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Abstract
This study explored differences in coping strategies over time that might occur among women who experienced sexual, physical, 
or combined sexual and physical childhood abuse. Independent variables of the study were Type of Abuse (Type: Sexual, Physical, 
and Combined) and the Coping Time Frame (Time: Then and Now). The dependent variables were the five coping strategies 
(Avoidance, Expressive, Nervous/Anxious, Cognitive, and Self-Destructive). The hypotheses of the study pertained to significant 
differences among three types of abuse and between Then and Now coping time frames, and interaction between the Type and 
Time on five coping strategies. Forty-five female survivors were administered a consent form, How I Deal with Things Scale, and 
a General Information Questionnaire. The results of this study showed that survivors of combined sexual and physical abuse in 
childhood tend to use emotion-focused coping strategies (avoidance, nervous/anxious, and self-destructive behavior) more than 
those who had experienced sexual or physical abuse alone. Also, all three types of abuse survivors tend to use problem-focused 
coping strategies (expressive and cognitive) more during their adulthood to cope with their abuse, whereas emotion-focused 
coping strategies (avoidance and self-destructive behaviors) are used more when the abuse first occurs. 
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1. Introduction
Women’s and children’s protective movements have brought the 
problem of child abuse to the forefront of society and greatly 
enhanced the social and professional concerns worldwide in the 
21st century. Childhood abuse has been linked to many long-
term health impacts such as risky health behaviors, chronic 
health conditions, low life potential, and early death. The risk of 
these outcomes increases with the increased number of adverse 
childhood experiences [1]. The National Children’s Alliance 
(NCA) is an accrediting body for more than 850 Children’s 
Advocacy Centers (CACs) in all 50 states of America providing 
comprehensive services to victims of child abuse under the age 
of 18. Two of the most harmful adverse childhood experiences 
are sexual and physical abuse. 

In 2021, CACs served 386,191 abused children nationwide (64% 
females, 33% males and 3% undisclosed); of these 65% were 
sexually abused and 20% were physically abused [2]. Childhood 
sexual abuse (CSA) was considered an uncommon problem until 
the late 70’s [3,4]. However, in recent years, the Child Protective 

Services agencies report it to be a widespread problem, finding 
evidence every nine minutes for a case of CSA. Although the 
exact prevalence is unknown, the most current estimates about 
prevalence of CSA are that 1 in 5 girls and 1 in 20 boys are 
reported to be victimized by an adult [5]. 

The negative sequelae of childhood abuse have a long-term 
detrimental impact on mental and physical health of the victims 
[6,7]. Even though this has been studied and reported well in the 
literature [8,9], many healthcare providers do not take time or 
do not know how to explore these issues with their adult female 
patients. Often when women seek medical help for their health 
issues, many healthcare providers do not enquire about women’s 
childhood abuse, which may be an important etiological factor 
related to their current health issues [10-13]. Not dealing with 
these earlier issues may hinder the success of treatment and 
subsequent recovery because the cause of the problem remains 
unaddressed. 

Understanding how women cope with the aftermath of childhood 
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abuse is essential to creating effective and efficient interventions 
for promoting recovery [14,15]. The present study used Burt 
and Katz’s [16] conceptualization of coping with trauma as 
“efforts made in response to stimuli experienced as threatening 
or stressful-efforts aimed both at reducing the anxiety that those 
stimuli create and at reducing the interference of the stimuli with 
one’s capacity to function” (p. 345). Abuse victims use either 
emotion-oriented coping strategies that involve escaping the 
stressor by avoidance or problem-oriented coping strategies that 
involve changing the stressor by approach [17]. Some studies 
[18,19] have identified coping strategies with childhood abuse 
as the mediating factors amenable to intervention and having an 
influence on recovery. However, there is a paucity of research 
delineating these coping strategies and their relationship to 
adjustment in adulthood [20]. A comprehensive review of 
empirical studies reported only ten studies that identified and 
described coping strategies of CSA victims [14,21-29]. Several 
of these studies are qualitative and they reported a large number 
of coping strategies; some used by only a few individuals [30]. 
Also, they were predominantly on CSA alone; combined CSA 
and CPA which is more prevalent was not the focus. Thus, 
more quantitative research is warranted for a more consistent 
understanding of the coping strategies used by not only the 
CSA victims, but also the combined (sexual and physical) abuse 
victims. 

The purpose of the present study was to explore differences in 
coping strategies over time which might occur among women 
who experienced sexual, physical, or combined sexual and 
physical childhood abuse. Independent variables of the study 
were Type of Abuse (Type: Sexual, Physical, and Combined) and 
the Coping Time Frame (Time: Then and Now). The dependent 
variables were the five coping strategies measured by the “How 
I Deal with Things Scale” (Avoidance, Expressive, Nervous/
Anxious, Cognitive, and Self-Destructive). The hypotheses of 
the study pertained to significant differences among three types 
of abuse and between Then and Now coping time frames, and 
interaction between the Type and Time on five coping strategies.

The physical and sexual abuse definitions by the Texas Family 
Code were used as the abuse criteria for the present study [31]. 
Both forms of abuse can be committed by either a family or non-
family member, and the definitions apply to children younger 
than 18 who are not married. 

Physical abuse is defined as: Physical injury that results in 
substantial harm to the child, or the genuine threat of  substantial 
harm from physical injury to the child, including an injury that is 
at  variance with the history or explanation given and excluding 
an accident or  reasonable discipline by a parent, guardian, or 
managing or possessory conservator  that does not expose the 
child to a substantial risk of harm.

Sexual abuse is defined as: Sexual contact, sexual intercourse, 
or sexual conduct, as those terms are defined by Section 43.01, 
Penal Code, sexual penetration with a foreign object, incest, 
sexual assault, or sodomy inflicted on, shown to, or intentionally 
practiced in the presence of a child if the child is present 

only to arouse or gratify the sexual desires of any person; (2) 
compelling or encouraging the child to engage in sexual conduct 
as defined by Section 43.01, Penal Code , including compelling 
or encouraging the child in a manner that constitutes an offense 
of trafficking of persons under Section 20A.02(a)(7) or (8), 
Penal Code , prostitution under Section 43.02(b), Penal Code, or 
compelling prostitution under Section 43.05(a)(2), Penal Code; 
(3) or causing, permitting, encouraging, engaging in, or allowing 
the photographing, filming, or depicting of the child if the person 
knew or should have known that the resulting photograph, film, 
or depiction of the child is obscene as defined by Section 43.21, 
Penal Code, or pornographic.

The five coping strategies developed by Burt and Katz [16] were 
measured by the How I Deal with Things Scale and they are 
Avoidance, Expressive, Nervous/Anxious, Cognitive, and Self-
Destructive.                                                                  

2. Methods
2.1 Participants
Forty-five female survivors between 19 and 62 (M=39, 
SD=10.63) volunteered to participate in this study. All had 
received counseling as adults at the mental health agencies of 
a West Texas community and all were abused before age 18. 
The volunteers were sought until there were 15 women in each 
group who experienced childhood abuse of three different kinds: 
Sexual (SA), Physical (PA), and Combined Abuse (CA). They 
were administered a consent form, How I Deal with Things 
Scale, and a General Information Questionnaire.

2.2 Measures
The General Information Questionnaire included demographic 
information and questions concerning whether the abuse was 
sexual and/or physical, at what age it began, the extent and length 
of the abuse, relationship to the perpetrator(s), and whether any 
counseling took place at the time of the abuse or later. 

How I Deal with Things Scale is a 33-item scale, which was 
developed to measure emotion-focused and problem-focused 
strategies of coping with sexual assault. This scale showed 
consistency reliabilities for the subscales ranging from .65 to .75 
and test-retest reliabilities ranging from .68 to .83 with a factor 
analysis yielding five coping factors: avoidance, expressive, 
nervous/anxious, cognitive, and self-destructive [16]. Examples 
of scale items are: “Avoiding people, places, or situations that 
remind you of the abuse”-Avoidance; “Taking to family, friends, or 
others, about your feelings, and trying to get support from them in 
dealing with your feelings.”-Expressive;” Feeling irritable, cross 
with others, or like you are about to explode”–Nervous/Anxious; 
“Trying to understand what happened to you, and why you have 
felt the ways you have.”-Cognitive; and “Drinking alcohol, 
or taking illegal drugs.”-Self-destructive. Later the scale was 
modified to measure childhood coping strategies for child sexual 
abuse [32]. With the permission of the author of the scale, the 
modified scale was used for both physical and sexual childhood 
abuse. Avoidance, Nervous/Anxious, and Self-Destructive 
are considered more emotion-focused, while Expressive and 
Cognitive are seen as more problem-focused coping strategies. 
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The data for three main hypotheses were analyzed by a two-
way mixed model 3 x 2 factorial analysis of variance (ANOVA) 
yielding two main effects and an interaction effect on scores for 
the five coping strategies. All post-hoc pairwise comparisons 
were done by using Tukey’s HSD test. The alpha level for all 
tests was set at .05.

3. Results
The abuse was reported to have continued past 18 years of age 
for 53% of the women in the PA group, 13% of the women in 
the SA group, and 33% of the women in the CA group. Family 
members abused 100% of the women in the PA group (20% 
abused additionally by others) and 90% of the women in the SA 
group (27% abused additionally by others). In the CA group, 

it was the family members who physically abused 100% of 
the women (27% abused additionally by others) and sexually 
abused 80% of them (33% abused additionally by others). The 
trauma of intercourse was inflicted on 40% of the SA group, 
and on 60% of the CA group. All women were abused before 
age 18, however, the abuse began before age 11 for most of 
the participants (sexual-93%; physical-73%; combined-100%). 
Participation in 12-step groups was acknowledged by 73% of 
the SA Group, 67% of the PA group, and 87% of the CA group. 

Table 1 presents the mean coping strategies scores and standard 
deviations for the five coping strategies. A summary of F and 
p values is presented in Table 2 for the mixed model factorial 
analysis of variance (ANOVA) analysis for five coping strategies. 

of F and p values is presented in Table 2 for the mixed model factorial analysis of variance (ANOVA) analysis for 
five coping strategies.  
 
                                                                   Coping Time Frame 
Coping                                     Then          Now                   All                              
Strategies      M        (SD)           M        (SD)          M        (SD)                
Avoidance   
 Physical   26.70 (4.32) 17.89 (5.09) 22.30 (4.71)  
 Sexual   23.80 (5.64) 15.07 (4.86) 19.44 (5.25) 
 Combined   31.07 (3.90) 17.27 (4.28) 24.15 (4.09) 
  All   27.19 (4.62) 16.74 (4.74)    
Expression   
 Physical   10.50 (3.23) 23.90 (5.18) 17.20 (4.21)  
 Sexual   11.00 (3.21) 24.80 (5.19) 17.90 (4.20) 
 Combined   10.27  (3.94) 25.53 (4.37) 17.90 (4.16) 
  All   10.59 (3.46) 24.74 (4.91)    
Nervous Anxious  
 Physical   23.29 (5.25) 22.07 (5.34) 22.68 (5.29) 
 Sexual   20.93 (6.97) 19.87 (6.88) 20.40 (6.92) 
 Combined   25.60 (6.19) 24.33 (7.45) 24.96 (6.82) 
  All   23.27 (6.14) 22.09 (6.56) 
Cognitive 
 Physical   13.71 (4.46) 22.07 (4.01) 17.89 (4.23) 
 Sexual   16.93 (6.77) 19.06 (6.48) 17.99 (6.62) 
 Combined   17.13 (7.29) 22.60 (5.13) 19.86 (6.21) 
  All   15.92 (6.17) 21.24 (5.21) 
Self-Destructive 
 Physical   17.79 (6.97) 09.57 (6.04) 13.68 (6.51) 
 Sexual   14.67 (6.16) 06.27 (5.75) 10.47 (6.00) 
 Combined   20.73 (5.71) 09.00 (3.87) 14.87 (4.79) 
        All                17.73  (6.28) 08.28 (5.22)  
Note: Means in bold denote means with significant differences.  
 

Table 1: Mean Coping Strategies scores and standard deviations for Type of Abuse x Coping Times Frame.  

Coping Strategies    F                p           
Avoidance  
 Coping Time Frame (A) 70.53    .001* 
 Type of Abuse (B)  5.46   .008* 
  A x B   1.63   .21 
Expression  
 Coping Time Frame (A) 579.17     .001* 
 Type of Abuse (B)  .27  .77 
 A x B   .38  .69 
Nervous Anxious 
 Coping Time Frame (A) .56 .51 
 Type of Abuse (B)  4.16 .02* 
  A x B    .02 .98 
Cognitive 
 Coping Time Frame (A) 27.52 .001* 
 Type of Abuse (B)  1.01 .37 
  A x B   1.91 .16 
Self-Destructive     

Table 1: Mean Coping Strategies scores and standard deviations for Type of Abuse x Coping Times Frame. 
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of F and p values is presented in Table 2 for the mixed model factorial analysis of variance (ANOVA) analysis for 
five coping strategies.  
 
                                                                   Coping Time Frame 
Coping                                     Then          Now                   All                              
Strategies      M        (SD)           M        (SD)          M        (SD)                
Avoidance   
 Physical   26.70 (4.32) 17.89 (5.09) 22.30 (4.71)  
 Sexual   23.80 (5.64) 15.07 (4.86) 19.44 (5.25) 
 Combined   31.07 (3.90) 17.27 (4.28) 24.15 (4.09) 
  All   27.19 (4.62) 16.74 (4.74)    
Expression   
 Physical   10.50 (3.23) 23.90 (5.18) 17.20 (4.21)  
 Sexual   11.00 (3.21) 24.80 (5.19) 17.90 (4.20) 
 Combined   10.27  (3.94) 25.53 (4.37) 17.90 (4.16) 
  All   10.59 (3.46) 24.74 (4.91)    
Nervous Anxious  
 Physical   23.29 (5.25) 22.07 (5.34) 22.68 (5.29) 
 Sexual   20.93 (6.97) 19.87 (6.88) 20.40 (6.92) 
 Combined   25.60 (6.19) 24.33 (7.45) 24.96 (6.82) 
  All   23.27 (6.14) 22.09 (6.56) 
Cognitive 
 Physical   13.71 (4.46) 22.07 (4.01) 17.89 (4.23) 
 Sexual   16.93 (6.77) 19.06 (6.48) 17.99 (6.62) 
 Combined   17.13 (7.29) 22.60 (5.13) 19.86 (6.21) 
  All   15.92 (6.17) 21.24 (5.21) 
Self-Destructive 
 Physical   17.79 (6.97) 09.57 (6.04) 13.68 (6.51) 
 Sexual   14.67 (6.16) 06.27 (5.75) 10.47 (6.00) 
 Combined   20.73 (5.71) 09.00 (3.87) 14.87 (4.79) 
        All                17.73  (6.28) 08.28 (5.22)  
Note: Means in bold denote means with significant differences.  
 

Table 1: Mean Coping Strategies scores and standard deviations for Type of Abuse x Coping Times Frame.  

Coping Strategies    F                p           
Avoidance  
 Coping Time Frame (A) 70.53    .001* 
 Type of Abuse (B)  5.46   .008* 
  A x B   1.63   .21 
Expression  
 Coping Time Frame (A) 579.17     .001* 
 Type of Abuse (B)  .27  .77 
 A x B   .38  .69 
Nervous Anxious 
 Coping Time Frame (A) .56 .51 
 Type of Abuse (B)  4.16 .02* 
  A x B    .02 .98 
Cognitive 
 Coping Time Frame (A) 27.52 .001* 
 Type of Abuse (B)  1.01 .37 
  A x B   1.91 .16 
Self-Destructive     
 Coping Time Frame (A) 73.64 .001* 
 Type of Abuse (B)  4.57 .02* 
  A x B    .83 .53 
 

Table 2: F and p values from the factorial analysis of variance for the Coping Strategies scores for Type of Abuse x 
Coping Times Frame. 
 

The 3 x 2 mixed model factorial ANOVA results showed the following significant main effects of Type of Abuse on 
coping strategies scores: Avoidance (F2,42=5.46, p=.008; CA group M >SA & PA), Nervous/Anxious (F2,42=4.16, p 
=.02; C group M >SA & PA), and Self-Destructive (F2,42=4.57, p=.02; CA group M >SA & PA). Tukey HSD test 
results for the pairwise comparisons for Avoidance, Nervous/Anxious, and Self-Destructive coping strategies 
indicated only one pairwise comparison of CA vs. SA to be significant in all three cases with CA group having 
significantly greater mean scores than the SA group. Results are as follows: Avoidance-CA group M=24.15 
(SD=4.09) and SA group M=19.44 (SD=5.25, Tukey HSD=3.47, p<.05); Nervous/Anxious-CA group M=24.96 
(SD=6.82) and SA group M=20.40 (SD=6.92, Tukey HSD=5.70, p<.01); Self-Destructive-CA group M=14.87 
(SD=4.79) and SA group M=10.47 (SD=6.00,  Tukey HSD=3.71, p<.05). All other pairwise comparisons for the 
three coping strategies were not significant at the .05 level. There were no significant differences among the three 
types of abuse with regard to Expressive and Cognitive coping strategies.  
 
The following significant results were found for the main effects of Coping Time Frame on coping strategies scores: 
Avoidance (F1,42=70.53, p<.001; Then group M>Now), Expressive (F1,42= 579.17, p<.001; Now group M >Then), 
and Cognitive (F1,42=27.52, p<.001; Now group M>Then), and Self-Destructive (F1,42=73.64, p<.001; Then group M 
>Now). No significant results were found for Coping Time Frame with regard to Nervous/Anxious coping 
strategies. Further, there were no interaction effects between Type of Abuse and Coping Time Frame on coping 
strategies.  
 
4. Discussion  

All women in PA and CA groups were physically abused by the family members and most of the sexual abuse was 
also carried out by the family members in SA and CA groups. These findings coincide with the 2018 national 
statistics showing that the majority (96.4%-91.7% by parent(s), 4.7% by other relatives) of perpetrators were family 
members of children with all types of child abuse [33]. The trauma of intercourse along with the physical abuse was 
inflicted on more women (60%) of the CA group. Abuse began before age 11 for most of the women in SA and PA 
groups and all of the women of CA group. Most of the participants participated in 12-step groups for alcohol/drug 
abuse which coincides with the previous research findings showing that victims of childhood abuse are more likely 
to engage in alcohol and drug use [6,34]. About two-thirds of drug abuse treatment participants have been found to 
report being physically, sexually, or emotionally abused during childhood. Also, women who have experienced 
combined sexual and physical abuse are twice as likely to abuse drugs than those who have experienced sexual and 
physical abuse separately [35]. 
 
As expected, significant differences among the three types of abuse were found for the three emotion-focused 
coping strategies (Avoidance, Nervous/Anxious, and Self-Destructive) with the CA group having significantly 
greater mean scores than the SA group on all of the three coping strategies. No significant differences were found 
among the three types of abuse groups for the two problem-focused coping strategies (Cognitive or Expressive). The 
CA group showed significantly greater use of the emotion-focused coping strategies because greater the trauma, 
more emotion-focused coping strategies are used [17]. It has been established that the victims of combined physical 
and sexual abuse tend to report more unfavorable symptoms because combined abuse is more harmful than even the 
most severe form of either physical or sexual abuse [36,37].  
 
Avoidant behaviors were used significantly more by the CA group than by the SA and PA groups in the present 
study. Approach and avoidance are used as the two basic methods of coping with stress and neither mode is viewed 
as positive or negative by itself. Avoidance can be self-protective and it is a one way not to experience difficult 
feelings and minimize the emotional impact of being abused [15]. Survivors of childhood abuse tend to feel 

Table 2: F and p values from the factorial analysis of variance for the Coping Strategies scores for Type of Abuse x Coping Times 
Frame.

The 3 x 2 mixed model factorial ANOVA results showed the 
following significant main effects of Type of Abuse on coping 
strategies scores: Avoidance (F2,42=5.46, p=.008; CA group M 
>SA & PA), Nervous/Anxious (F2,42=4.16, p =.02; C group M >SA 
& PA), and Self-Destructive (F2,42=4.57, p=.02; CA group M 
>SA & PA). Tukey HSD test results for the pairwise comparisons 
for Avoidance, Nervous/Anxious, and Self-Destructive coping 
strategies indicated only one pairwise comparison of CA vs. 
SA to be significant in all three cases with CA group having 
significantly greater mean scores than the SA group. Results are 
as follows: Avoidance-CA group M=24.15 (SD=4.09) and SA 
group M=19.44 (SD=5.25, Tukey HSD=3.47, p<.05); Nervous/
Anxious-CA group M=24.96 (SD=6.82) and SA group M=20.40 
(SD=6.92, Tukey HSD=5.70, p<.01); Self-Destructive-CA 
group M=14.87 (SD=4.79) and SA group M=10.47 (SD=6.00,  
Tukey HSD=3.71, p<.05). All other pairwise comparisons for 
the three coping strategies were not significant at the .05 level. 
There were no significant differences among the three types of 
abuse with regard to Expressive and Cognitive coping strategies. 

The following significant results were found for the main 
effects of Coping Time Frame on coping strategies scores: 
Avoidance (F1,42=70.53, p<.001; Then group M>Now), 
Expressive (F1,42= 579.17, p<.001; Now group M >Then), and 
Cognitive (F1,42=27.52, p<.001; Now group M>Then), and 
Self-Destructive (F1,42=73.64, p<.001; Then group M >Now). 
No significant results were found for Coping Time Frame with 
regard to Nervous/Anxious coping strategies. Further, there 
were no interaction effects between Type of Abuse and Coping 
Time Frame on coping strategies. 

4. Discussion 
All women in PA and CA groups were physically abused by the 
family members and most of the sexual abuse was also carried 
out by the family members in SA and CA groups. These findings 
coincide with the 2018 national statistics showing that the 
majority (96.4%-91.7% by parent(s), 4.7% by other relatives) 
of perpetrators were family members of children with all types 
of child abuse [33]. The trauma of intercourse along with the 
physical abuse was inflicted on more women (60%) of the CA 
group. Abuse began before age 11 for most of the women in 
SA and PA groups and all of the women of CA group. Most 
of the participants participated in 12-step groups for alcohol/
drug abuse which coincides with the previous research findings 
showing that victims of childhood abuse are more likely to 
engage in alcohol and drug use [6,34]. About two-thirds of drug 
abuse treatment participants have been found to report being 
physically, sexually, or emotionally abused during childhood. 
Also, women who have experienced combined sexual and 
physical abuse are twice as likely to abuse drugs than those who 
have experienced sexual and physical abuse separately [35].

As expected, significant differences among the three types 
of abuse were found for the three emotion-focused coping 
strategies (Avoidance, Nervous/Anxious, and Self-Destructive) 
with the CA group having significantly greater mean scores than 
the SA group on all of the three coping strategies. No significant 
differences were found among the three types of abuse groups 
for the two problem-focused coping strategies (Cognitive or 
Expressive). The CA group showed significantly greater use 
of the emotion-focused coping strategies because greater the 
trauma, more emotion-focused coping strategies are used [17]. 
It has been established that the victims of combined physical and 
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sexual abuse tend to report more unfavorable symptoms because 
combined abuse is more harmful than even the most severe form 
of either physical or sexual abuse [36,37]. 

Avoidant behaviors were used significantly more by the CA 
group than by the SA and PA groups in the present study. 
Approach and avoidance are used as the two basic methods of 
coping with stress and neither mode is viewed as positive or 
negative by itself. Avoidance can be self-protective and it is a 
one way not to experience difficult feelings and minimize the 
emotional impact of being abused [15]. Survivors of childhood 
abuse tend to feel alienated and perceive themselves as being 
different from others, which adds to their shame and wanting 
to keep the family secret about the abuse. There are negative 
outcomes which sometimes occur when a victim discloses the 
abuse. Thus, from very early on the victims learn that avoiding 
disclosure is vital to their survival [38,39].  

Anxiety was experienced in higher levels by the combined 
abuse victims than the physical and sexual abuse separately. The 
basic outcomes of trauma reported are a sense of helplessness, 
meaninglessness, and a sense of being disconnected from self 
and others [40]. In order for a survivor to admit abuse and seek 
help, a great deal of courage must exist, and this kind of courage 
is anxiety-provoking. Add to that the knowledge that therapy 
itself produces anxiety. Individual and group therapy begin 
to bring man difficult feelings to the surface, thus increasing 
feelings of anxiety [38,39].
 
Victims of combined abuse showed more self-destructive 
behaviors than either sexual or physical abuse alone. It has been 
repeatedly reported in the literature that persons in treatment 
for substance abuse and other destructive behaviors are more 
likely to have experienced childhood sexual and physical abuse 
as compared to those in the general public [41-43]. One study 
reported that the adult victims of childhood abuse to be four to 
five times more likely to abuse alcohol and illegal drugs and 
twice as likely to smoke, be physically inactive, and be severely 
obese, compared to those who did not experience childhood 
abuse [6]. Correspondingly, another study found history of 
childhood sexual and physical abuse to be highly significant 
predictors of self-destructive behaviors [44]. 

5. Coping Time Frame
There were significant differences between the Then and Now 
groups of coping time frame for all coping strategies except 
nervous/anxious. Then mean scores were higher than Now for 
the two emotion-focused coping strategies (Avoidance and Self-
Destructive), whereas the Now mean scores were higher than 
Then for the problem-focused coping strategies (Expressive and 
Cognitive). This supports the findings of previous research that 
coping strategies used early on are emotion-focused and later 
in adulthood the victims tend to use more problem-solving 
approaches [45]. 

5.1 Avoidance
The mean score for avoidance was higher for Then than for Now 

group. The use of avoidant behaviors decreased over time. One 
possibility for such change is that, the therapists might have 
affirmed and honored the belief that these “negative” strategies 
helped early on, but over time they might be hindering the 
client’s progression form victim to survivor stance. The major 
issues of trust and self-respect can begin to be addressed and 
the client can begin the process of reshaping harmful coping 
strategies into more helpful ones. Avoiding those who abuse 
you is a healthy strategy in early therapy (and possibly always); 
while confronting the perpetrators may be a later choice, albeit 
a nervous/anxious one. Victims use avoidant coping strategies 
to reduce the negative impact of the stressful event, which is 
protective and defensive [46]. However, the research has also 
shown that although the victims rate the avoidant behaviors most 
helpful, they tend lead to poorer adult adjustment if continued in 
the long run [47,45].  

5.2 Self-Destructive
Again, mean score for self-destructive behaviors was higher for 
Then than for Now. The mean age of the respondents in this 
study was 39, an age span in which many of the questions which 
concern the meaning of life begin to surface more than before, 
and the need to find better ways to exist could be a motivating 
factor to seek counseling. Through the recovery process, the 
abuse victim begins to assign a more realistic meaning to the 
trauma and the ways in which she survived [40]. Also, a large 
percentage of the respondents were members of 12-step groups, 
which indicates their need to find more constructive ways to 
cope with the present. These groups also provide support to 
bring a more realistic sense of hope for the future.

5.3 Expressive
The Now mean score was higher than the Then score for 
expressive coping strategy. This is consistent with other studies 
[38,39], which indicates that there are problems encountered by 
children who disclose their abuse, such as disbelief and blaming 
the child; but when the abuse is disclosed as an adult, more 
favorable outcome is experienced. The need for safe attachment 
seems imperative for recovery from trauma. Roth [47] gave 
an example of a child who told her mother about the abuse 
in order to be absolved of some of the guilt and self-blame. 
When there is no support or protection, it may take years for 
the survivor to seek help again. Emotional expressiveness is 
adaptive and increases over time, which is an indication of long-
term recovery [16,49]. Non-expressive coping is associated with 
greater anxiety and depression in former victims of sexual abuse 
[32]. Wright, Crawford, and Sebastian [18] found those who 
used cognitive coping strategy of finding positive meaning in the 
coping process after the abuse experienced less social isolation 
and better overall adjustment. Silver, Boon, and Stones [49] also 
found similar results with regard to effective coping facilitated 
by victims finding some meaning in their victimization. In their 
study of adult women victimized by their fathers as children who 
found meaning in their victimization reported less psychological 
distress and greater resolution of the abuse experience as 
compared to those incest victims who were still searching for 
meaning. 
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5.4 Cognitive
The cognitive mean score for Now was also higher than the 
mean score for Then. Cognitive skills are necessary to reassess 
the meaning of the trauma and to make some sense out of what 
happened. In order to cope with feelings of shame, the child must 
either rebel against authority or try harder to please everyone. The 
child often feels that she deserved punishment, and the struggle 
for perfection begins. Research has established that if victims 
can begin to make some sense out of what happened, they will 
suffer less distress [38]. In treatment, they may continue to feel 
distress, but it becomes more manageable.

6. Limitations
The findings of this study should be considered within the 
methodological limitations of a small and non-random sample; 
all subjects were volunteers, raising the possibility that the best 
or worst adjusted did not volunteer. Some “survivors” may have 
felt that the trauma was no longer a major focus in their lives, 
and some victims may have been too fragile to risk opening up to 
anyone besides their therapist. As compared to combined abuse 
victims, finding volunteers who were physically abused was 
very difficult. Perhaps the combined abuse victims were either 
more prevalent or volunteered more readily. 

Since a large number of the respondents were members of 
12-step groups, there were other uncontrolled variables, such 
as alcohol/drug use, eating disorders, and familial conflict, 
which might have affected the results as well. Self-reporting 
and retrospective reporting were also the limitations of the 
present study. Retrospective recall may distort perceptions of 
relationships and negative events of childhood [17,50].

In the present study, 93% of the sexual abuse victims were abused 
by the family member(s) and 40% of these were subjected to the 
trauma of intercourse.  Eighty percent of the combined abuse 
victims were sexually abused by the family member(s) and 60% 
of these were assaulted through intercourse. Previous research 
indicates that the degree of force, the duration of the abuse, and 
whether the perpetrator was the father significantly affects the 
long-term adjustment of victims and the forceful intercourse 
tended to result in greater psychological distress [51]. In the 
present study the variable of intercourse was not controlled.  

Due to the sensitive nature of the research with childhood sexual 
abuse victims, a random sample would be difficult to obtain, 
but subjects could be matched on variables such as length of 
abuse, length of time spent in therapy, presence or absence of 
intercourse during the abuse, age of participants, participation 
in 12-step groups etc. As none of the women in this study 
received treatment at the time of the abuse, a study could be 
done comparing subjects who had counseling at the time of the 
abuse and later.

Conclusion
The results of this study showed that survivors of combined 
sexual and physical abuse in childhood tend to use emotion-
focused coping strategies (Avoidance, Nervous/Anxious, and 
Self-Destructive behavior) more than those who had experienced 

sexual or physical abuse separately. Also, all three types of 
abuse survivors tend to use problem-focused coping strategies 
(Expressive and Cognitive) more during their adulthood to cope 
with their abuse, whereas emotion-focused coping strategies 
(Avoidance and Self-Destructive behaviors) are used more when 
the abuse first occurs. 

The results of the present study have important implications 
for treatment of adult women with history of childhood abuse. 
Understanding the nature and complexity of women’s abuse and 
their coping strategies over time is a necessary prerequisite for 
effective treatment. There is an increasing awareness that many 
adult symptoms are related to one’s past traumas. Reframing 
these coping strategies which were once considered destructive 
and relabeling them as protective may neutralize the impact of 
the past traumas for the clients. 

In the present study, the CA group used more Avoidance, 
Nervous/Anxious, and Self-Destructive strategies than the other 
groups; yet, all groups used more of these avoidance and self-
destructive strategies in the Then time frame than in the Now 
time frame, and they used more Expressive and Cognitive skills 
Now than Then.  This seems to confirm the therapeutic need to 
recognize the approach/avoidance cycle of victims of trauma. 
Also, learning the language of survivors in describing what is 
beneficial to them may enable therapists to develop the client’s 
trust sooner and provide the survivor with confidence to pursue 
modification of the skills they already possess. The present study 
adds clarity and importance of identifying the greater impact of 
combined childhood abuse of women and we recommend that 
future studies should replicate these findings with males. 
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