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Abstract

Research conducted over the past decade indicates that a wide range of psychological
and interpersonal problems are more prevalent among those who have been sexually
abused than among individuals with no such experiences. Although a definitive
causal relationship between such difficulties and sexual abuse cannot be established
using current retrospective research methodologies, the aggregate of consistent
findings in this literature has led many to conclude that childhood sexual abuse is a
major risk factor for a variety of problems. This article summarizes what is currently
known about these potential impacts of child sexual abuse. The various problems
and symptoms described in the literature on child sexual abuse are reviewed in a
series of broad categories including posttraumatic stress, cognitive distortions, emo-
tional pain, avoidance, an impaired sense of self, and interpersonal difficulties.
Research has demonstrated that the extent to which a given individual manifests
abuse-related distress is a function of an undetermined number of abuse-specific
variables, as well as individual and environmental factors that existed prior to, or
occurred subsequent to, the incidents of sexual abuse.

Research conducted over the past decade indicates that a wide
range of psychological and interpersonal problems are more
prevalent among those who have been sexually abused than

among individuals with no such experiences. Although a definitive causal
relationship between such difficulties and sexual abuse cannot be estab-
lished using current retrospective research methodologies,1 the aggre-
gate of consistent findings in this literature has led many researchers and
clinicians to conclude that childhood sexual abuse is a major risk factor
for a variety of problems, both in the short term and in later adult
functioning.2 Further, longitudinal studies currently under way3 suggest
that sexual abuse, as well as other forms of child maltreatment, does in
fact lead to subsequent psychological difficulties in the short and longer
term. As a result, the contention of some earlier clinicians4 that child-
hood sexual abuse is a neutral or even benign event has little current
acceptance in the field.
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This article summarizes what is cur-
rently known about the potential impacts
of child molestation. The long-term im-
pacts in adults have been documented
across a wide variety of samples, including
university, general population, psychiatric
inpatient, psychotherapy outpatient, and
professional subjects. Although individual
studies may not include a fully repre-
sentative sample of adults abused as chil-
dren, a confluence of findings suggests
that there are predictable sequelae to sex-
ual abuse in the long term. In contrast to
the study of adult survivors, the scientific
study of the impact of sexual abuse on
children is a relatively recent endeavor.
Many of the studies on children have re-
lied on clinical or forensic samples and
may not be generalizable to all sexually
abused children. These studies may under-
represent the impact of abuse in children
who are motivated to deny their abuse5 or
children whose reaction to abuse is signifi-
cantly delayed.6

These various issues decrease the like-
lihood that there is a “sexual abuse syn-
drome” present in all those molested as
children. A substantial minority of sexually
abused children (10% to 28%) report no
psychological distress.7,8 This may be be-
cause the term “sexual abuse” covers a
range of abusive behaviors of varying in-
tensity and duration. Survivors who ex-
perience, for example, a single incident
of less intrusive sexual abuse that is dis-
closed to a supportive parent who takes
protective action may be more likely to
report minimal or none of the typical se-
quelae documented in research studies
and outlined in this paper. Thus, it cannot
be assumed that the relative presence or
absence of a given symptom or symptom
complex is indicative of a sexual abuse
history in any given individual.

This paper highlights some of the key
studies on the potential psychological and
interpersonal impacts of childhood moles-
tation. While literally hundreds of studies
have been completed in the past decade,
the authors have included only those with
larger sample sizes and those with similar

behavioral definitions of sexual abuse
(that is, sexual contact prior to the age of
16 or 18 either [a] with someone five or
more years older or [b] by the use of
force). Unless specifically stated, all stud-
ies cited are retrospective in nature.

With these precautions in mind, the
primary psychological impacts of sexual
abuse are thought to occur in at least three
stages: (1) initial reactions to victimi-
zation, involving posttraumatic stress,
disruptions of normal psychological devel-
opment, painful emotions, and cognitive
distortions; (2) accommodation to ongo-
ing abuse, involving coping behaviors in-
tended to increase safety and/or decrease
pain during victimization; and (3) the
more long-term consequences, reflecting
the impacts of initial reactions and abuse-
related accommodations on the indi-
vidual’s ongoing psychological develop-
ment and personality formation.9 Al-
though some initial reactions of victims to
their abuse may abate with time, other
reactions, along with abuse-specific coping
behaviors, appear to generalize and elabo-
rate over the long term.

The various problems and symptoms
described in the literature on child sexual
abuse can be divided into a series of broad
categories or spheres of impact that the
authors have found useful in under-
standing sexual abuse sequelae. These are
posttraumatic stress, cognitive distortions,
emotional pain, avoidance, an impaired
sense of self, and interpersonal difficulties.

Posttraumatic Stress

Posttraumatic stress refers to certain en-
during psychological symptoms that occur
in reaction to a highly distressing, psychi-
cally disruptive event. A diagnosis of post-
traumatic stress disorder (PTSD) requires
the occurrence of a traumatic event, as well
as (1) frequent reexperiencing of the
event through nightmares or intrusive
thoughts, (2) a numbing of general re-
sponsiveness to, or avoidance of, current
events, and (3) persistent symptoms of in-
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creased arousal, such as jumpiness, sleep
disturbance, or poor concentration.10

Although PTSD was initially associated
with adult response to disasters, accidents,
and combat experiences, more recent re-
search has linked short- and long-term
posttraumatic symptoms to childhood sex-
ual abuse.11 For example, children who
have been abused exhibit more posttrau-
matic fear, anxiety, and concentration
problems than do their nonabused
peers.12 Research focusing on assessing
sexually abused children has found that
these children are more likely to receive
the diagnosis of PTSD than their non-
abused peers, at rates of up to 48%.13

Although most child sexual abuse victims
do not meet the full diagnostic criteria for
PTSD, more than 80% are reported to
have some posttraumatic symptoms.14

Both clinical and nonclinical groups of
adult sexual abuse survivors have been
found to display more intrusive, avoidant,
and arousal symptoms of PTSD than
those not abused as children.15 Especially
prominent for adult survivors are PTSD-
related flashbacks—sudden, intrusive sen-
sory experiences, often involving visual,
auditory, olfactory, and/or tactile sensa-
tions reminiscent of the original assault,
experienced as though they were occur-
ring in the present rather than as a mem-

A variety of studies document chronic
self-perceptions of helplessness and
hopelessness, impaired trust, self-blame,
and low self-esteem in abused children.

ory of a past event. Triggers of flashbacks
include sexual stimuli or interactions, abu-
sive behavior by other adults, disclosure of
one’s abuse experiences to others, and
reading or seeing sexual or violent media
depictions.16

Other PTSD symptoms involve repeti-
tive, intrusive thoughts and/or memories
of childhood sexual victimization—diffi-
culties that many survivors of sexual abuse
find both distressing and disruptive. These
differ from flashbacks in that they are
thoughts and recollections rather than
sensory experiences. Typically, intrusive
thoughts center around themes of danger,
humiliation, spontaneous sexual contact,
guilt, and “badness,” whereas intrusive

memories involve unexpected recall of
specific abusive events. Nightmares with
violent abuse-related themes are also
commonly associated with sexual abuse–
related PTSD.

Cognitive Distortions
People make significant assumptions about
themselves, others, the environment, and
the future based upon childhood learning.
Because the experiences of children who
are abused are often negative, these as-
sumptions and self-perceptions typically re-
flect an overestimation of the amount of
danger or adversity in the world and an
underestimation of the abuse survivor’s
self-efficacy and self-worth. A variety of
studies document chronic self-perceptions
of helplessness and hopelessness, impaired
trust, self-blame, and low self-esteem in
abused children.17 These cognitive altera-
tions often continue on into adolescence
and adulthood.18

Such negative thoughts probably arise
from multiple sources, including psycho-
logical reactions to abuse-specific events,
stigmatization of the victim by the abuser
and society, and the victim’s attempt to
make sense of his or her maltreatment.9,19

Chronic perceptions of helplessness and
danger are thought to result from the fact
that the child abuse occurred when the
victim was physically and psychologically
unable to resist or defend against the
abuser. This expectation of injury may
lead to hyperreactivity or “overreaction” to
real, potential, or imagined threats. The
most predictable impact of this dynamic is
the victim’s growing assumption that he or
she is without recourse or options under
a widening variety of circumstances. Be-
cause such experiences are often chronic
and ongoing, feelings of hopelessness re-
garding the future are also likely. Similarly,
the child may make assumptions about his
or her inherent badness, based on misin-
terpretation of maltreatment as, in fact,
punishment for unknown transgressions.9

As would be predicted from the above,
the study of cognition in the adjustment
of victims of sexual molestation has
linked such abuse to subsequent guilt, low
self-esteem, self-blame, and other dysfunc-
tional or inaccurate attributions.20  Gold
found that women with a history of child
sexual abuse were more likely to attribute
the cause of negative events to internal,
stable, and global factors, as well as to their
character and to their behavior (that is,
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“this negative event occurred because I am
an inherently bad person and I will never
change”).21 These same women tended to
attribute the cause of good events to ex-
ternal factors. Such cognitive distortions
may contribute to or, alternatively, act as
mediators of the emotional distress evi-
dent among many adult survivors of child
sexual abuse.22

Emotional Distress
Clinicians have long noted the emotional
pain reported by many survivors of sexual
abuse.23 This distress is also well docu-
mented in the research literature, primar-
ily in terms of increased depression,
anxiety, and anger.

Depression

Browne and Finkelhor note that, “in the
clinical literature, depression is the symp-
tom most commonly reported among
adults molested as children.”24 A variety
of studies have documented greater de-
pressive symptomatology among child
victims,25 as well as adult survivors.26

Lanktree, Briere, and Zaidi found that
child victims in outpatient therapy were
more than four times as likely to have
received a diagnosis of major depression
than were nonabused patients.27 Similarly,
adults with a history of sexual abuse may
have as much as a four-time greater life-
time risk for major depression than do
individuals with no such abuse history.28

These findings are supported by a wide
variety of other studies documenting

greater depressive symptomatology in
adolescents and adults with sexual abuse
histories.29

Anxiety

Child abuse is, by its nature, threatening
and disruptive, and may interfere with the
child’s developing sense of security and
belief in a safe, just world.9 Thus, it should
not be surprising that victims of such mal-
treatment are prone to chronic feelings of
fearfulness or anxiety. Elevated anxiety
has been documented in child victims of
sexual abuse,6,30 as well as in adults who
were molested as children.31 In the gen-
eral population, survivors are more likely
than nonabused individuals to meet the
criteria for generalized anxiety disorder,
phobias, panic disorder, and/or obsessive
compulsive disorder, with sexual abuse
survivors having up to five times greater
likelihood of being diagnosed with at least
one anxiety disorder than their non-
abused peers.28,32

Clinical experience suggests that the
anxiety frequently has a conditioned com-
ponent, in that sexual abuse usually takes
place in human relationships where close-
ness and nurturance is expected, yet intru-
sion, abandonment, devaluation, and/or
pain occur. As a result, a learned associa-
tion may form between various social or
environmental stimuli and danger, such
that a variety of otherwise relatively neu-
tral interpersonal events elicit fear.33 For
example, the formerly abused individual
may become anxious in the presence of
intimate or close relationships, especially
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fearful of evaluation, or frightened when
in interacting with authority figures.

Perhaps the most obvious example of
conditioned, abuse-related fear among
adult survivors is that of sexual dysfunc-
tion. Because childhood sexual molesta-
tion is likely to create an association
between sexual stimuli and invasion or
pain, many adults molested as children
report fear or anxiety-related difficulties
during sexual contact. Meiselman, for ex-
ample, reported that 87% of her clinical
sample of adults molested as children had
“serious” sexual problems, as opposed to
20% of those clients without a sexual abuse
history.34 Similarly, Maltz and Holman
found that 60% of the incest survivors they
studied reported pain during sexual inter-

In children, anger is frequently expressed
in behavioral problems, with abused
children and adolescents displaying
significantly more difficulties in this
area than what is found typically in the
general population.

course, and 48% were unable to experi-
ence orgasms during sex.35 A number of
other studies also report an empirical con-
nection between childhood sexual abuse
and sexual problems or dysfunction in
childhood, adolescence, and adulthood.36

Abuse-related anxiety can also be ex-
pressed physically, resulting from the im-
pacts of sustained fearfulness on bodily
functioning or perception. These somatic
difficulties arise as a natural extension of
hyperarousal of the sympathetic (“fight or
flight”) nervous system. Physical problems
that have been associated with child sexual
abuse histories include headaches, stom-
ach pain, asthma, bladder infections, and
chronic pelvic pain.37 Such findings sug-
gest that some proportion of medical
complaints presented to physicians and
other health care practitioners may less
reflect inherent bodily dysfunction than
somatic equivalents of anxiety that arise
from unresolved childhood maltreatment
experiences.38

Anger
Another common emotional sequel of
child sexual abuse is that of anger. Chronic
irritability, unexpected or uncontrollable

feelings of anger, and difficulties associ-
ated with the expression of anger have
been reported by child victims.5,39 Such
feelings can become internalized as self-
hatred and depression, or be externalized
and result in the perpetration of abuse
against others.40

In children, anger is frequently ex-
pressed in behavioral problems, with
abused children and adolescents display-
ing significantly more difficulties in this
area than what is found typically in the
general population.41 These data suggest
that children’s aggressiveness toward
others—commonly expressed as fighting,
bullying, or attacking other children—is a
frequent short-term sequel of sexual mo-
lestation. Although such behavior may
represent an externalization of children’s
distress from their own abuse trauma, and,
perhaps, a cry for help, the net effect of
this angry aggression is often increased
social isolation and unpopularity.42

Less research has been done on the
extent of anger experienced by adolescent
and adult survivors, although the data
available suggest that difficulties in this area
are also a long-term sequel of sexual
abuse.43 In these studies, adult sexual
abuse survivors score higher on measures
of anger and irritability than do adults
without childhood sexual abuse histories.
One possible form of abuse-related anger
is that of sexually aggressive behavior to-
ward others. As a group, adolescent and
adult sexual abuse survivors are more
prone than others to victimize children
and women sexually.44 It should be noted,
however, that most studies in this area in-
dicate that the majority of survivors do not
go on to perpetrate such abuse against
others.45

Impaired Sense of Self
The development of a sense of self is
thought to be one of the earliest develop-
mental tasks of the infant and young child,
typically unfolding in the context of early
relationships.46 How a child is treated (or
maltreated) early in life influences his or
her growing self-awareness. As a result,
severe child maltreatment—including
early and sustained sexual abuse—may in-
terfere with the child’s development of a
sense of self.47

Without such an internal base, indi-
viduals may lack the ability to soothe or
comfort themselves adequately, leading to
what appear to be overreactions to stress
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or painful effects. This impairment can
also cause difficulties in separating self
from others. Adults molested early in life
have more problems understanding or re-
lating to others independent of their own
experiences or needs, and they may not
be able to perceive or experience their
own internal states independent of the
reactions or demands of others.48 These
difficulties may translate into a continuing
inability to define one’s own boundaries
or reasonable rights when faced with the
needs or demands of others in the inter-
personal environment. Such problems, in
turn, are associated with subsequent psy-
chosocial difficulties, including increased
suggestibility or gullibility, inadequate self-
protectiveness, and a greater likelihood of
being victimized or exploited by others.9

Avoidance
Avoidant behavior among victims of sexual
abuse may be understood as attempts to
cope with the chronic trauma and dys-
phoria induced by childhood victimiza-
tion. Among the dysfunctional activities
associated with avoidance of abuse-specific
memories and feeling are dissociation,
substance abuse, suicidality, and various
tension-reducing activities.9 In each in-
stance, the problem behavior may repre-
sent a conscious or unconscious choice to
be involved in seemingly dysfunctional
and/or self-destructive behaviors rather
than fully experience the considerable
pain of abuse-specific awareness. Unfortu-
nately, although sometimes immediately
effective in reducing distress, avoidance
and self-destructive methods of coping
with child abuse experiences may lead ul-
timately to higher levels of symptomatolo-
gy, lower self-esteem, and greater feelings
of guilt and anger.49

Dissociative Phenomena

Dissociation can be defined as a disruption
in the normally occurring linkages be-
tween subjective awareness, feelings,
thoughts, behavior, and memories, con-
sciously or unconsciously invoked to re-
duce psychological distress.9 Examples of
dissociation include: (1) derealization and
depersonalization, that is, the experience
of self or the environment as suddenly
strange or unreal; (2) periods of disen-
gagement from the immediate environ-
ment during times of stress, for example,
via “spacing out” or excessive daydream-
ing; (3) alterations in bodily perception;
(4) emotional numbing; (5) out-of-body

experiences; (6) amnesia for painful
abuse-related memories; and (7) multi-
ple personality disorder.50 Dissociative
symptomatology has been linked to sex-
ual trauma in children5,51 and adults.52

Such symptoms are apt to be prevalent
among child and adult survivors because
they reduce or circumvent the emotional
pain associated with abuse-related expe-
riences or recollections, permitting su-
perficially higher levels of psychological
functioning.53

Dissociation is thought to underlie
many individuals’ reports of periods of
amnesia for their childhood abuse in that
such memories are believed to have been
defensively excluded from conscious
awareness. 54 Two studies suggest that
adults in psychotherapy quite commonly
report some period in their lives when they
had incomplete or absent memories of
their childhood abuse. Herman and
Schatzow found that 64% of 53 women
undergoing group therapy for sexual
abuse trauma had some period of time
prior to treatment when they had incom-
plete or absent memories of their moles-

Severe child maltreatment—including
early and sustained sexual abuse—may
interfere with the child’s development
of a sense of self.

tation.55 Among 450 men and women in
psychotherapy to deal with abuse-related
difficulties, 59% reported having had
some period before age 18 when they had
no memory of being abused.56 In both of
these studies, self-reported abuse-related
amnesia was associated with more severe
and extensive abuse that occurred at a
relatively earlier age. Loftus, Polonsky, and
Fullilove found that 19% of more than 50
sexual abuse survivors in treatment for
chemical dependency stated that, at some
point in the past, they had no sexual abuse
memories and that an additional 12% had
only partial memories of their childhood
sexual victimization.57 Interestingly, in the
latter study, the authors interpreted their
data as not necessarily supporting the no-
tion of psychogenic amnesia, per se, but
rather referred to this process, at least in
some instances, as “forgetting.”

In a methodological improvement
over the above retrospective studies,
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Williams followed up 129 women who, as
children, had been seen in an urban emer-
gency room with a primary complaint of
having been sexually abused.58 These sub-
jects were interviewed approximately 18 to
20 years later—without knowledge that
the interviewers were aware of their child-
hood ER visit—and asked whether they
had ever been sexually abused as children.
Thirty-eight percent of this sample re-
ported no memory of having been sexually
abused, despite records that sexual abuse
had, in fact, taken place. Unlike previous
investigations, this new study cannot be

Addicted survivors may respond more
definitively to therapeutic or self-help
interventions that reduce the abuse-
related internal distress motivating
chemical dependency.

faulted in terms of potential biases to re-
call, because the original abuse had been
verified and the subjects were currently
denying (as opposed to alleging) a sexual
abuse history. Assuming that their non-
report was not caused by inhibition, mod-
esty, or other conscious influences (a
doubtful explanation because many re-
ported other painful or upsetting child-
hood events, including other sexual abuse
experiences), Williams’s subjects appear
to provide data that childhood abuse ex-
periences can, in fact, be excluded from
current memory.59

Substance Abuse and Addiction
A number of studies have found a rela-
tionship between sexual abuse and later
substance abuse among adolescent60 and
adult survivors.61 Briere and Runtz report
that sexually abused female crisis center
clients had ten times the likelihood of a
drug addiction history and two times the
likelihood of alcoholism relative to a group
of nonabused female clients.62 It seems
likely that sustained drug or alcohol abuse
allows the abuse survivor to separate psy-
chologically from the environment, anes-
thetize painful internal states, and blur
distressing memories. Thus, some signifi-
cant proportion of those currently ad-
dicted to drugs or alcohol may be
attempting to self-medicate severe abuse-
related depression, anxiety, or posttrau-

matic stress. From this perspective, treat-
ment or forensic interventions that merely
detoxify and/or punish substance abuse
are unlikely to be effective—especially in
the longer term. Instead, addicted survi-
vors may respond more definitively to
therapeutic or self-help interventions that
reduce the abuse-related internal distress
motivating chemical dependency.

Suicide
The ultimate avoidance strategy may be
suicide. As noted by Schneidman,
Farberow, and Litman, escape from ex-
treme psychic pain—that is, depression,
anxiety, or extreme hopelessness—is a
commonly expressed motivation for sui-
cide.63 Thus, it should not be surprising
that increased suicidal ideation and be-
haviors have been linked to sexual abuse
in child victims.27,64 Similarly, several
studies of adults who were molested as
children document more frequent suici-
dal behavior and/or greater suicidal idea-
tion among survivors relative to their
nonabused peers. Rates of a previous sui-
cide attempt, for example, were 51% in a
subsample of 67 sexually abused female
crisis clients65 and 66% in a subgroup of
50 sexually abused female psychiatric
emergency room patients,66 as compared
with an average rate of 27% for nonabused
patients in these studies. In a community
sample, approximately 16% of survivors
had attempted suicide, whereas fewer than
6% of their nonabused cohorts had made
a similar attempt.32

Tension-Reducing Activities
Certain behaviors reported by adult survi-
vors of child sexual abuse, such as compul-
sive and indiscriminate sexual activity,
bingeing or chronic overeating, and self-
mutilation, can be seen as fulfilling a need
to reduce the considerable painful affect
that can accompany unresolved sexual
abuse trauma. Often these activities are
seen as “acting-out,” “impulsivity,” or, most
recently, as arising from “addictions.” For
the abuse survivor, however, such behav-
iors may best be understood as problem-
solving behaviors in the face of extreme
abuse-related dysphoria.

Chronic abuse-related distress may be
reduced by activities that provide tempo-
rary distraction, interrupt dysphoric states,
anesthetize psychic pain, restore a sense
of control, temporarily “fill” perceived
emptiness, and/or relieve guilt or self-
hatred.9 These behaviors are frequently ef-
fective in creating a temporary sense of
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calm and relief, at least for some period
of time. Ultimately, the use of tension-
reducing mechanisms in the future is re-
inforced through a process of avoidance
learning: behavior that reduces pain is
likely to be repeated in the presence of
future pain.

Indiscriminate Sexual Behavior

It is widely noted by clinicians that adoles-
cents and adults molested as children are
prone to episodes of frequent, short-term
sexual activity, often with a number of
different sexual partners.34,67 This may ex-
plain why, compared with their nonabused
peers, survivors of sexual abuse are at
greater risk for unintended and termi-
nated pregnancies, as well as for contract-
ing sexually transmitted diseases.68

In addition to temporarily addressing
the need for closeness and intimacy—
arising from deprivation in these areas
during childhood—indiscriminate sex-
ual behavior by some sexual abuse sur-
vivors may provide distraction and avoid-
ance of distress for some adults molested
as children. Sexual arousal and positive
sexual attention can temporarily mask or
dispel chronic abuse-related emotional
pain by providing more pleasurable or
distress-incompatible experiences. For
such individuals, frequent sexual activity
may represent a consciously or uncon-
sciously chosen coping mechanism, in-
voked specifically to control painful in-
ternal experience.

Bingeing and Purging
Specialists in eating disorders have sug-
gested recently that both adolescent and
adults with bulimia (episodes of bingeing
on food, then purging via vomiting or laxa-
tives) may be especially likely to report
child sexual abuse histories.69  Although
this is a relatively new area of research
related to sexual abuse, it appears that
childhood molestation is associated spe-
cifically with bulimic bingeing and purg-
ing, whereas (nonbingeing) anorexia
nervosa is less relevant to sexual molesta-
tion history, per se.70 It should be noted,
however, that at least one review of the
literature questions the validity of a sexual
abuse–bulimia relationship.71 Root and
Fallon suggest that binge-purge behaviors
can operate as “both a reaction to and a
method of coping with physical and sexual
abuse.”72 The tension-reducing aspects of
bulimia include self-soothing, distraction
from non-food-related concerns, and a
(literal) filling of perceived emptiness.

Selt-Mutilation
Self-mutilation is defined by Walsh and
Rosen as “deliberate, non-life-threatening,
self-effected bodily harm or disfigurement
of a socially unacceptable nature.”73 It
most typically involves repetitious cut-
ting or carving of the body or limbs, burn-
ing of the skin with cigarettes, or hitting
of the head or body against or with ob-
jects.74 Each of these forms of self-injury
has been found to occur among recent or
former victims of child sexual abuse.74,75

Various authors have hypothesized that
self-mutilatory behavior serves to tempo-
rarily reduce the psychic tension associ-
ated with extremely negative affect, guilt,
intense depersonalization, feelings of
helplessness, and/or painfully fragmented
thought processes—states all too common
among survivors of severe sexual abuse.76

Although often immediately effective,
such behavior is rarely adaptive in the long
term, leading to repeated cycles of self-
injury, subsequent calm, the slow building
of further tension, and, ultimately, further
self-mutilation.

Interpersonal Difficulties
Research and clinical observation have
long suggested that child sexual abuse is
associated with both initial and long-term
alterations in social functioning.9,77 Inter-
personal difficulties arise from both the
immediate cognitive and conditioned re-
sponses to victimization that extend into
the long term (for example, distrust of
others, anger at and/or fear of those with
greater power, concerns about abandon-
ment, perceptions of injustice), as well as
the accommodation responses to ongoing
abuse (for example, avoidance, passivity,
and sexualization).

Research and clinical observation
have long suggested that child sexual
abuse is associated with both initial
and long-term alterations in social
functioning.

Sexual abuse usually occurs in the con-
text of human relationships, with as many
as 85% of cases perpetrated by individuals
known to the victim.78 The violation and
betrayal of boundaries in the context of

61
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developing intimacy can create interper-
sonal difficulties in many survivors. These
intimacy problems appear to center pri-
marily on ambivalence and fear regarding
interpersonal vulnerability. Although in-

There is no single universal or
uniform impact of sexual abuse, and
no certainty that any given person will
develop any posttraumatic responses
to sexual abuse.

terpersonal difficulties are commonly re-
ported by survivors, they are more promi-
nent when the victimization begins at an
especially early age, lasts over an extended
period of time, or occurs within the nu-
clear family.48

It has been observed that sexually
abused children tend to be less socially
competent, more aggressive, and more
socially withdrawn than nonabused chil-
dren.79 These children, as a group, tend
to perceive themselves as different from
others and tend to be less trusting of
those in their immediate environment.80

They have fewer friends during child-
hood, less satisfaction in relationships,
and report less closeness with their par-
ents than do nonvictims.

A specific interpersonal effect of sex-
ual abuse among children is that of in-
creased sexual behavior. Sexually abused
children are consistently reported to
have more sexual behavior problems
than nonabused children or children
whose abuse was restricted to (nonsexual)
physical or emotional maltreatment.30,81

Although some kinds of sexual behaviors
are quite common among nonabused
children (for example, kissing, touching
genitals manually), sexually abused chil-
dren tend to engage in a greater number
of sexual behaviors than their nonabused
peers, many of which are developmen-
tally precocious and seemingly imitative
of adult sexual activity.82 Such behavior
not only may result in interpersonal
rejection or stigmatization by the vic-
tim’s peer milieu, but also may lead to
social sanctions and punishments when
it escalates into the victimization of other
children.83

As adults, survivors report a greater
fear of both men and women.84 They are
more likely to remain single and, once
married, are more likely to divorce or sepa-
rate from their spouses than are those
without sexual abuse histories.85 Sexual
abuse survivors typically report having
fewer friends,21 less interpersonal trust,84

less satisfaction in their relationships,
more maladaptive interpersonal pat-
terns,48 and greater discomfort, isolation,
and interpersonal sensitivity.

Conte and Schuerman speculate that
adults victimized as children may see
themselves as unworthy of relationships
with people they consider good or healthy,
and that some victims may attempt to gain
mastery over the abuse experience by
recreating it in the form of involvement in
poor or abusive relationships.86 In this re-
gard, sexual or physical revictimization
(that is, rape or spousal abuse) has been
associated with prior child sexual abuse in
a number of studies.87

Adults who were sexually abused as
children are particularly likely to report
difficulties with sexual intimacy. Such
problems may present as: (1) sexual dys-
function related to fears of vulnerability
and revictimization,35 (2) as noted earlier,
a tendency to be dependent upon or to
overidealize those with whom they form
close relationships,16,88 and (3) also as
previously noted, a history of multiple, su-
perficial, or brief sexual relationships that
quickly end as intimacy develops. The ef-
fects of abuse on the survivor’s later sexu-
ality is thought to contribute to the high
incidence of sexual abuse histories found
among adolescent and adult prostitutes,89

many of whom appear to view their cur-
rent occupation as an extension of their
childhood experiences.90

Mitigating Factors
Because the literature summarized above
is relatively unanimous with regard to the
potential negative psychological impacts
of childhood sexual abuse, there is a risk
that the reader will assume that such vic-
timization has an inevitable, uniform, and
massive impact on victims. This impression
results in part from the way in which most
sexual abuse research is done: A group of
subjects with childhood sexual abuse his-
tories are compared with another group
who were not abused on a variety of psy-
chological measures. This nomothetic ap-
proach (that is, an approach involving the
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comparison of groups of subjects) is well
known for glossing over individual differ-
ences and producing generalizations
that, although valid for the group, may
not be accurate for any given individual
subject. In the present context, this
approach tends to mask individual protec-
tive or pathogenic factors in the abuse-
symptom relationship. A careful examin-
ation of the data suggests that, although
child and adult survivors tend, as groups,
to have more problems than their non-
abused peers, there is no single universal
or uniform impact of sexual abuse, and
no certainty that any given person will
develop any posttraumatic responses to
sexual abuse (for example, sexual con-
cerns and dissociation).

As previously stated, as many as one-
fourth of all sexually abused children
either report no initial abuse-related prob-
lems or may no longer present with de-
monstrable symptomatology within two
years of their abuse.7,8 However, as re-
ported in an 18-month longitudinal study,
children who were initially asymptomatic
had more problems at an 18-month
follow-up than did children who were
initially highly symptomatic.6 Addition-
ally, it is likely that some abuse-related
problems are overlooked by research that
utilizes measures of general psychologi-
cal distress rather than abuse-specific
measures. Studies that use generic non-
abuse-specific measures potentially over-
estimate the number of “asymptomatic”
abuse victims in a given sample.91 This
occurs because such measures do not tap
the effects most often associated with sex-
ual abuse (for example, sexual concerns
and dissociation).

Although research on mediators of
sexual abuse effects is in its infancy, a num-
ber of factors appear to be associated with
increased distress for survivors. Signifi-
cant, yet modest, correlations have been
demonstrated between specific aspects of
a sexual abuse event and subsequent
symptomatology. Variables associated
with increased distress include molesta-
tion at an especially early age, extended
and frequent abuse, incest by a biological
parent, the presence of force, and a
greater number of perpetrators.92 More
extreme psychological problems are also
predicted by the presence of other con-
comitant forms of child maltreatment, in-
cluding physical and psychological abuse
or neglect, and/or subsequent revictimi-
zation in adulthood.93

Family characteristics and response to
abuse disclosure also tend to predict sub-
sequent levels of distress. Child victims
and adult survivors are often more dis-
tressed if their families are characterized
by greater dysfunction, especially in terms
of conflict and low intrafamilial cohe-
sion.94 Additionally, parental response to
a child’s disclosure is significantly associ-
ated with the survivor’s symptomatic out-
come. Belief in the victim’s disclosure and
support for his or her experience are
associated with decreased symptomatol-
ogy, whereas disclosures that were met
with disbelief or punishment appear to be
associated with increased psychological
disturbance.95

Most parents appear to believe their
children when they disclose sexual abuse
and often take some protective action.61,96

However, at least for sexual abuse perpe-
trated by males, the closer the relationship
of the offender to the mother (for exam-

As many as one-fourth of all sexually
abused children either report no initial
abuse-related problems or may no longer
present with demonstrable symptomatol-
ogy within two years of their abuse.

ple, if he is her spouse or boyfriend), the
more likely it is that support will be com-
promised.5,6 This is especially unfortunate
because enjoying maternal support or
having a supportive relationship with an
adult tends to decrease the impact of the
abuse on the survivor.6,86

Finally, it is the impression of clinicians
and researchers in the field that a child’s
preabuse functioning may have significant
impacts on how he or she responds to sub-
sequent abuse events and the extent to
which abuse-related symptoms persist over
time. These may include inborn tempera-
mental differences and antecedent psy-
chological disorder or distress. Especially
intriguing at this juncture is the possi-
bility that problems in the early infant-
caregiver attachment (“bonding”) rela-
tionship may exacerbate or complicate the
impacts of later sexual abuse,97 leading to
subsequent difficulties in the victim’s de-
veloping sense of self.9
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Directions for Future
Research
This first wave of scientific inquiry has
demonstrated the wide variety of psycho-
logical problems that can be associated
with childhood sexual abuse. However, the
data on both adult and child victims have
certain limitations. As indicated in the pre-
vious section, certain pre- and post-abuse
variables may affect the victim and his or
her response to the abuse in either a posi-
tive or a negative direction. Studies often
do not have large enough samples to ex-
amine these variables while, at the same
time, controlling for the potential impact
of other forms of concomitant child abuse.
As a result, it is not always clear to what
extent a given study has identified the
unique effects of sexual abuse.9

proaches to the study of sexual abuse. Ul-
timately, the issues will be best addressed
with longitudinal and prospective studies,
rather than with the heavy reliance on
retrospective studies in the work described
in this paper.

Conclusion

Only a second wave of research—focus-
ing on potential ameliorating or exacer-
bating variables in the genesis of abuse
effects—can provide a more complete pic-
ture of the complexities of childhood sex-
ual victimization and its psychological
impacts. Such research should continue to
examine the impacts of abuse in a variety
of large samples (for example, general
population, clinical samples, university
studies) and to utilize multivariate ap-

This paper outlines the results of a decade
of research on the association between
childhood sexual victimization experi-
ences and a variety of later psychological
symptoms and difficulties. Taken together,
the data provide strong support for the
negative psychological effects of sexual
abuse. Childhood sexual abuse appears
both to have sustained impacts on psycho-
logical functioning in many survivors and
to have the potential for motivating the
development of behaviors that, while im-
mediately adaptive, often have long-term
self-injurious consequences. At the same
time, these data suggest that the extent to
which a given individual manifests abuse-
related symptomatology and distress is a
function of an undetermined number of
abuse-specific variables, as well as individ-
ual and environmental factors that existed
prior to, or occurred subsequent to, the
incidents of sexual abuse.
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