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Until recently, the literature on the impact of child sexual abuse con-
sisted disproportionately of retrospective studies of adults, For egxample,
the conclusions of a widely cited review (Browne & linkelhor, 1986)
were based on only 4 studies of children, compared with 23 studies of
adults. Not surprisingly, most reviews combined studies of both groups,
because research focused on children was rare,

Since 1985, however, there has been an explosion in the number of
studies that have concentrated specifically on sexually abused children.
Some studies have even focused on specific types of child victims, such
as preschoolers, boys, or victims of ritualistic abuse. The studics of child
victims have been distinct in several important ways from the research
on adults. First, researchers studying children have often used different
methodologies, many times relying on parents’ or clinicians' reports
rather than on children’s self-reports. In addition, they have often eval-
uated specifically child-oriented symptoms, such as regressive behavior.
These methodologies and the concentration on child-oriented symp-
toms make this research more relevant o intervention and treatment
with children than the research on the cffects of sexual abuse on adults,
from which the implications for the treatment of children were difficult
Lo extrapolate. '
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Rescarch on children has allowed for a developmental perspective
and included the first cfforts at longitudinal studies of sexual abuse
victims. This literature also has important relevance to other theory and
research concerning how children process trauma, for cxample, how
trauma expresses itself at various developmental stages, its role in the
development of later psychopathology, and the mediating effects of
important factors such as familial and community support. ‘'herefore,
research on the effcct of sexual abuse on children is worthy of its own
revicw, : .

We undertook such a review to (a) bring together literature from
a broad spectrum of fields, including medicine, social work, psychology,
and saciology; (b) highlight areas where there is agreement and dis-
agreement in findings; (c) draw conclusions that may be useful for
clinictans currently working with child victims and rescarchers study-
ing this problem; and (d) suggest directions for future research and
theory.

Domain
2

In the present review, we included studies of child victims of sexual
abuse,' in which all subjects were 18 years of age or younger (see
Appendix). In all of these studics, quantitative results of at least one of
the following types were reported: a comparison of sexually abused chil-
dren with nonabused children or norms (clinical and/or nonclinical) or
the age of victims who manifested some symptom. Certain other studies
that did not contain these types of data, vel included other relevant data
on intervening variables or longitudinal lindings, are not listed in the
appendix but are referenced in the appropriale sections. The majority
were published within the past 5 years. Because there has been so much
research on this topic in the past few years, we also included some
unpublished material (most of the manuscripts are currently under
review), located through rescarchers who specialize in research in this
arca. Although we undoubtedly missed some articles, we arc confident
that we were able to locate most of them because of the network of
researchers we contacted,

Bxcluded from the present review were nonquantitative or case
studies. We also cxcluded studies in which all subjects manifested a
certain behavior (such as teen prostitution or running away} but only
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some of them had been sexually abused. (In contrast, i the studies we
included in the present review, all subjects had been abuised.) Finally, we
excluded studies that involved both adult and child victims (e.g., ages
15-45) and combined results from these two groups, .

The studies used samples from several different sources, but primar-
ily drew from sexual abuse evaluation or treatment programs. Some
investigators recruited from specific subgroups of victims, such as day-
care victims. Most investigators combined viclims of intra- and extrafa-
milial abuse. The samples also included a wide variety of ages, covering
the entire spectram from preschool to adolescence. The samplelsiz.es
ranged from very small (N = 8) to large (N = 369), with the ma;or}ty
between 25 and 50 children. Approximately hall {55%) the studies
included comparison groups, and six had both nonabused clinical
and nonabused nonclinical controls. This is a major improvement
over studies conducted even 10 years ago. The studies used a variety of
sources for assessment, including parent report, chart review, clinician
report, and children's self-report.

In reviewing these studies, we first looked at the findings with regard
to symptoms and then examined the intervening variables that 'aff'c(.:ted
these symptoms. We then paid particular attention fo the longitudinal
studics undertaken thus far. Finally, we drew conclusions for theory and

future rescarch,

Comparison of Abused and Nonahused Children

A wide range of symptoms have been examined in the studies in 1?.rh'ich
scxually abused children have been compared with nonabused clinical
or nonclinical children (or norms). Table 2.1 groups these symptoms
together nnder major headings, As shown in column 1, by far th(.: most
commonly studied symptom was sexualized behavior, often considered
the most characteristic symptom of sexual abuse. Sexualized behavior
wsually included such things as sexuvalized play with dollls. putting
objects into anuses or vaginas, excessive or public masturbation, sedu:::—
tive behavior, requesting sexual stimulation from adults or other chil-
dren, and age-inappropriate scxual knowledge (Beitchman, Zucker,
Hood, daCosta, and Akman, 1991). Other symptoms that appeared
in many studiés included anxiety, depression, wit_hdrawn behavior,
somatic complaints, aggression, and school problems.
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Column 2 shows the number of studies in which sexually abused chil-
dren were more symptomatic than their nonabused counlerparts, The
denominator is the number of studies in which this comparison was
made, For many symptoms, a difference was found in all of the studies
in which such a comparison was made, These symptoms were fear,
nightmares, general post-tranmatic stress disorder (PTSD),? withdrawn
behavior, neurotic mental illness, cruelty, delinquency, sexually inap-
propriate behavior, regressive behavior (including enuress, encopresis,
tantrums, and whining), running away, general behavior problems, seli-
injurious behavior, internalizing, and externalizing.’ The symptom with
the lowest percentage of studies in which a dilference was found (besides
suicidal behavior, for which a difference was found in only one study)
was poor self-esteem (50%). This may be in part because poor self-
csteem is so commmon and has so many possible causes. It may also be
because this symptom was the one most frequently measured by child
self-report, a method that may underestimate pathology (see ‘Method-
ological Issues and Directions for Future Research’), Nonetheless, for
almost every symptom examined, including self-esteem, in most studies
sexually abused children were found to be more symptomatic than their
nonab_t}lsed counterparis.

Thé comparison between sexua lly abused children and other clinical,
nonabused children (i.e., children in treatment) tells a possibly different
story, however (columns 3-5). For many of the symptoms measured,
sexually abused children were actually less symptomatic than thesc
clinical children in the majority of the studies. Sexually abused children
showed only two symptoms consistently more often than nonabused
clinical children: P1SD (just one study) and sexualized behavior (six
of eight studies). Thus, sexually abused children tended to appear less
Symptomatic than their nonabused clinical counterparts except in
regard {o sexualized behavior and PTSD. These results must be in-
terpreted very cautionsly, cspecially in the light of two features of the
clinical comparison groups with which abused children were often
compared, Pirst, most clinical comparison groups of so-called
nonabused children probably actually do contain children whose abuse
simply has not been discovered. In this case, the comparison is not a trae
abused-versus-nonabused comparison. Second, clinical comparison
groups generally contain many children who are referred primarily
because of their symptomatic behavior, Naturally these children are
likely to be more symptomatic than children referred not because

'[ At
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Taﬁlc 2.2 Average effect sizes for seven symptoms of sefual abuse

Bffect sizes

Range of Average Average

oy
Symptom No. studies 1 n 1
Aggression 4 37-71 .66 ‘ig
Anxicty 3 01-.28 .39 .35
Depression 6 06—-.68 .59 .32
Bxternalizing 5 .08-.52 57 .38
Inlernalizing 6 11-70 .62 .43
Sexualized behavior 5 1.9-.77 .66 .
Withdrawal 6 A2-.68 .60 36

of symptoms, but because of something done to them (i.c., abuse), Thus,
the lower levels of symptoms in sexually abused children may say more
about the clinical comparisons than about the sexually abused children
themsclves., ' } .

Jor a synthesis of findings such asin table 2.1, a comparison of effect
sizes would ordinarily be preferable to the so-called simple l'mx scm'"c
approach we used. Unfortunately, most of the studics we rcwcwcd. did
not present data in a form amenable to the calcu]ati_on of cifect sizes.
We were, however, able to calculale effect sizes (table 2.2) f.or seven
symptoms on which enough studies had provided adequlate 1nf?r1na—
tion for a comparison of abused and nonabused nonclimcall children
(all between-groups comparisons?). ‘'he symptoms were amuelty. sexui-
alized behavior, depression, withdrawal, aggression, intcrnalizing, and
externalizing. :

Table 2.2 shows that scxual abuse status alone accounted for a very
large percentage of the variance for all seven symptoms, with the sexui-
ally abuscd children manifesting significantly more of all these sylmp—
toms. The highest effect sizes (etas) were for the acting-out behaviors,
such as sexualized behaviors and aggression, Sexual abuse status
accounted lor 43% of the variance for these two bchaviors and 320/? of
the variance for externalizing. Such a large cffect size is less surprising
for sexualized behavior than it is for more global symptoms such as
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aggression and externalizing, which could have a varicty of underlying
causes. '

Sexual abuse status also accounted for a large percentage of the vari-
ance (35-38%) for the internalizing behaviors — internalizing, depres-
sion, and withdrawal. The smallest perceniage of variance accounted
for was for anxiety ( 15%) but even this is a large effect.

Overall, the results of effect size analysis support the conclusion
drawn from table 1 that being sexually abused was strongly related to
some symptoms specific to sexual abuse, such as sexualized behavior, as
well as a range of more global symptoms such as depression, aggression,
and withdrawal. Nonetheless, sexually abused children did not appear
to be more symptomatic than were other clinical children, excepl in the
case of PTSD and scxualized behavior.

Percentages of Victims with Symptoms

Many researchers simply reported whether sexually abused children
were more symptomatic than nonabused children. Yel it is also impor-
tant tp know the actual percentage of victims with cach symptom. Some
symptoms may occur more often in scxually abused than nonabused
children but occur so rvarely that they are of little concern for the major-
ity of children in treatment. The actual frequency of such symptoms in
the population of abused children can be an impertant guide to
clinicians in diagnosis and treatment. Furthermore, this information is
helpful for clinicians and researchers who may want to anticipate
the consequences of abuse or develop theory about the process of re-
covery from abuse. In table 2.3, we synthesize information about these
frequencies.

The range of children with each symptom varied widely from study
to study, which is not unusual given the heterogeneity of sources. There-
fore, for each symptom we calculated a weighted average across all
studies, dividing the total number of children with a symptom by the
total number of children in all the studies reporting on that symptom.

Across all studies, the percentage of victims with a particular
symptom was mostly between 20% and 30%. It is important to note
that, with the exception of PTSD, no symptom was manifested by a
majority of victims, However, there have been relatively few studies of
PTSD, and half the children included in this calculation were victims of

Table 2,3 Percentage of sexually abused children with sjmptoms

. % with Ne.

Symptom symptom  Range of %s  stidies N
Anxiety 28 14-68 3 688
Tear - 33 13-45 5 477
Post-traumatic stress disorder

Nightmares 31 18-68 5 605

General 53 20-77 4 151
Depression

gcpresscd 28 19-52 6 753

Withdrawn 22 4-52 5 660

Suicidal 12 0-45 6 606
Poor self-estcem 35 4-76 5 483
Somatic complaints 14 0-60 6 540
Mental Hllness

Neurotic 30 20-38 3 113

Other 6 0-19 3 533
Aggression

Aggressive/antisocial 21 13-50 7 . 658

Delinquent 8 8 1 25
Sexualized behavior

Inappropriate sexual behavior 28 - 7-90 13 1,353

Promiscuity 38 35-48 2 128
School/lcarning problems 18 4-32 9 652
Behavior problems

Hypcractivity 17 4-28 2 133

Regression/immaturity 23 14-44 5 626

lilegal acts 11 8-27 4 57Q

Running away 15 2-63 6 641

General 37 28-62 2 66
Self-destructive behavior

Substance abuse 11 2-46 5 786

Selfinjurions behavior 15 1-71 3 524
Composite symptmns

Tniltemalizing 30 4-48 3 295

Externalizing 23 638 3 295
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scvere ritualistic abuse from Los Angles-area day-care cases (Kelly, in
press-a), thus inflating the percentage. If we exempt these unusually
severely abused children, the average percentage of victims with symp-
toms of PTSD was 32%, necar the level of ather frequently occurring
symptoms such as poor sell-csteem (3 5%), promiscuity (38%), and
general behavior problems (37%). Because the Child Behavior Checklist
(CBCL: Achenbach & Edelbrock, 1984) was used in a large number of
studies, we also calculated the percentage of childven in the clinical
range {or with "elevated scores”) for internalizing and externalizing
symptomatology.

Overall, the percentage of victims with the various symptoms may
seem low Lo those with a clinical perspective. Part of the problem with
the analysis of these composite percentages was that many of the symp-
toms did nol occur uniformly across all age groups. We therelore
re-examined the weighted percentages presented in table 2.3, grouped
by the age of the child at assessment. Percentages were calculated for
preschool-age {(approximately 0-6 years), school-age (approximately
7-12 years), adolescent {approximately 13-18 years), and mixed age
(e.g. + 3—17 years) groups. The ages reporied in different studies varied
ang‘overlapped a bit from these guidelines but by and large fell within
these ranges. From a developmental standpoint, we should emphasize
that these werc very crude cuts across large developmental periods. Pur-
thermore, they represented age at the time of report, not at the onset or
end of molestation. In addition, there was no control for the context in
which the abuse occurred or the variables that mediated the effecis of
that abuse,

The results of this analysis (table 2.4) hint at possible developmental
patterns. Dilferentiating the samples on the basis of major age groups
appeared to yield more focused and consistent findings than when age
groups were mixed, :

For preschoolers, the mast common Symptoms were anxiety, night-

mares, general PTSD, internalizing, externalizing, and inappropriatc

sexual behavior. For school-age children, the most common symptoms
lncluded fear, newrotic and general mental iliness, aggression, night-
mares, school problems, hyperactivity, and regressive behavior. Yor
adolescents, the most common behaviors were depression; withdrawn,
suicidal, or sell-injurious behaviors; somatic complaints; illegal acts;
running away; and substance abusc, Among the symptoms that
appeared prominently for more than one age group were nightmares,

I's

£
Table 2.4 Perccintage of children with symptoms by age group

% of subjects (No. studies/No, subjects)

Symﬁtom Preschool  School — Adolescent  Mixed
Anxiety 61 23 8 18
(3/149) (2/66) (1/3) (4/470)
Pear 13 45 — 31
(1/30) (1/58) (2/389)
Post-traumatic stress disorder
Nightmares 55 47 0] 19
(3/183) 1717y  (1/3) {2/402)
General 77 — — 32
(1/71) (3/80)
Depression
Depressed 33 31 46 18
(3/149) (2/66) (3/129) (2/409)
Withdrawn 10 36 45 15
{(1/30) (1/58) {2/126) (3/4‘46}
Suicidal B — 41 3
(1/37y (3/172) (2/397)
Poor sclf-esteem 0 6 33 38
(1/25) (1/17)  (1/3) (4/438)
Somatic complaints 13 — 34 12
(2/54) (1/44) (2/442)
Mental illness
Neurotic 20 38 24 —
{1/30) (1/58) {1/25)
" Other 0 19 16 3
(1737) (1/58) (2/69) (1/369)
Aggression
Aggressive/antisocial 27 45 — 14
(3/154) (1/58) (3/446)
Delinquent — — 8 —
(1/25)
Sexualized behavior
Inappropriate sexual 35 6 0 24
behavior (6/334) (1717)  (1/3) (7/999)
Promiscuity — —_ .38 —
(2/128)
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Table 2.4 Continned

% of subjects (No. studies/No. subjects)

Symplom Preschool  School  Adolescent  Mixed
School/learning problems 19 31 23 17
(2/107) (1/58) (2/69) (2/418)
Behavior problems
Hyperactivity 9 23 0 —
{2/55) (2/75})  (1/3)
Regression/immaturity 36 39 0 15
(4/159) (2/75) (1/3) {2/389)
Ilegal acis — — 27 8
_ (1/101) (3/469)
Running away — — 45 4
(3/172) (3/469)
General 62 — — 28
(1/17) (1/49)
Self-destructive behavior
Sybstance abuse — — 53 2
E (2/128) {3/658)
: Sell-injurtous behavior — — 71 1

{2/128) (1/369)
Composite symploms

Internalizing 48 — — 24
(1/69) (2/226)

Externalizing 38 — — 23
(1/69) {2/226)

depression, withdrawn behavior, neurotic mental illness, aggression,
and regressive behavior.

To date, the majority of data on the cffects of sexual abuse on chil-
dren have been collected cross-sectionally, with data obtained only once
per child, Nevertheless, from this cross-sectional data it is possible to
hypothesize some developmental trajectories of changes in symptoma-
tology. The question remains, however, as to whether these changes
in symptomatology occur within a given child at different stages or
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represent developmental changes in response to sexual abuse at the time
of.rcport. *

_Depression appeared to be a particularly robust symptom across agc
groups and was also one that appeared frequently in adults molested as
children, as two recent reviews have indicated (Beilchman ct al., 1992;
McGrath, Keita, Strickland, & Russo, 1990), School and learning prob-
lems were also fairly prominent in all threc age groups, cspecially
school-age children and adolescents. This is a symptom that would not
appear in adults but could be parallel to employment dilficultics in
adulis, because both are structured environments to which the person
must report every day and both require equivalent types of skills.

.Rehavior labeled as antisocial in preschool- and school-age children
might be labeled as illegal in adolescents. Similarly, the results of our
analysis and a recent review by Beitchman et al. (1991) indicate that
sexualized behaviors may be prominent for preschool-age children, sub-
merge during latency (or the school-age period), and re-emerge during
adolescence as promiscuity, prostitution, or sexual aggression. These
same symptoms might manifest themselves as sexual dysfonction or
sex offending in adulthood, although this has yet to be demonstrated
empirically.

The results presented in table 2.4 suggest that much symptomatol-
ogy is developmentally specific and that generalizing across large age
groups distorts the patterns. Fortunately, this is more a problem of data
analysis and presentation of findings than it is of data collection, so .
future research should be able to address this issuc.

Percentages of Asymptomatic Victims

In addition to the percentage of children with specific symptoms,
another important statistic is the percentage of children with no symp-
toms. This figure has important clinical implications for the group of
children in whom the impact of abuse may be muted or masked. Unfor-
tunately, few investigators have reported on such asymptomatic chil-
dren, perhaps out of concern that such figures might be misinterpreted
or misused.

Nonetheless, when investigalors have made such eslimates, they
have found a substantial, an perhaps to some surprising, proportion of
the victims to be free of the symptoms being measured. For example,
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Calfaro-Rouget, Lang, and vanSanten {1989) found that 49% were
asymptomatic at their assessment during a pediatric examination.
Mannarino and Cohen {1986) found that 31% were symptom free, and
Tong, Oates, and McDowell (1987) found that 36% were within the
normal range on the CBCL. Finally, Conte and Schuerman (1987b) indi-
cated that 21% of their large sample appeared to have had no symptoms
at all, even though their assessment included both very specific and
broad items such as "fear{ul of abuse stimuli” and “emotional upset.”

There are several possible explanations why so many children
appeared to be asymptomatic. The first possibility is that the studies
did not include measures of all appropriate symptoms or the research-
ers were not using sensitive enough instruments. In most individual
studics, only a limited range of possible effects were examined. Thus
some of the asymptomatic children may have been symptomatic on
dimensions that were not being measured.

Another possibility is thal asymptomatic children are those who have
yet to manifest their symptoms. This could be either because the chil-
dren are effective at suppressing symptoms or have not yet processed
thefr experlences or because true traumatization occurs at subsequent
developmental stages, when the children’s victim status comes to have
more meaning or consequences for them (Berliner, 1991). We would
expect these children to manifest symptoms later on. In one study that
supports this Interpretation (Gomes-Schwartz, Horowitz, Cardarelli, &
Sauzier, 1990), the asymptomatic children were the ones most likely to
worsen by the time of the 18-month follow up: 30% of them developed
symptoms. To date, no onc has replicated this finding, however.

A final explanation is that perhaps asymptomatic children are tru ly
less alfected. Research indeed suggests there is a relationship between
the seriousness and duration of the abuse and the amount of impact
(see ‘Intervening Variables’ section, below), The asymptomatic children
might be those with the least damaging abuse, They may also be the
mostresilient children, the ones with the most psychological, social, and
treatment resources to cope with the abuse.

In fact, all three explanations may be simultaneously correct. Unfor-
tunately, the issue of asymptomatic children has been peripheral until
recently, Too few researchers have even mentioned the issue, and fewer
still have looked at the correlates of being symptom [ree. Future studies
need to addross this issue more fully, not as a sidebar of unusual fnd-
ings, but as a central topic in its own right.
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Intervening Variahles

| In many studics (25 of the 46 we reviewed), researchers have tried to

account for variations in the children's symptomatology by examining
characteristics of the abuse experience, The results for variables with
consistent findings arc listed in table 2.5, Variables with contradictory
or conlusing results are discussed in this scction.

Age at the time of assessment has been the most commonly con-
sidered intervening variable. The majority of studies indicated that
children who were older at the time of assessment appeared to be more
symptomatic than those who were younger. However, most of these
studies did not control for the effect of duration (thosc who werc
older may have had longer molestations), identity of the perpetrator
(intrafamilial perpetrators may have been able to continue the abuse
for a longer time), or severity of the molestation (older victims may
have experienced more severc sexual acts). In three studies, no sig-
nificant differences related to age at time of assessment were found
{Binbender & Friedrich, 1989; Friedrich, Urquiza, & Beilke, 1986; Kolko,
Moser, & Weldy, 1988); in one study, younger children were more symp-
tomatic (Wolfe, Gentile, & Wolfe, 1989); and in one study there was a
curvilinear relationship between age .and symptomatology, with the
middle age range being more symptomatic (Gomes-Schwartz, Horowitz,
& Sauzier, 1985). Although the data appear to indicate roughly that
older children are more negatively affected, these results should be inter-
preted with caution because of the lack of control over other relevant
variables.

Age of onset is another possible intervening variable. However, age
of onset was related to symptoms in only one study, which showed that
those with early age of onset were more likely to manifest symptoms of
pathology (Zivney, Nash, & Hulsey, 1988). In two other studies no dif-
ference was found in level of pathology for early versus late age of onset.
By and large, it appears that age of onset must be [it into a total
conceptaal model of molestation. Research is insufficient to permit any
conclusions about whether early versus late age of onset is more likely
to lead to greater symptomatology. Age of onset might be related more
to other characteristics of the abuse (such as identity of the perpetra-
tor) than to overall number and severity of symptoms. Although the
relationship of age of onset to symptomatology in children is not clear
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at this time, in two recent studies an early age of onset was found to be
related to ammesia among adult survivors (Briere & Conte, 1989) and

late presentation for treatment (Kendall-Tackett, 1991}

With regard to sex of the subject, consistent dilferences in the reac-

tion of boys and girls to molestation have been found in only a few

studies. The scarcity of these findings is in sharp contrast to the popular
belief that boys are likely to manifest externalizing symptoms and girls
are more likely 1o exhibit internalizing symptoms. The absence of con-
sistent gender differences is all the more interesting becausc girls ave
more likely to suffer inirafamilial abuse, which has been associated with
morc severe effccts (Finkelhor, Hotaling, l.ewis, & Smith, 1990). The
lack of more systematic attention 1o gender differenccs may be due in
part to the small number of male viclims in most studics and the possi-
bility that, because of bias in the identification of male victims, only the
most symptomatic boys end up in clinical samples. It may also be due to
the fact that comparison of boys and girls has produced too few inter-
esting differences to motivate researchers to place it in center focus,
Nevertheless, researchers should address the issue of sex of the victims
in future reports.

Penetration (oral, anal, or vaginal) did influence the impact of
sexual abusc in the majority of studies, but most researchers differed
in their definitions of severity of abuse. I'o further add to the confusion,
some of the investigators added together all the scxual acis that a
victim experienced, and therefore their indices of severity included the
severity as well as the number of sexual acts. Bven with all these varia-
tions, it appeared that molestations that contained some form of pene-
tration werc more likely to produce symptoms than molestations that
did not.

- The identity of the perpetrator is another factor that has been related
to the impact of abuse. The weight of the evidence indicated that a per-
petrator who was close to the victim caused more serious effects than
one who was less close. 'to date there does not appear to be a uniform
coding scheme for closeness, however, lor example, fathers and step-
fathers are often coded in the same category. Rescarchers should try
o delermine a measure of emolional closeness or degree of caretak-
ing responsibility rather than relying on the kinship label of the
perpetrator-victim relationship,

On a similar note, the impact of thc number of perpetrators is not
clear. The number of perpetrators was positively correlated with number

gher frequency was related to increased symptoms.
Longer duration was related to increased symptonms.
Symptoms were increased when perpetrator had

close relationship with child,

Not clear.

increased symptoms.
increased symptoms,

Lack of support was related to increased symptoms.
Use of force was related to increased symptoms.

Older children were more symptomatic in five studies.
Not clear.

Not clear,
Oral, anal, or vaginal penetration was related to
Negative outlook and coping style were related to

Patterns of symptoms different for boys and girls.

Total  Direction of findings
Hi

10
3
8

10
6
7
9
3
3
6
3
2

With significant

No. studies
difference in impact

7
1
5
6
4
5
7
1
3
5
1
2

At assessment

At onset

Sex of child
Time elapsed since last abusive incident

Child’s attitudes and coping style

Penetration/severity

Variable

Table 2.5 Influence of intervening variables
Age of child

No. perpetrators

Lack of maternal support

Force

Perpetrator

Prequency
Duration
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of symptoms in one study, negatively correlated with namber of symp-
toms in another, and not correlated with symptoms in another. Puture
research should address this issue.

Time elapsed since the last abusive incident and assessment is a vari-
able with intuitive appeal, but it has been examined in very few studies,
Only 55% of the articles in the present review even mentioned time
elapsed, and it varied from a few days to several years. In only three
studies was the possible relationship between time elapsed and the
impact of abuse examined. In one study (Friedrich et al,, 1986), chil-
dren became less symptomatic over ti me, whereas in two other studies
(McLeer, Deblinger, Atkins, Foa, & Ralphe, 1988; Wolle et al, 1989) it
made no difference. It appears to be too early to decide whether time
clapsed is correlated with the number of symptoms. Therefore, we
should find out more about ihis variable before we assume that it makes
no difference.

In summary, the findings of the various studies reviewed indicated
that molestations that included a close perpetrator; a high frequency of
sexual contact; a long duration; the use of force; and sexual acts that
included oral, anal, or vaginal penciration lead to a greater number of
symptoms for victims. Similarly, as all the studies that included these
variébles indicated, the lack of maternal support at the time of disclo-
slire and a victim's negative outlook or coping style also led to increased

‘symptoms. The influence of age at the lime of assessment, age at onset,
number of perpetrators, and time elapsed between the end of abusc and
assessment is still somewhat unclear at the present time and should be
examined in future studies on the impact of intervening variables.

It should be kept in mind when interpreting these findings that
certain intervening variables are highly correlated. For cxample,
intrafamilial abuse normally occurs over a longer time period and
involves more serious sexual activity (i.e. penetration), These natural
confounds make it difficult to fully analyze the independent effects of
intervening variables. Very few studies have included more than one or
two of these variables, and almost no one has statistically controlled for
their effects,

Longitudinal Studis

Perhaps the most encouraging development in the field has been
the appearance of longitudinal studies (Bentovim, vanElberg, &
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Boston, 1988; Conte, 1991; lverson, Ilunter, & Runyan, 19911:
Friedrich & Reams, 1987; Gomes-Schwartzet al., 1990; ‘Go'odman etal.,
in press; Hewitt & Friedrich, 1991; Mannarino, Cohen, Smith, & Iviogogg—l
Motily, 1991; Runyan, Everson, Edelson, Hun:Lter. & Coulter, ;
Vallierc, Bybee, & Mowbray, 1988; Waterman, in press). Most of t'hesc
studies have followed children for approximately 12—18 months, w1th'a
few.ranging from 2 to § years (Bentovim et al., '1988: Watfermarf. in
press). These studies allow a perspective on tv:.ro important issues: (a)
what is the course of symptomatology over time, and (b) what con-
i recovery?
tm')ll‘]lf: i);:gtui: prmfided by the longitudinal studies is tentative, but sorlnc
gehcralizations are possible. Overall, symptoms seem.ed o abate with
time. The pattern of rccovery was different for differerit symptoms, and

some children actually appearcd to worsen.,

Abatement of symptoms

Abatement of symptoms has been demonstrated ir‘1 at least severT
longitudinal studies covering all age groups (Bentovim et al:. 19 88:
Conte, 1991; Gomes-Schwartz et al., 1990; Goodman et al,, in press;
Hewitt & Friedrich, 1991; Mannarinoetal., 1991; Runyan Ct. al., .19?8)'
Por example, Gemes-Schwartz et al. (1990) noted substantial diminu-
tion of emational distress in 55% of the victims (mixed lage group)
over 18 months, In Bentovim et al’s (1988) study, social workers
found improvement in the level of symptoms in 61% of the chi!(lr?n.
Hewitt and Priedrich (1991) noted that 65% of preschool-age cllnldlf}n
improved over a period of 1 year. About two thirds of e‘,.fex} the ritualis-
tically abused preschoclers, who were initially in the clinical range on
the CBCIL (Waterman, in press, had moved back into the normal range
w-up).
On]&);:?ethe{e)ss. there was a sizable group — anywhere from 10% to
24% — of children who appeared to get worse (Bentovi{r} ¢t 'al.. 1988
(10%); Gomes-Schwartz et al., 1990 (24%); Hewitt and l«rncdlr:ch, 19?}1
(18%); Runyan et al., 1988 (14%). Some of these were children who
had none of the symptoms measured at the fime of initial assessment
-Schwartz et al., 1990).
(G%I;l;fesinvestigators also noted a pattern in which symptonqs tended
to abate. Gomes-Schwartz et al, (1990) found that signs of anxtety (e.g.,
sleep problems or fear of the offender) were most lil-<el.y to disappear,
whercas sigus of aggressiveness {e.g., fighting with siblings) tendcd to
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persist or worsen. This was consistent with Mannatrino et al.'s (1991)
finding of a significant reduclion over time in the internalizing but not
" the externalizing scales of the CBCL.. Conversely, some symptoms may
increase over time. For example, one symptom that may increase over
time, at least for the under-12 group, is sexual preoccupalions (Friedrich
and Reams, 1987; Gomes-Schwartz et al., 1990). It is not entirely clear
what this symptom abatement implies. Although some symptoms may
be more transient than others, it does not necessarily mean that under-
lying trauma is resolved, but perhaps only that overt manifestations are
more easily masked. Moreover, these changes may have less to do with
abatement of trauma than developmental changes in symptomatology,
with children at each age manifesting different types of symptoms,
There is a long list of correlates of Improvement over lime, but few of
these findings have been demonstrated in more than one study. Age was
not found to be strongly correlated with recovery in any study, although
Goodman et al. (in press) found that 6-1 1-year-olds recovered most
quickly in the very short term (3 months after the trial). Neither gender
(Gomes-Schwartz ct al., 1990; Goodman et al., in press, nor race and
socioeconomic status (Gomes-Schwartz et al., 1990) have been factors
1r/|,, recovery. Children who were the most disturbed at the time of first
- assessment were found to make the most recovery (Gomes-Schwartz
- etal,, 1990), but this may have been an artifact.

Famlly and treatment variables

A key variable in recovery was lamily support, demonstrated by several
studies. Children who had matcrnal support recovered more quickly
(Kverson ct al., 1991; Goodman et al., in press). Maternal supporl was
demonstrated through believing the child and acling in a protective way
toward the child. Waterman (in press) found that the least symplomatic
children (5 years after disclosure) were those whose mothers were most
supportive and whose familics had less strain, enmeshment, and cxpres-
sions of anger.

Interestingly, the effcct of long-term therapy has not been extensively
cxamined, In one study (Comes-Schwartz et al,, 1990), all clients
received crisis intervention through the research project. The clicnts
who showed the greatest amount of recovery (15% of subjects) were
those who, received therapy in the specialized program run by the
research (eam. Those who received therapy in the community at large

The Impact of Sexual Abuge on Children 51

(20% of subjects) did not appear to rccover as wcll.”l‘hfs: authors- did
not claborate on the type of long-term therapy that C|ICI'ftS received
either through the reseaichers’ program or in the community at lm:ge,
however. In contrast, Goodman et al. (in press) found psychological
counseling unrelated to improvement. But again, clients sought therapy
in the outside community and there was no control for the type or

quality of the therapy they received.

Court involvement

The impact of court involvement and testimony was also a 'i'ocus. of
several of the longitudinal studies because of the intense publllc policy
debate surrounding this issue, In onc study (Goodman et al., in press),
children involved in court proceedings were slower to recover over both
a 7- and an 11-month period than children not involved in c01.1rt. Recov-
ery was particularly impeded among children who had to testily on‘r‘mlli
tiple occasions, who were alraid of their perpetrators.. and. who t.Cbtlﬁe(
in cascs in-which there was no other corroborating evidence. Whitcomb
ot al.’s (1991) findings echocd Geodman ¢t al.’s Whitcomb et al. con-
cluded that there were adverse effects for older children who l'lad to
undergo numerous, lengthy, or harshly contested courtroom testimony.
"The outcome of the trial (conviclion or acquittal of the perpetrator), or
the number of times that the child was interviewed did not rclate to
symptomatology (Goodman et al. in press). .

- Runyan et al. (1988) had mare mixed findings with regard to tillc
impact of court involvement. ‘I'he children who had slower recovery in
this study were those who were involved in a criminal case that WE‘IS still
nol resolved 5 months after the initial evaluation. However, children
whose cases had terminated more quickly with a conviction or plea
bargain recovered just as quickly as children who had no court imr(?lvc-
ment at all. In fact, children who testificd in juvenile court proceedings
recovered more quickly. However, in a follow-up of adolescenls' from
the samec study, Everson et al. (1991) found that having to tesul'}-' on
multiple occasions caused negative effects, concurring with the findings
of Goodman et al. (in press). . .

Although the longitudinal studies showed the risks involved in testi-
mony, at least one cross-sectional study (Williams, 1991) conﬁrmc.cl
that testimony in protected court settings can mitigate trallll’lE.l. In th'lS
study of victims abused in day care, children who testified via
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closed-circuit television or videotaped testimony or in closed courtrooms
suffered fewer symptoms of maladjustment than did children who tes-
tified in open court, .

Overall, this small number of studies suggests that criminal court
involvement posed risks to children's recovery, at least in the short run,
But the risks were specifically associated with certain aspects of court
involvement that can be modified or avoided. For example, negative
impact can be lessened by resolving cases quickly, by preventing a child
from having to testify on multiple occasions, and by not requiring a
frightened child to face a defendant. Thus, although the research urges

cauation, it cannat be interpreted as a categorical argument against the
prosecution of sexual abuse,

Revictimization

Pollow-up studies lend an important perspective to the question of
whether abuse victims are reabused in the year or two after disclosure,
Most of the follow-up studies we reviewed showed the rate of reabuse
to be between 6% and 199 (Bentovim ot al., 1988 {16%); Daro, 1988

. (i 9%}; Gomes-Schwartzet al,, 1990 (6%)), with follow-up ranging from

" 18 months to 5 years. Daro (1 988) pointed out that the reabuse ratc for
sexually abused children in her study was still substantially lower than
the reabuse rate for victims of neglect or emoltional abuse,

Summary

In summary, in the first year or year and a half after disclosure, one half
to two thirds of ali children became less symptomatic, whereas 10-249%
become more so. Six to nineteen percent expericnced additional sexual
abuse. Pears and somatic symptoms abated the most quickly; aggres-
siveness and sexual preoccupations were the most likely to remain or
increase, Children's recovery was clearly assisted by a supportive family
environment, and certain kinds of court experiences delayed recovery.

Discurssion

The present review con firms the general impression that the impact of
sexual abuse is sertous and can manifest itself in a wide variety of
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symptomatic and pathological behaviors. There is \Tirﬁlallj'( EU ieln::r:l
domain of symptomatology that has not been associated with a 1{:11;‘)3 ;
of sexual abuse. Age and a variety of abuse-rclated factors casréxuauy
both the nature and the severity of symptoms. However, S(t)mem fuath

abused children may also a}]iapzar fto h:::ﬁyn;)b Espfélr:l?ﬂdizn 1:“ thé

imately one third of sex

irtfgfcds'“?epgjiiwed fesl(l into this category. These findings have a number
of tmportant implications for theory development.

Core-symptom theories

The first and perhaps most impm;ltant in'lpli;?:(iionnijvt}:l: s:‘ia;z{tl l::;:f
for a conspicuous syndrome in childre :
Eiﬁ;i:lfﬁssd. The evidl;nce against such asyndrome intt,:ludes th:r\;?crlﬁ;};
of symptoms children manifesft ?:'11(51] the Sbs;:::et h(:a l;);f 01:; o
symptom in a large majority o- c i rcn'. .es e
; : rs in the majority of victims, both sexualize
18311}1 e?;grr;;iq;t?;l?sl of PI'SD occurred with relatively high frcq'uency:
These also appeared to be the only two sy.mptoms mor:s con‘tllr:lon El:f:y
ually abused children than in other clip}cal groups. Lveg y ;l'i‘gs ) they
do not occur in all victims, some theorlstsl have lorwar cb oD and
sexualized behaviors as the core manifestations of sexual a 91;3;) auma
(Corwin, 1989; Jampole and Weber, 1987; Wolf'c et al., 1. %), m(.)re
evidence pertaining to thesc two symptoms is worth reviewing
Ca?f:alhf:‘equency of sexualized bchavior in‘sexulally abust?dt chslét}i{ll'lc;?{
(including frequent and overt self-stimulation; lnapproll)rlatelk 1a
overtures toward other children and adults; and compulswcd a; r.lfmg.
and fantasy with sexual content) is somewhat dlfﬁcult to dete varles.
Although it is the most regularly fstudie(;l1 syTpt(;iE.e lt;sh?f;;l:?zg:t oty
. Across six studies of preschoolers Ich ;
f([: (:121:111'(1)111}:;{ sich sympioms) an avcrage_o_f 35% e}(hlblt?dl 158(){(11?11323
behavior, Friedrich et al. (1992), using an instrumfl:nt specially t r&:s;gBut
to imeasure such behaviors, detected a somewhat higher perct?nt.agS .The
across all sexually abused children it may be only half olt alllvgf 1mn.nn
lowest estimate (7%) was based on a very large St:.ldy, inclu mlgg&;b )y
well-functioning and older children (Conte and .'achuern".lz-mt.i 70 .
Besldes sample and methodological differences, other \lrarla : :)insca“eﬂ
well arisc because the concept itsell can be vague (sometimes it is
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inappropriate scxual behavior, and other times it is called sexual acting
out). Purthermore, some forms of sexualization may be quite minor
and transitory {e.g., playing with anatomical dolls), whereas others
may be deeply etched, even affecting a child's physiology. Putnam
(1990; R Putnam, personal communication, January 10, 1991)
detected elevaied hormone levels among some sexually abused girls and
evidence that onset of puberty was advanced for these girls by as much
as 1 year. Although such physiological changes could be the effect
of sexualization or, alternatively, one of is sources, it suggests how
profound and pervasive the impact of sexual abuse can be.

Although sexualization is relatively specific to sexnal abuse (more so
than symptoms such as depression), nonsexually abused children may
also be sexualized, Yor example, Deblinger, McLcer, Atkins, Ralphe, and
Foa (1989) found that 17% of physically (but not sexually) abused chil-
dren cxhibited sexually inappropriate behavior, Although sexualized
behavior may be the most characteristic symptom of sexual abuse, and
the one that best discriminates between abused and nonabused chil-
dren, as many as haif of victims may not be overtly sexualized, and
this symptom does not occur ontly in sexually abused children. From a

' g,linical point of view, this symptom may indicate sexual abuse but is
- not completely diagnostic because children can apparently appear to be
sexualized for other reasons.

The evidence for P'USD as a central effect of sexual abuse is also its
relative frequency (particularly in preschool- and school-age victims)
and its higher incidence in sexual abuse victims than in other clinical
groups. Although PTSD is relatively common in child sexual abuse
victims, it is not a universal reaction. In the two most tharough clinical
evaluations of PTSD (according to criteria in the revised third edition
of the Diagnostic and Statistical Manual of Mental Disorders; American
Psychiatric Association, 1987), 48% (McLeer ct al., 1988) and 21%
(Deblinger et al., 1989) of sexually abused children could be diagnosed
as having PTSD. Although many other children have related symptoms,
such as fears, nightmares, somatic complaints, autonomic arousal, and
guilt feclings, it is not clear whether this is evidence for PI'SD dynamics
or other symptoms. More importantly, PTSD is not specific to sexual
abuse in that many nonsexually abused children suffer from PTSD,

PTSD has served as a focal point for the analysis of sexual abuse
trauma in part becauseitisa well-developed, generalized theory of trau-
matic processes. Finkelhor (1987), however, has raised some questions
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about how well the model of P1SD accomnts for sexua'al abuse trauma,
Theorisis describe P'I'SD as resulting from cxperiences that are over-
whelming, sudden, and dangerous (Figley, 1986; Pynoos & lith, 1985).

- Much sexual abuse, however, lacks these components, especially abuse

that occurs through manipulation of the child's affections alncl‘ misrep-
resentation of soctal standards, Thus, although many children mag
suffer symptoms that are explained by the PTSD model, the theorylan
the cmpirical findings do not support PTSD symptomatology as univer-
sal to sexual abuse or as the most characteristic patlern.

-There is at least one other core-symptom theory abolut the e:ffef:t ?f
sexual abuse, one that argues that the central damage is tO'Chlldl e;als
sell-image (Bagley & Young, 1989; Putnam, 1990). According to this
view, it is the damaged self-image, not the sexual abusc per se, that lcads
to other difficultics, If this theory were true, disturbed self-c'steem should
be one of the most consislent, pervasive, and long-lasting effects of
sexual abuse. Unfortunately, although many victims do have lowlself-
esteem, researchers (e.g.,, Mannarino et al., 1991) have hac.l consider-
able difficulty demonstrating this phenomenon. Itis nolt cerlain whether
poor- self-estecm, which has been assessed prim'anly through self-
reports, has been effectively measurcd. But the evidence to date docsl
little to support the theory that self—estqem is the core element of sexua

Abuse traumatization.

Multifaceted models of traumatization.

Overall, the absence of one dominant and consistent set of symptoms
argucs against these core-domain theories. Rather, l'l.hese data suggeslt
that the impact of scxual abuse is more complicaled bccal.lse 1;
produces multifaceted effects. Several conceptual models are consistent
with-such a pattern. Finkelhor and Browne’s (1985) model .suggcsts
that sexual abuse traumatizes children through four distinctive t}lu‘ncs
of mechanisms, which account for the variety of outclmn(les. The
four mechanisms have been termed (a) traumatic sexuahz_anon. (b
betrayal, (c) stigmatization, and {d) powerlessness. Traumaltlc sexnal-
ization includes a variety of processes such as the inapll)rcluprlfltc condi-
tioning of the child's sexual responsiveness and the SOCIHIIZ:E!LIOI] of the
child into faulty beliefs and assumptions about sexual behavior. Betrayal
includes the shattering of the child’s confidence that trusted persons
arc interested in and capable of protecting him or her from harm.
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Stigmatization covers all the mechanisms that undermine the child’s
positive self-image: the shame that is instilled, the ostracism the child
suffers, and the negative stereotypes that are acquired from the culture
and immediate environment. Finally, powerlessness comprises PISD-
type mechanisms (intense fear of -death or injury from an uncontrol-
lable event) as well as the repeated frustration of not being able to stop
or escape from the noxtous experience or elicit help from others. These
mechanisms are present to varying degrecs and in different forms in dif-
ferent abuse scenarios,

In addition, Finkelhor and Browne (1985) propose that certain Symp-
toms are more closely related to certain dynamics. The sexualization
symptoms have an obvious connection to the traumatic sexualization
processes, seli-esteem is connected to stigmatization, and fears and
P1ISD are connected to powerlessness, Little research has been carried
out to confirm the model in part because of its complexity, the varicty
of different mechanisms posited, and the difficulty of clearly delineating
and measuring them.

Other theorists have also adopted a multiple-dynamics approach to
account for the secming variety of sexual abuse symptoms. Briere
(1992) has developed such a model whose dynamics include (a) nega-

Aive sclf-evaluation,. (b) chronic perception of danger or injustice, (c)
powerlessness and preoccupation with control, (d) dissaciative control
over awareness, (e) impaired self-reference, and (f) reduction of painful
internal states.

A different model posits sexual abuse as simply a generalized stressor.
Although this model has not been specifically developed, it is another
way fo understand the impact of sexual abuse, In this model, the child
is likely to develop problems in whatever area he or she may have had
a prior vulnerability. This model predicts a high degree of similarity
between the effects of sexual abuse and the effects of other childhood
stressors such as parental divorce. There is some evidence to support this
view, particularly our finding in the present review of similarity on some
symptoms betwecen sexually abused children and other clinical groups.
On the other hand, sexually abused children do tend to exhibit some
characteristics (e.g., sexualized bchaviors) that are nuch more common
among sexually abused children than they are among other clinical
groups. These types of effects argue against sexual abuse as merely a
generalized stressor,
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.+ A third model posits family dysfunctionor a general maltreating ?Ig:,
ronment, not the sexually abusive activities per se, asl the motlo99 11)
trauma in most sexually abused children (Cle'ullsen & Crittenden, o S
This model is supported by apparent similfiritles in the range af : yé)‘i :
of problems manifested by all abused children. Holwevcr. cer amainst
dence from the studies included in the present review argu(l:]s agd st
such a conceptualization. First, the studies sho‘:ved that r}clana ;Sel o
lings (i.e., children raised in thc same dy.sfu‘nctlon.al famlheqs) 18{.:3 i’y .
fewer symptoms than did their abused siblings (L1povs‘ky. § au;l(' - éhe
Murphy, 1989). In addition, the review of t.he 25 studies in w 1'1:::t o
influence of intervening variables was examu.lcd {table 2.5]- c9n31s fe thﬁ
showed strong relationships between specific 'charactcrlstlcs l(]) ‘
sexual abuse and the symptomatology in the children (e.g., Newberger,

& Waternaux, 1990). All of this-argues for traumatic processes

. nt from a gencral-

inherent in the sexual abuse itsclf that are indepcnde ; ;
jzed family dysfunction or generalized maltreating enwronlmen - N
. This is not to say that prior vulnerabilities, a maltrcatmg: enlwro
ment, and family dysfunction do not contribute to traumatlza;mn as
well. Research such as Conte and Schuerman’s (19-8 7a,1 987b? emon:
strates that both abuse-rclated factors and family dysfunctul)intc?{r;r
teibute to children’s trauma, And Conte and Scht:lcrman found t ?\ o.n
time, the abuse-related factors were lE.SS‘il‘lﬂucI:ltlal than the coEtlmljlli } cic;
family processes, such as the amount of family suppor.t folr (tl c (;fects.
This suggests a grand model of sexual abuse trauma that inclu e.s ¢ o
that are both more and less spcciﬁc to sexual abuse.and t.hat arllse o
the abusive acts in particular, which also interact with pr'lor vulnera 1d
ities of the child, the health or toxicity of the family cnvironment, an

the social response to the discovery of abuse.

Summary

"The research to date points to an array of traumatizing factors in- scxuail
abuse, with sexualization and PTSD as freq}lent, but not universal,
processes. The traumatic impact of the abu§1ve acts themsel\:s l(ig1
their frequency and severity) has been cstablished, as .v\lrell af. Il; e 11 c 0};
contribution of other familial and environmental (‘:Ol’ldl!;l':'JHS. The r(l) e

disturbance to self-csteem and of a child’s prior dispositions or vainer-

abilities has not been as well substantiated.
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This theoretical discussion has implications for clinicians as well as
researchers, 'I'he range of symptoms, the lack of a single predominant
symptom pattern, and the absence of symptoms in so many victims
clearly suggest that diagnosis is complex. Because the effects of abuse
can manifest themselves in too many ways, symptoms cannot be casily
uscd, without other evidence, to confirm the presence of sexual abuse.
Yet the absence of symptoms certainly cannot be used to rule out sexual
abuse. There arc too many sexually abused children who arc apparently
asymptomatic, This finding is especially important for thosc conducting
lorensic evaluations.

It may be possible, as Corwin (1989) has argued, to find a combina-
tion of symptoms that is extremely diagnostic of sexual abuse, especially
in certain subgroups of victims (e.g., preschool children with certain
kinds of sexualized behavior and post-traumatic play), and research
toward such a screening device may be warranted. But the evidence
suggests that such a device would identify only a small percentage of
victims and that one could conclude nothing at all from the absence of
such symptom patterns.

Although conclusions such as these arc useful, we also think this
discussion highlights a glaring inadequacy in the literature: a nearly

- universal absence of theoretical underpinnings in the studies being
conducted on this subject to date. Rescarchers evince a great deal of
concern about the cffects of sexual abuse but disappointingly little
concern about why the effects occur, Pew studies are undertaken to
cstablish or confirm any theory or explanation about what causes chil-
dren to be symptomatic. Rather, most researchers simply document and
count the existence of symptoms and some of their obvions correlates.
This accounts for one of the main reasons that, in spite of numerous
studies since Browne and Finkelhor’s (1986) review, there have been
few theorctical advances.

Future studies nced to turn to the development and confirmation of
theory. Those who believe that different mechanisms result in different
symptoms need to begin to search for such mechanisms. For example,
if dissoctation is theorized as an acquired strategy for cscaping from
unpleasant cmotions, then researchers need to document the prescnce
of the cognitive, affcctive, and physiological underpinnings to this
mechanism and relate it to the trauma itself, By contrast, those who see
sexual abuse as a generalized stressor need to conduct studics that relate
the effects of sexual abuse to pre-existing vulnerabilities in coping. The
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dialogue about variables that mediale the effects of dbusc need:s to F}e
.expanded and ideas forwarded about how to study ahd'tcst their exis-
tence; This process of improving research might be assisted when the
sexual abuse researchers join forces with those who study related ﬁymp-
tomatology in nonabused children. This has already happened in thle
work gencrated by the importation of P'I'SD theory into the field, and it
is only by further developing this cross-fertilization that advances can

continue.

Methodological issues and Directions for Future Research

Although the studies we reviewed signal an enormous improvement
in methodology, they highlight many major areas where curf‘ent
destgns could be improved or refined. Some more specific suggestions
for improvement arc offered in this section.

Improvement in measures of Impact

The literature on elfects has relied extensively on parent-completed
checklists of children’s symptomatology, particularly the CBCL.
However, two sets of findings have raised concern about the validity ?f
thesc measures. One shows that mothers’ judgments about‘ their
children’s symptoms are highly related to their own level of distress
and willingness to believe their children (Bverson, ITunter, Runyan,
Edelsohn, & Coulter 1989; Newberger et al., 1990). A sccond shows a
poar assoctation between parents’ and children’s own reports (Cohen &
Mannarino, 1988; Kelly & Ben-Meir, in press).

- It does seem plausible that parents might be biased reporters, espe-
cially in the context of a family problem like sexual abuse, where par(.enl"s
can cxperience strong feelings of guilt or ambivalence about a child’s
disclosure. But other findings suggest that parent reports are noncthe-
less relatively valid and, in the context of currently used instruments,
probably better than their children's reports. Por example, although
depressed mothers reported more child symptoms than nondepressed
mothers on the CBCL, the assessments still differentiated disturbed
and nondisturbed children when depression was statistically controlled
(liriedlander, Weiss, & Taylor, 1986). Moreover, mothers’_ ratings tended
to be more similar to and corrclated better with therapists’ and
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teachers’ ratings than with those of their children (Shapiro, Leifer,
Martone, & Kassem, 1990; Tong et al., 198 7). It appears from sevcral
studies (Cohen & Mannarino, 1988; Shapiro et al., 1990) that children's
sell-reports minimize problems like depression or low self-esteem that
are noted by parents and therapists, Why this is so is not clear.

One clear implication from this is that researchers should not rely on
children’s self-reports alone. Ideally, assessments should be obtained
from multiple sources, as Waterman, Kelly, McCord, and Oliveri (in
press) recently did. In addition, research needs to be undertaken to
improve the validity of parent reports and especially, if possible,
children’s self-assessments. :

A second concern, raised in part by the issue of seemingly asympto-
matic children, is whether the instruments currently being used are
sensitive cnough to measure consistently and accurately the trauma
ol sexual abusc. Several groups of researchers, recognizing particularly
the limitations of the CBCI, have branched out in attempts to develop
such sensitive measures, Friedrich et al. {1992) have greatly expanded
CBCL symptom items in the domain of sexuality, Lanktree and Briere
(1991, 1992) have adapted the Trauma Symptom Checklist, highly
syccessful in differentiating sexually abused adults, for use with

~children. Wolfe et al, {1989) have developed scales to measure more

sensitively PTSD-type symptomatology. Such efforts need to be contin-
ued and elaborated, :

Greater differentiation by age and gender

Many researchers have studied subjects from very broad age ranges
(e.g., 3-18 years) and grouped them together to discuss symptoms.
Similarly, they have grouped boys and girls together. As shown in table
2.4, this grouping together of all ages can mask particular develop-
mental patterns of the occurrence of some symptoms. At a minimum,
future researchers should divide children into preschool, school, and
adolescent age ranges when reporting the percentages of victims with
symptoms. It would be better to provide even more detail on how age
at assessment affects the manifestation of symptoms, by looking at
smaller age ranges and typing this information into theory about
children’s social, emotional, and cognitive development during these

difficult developmental periods, A parallel effort is needed with regard to
gender,
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Expanded analysie of intervening variables

The present review confirms that abuse-related v.ariables aL:e assocllated
with outcome and thus should be regu.larly m'cluded in an; yses.
However, many other factors probably are 1.nﬂuentllal as wrc‘ll. :;mf 11101;2
emphasis should be placed on understanding 'thelr lmle. These Zc 0 :
include children’s intelligence, coping skills, prior ad!ustmelznt. arill cogd
niftve interpretation of the abuse. It also includes children'’s fa.m ylarll

social environment, as well as the actions taken by profess;onals 1111
response to their disclosurcs. Another factor that needs to be rcIagu ar;;
taken into account is time elapsed since the end of the abuse.hn stc:me
samples, several years might have elapscd betwefl:n Ifhe end of the abus

and the assessment of the child, and during this time symptoms may

have-abated,

_ Longftud':'nal research and developmental theory

A deﬁelopmental perspective is one approach that may encourage 111'01‘_‘1?
theory-driven research. Researchers using a develo'pmental .ap[l)rgdc,
may ‘also respond to some of the methodological issues-raised here.
Currenit research has tended to focus on assessments of .traumliil all: a
specific age or point in time (a snapshot approach), but it Wi)u a sg
be hel'pful to know more about the course of symptomatology anl 1
recovery over time. Por example, the symptomatology of a 15-year-o (l
molested at age 4 may be diffcrent from that of a 1 S-year.-old mglcste;
at age 14. Furthermore, symptoms may tend to recur at different devtc -
opmental stages and asymptomatic children may later becomc:, symp. 0-
matic. Studies in which data are collected at more tha.n one time point
will encourage this developmental approach for studying sexua.l abuse
and may answer many of our questions (see Baltes, 198?, St.arr.
MacLean, & Keating, 1991), Bven in the absence of funding, any
rescarch on outcomes should at least pave the way for possible lalterr'
follow-up by gaining permission to recontact subjects and by recording
data that will facilitate such research in the future.

- In addition to studying abuse at multiple time poir}ts. develop.ment%lll
research. means incorporating the multiple dimcn:mmns of children (S1
development. Changes occur in children'’s behaviors, thoughts, an'l
emolions at cvery developmental stage. Research on the effects‘of sexua
abuse on children tends to focus predominantly on behavioral and
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emotional sympioms while ignoring the effects of sexual abuse on
cognitive and social development.

A number of research questions can be generated by examining
sexual abuse within the multiple dimensions of children's development,
For example, cognitive development counld influence children’s inferpre-
tations of sexual abuse and the symptoms they subsequently manifest.
Specifically, as children mature, their thinking becomes less egocentric.
This issue alone gencrates several possible research questions. For
example, are young children more likely to see themselves as responsi-
ble for the abuse (“It happened because I was bad") than are less
egocentric older children? Furthermore, are children who sce them-
selves as responsible for the abuse more likely to engage in scl-abusive
or destructive behavior? How do internal attributions affect children’s
reactions to prosccution of the perpetrator? Are these attributions more
likely to increasc the children’s sense of guilt when the perpetrator is
punished?

Along these same lines, children’s cognitive development can influ-
ence their emotional and social development and their interpretation
of the perpetrators’ aclions. As thinking becomes decentered, children
recognize that people can have both positive and negative traits and that
- 'they themselves can have both positive and negative feelings toward
others. How does the gradual attainment of decentered thinking affect
children’s interpretations of the perpetrators’ actions, their own behav-
iors, and the abuse itsell? This is cspecially important to understand
when the perpetrator is someone whom the child loves and trusts. Are
children who can see conflicling traits in others more likely to report
abuse because they see it as only one part of their relationghip with the
perpetrator (“I love him but I want the abuse to stop”)?

Thesc are but a few of the types of research questions that can be
generated from examining abuse from a developmental and multidi-
mensional perspective. Puture rescarchers could make specific predic-
tions based on developmental theory and clinical research on related
topics (e.g., children’s reactions to other iypes of childhood trauimas).
This type of framework would also allow researchers to incorporate
information about intervening variables such as the timing and dura-
tiont of the abuse and the identity of the perpetrator.,

In sumimary, studics conducted with a devclopmental and multidi-
mensional framework could readily incorporate the many intervening

The Impact of Sexual Abuse on Children 62

© yariables that modify the cffects of abusc, In addition, $uch a framework

offers a richer description of why children and adulis manifest certain

sympfoms at each developmental stage and how people cope with

fjsjchic tranma. Developmental psychologists and child clinicians could
collaborate to develop models of how children at cach developmer{tal
stage might be affected by their abuse experience. Rescarchers s.tudl)rnng1
child sexual abuse have looked in isolation at many o!' the factc.'rs relatec
to the impact of abuse. Now it is Lime for us to combine them into m'ore
realistic models. Research of this type wonld provide helpful theorctfcal
information about the mechanism and processing of [)SYCh.Olf)gllcal
trauma in general. It would also provide guidelines on where clinicians
cali elfectively intervene to aid children in their healing process.

Notes

1 Note that when we refer to viclims, we mean victims who have come to

- public attention. The findings from the present review cannot be gcneral-

ized to unreported victims, for whom impact may be substantially different.

- In a controversial study of unreported victims from The Netherlands, Sand-

“fort (1982, 1984) claimed that certain (primarily adolescent) lboys hadrela-

- tionships with adult pedophiles that they described in positive terns and

“appeared to have no negative effects. Because these boys we}'c nomln.atcd

“for the research by the pedophiles themselves, who were involved in a

pedophile advocacy group, it is difficult to know to what group of children
such findings could be generalized.

2 In this article, we group posi-traumatic stress disorder with'symptt.)ms eve.n
though we realize that it is a cluster of symptoms comprising a diagnostic
calegory. .

3 Intefnaﬁzing and externallzing are composite symptoms found f)lll thle
Child Behavior Checklist (Achenbach & Bdelbrock, 1984). Internalizing is
withdrawn behavior, depression, learfulitess, inhibition, and overcentrol.

© Bxternalizing includes aggression and antisocial and undercontrolled
behavior.

4 The exiteria for including a study in this review were as follows: the author.s
reported an exact ¢ value or an F value from a univariate analysis of vari-
‘ance, they reported the degrees of freedom, and theie was only one degree
of freedom in the numerator, Bta allowed us to examine the eflects of s:exual
abuse apart Trom sample size and therefore provided a st;‘ulldard coefficient

by which to compare findings (Rosenthal, 1984). In addition, because eta
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* Iscomparable to a Pearson r, it provided an index of the strength of the rela-
tionship between sexual abuse status and manifestation of a symptom. Bta
‘squared Indicated how much -of the variance was accounted for by the
child’s sexual abuse status, One needs to be cautious when interpreting
 results based on a small mamber of studies and widely ranging effect sizes.
Unfortunately, very few investigators have reported results that are
amenable to cffect size calculations.
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