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Abstract

Purpose Epidemiological research on childhood sexual

abuse (CSA) and its consequences in adult life mainly

relies on retrospective reports. This study explores their

consistency and the correlates of inconsistent CSA self-

reports in a random population sample.

Method A stratified subsample of 2,462 subjects (selected

from a large-scale (N = 34,267) representative sample of

Dutch adults aged 40 and beyond) participated in a two-

phase online questionnaire survey on extra-familial CSA

which was conducted on a four- to six-week interval.

Subjects reporting CSA were overrepresented. Participants

with consistent and inconsistent responses were compared

with regard to demographics, family background, abuse

severity, and clinical characteristics. Potential correlates of

inconsistency were identified using logistic regression

analysis. An additional questionnaire (Phase III) adminis-

tered to inconsistent respondents explored possible reasons

for their inconsistency.

Results Of the 1,992 respondents who had reported extra-

familial CSA during Phase I, 707 (35.5 %) denied this in

Phase II. Of the 2,462 respondents in Phase II, 727

(29.5 %; 9.2 % when considering sample stratification)

gave a discrepant answer to the extra-familial sexual abuse

item compared to their answers given in Phase I. Reports of

less severe abuse, intra-familial CSA, and early parental

separation predicted inconsistency. Reasons provided for

inconsistency varied from misunderstanding (e.g., report-

ing intra-familial CSA rather than extra-familial CSA) to

emotional motives (e.g., embarrassment, being over-

whelmed) or practical considerations (e.g., lack of privacy

while filling out the questionnaire).

Conclusions Inconsistent self-reports of extra-familial

sexual abuse occur on a substantial scale and are associated

with less severe forms of abuse (lack of salience) or clas-

sification difficulties (perpetrator being a family member or

not). Consistency tests and probing for clarifications or

corrections should be routinely conducted in order to

increase the quality of CSA epidemiological research.

Keywords Childhood sexual abuse � Survey � Adults �
Reporting practices � Consistency

Introduction

Childhood sexual abuse (CSA) represents an increased risk

for psychopathology [1]. Therefore, research on risk factors

often includes retrospective assessments of childhood

adversities such as emotional, physical, and sexual abuse

and neglect. The quality of retrospective self-reports,
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however, can be compromised not only by recall errors

such as omissions and biased retrieval [2], but also by a

reluctance to report past abuse [3, 4]. These factors may

lead to misclassification of research participants and ulti-

mately distort the associations between CSA reports and

adult psychopathology.

Limitations of retrospective CSA recall are illustrated by

studies comparing documented CSA cases with adult self-

reports. Typically, these studies find that a substantial

proportion (a fifth to a third) of participants with a history

of CSA fail to report such abuse when inquired in adult life

[e.g., 5, 6]. Factors found to predict report failure were

male gender, young age when the abuse happened, close

relationship with the perpetrator, less severe abuse, and

lack of maternal support [5–7].

Studies explicitly designed to test the stability of retro-

spective CSA reports provide information about the nature

and determinants of reporting failures. Some relied on

small clinical or forensic samples recruited from specific

settings such as urban health care clinics, psychiatric ser-

vices, and unaccompanied refugee minors [8–11]. Other

studies looked at pre-post treatment changes in clinical

samples [12, 13]. These clinical and forensic studies on the

consistency of CSA reports may be skewed in the direction

of relatively more severe abuse or pathological cases [14].

In addition, patients’ memory performance and/or will-

ingness to disclose CSA may not be representative of the

general population. For these reasons, it is important to test

the stability of retrospective CSA reports in general pop-

ulation samples [15–18]. Consistency studies among gen-

eral population samples show discrepancies in self-reports

of CSA on a non-trivial scale. In these samples, retro-

spectively obtained histories of CSA are often unstable

over time, with kappa’s ranging from 0.24 to 0.64, and

percentages of agreement varying from 76 to 91 % [15–

18]. Inconsistent reporting about autobiographical events

has also been documented in general population samples

for childhood physical abuse [14, 16], positive and nega-

tive childhood experiences [e.g., 19], life events [e.g., 20,

21], traumatic events [22], lifetime Axis I diagnoses [e.g.,

23], and suicide attempts [e.g., 24]. This indicates that

inconsistency in self-reports is not specific for the recall of

sexual abuse, but rather occurs with various types of items

and may reflect discrepancies over time in how respondents

interpret questions and retrieve and label autobiographical

events [25].

Studies focusing on inconsistent self-reporting of gen-

eral population respondents indicate that inconsistency

rates are raised in male respondents and for events low in

salience. Psychiatric symptoms do not seem to affect

inconsistency rates [15–17]. Friedrich and colleagues [15]

questioned a random sample of 610 adults about CSA

twice over a period of approximately 20 months and found

that 14.4 % of the respondents gave discrepant answers to

the abuse items. More specifically, 27 % of the total CSA

reports at initial testing were not reported at follow-up,

whereas 28 % of the total CSA reports at follow-up dis-

played the reverse form of inconsistency. Men were more

likely to provide inconsistent reports than women (odds

ratio = 4.4, 95 % CI (2.1, 9.3) p \ 0.0001). Less severe

forms of sexual abuse (i.e., non-contact) were less consis-

tently reported than severe forms.

Fergusson and colleagues [16] repeatedly surveyed a

representative birth cohort of approximately 1,000 young

adults about CSA experiences over a 3-year period. Of

those reporting CSA events at the age of 18, about half

failed to subsequently report these events at age 21, and

vice versa. Of the 137 respondents who reported CSA at

either wave, 33.8 % were consistent. Inconsistent CSA

reports were not associated with demographic characteris-

tics, family background, or respondents’ psychiatric status.

In a second study [17], the researchers developed a struc-

tural equation model to estimate the effects of reporting

errors and bias in retrospective abuse reports in their birth

cohort. For CSA, measurement unreliability accounted for

between 46 and 52 % of reporting variance; and reporting

bias accounted for less than 1 % of this variance, with the

remainder due to true abuse exposure. In addition, an

important finding of this second study is that although

retrospective CSA reports are subject to substantial errors

of measurement, these errors do not pose a significant

threat to the validity of estimates of the associations

between exposure to childhood abuse and adult mental

health.

Hepp et al. [22] also failed to detect an association

between current psychological symptoms and inconsistent

trauma reports in their community-based cohort

(N = 342).

In recent years, internet-based surveys have become

increasingly popular as a cost-effective way of gathering

epidemiological data [26, 27]. Internet research has shown

to be useful in collecting data on sensitive topics such as

trauma [e.g., 28]. Some studies even suggest that victims

prefer answering questions about adverse childhood

experiences online compared to face-to-face questioning

[29]. Given the potential of internet surveys to screen

general population samples for CSA, it is important to

establish to what extent inconsistent self-reports occur

with such surveys. Arguably, inconsistent self-reports will

undermine the integrity of assignments to CSA and con-

trol groups [26] and it will complicate longitudinal

comparisons. Apart from that, temporal instability in CSA

reports and their correlates are important research topics

in themselves.
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To our knowledge, the consistency of CSA reports in an

online access general population sample has never been

systematically investigated. The aims of the present study

were (1) to investigate how many of the self-reports of

extra-familial CSA are inconsistent across two time points

in an internet panel of adult respondents, and (2) to

examine whether demographic factors, abuse severity,

severity of psychiatric symptoms, and the tendency to over-

endorse symptoms predict inconsistent reports.

Method

Sample

Participants were drawn from the general population sur-

vey conducted by the Commission of Inquiry into sexual

abuse of minors in the Dutch Catholic Church [30]. This

expert group collected relevant data in 2010 and 2011 with

the help of survey agency TNS NIPO using web-based

procedures. The general focus of the study was the prev-

alence, characteristics, and impact of CSA in the Dutch

Roman Catholic Church among adults age 40 and beyond.

These adults were children during the 1950s, 1960s, and

1970s, a period in which the Catholic Church played a

prominent role in the daily lives of many (roughly 40 %)

Dutch families, in particular in the South of The Nether-

lands. A peak in levels of self-reports of CSA by repre-

sentatives of the Catholic Church had occurred in these

cohorts in the voluntary reports made to the Dutch Com-

mission of Inquiry [30, p. 60–61]. To make the age dis-

tribution as similar as possible to that of the sample of the

volunteers, the general population sample consists of adults

age 40 and beyond.

Participants completed online questionnaires addressing

their demographic characteristics, psychiatric symptoms,

and extra-familial sexual abuse experiences. The data for

the current study focusing on inconsistencies in CSA

reports were gathered in three subsequent questionnaires

referred to as Phase I, II, and III. Phase I was conducted

between March and April 2011, Phase II took place in May

2011, and Phase III took place in June 2011. Response

rates were high and varied from 85 to 91 %.

In Phase I, a random sample of Dutch adults aged 40 and

beyond (N = 34,267) was screened for a history of extra-

familial sexual abuse, a history of childhood institutional-

ization, and a Roman Catholic background. In Phase II, a

selected stratified sample of subgroups (N = 2,462) based

on these three characteristics was questioned about the

presence and nature of CSA, using similar questions as in

Phase I. This time, psychiatric symptoms were assessed as

well. Because the second phase intended to draw a sub-

sample of selected target groups, including non-abused

control subjects, the majority (n = 1,992) had reported

extra-familial sexual abuse at Phase I, reflecting an over-

representation of CSA reporting subjects. The selection

process is described in detail elsewhere [30; see also: www.

onderzoekrk.nl].

The current study is based on these 2,462 respondents

(1,539 women; mean age = 56.3 years, SD = 10.2) who

completed the survey questions at both phases. They came

from households with a mean size of 2.4 persons

(SD = 1.2). Social class varied from ‘‘professional’’ (415;

16.9 %) to ‘‘skilled’’ (1973; 80.1 %) and ‘‘semi and

unskilled’’ (74; 3.0 %).

Inconsistent responders in this sample were questioned

in a third phase about the reasons for their inconsisten-

cies. This phase was introduced as follows: ‘‘You were

invited for the study in May because of your answers in

the monthly screening in March or April. It turned out

that you answered differently at some questions in the

screening on childhood experiences and mental health. (..)

We are interested in the cause of these differences. (…)

There might be various explanations for these differences.

For our research project, it is very important to know

which answer is the correct one in your case and what the

reason was to answer differently. We hope that you

understand the importance of collecting reliable data on

this theme.’’

Persons were included after indicating their voluntary

participation. The survey met the ethical guidelines of the

European Society of Opinion and Marketing Research

(ESOMAR) World Research Codes.

Measurements

Demographics and family background

Demographics were assessed in Phase I. Current household

size was defined as the number of persons in the household.

Social class of respondents was classified using the stan-

dard scoring system of TNS NIPO based upon educational

level and (the latest) occupation ranging from ‘‘profes-

sional’’ (A) to ‘‘semi and unskilled’’ (D).

Family background—assessed in Phase II—pertains to

reports about childhood experiences: early separation from

(a) parent(s), parental dysfunction, sexual abuse by a

family member, physical abuse by a parent or other adult in

the family household, and violence between parents before

age 18. Five survey items flagged parental dysfunction

(addressing whether a parent was depressed or anxious, had

a psychiatric disorder, had a serious alcohol problem, had

used drugs, and/or had attempted suicide). On the basis of

these five items, a parental dysfunction severity index was

constructed (range 0–5), with higher scores indicating more

severe dysfunction reports.
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Extra-familial child sexual abuse

Extra-familial CSA was defined as any sexual contact by

non-familial adults with a child or adolescent under the age

of 18.

The survey item about CSA was derived from the item

used in the Netherlands Mental Health Survey and Inci-

dence Study (NEMESIS) [31] and read as follows: ‘‘Before

you were 18, were you approached sexually by an adult

outside your family? This means: being touched sexually

against your will, or being forced into sexual contact with

someone else.’’ Responses to these inquiries were coded as:

never, once, sometimes, regularly, often, or very often.

These responses were dichotomized to reflect the occur-

rence of at least once versus the absence (never) of sexual

abuse by a non-family member.

The sexual abuse item used was similar in Phase I and

II, but the introduction differed. In Phase I, the introduction

to the abuse item was as follows: ‘‘The purpose of the

following questions is to measure potentially disturbing

youth experiences that Dutch people aged 40 and over had

with people outside their family. Although some questions

are personal, we would like to invite you to answer the

question honestly. Your answers will be handled anony-

mously and your data will be held in strict confidence. The

study is being performed on behalf of a non-profit orga-

nization. The questions are about experiences that might

have happened to you before you were age 18. For

instance, incidents involving people such as a teacher, a

leader of a sports team or youth group, a nurse, a minister,

a priest, a religious brother or nun, a verger, a doctor or

other care provider, or some other adult from outside your

family. If you find the questions difficult to answer, you

have the option of skipping the question by selecting

‘‘Unwilling to participate.’’

In Phase II, the sexual abuse item was introduced as

follows: ‘‘By ’approached sexually’ we mean being tou-

ched sexually against your will, or being forced into sexual

contact by someone else. By ’family member’ we mean a

blood relative or a relative by marriage, including foster or

step parents, or a new partner of your father or mother.

Thus, this question is about people who do not belong to

this group.’’ In this phase, items about the details of the

abuse were added, asking respondents whether there had

been one or more perpetrators, whether they had been

victims of penetrative abuse or other types (e.g., unwanted

sexual touching or sexual assault) of abuse, how often the

abuse had taken place (once or more than once), whether

they had been threatened by the perpetrator(s), and whether

or not the abuse had spanned a longer period of time (for

the items, see Supplement 1). Based on these items, a

sexual abuse severity index (range 0–12) was construed,

with higher scores reflecting more severe abuse reports.

In Phase III, inconsistent responders filled out a brief

questionnaire so as to clarify which response to the perti-

nent sexual abuse item they wished to have recorded. They

were also asked about the reasons for their inconsistency

(for the items, see Table 4). Respondents, who reported

extra-familial CSA in Phase I and Phase III, but not in

Phase II, were asked to fill out similar questions about the

details of the abuse as posed respondents in Phase II.

Current psychiatric symptoms and negative response bias

Current psychiatric symptoms and negative response bias

were assessed in Phase II. In the current paper, we use

these data to evaluate if inconsistent reporting is related to

psychopathology or negative response bias. All 2,462

respondents filled in the Brief Symptom Inventory-Short

Form (BSI-18) [32] assessing current psychiatric symp-

toms. This scale consists of 18 items rated on a 5-point

scale (anchors: 0 = not at all; 4 = always; range 0–72)

that tap into depression, anxiety, and somatization (Cron-

bach alpha = 0.92). Higher scores reflect higher levels of

psychiatric symptoms.

To assess symptom over-endorsement (i.e., negative

response bias), four items from the Wildman Symptom

Checklist [33] were added, addressing improbable symp-

toms (‘‘I have headaches that are so severe my feet hurt’’;

‘‘The buzzing in my ears keeps switching from the left to

the right’’; ‘‘I notice that the color of objects around me

keeps shifting’’; and ‘‘I find myself frequently blacking out

when I sit down.’’). These items were rated similar to the

BSI-18 items (range 0–16) (Cronbach alpha = 0.58). We

used a threshold score of 4 to identify respondents with

raised levels of negative response bias. For further details,

see [30].

Lifetime psychiatric symptoms and suicide attempts

In Phase II, respondents were given 13 items addressing

psychiatric symptoms that have frequently been shown to

be associated with sexual abuse or other traumatic expe-

riences [34] and are included in the diagnostic criteria for

(complex) posttraumatic stress disorders (DSM-5, ICD-10).

Items rated lifetime sleep problems, nightmares, flash-

backs, self-mutilative behavior, feelings of guilt or shame,

anger outbursts, relational problems, and somatic com-

plaints on the earlier mentioned 5-point scale (range 0–52)

(Cronbach alpha = 0.90). A higher total score reflected

higher levels of lifetime psychiatric problems. Addition-

ally, respondents were given three questions addressing

suicidal ideation and suicide attempts that were rated

dichotomously (no/yes). These data were used to study

whether inconsistent reporting was related to these

symptoms.
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To prevent interference, all participants were asked to

rate the degree to which psychiatric symptoms bothered

them. Subsequently, they were asked about the presence of

childhood adversities.

Data analysis

Contingent on their responses to the extra-familial sexual

abuse items in Phases I and II, respondents were catego-

rized into two groups: consistent and inconsistent respon-

dents. In line with a previous population-based survey [14],

both percentage of agreement and Cohen’s kappa [35] were

used to assess the consistency of extra-familial CSA

reports. Links between inconsistent reporting and demo-

graphics, family background and abuse characteristics, as

well as clinical characteristics (psychiatric problems, neg-

ative response bias, and suicidal attempts) were evaluated

with Chi-square or t tests where appropriate, and effect

sizes (Phi coefficient u or Cramer’s V, or Cohen’s’ d) were

calculated. Logistic regression analysis was used to iden-

tify predictors of inconsistent CSA reporting. Variables

significant in univariate comparisons were included in the

regression model.

Finally, the prevalence of inconsistency of extra-familial

CSA reports was estimated taking into consideration the

effects of sample stratification using a relatively simple

formula of selection probability of respondents to be

included in Phase II and percentages of false positives and

false negatives.

Results

In Phase I, 1,992 (80.9 %) of the 2,462 subjects reported

sexual abuse before age 18, whereas in Phase II, only 1,305

(53.0 %) reported such abuse (Table 1). In total, 727

(29.5 %) of the 2,462 respondents gave answers to the

extra-familial sexual abuse item in Phase II that were dis-

crepant with their answers to this item in Phase I. More

than two-thirds (70.5 %) of the 2,462 respondents did

report consistently about the presence or absence of extra-

familial CSA before age 18 at both questionnaires. Of the

2,012 respondents who reported extra-familial CSA at

either phase, 63.9 % were consistent. The overlap between

responses to the pertinent items in Phase I and II in terms of

kappa was ‘fair’ [36]; Kappa = 0.39, 95 % CI ± (0.36,

0.42)].

In the large majority of cases (97.3 % out of the 727

inconsistent respondents), inconsistencies involved an

affirmative answer in Phase I and a negative answer in

Phase II (‘‘no, not abused’’). Because in this sample CSA

cases (affirmative answer to the pertinent item in Phase I)

were oversampled, these data need to be analyzed in a

proportional way: The proportion of inconsistencies among

all respondents who reported CSA in Phase I was 35.5 %

(n = 1,992), while the proportion of inconsistencies among

all respondents reporting not being abused in Phase I

(n = 470) was 4.3 % (v2 (1) = 551.81, p \ 0.0001). Thus,

inconsistencies occurred far more often in cases where

respondents had reported extra-familial CSA (i.e., ‘‘yes’’–

‘‘no’’) than in cases where they gave a negative answer in

the first phase (i.e., ‘‘no’’–‘‘yes’’).

Prevalence estimate

When considering the effects of sample stratification, the

prevalence estimate of reporting inconsistency of CSA

reports in our sample decreases from 29.5 % (727/

2,462 = 0.2953 not considering the sample stratification)

to 9.2 %. For the calculation of this latter estimate, we used

the following formula:

We have a stratified (sub) sample of n = 2,462 out of

eight strata consisting of a total of N = 34,267 respon-

dents, in which respondents have been selected out of five

strata of respondents. Because the focus is on the consis-

tency of extra-familial CSA reporting, we conflate the eight

strata to two strata:

• in stratum 1 (N1 = 5,370 respondents), persons

reported CSA in Phase I

• in stratum 2 (N2 = 28,897 respondents), persons did

not report CSA in Phase I.

Because the focus was on CSA reports, the selection

probability per stratum differed:

• in stratum 1, n1 = 1,992 respondents were selected

with a probability of 1,992/5,370 = 0.3709

• in stratum 2, n2 = 470 respondents were selected with

a probability of 470/28,897 = 0.0163.

The data in Table 1 show the inconsistency of extra-

familial CSA reports:

• in stratum 1, the fraction of inconsistent reports (false

positives) is p1 = 707/1,992 = 0.3549

Table 1 Consistency of childhood sexual abuse reports of adults

(N = 2,462) in Phase I (T1) and Phase II (T2)

CSA

reported

at T1

CSA reported at T2

No Yes Total

N (%) N (%)

No 450 18.3 (95.7 %) 20 0.8 (4.3 %) 470 (100 %)

Yes 707 28.7 (35.5 %) 1,285 52.2 (64.5 %) 1,992 (100 %)

Total 1,157 (47.0 %) 1,305 (53.0 %) 2,462 (100 %)
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• in stratum 2, the fraction of inconsistent reports (false

negatives) is p2 = 20/470 = 0.0426.

Considering the sample stratification, we use the strata-

weights Wh = Nh/N, or W1 = 5,370/34,267 = 0.1567 for

stratum 1 and W2 = 28,897/34,267 = 0.8433 for stratum

2. We estimate the fraction of inconsistent extra-familial

CSA reporting W1p1 ? W2p2 = 0.1567 9 0.3549 ?

0.8433 9 0.0426 = 0.0915, or 9.2 %.

Associated characteristics

Table 2 gives an overview of demographics, family back-

ground, and clinical characteristics of consistent and

inconsistent respondents. Of the demographic variables,

only gender was associated with inconsistent reports:

Women were more often inconsistent in their extra-familial

CSA reports than men (v2 (1) = 9.38, p \ 0.01; Phi

coefficient u or Cramer’s V = 0.06).

As for family background variables, inconsistent extra-

familial CSA reports were associated with reports of hav-

ing been sexually abused by a family member (v2 (1) =

31.85, p \ 0.001; Phi coefficient u or Cramer’s V = 0.11).

In addition, compared to the consistent group, the incon-

sistent respondents more often reported early parental

separation (v2 (1) = 4.37, p \ 0.05; u or V = 0.04), and

less severe parental dysfunction [t (2,460) = 2.89,

p \ 0.01; Cohen’s d = 0.11], with the 95 % confidence

interval (CI) of the difference ranging between 0.03 and

0.18. Furthermore, the inconsistent group reported less

severe forms of extra-familial CSA than the consistent

group: t (2,460) = 15.82, p \ 0.001; d = 0.64, with the

95 % CI of the difference ranging between 1.60 and

2.05.

Inconsistent and consistent groups did not differ with

regard to levels of current psychiatric problems or over-

endorsement of symptoms (all t’s \ 0.36; all p’s [ 0.72).

However, the inconsistent group did report less lifetime

symptoms [t (2,460) = 2.79, p \ 0.01; d = 0.11, 95 % CI

of the difference ranging between 0.34 and 1.76] and less

suicide attempts (v2(1) = 4.79, p \ 0.05; u or V = 0.04)

than did consistent respondents.

After testing for multicollinearity among independent

variables, a logistic regression was performed that included

the seven variables on which the two groups significantly

differed. The full model was able to distinguish between

the two groups (p \ 0.001) and explained between 13.5 %

(Cox and Snell R square) and 19.1 % (Nagelkerke R

square) of the variance, correctly classifying 74.3 % of the

cases. Only three of the independent variables made a

unique and statistically significant contribution to the

model, namely abuse severity, intra-familial CSA, and

early parental separation (Table 3). The strongest predictor

of consistency was intra-familial CSA, with an odds ratio

of 2.60 (95 % CI 2.02–3.35).

Thus, respondents who reported intra-familial CSA were

over two and half time more likely to report inconsistently

about extra-familial abuse than those who did not report

intra-familial CSA, controlling for all other factors in the

model. The odds ratio’s of 0.70 for both abuse severity and

early parental separation indicated that respondents who

reported less severe abuse or early separations from parents

were slightly more likely to report inconsistently about

extra-familial CSA, controlling for all other factors in the

model.

Reasons for inconsistent reports

Of the 707 participants who changed their CSA reports

from ‘‘yes’’ to ‘‘no,’’ 614 (86.8 %) participated in the third

phase as well as 19 (95 %) of the 20 subjects who changed

their CSA reports from ‘‘no’’ to ‘‘yes’’.

Participants were provided with possible explana-

tions (options listed in Table 4) for inconsistent CSA

reports. The most frequently endorsed explanation was a

misunderstanding or misreading of the pertinent sexual

Table 2 Demographics, family background, abuse severity, and

clinical characteristics of consistent and inconsistent respondents

(N = 2,462)

Variablea Respondents

Consistent

(n = 1,735)

Inconsistent

(n = 727)

Demographics

Age (SD) 56.43 (10.19) 56.45 (10.50)

% Women 60.6 67.1**

Number of persons current

household(SD)

2.4 (1.2) 2.5 (1.2)

% Highest social class (A) 16.7 17.3

Family background

Early parental separation, % ‘yes’ 16.3 19.8*

Intra-familial CSA, % ‘yes’ 16.4 26.3***

Physical abuse, % ‘yes’ 24.2 21.9

Inter-parental violence, % ‘yes’ 25.3 22.7

Parental dysfunction (SD) 0.47 (0.85)** 0.37 (0.74)

Severity of extra-familial sexual abuse

Abuse severity index (SD) 3.16 (2.87)*** 1.33 (1.88)

Psychological symptoms

Current symptoms (BSI) (SD) 8.17 (9.41) 8.21 (9.21)

Lifetime symptoms (SD) 21.60 (8.38)** 20.55 (7.71)

Lifetime suicide attempts, %

‘yes’

8.8* 6.2

Negative response index (SD) 0.66 (1.42) 0.64 (1.47)

*** p \ 0.001, ** p \ 0.01, * p \ 0.05 (Chi-square analysis or t test)
a All variables except demographics were assessed in Phase II
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abuse question or the instructions, mostly during testing in

Phase I (Table 4). Reasons given include reporting on

intra-familial abuse rather than extra-familial abuse,

reporting on sexual harassment or ambiguous experiences

rather than ‘hands on’ sexual abuse, but also reporting on

sexual abuse by a peer rather than by an adult or reporting

on sexual abuse experienced after age 18 rather than

experienced before age 18.

The second most frequently endorsed items pertained to

mistakes during testing in Phase I or II. For example,

respondents could not remember having endorsed or

rejected the pertinent CSA item in Phase I or Phase II.

A considerable minority of inconsistent responders

mentioned emotional reasons for discrepant reporting. That

is, they felt overwhelmed, were reluctant to answer more

questions about the topic, or did not want other persons

present when responding to the item to know that they had

been sexually abused.

Lastly, a variety of explanations for the discrepancies

were given as ‘‘other reason(s),’’ including reevaluating

the importance of the experience (respondents reporting

that they thought it was not worth reporting the abuse

because it was a minor incident or because it had no

negative psychological consequences), not knowing whe-

ther abuse by a stepfather, an adoptive father or a brother

in law should be categorized as intra- or extra-familial

sexual abuse, embarrassment, or the wish to forget about

the abuse.

Discussion

This study examines the occurrence and associated char-

acteristics of inconsistent extra-familial CSA reports in a

test–retest setup spanning several weeks in a large online

community-based sample. First, we found modest levels of

consistency (70.5 %) in reports of extra-familial CSA in a

selective subsample in which sexual abuse reports were

overrepresented. When we considered the effects of sample

stratification, the percentage of inconsistent extra-familial

CSA reports (29.5 %) dropped to an estimate of 9.2 % in

the population sample. This finding replicates observations

of other researchers who polled population-based samples

about CSA experiences using different assessment methods

(self-report questionnaire with multiple behavioral specific

questions, face-to-face interview) [15, 16]. For example

Friedrich et al. [15] found 14.4 %. Apparently, inconsistent

CSA reports are quite common and not related to method

of data gathering. However, previous research has illus-

trated that inconsistent reports are not specific for CSA

experiences and might occur for, for example, suicidal

thoughts [24]. Also, inconsistent reports on CSA are not

specific for general population samples, but have also been

documented in clinical and forensic samples [9–11].

The patterns we found for inconsistent reporting are in

line with previous general population studies, namely

reports of not having been sexually abused were more

consistent than reports of having been sexually abused [15,

16; see for a similar pattern of reports about rape: 37].

Secondly, we found that inconsistent reporting was

associated with a distinct set of factors, indicating that

inconsistent recall of extra-familial CSA was more likely to

arise when respondents also reported intra-familial CSA

and/or early parental separation and when extra-familial

CSA experiences had been less severe. This might also be

the main reason why less severe parental dysfunction and

less suicide attempts were reported by the inconsistent

group of respondents—as these variables are related to less

severe abuse. At univariate level, our study seems to con-

tradict Friedrich et al. [15], who reported that men were

more likely to provide inconsistent reports relative to

women. But gender disappeared as a predictor of incon-

sistencies, controlling for other factors in the model. This

could be related to the overrepresentation of women as

CSA reporting subjects in our stratified sample. Still, the

overall result pattern fits well with previous research,

suggesting that respondents might find it difficult to clas-

sify CSA experiences—which may generate reclassifica-

tion and re-interpretation on re-testing [25] —but that the

intensity of the traumatic events is positively related to

Table 3 Logistic regression

predicting likelihood of

inconsistent reports about extra-

familial child sexual abuse

(N = 2,462)

R2 = 0.14 (Cox and Snell), 0.19

(Nagelkerke)

Model v2 (7,

N = 2,462) = 355.26,

p \ 0.001

B SE Wald Df P Odds ratio 95 % CI

Lower Upper

Abuse severity index -0.36 0.03 210.76 1 0.000 0.70 0.67 0.73

Intra-familial CSA 0.96 0.13 55.34 1 0.000 2.60 2.08 3.35

Early parental separation -0.37 0.13 8.32 1 0.004 0.70 0.54 0.89

Gender 0.17 0.10 2.77 1 0.10 1.19 0.97 1.45

Parental dysfunction -0.10 0.07 2.41 1 0.12 0.90 0.79 1.03

Lifetime suicide attempts -0.15 0.20 0.53 1 0.47 0.86 0.58 1.29

Lifetime psychological symptoms 0.00 0.01 0.006 1 0.94 1.00 0.99 1.01

Constant -0.05 0.19 0.06 1 0.80 0.96
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consistency [38]: more severe abuse being more consis-

tently reported.

This is further underlined by the observation that

inconsistent responders often said that misreading or mis-

interpretation of the introduction or the pertinent question

had been the primary reason for their discrepant reports.

For example, responders might say that they had had an

abusing stepfather who was not yet a family member at the

time the abuse took place and that they had doubted

whether he should be considered a family member or not,

or they wondered whether kissing is a sexual approach and

worthwhile to mention. It is this type of ambiguity that

seems to have fostered inconsistent reporting. To lesser

extent, errors or emotional factors contributed to incon-

sistent reporting: 8 % of the inconsistent respondents said

that they felt overwhelmed by the pertinent CSA items, a

percentage that underlines the observation that people may

be reluctant to classify themselves as an abuse victim.

Overall, our data on self-reported reasons for inconsistent

CSA reporting are in line with those reported by Cornelius

et al. [26] concerning the online assessment of interper-

sonal violence.

The implication of our results for future studies is that

longitudinal designs with repeated childhood abuse

assessments should be concerned about the possibility of

inconsistent reporting [21, 39]. Temporal misplacement of

events or misunderstanding of items was given as the most

important reason for inconsistent responses in our study,

possibly due to the limitation of the investigation to a

specific type (extra-familial) of CSA. Thus, one important

way to reduce inconsistencies is to improve the phrasing of

sexual abuse questions and provide more precise defini-

tions and temporal contexts of the concepts used [40].

Our finding that consistency was greater for the most

serious abusive and traumatic events is congruent with

previous large-scale surveys on life events [20] as well as

with research on highly traumatic childhood events among

adolescents [9]. Taken together, the results imply that

personally significant or more salient life events—trau-

matic or not—are reported more consistently over time.

We also found that inconsistent CSA self-reports are not

associated with poor mental health or symptom over-

endorsement. Similar results have been reported in other

population-based studies [15, 16].

In the 1980s, underreporting of sexual abuse was the

main problem in surveys, and the use of multiple behav-

ioral questions was recommended to increase disclosure of

CSA experiences [see for example, 4]. However, overre-

porting of CSA experiences might also occur. In our survey

using a single item, most inconsistencies were of the ‘‘yes’’

to ‘‘no’’ type. In addition, although some authors have

recommended indirect approaches such as the randomized

Table 4 Frequencies and

percentages of reasons given for

inconsistent CSA reports

provided by inconsistent

responders (n = 633) (more

answers possible)

NA Not applicable

Reported reasons CSA report change

Yes to no (n = 614) No to yes (n = 19)

N % N %

I have understood this question in both questionnaires in

different ways

122 19.9 6 31.6

I made a mistake in the initial questionnaire 54 8.8 4 21.1

I made a mistake in the second questionnaire 40 6.5 2 10.5

The initial and second questionnaire have not been filled out

by the same person in my household

2 0.3 0 0

I was approached sexually in my childhood, but not by adults

who were not related to me

30 4.9 NA

I had negative experiences in my childhood, but at second

thought, these were not of a sexual nature

20 3.2 NA

I did not fill out both questionnaires seriously 3 0.5 0 0

I did not want to get and answer more questions about this

subject

48 7.8 NA

I felt overwhelmed, the subject stirred up too much memories 53 8.6 NA

I felt overwhelmed by the subject in the initial questionnaire,

but not in the second one

NA 2 10.5

I was not alone when filling out the second questionnaire and

preferred the(se) others would not learn that I have been

sexually abused in childhood by an adult person

20 3.3 NA

I cannot remember 81 13.2 1 5.3

Other reason, namely 187 30.5 5 26.3
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response technique [41] so as to counteract underreporting

about sensitive topics, these techniques might not result in

more realistic estimates of childhood sexual abuse vic-

timization because of other reporting errors than non-dis-

closure due to embarrassment or social influence. The type

of interpretational problems that our respondents believed

to have created inconsistencies will likely also plague these

indirect approaches. Other questionnaire design techniques

might be helpful to produce reliable information in surveys

on childhood sexual abuse. In our online CSA survey,

consistency tests and probing for clarifications or correc-

tions have been conducted in order to increase the quality

of the collected data [39]. After correcting for inconsis-

tencies in reports, we calculated prevalence estimates and

analyzed associations between self-reports of CSA and

psychiatric symptoms. Such a quality check may be useful

for future (online) research on CSA. However, as

researchers we have to live with the fact that retrospective

assessment of traumatic events such as childhood abuse

will remain open to a degree of imprecision due to the

fallibility of memory and other (emotional) factors that

affect abuse reporting.

Several limitations deserve comment. We did not obtain

independent corroboration of CSA reports. Thus, our

results are silent as to the validity of these reports. Our self-

identified abuse victims may not represent abuse victims

who are unwilling to volunteer for (online) research stud-

ies. In addition, comparisons between the first two stages of

our survey are complicated by the fact that in Phase 1, the

definition of a non-family member in the introduction to

the abuse item was slightly less precisely worded than the

definition used in Phase II. This might have led some

respondents to react more accurately to the pertinent item

in Phase II (‘sorry, not non-familial abuse, but familial

abuse’) than in Phase I. Overall, our findings are in line

with those of previous studies using samples of minors

[e.g., 9] or young adults [15, 16]. So we do not think that

there was an important effect of the age specification

(adults aged 40 and beyond) in our sample on the outcomes

of the study.

To sum up, inconsistent self-reports of non-familial

sexual abuse occur on a non-trivial scale and are associated

with less severe forms of abuse (lack of salience), ambi-

guity of questions, or classification difficulties (perpetrator

being a family member or not). Consistency tests and

probing for clarifications or corrections should be routinely

conducted in order to increase the quality of CSA surveys.
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