely used instruments in psychological
assessment not only in assessing adults but also adolescents. The increased use of the
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MMPI with adolescents has led to concerns raised by researchers and professional
practitioners about applying an adult measure to this population.
Limitations of the Use of the MMPI with Adolescents
Research and clinical investigations of the MMPI have been applied to
adolescents since the 1940s, most of which have involved determining which scales were
associated with delinquent behaviors (Archer, 1997b). Throughout the years researchers
have expressed the following concerns: predictive and descriptive accuracy for
adolescents was lower than that for adults; adolescent norms of the MMPI, based on
samples collected between the 1940s and 1960s, were outdated and unrepresentative of
the current adolescent population; scales were not developed specifically for adolescents;
and items did not adequately address current themes of adolescent problems, personal
strengths, or motivations for treatment (Butcher & Williams, 2000). In addition, the
content of the original MMPI items were outdated, had awkward wording, and was
inappropriate or offensive for adolescents, and the MMPI was comprised of an excessive
number of items for an adolescent measure, some of which were difficult for adolescents
to comprehend (Archer, 1997; Butcher & Williams, 2000).
Development of the MMPI-A
Overarching goals of the MMPI Adolescent Project Committee appointed in 1989
were to obtain a national normative sample representative of the U.S. adolescent
population, include items and scales pertaining to adolescent development and adolescent
psychopathology, maintain the standard scales and validity scales of the original MMPI,
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and decrease the length of the MMPI (Archer, 1997b; Archer & Krishnamurthy, 2002).
The initial step in developing the MMPI-A involved administering an experimental test
booklet, known as MMPI Form TX, to approximately 2,500 adolescents from eight states
in the U.S. in addition to adolescent patients in treatment facilities and special schools,
resulting in a normative sample of 805 males and 815 females between the ages of 14 and
18 and a clinical sample of males and 293 females between the ages of 14 and 18
(Archer, 1997b; Archer & Krishnamurthy, 2002; Williams, Butcher, Ben-Porath, &
Graham, 1992).
Of the 704 items from the MMPI Form TX, the first 550 items were from the
original MMPI, some of which were reworded and modified to enhance clarity, followed
by 154 experimental items pertaining to adolescent content areas such as family
relationships, substance use, and peer group relationships (Archer, 1997b; Butcher &
Williams, 2000). Following the analysis of preliminary data, the MMPI Adolescent
Project Committee developed a final form of the MMPI-A (Butcher et al., 1992) that
comprises 478 items. The MMPI-A maintained the continuity of the ten standard scales
and three validity scales in addition to adding four validity scales, 15 content scales, six
supplementary scales, 28 Harris Lingoes subscales, and three Social Introversion
subscales (Archer, 1997b; Archer & Krishnamurthy, 2002).
Development of the MMPI-A Content Scales
The MMPI-A content scales were developed to refine the MMPI and facilitate
interpretation of the clinical scales; however, scant research exists regarding the utility of
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the content scales in assessing adolescents (Archer, 1997b; Butcher & Williams, 2000;
Williams et al., 1992). The content scales were not created by empirical scale
construction, the method by which the standard scales were developed. The content scale
items were developed based on rational review of the items to ensure the content of an
item pertained to the construct of a certain content scale. Content scale items also
underwent statistical refinement to enhance validity and reliability (Williams et al.,
1992). The following is a description of the multistage process in creating the content
scales of the MMPI-A.
Adolescents from the normative and clinical samples completed the MMPI Form
TX in addition to a battery of psychological measures including a Biographical
Information Form, Life Events Form, Review of Records Form, self-report, parent report,
and teacher report measures of behavior and emotional functioning, and diagnostic
interviews, all of which were utilized in developing the MMPI-A content scales
(Williams et al., 1992).
Stage 1. Content scale development entailed a multi-stage, multi-method
procedure incorporating rational and statistical processes described by Williams et al.
(1992) and Butcher and Williams (2000). The first step involved examining the content
scales from the recently developed adult MMPI-2 that were developmentally
inappropriate for adolescents such as the content scale Work Interference, which would
be replaced by a school problems content scale. The next step involved identifying items
from the MMPI-2 content areas found on the MMPI Form TX, in which some content
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scales maintained all items from the MMPI-2 to the adolescent MMPI Form TX and
items from other content scales of the MMPI-2 were omitted from the adolescent MMPI
Form TX. However, the research team found that experimental items from the
adolescent Form TX could be added to the MMPI-2 content scales to make the scale
more relevant for adolescents. The experimental Form TX items were independently
rated by three of the authors and added to the provisional content areas. The last step of
Stage 1 involved eliminating item overlap between the provisional content scales.
Stage 2. The researchers’ rational inclusion of certain items in the provisional
content scales were then statistically verified through item and scale correlations and
coefficient alphas to confirm whether items chosen for a specific scale did in fact
correlate with the scale.
Stage 3. This stage marked the final rational review of the provisional content
scales, and names of scales were checked to ensure accuracy after item changes in the
previous stages. Given the low validity of the content scale Antisocial Practices Scale,
the Adolescent Conduct Problems content scale was developed as an improved, more
valid scale of adolescent acting out behaviors.
Stage 4. The final statistical refinement of the content scales involved elimination
of items that correlated more highly with other scales. The final reliability and validity
coefficients in addition to uniform T-scores were calculated.
Stage 5. In the last stage descriptions of the content scales were written through a
rational perspective, and the descriptions along with the validity coefficients form the
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basis of the descriptors of the content scales. None of the adolescent content scales
overlap with the content scales from the MMPI-2, and adolescent content scales are
differentiated from MMPI-2 content scales by including a capital letter A in front of the
scale abbreviation. The final 15 content scales include: Adolescent-Anxiety (A-anx),
Adolescent-Obsessiveness (A-obs), Adolescent-Depression (A-dep) Adolescent-Health
Concerns (A-hea), Adolescent-Alienation (A-aln), Adolescent-Bizarre Mentation (A-biz),
Adolescent-Anger (A-ang), Adolescent-Cynicism (A-cyn), Adolescent-Conduct
Problems (A-con), Adolescent-Low Self-Esteem (A-lse), Adolescent-Low Aspirations
(A-las), Adolescent-Social Discomfort (A-sod), Adolescent-Family Problems (A-fam),
Adolescent-School Problems (A-sch), and Adolescent-Negative Treatment Indicators (Atrt).
Interpretation of the MMPI-A
More recent studies have established correlates and descriptors pertaining to
content scales by comparing MMPI-A scale scores with scores and/or information from
behavioral rating scales, diagnostic interviews, and review of records, which enhances the
interpretation of the content scales based on both item content as well as established
correlations. The empirically supported descriptors most often confirm the content-based
interpretation (Butcher & Williams, 2000), although more research is needed to
determine how the content scales contribute to the interpretation of the clinical scales.
Thus, the more elevated an adolescent’s score is on a certain scale, the greater likelihood
the adolescent exhibits the characteristic descriptors, which are based on content-based
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interpretive statements and empirically established correlates, from that scale. The
contribution of this study in researching the content scales and validity scale K of the
MMPI-A is to assess the utility of these scales as measures of cognitive appraisal and
coping styles in relation to understanding adolescent psychopathology, which is typically
measured by the MMPI-A clinical scales.
Adolescent-Low Self-Esteem is purported to represent low self-esteem, and
Adolescent-Cynicism is purported to represent negative cognitive appraisal of others,
based on their content-interpretations and established correlates of these scales. It is
posited that the validity scale K represents defensiveness; Adolescent-Obsessiveness
represents rumination; Adolescent-Social Discomfort and Adolescent-Alienation
represent social isolation; Adolescent-Anger and Adolescent-Conduct Problems represent
emotional discharge; Adolescent-Low Aspirations represents avoidant coping; and
Adolescent-Negative Treatment Indicators represents resistance to seeking social support,
based on their content-interpretations and established correlates.
MMPI-A Content Scales and Cognitive Appraisals
Elevations on the Adolescent-Low Self-Esteem (A-lse) scale reflect adolescents
with negative opinions of themselves including feeling useless, lacking self-confidence,
and perceiving themselves as having little ability and several faults (Archer, 1997b;
Archer & Krishnamurthy, 2002; Butcher & Williams, 2000; Williams et al., 1992).
Studies reported correlations between elevations on A-lse and reports of low self-esteem
in medical records as well as self-pity, negative self-view, and self-blame (Archer,
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1997b; Butcher & Williams, 2000; Williams et al., 1992), which is consistent with
negative cognitive appraisals of self, represented by low self-esteem. Williams et al. also
reported the correlation between A-lse elevated scores and suicidal thoughts in
adolescents.
Maltreated adolescents may possess not only negative appraisals of themselves
but also negative cognitive appraisals of others, which entail a negative view of others
and suspicion regarding others’ intentions (Spaccarelli, 1994). The Adolescent-Cynicism
(A-cyn) content scale represents a suspicious, guarded attitude held by adolescents
regarding their social world whereby they believe that other people are out to get them
and will use unfair ways to gain an advantage. High scores on A-cyn also reflect
adolescents who believe it is safer to trust no one and feel that no one understands them
(Archer, 1997b; Archer & Krishnamurthy, 2002; Butcher & Williams, 2000). No
existing research studies have examined empirical correlates of A-cyn with non-clinical
adolescents, and a few research studies have examined empirical correlates of A-cyn with
clinical adolescents. Empirically established correlates of elevations for clinical female
adolescents on A-cyn include occurrence of sexual abuse and reports of having a negative
attitude whereas no empirical correlates were reported for clinical adolescent males
(Archer, 1997b; Archer & Krishnamurthy, 2002).
Bridging MMPI-A Validity Scale K and Content Scales with Coping Strategies
Defensiveness. Defensiveness is defined as denying or minimizing distress and/or
stressors (Carver et al., 1989; Saarni, 1997). The MMPI-A validity scale K
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(Defensiveness) consists of empirically-selected items targeted at individuals exhibiting
significant levels of psychopathology who produced MMPI profiles that were within
normal limits (Archer & Krishnamurthy, 2002). Elevations on the K scale
(Defensiveness) reflect adolescent denial of psychological distress in underreporting
symptoms and problems ranging from self-control to family and interpersonal
relationships in addition to an inclination to present oneself in a guarded, defensive
manner (Archer & Krishnamurthy). Studies demonstrated that elevations on the K scale
correlated with poor response to psychological intervention due to adolescents’ resistance
and refusal to cooperate. (Archer, 1997b).
Rumination. Rumination, defined by Nolen Hoeksema (1991) as the tendency to
direct attention inwardly to negative feelings and/or negative thoughts, is represented by
the content scale Adolescent-Obsessiveness (A-obs). Adolescents scoring high on A-obs
report excessive rumination and worry and the occurrence of negative intrusive thoughts
(Archer, 1997b). Williams et al. (1992) reported that clinical male adolescents with
elevations on A-obs were perceived by treatment staff as overly concerned about the
future, worried, and preoccupied whereas clinical female reported suicidal thoughts and
gestures. Another study of an adolescent male delinquent sample reported that elevations
on A-obs were associated with greater lethality of suicidal acts (Cashel, Roger, Sewell, &
Holliman, 1998).
Social isolation. Withdrawing or distancing oneself physically or emotionally
from others is another coping strategy that is characterized by social isolation (Penley et
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al., 2002; Saarni, 1997). Elevated scores on the content scale Adolescent-Social
Discomfort (A-sod) indicate discomfort in social situations and tendency to avoid or
withdraw from others (Archer, 1997b; Butcher & Williams, 2000), which is consistent
with physically distancing or withdrawing oneself from others. Based on findings from
the Williams et al. (1992) study, adolescent males and females with elevated scores on Asod reported less alcohol and substance use and were often perceived as socially
withdrawn and an inactive participant in peer activities.
The content scale Adolescent-Alienation (A-aln) also appears to reflect the coping
strategy of distancing oneself emotionally and socially from others. Adolescents with
elevations on A-aln report significant emotional distance from others and feel that no one
understands them or cares what happens to them. These adolescents also report not
feeling liked by other people (Archer, 1997b; Archer & Krishnamurthy, 2002; Butcher &
Williams, 2000). Studies established correlations between elevations on A-aln and
emotional distance from others, social withdrawal, smaller peer group sizes, and social
skill deficits (Archer, 1997b; Archer & Krishnamurthy, 2002; Williams et al., 1992).
Emotional discharge and acting out. Emotional discharge and acting out involve
expressing or ventilating negative feelings such as anger with actions to release tension
(Carver et al., 1989; Penley et al., 2002; Weinberger & Gomes, 1995), which may be
represented by two content scales, Adolescent-Anger (A-ang) and Adolescent-Conduct
Problems (A-con). A-ang is a scale consisting of problems controlling feelings of anger,
and adolescents with elevations on this scale report feeling like smashing things,
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swearing, starting fights, and throwing temper tantrums in addition to problems with
irritability and impatience with others (Archer, 1997b; Archer & Krishnamurthy, 2002;
Butcher & Williams, 2000). Adolescents reporting elevations on A-ang were likely to
have a history of assaultive behavior, feel a great deal of anger, and exhibit defiant
behaviors (Archer & Krishnamurthy, 2002; Williams et al., 1992).
Adolescent-Conduct Problems (A-con) is another scale proposed to represent
acting out as a coping strategy. A-con was developed to identify adolescents who engage
in risk-taking behaviors and antisocial behaviors and have a problem with authority
figures. Adolescents with elevated scores on A-con report problem behaviors such as
stealing, lying, shoplifting, and destruction of property, and they may indicate
involvement with the legal system (Archer, 1997b; Archer & Krishnamurthy, 2002;
Butcher & Williams, 2000). Results from studies demonstrate correlations between
elevated scores on A-con and the aforementioned acting out behaviors, behavior
problems in school, substance abuse, disobedience, and court-involvement (Cashel et al.,
1998; Williams et al., 1992).
Avoidance. The content scale Adolescent-Low Aspirations (A-las) is believed to
reflect avoidant coping, which Ebata and Moos (1991) define as behavioral efforts to
avoid confronting a stressor. Adolescents exhibiting elevations on A-las report low
expectations of success, difficulty starting tasks, and a propensity to quickly give up
when problems occur. In addition, these adolescents tend to let other people solve their
problems and avoid facing difficulties (Archer, 1997b; Archer & Krishnamurthy, 2002;
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Butcher & Williams, 2000). Studies demonstrated correlations between elevations on Alas and low academic achievement, less participation in school activities, avoidance of
school, helplessness, and running away (Cashel et al., 1998; Williams et al., 1992).
Social support seeking. Adolescents may seek social support to cope with stress
by seeking information, guidance, or emotional support from others in addition to sharing
their problems with others (Ebata & Moos, 1991; Saarni, 1997), and adolescent
reluctance to seek social support may be captured by the content scale AdolescentNegative Treatment Indicators (A-trt). Adolescents with elevations on A-trt report
negative attitudes toward mental health professionals in which working with others in the
healing process is a sign of weakness, immense unwillingness to discuss their problems
with others, and a general suspiciousness of help offered by others (Archer, 1997b;
Archer & Krishnamurthy, 2002; Butcher & Williams, 2000). On the contrary,
adolescents scoring below and within the normal range indicate a tendency to engage in
support-seeking coping strategies. Researchers note that further study of this content
scale is needed to investigate meaningful correlates of A-trt (Archer & Krishnamurthy,
2002; Butcher & Williams, 2000; Williams et al., 1992).
Statement of the Problem
Over three million children and adolescents have been the victims of childhood
maltreatment, specifically physical abuse, sexual abuse, neglect, and/or emotional
maltreatment. Research studies have well documented the association between childhood
maltreatment and outcomes in adolescents such as psychopathology, suicidality,
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substance use, and self-injury, although inherent limitations in such studies have often
stemmed from a simplistic view of maltreatment that fails to take into account
characteristics of maltreatment such as type of maltreatment and severity. A nosological
system for classifying the multiple dimensions of maltreatment developed by Barnett et
al. (1991, 1993) has facilitated a more systematic, comprehensive study of maltreatment
in understanding how maltreatment contributes to outcomes in children and adolescents
in several studies. What warrants further research is specifically how types of
maltreatment, severity of maltreatment, and cumulative maltreatment relate to
psychopathology, suicidality, substance use, and self-injury in adolescents.
Research has also demonstrated that the characteristics of maltreatment do not
account for a significant portion of the variance in predicting adolescent adjustment, and
theoretical models are necessary to study underlying mechanisms through which
maltreatment influences adolescent adjustment. Spaccarelli (1994) and Sandin et al.
(1998) proposed a stress-appraisal-coping mediational model of childhood maltreatment,
in which the effect of childhood maltreatment on adolescent psychopathology,
suicidality, substance use, and self-injury is mediated by cognitive appraisals and coping
strategies. That is, a history of maltreatment may increase the risk of psychopathology,
suicidality, substance use, and self-injury in adolescents indirectly through adolescent use
of negative cognitive appraisals (e.g., low self-esteem and negative appraisal of others)
and maladaptive coping strategies (e.g., defensiveness, rumination, social isolation,
emotional discharge, avoidance, and resistance to seeking social support).
57

Studies that have tested mediational models of childhood maltreatment have been
hampered by small, heterogeneous sample sizes inadequate for mediational analyses,
leading researchers to conclude that no mediating relation exists when in fact one does
(Trickett & McBride-Chang, 1995). Existing databases from clinical settings may
provide access to larger, more homogeneous samples adequate for testing mediational
models. Most clinical settings do not utilize coping strategy checklists or cognitive
appraisal measures in psychological assessment of adolescents, but cognitive appraisals
and coping strategies may be gleaned from measures commonly used in psychological
assessment such as the MMPI-A, one of the most frequently used measures in assessment
of adolescents (Archer, 2000).
This study seeks to bridge the validity scale K and content scales with cognitive
appraisals and coping strategies in examining how cognitive appraisals and coping
strategies relate to childhood maltreatment as well as adolescent psychopathology,
suicidality, substance use, and self-injury. The reader may refer to Figure 1 in the
method section for a path analytic diagram of the mediational model that illustrates
relationships among maltreatment characteristics, cognitive appraisals, coping strategies,
and adolescent adjustment.
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CHAPTER III
Method
Rationale for the Study
Research consistently has demonstrated that maltreated adolescents are at an
increased risk for psychopathology and maladaptive outcomes such as substance use,
self-injury, and suicidal behaviors. However, scant research has examined potential
underlying mechanisms from a theoretical perspective as to how maltreatment contributes
to maladjustment in adolescents or adequately explained the variation in psychological
adjustment among maltreated adolescents. Such studies examining mediating variables
that explain how maltreatment relates to adjustment could contribute greatly to what
currently exists as a mainly descriptive research base regarding maltreatment and
associated outcomes.
Another limitation emerging from existing maltreatment studies is a lack of
consideration towards and systematic study of all four main types of maltreatment, which
are physical abuse, sexual abuse, neglect, and emotional maltreatment, as well as the
examination of how severity of maltreatment and cumulative maltreatment relate to
adolescent adjustment. The majority of maltreatment research has either conceptualized
maltreatment as a dichotomous variable, failing to discern among unique and common
sequelae of the different maltreatment types, or focused on physical and sexual abuse
while excluding neglect and emotional maltreatment from study.
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A possible mechanism that may elucidate the relation between maltreatment and
adolescent adjustment (conceptualized as adolescent psychopathology, adolescent
substance use, adolescent self-injury, and adolescent suicidality) involves coping
strategies and cognitive appraisals utilized by adolescents to deal with the stress of
maltreatment and its aftermath. Spaccarelli (1994) and Sandin et al.(1998) proposed an
integrative stress-coping model of maltreatment in which adolescent risk for
maladjustment is influenced by characteristics of maltreatment such as type and severity,
and the effect of maltreatment on adolescent adjustment is mediated by the adolescent’s
negative cognitive appraisals of self and of others and adolescent use of maladaptive
coping strategies.
This study will be the first investigation of the effects of childhood maltreatment
variables (types, severity, and cumulative maltreatment) on adolescent outcome variables
(psychopathology, suicidality, substance use, and self-injury). Furthermore, this study
will incorporate possible mediators such as cognitive appraisals and coping strategies,
underlying mechanisms through which childhood maltreatment is hypothesized to affect
adolescent adjustment in a test of the mediational model proposed by Spaccarelli (1994)
and Sandin et al. (1998).
Maltreatment research investigating mediating roles of variables are impeded by
small, heterogeneous samples inadequate for testing mediational models, and such studies
may erroneously determine that no mediating relationship exists when one actually does
(Trickett & McBride-Chang, 1995). Existing databases from clinical settings that
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provide psychological assessments of maltreated adolescents may provide access to
larger, more homogenous samples more suitable for testing mediational models.
However, most clinical settings do not incorporate coping strategy and cognitive
appraisal checklists in administration of psychological assessments whereas most clinical
settings utilize the Minnesota Multiphasic Personality Inventory-Adolescent (MMPI-A;
Butcher et al., 1992), one of the most widely used measures in psychological assessment
of adolescents. Although a massive research literature base exists establishing reliability
and validity of the MMPI-A standard or clinical scales, a paucity of research has focused
on the usefulness of the MMPI-A content scales. This study will explore the utility of the
content scales in representing coping strategies and cognitive appraisals of self and of
others and their mediating role in the relationship between maltreatment and
psychopathology, suicidality, substance use, and self-injury. (See Figure 1).
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Figure 1. Mediational Model: Cognitive appraisals and coping strategies as mediating
variables in the effect of childhood maltreatment on adolescent adjustment.

Research Questions and Hypotheses
Question 1: Does childhood maltreatment affect adolescent adjustment?
Hypothesis 1a: Maltreatment types, severity, and cumulative maltreatment will have a
direct effect on adolescent psychopathology.
Hypothesis 1b: Maltreatment types, severity, and cumulative maltreatment will have a
direct effect on adolescent suicidality.
Hypothesis 1c: Maltreatment types, severity, and cumulative maltreatment will have a
direct effect on adolescent substance use.
Hypothesis 1d: Maltreatment types, severity, and cumulative maltreatment will have a
direct effect on adolescent self-injury.
Rationale: Several studies have established significant correlations between physical
abuse, sexual abuse, neglect, and emotional maltreatment and diagnoses of psychiatric
disorders (Cohen et al., 2002; Egeland, 1997; Kaplan et al., 1998; Kolko, 2002;
Thompson et al., 2003; Widom, 2000); internalizing problems (Bolger & Patterson, 2001;
Keiley et al., 2001; Kendall-Tackett et al., 1993; Inderbitzen-Pisaruk et al., 1992); and
externalizing problems (Cicchetti & Rogosch, 1997; Kendall-Tackett & Eckenrode,
1996; Kim & Cicchetti, 2003; Smith & Thornberry, 1995). Studies have also reported
types of childhood maltreatment such as physical abuse, sexual abuse, neglect, and
emotional maltreatment predicted self-destructive behaviors such as self-cutting and
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substance abuse (Boudewyn & Liem, 1995; Briere, 1992; Egeland; Ellis et al., 2002;
Romans et al., 1995; Rotheram-Borus et al., 1996; Taussig, 2002; van der Kolk et al.,
1991). Suicidal adolescents consistently reported a history of physical abuse, sexual
abuse, neglect, or emotional maltreatment in clinical and non-clinical samples (Bensley et
al., 1999; Bryant & Range, 1995; de Wilde et al., 1992; Egeland, 1997; Garnefski et al.,
1992; Widom, 2000; Yang & Clum, 1996; Zoroglu et al., 2003). Severity of physical
abuse, sexual abuse, neglect, and emotional maltreatment predicted internalizing and
externalizing symptomatology in studies that incorporated severity of physical abuse,
sexual abuse, neglect, and emotional maltreatment in their research design (Crittenden et
al., 1994; Kendall-Tackett et al., 1993; Manly et al., 2001; McGee et al., 2001). In a
longitudinal study, Egeland (1997) reported severity of neglect and physical abuse led to
increased substance use in adolescents.

Question 2: Does childhood maltreatment affect adolescent cognitive appraisal?
Hypothesis 2a: Childhood maltreatment will have a direct effect on adolescent cognitive
appraisals (low self-esteem and negative appraisals of others).
Rationale: Adolescents with a history of physical abuse, sexual abuse, and emotional
maltreatment reported lower levels of self-esteem than non-maltreated adolescents in
several studies (Janoff-Bulman, 1989; Haj-Yahia et al., 2002; Kendall-Tackett et al.,
1993; Lau et al., 2003; Thompson & Kaplan, 1996), and increases in severity of sexual
abuse were associated with decreases in reported self-esteem in another study (Bolger et
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al., 1998). Results from studies indicate that maltreated adolescents perceive their social
environment with mistrust and suspicion of others’ intentions (Briere, 1992; Brooks,
1985; Janoff-Bulman, 1989; Noshpitz, 1994).

Question 3: Does childhood maltreatment affect adolescent use of coping strategies?
Hypothesis 3a: Childhood maltreatment will have a direct effect on adolescent coping
strategies (defensiveness, rumination, social isolation, emotional discharge, avoidance,
and resistance to seeking social support).
Rationale: Researchers posit that physically and sexually abused adolescents may use
defensiveness to avoid processing maltreatment experiences, deny psychological distress,
and deny the impact of maltreatment on their lives (Briere, 1992; Brooks, 1985; Himelein
& McElrath, 1996). Studies demonstrated correlations between rumination and a history
of physical abuse, sexual abuse, neglect, and/or emotional maltreatment (Browne, 2002;
Holman & Silver, 1996; Spasojevic & Alloy, 2002). Adolescents with a history of
physical abuse, sexual abuse, and/or neglect reported a greater affinity to socially isolate
themselves from others than non-maltreated adolescents (Egeland, 1997; Cicchetti &
Rogosch, 1997; Wolfe & Jaffe, 1991). Studies consistently reported a correlation
between adolescent emotional discharge or acting out and childhood physical abuse and
sexual abuse (Browne, 2002; Flannery et al., 1998; Inderbitzen-Pisaruk et al., 1992;
Kolko, 2002; Smith & Thornberry, 1995; Taussig, 2002; Widom, 1994; Wolfe & Jaffe,
1991). A history of sexual abuse correlated with adolescent use of avoidant coping
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strategies (Browne, 2002; Spaccarelli & Fuchs, 1997; Shapiro & Levendosky, 1999).
Physically abused and/or sexually abused adolescents indicated a greater tendency to rely
on themselves in coping with stressors rather than seek social support from others
(Browne, 2002).

Question 4: Do negative cognitive appraisals affect adolescent adjustment?
Hypothesis 4a: Cognitive appraisals (low self-esteem and negative cognitive appraisal of
others) will have a direct effect on adolescent psychopathology.
Hypothesis 4b: Cognitive appraisals (low self-esteem and negative cognitive appraisal of
others) will have a direct effect on adolescent suicidality.
Hypothesis 4c: Cognitive appraisals (low self-esteem and negative cognitive appraisal of
others) will have a direct effect on adolescent substance use.
Hypothesis 4d: Cognitive appraisals (low self-esteem and negative cognitive appraisal of
others) will have a direct effect on adolescent self-injury.
Rationale: Results from studies indicate low self-esteem was a significant predictor of
symptoms of depression and anxiety and may contribute to the onset of mood disorders
(Chance et al., 1994; Hoffmann, et al., 2003; Southall & Roberts, 2002). Low selfesteem also predicted behavior problems such as delinquency in a sample of adolescents
(Jessor et al., 1998). Low self-esteem correlated with suicidality in numerous studies
(Garnefski et al., 1992; Harter, 1998; Kelly et al., 2001; Sourander et al., 2001; Yang &
Clum, 2000). Additional studies found that low self-esteem predicted suicidal ideation
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and attempts (Kelly et al., 2001; Lewinsohn et al., 1994; Yang & Clum, 1996). Studies
also found that low self-esteem was associated with self-destructive behavior (Boudewyn
& Liem, 1995; Haines & Williams, 1997; Harter, 1998; Noshpitz, 1994). Adolescents
who reported negative appraisals of their social world also reported increased
internalizing and externalizing disorders (Chance, et al.; Forman & Davies, 2003;
Spaccarelli & Fuchs, 1997) in addition to suicidal ideation (Nierenberg et al., 1996). Selfmutilating adolescents reported less availability of support from others than adolescents
who did not engage in self-mutilation (Haines & Williams, 1997). Conversely, results
from studies indicate correlations between positive appraisals of others and more
adaptive outcomes. Sexually abused adolescents who reported positive cognitive
appraisals of others experienced lower levels of suicidal ideation (Esposito & Clum,
2002). An absence of psychopathology in sexually abused adolescent females was
predicted by less reported use of negative cognitive appraisals (Spaccarelli & Kim, 1995).

Question 5: Do coping strategies affect adolescent adjustment?
Hypothesis 5a: Coping strategies (defensiveness, rumination, social isolation, emotional
discharge, avoidance, and resistance to seeking social support) will have a direct effect on
adolescent psychopathology.
Hypothesis 5b: Coping strategies (defensiveness, rumination, social isolation, emotional
discharge, avoidance, and resistance to seeking social support) will have a direct effect on
adolescent suicidality.
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Hypothesis 5c: Coping strategies (defensiveness, rumination, social isolation, emotional
discharge, avoidance, and resistance to seeking social support) will have a direct effect on
adolescent substance use.
Hypothesis 5d: Coping strategies (defensiveness, rumination, social isolation, emotional
discharge, avoidance, and resistance to seeking social support) will have a direct effect on
adolescent self-injury.
Rationale: Adolescents use of defensive coping was positively associated with
depression (Haghighatgou & Peterson, 2001) substance abuse (Ben-Zur & Reshef-Kfir,
2003); and adolescent suicidal attempts (Apter et al., 1997). Rumination is another
maladaptive coping strategy that may be a risk factor for depression (Broderick, 1998;
Nolen-Hoeksema & Girgus, 1994), and rumination predicted future symptoms of
depression and anxiety even after controlling for initial levels of symptoms (Butler &
Nolen-Hoeksema, 1994; Garnefski et al., 2002; Schwartz & Koenig, 1996). Adolescent
rumination accounted for a significant portion of variance in predicting suicidal ideation
in adolescents (Eshun, 2000). Avoidant coping correlated with internalizing and
externalizing symptomatology (Ebata & Moos, 1991; Recklitis & Noam, 1999;
Spacarrelli & Fuchs, 1997); adolescent substance abuse (Ben-Zur & Reshef-Kfir; Wagner
et al., 1999); and self-mutilation (Haines & Williams, 1997). Results from studies
indicate correlations between social isolation and adolescent psychopathology (Johnson
& Kenkel); self-mutilation in adolescents (Haines & Williams; Noshpitz, 1994); and
suicidal ideation and attempt (Raj et al., 2000). Adolescents who cope with stressors by
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discharging emotions may be at risk of suicidal behavior (Vermeiren et al., 2002);
substance abuse (Johnson & Kenkel, 1991); and psychopathology (Johnson & Kenkel;
Spaccarelli & Kim, 1995). Social support seeking was associated with lower levels of
distress and healthy adjustment in adolescents (Herman-Stahl et al., 1995; Irwin, 1996),
whereas low levels of support-seeking correlated with substance abuse (Taussig, 2002)
and suicidality (Esposito & Clum, 2002).

Question 6: Do negative cognitive appraisals and coping strategies mediate the effect of
childhood maltreatment on adolescent adjustment?
Hypothesis 6a: Childhood maltreatment will have an indirect effect on adolescent
psychopathology via cognitive appraisals and coping strategies.
Hypothesis 6b: Childhood maltreatment will have an indirect effect on adolescent
suicidality via negative cognitive appraisals and coping strategies.
Hypothesis 6c: Childhood maltreatment will have an indirect effect on adolescent
substance use via negative cognitive appraisals and coping strategies.
Hypothesis 6d: Childhood maltreatment will have an indirect effect on adolescent selfinjury via negative cognitive appraisals and coping strategies.
Rationale: Theorists argue that adolescent use of negative cognitive appraisals and
maladaptive coping strategies such as defensiveness, rumination, social isolation,
emotional discharge, avoidance, and resistance to seeking social support explain how
childhood maltreatment affects adolescent psychopathology, suicidality, substance use,
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and self-injury (Sandin et al., 1998; Spaccarelli, 1994). Cognitive appraisals mediated
the effect of stressors on emotional reactions (Lazarus, 1993), and in another study
cognitive appraisals were better predictors of affective reactions to stressors than
characteristics of the stressors themselves (Tomaka, et al., 1993). Yang and Clum (2000)
found that self-esteem mediated the effect of negative life events including childhood
physical abuse, sexual abuse, and neglect on suicidal ideation. Negative appraisals of
others predicted anxiety and strongly correlated with suicidal ideation, indicating its
potential role as a mediator in predicting suicidality (Chance et al., 1994). The few
studies that investigated the mediating role of coping strategies have demonstrated
support. Rumination mediated the effect of childhood maltreatment on adolescent
depressive episodes in a longitudinal study (Spasojevic & Alloy, 2002). In another study
coping strategies such as resistance to seeking social support, avoidance, and denial
mediated the effect of childhood maltreatment on adolescent psychopathology (Runtz &
Schallow, 1997). Social support mediated the effect of negative life events such as
childhood physical abuse, sexual abuse, and neglect on suicidal ideation (Yang & Clum).
Participants
Adolescents between the ages of 14 and 17 with a history of childhood
maltreatment referred by Child Protective Services (CPS) for psychological assessment at
a private practice setting will comprise the sample. Involvement of CPS was due to
substantiated allegations of abuse and/or neglect based on adolescent report, CPS records,
and/or court affidavits. Adolescents in the sample either continued to live with their
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families or lived in placements such as shelters, foster homes, treatment centers,
detention centers, or in households of extended family or friends. Adolescents from the
sample represented different ethnicities, and most of the adolescents were of lower
socioeconomic status. Specifically, adolescents who completed the psychological
assessment between October 1999 and 2002 were included in the sample because prior to
October 1999, the MMPI with adolescent norms was administered to adolescent clients.
The typical referral question for the psychological assessment of the adolescents involved
determining their current level of psychological functioning in addition to their level of
care, which reflects the level of supervision needed by adult caregivers in their future
placement.
Adolescents with a Full Scale IQ less than 70, developmental disorders, hearing
impairment, or visual impairment were excluded from study. Adolescents who
independently completed the MMPI-A had at the minimum a 6th grade reading level,
although adolescents with a lower reading level and IQ above 70 had the MMPI- A items
read orally to them by the examiner while completing the instrument. Adolescents who
provided invalid MMPI-A profiles, defined as omission of 30 or more items on the
MMPI-A, a Lie (L) scale of 80 or higher, MMPI-A Variable Response Inconsistency
(VRIN) T-score of 75 or higher, or a True Response Inconsistency (TRIN) T-score of 75
or higher, were excluded from study (Archer, 1997b).
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Measures
Modified Maltreatment Classification System
The Modified Maltreatment Classification System (MMCS; Barnett et al., 1991,
1993), a multidimensional nosology system that allows for coding of multiple types of
maltreatment and incorporating maltreatment dimensions such as severity, was used to
code maltreatment experiences of the adolescents (see Appendix). The MMCS provides
operational definitions of physical abuse, sexual abuse, neglect, and emotional
maltreatment in addition to inclusion and exclusion criteria for each type of maltreatment.
The MMCS also includes classifying severity level of each maltreatment experience with
examples to enhance rater ability to distinguish among the severity levels. Severity levels
range from 1 to 6 for physical abuse, and for sexual abuse, neglect, and emotional
maltreatment severity levels range from 1 to 5. The proceeding section will discuss the
definitions of the types of maltreatment according to the MMCS.
Physical abuse involves physical injury to the child by non-accidental means,
comprising hit or kick to the child’s body, violent handling such as pushing, throwing,
pulling, or dragging the child, choking or smothering the child, burning or scalding the
child, shaking the child, and physical abuse that is not specified as to how the caretaker
inflicted physical injury to the child.
Sexual abuse entails any sexual contact or attempt at sexual contact between the
caregiver and child, which can range from the caregiver’s exposing the child to explicit
sexual stimuli or activities to forced intercourse and prostituting the child.
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Physical neglect is comprised of failure to provide, lack of supervision, and
moral, legal, or educational neglect. Failure to provide is coded when the caregiver does
not meet a minimum degree of care in meeting the child’s needs for adequate food,
clothing, shelter, medical care, and hygiene. Lack of supervision occurs when a
caregiver does not take adequate precautions to ensure a child’s safety in and out of the
household, which includes failure to provide adequate supervision or arrange for
adequate alternative supervision, failure to ensure the child’s safety by allowing the child
to remain in a dangerous or life-threatening situation, and failure to provide adequate
substitute care for the child or the presence of a known sexual and/or violent offender in
the household. Moral, legal, and/or educational neglect entails the caregiver’s
participation in illegal acts with the child’s knowledge (such as substance abuse), the
caregiver involving the child in felonies or illegal acts or allowing the child to commit
illegal acts, and the caregiver’s failure to ensure the child’s daily attendance at school.
Emotional maltreatment includes caregiver acts that have a debilitating impact on
the child’s emotional needs such as the need for a safe family environment free of
violence, the need for positive regard, and the need for age-appropriate autonomy in
developing extrafamilial relationships and individuate.
Manly et al. (2001) demonstrated adequate inter-rater reliability of the MMCS
with kappas of 1.0 for sexual abuse, .94 for physical abuse, .79 for emotional
maltreatment, and between .79 and .85 for failure to provide and lack of supervision.
Inter-rater reliability correlation coefficients for the current study were as follows: .99
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for sexual abuse, .91 for physical abuse, .92 for failure to provide, .85 for lack of
supervision, .81 for emotional maltreatment, and .88 for moral/legal/educational
maltreatment.
Minnesota Multiphasic Personality Inventory-Adolescent
Adolescent psychopathology, coping strategies, and cognitive appraisals will be
assessed using the Minnesota Multiphasic Personality Inventory-Adolescent (MMPI-A;
Butcher, et al., 1992). The MMPI-A, one of the most widely used instruments in
assessment of adolescents, is a 478-item self-report measure with a true/false response
format that assesses adolescent psychological, behavioral, and psychosocial functioning
(Archer & Newsom, 2000). The MMPI-A was developed as a revision and
restandardization of the original MMPI, which involved development of test items salient
to adolescent issues and concerns, rewording of outdated or confusing items, removal of
items inappropriate for adolescents, and decreasing the length of the measure (Archer,
1997b; Archer & Krishnamurthy, 2002; Butcher & Williams, 2000). The normative
sample of the MMPI-A includes 805 males and 815 females from clinical as well as nonclinical populations that were collected from eight states across the United States and
with an ethnic distribution representative of that from the 1980 U.S. Census (Archer,
1997b; Archer & Krishnamurthy, 2002; Butcher & Williams, 2000).
The MMPI-A comprises seven validity scales, ten standard scales, 15 content
scales, and numerous supplemental scales. The validity scales aim to detect random
responding in addition to overreporting or underreporting of symptoms and was one of
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the first measures emphasizing the importance of assessing interpretability of the
responses (Archer & Krishnamurthy, 2002). The ten standard scales consist of eight
clinical scales including Hypochondriasis (Scale 1), Depression (Scale 2), Hysteria (Scale
3), Psychopathic Deviate (Scale 4), Paranoia (Scale 6), Psychasthenia (Scale 7),
Schizophrenia (Scale 8), and Scale 9 (Hypomania) that represent pathological
characteristics in addition to the two non-clinical scales Masculinity/Femininity (Scale 5)
and Social Introversion (Scale 0) that represent non-pathological characteristics. The 15
content scales reflect behaviors, problems, and attitudes of adolescents and comprise
Adolescent-Anxiety (A-anx), Adolescent-Obsessiveness (A-obs), Adolescent-Depression
(A-dep), Adolescent-Health Concerns (A-hea), Adolescent-Alienation (A-aln),
Adolescent-Bizarre Mentation (A-biz), Adolescent-Anger (A-ang), Adolescent-Cynicism
(A-cyn), Adolescent-Conduct Problems (A-con), Adolescent-Low Self-Esteem (A-lse),
Adolescent-Low Aspirations (A-las), Adolescent-Social Discomfort (A-sod), AdolescentFamily Problems (A-fam), Adolescent-School Problems (A-sch), and AdolescentNegative Treatment Indicators (A-trt).
MMPI-A raw scores are converted to T-scores through uniform T-score
procedures, and T-scores between 60 and 64 represent marginally elevated scores
approaching the clinical range. T-scores of 65 or more reflect clinically elevated scales
(Archer, 1997b; Archer & Krishnamurthy, 2002; Butcher & Williams, 2000).
Butcher et al. (1992) reported that test-retest correlations for the scales range from
.49 to .75 for the validity scales, from .60 to .89 for the clinical scales, and from .55 to .89
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for the content scales. Internal consistencies in the normative sample range from .58 to
.90 for the Validity scales, from .40 to .89 for the Clinical scales, and from .55 to .83 for
the content scales. In the clinical sample, internal consistencies range from .53 to .83 for
the Validity scales, from .35 to .91 for the Clinical scales, and from .63 to .85 for the
content scales (Archer, 1997b). Inter-rater agreement in scoring the MMPI-A protocols
was adequate with a kappa value of .92.
Measuring Outcome Variables
A combination of a structural approach to the MMPI-A and the coding of
diagnoses from the psychological evaluation reports represented the outcome variable
psychopathology. The structural summary approach emerged from a scale-level factor
analysis of the MMPI-A which identified eight factors accounting for 94% of the scale
variance for the normative sample (Archer & Krishnamurthy, 1994). Elevated scores on
the primary scale-level factor, General Maladjustment, indicate significant emotional
distress in addition to substantial adjustment problems at home and at school. The
General Maladjustment scale-level factor comprises 23 MMPI-A scales, and the more
clinically elevated scales there are for the factor, the higher the likelihood for the
adolescent to experience significant emotional distress as well as impairment in social
functioning, emotional functioning, and academic functioning at home and at school.
The first 18 scales of the General Maladjustment factor were utilized to assess
psychopathology as these scales did not overlap with the MMPI-A scales used to measure
the mediating variables cognitive appraisals and coping strategies. Archer and
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Krishnamurthy found that the structural summary approach demonstrated construct
validity via providing concurrent information with other measures of adolescent
psychopathology such as the Child Behavior Checklist (CBCL; Achenbach & Eledbrock,
1983) and the Devereux Adolescent Behavior Rating Scale (DAB; Spivack, Haimes, &
Spotts, 1967).
An additional measure of adolescent psychopathology entailed the number of
diagnostic categories representing the adolescent diagnoses from the psychological
evaluations. The diagnostic categories were derived from the Diagnostic and Statistical
Manual of Mental Disorders Fourth Edition Text Revision (DSM IV-TR; American
Psychiatric Association, 2000) and included mood disorders, disruptive disorders, anxiety
disorders, adjustment disorders, somatoform disorders, gender identity disorders, eating
disorders, psychotic disorders, and personality disorders. Posttraumatic Stress Disorder
represented a distinct diagnostic category from the anxiety disorders as it was not
comorbid with anxiety disorders in the sample and represents a trauma spectrum disorder.
The Spectrum of Suicidal Behavior Scale (SSB) entails a 0-to-4 rating scale
indicating the severity of suicidal behavior in children and adolescents and comprises the
Child Suicide Potential Scales (CSPS; Pfeffer, Conte, Plutchik, & Jerrett, 1979). A rating
of 0 on the SSB indicates no suicidal behavior. A rating of 1 indicates suicidal ideation
defined as “thoughts or verbalization of suicidal intention.” A rating of 2 indicates
suicidal threat defined as “verbalization of impending suicidal action and/or precursor
action which, if fully carried out, could have led to harm.” A rating of 3 indicates a mild
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attempt defined as “actual self-destructive action which realistically would not have
endangered life and did not necessitate intensive medical attention.” A rating of 4
indicates a serious attempt defined as “actual self-destructive action which realistically
could have led to the child’s death and may have necessitated intensive medical care”
(Goldston, 2003, p. 78).
Concurrent validity was demonstrated with studies showing that children with
SSB ratings evidenced higher preoccupation with death than nonsuicidal children and
studies showing associations between SSB ratings and depression, perception of death as
pleasant, and parental suicidality (Gothelf et al., 1998; Pfeffer et al., 1979). High levels
of interrater agreement were found for SSB ratings with samples of nonclinical children
and adolescent psychiatric inpatients with kappa values of 1.0 (Pfeffer, Zuckerman,
Plutchik, & Mizruchi, 1984; Miller, King, Shain, & Naylor, 1992). In this study the
kappa value for inter-rater reliability was .97.
The outcome variable substance use was reflected by adolescent reported use of
gateway substances (e.g., tobacco, alcohol, marijuana), hard/illicit substances (e.g.,
hallucinogens, cocaine, crack, methamphetamines, heroin), or both gateway and hard/
illicit substances; frequency of substance use; and number of risk factors for substance
abuse. The gateway theory of adolescent substance use posits that there is a
developmental sequence of substance use beginning with use of “gateway” substances
such as alcohol, tobacco, and marijuana that progresses to use of more illicit substances
such as cocaine, hallucinogens, and heroin (Botvin, Scheier, & Griffin, 2002; Kandel,
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1975). Studies found support for the gateway theory in demonstrating the progression of
adolescent substance use from gateway or licit substances such as tobacco and alcohol to
marijuana and then to use of illicit substances such as cocaine and heroin (Botvin et al.,
2002; Duncan, Duncan, & Hops, 1998; Kandel, Yamaguchi, & Chen, 1992).
Frequency of substance use was scored on a five-point scale comprised of
abstinence from substance use, one time of substance use, occasional substance use,
monthly substance use, weekly substance use, and daily substance use. Inter-rater
reliability for coding type of substance use and frequency of substance use was adequate
(k = 1.0 and .93 respectively).
Researchers posited that a risk-focused model of adolescent substance abuse is
more effective in treating adolescent substance abuse through preventing adolescents
from becoming substance abusers, especially since past research demonstrated great
difficulty and challenges in the long-term treatment of adolescent substance abuse
(Hawkins et al., 1992). Risk factors are defined as “precursors of drug and alcohol
problems and are associated statistically with an increased probability of drug abuse,”
(Hawkins et al., p. 65). Moreover, the probability of developing a substance abuse
disorder increases as the number of risk factors increase (Weinberg, 2001).
Research has identified age of onset of substance use as a risk factor for substance
abuse in that substance use in early adolescence predicts substance abuse in later years
and even into adulthood (Hawkins et al., 1992; Swadi, 1999; Weinberg, 2001). Family
history of alcohol and/or substance abuse has consistently represented another risk factor
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for substance abuse in adolescents (Hawkins et al., 1992; Kilpatrick, Acierno, Saunders,
Resnick, Best, & Schnurr, 2000; Swadi, 1999; Thomas & Schandler, 1996; Weinberg,
2001). Studies indicate that academic failure and low academic motivation or school
commitment are correlated with adolescent drug abuse (Hawkins et al., 1992; Weinberg,
2001). Adolescent use of substances in the morning and adolescent substance use to the
point of unconsciousness are also warning signs of adolescent substance abuse (Swadi,
1999). Inter-rater reliability for coding risk factors was adequate with r = .93.
Self-injury was measured by coding the number of self-injurious behaviors such
as burning, cutting with knife, punching walls to the point of bleeding. Frequency of
self-injurious behaviors was scored on a 0-to-3 scale indicating no self-injury, one
occasion of self-injury, intermittent self-injury, and frequent self-injury. Inter-rater
reliability was achieved with kappa values of .92 for number of self-injurious behaviors
and .89 for frequency of self-injury.
Procedure
Psychological Assessment
Records of adolescents who completed psychological assessments at a private
practice setting were reviewed for coding of maltreatment history and scoring of the
MMPI-A. The psychological assessment for these adolescents consisted of the Wechsler
Scale of Intelligence for Children, Third edition (WISC-III) or Wechsler Abbreviated
Scale of Intelligence (WASI) to assess cognitive ability, the Woodcock-Johnson Tests of
Achievement-Revised (WJ-R), the Wide Range Achievement Test-3 (WRAT-3), and the
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Wechsler Individual Achievement Test, Second edition (WIAT-II) to assess academic
functioning, the Bender-Gestalt to assess visual-motor integration, and projective
drawings, Thematic Apperception Test (TAT), a sentence completion measure, the
Rorschach Inkblots (Exner Scoring System), and the Minnesota Multiphasic Personality
Inventory-Adolescent (MMPI-A) to assess emotional and personality functioning.
Approximately 11 graduate students in educational psychology with at least 50
credit hours of graduate coursework who had previously taken courses in
psychoeducational and emotional assessment administered the measures to the
adolescents, which typically followed the same order. Examiners were also trained on
administering and scoring the assessment measures by observing at least two
administrations by a trained examiner and subsequently administering the measures to a
while being supervised by a trained examiner or post-doctoral trainee. An on-site
licensed psychologist provided supervision as needed to the examiners.
A licensed psychologist interviewed the adolescents for approximately an hour as
part of the psychological assessment to inquire about the involvement of CPS with their
families and to obtain relevant background information such as history of maltreatment,
medical history, developmental history, family history, legal history, educational history,
and past and current behavioral functioning including self-harm, substance use, and
suicidality. The interviews usually preceded or followed the assessment with the
examiner, which is not believed to significantly impact the adolescents’ responses to the
assessment measures.
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Review of Records
Two graduate students reviewed adolescent records such as the psychological
evaluation report, intake records, and court affidavits. Identifying information was
omitted from the study data to maintain confidentiality of the adolescents’ records.
Information that was coded from records included demographic information (e.g.,
placement, gender, age, race or ethnicity, and diagnoses), psychoeducational information
such as IQ and reading achievement, history of maltreatment, legal history, past and
current self-injury and substance abuse, and suicidality.
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CHAPTER IV
Results
The current study investigated the effects of childhood maltreatment types and
severity on adolescent adjustment (psychopathology, suicidality, substance use, and selfinjury) via the proposed mediating effects of cognitive appraisals (low self-esteem and
negative appraisal of others) and coping strategies (defensiveness, rumination, social
isolation, emotional discharge or acting out, avoidance, and resistance to seeking social
support). The current investigation utilized path analysis with the structural equation
modeling statistical program Amos 5 (Arbuckle, 2003) to examine the interrelationships
among the aforementioned variables, specifically the direct paths from the childhood
maltreatment variables to the adolescent adjustment variables, the direct paths from the
childhood maltreatment variables to the mediating variables cognitive appraisals and
coping strategies, and the indirect paths from the mediating variables to the adolescent
adjustment variables.
The results section will first show the frequencies of maltreatment types and
number of maltreatment types represented in the sample and will then discuss the path
analysis results of testing the research hypotheses regarding direct effects and indirect
effects of the independent variables (maltreatment types and maltreatment severity) and
mediating variables (cognitive appraisals and coping strategies) on the dependent
variables (adolescent psychopathology, suicidality, substance use, and self-injury).
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Lastly, an investigation of gender differences in the interrelationships of the independent,
mediating, and dependent variables in the proposed mediational model will be discussed.
In the sample of 157 adolescents, 57% (n = 89) were females and 43% (n = 68)
were males. The mean age of the adolescents in the sample was 15.73 years. Table 1
provides a description of the frequency of the types of maltreatment and numbers of types
of maltreatment found in the sample.

Table 1
Frequency of Maltreatment Types
Females (n = 89)
n
%
Maltreatment Type
Physical Abuse
Sexual Abuse
Failure to Provide
Neglect. Superv.
Emotional Maltr.
Moral/Leg./Educ
Number of Types
1
2
3
4
5
6

Males (n = 68)
n
%

Total (n = 157)
n
%

55
44
28
62
72
30

61.7
49.4
31.5
69.7
81.0
33.7

42
15
27
36
46
28

61.8
22.1
39.7
52.9
67.6
41.2

97
59
55
98
118
58

61.8
37.6
35.0
62.4
75.2
36.9

8
17
27
22
11
4

5.1
10.8
17.2
14.0
7.0
2.5

10
18
18
16
6
0

14.7
26.4
26.4
23.5
8.8
0.0

18
35
45
38
17
4

11.5
22.3
28.7
24.2
10.8
2.5

Path Analyses
Structural equation modeling with measured variables, that is, path analysis, was
used to evaluate the likely effects of the independent variables and mediating variables on
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the dependent variables. The analysis was conducted using Amos 5 (Arbuckle, 2003)
with all variables entered into the model as observed or measured variables. The
independent variables were maltreatment types, maltreatment severity, and cumulative
maltreatment. However, only maltreatment types and maltreatment severity were
examined in the final analysis to address the problem of multicollinearity, that is,
excessively high correlations among the independent variables leading to problems in
model interpretation. It was thought that examining the role of two separate
characteristics of maltreatment, types (defined as the number of types of maltreatment
experienced) and severity (defined as the mean severity across the types of
maltreatment), may help clarify the role they play concerning the mediating and
dependent variables more than examining cumulative maltreatment, which combines
maltreatment types and severity into one variable and hence does not differentiate among
the two characteristics of maltreatment. A path analysis was conducted with cumulative
maltreatment as the independent variable, and the results did not differ substantially from
the path analysis results with maltreatment types and severity as the independent
variables.
Cognitive appraisals and coping strategies were entered into the path model as
mediating variables, and the four adolescent adjustment variables (e.g., psychopathology,
suicidality, substance use, and self-injury) were entered into the model as dependent
variables. A direct path was included from cognitive appraisals to coping strategies to
examine the relationship posited by Lazarus and Folkman (1984) in their model of stress,
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appraisal, and coping. Table 2 shows the correlation matrix for the variables in the path
model.

Table 2
Correlations Among the Variables in the Mediational Model, Means, and Standard
Deviations
Variable

1

2

3

4

5

6

7

1. Mal. Type

1.00

2. Mal. Sev.

.15

1.00

3. Cog. Appr.

-.07

.09

1.00

4. Cop. Strat.

-.02

.06

.81

1.00

5. Psychop.

.02

.12

.82

.85

1.00

6. Suicidality

.13

.08

.13

.10

.11

1.00

7. Subs. Use

.05

.02

.38

.48

.42

.27

1.00

8. Self-injury

.11

.04

.10

.06

.25

.23

.27

Mean
(SD)

8

1.00

3.08
4.31 54.33 54.18 54.78
.90 54.93
.61
(1.26) (1.66) (9.73) (9.74) (10.01) (1.32) (9.92) (1.31)

The mediational model is depicted in Figure 2 and illustrates the direct paths from
the independent variables (maltreatment types and severity) to the dependent variables
(adolescent psychopathology, suicidality, substance use, and self-injury); direct paths
from the independent variables (maltreatment types and severity) to the mediating
variables (cognitive appraisals and coping strategies); and direct paths from the mediating
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variables (cognitive appraisals and coping strategies) to the dependent variables
(adolescent psychopathology, suicidality, substance use, and self-injury). The model was
used to test the indirect effects of maltreatment on adolescent adjustment.
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.21
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Figure 2. Path analytic model with standardized estimates: Influence of childhood
maltreatment types and severity on adolescent psychopathology, suicidality, substance
use, and self-injury and the mediating effects of adolescent cognitive appraisals and
coping strategies.

Testing the Hypotheses of the Mediational Model
Hypothesis 1a: Maltreatment types and severity will have a direct effect on adolescent
psychopathology.
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Hypothesis 1b: Maltreatment types and severity will have a direct effect on adolescent
suicidality.
Hypothesis 1c: Maltreatment types and severity will have a direct effect on adolescent
substance use.
Hypothesis 1d: Maltreatment types and severity will have a direct effect on adolescent
self-injury.
The direct paths from maltreatment types to adolescent psychopathology,
suicidality, substance use, and self-injury were examined and found to be non-significant.
The direct paths from maltreatment severity to adolescent psychopathology, suicidality,
substance use, and self-injury were examined and found to be non-significant.

Hypothesis 2a: Childhood maltreatment will have a direct effect on adolescent cognitive
appraisals (low self-esteem and negative appraisals of other people).
The direct path from maltreatment types and the proposed mediating variable
adolescent cognitive appraisals (low self-esteem and negative cognitive appraisals of
others) was examined and found to be non-significant. The direct path from
maltreatment severity to adolescent cognitive appraisals (low self-esteem and negative
cognitive appraisals of others) was also examined and found to be non-significant.
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Hypothesis 3a: Childhood maltreatment will have a direct effect on adolescent coping
strategies (defensiveness, rumination, social isolation, emotional discharge, avoidance,
and resistance to seeking social support).
The direct path from maltreatment types to the mediating variable coping
strategies was examined and found to be non-significant, and the direct path from
maltreatment severity to the mediating variable coping strategies was examined and
found to be non-significant.

Hypothesis 4a: Cognitive appraisals (low self-esteem and negative cognitive appraisal of
others) will have a direct effect on adolescent psychopathology.
Hypothesis 4b: Cognitive appraisals (low self-esteem and negative cognitive appraisal of
others) will have a direct effect on adolescent suicidality.
Hypothesis 4c: Cognitive appraisals (low self-esteem and negative cognitive appraisal of
others) will have a direct effect on adolescent substance use.
Hypothesis 4d: Cognitive appraisals (low self-esteem and negative cognitive appraisal of
others) will have a direct effect on adolescent self-injury.
The direct paths from adolescent cognitive appraisals to adolescent
psychopathology, suicidality, substance use, and self-injury were examined and found to
be non-significant, although the direct path from cognitive appraisals to adolescent
psychopathology approached significance (.39).
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Hypothesis 5a: Coping strategies (defensiveness, rumination, social isolation, emotional
discharge, avoidance, and resistance to seeking social support) will have a direct effect on
adolescent psychopathology.
Hypothesis 5b: Coping strategies (defensiveness, rumination, social isolation, emotional
discharge, avoidance, and resistance to seeking social support) will have a direct effect on
adolescent suicidality.
Hypothesis 5c: Coping strategies (defensiveness, rumination, social isolation, emotional
discharge, avoidance, and resistance to seeking social support will have a direct effect on
adolescent substance use).
Hypothesis 5d: Coping strategies (defensiveness, rumination, social isolation, emotional
discharge, avoidance, and resistance to seeking social support) will have a direct effect on
adolescent self-injury.
The direct paths from coping strategies to adolescent psychopathology and
substance use were significant with standardized effect sizes of .54 and .47, respectively,
meaning that for each standard deviation increase in coping strategies, psychopathology
will increase by .54 standard deviations and substance use will increase by .47 standard
deviations . The direct paths from coping strategies to adolescent suicidality and selfinjury were non-significant.

Hypothesis 6a: Childhood maltreatment will have an indirect effect on adolescent
psychopathology via negative cognitive appraisals (low self-esteem and negative
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appraisal of others) and coping strategies (defensiveness, rumination, social isolation,
emotional discharge, avoidance, and resistance to seeking social support).
Hypothesis 6b: Childhood maltreatment will have an indirect effect on adolescent
suicidality via negative cognitive appraisals and coping strategies.
Hypothesis 6c: Childhood maltreatment will have an indirect effect on adolescent
substance use via negative cognitive appraisals and coping strategies.
Hypothesis 6d: Childhood maltreatment will have an indirect effect on adolescent selfinjury via negative cognitive appraisals and coping strategies.
Support for the mediating effect of cognitive appraisals and coping strategies on
the dependent variables adolescent psychopathology, suicidality, substance use, and selfinjury was not found, as there was no significant direct effect of the independent
variables (maltreatment types and severity) on the mediating variables or on the
dependent variables, which is required for a mediating effect (Preacher & Leonardelli,
2001).
Table 3 shows the standardized total, direct, and indirect effects in addition to the
unstandardized total, direct, and indirect effects with standard errors of regression weight
for unstandardized total, direct, and indirect effects.
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Table 3
Standardized and Unstandardized Total, Direct, and Indirect Effects of the Mediational
Model and Standard Errors of Regression Weights for Unstandardized Coefficients

Effect
From Malt. Type
To: Psychopathol.
Suicidality
Substance Use
Self-injury
Cogn Apprais.
Coping Strate.
From Malt. Severit.
To: Psychopathol.
Suicidality
Substance Use
Self-injury
Cogn Apprais.
Coping Strate.
From Cogn Apprais.
To: Psychopathol.
Suicidality
Substance Use
Self-injury
Coping Strate.
From Coping Strat.
To: Psychopathol.
Suicidality
Substance Use
Self-injury

Standardized
Total
Direct Indirect Total

Unstandardized
Direct
Indirect

.00
.12
.04
.11
-.09
-.03

.05
.13
.06
.12
-.09
.04

-.05
-.01
-.02
-.01
.00
-.07

.02 (.64)
.13 (.08)
.40 (.78)
.11 (.08)
-.72 (.62)
-.18 (.41)

.40 (.29)
.14 (.08)
.54 (.75)
.12 (.08)
-.72 (.62)
.22 (.29)

-.42 (.53)
-.01 (.02)
-.14 (.34)
-.01 (.02)
.00 (.00)
-.40 (.35)

.12
.06
.02
.03
.10
.06

.05
.04
-.01
.01
.10
-.02

.07
.01
.03
.01
.00
.08

.79 (.52)
.05 (.06)
.13 (.61)
.02 (.06)
.65 (.51)
.28 (.32)

.32 (.29)
.04 (.06)
-.09 (.51)
.01 (.06)
.65 (.51)
-.08 (.22)

.47 (.42)
.01 (.01)
.22 (.26)
.01 (.01)
.00 (.00)
.36 (.28)

.82
.13
.39
.11
.81

.39
.14
-.01
.16
.81

.44
-.01
.40
-.06
.00

.82 (.05)
.02 (.01)
.44 (.09)
.01 (.01)
.55 (.03)

.39 (.07) .44 (.06)
.02 (.02) .00 (.01)
-.01 (.14) .45 (.12)
.02 (.02) -.01 (.01)
.55 (.03) .00 (.00)

.54
-.02
.49
-.07

.54
-.02
.49
-.07

.00
.00
.00
.00

.79 (.10)
.00 (.03)
.81 (.22)
-.01 (.03)

.79 (.10)
.00 (.03)
.81 (.22)
-.01 (.03)

.00 (.00)
.00 (.00)
.00 (.00)
.00 (.00)

Note: Unstandardized coefficients are followed by their standard errors (in parenthesis).
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The direct path between cognitive appraisals and coping strategies was entered
into the model and examined. The direct path between cognitive appraisals and coping
strategies was found to be significant (.813), consistent with previous research that
demonstrated the significant relationship between the two variables.
Gender Analyses
Separate path analyses by gender were conducted to ascertain whether any gender
differences existed in the likely effects of the independent variables and mediating
variables on the dependent variables. The results of the path analysis demonstrated very
few gender differences in the interrelationships among the variables. For both males and
females, the direct paths from the independent variables maltreatment types and
maltreatment severity to the dependent variables adolescent psychopathology, suicidality,
substance use, and self-injury were non-significant. For both genders the direct paths
from the independent variables maltreatment types and severity to the mediating
variables cognitive appraisals and coping strategies were all non-significant. The direct
path from the mediating variable coping strategies to the dependent variable substance
use was significant for both males and females (.67 for both). The direct path from the
mediating variable coping strategies to the dependent variable psychopathology was
significant for males (.52) and females (.53). The direct path from the mediating variable
cognitive appraisals to the dependent variable psychopathology was significant for males
and females (.39). The direct path from cognitive appraisals to coping strategies was
found to be significant for males (.86) and females (.86).
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In summation, the current investigation did not find support for the proposed
mediational model, in which coping strategies and cognitive appraisals were
hypothesized to mediate the effects of childhood maltreatment on adolescent adjustment.
All paths from the independent or exogenous variables (maltreatment types and
maltreatment severity) to the dependent or endogenous variables (adolescent
psychopathology, suicidality, substance use, and self-injury) and to the mediating
variables (cognitive appraisals and coping strategies) were found to be non-significant.
Partial support for the mediational model was found in the significant direct paths found
from the mediating variable coping strategies to the dependent variables adolescent
psychopathology and substance use. The direct path from the other mediating variable
cognitive appraisals to adolescent psychopathology approached significance, and there
was a significant direct effect of cognitive appraisals on coping strategies, consistent with
research on the process of coping (Lazarus & Folkman, 1984). Gender differences in the
direct and indirect paths of the model were examined, which revealed a similar pattern of
interrelationships among maltreatment, cognitive appraisals, coping strategies, and
adolescent adjustment for both genders. Direct paths from cognitive appraisals to coping
strategies, direct paths from cognitive appraisals to psychopathology, and direct paths
from coping strategies to psychopathology and substance use were significant in both
adolescent males and females.

93

CHAPTER V
Discussion

The current study examined the effects of childhood maltreatment types and
severity on indicators of adolescent adjustment (psychopathology, suicidality, substance
use, and self-injury) and the mediating effects of cognitive appraisals (low self-esteem
and negative appraisals of others) and coping strategies (defensiveness, rumination, social
isolation, emotional discharge, avoidance, and resistance to seeking social support) on
adolescent adjustment, based on the stress-appraisal- coping mediational model of
childhood maltreatment proposed by Spaccarelli (1994).
In testing the first set of hypotheses concerning the direct effect of childhood
maltreatment (types and severity) on adolescent adjustment (psychopathology,
suicidality, substance use, and self-injury), there was no significant direct effect of
childhood maltreatment on any of the adolescent adjustment variables. The second and
third set of hypotheses involved the direct effect of the independent variable childhood
maltreatment (types and severity) on the mediating variables cognitive appraisals and
coping strategies; the direct paths were examined, and there was no significant effect of
childhood maltreatment on cognitive appraisals or coping strategies. In examining the
fourth set of hypotheses regarding the direct effect of cognitive appraisals on adolescent
adjustment, all of the direct paths from cognitive appraisals to the adolescent adjustment
variables were found to be non-significant, although the direct path from cognitive
appraisals to adolescent psychopathology approached significance in that adolescents
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who appraised their world negatively and reported low self-esteem were more likely to
manifest higher rates of psychopathology.
The fifth set of hypotheses (direct effects of coping strategies on adolescent
adjustment variables) was examined; coping strategies had significant direct effects on
adolescent psychopathology and substance use. Adolescents who utilized maladaptive,
emotion-focused coping strategies exhibited higher rates of psychopathology and
substance use. There was no significant direct effect of coping strategies on the other
adolescent adjustment variables suicidality or self-injury The sixth set of hypotheses
tested the mediational model, examining the indirect effects of childhood maltreatment
(types and severity) on adolescent adjustment (psychopathology, suicidality, substance
use, and self-injury) via the proposed mediating variables (cognitive appraisals and
coping strategies). Support for the mediational model was not demonstrated in this study
as there was no direct effect of childhood maltreatment types or severity on any of the
adolescent adjustment variables (psychopathology, suicidality, substance use, and selfinjury) or on the mediating variables (cognitive appraisals and coping strategies).
Adolescent use of emotion-focused coping strategies such as defensiveness,
rumination, social isolation, emotional discharge, acting out, avoidance, and resistance to
seeking social support was directly affected by negative cognitive appraisals of the self
and of others. This finding was consistent with previous research on coping theory that
conceptualized coping as a process involving appraisal of one’s environment and internal
resources which leads to selection and utilization of a coping response to a stressor
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(Lazarus, 1991, 1993; Lazarus & Folkman, 1984). For example, adolescents who hold a
cynical view of their social world are less likely to seek social support from people in
their lives, which may exacerbate their emotional distress and inability to cope adaptively
to a stressor.
The current investigation found no significant relationship between childhood
maltreatment and adolescent adjustment variables, which is contrary to findings of
numerous studies on child maltreatment and outcome that demonstrated the effects of
childhood maltreatment on children and adolescent internalizing symptomatology,
externalizing symptomatology, suicidality, self-injury, and substance use. However,
childhood maltreatment studies that incorporated mediating variables such as attribution
of blame, locus of control, perceived support from a non-offending parent, appraisal of
the maltreatment experience, and coping strategies found weaker relationships between
childhood maltreatment and adjustment in children and adolescents and stronger
relationships between the mediators and adjustment in children and adolescents (Bolger
& Patterson, 2001; Johnson & Kenkel, 1991; McGee et al., 2001; Runtz & Schallow,
1997; Spaccarelli & Fuchs, 1997).
Implications from this study are that, for this population, adolescent appraisals of
others and themselves and their use of maladaptive coping strategies were more
indicative of adolescent psychopathology and substance use than characteristics of
maltreatment such as types of maltreatment experienced and severity of maltreatment.
The majority of the studies that demonstrated a significant relationship between
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childhood maltreatment and adolescent outcomes did not examine the effects of potential
mediators or moderators such as attribution, locus of control, appraisal, and coping
strategies. It is possible that these variables may be stronger predictors of adolescent
outcome than childhood maltreatment variables, which will need to be further
investigated in future research studies.
Treatment Implications
The direct effects of coping strategies on adolescent psychopathology and
substance use have implications for treatment and intervention services provided to
maltreated adolescents. Skill-building and development of adaptive coping strategies in
individual and/or group therapy that are more active or problem-focused and effective in
reducing emotional distress may contribute to more positive outcomes such as reduced
psychopathology and substance use in adolescents.
It may be that these adolescents have not developed and applied more effective
coping strategies when confronting daily stressors and major life stressors, or these
adolescents exhibit a proclivity to employ emotion-focused, maladaptive coping
strategies in excess, which has contributed to their higher rates of psychopathology and
substance use. Research has found that higher use of emotion-focused coping strategies
such as defensiveness, rumination, social isolation, emotional discharge or acting out,
avoidance, and resistance to seeking social support correlated with maladjustment and
increased emotional distress in adolescents whereas use of active, problem-focused
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coping strategies associated with more positive adolescent adjustment (Ebata & Moos,
1994; Hanninen & Aro, 1996; Hastings et al., 1996; Nolen-Hoeksema et al., 1993).
Given the current findings regarding the strong influence of cognitive appraisals
on coping strategies, treatment is also encouraged to incorporate building self-esteem and
addressing these adolescents’ worldview and their perception of support from and trust in
others. Increased use of more adaptive, problem-focused coping strategies, enhanced
self-esteem, and positive appraisals of others may help buffer the effects of stressors such
as maltreatment on adolescent social and emotional functioning.
Possible Impact of Study Design on Findings
A possible explanation pertaining to no relationship having been found between
childhood maltreatment and adolescent adjustment entails the characteristics of the
current study design. There were a high number of paths, exogenous variables, and
endogenous variables in relation to the sample size. A larger sample may have facilitated
the detection of significant effects of the independent variables on the mediating variables
and dependent variables in the model.
Previous research that indicated a significant relationship between childhood
maltreatment and adolescent adjustment based their findings on the comparison of two
groups, a control group of nonmaltreated children or adolescents and a group of
maltreated children or adolescents, which may have provided more heterogeneity in the
differences between the two groups that facilitated the detection of significant
correlations between maltreatment and adjustment.
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The current study instead examined the effects of maltreatment on adolescent
adjustment on a sample of adolescents, all of whom had experienced maltreatment.
Closer inspection of the data scatterplots revealed that some of the adolescents who
experienced fewer types of maltreatment and less severe maltreatment reported increased
use of maladaptive coping strategies, negative cognitive appraisals, and negative
outcomes that was comparable to the adolescents who experienced more types of
maltreatment and more maltreatment severity. Conversely, there were some adolescents
who experienced a greater number of types of maltreatment and more maltreatment
severity and surprisingly exhibited more resilient outcomes such as lower rates of
psychopathology, suicidality, substance use, and self-injury than adolescents who
experienced lesser types of maltreatment with less severity.
Understanding the Wide Variability in Adjustment of Maltreated Youths
Given the paucity of research studies that have examined the interplay of
maltreatment, mediators, and adjustment within a sample of maltreated children or
adolescents, the current study’s findings suggest that this is a promising area to identify
and better understand protective factors that may buffer the effects of maltreatment, no
matter the amount or severity, on adolescent outcomes. It has been well established in
numerous studies that adolescents who have experienced childhood maltreatment tend to
exhibit higher rates of maladjustment such as higher rates of psychopathology,
suicidality, substance use, and self-injury than their non-maltreated peers.
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What remains to be discovered is what types of underlying processes (e.g.,
potential mediators such as coping strategies, cognitive appraisals, perceived support
from non-offending families, locus of control, and attribution of blame) can help to
explain the diversity of adjustment and outcomes within maltreated children and
adolescents. There is often considerable variability in outcome measures within sample
groups in the research studies comparing maltreated youths to nonmaltreated youths, and
it is hypothesized that developmental effects and/or mediators may explain the variation
in adjustment within groups of maltreated and nonmaltreated youths (Trickett &
McBride-Chang, 1995).
One study examined the interplay of maltreatment, cognitive appraisals, coping
strategies, and symptomatology within a sample of sexually abused girls (Spaccarelli &
Fuchs, 1997). Low levels of perceived support from the nonoffending parent had a
significant effect on self-report and parent reports of depression in the girls. Negative
appraisals of threat and harm predicted symptoms of depression and anxiety, and use of
the coping strategy avoidance predicted symptoms of anxiety. Conversely, in studying
resilient factors that buffered the effects of sexual abuse on a sample of maltreated girls, a
supportive relationship with a nonoffending parent, fewer reported use of negative
cognitive appraisals (e.g., low self-esteem, critical appraisals of the trustworthiness in
others), and fewer reported use of the coping strategy acting out significantly predicted
resilience, conceptualized in the study as the absence of clinically elevated symptoms
(Spaccarelli & Kim, 1995). These studies demonstrate the importance of incorporating a
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transactional model of maltreatment, adjustment, and mediating variables that lead
researchers and clinicians to better understand the underlying transactional processes that
explain the wide variability of adjustment and outcome in maltreated youths.
Given that maltreated youths represent a population that is especially at risk of
psychopathology, substance abuse, self-destructive behaviors, and suicide that can
continue into adulthood, there is a dire need to focus more research on identifying
protective factors and risk factors to provide intervention and treatment and promote
future adjustment and well-being in maltreated youths. In their review of studies in the
maltreatment literature, Trickett and McBride-Chang (1995) reported that adults who
were maltreated as children exhibited higher rates of internalizing and externalizing
symptoms, antisocial behavior, violent offending, substance abuse, and poor parenting
skills. Research focusing on understanding the underlying processes of the extensive
variability of outcomes and adjustment in maltreated youths is not only necessary in
promoting more positive, adaptive outcomes in these youths but also with future
generations.
Use of Systematic, Nosological Classification Systems in Studying Maltreatment
The current investigation attempted to address shortcomings of previous
maltreatment research by utilizing a nosological classification system for childhood
maltreatment, the Modified Maltreatment Classification System (MMCS), that coded for
types of maltreatment (e.g., physical abuse, sexual abuse, neglect, emotional
maltreatment, and moral/legal maltreatment) and severity of maltreatment developed by
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Barnett et al. (1991, 1993). The majority of previous research studies conceptualized
childhood maltreatment as an aggregate, dichotomous variable that failed to investigate
characteristics of maltreatment that may impact adjustment such as types of maltreatment
and maltreatment severity, which researchers have begun to examine in the past decade.
Researchers have encouraged the use of a more systemic classification system for
childhood maltreatment in order to facilitate interpretation and generalizability of results
that would allow for comparison of results across maltreatment studies (Barnett et al.,
1993; Cicchetti & Barnett, 1991). Despite the increase in childhood maltreatment studies
in the past 20 years, studies continue to evidence discrepant findings regarding types of
maltreatment that are most detrimental to adolescent outcomes or differentiating
outcomes associated with types of maltreatment, in which questions about the impact of
childhood maltreatment remain unanswered.
Operationalizing maltreatment in a comprehensive classification system such as
the MMCS represents movement towards the goal of achieving consistency in findings
from future research by studying maltreatment more thoroughly with inclusion of
characteristics of maltreatment such as severity and types of maltreatment that have been
neglected from most research such as neglect (failure to provide and lack of supervision),
emotional maltreatment, and moral/legal/educational maltreatment. Use of the MMCS or
other systems for classifying maltreatment may help elucidate childhood maltreatment
and its interface with mediators, moderators, and adjustment in children and adolescents,
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especially in studying populations of maltreated children or adolescents and variables that
contribute to more adaptive outcomes or resiliency as opposed to maladjustment.
Exploratory Uses of the MMPI-A Scales
The current study was exploratory in its use of the MMPI-A validity scale as an
indicator of the coping strategy defensiveness and use of the MMPI-A content scales as
indicators of the cognitive appraisals negative view of others and low self-esteem as well
as the coping strategies rumination, social isolation, emotional discharge or acting out,
avoidance, and resistance to seeking social support. One study found that elevations of
the aforementioned content scales of the MMPI-2, which are analogous to the MMPI-A
content scales, were indicative of individuals who utilized emotion-focused coping
strategies (Endler, Parker, & Butcher, 2003).
The MMPI-A content scales have not been the focus of research as much as the
clinical scales, and one recent study demonstrated incremental validity of the MMPI-A
content scales over the clinical scales in predicting adolescent self-reports of
psychological distress and symptomatology, indicating promise in the incorporation of
the MMPI-A scales in studying adolescent psychological functioning in research and
clinical practice (Rinaldo & Baer, 2003).
The MMPI-A structural summary approach was utilized in an exploratory fashion
in determining adolescent psychopathology (in conjunction with number of types of Axis
I and II diagnoses), which was developed by Archer and Krishnamurthy (1994). The
structural summary approach was developed from the scale-level factor structure of the
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MMPI-A in order to allow for more parsimonious interpretation that is not as influenced
by the arbitrary nature of the MMPI-A clinical, content, and supplementary scales
(Archer & Krishnamurthy, 1994). The General Maladjustment structural summary factor
was used in this study as it related to significant emotional distress and maladjustment.
Studies continue to utilize the MMPI-A clinical scales in researching adolescent
psychopathology, and future studies determining the utility of the MMPI- A structural
summary interpretive approach to psychopathology are needed to inform its potential use
in clinical settings (Archer, 1997).
The present study was also exploratory in its use of the MMPI-A supplementary
scales MacAndrew Alcoholism Scale (MAC-R), Alcohol/Drug Problem
Acknowledgement (ACK), and Alcohol/Drug Problem Proneness (PRO) in combination
with the risk factors for substance abuse to represent adolescent substance use. Only a
few studies have incorporated the utility of these supplementary scales in the detection of
adolescent substance abuse. In one study of psychiatric inpatient adolescents, 89.9% of
the adolescents were accurately diagnosed with substance abuse by the three MMPI-A
supplementary scales MAC-R, ACK, and PRO, and accuracy was similar based on
gender and ethnicity (Micucci, 2002). In a sample of adolescents in a juvenile
correctional facility, ACK and PRO correlated to interviewer ratings of substance abuse
(Stein & Graham, 2001).
Given the significantly high research emphasis on the study of the MMPI-A
clinical scales as compared to the MMPI-A content scales and supplementary scales,
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more research is needed to further explore the incremental validity and usefulness of the
content and supplementary scales in addition to the structural summary interpretive
approach in understanding adolescent psychological functioning and substance use. The
few studies that have examined the MMPI-A content scales and supplementary scales
have demonstrated their potential in providing significant additional information
conducive to interpretation along with the MMPI-A clinical scales.
Limitations of the Study
One limitation of the current investigation was that characteristics of maltreatment
such as developmental level during which maltreatment occurred and chronicity were not
accounted for due to insufficient information provided by the sources of data. Of the few
existing studies that included developmental level of the child and chronicity of
maltreatment, the results have indicated that a children’s age level or developmental level
during which maltreatment occurs as well as chronicity of maltreatment impact their
adjustment (Crittenden et al., 1994; Manly et al., 1994; Manly et al., 2001; Thornberry et
al., 2001; Wolfe & McGee, 1994).
Yet there remains discrepancy in findings regarding which developmental level of
a child is most detrimental in terms of the timing of maltreatment experiences, leaving
researchers with findings that are more suggestive than conclusive. For instance, some
studies reported that maltreatment experienced during infancy-toddlerhood had a longterm effect on childhood adjustment such as increased aggression, increased externalizing
symptomatology, increased internalizing symptomatology, and lower ego resilience
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(Keiley et al., 2001; Manly et al., 2001; Wolfe & McGee, 1994). On the contrary,
findings from other studies indicated that maltreatment experienced during latency
childhood and adolescence associated with greater maladjustment (Crittenden et al.,
1994; Kendall-Tackett et al., 1993; Thornberry et al., 2001). In females, increased
instances of emotional maltreatment or neglect during middle childhood relative to early
childhood contributed to greater adjustment problems in adolescence (Wolfe & McGee,
1994). Examining the developmental level in which adolescents experienced
maltreatment, developmental levels through which maltreatment continued to occur, and
the length or duration of the maltreatment in longitudinal research may help demystify
the relationship between aspects of maltreatment and developmental psychopathology or
outcomes in children and adolescents.
The role of gender in the interrelationships among childhood maltreatment,
coping strategies, cognitive appraisal, and adolescent adjustment was not examined in the
current study, representing another limitation. Despite the widely held perception that
maltreated males exhibit more externalizing symptoms whereas maltreated females
exhibit more internalizing symptoms, few studies have demonstrated consistent gender
differences in adjustment following maltreatment (Kendall-Tackett et al., 1993; Widom,
2000). One study that investigated gender differences in maltreatment found gender
differences in outcome such as increased rates of externalizing symptoms in males
compared to females and increased rates of internalizing symptoms in females as opposed
to males (Crittenden et al., 1994).
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Examining gender differences in rates of maltreatment, adjustment variables, and
mediating variables was not the focus of the current investigation, which examined the
interrelationships among these variables. The current study did, however, run the
mediational model path analysis with the male sample and then with the female sample to
determine if paths among the childhood maltreatment variables, coping and appraisal
variables, and adolescent outcome variables differed in males as opposed to females.
Results from the path analyses indicated no gender differences in the
interrelationships among types of and severity of childhood maltreatment, coping
strategies and cognitive appraisals, and adolescent adjustment (psychopathology,
suicidality, substance use, and self-injury). For both males and females, there were no
significant direct effects of types of childhood maltreatment and childhood maltreatment
severity on adolescent psychopathology, suicidality, substance use, and self-injury. For
both males and females, coping strategies had a significant effect on psychopathology
and substance use, in which greater use of the maladaptive, emotion-focused coping
strategies defensiveness, rumination, emotional discharge or acting out, social isolation,
avoidance, and resistance to seeking social support led to higher rates of psychopathology
and substance use.
A study examining gender differences in the relationship between coping
strategies and adolescent suicidality found that emotion-focused coping contributed
significantly to the prediction of suicidal ideation in men and suicidal ideation, suicide
attempt, and self-reported likelihood of future suicidal behavior in females (Edwards &
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Holden, 2001). Similarly, another study found no gender differences in the effects of
physically abuse, sexual abuse, and/or neglect on adolescent suicidal attempts and
likelihood of being diagnosed with antisocial personality disorder, although maltreated
female adolescents were more likely to use and/or abuse alcohol whereas no effect of
maltreatment on alcohol use was found in maltreated adolescent males (Widom, 2000).
Examining gender differences in the interrelationships among childhood maltreatment,
mediators such as cognitive appraisals and coping strategies, and adolescent adjustment
indicators would be beneficial in future research studies.
The current investigation was unable to incorporate ethnic differences in the
interrelationships among maltreatment types and severity, cognitive appraisals, coping
strategies, and the adolescent adjustment variables psychopathology, suicidality,
substance use, and self-injury. Information regarding ethnicity of the sample studied was
not available for all participants. Very few studies have examined ethnic differences in
the relationship between childhood maltreatment and adolescent adjustment, one study
did not find significant ethnic differences in the relationships among childhood physical
abuse, emotional maltreatment, and symptomatology in children and adolescents
(Crittenden et al., 1994).
Another limitation of the current study involved the availability of court
affidavits, previous psychological evaluations, and detailed history of maltreatment.
Availability of background records from shelter placements, previous psychological
evaluations, and court affidavits were variable across the sample. Several participants in
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the sample had no available background information, and coding relied solely on the
available psychological evaluation report, whereas information available pertaining to
other participants included substantial background information such as court affidavits
detailing the allegations of maltreatment, previous psychological evaluations, and records
from the shelter placement. Thus, it is likely that for some participants in the study, types
and levels of maltreatment that were experienced by them were not necessarily coded if
that information was not available in their records.
Approximately 25%-40% of the sample had court affidavits available to assist
with coding, which included more detailed descriptions of the maltreatment history
written by the Child Protective Services investigator that were conducive to coding
maltreatment types and severity according to the MMCS. For example, the maltreatment
type neglect (failure to provide or neglectful supervision) had to be eliminated from
analysis for approximately 35% of the sample because severity of neglect could not be
gleaned from the available information. This is a limitation common in several studies
that experienced difficulty with accounting for neglect because of little or no information
as to the severity or type of neglect experienced.
Moreover, the allegations of maltreatment were classified as either reason to
believe, unable to determine, or ruled out. The present study coded allegations of
maltreatment that were deemed reason to believe, and it is possible that other allegations
of maltreatment that were identified as unable to determine or ruled out may have
actually occurred but were not included in the study.
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With the exception of coding maltreatment, some of which came from sources
besides the adolescent such as records and previous psychological evaluations, the
majority of variables investigated in the current study (e.g., MMPI-A content scales, selfinjury, suicidality, and substance use) came from adolescent self-report. Most of the
adolescents in the research sample were removed from their households so access to a
parent informant was not possible. Some researchers caution against solely relying on
adolescent report as they may overreport or underreport outcome variables such as
substance use (Smith-Donals & Klitzner, 1985), although studies have shown that
adolescent report of alcohol use demonstrated psychometric validity and reliability
(Smith-Donals & Klitzner, 1985).
An additional study indicating the validity of adolescents being the primary
informant of adjustment found that the Youth Self Report (YSR), a measure of
internalizing and externalizing symptomatology completed by adolescents contributed
distinctive information greater than the Child Behavior Checklist (CBCL), a parent
completed measure of adolescent internalizing and externalizing symptomatology, in the
prediction of adolescent psychopathology (Hope, Adams, Reynolds, Powers, Perez, &
Kelley, 1999). The researchers emphasized the importance of including adolescents as
informants of their psychological functioning, especially in assessing internalizing
symptomatology that frequently escapes detection by parents and teachers in addition to
assessing suicidality, substance use, and self-injury.
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However, maltreated adolescents removed from their households may be guarded
and defensive during interviews, as exemplified in the sample when a female adolescent
endorsed having experienced sexual abuse but refused to elaborate on the nature and
extent of the sexual abuse. An overwhelming majority (80%) of adolescents in the
research sample denied any instances of self-injury, and 57.3% of the adolescents in the
sample categorically denied suicidality (i.e., suicidal ideation, suicidal statements, minor
suicide attempts, and serious suicide attempts). Lack of variation in the sample for
suicidality and self-injury affected the ability to detect significant direct paths from the
maltreatment variables to the outcome variables suicidality and self-injury and the
inability to detect significant direct paths from either cognitive appraisals or coping
strategies to suicidality and self-injury.
Another limitation of the study was its exploratory nature of proposing the
MMPI-A validity and content scales as indicators of coping strategies and cognitive
appraisals. Although research has demonstrated empirical correlates of the
aforementioned MMPI-A scales and coping strategies or cognitive appraisals, use of
psychometrically sound, empirically-established measures of coping strategies and
cognitive appraisals would have been more useful. Similarly, well-established, valid, and
reliable measures of adolescent substance use, suicidality, and self-injury would have
been more beneficial for the study design but were not included in the current study.
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Future Directions for Research
Childhood maltreatment research needs to progress to the next level of studying a
the multidimensional nature of maltreatment through use of a systematic, comprehensive
classification measure of maltreatment that not only enables the study of all of types of
maltreatment (e.g., physical abuse, failure to provide, neglectful supervision, sexual
abuse, emotional maltreatment, moral/legal/educational maltreatment) but also
incorporates all facets of maltreatment such as severity, chronicity, duration,
developmental level(s) during which maltreatment began and continued, all of which may
be implicated in the effects of childhood maltreatment on adjustment and outcomes in
children and adolescents. Use of a nosological classification system such as the MMCS
represents a more useful approach to studying and understanding maltreatment and also
facilitates generalizability and cross-comparison of findings across studies, which would
hopefully lead to more consistent research findings pertaining to the effects of
maltreatment variables on outcomes in youths.
Future research on childhood maltreatment may contribute to current
understandings by incorporating hypothesized mediators and moderators that explain the
underlying mechanisms through which childhood maltreatment impacts children and
adolescents. The present study found that use of maladaptive, emotion-focused coping
strategies and negative cognitive appraisals led to higher rates of psychopathology and
substance use. Other studies have found mediating and/or moderating effects of
supportive relationships with nonoffending parents, attribution of blame, and locus of
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control that helped explain the effects of maltreatment on adolescents and children,
although these studies have been few in number compared to the substantial literature
concerning the relationship between maltreatment and outcomes without accounting for
mediators or moderators. Mediators and/or moderators are also needed in future research
to comprehend why there exists significant variation in the outcomes and adjustment
within populations of maltreated children and adolescents. It is important for future
research to study differences in mediators, moderators, maltreatment, and outcomes
within maltreated youths as they are especially at risk for psychopathology, substance
use, and use of abusive parenting styles as adults (Higgins & McCabe, 2000, 2001;
Trickett & McBride-Chang, 1995). Furthermore, mediators and/or moderators such a
attribution of blame, locus of control, family relationships, coping strategies, and
cognitive appraisals can typically be addressed in treatment, which may increase the
likelihood of resilient, adaptive outcomes in maltreated youths.
Given the lack of consistent research findings pertaining to gender differences and
ethnic/cultural differences that may moderate the relationship between childhood
maltreatment and adolescent adjustment, future research that includes both gender and
ethnicity may elucidate the interrelationships among maltreatment, adjustment, and
mediators or moderators. Not only is it important to study possible differences across
gender and ethnicity with regards to rates of maltreatment, mediating or moderating
variables, and adjustment, but it is also equally important to study possible gender and
ethnic differences in the relationships among these variables.
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Finally, this study examined the effects of maltreatment on adjustment through
the mediating effects of coping strategies and cognitive appraisals through theoretical
models posited by Spaccarelli (1994) and Sandin et al. (1998), an approach to studying
maltreatment that has been more the exception than the norm. Research studies that
demonstrated mediating and/or moderating effects of variables such as attribution of
blame, ego resiliency, supportive relationships with a nonoffending parent, locus of
control, cognitive appraisals, and coping strategies are beginning to address the question
of why some maltreated adolescents manifest resilient outcomes whereas other
maltreated adolescents exhibit maladjustment. Theoretical, transactional models that
include these mediating and/or moderating variables need to be developed and researched
to explicate the variable outcomes in maltreated youths and elucidate our understanding
of maltreatment (Knutson, 1995; Spaccarelli, 1994; Wilson, Stelzer, Bergman, Kral,
Inayatullah, & Elliott, 1995). It is believed that the clearer the understanding researchers
have of maltreatment and its impact on adjustment, the more equipped researchers and
clinicians alike are with enhancing resilient, adaptive outcomes in youths and potentially
ending the multigenerational transmission of maltreatment.
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Appendix
Modified Maltreatment Classification System (MMCS; Barnett et al., 1991, 1993)
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Modified Maltreatment Classification System
Physical Abuse
Physical abuse is coded when a caregiver or responsible adult inflicts a physical
injury upon a child by other than accidental means. Injury does not include culturally
sanctioned physical alterations such as circumcision and ear piercing.
There are some situations in which distinction between physical abuse and other
subtypes becomes ambiguous. The following criteria are provided as guidelines to assist
coders in making these distinctions. Physical restraint is typically scored under
Emotional Maltreatment. However, in cases in which a child incurs physical injuries
when the parent is attempting to restrain the child (e.g., rope burns), then the injury
would be scored as Physical Abuse, and the restraint would also be scored under
Emotional Maltreatment. If the caregiver threatens the child but there is no physical
contact with the child, Emotional Maltreatment would be scored rather than Physical
Abuse. Please see the Emotional Maltreatment scale for further elaboration of these
points.
Physical injuries that occur as a direct result of sexual interaction (e.g., vaginal or
rectal tears) are coded solely under Sexual Abuse. Other injuries that may accompany
sexual acts in an effort to force a child to engage in sexual relations (e.g., beatings,
burning) are scored under both Physical Abuse and Sexual Abuse.
Physical Abuse- Assault-(Hit/Kick) to face/head/neck
Severity
1 = Dangerous acts, but no marks indicated
Examples:
• A caregiver slaps the child on the face, with no resulting marks to the face.
• A caregiver pulls a child’s hair, with no skin damage.
2 = Minor marks (small scratches, cuts or bruises).
Examples:
• A caregiver hits the child on the head, and a bruise results.
• A caregiver grabs the child by the neck (note: not in a choking fashion—
this would be scored under Choking/smothering) and scratches the neck
with fingernails.
3 = Numerous or nonminor marks
Examples:
• A caregiver punches the child in the face, and the eye and cheek are bruised
and swollen.
• A caregiver hits the child repeatedly in the facial area, resulting in multiple
bruises.
• A large open wound results from the caregiver’s attack on the child’s face
or head.
4 = Medical/Emergency Treatment; hospitalized less than 24 hours.
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Example:
• A child goes to the emergency room to have a broken nose set after a
caregiver breaks it.
5 = Hospitalized more than 24 hours
Example:
• A child is given a serious concussion due to a parent’s repeated blows to
the head, and is monitored in the hospital for several days.
6 = Permanent disability/disfigurement/fatality
Example:
• A child dies of brain damage or is in a coma after having been hit with a
baseball bat by his caregiver.
Physical Abuse-Hit/kick to torso (neck to legs except for buttocks
Severity
1 = Dangerous acts, but no marks indicated
Example:
• A caregiver hits the child on the back, with no resulting marks to the body.
2 = Minor marks (small scratches, cuts or bruises).
Examples:
• A caregiver hits the child on the chest, and a bruise results.
• A caregiver grabs the child’s waist and scratches the child.
3 = Numerous or nonminor marks
Examples:
• A caregiver throws an object at a child, which results in a large bruise on
the child’s back.
• A caregiver hits the child with a belt, resulting in a large open welt.
4 = Medical/Emergency Treatment; hospitalized less than 24 hours.
Example:
• A child goes to the emergency room with broken ribs after a fistfight with
a caregiver and is released that day.
5 = Hospitalized more than 24 hours
Example:
• A child is monitored for a bruised kidney for several days, and abuse by a
parent caused the condition.
6 = Permanent disability/disfigurement/fatality
Example:
• A child dies after being stabbed in the heart with a knife by a caregiver.
Physical Abuse-Hit/kick to buttocks
Severity
1 = Dangerous acts, but no marks indicated
Examples:
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• A caregiver spanks the child, with no resulting marks to the body.
2 = Minor marks (small scratches, cuts or bruises)
Example:
• A caregiver spanks the child with a spoon, and a bruise results.
3 = Numerous or nonminor marks
Example:
• A caregiver spanks the child with a belt, resulting in large welts.
4 = Medical/Emergency Treatment; hospitalized less than 24 hours.
Example:
• A child walks into a doctor’s office wanting a salve for the open wound
caused by a parent’s spanking with a belt.
5 = Hospitalized more than 24 hours
6 = Permanent disability/disfigurement/fatality
Physical Abuse-Hit/kick to limbs/extremities
Severity
1 = Dangerous acts, but no marks indicated
Example:
• A caregiver hits the child’s leg, with no resulting marks to the body.
2 = Minor marks (small scratches, cuts or bruises)
Example:
• A caregiver grabs the child’s wrist and scratches the child.
3 = Numerous or nonminor marks
Example:
• A caregiver grabs the child’s arm and many bruises are present.
4 = Medical/Emergency Treatment; hospitalized less than 24 hours.
Examples:
• A child goes to the emergency room with spiral fracture in his arm after a
parent has twisted it.
• A child needs stitches in his leg after a parent throws an ashtray at him.
5 = Hospitalized more than 24 hours
Example:
• A child is hospitalized several days after a parent cuts the child’s leg
severely, resulting in blood loss.
6 = Permanent disability/disfigurement/fatality
Example:
• A child loses a limb due to parental abuse.
Physical Abuse-Violent handling of a child (Pushing, shoving, throwing, pulling, and
dragging)
Severity
1 = Dangerous acts, but no marks indicated
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Example:
• A caregiver shoves the child across the room and the child is not physically
harmed..
2 = Minor marks (small scratches, cuts or bruises).
Example:
• A caregiver bruises the child as he pulls him along in the grocery store.
3 = Numerous or nonminor marks
Example:
• A caregiver throws the child across the room, where he hits a part of his
body and is severely bruised and swollen.
4 = Medical/Emergency Treatment; hospitalized less than 24 hours.
Example:
• A child goes to the emergency room with broken ribs after being shoved
into a wall by a caregiver and is released that day.
5 = Hospitalized more than 24 hours
Example:
• A child is monitored for a concussion after having been thrown across the
room.
6 = Permanent disability/disfigurement/fatality
Example:
• A child dies after being thrown out a window.
Physical Abuse-Choking/Smothering (with pillow, putting hand over mouth and
nose, cutting off child’s ability to breathe)
Severity
1 = Dangerous acts, but no marks indicated
Example:
• A child alleges that his parent tried to choke him, but there is no evidence
present.
2 = Minor marks (small scratches, cuts or bruises).
Examples:
• A caregiver scratches a child’s neck when grabbing the child in a choking
fashion.
3 = Numerous or nonminor marks
Example:
• A child’s neck is bruised after a caregiver threatened the child by choking
him.
4 = Medical/Emergency Treatment; hospitalized less than 24 hours.
Example:
• A child goes to the emergency room with difficulty breathing after being
choked by a caregiver and is released that day.
5 = Hospitalized more than 24 hours
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Example:
• A child’s crushed larynx is operated on, the child fully recovers with no
brain damage, and abuse by a parent caused the condition.
6 = Permanent disability/disfigurement/fatality
Example:
• Brain damage or death results from choking or smothering the child.
Physical Abuse-Burns/Scalding
Severity
1 = Dangerous acts, but no marks indicated
Example:
• The child complains that the caregiver washed him/her in too hot of water,
but no burn marks are indicated.
2 = Minor marks (small scratches, cuts or bruises).
Example:
• A child has a first degree burn that is caused by a parent washing him/her in
hot water.
3 = Numerous or nonminor marks
Examples:
• A child has second degree burns that are caused by a parent washing
him/her in hot water.
• A child has cigarette burns inflicted by the parent.
4 = Medical/Emergency Treatment; hospitalized less than 24 hours.
Examples:
• A child is seen in the hospital less than 24 hours for having been scalded
by the parent washing him/her in hot water.
• A child is seen in the hospital less than 24 hours after having been burned
by a caregiver.
5 = Hospitalized more than 24 hours
Example:
• A child is severely burned and requires monitoring for more than 24 hours
in a hospital (Note: no permanent burn scars can result, or it is coded as 6)
6 = Permanent disability/disfigurement/fatality
Examples:
• A child has scarring on his torso after having been burned by a caregiver
and treated in a Burn Unit for several weeks/months.
• A child is burned to death by his/her parents.
Physical Abuse-Shaking
Severity
1 = A child over the age of two is shaken by his caregiver, and no marks result.
2 = A child over the age of two is shaken by a caregiver and bruises are left.
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3 = A child under the age of two is shaken by a caregiver (with no indication of resulting
harm). A child has a sore neck and arms after being shaken by a caregiver.
4 = A doctor noticed or suspected as a result of examination that a caregiver was shaking
or had shaken a baby.
5 = A child is hospitalized with Shaken Baby Syndrome.
6 = A child dies, is brain damaged, or has a broken neck due to having been shaken.
Physical Abuse-Nondescript Abuse (can not be used if the allegation states where or
how the child was hurt or if injury occurs on more than three body parts which must be
indicated separately)
Severity
1 = Dangerous acts, but no marks indicated
Example:
• “The mother hits her kids all the time.”
2 = Minor marks (small scratches, cuts or bruises).
Examples:
• “The caregiver hit his kids and left a bruise.”
• “She hit him and scratched him.”
3 = Numerous or nonminor marks
Example:
• “There were bruises all over his body after he was hit.”
4 = Medical/Emergency Treatment; hospitalized less than 24 hours.
Example:
• “His mom hit him and we had to go to the emergency room to get him
looked at.”
5 = Hospitalized more than 24 hours
6 = Permanent disability/disfigurement/fatality
Sexual Abuse
Sexual abuse is coded when any sexual contact or attempt at sexual contact occurs
between a caregiver and a child, for purposes of the caregiver’s sexual gratification or
financial benefit. In cases of sexual abuse, caregiver or responsible adult refers to any
family member or friend who has a relationship with the child, or is in a position of
authority over the child (e.g., babysitter). Because this system accesses Child Protective
Services (CPS) records only, there are instances of sexual abuse that are not available in
the CPS records. For example, sexual abuse that occurs outside of the home perpetrated
by nonfamily members is investigated solely by criminal courts, and consequently, may
not be accessible. Any relevant information in the records related to sexual abuse should
be scored. Researchers should be aware of this issue, and we encourage investigators to
use additional methods for exploring nonfamilial maltreatment that may not be available
through CPS records.
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Please note that caregivers may use physical or psychological coercion in their
attempts to engage a child in sexual relations. In cases where the caregiver verbally
threatens a child in an effort to have sexual relations, then Emotional Maltreatment and
Sexual Abuse would both be scored. If a nonoffending caregiver tells a child not to tell
about the abuse, this would be scored under Emotional Maltreatment as well. As noted
under Physical Abuse, physical injuries that occur as a direct result of sexual interaction
(e.g., vaginal or rectal tears) are coded solely under Sexual Abuse. Other injuries that
may accompany sexual acts in an effort to force a child to engage in sexual relations
(e.g., beatings, burning) are scored under both Physical Abuse and Sexual Abuse.
Severity
1 = The caregiver exposes the child to explicit sexual stimuli or activities, although the
child is not directly involved.
Examples:
• The caregiver exposes the child to pornographic materials.
• The caregiver makes no attempt to prevent the child from being exposed
to sexual activity.
• The caregiver discusses sex explicitly in front of the child in a noneducational fashion. Non-educational discussion of sex includes graphic
depiction of parents’ sexual activity or fantasies to the child. These
discussions are held without any attempt to prevent the child from
exposure to such descriptions.
2 = The caregiver makes direct requests for sexual contact with the child. The caregiver
exposes his or her genitals to the child for the purposes of adult sexual gratification or in
an attempt to sexually stimulate the child.
Examples:
• The caregiver asks the child to engage in sexual relations, but no physical
contact is involved.
• The caregiver invites the child to watch him masturbate.
3 = The caregiver engages the child in mutual sexual touching, or has the child touch the
caregiver for sexual gratification.
Examples:
• The caregiver fondles the child for sexual gratification.
• The caregiver engages in mutual masturbation with the child.
4 = The caregiver physically attempts to penetrate the child or actually penetrates the
child sexually. This includes coitus, oral sex, anal sex, or any other form of sodomy.
Examples:
• The caregiver molests the child.
• The caregiver engages or attempts intercourse with the child.
• The child has venereal disease. No information regarding the sexual
contact is known.
• A mother has oral sex with her son.
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5 = The caregiver has forced intercourse or other forms of sexual penetration. Force
includes the use of manual or mechanical restraint, for the purpose of engaging the child
in sexual relations. Force also includes use of weapons, physical brutality, and physically
overpowering the child, specifically for engaging in sexual relations. Note that Physical
Abuse may be scored in addition to Sexual Abuse in cases in which the child is injured as
a result of physical force, and the injury is not a direct result of the sexual penetration.
The caregiver prostitutes the child. This includes using the child for pornography,
allowing, encouraging or forcing the child to have sex with other adults.
Examples:
• The caregiver ties the child to the bed and rapes the child (Note that
Emotional Maltreatment would also be scored).
• The caregiver sodomizes the child at gunpoint.
• The caregiver forces the child to participate in the filming of pornographic
movies.
• The caregiver invites one or more other partners to have sexual relations
with the child.
Physical Neglect, Failure to Provide (FTP)
Physical Neglect, Failure to Provide, is coded when a caregiver or responsible
adult fails to exercise a minimum degree of care in meeting the child’s physical needs.
When families are below the poverty level physical neglect is scored if children’s
physical needs are not met because the parents fail to access available community
resources for the well-being of their children. For example, parents are unable to provide
food for their children; however, they have not taken the necessary steps to apply for food
stamps or to seek alternate sources of emergency sustenance.
Failure to provide includes not meeting children’s physical needs in any of the
following domains:
a. Supplying the child with adequate food.
b. Ensuring that the child has clothing that is sanitary, appropriate for the
weather, and permits the child freedom of movement.
c. Providing adequate shelter.
d. Ensuring adequate medical, dental, and mental health care.
e. Ensuring the child’s adequate hygiene.
As with each of the severity scales, the 5-point range for Failure to Provide is meant to be
a helpful guideline in making judgments about the seriousness of the impact of the
incident on the child’s development. However, as with each subtype of maltreatment,
there will be occurrences in which the specific nature of the incident dictates to the coder
than an event requires a higher rating than indicated by the guidelines of the system. For
example, parental failure to follow through with treatment for a low to moderate
elevation in the child’s blood lead level would typically be given a code of 3 under FTPMedical. However, if the child has extremely high lead levels that remain untreated
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through parental negligence, a 4 or 5 could be scored, depending on the severity of the
impairment to the child.
FTP-Food
Severity
1 = The caregiver does not ensure that food is available for regular meals. The child
(less than age 10) often has had to fix his or her own supper and/or occasionally misses
meals because of parental negligence.
Example:
• A 9-year-old child fixes dinner several times per week because the
caregivers are sleeping.
2 = The caregiver does not ensure that any food is available. The house is without food
often, and two or more consecutive meals are missed 2-3 times per week. The caregiver
does not feed the child for 24 hours.
Example:
• A social worker has visited the home several times when no food has been
available. The children report that they do not have lunch or dinner two or
three times per week.
3 = The caregiver does not provide meals on a regular basis, thereby perpetuating a
pattern of frequently missed meals, as many as four or more periods of at least two
consecutive meals per week are unavailable to the child.
Example:
• The children are not fed frequently. They have missed two consecutive
meals an average of four times a week for several months.
4 = The caregiver has provided such poor nourishment that the child fails to gain weight
or grow at the rate expected for their development. The failure to grow as expected is
not due to any identifiable organic factors.
5 = The caregiver has provided such poor nourishment or care to the child that physical
consequences have ensued such as weight loss in an infant, severe malnutrition, or severe
nonorganic failure-to-thrive.
Example:
• The child is diagnosed as being severely malnourished.
FTP-Clothing
Severity
1 = The caregiver fails to provide clothing for the child that is adequately clean and
allows freedom of movement (e.g., the clothing is so small that it restricts movement or so
large the child often trips or has difficulty keeping the clothing on).
Example:
• The child always wears clothing so small it restricts movement.
2 = The caregiver does not dress the child in clothing that is appropriate for the weather
(e.g., lightweight clothes during the winter).
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Example:
• A child has walked to school several days wearing only a thin jacket
without hat or gloves. The temperature has averaged 25 degrees
Farenheit.
No examples given for severity levels 3-5.
FTP-Shelter (Note that the initial levels of shelter have to do with cleanliness & mess.
Levels 3-5 are about actual physical problems with having shelter. Severe cleanliness
levels are scored under FTP-Hygiene).
Severity
1 = The caregiver does not attempt to clean the house. Garbage has not been removed,
dirty dishes are encrusted with food, and floors and other surfaces are very dirty. An
unpleasant odor from garbage and other debris permeates living quarters. INCLUDE
NON-SPECIFIC, POTENTIALLY HAZARDOUS LIVING SITUATIONS, EXAMPLE:
AN INFANT SLEEPING IN A ROOM SO CLUTTERED THEY WOULD BE
UNABLE TO GET IT OUT IN CASE OF FIRE.
2 = The caregiver us aware that the house is infested with roaches or other vermin and
has not attempted to improve the conditions. The caregiver does not ensure adequate
sleeping arrangements for the child (e.g., there are no beds or mattresses, or the
mattresses are filthy and sodden with urine or other substances likely to promote the
growth of mold or mildew.
3 = The caregiver fails to make adequate provisions for shelter for the family. For
example, the caregiver does not acquire or maintain public assistance, resulting in loss of
residence or loss of financial assistance for 7 days or more.
Example:
• The family has been evicted because the parent did not take appropriate
actions to maintain public assistance and made no other arrangements for
making rent payments. The family has no stable living arrangements for 2
weeks.
4 = The caregiver has made no arrangements for adequate shelter(e.g., the caregive r has
not sought heat during the winter; the family is living in a car because alternative housing
was not sought). The condition continues for prolonged periods.
Example:
• The children live in an unheated home because the parents have failed to
ensure that heating was available. During the winter, the children come to
school with frostbite.
No examples given for level 5.
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FTP-Medical
Severity
1 = The caregiver has missed several of the child’s medical or dental appointments and
often fails to take the child to the doctor or dentist for “checkups” or “well-baby
appointments.” The caregiver does not ensure that the child is taken to the doctor or
health clinic for adequate immunizations, and medical personnel have expressed concern.
The caregiver does not attend to a mild behavior problem about which professionals or
paraprofessionals have commented (e.g., the child exhibits some symptomatology but
displays relatively mild impairment in school or social functioning).
Example:
• The caregiver has failed to sign papers for evaluation of a behavior
problem that has been reported at school.
2 = The caregiver seeks medical attention but does not follow through consistently with
medical recommendations for a minor illness or infection (e.g., prescribed medicine is
not administered for mild infection, chronic head lice is not treated).
Example:
• The child has been diagnosed with an ear infection, but the parent does not
follow through with administration of the prescribed antibiotic.
3 = The caregiver does not seek or follow through with medical treatment for moderately
severe medical problems (e.g., the caregiver does not follow preventive measures for a
chronic heart condition, or moderately elevated blood lead levels are left untreated), or
the caregiver administers medical treatment that is inappropriate without consulting a
doctor (e.g., caregiver gives child mild sedatives to control the child without the doctor’s
consultation).
The expectant mother jeopardizes the health of her unborn child by using alcohol or
drugs during pregnancy, but no fetal alcohol or drug symptoms are evident.
Examples:
• The parent has been drunk several times during pregnancy.
• The child has come to school with an infected cut. Despite notes from the
school nurse recommending medical attention, the cut continues to be
untreated.
4 = The caregiver does not seek of comply with medical treatment for potentially lifethreatening illness or injury (e.g., the child is not taken to the Emergency Room for
severe bleeding, third degree burn, or fractured skull).
Example:
• The child was hit by a car, receiving a fracture and severe cuts and bruises.
The child came to school complaining of pain and stated that the parents
would not take him to the hospital.
5 = The caregiver has abused alcohol or drugs during pregnancy to the extent that the
infant is born with Fetal Alcohol Syndrome or a congenital drug addiction.
The caregiver provided such gross attention to the child’s medical needs that the child
died or was permanently disabled as a result of lack of medical treatment.
126

The caregiver does not seek professional help for the child’s life-threatening emotional
problems (e.g., suicidal or homicidal attempts).
Examples:
• At birth, a child is addicted to heroin.
• The caregiver was informed that the child had expressed suicidal ideation,
but the caregiver did nothing to ensure the child’s safety.
FTP-Hygiene
Severity
1 = The caregiver does not attempt to keep the children clean. The caretaker bathes the
child and/or washes the child’s hair very infrequently. The child brushes teeth only
infrequently or not at all, and signs of tooth decay or discoloration are evident.
Examples:
• The child is dirty and frequently scratches matted hair.
• Clothing is dirty and smells of urine.
2 = The caregiver does not change the infant’s diaper frequently, often leaving soiled
diapers unchanged for several hours, resulting in diaper rash.
3 = The caregiver maintains a somewhat unsanitary living situation, where spoiled food
or garbage are frequently present and/or where rat or vermin infestation is extreme and
untreated.
Example:
• A social worker has visited the home several times, and each time the
house has been a mess. Dirty dishes and spoiled food were all over the
kitchen table, counters, and sink. Rats were seen in the open garbage bins
by the front door.
4 = The caregiver maintains the home environment such that living conditions are
extremely unhealthy (e.g., feces and urine are present in living areas).
No examples given for level 5.
Physical Neglect, Lack of Supervision
Presently, Lack of Supervision is one of the most frequently reported subtypes of
maltreatment; however, it is a particularly ambiguous subtype, in part because no clear
criteria or standards exist regarding what constitutes age-appropriate supervision. Within
this system, Lack of Supervision is coded when a caregiver or responsible adult does not
take adequate precautions to ensure a child’s safety in and out of the home, given the
child’s particular emotional and developmental needs. The parent’s failure to ensure the
child’s safety may include both permitting the child to be exposed to dangerous situations
(e.g., allowing the child to play in an unsafe area, permitting the child to accompany
someone with a known history of violent acts) as well as failing to take adequate
precautions to evaluate the conditions pertaining to the child’s safety (e.g., neglecting to
screen the background or competency of alternate caregivers, failing to ascertain the
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child’s whereabouts). There are four broad elements that caregivers may violate to
jeopardize children’s physical safety.
1.
Supervision—failing to take steps to ensure that the child is engaging in
safe activities. According to this dimension, as the number of hours that
the child is unsupervised increases, so does the potential for harm.
Therefore, severity scores for Lack of Supervision are augmented with
more prolonged periods of inadequate supervision. To assist coders in
making distinctions about the relative seriousness of particular instances
of Lack of Supervision, we have provided approximate durations of
inadequate supervision that are intended to serve as guidelines rather than
firm criteria. We recognize that these cutoff points are somewhat arbitrary
and that exact times are frequently unavailable in the records; however, we
felt that establishing ranges of time was necessary to clarify coding
decisions and, thus, to increase reliability among coders.
2.
Environment—failing to ensure that the child is playing in a safe area.
This dimension is distinguished from lack of hygiene or medically
unhealthy conditions of the living environment covered under Failure to
Provide. In the case of Lack of Supervision, environment refers to
immediate physical dangers inside or outside the home such as broken
glass, unguarded electrical fixtures, toxic chemicals, and firearms.
3.
Substitute Care—failing to provide for adequate substitute care in the
caregiver’s absence, or mental or physical incapacity. In this respect, lack
of substitute care includes situations when auxiliary supervision is not
obtained, when parents do not ensure that substitute caregivers are able to
adequately supervise the child, when caregivers are unable to adequately
monitor the child’s safety because the caregivers are intoxicated with
alcohol or drugs, or when caregivers have a severe psychiatric condition
that makes appropriate supervision of children highly unlikely (e.g.,
caregiver has delusions or hallucinations).
Additionally, children who have a history of dangerous, impulsive, or immature
behavior require more intensive supervision, and may be given a higher severity rating if
they are unsupervised. For example, an adolescent who is known to exhibit poor
judgment and engaged in impulsive and destructive behavior would require more
supervision than most children of the same age. Failing to recognize the developmental
needs of the child in providing adequate supervision to ensure the child’s safety must be
accounted for. Because, in general, the consequences of failing to supervise younger
children are potentially more serious, the influence of the child’s developmental level
should be considered when making decisions about the severity of parental failure to
provide adequate supervision. It is difficult to quantify the amount of supervision that is
required at each developmental level. The examples provided give some guidelines of
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relative severity, but the information available for each case must be considered with
regard to the age and particular developmental needs of each child.
Neglect, Lack of Supervision
Severity
1 = The caregiver fails to provide adequate supervision or arrange for alternate adequate
supervision for short periods of time (i.e., less than 3 hours) with no immediate source of
danger in the environment.
Example:
• An 8-year-old is left alone during the day for a few hours.
2 = The caregiver fails to provide supervision or arrange for alternate adequate
supervision for several hours (approximately 3-8 hours) with no immediate source of
danger in the environment. Children receive inadequate supervision despite a history of
problematic behavior (e.g., impulsive behavior, hyperactivity).
Examples:
• The child is left alone frequently during the day without a responsible
caregiver available.
• Children get into trouble with neighbors because of lack of supervision.
3 = The caregiver fails to provide adequate supervision for extended periods of time (e.g.,
approximately 8-10 hours).
Examples:
• The child is left alone at night (e.g., 8-10 hours).
• A 6-year-old is locked out of the home alone, and the caregiver does not
return until evening.
4 = The caregiver does not provide supervision for extensive periods of time (e.g.,
overnight or approximately 10-12 hours). A child with a known history of destructive or
dangerous acts (e.g., fire-setting, suicidal ideation) is left unsupervised.
Example:
• A grade-school-aged child is left alone overnight.
5 = The caregiver fails to provide adequate supervision for more than 12 hours.
Example:
• A preschool child is left alone for 24 hours.
• A child is kicked out of the home with no alternative living arrangements.
Neglect, Lack of Supervision—Environment
Severity
1 = Preschoolers play outside unsupervised.
2 = The caregiver fails to provide supervision for short periods of time (less than 3 hours)
when the children are in an unsafe play area.
Example:
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•

The child is allowed to play in an unsafe play area (e.g., broken glass
present, old basement or garage cluttered with toxic chemicals, power
tools, or old refrigerator) unsupervised.
3 = The caregiver allows the child to play in an unsafe play area for several hours
(approximately 3-8 hours).
4 = The caregiver allows the child to play in an area that is very dangerous (i.e., high
probability that the child will be hit by a car or fall out of a window, get burned, or
drown).
Example:
• The child is allowed to play by a highway or on the roof of a condemned
building.
5 = The caregiver places the child in a life-threatening situation, or does not take steps to
prevent the child from being in a life-threatening situation. INCLUDE HERE DRIVING
DRUNK WITH CHILDREN IN THE CAR.
Examples:
• The caregivers keep loaded firearms in a location that is accessible to the
child.
• A toddler plays near a swimming pool unsupervised (Note that for a
toddler, being unsupervised near water is considered life-threatening
because of the high frequency of deaths by drowning to this age of child).
Neglect, Lack of Supervision—Substitute Care
Severity
1 = Children are left in the care of questionably suitable baby-sitters (e.g., preadolescent,
mildly impaired elderly person) for short periods of time (less than 3 hours).
2 = The caregiver provides poor supervisors for several hours (3-8 hours).
Example:
• An infant is left in the care of an 8-year-old for several hours (In this case
the infant is given a code of 2. The 8-year-old would be given a code of 1
under Lack of Supervision, similar to the example under level 1 of this
category).
3 = The child is left in the care of an unreliable caregiver (e.g., one who is known to drink
or is extremely inattentive, or the parent makes no attempt to ensure the caregiver was
reliable) for several hours.
4 = The child is allowed to go with a caregiver who has a known history of violence
and/or sexual acts against children or who has a restraining order prohibiting contact
with the child. INCLUDE HERE IF A SEXUAL OFFENDER IS IN THE HOME OR IS
ALLOWED TO HAVE ANY CONTACT WITH THE CHILD.
None given for level 5.
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Emotional Maltreatment
There is a growing consensus that virtually all acts of abuse and neglect carry negative
emotional/psychological messages to their victims. Consequently, it may be argued that
every act of maltreatment constitutes Emotional Maltreatment. We have differentiated
acts of Emotional Maltreatment from other forms of maltreatment for the purposes of
maintaining the individual conceptual integrity of each of the subtypes defined within our
system. The majority of incidents falling into Emotional Maltreatment involve persistent
or extreme thwarting of the children’s basic emotional needs. This category also includes
parental acts that are harmful because they are insensitive to the child’s developmental
level. These needs include, but are not limited to, the following:
1. Psychological safety & security: the need for a family environment free of
excessive hostility and violence, and the need for available and stable
attachment figures. Note that this category refers to the interpersonal climate
of the home, whereas Lack of Supervision (LOS) refers to cases in which the
physical environment is unsafe (See below for additional distinctions between
subtypes).
2. Acceptance & self-esteem: the need for positive regard and the absence of
excessively negative or unrealistic evaluation, given the child’s particular
developmental level.
3. Age-appropriate autonomy: the need to explore the environment and
extrafamilial relationships, to individuate within the bounds of parental
acceptance, structure, and limit setting, without developmentally inappropriate
responsibility or constraints placed on the child.
These acts of maltreatment may be scored solely as Emotional Maltreatment or may be
scored in conjunction with other subtypes of maltreatment. To clarify potentially
confusing areas, we specify the following inclusion/exclusion criteria.
1.

2.

One area of interface between Emotional Maltreatment and incidents of Physical
Abuse concerns physical restraint or confinement of a child. Because restraint
or confinement jeopardizes the child’s need for autonomy, we consider these
acts to be Emotional Maltreatment. However, if the acts result in physical
injuries (e.g., rope burns), these acts would be scored as both Emotional
Maltreatment and Physical Abuse. A second area of overlap surrounds incidents
of homicidal threats. In situations in which parents attempt to terrorize children
by threatening them or making gestures of harm, Emotional Maltreatment is
scored. However, if during the act, parents actually inflict injury to the children,
the act is considered Physical Abuse.
In instances in which there is evidence that threats of psychological coercion is
employed in an effort to engage the child in sexual relations, then both Sexual
Abuse and Emotional Maltreatment would be scored (Please see Sexual Abuse
for elaboration of this point).
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3.

4.

An important distinction between Emotional Maltreatment and Physical Neglect
is necessary in instances of abandonment. In cases in which a parent abandons a
child but ensures the child is adequately supervised and that the child’s physical
needs are met (e.g., leaves the child with relatives with no information about the
parent’s whereabouts), we consider this to be Emotional Maltreatment. If the
child is left completely alone with no provisions for supervision or physical
needs, then Lack of Supervision, Failure to Provide, and Emotional
Maltreatment may each be scored.
In situations in which a young child is forced to accept primary responsibility for
the care of another individual and in which criteria for Lack of Supervision are
met (as a result of either child’s need for more intensive supervision), then both
Emotional Maltreatment (for the supervising child) and Lack of Supervision (for
one or both children) would be scored.

Severity
11 = The caregiver regularly expects or requires the child to assume an inappropriate
level of responsibility (e.g., school-aged children assuming primary responsibility for
caretaking younger children; the report must include an explicit statement that the child is
responsible for the caretaking role).
12 = The caregiver undermines the child’s relationships with other people significant to
the child (e.g., makes frequent derogatory comments about other parents).
13 = The caregiver often belittles or ridicules the child (e.g., calls the child “stupid,”
“loser,” or “wimp”).
14 = The caregiver ignores or refuses to acknowledge the child’s bids for attention (e.g.,
the caregiver generally does not respond to infant cries or older child’s attempts to initiate
interaction).
15 = The caregiver uses fear or intimidation as a method of disciplining. INCLUDE
HERE PRESSURING A CHILD TO KEEP A SECRET(S) ABOUT A FAMILY
SITUATION.
21 = The caregiver does no permit age-appropriate socialization (e.g., school age child
not permitted to play with friends).
22 = The caregiver places the child in role-reversal (e.g., the child is expected to take
care of the caregiver).
23 = The caregiver consistently thwarts the child’s developing sense of maturity and
responsibility (e.g., infantilizes the child).
24 = The caregiver rejects or is inattentive to or unaware of the child’s needs for
affection and positive regard (e.g., the caregiver does not engage in positive or
affectionate interactions with the child; this lack of attention is a chronic pattern).
25 = The caregiver allows the child to be exposed to the caregiver’s extreme but
nonviolent marital conflict.
132

31 = The caregiver blames the children for marital or family problems (e.g., tells the
children that they are the reason for the spouse’s divorce).
32 = The caregiver sets up the child to fail or to feel inadequate by having inappropriate
or excessive expectations for the child.
33 = The caregiver makes a serious and convincing threat to injure the child.
34 = The child calls the child derogatory names (e.g., “slut,” “whore,” “worthless”).
35 = The caregiver binds the child’s hands and feet for moderate periods of time (e.g.,
approximately 2-5 hours); the child is not attended.
36 = The caregiver exposes the child to extreme, unpredictable, and/or inappropriate
behavior (e.g., violence toward other family members, psychotic or paranoid ideation that
results in violent outbursts that terrorize the child).
37 = The caregiver demonstrates a pattern of negativity or hostility toward the child (e.g.,
the caregiver screams at the children that they can never do anything right).
41 = The caregiver threatens suicide or abandonment in front of the child.
42 = The caregiver allows the child to be exposed to extreme marital violence in which
serious injuries occur to the caregiver.
43 = The caregiver blames the child for the suicide or death of another family member.
44 = The caregiver confines and isolates the child (e.g., locks the child in his or her room)
and the confinement is between 5 and 8 hours.
45 = The caregiver uses restrictive methods to bind a child or places in the child in close
confinement for less than 2 hours (Close confinement is scored in situations in which the
child’s movement is less extremely restricted, or the temperature, ventilation, or lighting
is severely limited or is maintained in a detrimental range).
51 = The caregiver makes a suicidal attempt in the presence of the child.
52 = The caregiver makes a homicidal attemptor realistic homicidal threat against the
child without actual physical harm to the child.
53 = The primary caregiver abandons the child for 24 hours or longer without any
indication of when or if he or she will return and where he or she can be located (Note:
Lack of Supervision and Failure to Provide may also be scored unless provisions are
made for the child’s physical well-being and need for supervision to be addressed. See
earlier description for an elaboration of the interface among Emotional Maltreatment,
Lack of Supervision, and Failure to Provide in instances of abandonment).
54 = The caregiver uses extremely restrictive methods to bind a child or places the child
in close confinement for 2 or more hours (e.g., the child is tightly tied to a chair or locked
in a trunk).
55 = The caregiver confines the child to an enclosed space (e.g., locks the child in a
closet or small space) for extended periods (e.g., more than 8 hours).
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Moral- Legal/Educational Maltreatment
Moral-Legal/Educational Maltreatment is coded when any behaviors on the part of the
caregiver or responsible adult occur that fail to demonstrate a minimum degree of care in
assisting the child to integrate with the expectations of society, which includes insuring
the child’s adequate education. The caregiver either exposes or involves the child in
illegal activity or other activities that may foster delinquency or antisocial behavior in the
child. Alternately, the caregiver does not ensure that the child is properly socialized by
regularly attending school.
Severity
1 = ML: The caregiver permits the child to be present for adult activities for which the
child is under age.
ED: The caregiver often lets the child stay home from school, and the absences are
not the result of illness or family emergency (e.g., death in the family). The absences
occur for less than 15% of the reported period.
Examples:
• ML: The caregiver takes the child to drunken parties and adult bars that
are clearly not family situations.
• ED: The caregiver allows the child to miss 25 days of school in a school
year without exceptions.
2 = ML: The caregiver participates in illegal behavior with the child’s knowledge (e.g.,
shoplifting, selling stolen merchandise).
ED: The caregiver allows the child to miss school as much as 15%-25% of the
reported period, not due to illness.
Examples:
• ML: The child was present when the caregiver was selling drugs.
• ED: The caregiver allows the child to miss school as much as 15%-25%
of the reported time, not due to illness.
3 = ML: The caregiver knows that the child is involved in illegal activities but does not
attempt to intervene (e.g., permits vandalism, shoplifting, drinking).
ED: The caregiver keeps the child out of school or knows that the child is truant for
extended periods (26%-50% of the year, or as many as 16 school days in a row) without
caregiver’s intervention.
Examples:
• ML: The caregiver has been informed that the child has been shoplifting,
but the caregiver has done nothing.
• ED: The child missed 3 consecutive weeks of school, not due to illness.
4 = ML: The caregiver involves the child in misdemeanors (e.g., the child is encouraged
to shoplift, child is given drugs). Adults encourage or force participation in illegal
activities. INCLUDE HER GIVING DRUGS OR ALCOHOL TO A CHILD.
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ED: The caregiver frequently keeps the child out of school for significant amounts of
time (more than 50% of the reported period, or 16+ days in a row), but the child
maintains school enrollment.
Examples:
• ML: The caregiver encourages the child to steal food from the grocery
store.
• ED: The family has moved several times, and each time, the child has
missed significant periods of school. The child is enrolled but has missed
more than half of the school year.
5 = ML: The caregiver involves the child in felonies (e.g., the child participates in armed
robbery or kidnapping).
ED: The caregiver encourages a child (less than 16 years old) to drop out of school
or does not send the child to school at all.
Examples:
• ML: The child has been living in a drug house run by the caregivers. The
child has been involved in selling drugs and has participated in armed
conflicts with other drug dealers.
• ED: The caregiver has not enrolled the child in school, and the child is
receiving no educational instruction.
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