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New research on the impact of child sexual abuse generally confirms the conclusions of an earlier
review article by Browne and Finkelhor and extends findings into a few new areas. For example,
more studies are now available concerning the impact of abuse on boys, but they have not found
consistent gender differences. Some longitudinal studies have also been completed; they show a
decline in symptomatology in the months following disclosure. Two areas of controversy are also
prominent. One concerns how to explain the relatively substantial percentages of sexually abused
children in most studies who have no symptoms on current diagnostic measures. The second
concerns whether posttraumatic stress disorder is a useful conceptual framework for understand-
ing the findings on the impact of sexual abuse.

In 1986, Angela Browne and I reviewed the then-current re-
search on the early and long-term effects of sexual abuse in an
article that has since been widely cited (Browne & Finkelhor,
1986). In regard to initial effects, the empirical studies up until
then confirmed the presence of a variety of symptoms in at
least some portion of the victim population, the most common
being fear, anxiety, depression, anger, aggression, and sexually
inappropriate behavior. In regard to long-term effects, the most
frequently noted patterns associated with a history of victim-
ization included depression, self-destructive behavior, anxiety,
feelings of isolation and stigma, poor self-esteem, difficulty in
trusting others, a tendency toward revictimization, substance
abuse, and sexual maladjustment.

The explosion of research on child sexual abuse in the subse-
quent years, however, quickly made that review obsolete. The
new research has not actually challenged or repudiated many of
the conclusions of the 1986 article. In fact, most of the new
research has simply reinforced and consolidated what the ear-
lier research had found. However, larger, more detailed, more
sophisticated studies are now available, and the 1986 article no
longer conveys the flavor, scope, and energy of the work
currently being performed.

Most of the new work fits easily into the mold of previous
work. The new studies consist of additional efforts to establish
the connection between a history of sexual abuse and a variety
of mental health symptoms and pathologies to demonstrate
that sexual abuse does have a noxious impact both initially and
in the long term.
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However, there have also been some new directions. The new
directions can be broken down into two categories. The first
are methodological and empirical refinements that have
opened up issues that were recognized but previously ne-
glected. The second are theoretical developments that have
brought new issues to the fore, sometimes in conjunction with
new findings, sometimes from a more careful scrutiny of old
findings. It is on some of these new directions that I want to
concentrate in this article.

The Impact of Abuse on Boys

There has been an often-decried gap in the literature con-
cerning the impact of sexual abuse on boys. Although studies
have for a long time suggested that one quarter to one third of
all victims are boys, far fewer than one quarter or one third of
all studies have studied boys specifically. In 1986 the research
on boys was so scant that our review had to limit its purview
exclusively to girls.

In the period since then, some studies have begun to examine
more systematically the impact of abuse on boys, although the
interest is by no means yet what it should be. There have been
rather few surprises in this literature. Boys, like girls, show
marked impact as a result of sexual abuse both early and long
term. Perhaps the major surprise is the relative similarity of the
response of boys to that of girls. The response of boys might
have been expected to be more different for several reasons.
Boys are less likely to be abused by family members; abuse for
boys is more likely to bring with it the stigma of homosexuality;
and sexual issues in general are different for boys. In spite of
this, in the currently available research on boys, on the whole
there are far more similarities than differences.

The studies evaluating children shortly after disclosure show
boys with the same patterns of stress-related symptoms as girls:
fears, sleep problems, and distractedness. On the list of 37
symptoms evaluated by Conte (Conte, Berliner, & Shuerman,
1986), there were no differences between boys and girls on 33 of
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the items. On the list used by the Tufts' New England Medical
Center, Division of Child Psychiatry (1984), there were no dif-
ferences on 31 of 33 symptoms. Other studies have similar find-
ings (Kelley, 1988).

The modest differences are of the sort one would expect. One
study (Tong, Oates, & McDowell, 1987) shows boys moderately
less symptomatic overall than girls, at least in the evaluations
by parents and teachers. Curiously, when evaluating their own
symptoms, however, boys did not show up less symptomatic
than girls, contradicting the prevailing assumption that boys
would tend to deny problems that others might note. Other
studies (Conte et al, 1986; Gomes-Schwartz, Horowitz, & Car-
darelli, 1990; Tufts, 1984), in contrast to Tong and Oates, failed
to find gender differences in overall symptom levels. Such
small or absent differences are particularly noteworthy insofar
as abused boys are much less likely than girls to have suffered
their victimization at the hands a parent figure, a type of abuse
generally associated with more severe effects (Finkelhor &
Browne, 1985). Boys are more likely to be abused outside the
family.

When there are other differences between boys and girls, the
ones most often noted are along the dimensions called "inter-
nalizing" and "externalizing" (Friedrich, Urquiza, & Beilke,
1986; Friedrich, Beilke, & Urquiza, 1987,1988). Boys are more
often reported to be acting aggressively, such as fighting with
siblings (Gomes-Schwartz, Horowitz, & Cardarelli, 1990; Tufts,
1984), and girls are more often reported to be acting depressed
(Conte etal, 1986).

The studies that have examined long-term effects show simi-
lar findings. Men and women are either very similar in the
problems they report or display a small number of differences
along the externalizing-internalizing dimension. Briere and
colleagues (Briere, Evans, Runtz, & Wall, 1988) compared, on
their extensive Trauma Symptom Checklist (Briere & Runtz,
1987), a sample of male and female clinic patients who had a
history of child sexual abuse. No significant differences be-
tween genders were found on any symptom, although both
were having significant problems with anxiety, depression,
anger, sleep, and dissociation compared with nonabused pa-
tients.

In another study, Urquiza and Crowley (1986), comparing
male and female college students who had suffered abuse in
childhood, also found that there were relatively few differences,
although both were experiencing significantly elevated levels of
depression, sleep problems, posttraumatic symptoms, low self-
esteem, suicidal ideation, drug use, and sexual problems. There
were only three differences across all the measures. Women
were somewhat more likely to be depressed, and men were
more likely to express a desire to hurt others and a sexual inter-
est in children. This last difference is very interesting, because
Urquiza has been one of very few investigators to ask a sample
of victims about their sexual interest in children. Twenty-five
percent of the male victims said they had had some kind of
sexual fantasies involving children (vs. 9% of the nonvictimized
men and 3% of the victimized women), and 13% indicated a
desire to fondle or engage in sexual activities with a child (vs. 6%
of nonvictimized men and 4% of the victimized women). This
clearly supports the hypothesis that male victims may be at
higher risk for becoming abusers. However, the research does

not cast light on why men, but not women, respond to abuse in
this way, and also why there is this notable difference in the
absence of so many others. (Previous studies have shown that
sexually abused girls are more likely to suffer sexual revictim-
ization later in life. It would be interesting to know whether this
is a risk abused boys suffer as well.)

At least two community survey studies now have compara-
tive data on long-term reaction of men and women. One of
these confirms the overall similarity between men and women
in long-term response. However, one other shows important
differences. The one showing similarity is an analysis of the
only national survey (N = 2,626) on histories of child sexual
abuse (Finkelhor, Hotaling, Lewis, & Smith, 1989). Both male
and female victims in this survey had more marital disruption,
less sexual satisfaction, and lower levels of religiosity than non-
victims, and there were no significant differences between
genders.

The study that found important differences was a survey of
adults in two mental health catchment areas in Los Angeles
(N = 3,132). A strength of this study (Stein, Golding, Siegel,
Burnham, & Sorenson, 1988) was the administration of the
Diagnostic Interview Schedule, an instrument developed by
the National Institute of Mental Health geared to Diagnostic
and Statistical Manual (3rd ed.; DSM-HI) diagnoses. Both men
and women in this study were more than twice as likely to have
a current or lifetime psychiatric disorder if they had been sex-
ually abused as a child. For women, however, the psychopatho-
logy associated with abuse history was more extensive, falling
in the area of affective disorders (depression, mania), anxiety
disorders (phobias, panic, and obsessive-compulsive behavior),
and alcohol abuse. For men, the main impact was found in
substance abuse. This does correspond with clinical impres-
sions that women often respond to abuse by being depressed
and afraid, whereas men drink. However, two problems with
the study need to be mentioned. The disclosure rates for abuse
were very low for a survey of this type, suggesting problems
with the screening question and perhaps a skewed sample of
abuse victims (Peters, Wyatt, & Finkelhor, 1986). Moreover, the
respondents were almost half Hispanic and of a disproportion-
ately lower socioeconomic status. If sexual abuse is particularly
stigmatizing to women in such a population, or if nonabused
men have particularly high levels of psychiatric disturbance
because of other causes, this could explain a pattern of differ-
ences not found in other populations.

In spite of the Los Angeles study, the findings of gender simi-
larity are interesting. Conte (personal communication, Sep-
tember 8,1988) contended that the absence of extensive gender
differences in much of the research to date may be in part a
result of the kinds of reactions that researchers have tried to
measure. Much of the research effort so far has restricted itself
to measures of stress-related symptoms (anxiety, depression, ag-
gression, and somatic problems). These symptoms may be
fairly generic responses to stress. Where Conte expected to see
more differences was in the cognitive realm, in the kinds of
attitudes, beliefs, and self-conceptions that victims develop as a
result of the abuse and their attempts to cope with it.

Still, it is somewhat remarkable that, given the importance of
gender in the realm of sexuality, more differences have not
shown up even on the behavioral and symptomatic level.
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Clearly more study of the consequences of victimization on
boys is a high priority.

The Longitudinal Perspective

At the time of our 1986 review, virtually all the studies were
of a one-time or cross-sectional view of the impact of sexual
abuse. Since then, however, there have been several excellent
studies that have followed up sexually abused children for a
period of time to note what happens to their symptoms. The
clear consensus appears to be that children do start to recover,
although not necessarily at rapid rates, and that some predict-
able factors do relate to their pace of recovery.

One of the first follow-ups was completed by a group at Tufts
University (Gomes-Schwartz et al, 1990; Tufts, 1984). Evaluat-
ing 77 sexually abused children 18 months after their first visit
to the clinic for assessment, researchers found that 55% had
substantially improved. The improvement was most dramatic
for certain symptoms: sleep problems, fears of the offender, and
other signs of anxiety. On the other hand, there was a worsening
of symptoms among a fairly large group as well: 28% of the
victims. The symptoms most likely to worsen were fighting
with siblings, conflict with parents, and inappropriate atten-
tion-seeking behavior. Only about one third of the children re-
ceived psychotherapeutic intervention. Those who did were
those with the most symptoms, but they were among those
showing the most improvement over time.

More recently, an excellent follow-up study was completed by
Desmond Runyan at the University of North Carolina (Runyan
et al* nxl). Reevaluating 76 victims 5 months after initial dis-
closure, these researchers found that there was an overall im-
provement of 26% in symptomatology as rated by clinicians.
However, they also found a number of children, 11 in all (14%),
who got worse at some time after initial assessment.

Conte and colleagues are also in the process of analyzing data
from a 12-month follow-up of their original sample of 369
abused children, now down to 198 (Conte, personal communi-
cation, September 8,1988). On a child-behavior profile com-
pleted by parents, the victimized children do show signs of
improvement, especially in the areas of posttraumatic stress
symptoms and fearfulness. On other factors like withdrawal,
acting out, and depression, there was no change, however.

Bentovim, Boston, and Van Elburg's (1987) follow-up of chil-
dren at Great Ormond Street in London also demonstrates the
improvement. The time period in this study was variable, some-
times several years it would seem; not surprisingly, then the
improvement was even more dramatic. Seventy-four percent of
the victimized children had emotional disturbances or behav-
ioral problems at intake, but by follow-up this had decreased to
49% and the number with serious disturbances had decreased
from 44% to 9%. The improvement shown by children in all
three of these studies is encouraging.

Runyan and colleagues have additional, interesting findings
about what facilitates recovery (Runyan, Everson, Edelsohn,
Hunter & Coulter, 1988). Being involved in a lengthy criminal
case clearly does not help. Children whose criminal case was
still unresolved 5 months after initial evaluation were about one
tenth as likely to have recovered as children who had no court
involvement or whose case had been quickly resolved. However,

the operative factor does not seem to be simply being involved
in court or having to testify. Children who were called to testify
in a family court hearing were actually more likely to improve.
These findings suggest that when criminal cases drag on and
confront the victims with the adversarial process and repeated
interviews, it reinforces feelings of powerlessness, subjects the
child to stigmatization, and stands in the way of recovery. By
contrast, the opportunity to express feelings in a courtroom
where the attention is sympathetic rather than adversarial may
counter this sense of powerlessness. Runyan et al. (1988) also
found that placement out of the home did not make a differ-
ence; such children recovered as quickly as other children.

Conte's findings, however, differ from those of Runyan et al.
(1988). Conte did not find that stressful legal proceedings or
court testimony affects the level of symptoms at follow-up. In
fact, beside the predictable finding that family support aids in
recovery, Conte did not find that many of the post-abuse events
exert a significant influence. The one event that appears in
Conte's multivariate analysis as detrimental to recovery is the
experience of having a stressful medical examination.

An important conclusion of certain follow-up studies is that
relatively few children are reabused, at least in the short term.
Daro (1988) reported that families in which sexual abuse oc-
curred are much less likely to suffer a recurrence by the time of
follow-up than families in which the problem is neglect or emo-
tional abuse. In only 19% of the sexual abuse cases was there
evidence of reabuse. Similarly, Bentovim et al. (1987) found that
only 16% of previously abused children were reabused (not nec-
essarily by the same abuser), and in another 15% of the cases it
was unclear as to whether they had been reabused.

The relatively low rate of reabuse is not a testimony to the
effectiveness of intervention, however, or even to the corrigi-
bility of offenders. It primarily reflects the fact that victims of
sexual abuse become separated for extended periods if not per-
manently from their abusers, either as a result of placement out
of the home, the offender leaving the home, or the mother
divorcing the offender. Before we applaud this low rate of re-
abuse, we need to acknowledge that it often occurs at a high
price in terms of the other needs of the abused child. It is not
clear from the research whether similarly effective rates of pro-
tection can be obtained with interventions even less traumatic
to the victims than those that are currently popular.

Victims Without Symptoms

Before 1985, the emphasis, partly in response to public policy
needs, was primarily on demonstrating how serious the impact
of sexual abuse was. Since then, as evidence of this impact has
become greater and more accepted, more open consideration
has been given to the question of whether there are children
who escape from abuse relatively unscathed.

Almost every study of the impact of sexual abuse has found a
substantial group of victims with little or no symptomatology.
Runyon (personal communication, September 23,1988) found
one quarter to one third of the victims without symptoms on
the study's major clinician-rated measure of trauma. Manna-
rino and Cohen (1986) found 31% to be symptom-free. Tong et
al. (1987) noted 36% of the children within the normal range on
the Child Behavior Checklist. Conte and Schuerman (1987),
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using an extensive list of symptoms that included such minor
items as "fearful of abuse stimuli" or such global items as "emo-
tional upset," found that 21% of abused children had no symp-
toms whatsoever (see also Sirles, Smith, & Kusama, 1989).

Several speculations have been forwarded about such asymp-
tomatic children. One concern is that their sizable numbers in
each study revealed the inadequacy of current measurement
techniques, and that instruments and assessments were failing
to ask the right questions or search for the right symptoms.
Some of this has been partially confirmed. The North Carolina
group (Everson, Hunter, Runyan, Edelsohn, & Coulter, 1989)
found that parents, especially if they are ambivalent about the
accusations, can sometimes minimize children's symptomatol-
ogy as reflected by parent-completed checklists like the Child
Behavior Checklist. However, this does not fully explain the
issue because even meticulous clinician assessments confirm
the existence of seemingly asymptomatic children.

Another speculation is that many asymptomatic children
were in a denial pattern at the time of evaluation and that their
symptoms might well begin to manifest later in response to
some subsequent stressor such as a court appearance. This also
may be true. In the Tufts (1984) study, the asymptomatic chil-
dren were those most likely to worsen by the time of the 18-
month follow-up: 30% of them developed symptoms later on.
However, this observation has not been replicated in other stud-
ies yet. According to Runyon (personal communication, Sep-
tember 23,1988), no child in the North Carolina study who was
initially asymptomatic has yet become symptomatic over the
18-month follow-up. All those who got worse were children who
were already somewhat troubled.

A final conjecture, and the one that seems most plausible, is
that the asymptomatic children are mostly ones who have suf-
fered less serious abuse and have adequate psychological and
social resources to cope with the stress of abuse. Research
shows that such asymptomatic children are more likely to have
been abused for a shorter period of time, without force and
violence or penetration, by someone who is not a father figure
and to have gotten support from parents in the context of a
relatively well-functioning family (Browne & Finkelhor, 1986).
The proposition that children can suffer sexual abuse in such a
context and take it in stride is not contradictory to what we
know about the ability of children to cope effectively with
stress.

Sexual Abuse Symptoms as Posttraumatic Stress

In the years since the 1985 review, as the field of sexual abuse
research became more sophisticated, it has progressed beyond
the study of mere symptoms to an effort to conceptualize the
impact of sexual abuse. A number of debates have occurred
over alternative conceptualizations. Perhaps the conceptualiza-
tion that has won the most support is the idea that the impact of
sexual abuse constitutes a form of posttraumatic stress disorder
(PTSD). Starting with Gelinas (1983), many articles have ap-
peared making this connection, mostly in anecdotal and clini-
cal ways (Courtois, 1986; Donaldson & Gardner, 1985; Eth &
Pynoos, 1985; Frederick, 1986; Goodwin, 1985; Lindberg &
Distad, 1985). Studies suggest that a significant fraction of sex-
ual abuse victims suffer from PTSD-type symptoms (flash-

backs, nightmares, numbing of affect, a sense of estrangement,
sleep problems) in the immediate aftermath and even long
term. The idea that the trauma of sexual abuse is a form of
PTSD has built bridges between sexual abuse and the under-
standing of other kinds of trauma. In addition, it has suggested
modes of treatment of sexual abuse modeled after successful
PTSD therapies.

I have not been comfortable with this conceptualization, how-
ever, and have become identified with those who are leading
the critique of the PTSD analysis of sexual abuse trauma
(Finkelhor, 1987). The critics have made several important ob-
jections to the PTSD formulation.

First, the PTSD conceptualization of sexual abuse appears
too narrow. Victims of sexual abuse clearly suffer from PTSD-
type symptoms in many cases, but that is not all they suffer
from. For example, the sexualization that is noted among many
sexual abuse victims is not easily accounted for by PTSD.
Something else is happening as well.

Second, the PTSD conceptualization has a misplaced empha-
sis. It focuses its attention in the affective realm, in the explo-
sion of affect and the constriction of affect. Sexual abuse vic-
tims do suffer from affective trauma. However, much of the
trauma is in the cognitive realm as well. As a result of being
abused, children get distorted cognitive maps about sex, family,
their worth, and how to get what they need from the world.
PTSD does not really deal with this.

Third, there are many victims of sexual abuse who do not
have PTSD-type symptoms but who do have other problems. In
one community survey specifically evaluating PTSD symptom-
atology, 63% of women sexually abused as children were judged
to have never experienced PTSD, although many of these had
experienced depression and sexual problems (Murphy, Kilpa-
trick, & Associates, 1988; Saunders, Villeponteaux, Kilpatrick,
Veronen, & Lipovsky, 1987). In another study of PTSD symp-
tomatology among nurses victimized as children, 80% of vic-
tims did not meet diagnostic criteria for PTSD even "a little
bit," and 60% had never met the criteria at anytime in their life
(Greenwald & Leitenberg, 1989). The abused children who do
not experience PTSD as adults are not necessarily less trauma-
tized either.

Fourth, the theory behind PTSD does not readily adapt to
the experience of sexual abuse. The classic PTSD theory says
the symptoms result from "an overwhelming event resulting in
helplessness in the face of intolerable danger, anxiety and in-
stinctual arousal" (Eth & Pynoos, 1985) and from a "completion
tendency" in which the mind tries repetitiously to integrate a
disturbing foreign event into existing "schemata" (Horowitz,
1976).

This theory is well suited to traumas such as war shock and
rape and probably to sexual abuse that occurs under violent
circumstances. However, much sexual abuse does not occur
under conditions of danger, threat, and violence. Many abusers,
misusing their authority or manipulating moral standards, act
with the child's trust. Sometimes the fact of having been abused
is recognized only in retrospect as children learn more about
appropriate conduct. The trauma of sexual abuse can result
from the meaning of the act ("I am being exploited") as much as
from the physical danger.

Even more important, sexual abuse is less of an "event" than
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a situation, relationship, or process. It often continues for a
period of time. The trauma may derive from the distorted so-
cialization in the relationship or in the situation. The problem
for the child may not be in the failure to integrate the experi-
ence into existing schemata so much as in what might be called
an "overintegration" of the experience, as the distortions ac-
quired in the course of the abuse (the relationship or situation)
are applied indiscriminately in other situations where they are
inappropriate.

All these problems suggest that although PTSD has added
some insight to the understanding of the trauma of some sexual
abuse victims, it is not in itself an adequate conceptualization.
Sexual abuse cannot be subsumed or explained within the
framework of PTSD. Moreover, to think of victims of sexual
abuse as primarily suffering from PTSD will lead us to miss
some of its most serious effects.

The need for a theoretical framework beyond the classic
PTSD concept that could accommodate the specific character
of sexual abuse trauma (and some other types of victimization)
has led the drafters of the new DSM (4th edition) to propose a
new category: "Disorders of Extreme Stress—Not Otherwise
Specified" (Spitzer, Kaplan, & Pelcovitz, 1989). Although this
category deals with some of the disjunctions mentioned earlier,
it does not do much to advance the theory or conceptualization
of the trauma of sexual abuse, because it is a residual category. It
does propose some similarities between sexual abuse and other
forms of victimization, such as physical child abuse and spouse
abuse, but it does not suggest any concepts to help differentiate
sexual abuse trauma from other trauma.

Another attempt to consider the impact of sexual abuse has
been the formulation of a specific sexually-abused-child dis-
order (Corwin, 1988). This effort has evolved in response to the
need many clinicians perceive to have a diagnostic category in
which to place sexually abused children. However, this ap-
proach has not caught on because it has proved so difficult to
define a set of symptoms that clearly delineates sexually abused
children. As we have pointed out, some victims appear to be
asymptomatic in the immediate wake of abuse. Perhaps more
important, victims manifest such a large variety of symptoms
that there is no single set of symptoms that can be considered
characteristic. The sexualized behavior that many clinicians
think is so much the hallmark of the child who has been sex-
ually abused occurs in only 7% of all victims according to the
evaluations of 369 children by Conte and Schuerman (1987).
The attempts to define a single sexually abused child syndrome
are unlikely to meet with future success and acceptance.

My own attempt to account for the effects of sexual abuse is
called the four traumagenic dynamics model (Finkelhor &
Browne, 1985). It is a multifactorial and eclectic model that
presumes that sexual abuse has a variety of different effects,
depending on the character of the abuse, on four main areas of
children's development: sexuality, ability to trust in personal
relationships, self-esteem, and sense of their ability to affect the
world. The four traumagenic dynamics, corresponding to each
one of these areas, are called traumatic sexualization, betrayal,
stigmatization, and powerlessness. Within each one of these
categories, the model proposes a number of different mecha-
nisms that may traumatize the child by distorting their cogni-
tive and affective capacities, so that when children try to deal

with the world through these distortions, we see some of the
symptoms and dysfunctional behavior that characterize vic-
tims of abuse. An important emphasis of this approach is to see
the trauma of sexual abuse as stemming not simply from the
abuse but from the conditioning process that precedes it as well
as the aftermath.

Conclusion

There are very encouraging developments in the field of
child sexual abuse research. A critical mass appears to have
been reached, and many findings are now tumbling into public
view. We can expect in the next several years that we will experi-
ence some soul searching as our current preconceptions and
practices become confronted with research findings, some of
which are certain to be unexpected.

One of the most exciting expectations is that this research
should have implications that go beyond child sexual abuse
itself to enlightening our whole understanding of child develop-
ment and children's response to stress and trauma. If this is the
case, it could be some small "silver lining" to an otherwise
extremely disturbing problem, that in the course of trying to
understand and remedy its ravages, we were able to lay the
groundwork for a more compassionate and effective under-
standing of all children.
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