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Abstract

Background: Women who experience physical or sexual violence report poor self-
perceived health. Knowledge of daily hassles, daily uplifts and coping styles, as well
as how these factors can affect health and well-being among survivors of sexual
abuse, is important for healthcare professionals to understand and target their needs.
Aim: The aim of the current study was to explore the association of daily hassles,
daily uplifts, coping strategies and stress-related symptoms among female survivors
of sexual abuse.

Methods: A group of women (n = 57), exposed to sexual abuse, were recruited
from nine support centres in Norway. Participants completed a questionnaire that
addressed demographics, socioeconomic conditions, trauma history, daily hassles,
daily uplifts, coping styles and stress-related symptoms. Two groups of participants
were compared: one group that had above-median scores on uplifts and adaptive
coping styles and one group that had above-median scores on daily hassles and mala-
daptive coping styles.

Results: Results indicate that women who experienced more daily hassles and used
maladaptive coping styles reported significantly more stress-related symptoms, and
particularly emotional symptoms, than women who experienced more daily uplifts
and used adaptive coping styles. There were few differences between the two groups
related to socioeconomic conditions and trauma history.

Conclusion: The results indicate that women in both groups struggle with stress-
related physical, emotional, cognitive and target group-specific symptoms. However,
high incidence of daily hassles and the use of maladaptive coping styles were as-
sociated with an increase in stress-related symptoms. Novell’s findings indicate that
despite severe traumatic experiences, adaptive coping styles and favourable percep-
tions of stress in everyday life were associated with a lower frequency of stress-related
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INTRODUCTION

Violence against women is a global public health concern
[1]. According to the World Health Organization, 30% of
women worldwide have experienced physical and/or sex-
ual abuse from an intimate partner [1]. The World Health
Organization has defined sexual abuse as ‘any sexual act to
which the victim has not consented or has been pressured
or manipulated into’ Ref. ([2], p. 951). Survivors of sexual
abuse often report heightened feelings of vulnerability,
poor self-perceptions of health and negative long-term
health effects [3]. Adults who have been sexually abused
are at a heightened risk for physical conditions across sev-
eral organ systems, including pain-related complaints (e.g.
pelvic pain and headache), irritable bowel syndrome, non-
epileptic seizures, chronic fatigue syndrome, respiratory
dysfunction and fibromyalgia [4-6]. For some women, the
experience of sexual abuse can also lead to unhealthy life-
style choices such as smoking, alcohol or drug use, and
risky sexual behaviour [7-10].

Women who have experienced sexual abuse often
seek help from healthcare services for reasons other
than trauma, and many women choose not to disclose
experiences related to sexual abuse [11]. Hiding one's
emotions may cause added stress and lead to maladap-
tive coping styles [7, 12-14]. For example, Kennedy and
Prock [15] found that self-blame, shame and negative
social reactions after sexual abuse were linked to poor
outcomes such as post-traumatic stress disorder (PTSD),
depression, psychological and physical distress, affect
dysregulation and maladaptive coping. Research on the
long-term health effects of sexual abuse has focused on
psychiatric sequelae (e.g. post-traumatic stress disorder
(PTSD), depression, anxiety, substance abuse disorder
[3, 4]). Knowledge of the numerous health consequences
of sexual abuse is important for healthcare providers, so
they can provide their patients with information about
these consequences [3, 4].

Survivors of sexual abuse experience several ‘daily has-
sles,” defined by Kanner and colleagues as ‘a vast array
of demands and conditions in everyday life that are per-
ceived as irritating, frustrating, or stressful’ and that force
the individual to act [16-20]. In a prior study, we found
that daily hassles experienced by adult women who had

symptoms. It may therefore be helpful to focus on altering maladaptive coping styles
to reduce stress-related symptoms among sexual abuse survivors.

coping styles, cross-sectional, daily hassles, daily uplifts, sexual abuse, stress-related symptoms,

been exposed to sexual abuse included triggers (e.g. smells
or sounds linked to memories of the abuse), lack of en-
ergy, economic challenges, housing- or work-related chal-
lenges and self-harm issues [7].

Conversely, ‘daily uplifts’ can support the process of
coping with stress by offering ‘breathers’ from regular
stressful encounters, sustaining coping activity and sup-
porting individuals who are recovering from harm and
loss [7, 18]. Uplifts experienced by adult women exposed
to sexual abuse may include planning for positive expe-
riences, participating in activities they formerly enjoyed,
and experiencing control in their daily lives [7, 16].

Coping is defined by Lazarus as ‘constantly changing
cognitive and behavioral efforts to manage specific exter-
nal and/or internal demands that are appraised as taxing or
exceeding the resources of the person’ ([21], p. 141). Each
individual's degree of adaptiveness is situation-specific,
which complicates general measurement approaches.
However, recurring patterns of coping styles have been
demonstrated; therefore, measurements of coping styles
may be considered meaningful [22-24]. The present study
draws on this perspective in an attempt to measure coping
styles related to sexual abuse. Adaptive coping styles allow
a person to repeatedly cope with stressors through per-
sonal growth, optimism or solution-focused actions and
are considered beneficial [25]. Conversely, maladaptive
coping styles such as engaging in denial or self-criticism
are considered harmful [25].

Stress appraisals, coping processes and experiences
of psychological stress symptoms following traumatic
events vary widely based on an individual's charac-
teristics, resources, situational and contextual factors
[7, 26]. Smyth et al. [27] have claimed that individual
emotional and cognitive responses to daily stress shape
health behaviour decisions and daily enactment of those
decisions. Additionally, Smyth and colleagues have pro-
posed that ‘stress responses are distinguished by their
magnitude (reactivity), persistence (magnitude and/
or length of recovery) and frequency (pile-up)’ ([27], p.
3). Over time, these cumulative responses may result in
long-term negative health outcomes [27]. Additionally,
stress-related symptoms may serve as early warning
signs of stress-related diseases, which often take time
to develop and/or manifest. Studying the daily hassles,
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uplifts, coping styles and stress-related symptoms of
women who have experienced sexual abuse can help to
explain the long-term consequences of traumatic events
on health outcomes [28].

Knowledge of stress-related physical, emotional and
cognitive symptoms is useful for understanding short-
term or transitory health consequences of events [28-31].
Prior studies have focused on additive symptom scales [6,
32, 33]; however, little research has explored the individ-
ual symptoms that afflict women who have experienced
sexual abuse. Such research should focus on specific cop-
ing styles used by survivors of sexual abuse, as well as
survivors' cognitions and perceptions, to describe the re-
covery process [31].

The existing research on health consequences of
traumatic experiences has focused on issues such as
long-term sick leave due to stress-related disorders [34],
depression following sexual abuse [35], daily stressors
and physical symptoms among college-aged women
with a childhood history of sexual abuse [36] and daily
hassles following military duty [37]. Researchers have
found that the experiences of women with a history of
sexual abuse may be ‘susceptible to the effects of height-
ened daily stress and may display this susceptibility in
the report of more physical symptoms’ ([36], p. 218). In
addition, Fergusson, McLeod and Horwood [38] found
that women who experienced early sexual abuse re-
ported more doctor and hospital contacts in early adult-
hood due to physical health concerns. Additionally,
Eslami et al. [39] found a positive association between
older women's experiences of abuse during a lifetime
and reporting of high levels of somatic symptoms. In
a prior study, we focused on the relationship between
emotional stability, daily hassles and post-traumatic
stress disorder [16]. However, few studies have focused
on the impact of daily hassles, daily uplifts and cop-
ing styles on stress-related symptoms following sexual
trauma [7, 36].

The aim of the current study is to explore the associa-
tion of daily hassles, daily uplifts, coping styles and stress-
related symptoms among survivors of sexual abuse. The
study examines two hypotheses:

Hypothesis 1 Daily hassles and maladaptive coping styles
are associated with a high frequency of stress-related
physical, emotional, cognitive and target group-
specific symptoms.

Hypothesis 2 Daily uplifts and adaptive coping styles are
associated with a low frequency of stress-related phys-
ical, emotional, cognitive and target group-specific
symptoms.

METHOD
Participants

Participants were recruited from a network of
Norwegian support centres for victims of incest and
sexual abuse (Nok Center; before 2020, Center against
incest and sexual abuse [SMISO]; referred to as ‘the sup-
port centre’ throughout the text [16, 40]). These sup-
port centres offer self-help services for adult survivors
of incest and sexual abuse and provide opportunities for
counselling and aid with the consequences of trauma
experiences [41].

The inclusion criteria for the study sample were adult
women (>18years) who understood Norwegian, had ex-
perienced sexual abuse at some time in their life and had
used the services of one of the support centres [16]. The
research team contacted 17 of the 22 support centres in
Norway. Nine centres agreed to participate in data col-
lection. These nine support centres were geographically
varied and represented both large cities and small towns
in Norway. Agreements were made with support centre
leaders to establish a contact person at each centre who
would distribute study information to individuals who
came to the centre. The study was advertised through
leaflets, social group meetings and the support centre
Facebook page. Women who were eligible to participate
received an informational letter from the support centre
that explained the goals of the study and included state-
ments regarding the voluntary and anonymous nature of
participation [16]. If they wanted to participate, women
contacted the designated person at the support centre,
who provided an electronic anonymous link to the sur-
vey. Participants gave their informed voluntary consent
to participate by answering the questionnaire. Initially,
an electronic questionnaire was used. Based on feedback
from support centre staff that some women were hesitant
to answer the survey online, a paper-based questionnaire
option was also provided. The questionnaire took approx-
imately 45 min to complete [16].

During the planning phase, the estimated sample
size was set at 100 participants. However, the recruit-
ment process was slow, and only 57 participants com-
pleted the survey. The committee for medical and health
research ethics in Norway does not allow collection of
data regarding the reasons that people do not consent
to participate in research studies. A potential reason
for the problems with recruitment may be that similar
studies were soliciting participation at the same time.
Additionally, more than half of the support centre in-
quiries are by telephone and not in person, according to
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statistics from the Norwegian Directorate for Children,
Youth and Family Affairs [40]. Information regard-
ing the total number of potential participants is un-
available due to anonymous participation at the support
centres [16].

The study sample of women exposed to sexual abuse
(n = 57) had a mean age of 41.4years (SD = 11.6; range:
19-69years [18]). Most of the participants were ethnic
Norwegian (93%; 18). Participants reported their highest
level of education as primary school (n = 14), high school
(n =17) or a college or university degree (n = 26 [16]).

Data collection and measures

Data were collected from February-October 2018 [16].
The current study, focused on stress-related symptoms,
was based on the findings of a previous qualitative study
of the ways in which survivors of sexual abuse cope with
daily hassles [7]. The qualitative study findings informed
the development of a questionnaire that includes vali-
dated and newly constructed items [16]. The question-
naire items used in the present study cover the following
six areas: (1) demographic and socioeconomic variables;
(2) experiences of sexual trauma; (3) daily hassles during
the last month; (4) daily uplifts during the last month; (5)
coping styles used during the last month; and (6) stress-
related symptoms during the last month. Measurements
for each of these areas relied on a combination of estab-
lished scales and newly constructed items based on the
qualitative study findings [7]. Detailed information re-
garding the constructs, their origins, scoring and reliabil-
ity is provided in Table 1.

Analyses
Defining the profile groups

Profile groups were utilised for the study, which were cre-
ated as follows. First, a positive aspects variable was cre-
ated by combining the daily uplifts scale and the adaptive
coping style scale. Similarly, a negative aspects variable
was created by combining the daily hassles scale and the
maladaptive coping style scale. Next, the positive aspects
and negative aspects variables were median dichotomised.
Then, four profiles were created using these median-
dichotomised variables: Profile 1 (n = 19, Group 1, above
the median on positive aspects and below the median on
negative aspects); Profile 2 (n = 19, Group 2, below the
median on positive aspects and above the median on
negative aspects); Profile 3 (n = 10, above the median on
positive and negative aspects); and Profile 4 (n = 8, below

the median on positive and negative aspects). One partici-
pant was not included in any profile group due to missing
data. The subgroup comparisons involving Groups 1 and 2
yielded the clearest results; thus, the Results section of this
paper is based on findings from these two profile groups.

Statistical analyses were conducted using the Statistical
Package for Social Sciences (SPSS) version 24. Summary
indices were computed for each of the instruments men-
tioned by adding the raw scores of the items that belonged
to each scale, then dividing the total by the number of
items [16].

Many of the questions regarding type of sexual abuse
experienced offered several Yes/No response choices such
that more than one response could be selected. However,
few participants selected multiple Yes/No options. Thus,
in cells with an expected count of less than five, Fisher's
exact test was used [16].

Correlation analyses were performed to examine the
relationships between the variables of daily hassles, daily
uplifts, adaptive coping styles, maladaptive coping styles
and each group of symptoms. Multiple regression analy-
ses were performed using each of the following variables
as predictor: daily hassles, daily uplifts, adaptive coping
styles and maladaptive coping styles. The outcome vari-
ables included physical symptoms, emotional symptoms,
cognitive symptoms and target group-specific symptoms.
Conventional descriptive statistics were computed, and
subgroup comparisons were performed using chi-square,
including Fisher's exact test and ¢-tests. A Bonferroni cor-
rection was calculated to counteract the effect of multi-
ple comparisons in a small sample size (n = 57 [45]). A
Bonferroni-corrected alpha level of p <0.0015 was consid-
ered statistically significant. Additionally, Cohen's d was
computed to assess the effect size [46].

Ethical considerations

The study was conducted in accordance with the
Declaration of Helsinki [47], and the methodology was
approved by the Norwegian Centre for Research Data
(15.12.2017, 47,920/AGL). Participants were informed
that they could withdraw from the study at any time for
any reason with no negative consequences, in accordance
with the principles of the Norwegian National Committee
for Medical and Health Research Ethics [16, 48]. To en-
sure participant anonymity online, each participant was
assigned a username and password. Only the recruiters at
each support centre had access to personal information
about the participants. Participants were offered an op-
portunity to talk with a counsellor at the support centre
after answering the questionnaire [16]. Each participant
consented to participate in the study by responding to the
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questionnaire. After each participant completed the sur-
vey, the survey data were anonymised.

RESULTS

Demographic and socioeconomic
characteristics

The mean age of Group 1 was higher than that of Group 2
(Group 1: mean age =43 years, SD = 2.48, range = 23—-69 years;
Group 2: mean age = 40, SD = 2.98, range = 24-63years);
however, this difference was not statistically significant
(p = 0.441). The majority of the women in both groups were
born in Norway (Group 1: n = 17; Group 2: n = 18), and the
majority of both groups had lived in Norway for more than
ten years (Group 1: n = 18; Group 2: n = 19). The remaining
demographic and socioeconomic data are based on partici-
pant responses to eight questions (see Table 2).

Only three of the comparisons between the two groups
yielded statistically significant differences (p <0.05): edu-
cational level (p= 0.016), social network (p= 0.022) and
current home (p = 0.046). As illustrated in Table 2, the
women in Group 1 were more likely than those in Group
2 to report college/university as their highest level of ed-
ucation, whereas the women in Group 2 were more likely
than those in Group 1 to report high school as their high-
est level of education. The women in Group 1 were more
likely than those in Group 2 to report that they had more
than two close relations in their social network whom
they could rely upon or contact if they had any problems.
Additionally, the majority of the women in Group 1 owned
their own home, whereas several participants in Group 2
rented their home. However, after Bonferroni correction
(p<0.0015), none of these sociodemographic compari-
sons remained significant.

Sexual trauma-related characteristics

Based on Norwegian legal terms, all study participants
in both profile groups had experienced severe sexual
abuse. Many of the survivors in both profile groups had
experienced sexual abuse before age 12 (Group 1: n = 12,
mean = 1.89, SD = 1.24; Group 2: n = 17, mean = 1.21,
SD = 0.63). Some women in each group had experienced
sexual abuse for the first time when they were 13-17years
old (Group 1: n = 4; Group 2: n = 2). Only a few partici-
pants in Group 1 (n = 3) had experienced sexual abuse for
the first time as an adult.

The majority of participants reported that they knew
their abuser. In most cases, the abuser was an adult

man (Group 1: n = 16; Group 2: n = 15). In some cases,
the abuser was a young man (<18years old; Group 1:
n =9; Group 2: n = 10). Some participants in each pro-
file group had experienced sexual abuse perpetrated by
an adult woman (Group 1: n = 3; Group 2: n = 3), and
a small number of participants in each group reported
that their abuser was a woman younger than 18 (Group
1: n = 1; Group 2: n = 2). However, none of these differ-
ences between the two profile groups' responses to the
trauma-related questions were found to be statistically
significant.

Correlation and multiple
regression analyses

Bivariate correlations were computed for the total sam-
ple (n = 57) between daily hassles, daily uplifts, stress-
related symptoms (physical, emotional, cognitive and
target group-specific) and the two coping style scales (see
Table 3). The results indicate that all correlations were in
the expected direction. Daily uplifts and adaptive coping
styles were positively correlated with one another and had
significant negative correlations with all symptom scales.
Daily hassles and maladaptive coping styles were also
positively associated with one another and had positive
correlations with all symptom scales. Additionally, 23 of
the 28 identified correlations were found to be statistically
significant (p <0.05).

Daily hassles and maladaptive coping styles were pos-
itively correlated with one another, and both scales had
strong positive associations with the symptom scales.
Daily uplifts and adaptive coping styles were positively
correlated and had negative associations with the symp-
tom scales. After Bonferroni correction, 15 of the 28 cor-
relations remained significant (p <0.001).

Multiple regression analyses were conducted to ex-
amine the relationships between physical, emotional,
cognitive and target group-specific symptoms and the
predictor variables of daily hassles, daily uplifts, adap-
tive coping styles and maladaptive coping styles (see
Table 4).

As illustrated in Table 4, the predictor variables ex-
plained 51% of the variance when emotional symptoms
were used as the outcome variable. The correspond-
ing amount of explained variance was 31% for phys-
ical symptoms, 43% for cognitive symptoms and 40%
for target group-specific symptoms. Daily hassles had
significant regression weight (p <0.002) on each of the
symptom scales. Maladaptive coping styles had signif-
icant regression weight (p<0.002) on the emotional
symptoms scale.
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Individual stress-related symptoms

The stress-related symptom data consisted of four indices:
physical, emotional, cognitive and target group-specific
symptoms. In total, 29 comparisons were made between
participants in Groups 1 and 2. Statistically significant dif-
ferences (p <0.05) were found in 18 of the comparisons,
and participants in the favourable profile group (Group
1) consistently reported fewer symptoms than the par-
ticipants in the unfavourable group (Group 2). However,
after Bonferroni correction, only two of the original emo-
tional variables (‘powerlessness/hopelessness’ and ‘de-
pressed/feeling low’) and two of the newly constructed
emotional variables (‘felt shame’ and ‘felt guilt’) remained
significant.

DISCUSSION

The primary aim of the present study was to examine
whether daily hassles and maladaptive coping styles
were associated with a high frequency of stress-related
symptoms for survivors of sexual abuse. The secondary
aim of the study was to determine whether daily uplifts
and adaptive coping styles were associated with a low
frequency of stress-related symptoms for survivors of
sexual abuse. The results indicate that a high incidence
of daily hassles and maladaptive coping styles was asso-
ciated with an increase in experiences of stress-related
symptoms. These results support the study hypotheses
and are consistent with existing research findings [36,
39, 50, 51]. The present study adds to the existing re-
search that the use of adaptive coping styles and fre-
quent experiences of daily uplifts were associated with
a decrease in the frequency of stress-related symptoms.
Despite this finding, participants in Group 1 reported
struggling with muscle tension, being tired, forgetting
things easily and experiencing other discomfort-related
triggers.

Daily hassles, daily uplifts, coping
styles and stress-related symptoms

A strong correlation was found between daily hassles
and stress-related symptoms. Women who experienced
a high frequency of daily hassles and used maladaptive
coping styles reported more pain-related symptoms than
other study participants. In a review of the existing litera-
ture, Nelson and Baldwin [5] found that people who had
early experiences of sexual abuse had a heightened risk
of suffering from physical symptoms across several organ

systems, including gastrointestinal, gynaecological, neu-
rological, upper respiratory and chronic pain symptoms.
This review also found that the presence of medically un-
explained symptoms was often related to some form of
somatic translation of emotional distress, such as anxiety,
depression or panic disorder. The present study results in-
dicate that women in Group 2 struggled with a diversity of
stress-related symptoms, many of which led to challenges
in their daily lives. Over time, struggles with physical pain
may lead to difficulties with relaxing and sleeping [50, 52].

Two of the target group-specific items—guilt and
shame—may explain why stress-related emotional symp-
toms and maladaptive coping styles contribute to social
isolation. Kennedy and Prock [15] found that abuse se-
verity and maladaptive coping styles were associated
with self-blame and shame. The present study findings
align with these results, indicating that guilt and shame
may be two factors that contribute to the individuals in
Group 2 experiencing more difficult struggles than those
in Group 1.

Some individuals cope better than others under the
same stressful circumstances. Karimzade and Besharat
[24] have claimed that ‘use of efficient coping styles suit-
able with personality traits can make stressful situations
more manageable and less damaging’ (p. 801). In the
present study, both groups had experienced severe sex-
ual abuse. However, women who used adaptive coping
styles and experienced more daily uplifts reported a lower
burden of stress-related symptoms, as well as less guilt
and shame, than their peers in Group 2. Experiences of
fewer daily hassles and more daily uplifts, as well as use of
adaptive coping styles, may result in lower stress reactiv-
ity, improved stress recovery and fewer stress pile-ups, as
proposed by Smyth et al. [27]. The present results suggest
that individuals in Group 1 also experienced struggles;
however, their struggles were less severe than those expe-
rienced by individuals in Group 2.

The present study results indicate a correlation be-
tween maladaptive coping styles and emotional stress-
related symptoms. The women in Group 2 used more
maladaptive coping styles, experienced more guilt and
shame and reported more symptoms of depression and
powerlessness, than their peers in Group 1. These re-
sults support prior findings that self-blame, shame and
negative social reactions are linked to poor outcomes,
such as physical and psychological distress, dysregula-
tion and maladaptive coping styles, among survivors of
child sexual abuse, sexual assault and interpersonal vio-
lence [15]. Therefore, it may be effective for afflicted in-
dividuals and healthcare personnel to focus on reducing
the use of maladaptive coping styles among survivors of
sexual abuse.
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TABLE 2 Demographic and

socioeconomic comparisons of the study Group 1 Group 2 Pearson’s
profile groups Background data® n=19) n=19 2 af p
Educational level 8.23 2 0.016
Primary school 6 1
High school 2 9
College/University 11 9
Occupational status 1.29 2 0.524
Employed® 8 5
Unemployedd 6 9
Work assessment 5 5
allowance®
Number of years working 0.23 1 0.631
<3years 7 6
>3years 10 12
Social network/close 5.22 1 0.022
relationships
<2 close relations 7 14
>2 close relations 12 5
Marital status 0.49 1 0.485
Single 12 14
Married/partner 7 5
Children 0.95 1 0.330
Yes 8 11
No 11 8
Current home 3.98 1 0.046
Rent an apartment or 3 9
house
Own an apartment or 15 10
house
Self-assessed economy 1.05 1 0.305
Not so good 11 14
Good/Very good 8 5

Note: Group 1 = above median scores on uplifts and adaptive coping, below median scores on hassles and
maladaptive coping. Group 2 = above median scores on hassles and maladaptive coping, below median

scores on uplifts and adaptive coping.

Categorical data.

bEmployed: fulltime or part-time employment.

“Unemployed; student, retired, on sick leave or on disability benefit.

dWork assessment to people impaired by at least 50 % [49].

Trauma-related aspects, demographics and
socioeconomic factors

Few significant differences were identified between the
two profile groups regarding trauma experiences and the
nature of victimisation. The survivors in the current study
had all experienced severe sexual trauma, and most of
these experiences had occurred in childhood. Child sexual
abuse is associated with poor health outcomes and rela-
tional problems later in life [53, 54]. The lack of difference

between the profile groups regarding the sexual abuse
scales could be attributable to a statistical ceiling effect in
the between-group analyses. Participants’ demographic
and socioeconomic data revealed significant differences
(p<0.05) between groups regarding educational level, so-
cial network and current home. However, after Bonferroni
correction, none of the sociodemographic comparisons re-
mained significant. Font and Maguire-Jack [55] found that
experiences of physical, emotional and sexual abuse were
not mediated by socioeconomic status. Due to the nature
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SD

0.70
0.62
0.51
0.61
0.82
0.58
0.71
1.04

(n=57)

3.02
3.39
241
2.42
3.38
3.79
3.90
3.38

0.61%**

0.65%**
0.61%**

0.65%**
0.56%**
0.61%*

—0.35%*
0.62%%*
0.43%*
0.44%*

—0.49%%
-0.23
—0.48*+
—0.18
0.27*

—0.41%
0.56%+*
0.54%+*
0.64%+
0.57%*
0.58%+*

—0.40**
0.75%*
—0.37%*
—0.23
—0.34**
—0.04
—0.08

8. Target group-specific symptomsb

1. Daily uplifts

2. Daily hassles

3. Adaptive coping styles
5. Physical symptoms®

6. Emotional symptoms®
7. Cognitive symptoms®

Scale

TABLE 3 Descriptive statistics and Pearson product-moment correlation between hassles, uplifts, coping and stress-related symptoms
Note: All scales can vary between 1 (Never) and 5 (Very often). *p <0.05 ** p <0.01 ***p <0.001. Bonferroni correction (p <0.0015). Significant after correction ***.

Stress Profile [43].
‘Combination of Setterlind & Larsson [43] items and newly constructed target group-specific items [7].

4. Maladaptive coping styles

bNewly constructed items [7].

of the likely multifactorial relationship between trauma-
related and sociodemographic factors, these findings
should be further assessed in a larger sample population.

Strengths and limitations

A strength of the study is that the recruited participant
group included severely traumatised women. It is un-
certain whether this group could have been successfully
reached using other recruitment strategies [16]. The pre-
sent study is one of the first to develop and test context-
specific questions regarding daily hassles, daily uplifts and
stress-related symptoms among survivors of sexual abuse
[7, 16]. The results indicate that the existing overarching
theoretical framework on daily stress, coping styles and
health outcomes retains relevance in a group of severely
traumatised women. In this respect, the findings consti-
tute a theoretical contribution.

The current study is descriptive; therefore, associa-
tions can be observed but assumptions cannot be drawn
about the causal directions of these relationships.
Participant nonresponse may have biased the outcome
measures. Many women choose not to talk about their
trauma, and it is therefore difficult to recruit trauma
survivors for study participation [16, 56]. The study sam-
ple represents a group of women who received support
and counselling. The results indicate that many of these
women struggle with stress-related symptoms; however,
it is notable that the recruited participant sample may
be skewed towards relatively healthy survivors of severe
sexual abuse [16].

The study sample size was small, which limits the
generalisability of the findings. A Bonferroni alpha level
of p<0.0015 was calculated [45] to account for the small
sample size and considered to be a statistically significant
correction. It is possible that the inclusion criteria were
too strict. Participants were recruited from support centres
that have had a recent increase in requests for research
participation; this trend may explain why some women
may have hesitated to participate in the study. Participants
were able to respond to the questionnaire both electron-
ically and by mail; however, the response rate was per-
sistently low [16].

The study sample consists of women who have ex-
perienced sexual abuse, most of whom are Norwegian;
therefore, the results are not generalisable to women from
other countries or cultures [16]. Participants were asked
about past experience of symptoms during the one month
preceding the survey, which could have resulted in recall
bias [16]. Moreover, social desirability bias may lead sur-
vey respondents to answer questions in a favourable man-
ner [16]; thus, participants may have over-reported ‘good
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TABLE 4 Hierarchical regression

=57
analysis of predictor scales on stress- (n )
related symptoms R?/adj.
Variable B SE t p R
Physical symptoms® 0.31/0.25
Uplifts® —0.09 0.17 —0.543 0.590
Hassles® 0.63 0.19 3.302 0.002
Adaptive coping 0.29 0.26 1.086 0.282
stylesb
Maladaptive coping 0.09 0.19 0.497 0.622
stylesb
Emotional symptoms™*¢ 0.51/0.47
Upliftsb —0.04 0.10 —0.365 0.717
Hassles® 0.38 0.12 3.288 0.002
Adaptive coping 0.02 0.16 0.096 0.924
stylesb
Maladaptive coping 0.36 0.12 3.185 0.002
styles®
Cognitive symptoms” 0.43/0.39
Upliftsb 0.18 0.13 1.349 0.183
Hassles® 0.62 0.15 4.081 <0.001
Adaptive coping 0.33 0.21 1.602 0.115
styles®
Maladaptive coping 0.26 0.15 1.719 0.092
stylesb
Target-group specific 0.40/0.35
symptoms®4
Uplifts 0.28 0.20 1.407 0.165
Hassles® 0.90 0.23 3.957 <0.001
Adaptive coping 0.16 0.32 0.498 0.620
stylesb
Maladaptive coping 0.37 0.23 1.636 0.108
stylesb

“Dependent variable.
bPredictor.
“Stress Profile [43].

dNewly constructed items [7]. Bonferroni correction (p <0.0015). Significant after correction in bold.

behaviour’ or under-reported ‘undesirable behaviour.’
Feedback from the study recruiters indicates that the
survey questions were relevant. However, it was time-
consuming to respond to the survey.

Research implications

In addition to considering the frequency of stress-related
symptoms, future researchers should focus on under-
standing the subjective degree of importance that such
symptoms have in trauma survivors' daily lives. There is
also a need for research to distinguish the experiences of

different groups of survivors of sexual abuse, such as those
who experienced abuse in childhood compared with adult-
hood or those who experienced a single incident of sexual
abuse compared with those who had repeated and long-
lasting traumatic experiences. These research directions
would help to clarify the effect of daily stress on health
outcomes. Ideally, group comparisons could be replicated
among large populations of sexual abuse survivors across
different cultures. Future research should also assess in-
terventions intended to address stress-related symptoms,
social support and emotional problems, as well as the im-
pact of altering maladaptive coping styles to promote re-
covery among survivors of sexual abuse.
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Implications for practice

Given the high proportion of individuals who report ex-
periences of interpersonal trauma, health professionals
are likely to encounter patients who have a history of
trauma [16]. Prior research has emphasised that health
professionals must acknowledge the impact of both early
and long-lasting trauma experiences on psychological
and interpersonal functioning to properly evaluate and
provide treatment that addresses survivors' needs [57,
58]. It is important that health professionals pay atten-
tion to the association between daily hassles, daily up-
lifts and coping styles, as well as the impact of these
factors on health and well-being among survivors of
sexual abuse.

Sexual abuse continues to be ‘silenced’” due to survi-
vors' experiences of shame and guilt, and health profes-
sionals must build competence to address this topic. To
do so, health professionals should learn the definitions of
violence and abuse and the consequences and risk factors
of being exposed as a survivor of sexual abuse. Health pro-
fessionals should also learn how to identify survivors of
violence and abuse and how to provide resources, such as
aid agencies and relief measures, to survivors. Health pro-
viders should receive training in how to talk with patients
about violence and abuse. When daily hassles ‘pile up’ and
daily uplifts are scarce, the ability to get help can signifi-
cantly affect the long-term consequences of sexual abuse
experiences for survivors.

CONCLUSION

The current study compared health outcomes among
two groups of sexual abuse survivors. One group
(Group 1) had above-median scores on daily uplifts and
adaptive coping styles and below-median scores on daily
hassles and maladaptive coping styles, and the second
(Group 2) had above-median scores on daily hassles and
maladaptive coping styles and below-median scores on
daily uplifts and adaptive coping styles. The study find-
ings indicate that stress-related symptoms among survi-
vors of severe sexual abuse were strongly related to high
incidence of daily hassles, low incidence of daily uplifts
and frequent use of maladaptive coping styles. Few dif-
ferences were found between the two profile groups
regarding demographic factors, socioeconomic factors,
sexual abuse experiences or the severity of those experi-
ences. The results indicate that it is important to identify
and address maladaptive coping styles and to focus on
changing stress appraisals and stress response behav-
iours in therapeutic and counselling interventions for
sexual abuse survivors.
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