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The Long-Term Mental Health Consequences of
Child Sexual Abuse: An Exploratory Study of the
Impact of Multiple Traumas in a Sample of Women1

Victoria L. Banyard, 2,5 Linda M. Williams, 3 and Jane A. Siegel4

The current study examined exposure to multiple traumas as mediators of the
relationship between childhood sexual abuse and negative adult mental health
outcomes. Participants were 174 women interviewed in the third wave of a longi-
tudinal study of the consequences of child sexual abuse. Child sexual abuse victims
reported a lifetime history of more exposure to various traumas and higher levels
of mental health symptoms. Exposure to traumas in both childhood and adulthood
other than child sexual abuse mediated the relationship between child sexual abuse
and psychological distress in adulthood. There were also some significant direct
effects for child sexual abuse on some outcome measures. Results point to the im-
portance of understanding the interconnected nature of trauma exposure for some
survivors.
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A number of frameworks have been described to explain the negative mental
health consequences that follow from childhood sexual abuse, some of which focus
on coping mechanisms and others simply as responses to the abuse. Finkelhor and
Browne’s four traumagenic dynamics model asserts that childhood sexual abuse
creates betrayal, powerlessness, stigmatization, and sexualization, which each
have a profound impact on a child’s development (Finkelhor & Browne, 1985),
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thus setting the stage for both short- and long-term consequences in many areas of
functioning. Other researchers focus on linkages between childhood sexual abuse
and Posttraumatic Stress Disorder (PTSD) with its symptoms of arousal, avoid-
ance, numbing, and dissociation, as sequelae of the experience of abuse in child-
hood (Epstein, Saunders, & Kilpatrick, 1997; Kilpatrick, Resnick, Saunders, &
Best, 1998; Rowan, Foy, Rodriguez, & Ryan, 1994). Following a learning-theory
framework, these coping strategies and response patterns, activated initially in
response to the childhood trauma, can become the main components of ongoing
patterns for coping with a wide range of life situations and may be risk factors
for increased psychological distress. Van der Kolk and Fisler (1994) and others
(Herman, 1992; Van der Kolk, McFarlane, & Weisaeth, 1996) have noted that
complex posttraumatic stress disorder, which includes problems in affect arousal,
dissociation, somatization, changes in perceptions of self and others and belief
systems, can become part of the individual’s personality structure, particularly
when trauma occurs at an early age.

In addition, researchers such as Alexander (1992) and James (1994) have
begun to apply developmental theories of attachment to understanding the sequelae
of sexual abuse. They attend to the larger family context in which abuse often
occurs, asserting that in many cases sexual abuse may be one of many ways in
which children from such families fail to find a secure base in their parents. As
a consequence, children develop impaired schemas about the safety of the world
around them and do not acquire needed skills such as an ability to regulate their own
emotions or an ability to trust others, which in turn can have negative consequences
for adult mental health and relationships. A growing number of researchers have
examined dimensions of family environment and attachment as mediators of the
relationship between sexual abuse and psychological distress in adulthood with
findings of both some mediation by family environment as well as continued direct
effects of child sexual abuse (Roche, Runtz, & Hunter, 1999; Romans, Martin,
Anderson, O’Shea, & Mullen, 1995; Wind & Silvern, 1994).

These frameworks also provide clues about variables that may be linked to the
experience of childhood sexual abuse and may contribute to its negative impact on
mental health far into the lifecycle. Recent interest has been focused on the role of
multiple victimizations in explaining psychological distress among adult survivors
of child sexual abuse (e.g., Arata, 1999; Grauerholz, 2000; Messman-Moore, Long,
& Siegfried, 2000). Childhood trauma, particularly sexual abuse, may set in motion
chain reactions of trauma across the lifecycle begining in childhood and continuing
through adolescence and adulthood. The current study sought to further examine
exposure to multiple traumas across the lifecycle as a mediator between childhood
sexual abuse and adult mental health.

Empirically, the issue of multiple or repeat victimization has primarily been
studied by examining sexually assaultive revictimization. Many studies have found
that child sexual abuse increased risk for sexual assault later in the lifecycle (Merrill
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et al., 1999; Wyatt, Guthrie, & Notgrass, 1992). Several recent studies provide ev-
idence for the need to examine revictimization as a mediator in the relationship
between childhood sexual abuse and adult mental health. Child sexual abuse sur-
vivors revictimized by sexual assault in adulthood were found to be doing less
well on various measures of mental health (Arata, 1999; Messman-Moore et al.,
2000). Although these studies had primarily Caucasian participants, other recent
work has found similar patterns of results among more diverse samples. Urquiza
and Goodlin-Jones (1994) found African American women at higher risk of adult
sexual revictimization although Wyatt et al. (1992) did not find differences by
ethnic group. West, Williams, and Siegel (2000) in an earlier wave and different
subsample of participants in the current study and Wyatt et al. (1992) found higher
rates of reproductive and sexual health problems among women who reported
child sexual abuse and adult sexual assault. Both of these studies contained high
numbers of African American women. The role of revictimization through adult
sexual assault is clearly an important variable for future study to explore, confirm,
and replicate these results.

Research on PTSD, theories about the nature of trauma, and clinical work with
trauma survivors also suggest that we pay close attention to the variety of traumatic
events that take place over the lifecourse (Norris, 1992; Van der Kolk et al., 1996)
rather than focus solely on sexual assault. An examination of a broader range of
trauma that co-occurs in childhood and reoccurs in adulthood may contribute to
our understanding of the links between childhood sexual abuse and adult mental
health functioning. What chain reactions of risk may be set in motion across the
lifecycle by events such as childhood sexual abuse? Such research will further our
understanding of cycles of violence across the lifespan, helping us to understand
the negative long-term reactions documented in the literature as well as poten-
tially leading to the development of more powerful prevention and intervention
efforts. Breslau, Davis, and Andreski (1995) provide preliminary support for this
investigation. In a combined prospective and retrospective investigation of trauma
exposure in young adults, childhood exposure to traumatic stress (defined broadly)
was associated with multiple trauma exposure over the lifecycle. In a college stu-
dent sample, Becker-Lausen, Sanders, and Chinsky (1995) found significant links
between a range of child maltreatment experiences and later victimization ex-
periences as well as exposure to stressful life events. Furthermore, Sanders and
Moore (1999) found higher levels of childhood stress and maltreatment (not re-
stricted to sexual abuse) were associated with an increase in reported experience
of date rape, as well as a variety of mental health symptoms. Follette, Polusny,
Bechtle, and Naugle (1996) found significantly higher levels of mental health
symptoms among women who reported multiple trauma exposure (child sexual
abuse, adult sexual assault, physical partner abuse). Messman-Moore and Long
(2000) found survivors of child sexual abuse were more likely to report exposure
to adult sexual abuse, adult physical abuse, and adult psychological maltreatment.
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Arata (1999), on the other hand, did not find significant links between a history of
sexual abuse and reported history of three other traumatic events or between expo-
sure to these additional traumas and mental health diagnoses. Further research is
warranted.

It is also important to note that although an examination of retraumatization is
important to our complete understanding of the mechanisms of trauma’s effects on
individuals, this is a topic that must be addressed carefully because of the possibility
that the study will be misinterpreted as blaming the victim. An examination of the
social context of the response to rape reveals too many examples of the victims of
abuse being blamed for their victimization, a view that has all too often already
been reinforced in the minds of victims by their perpetrators and families. As
we examine and discuss issues of retraumatization it is important to keep several
points in mind. First, exploring theories of revictimization requires that we examine
ecological and extrapersonal variables that may contribute to trauma exposure
rather than restricting ourselves to intrapersonal models that center solely on the
survivor herself or himself. In addition, even if individual factors are important
components it is vital that we take note of the ways in which such intrapersonal
factors have resulted from earlier trauma. Such an approach will help clarify that we
are not pronouncing that there are innate faults within the survivor but instead that
we are studying the web of negative events set in motion by an abuse experience that
was not under the victim’s control. A balanced inquiry will not silence this aspect
of some victim’s experiences but also will not blame individuals for experiences
that they were powerless to control. Meaningful analyses will empower victims
to find new ways to make choices in the present. As Koss and Dinero (1989,
p. 249) have stated, “rape vulnerability was either linked to earlier experiences
beyond a victim’s control or was not predictable. Both circumstances constitute
justification for clinicians to use that most therapeutic stance, ‘It wasn’t your
fault.’”

The current study examined differences between two samples of women,
those who were sexually abused in childhood and those with no such history,
on indices of exposure to traumatic stressors at different points in the lifecycle.
Indices of other childhood traumas, adult sexual assault, and other adult traumas
were constructed and then examined as mediators in the relationship between
childhood sexual abuse and adult mental health outcomes.

This study began with a number of hypotheses. First, we were interested
in examining whether, even among women in a more chronically stressed sam-
ple, child sexual abuse would be associated with higher levels of symptoms of
psychological distress, thus replicating findings from other research on the con-
sequences of child sexual abuse. In addition, we were interested in replicating
Cloitre, Scarvelone, and Difede’s findings on the negative impact of sexual re-
victimization (Cloitre, Scarvelone, & Difede, 1997). We hypothesized that sexual
assault at multiple points in the lifecycle would be associated with increased mental
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health symptoms in adulthood. We also hypothesized that victims of child sexual
abuse would report higher levels of other types of trauma exposure at each stage
of the lifecycle: Childhood/adolescence and early adulthood. Finally, we hypothe-
sized that these other forms of trauma exposure across the lifecycle would mediate
the relationship between childhood sexual abuse and adult psychological distress
symptoms.

Method

Participants

The participants in the study were women interviewed in the third wave of
a longitudinal study of the consequences of child sexual abuse. In 1973–75 (the
first wave of the study), 206 girls were seen at a city hospital after a report of child
sexual abuse. They ranged in age from 10 months to 12 years and were a subset of
a larger study of 790 rape victims that included adults and children. As part of a
NIMH study, hospital records were reviewed and the girls and their caregivers were
interviewed. The overall response rate for this wave of the study was 56%, or 790,
girls and women out of 1,401 victims who were reported to the hospital (McCahill,
Meyer, & Fischman, 1979). This sample was a convenience subsample based on
those who could be located with valid addresses and who agreed to participate.
There were no demographic differences between interviewed and noninterviewed
women at this stage of the study except that interviewed girls and women were
more likely to be African American (McCahill et al., 1979).

In Wave 2 of the study in 1990, we selected a comparison group of 205 women
matched one-to-one on age, race, and year seen at the same hospital for any reason
other than child sexual abuse. All of the comparison records were examined to
ascertain that there were no official reports of any child sexual abuse. During
Wave 2 we recontacted and interviewed 136 of the 206 sexually abused Wave 1
participants. These girls were now women ranging in age from 18 to 31 years
(Banyard & Williams, 1996; Williams, 1994, 1995; Williams, Siegel, & Pomeroy,
2000).

In Wave 3 of the study (the wave used for the current analyses), we returned
to interview the 206 reported victims of child sexual abuse and women from an en-
hanced pool of 290 comparison subjects (Williams, Siegel, Banyard, & Mahoney,
1999). In order to explore other research questions, we identified 85 additional
comparison girls who had been seen at the hospital for injuries other than child
sexual abuse using the same matching procedure described above, yielding a to-
tal comparison pool of 290. Given limitations in time and resources, of the total
sample of 496 possible participants, a convenience subsample of 238 women were
located and contacted. Of these, 174 (73%) were interviewed. Twenty-one women
refused to participate (11 victims and 10 comparison women) and an additional
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43 expressed willingness to be interviewed but either did not show up for appoint-
ments or never scheduled a firm date. The Wave 3 interviewed sample consisted
of 87 women with documented histories of child sexual abuse (80 of whom had
also been interviewed at Wave 2) and 87 women from the comparison sample.
Although the original comparison group was selected by the matching procedure
described above, those who were interviewed from the comparison group were
not necessarily a “match” for the victims who were intereviewed and this was not
a yoked sample.

Overall, there were no significant patterns of differences between interviewed
and noninterviewed women throughout the study on demographic variables and
characteristics of the documented incident of sexual abuse with the exception that
women interviewed at Wave 2 were more likely to have been sexually abused by
a family member than noninterviewed women, and at Wave 3 a greater proportion
of interviewed women were African American (Williams et al., 1999).

The mean age of the 174 women interviewed was 31.55 years (SD= 3.03).
Fifty-nine percent had never been married. Almost 89% were African American. Of
the participants, 47.1% graduated from high school and another 14.9% had received
a GED. Forty-six percent were currently working at the time of the interview.
Although 87 of the women interviewed were recruited as a comparison sample with
no official report of CSA, 41 of these women retrospectively reported experiences
of childhood sexual abuse in the interview. For purposes of these analyses all of
these women were included in the childhood sexual abuse group, meaning that
in the current study, 73.6% of the sample had either retrospective or prospective
evidence of childhood sexual abuse. Bivariate analyses revealed no statistically
significant differences between the group retrospectively reporting abuse and the
group of participants with officially documented child sexual abuse records on
demographics or on use of force or relationship to perpetrator of child sexual
abuse. Bivariate analyses indicated no differences between the group consisting
of all victims and the nonvictim group on demographics (age, ethnicity, marital
status, education, or employment status).

Procedure

Interviews included many questions about current and past mental health
symptoms, relationships, and many questions about victimization histories and
experiences with trauma. Previous publications of data from the 1990s (Wave 2)
interviews revealed that 12% of the known victims did not report any child sexual
abuse, including the incident that brought them into the study (Williams, 1994).
Therefore, a strength of this data set, in addition to the longitudinal nature, is that
it enables us to examine outcomes among some survivors who may not currently
report their abuse and would not appear as survivors in studies that rely only on
retrospective reports.



P1: GVM/GVG/GEE/GCX P2: LMD

Journal of Traumatic Stress pp271-jots-346366 November 10, 2001 8:38 Style file version February 22, 1999

Child Sexual Abuse and Retraumatization 703

Measures

Sexual abuse.This was a dichotomous variable (0,1). Eighty-seven study
participants had a previously documented history of child sexual abuse based on
their hospital records from the 1970s. All 174 participants were also asked a series
of questions about unwanted sexual experiences (Williams et al., 2000). They were
also asked the age at which each experience had occurred. A participant was given
a 1 and counted as a childhood sexual abuse victim if (1) sexual abuse involving
contact with the genitals was documented in her hospital record from the 1970s
or (2) she retrospectively reported any sexual victimization (including fondling as
well as penetration) when she was under the age of 13 or when she was between
the ages of 14–17 and the incident involved force or she considered the incident
to be abuse or nonconsensual. Self-reported incidents that did not involve genital
contact (i.e., kissing on the mouth or a perpetrator exposing self with no contact)
were not counted as sexual abuse. Of the 128 women who were considered child
sexual abuse victims in the current study, 68.8% (n = 88) reported use of force
associated with their abuse and 32.8% (n = 42) reported abuse by a nuclear family
member.

Additional trauma exposure.The research interview also contained a series
of questions that assessed experiences with other forms of trauma throughout the
lifecycle. From each question, a dichotomous variable was created to indicate
whether the participant had (1) or had not (0) experienced each type of trauma in
childhood or adulthood. For some types of trauma, multiple measures were used
to maximize reporting. Dichotomous variables were created from these multiple
questions to avoid overlap between answers and the assignment of more than one
point for each type of event. Specific details are given ahead for each type of trauma
assessed.

Total scores of trauma exposure in childhood and in adulthood were con-
structed from responses to queries about several different areas that could consti-
tute trauma: general traumatic stress (e.g., serious accidents), child physical abuse,
witnessing harm or violence, childhood neglect, and adult domestic violence. The
source variables from which the total trauma scores were derived were as follows.

Seven questions about traumatic life experiences were adapted from the
National Women’s Study (Resnick, Best, Kilpatrick, Freedy, & Falsetti, 1996).
Participants were asked if they ever had a serious accident, were attacked with a
weapon, were attacked without a weapon, were seriously injured in some other
way, saw someone seriously injured or violently killed, had a close friend or family
member deliberately killed. Participants were also given space in a final open ques-
tion to indicate whether they had experienced any other extraordinarily stressful
event not listed. Participants received a score of 1 if they answered yes to any of the
questions. Otherwise, participants received a score of 0 indicating that they did not
report this type of trauma. Participants were asked to give the ages at which these
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experiences had taken place. Separate scores were given for whether the partici-
pant experienced the event in childhood (before age 18) or in adulthood (age 18 or
older). Responses to these items were used in conjunction with responses to other
questions throughout the research interview to establish total scores of trauma ex-
posure in childhood and in adulthood. Again, specific details on these questions
are given ahead.

Childhood physical abuse or assault.Experiences with childhood physical
abuse were assessed with a modified version of the Conflict Tactics Scale (Straus,
Hamby, Boney-McCoy, & Sugarman, 1996). Participants were scored as having
experienced physical abuse if they reported that any caregiver beat them up, choked
them, burned or scalded them on purpose, threatened them with a knife or gun, or
used a knife or gun on purpose. For the purposes of the childhood trauma measure,
participants were given a score of 1 either if they experienced physical abuse by
caregivers or indicated that they had been “attacked with or without a weapon” by
anyone, two questions adapted from the National Women’s Study and described
earlier. Sixty-six participants (37.9%) reported this experience.

Witnessing harm or violence as a child.Participants received a score of 1 if
they witnessed violence as a child as indicated by answering yes to either of two
questions about their family, “when you were growing up did you see or hear the
adults caring for you use a weapon, hit, or throw things at one another?” and “as a
child how many times did you see a family member hit, beat, or intentionally injure
another other than spanking?” or reported that they had “seen someone seriously
injured or violently killed” when they were under age 18. Eighty-three women
(47.7%) reported this experience.

Neglect in childhood.In the current study participants were scored as having
experienced neglect in childhood if they responded yes to any of five questions
(“Did it ever happen that your parents: Had to leave you home alone, even when
they thought some adult should be with you? Were so caught up with their own
problems that they were not able to show or tell you that they loved you? Were not
able to make sure you got the food you needed? Were not able to make sure you
got to a doctor or hospital when you needed it? Were so drunk or high that they
had a problem taking care of you?”). Ninety-five participants (54.6%) scored 1 on
this variable.

Domestic violence/physical assault in adulthood.Participants were scored 1
for having experienced domestic violence if they answered yes to any of several
questions on both the general trauma index and a version of the Conflict Tactics
Scale (Straus et al., 1996). The questions were as follows: “someone, including
family or friends ever attacked you with a weapon regardless of whether you
ever reported it; someone, including family or friends ever attacked you without
a weapon but with the intent to kill or seriously injure you; your partner pushed,
shoved, grabbed, or slapped you; your partner beat up, kicked, punched, or hit you
with something that could hurt; your partner choked you; your partner burned or
scalded you on purpose; you had a broken nose or bone or passed out or had a
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serious cut or wound from a fight with your partner; you needed to see a doctor
because of a fight with your partner whether you went to the doctor or not.” One
hundred and thirty-two women (75.9%) of the sample reported this experience.

Total childhood trauma.A composite score for childhood trauma was the sum
of scores of six variables indicating physical abuse, witnessing violence/abuse,
neglect, experienced a serious accident (n = 14, 8.0%), had a close friend or
family member murdered (n = 14, 8.0%), and indication of experiencing some
other trauma that had not been previously listed (n = 16, 9.2%). Scores for this
sample ranged from 0 to 5 with a mean for the sample of 1.66 (SD= 1.28).

Total adult trauma.A composite of a similar array of dichotomous variables
measuring events since the age of 18 was also created. From the general trauma
series of seven questions it summed items indicating whether the participant had
been in a serious accident (n = 49, 28.2%), suffered serious injury in some other
way (n = 21, 12.1%), saw someone killed or violently injured (n = 45, 25.9%),
had a close friend or family member murdered (n = 47, 27.0%), or experienced
some other extraordinarily stressful event (n = 66, 37.9%). Also included was
whether the participant reported having experienced domestic violence in adult-
hood. Total adult trauma scores ranged from 0 to 5 with a mean for the entire
sample of 2.07 (SD= 1.23).

Adult sexual assault.Adult sexual assault was computed separately, to more
easily examine the separate effects of adult sexual revictimization and other forms
of multiple trauma exposure. It was also scored 1 or 0 based on the series of
questions used to assess childhood sexual abuse but where the age at the time of the
abuse was indicated as 18 or older. These questions were modeled after Russell’s
questions (Russell, 1984) which ask about experiencing a number of unwanted
sexual behaviors that range from fondling to penetration (Williams et al., 2000).
Seventy-five women (43.1%) of the sample reported this experience.

Mental health symptoms.The Trauma Symptom Inventory (Briere, 1995)
was used. This is an inventory of mental health symptoms. The current study used
a 104 item version provided to the authors earlier than the more recently published
100 item version. It includes nine subscales for which Cronbach’s alpha’s were
computed for the current sample to assess reliability: anxious arousal (alpha= .89),
depression (alpha= .89), anger/irritability (alpha= .89), dissociation (alpha=
.90), sexual concerns (alpha= .91, dissatisfaction with sexuality, negative thoughts
or feelings about sex, shame or problems in sexual relationships), dysfunctional
sexual behavior (alpha= .90, behaviors of a sexual nature that may be problem-
atic including getting into trouble because of sexual behavior, using sex to deal
with loneliness, sexual attraction to dangerous persons), intrusions (alpha= .92),
defensive avoidance (alpha= .89), impaired self-reference (alpha= .90). Higher
scores indicate a greater number of symptoms. This measure has shown good re-
liability and validity in previous studies (see Briere, 1995). There were outliers on
three subscales (two outliers on the dissociation subscale, two on the sexual con-
cerns subscale, and five on the dysfunctional sexual behavior subscale) that for the
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Table 1. Comparisons Between Child Sexual Abuse Victims and Nonvictims on Mental
Health Outcomes (N = 173)

TSI subscale VictimM (SD) NonvictimM (SD) F(1, 171)

Anxious arousal 11.57 (8.18) 7.20 (5.04) 11.31∗∗∗
Depression 12.05 (9.47) 8.00 (6.74) 6.97∗∗
Anger and irritability 11.95 (8.48) 9.51 (6.53) 3.09
Dissociation 8.90 (7.91) 5.93 (5.92) 5.27∗
Sexual concerns 8.35 (8.38) 4.69 (5.45) 7.45∗∗
Dysfunctional sexual behavior 6.60 (7.27) 3.69 (4.33) 6.41∗∗
Intrusions 10.83 (8.79) 7.00 (6.05) 7.31∗∗
Avoidance 13.86 (8.61) 9.96 (7.30) 7.38∗∗
Impaired self-reference 10.27 (8.41) 5.93 (5.71) 10.26∗∗

∗p< .05.∗∗p< .01.∗∗∗p< .001.

purposes of the current analyses were recoded to a score representing three stan-
dard deviations from the mean. In addition, one participant had extensive missing
data on the TSI subscales and was excluded from further analyses.

Results

To test the multiple hypotheses of this study, data analysis proceeded in sev-
eral steps.6 The first step was to examine relationships between child sexual abuse
and mental health outcome, testing the hypothesis that survivors of childhood sex-
ual abuse would show high levels of mental health problems, using a multivariate
analysis of variance to compare differences between child sexual abuse victims
and nonvictims on measures of mental health symptoms. Computations were made
using the General Linear Models (GLM) procedure in SPSS. There was a signifi-
cant main effect for differences in TSI subscales between victims and nonvictims
of child sexual abuseF(9, 163)= 2.04, p < .05. Table 1 presents univariateFs.

The next step was to go beyond an exclusive focus on child sexual abuse
to an exploration of the important role that adult sexual victimization may play

6To address possible concerns about combining officially documented victims with retrospectively
self-reported victims from the comparison sample of women, we conducted a number of additional
analyses. It should be noted thatt tests between child sexual abuse and mental health outcomes, GLM
analyses of group differences in outcomes based on experiences with child sexual abuse and adult
sexual abuse, correlations between trauma exposure and mental health, and the regression equations
used to assess mediation were also performed using only the 87 women who had officially documented
histories of child sexual abuse and the comparison group women who did not self-report any child
sexual abuse, thus excluding the 41 women in the comparison group who retrospectively reported
child sexual abuse. Overall, the pattern of findings was the same as those reported in the current
analyses. The only exception was that on some mental health variables, adult sexual abuse was no
longer a significant predictor possibly due to some loss of statistical power with smaller sample sizes,
and child sexual abuse showed direct effects on outcome for two subscales. Given that the pattern of
results was the same and excluding 41 participants reduced statistical power, a decision was made to
include the full sample of participants in the findings presented in this paper.
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Table 2. Analyses of Variance for Impact of Sexual Assault at Different Points in Lifecycle on Adult
Women’s Mental Health (N = 173)

No sex assault Child only Adult only Both
Outcome variable (n = 33) (n = 66) (n = 12) (n = 62) F(3, 169)

Anxious arousal 6.85 (4.48)a 8.95 (6.79)a 8.17 (6.48)a 14.35 (8.65)b 10.30∗∗∗
Depression 7.39 (6.39)a 9.05 (8.12)a 9.67 (7.68)ab 15.24 (9.81)b 8.46∗∗∗
Anger 9.27 (6.45)a 9.00 (6.71)a 10.17 (6.99)ab 15.10 (9.06)b 8.01∗∗∗
Dissociation 5.61 (5.43)a 6.76 (6.79)a 6.83 (7.30)ab 11.17 (8.42)b 5.91∗∗∗
Sexual concerns 4.36 (4.64)a 6.52 (6.97)a 5.58 (7.42)ab 10.30 (9.33)b 5.29∗∗
Dysfunctional 2.91 (3.51)a 4.89 (5.98)a 5.83 (5.67)ab 8.43 (8.09)b 6.05∗∗∗

sexual behavior
Intrusions 6.58 (6.11)a 8.76 (8.07)a 8.17 (5.97)ab 13.03 (9.05)b 5.70∗∗∗
Defensive avoidance 8.91 (7.85)a 11.27 (8.56)a 12.83 (4.61)ab 16.61 (7.83)b 8.18∗∗∗
Impaired self-reference 5.33 (5.41)a 7.97 (7.22)a 7.58 (6.43)ab 12.71 (8.94)b 8.10∗∗∗

Note.Means in the same row that do not share subscripts differ atp < .05 in the Tukey HSD comparison.
∗∗p< .01.∗∗∗p< .001.

in understanding adult mental health. A second hypothesis sought to replicate
earlier research on the important impact of adult sexual assault. A multivariate
analysis of variance was computed using the GLM procedure in SPSS to examine
differences in nine TSI subscales measuring mental health symptoms. The group
variable had four levels and was based on experiences with sexual abuse; those
who experienced no sexual abuse in either childhood or adulthood, those who
experienced sexual abuse only in childhood, only in adulthood, and finally those
who reported experiences in both childhood and adulthood. There was a significant
main effect for differences in TSI subscale scores across groupsF(27, 471) =
1.87, p < .01. UnivariateFs are reported in Table 2.

A series of Tukey’s HSD post hoc tests were calculated from the univariate
analyses of variance with the significance level set at .05. Table 2 shows these
results. The only significant differences were between the group who had experi-
enced both child and adult abuse and the other groups. The group who experienced
sexual abuse during both childhood and adulthood reported significantly greater
number of symptoms than women who reported no abuse or women who reported
only childhood abuse on all of the TSI subscales. The group reporting abuse in
both childhood and adulthood reported significantly higher numbers of symptoms
than adult sexual assault survivors only on the anxious arousal subscale (mean dif-
ferences between these two groups were in the expected direction on all subscales
with victims who experienced child and adult sexual assault scoring higher. Small
cell sizes for the adult sexual assault only group, however, diminished statistical
power and may help explain the nonsignificant findings).

The next hypotheses sought to provide a fuller explanation of linkages be-
tween child sexual abuse and adult mental health problems. It was hypothesized
that childhood sexual abuse would be associated with risk for exposure to a wider
range of traumatic events and stressors that may both accompany the sexual abuse
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Table 3. Pearson Correlations Between Measures of Traumatic Stress Exposure and Adult Mental
Health Outcomes (N = 173)

TSI subscale Childhood trauma Adult trauma Adult sexual assault

Anxious arousal .42∗∗∗ .27∗∗∗ .33∗∗∗
Depression .39∗∗∗ .25∗∗∗ .32∗∗∗
Anger/irritability .33∗∗∗ .28∗∗∗ .32∗∗∗
Dissociation .36∗∗∗ .21∗∗ .27∗∗∗
Sexual concerns .35∗∗∗ .16∗ .24∗∗
Dysfunctional sexual behavior .32∗∗∗ .24∗∗ .28∗∗∗
Intrusions .31∗∗∗ .27∗∗∗ .25∗∗∗
Defensive avoidance .30∗∗∗ .30∗∗∗ .32∗∗∗
Impaired self-reference .36∗∗∗ .25∗∗ .30∗∗∗
Adult trauma (no sexual assault) .29∗∗∗ — .29∗∗∗
Adult sexual assault .27∗∗∗ — —

∗p< .05.∗∗p< .01.∗∗∗p< .001.

in childhood or that may occur later, through retraumatization in adulthood. To
test this hypothesis,t tests were calculated to examine differences between child
sexual abuse survivors and nonvictims on the composite measure of other child-
hood trauma and on the composite measure of adult trauma without sexual assault.
Victims of child sexual abuse also reported greater exposure to other nonsexual
traumatic events in both childhood and adulthood. They reported higher mean
scores on the composite of other childhood traumas (M = 1.82,SD= 1.26 for
victims, M = 1.20,SD = 1.24 for nonvictims,t(172) = −2.90, p < .01), a
greater percentage of exposure to adult sexual assault (48.4% for CSA victims
vs. 28.3% for nonvictims,χ2(1, n = 174) = 5.62, p < .05), and higher mean
scores on other adult trauma exposure (M = 2.18,SD = 1.28 for victims and
M = 1.76,SD= 1.06 for nonvictims,t(172)= −1.99, p < .05).

Pearson correlations were used to examine the bivariate relationship between
exposure to these other traumatic events and mental health outcomes. Table 3 shows
these results. Greater exposure to traumatic events in childhood and in adulthood
was associated with higher scores on the TSI, reflecting more psychological symp-
toms on all of the mental health subscales.

Finally, total exposure to a variety of types of trauma in adulthood and child-
hood were examined as mediators of the relationship between childhood sexual
abuse and adult mental health outcome. It was predicted that accounting for such
a network of trauma exposure would better explain adult mental health than child-
hood sexual abuse alone. A series of multiple regression equations modeled after
procedures for testing mediation described by Baron and Kenny (1986) and rec-
ommendations for using regression to assess abuse effects discussed by Briere
(1988) were performed. The dependent variables were eight of the nine subscales
on the TSI (the anger and irritability subscale was not used because there were no
significant differences found between victims of child sexual abuse and nonvic-
tims at the bivariate level on this scale). Given the exploratory nature of the current
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study, all of the subscales that were significant at the less conservative significance
level of .05 were used as dependent variables in multivariate analyses.

In the first step of this analysis, the impact of childhood sexual abuse on the
hypothesized mediators (childhood trauma, adult trauma, and adult sexual assault)
was assessed (see equations numbered 1 in Table 4). In all three cases, child sexual
abuse was a statistically significant predictor of the hypothesized mediators, a
necessary step for mediation according to Baron and Kenny (1986).

On the next step, child sexual abuse was regressed on the eight subscales of the
TSI where victims and nonvictims differed significantly (see equations numbered 2
in Table 4). In each case, child sexual abuse significantly increased scores on a
given subscale and explained 3–6% of the variance in mental health scores.

In the final step outlined by Baron and Kenny (1986), all four predictor
variables (childhood sexual abuse, other childhood trauma, adult sexual assault,
and other adult trauma) were entered simultaneously as recommended by Briere
(1988). Table 4, equations numbered 3 presents the results of these analyses.
It is notable that child sexual abuse became nonsignificant on all of the men-
tal health dimensions assessed after entering other trauma exposure in childhood
and adulthood. Child sexual abuse, however, approached significance (p = .06)
in explaining variance for anxious arousal and impaired self-reference sub-
scales. Other childhood traumas explained significant variance in all eight
mental health subscales. Adult sexual assault significantly explained differences in
scores on six subscales whereas other adult traumas were less significant, ex-
plaining mental health symptom variance only on the reported use of defensive
avoidance.

Discussion

The current analyses confirm and extend findings from previous studies. Con-
sistent with earlier work, exposure to sexual abuse at multiple points in the lifecycle
is associated with higher levels of mental health symptoms than abuse at only one
point. Furthermore, when trauma is defined more broadly, to include a range of
events, survivors of childhood sexual abuse have more mental health symptoms
than nonsurvivors and report more exposure to other traumatic stressors. Indeed,
the link between childhood sexual abuse and many areas of adult mental health
functioning seems to be mediated by a broader range of trauma exposure across the
lifecycle, particularly other childhood trauma and adult sexual assault. These find-
ings have important implications for future research and clinical practice. Overall,
the current study points to the complex effects of child sexual abuse on long-term
mental health, some of which may be direct whereas others are mediated by links
to other trauma exposure.

The current findings support earlier work by researchers working more specif-
ically in the area of adult sexual assault (Koss & Dinero, 1989; Sanders & Moore,
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Table 4. Multiple Regressions to Test Childhood and Adult Retraumatization as Mediators of
Relationship Between Child Sexual Abuse and Adult Mental Health Outcome

Equation DV for each equation Predictor entered R2 β

1 Childhood trauma Child sexual abuse .05∗∗ .22∗∗
1 Adult trauma Child sexual abuse .02∗ .15∗
1 Adult sexual assault Child sexual abuse Exp (B) = 2.38∗
2 TSI anxious arousal Child sexual abuse .06∗∗∗ .31∗∗∗
3 TSI anxious arousal Child trauma .26∗∗∗ .31∗∗∗

Adult trauma no sex assault .11
Adult sexual assault .18∗∗
Child sexual abuse .13

2 TSI depression Child sexual abuse .04∗∗ .20∗∗
3 TSI depression Child trauma .22∗∗∗ .29∗∗∗

Adult trauma no sex assault .10
Adult sexual assault .20∗∗
Child sexual abuse .08

2 TSI dissociation Child sexual abuse .03∗ .17∗
3 TSI dissociation Child trauma .17∗∗∗ .28∗∗∗

Adult trauma no sex assault .07
Adult sexual assault .16∗
Child sexual abuse .07

2 TSI sexual concerns Child sexual abuse .04∗∗ .20∗∗
3 TSI sexual concerns Child trauma .16∗∗∗ .29∗∗∗

Adult trauma no sex assault .02
Adult sexual assault .13
Child sexual abuse .12

2 TSI dysfunctional Child sexual abuse .04∗∗ .19∗∗
sexual behavior

3 TSI dysfunctional Child trauma .16∗∗∗ .22∗∗
sexual behavior Adult trauma no sex assault .12

Adult sexual assault .17∗
Child sexual abuse .09

2 TSI intrusions Child sexual abuse .04∗∗ .20∗∗
3 TSI intrusions Child trauma .16∗∗∗ .20∗∗

Adult trauma no sex assault .16
Adult sexual assault .13
Child sexual abuse .11

2 TSI defensive avoidance Child sexual abuse .04∗∗ .20∗∗
3 TSI defensive avoidance Child trauma .19∗∗∗ .17∗

Adult trauma no sex assault .18∗
Adult sexual assault .21∗∗
Child sexual abuse .10

2 TSI impaired self-reference Child sexual abuse .06∗∗ .24∗∗
3 TSI impaired self-reference Child trauma .20∗∗∗ .26∗∗∗

Adult trauma no sex assault .09
Adult sexual assault .17∗
Child sexual abuse .14

Note. Equation 1 for adult sexual assault presents logistic regression results because the variable
indicating adult sexual assault was dichotomous.
∗p< .05.∗∗p< .01.∗∗∗p< .001.
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1999) in highlighting the importance of finding ways to discuss and investigate
revictimization and the important links between sexual abuse in childhood and
adulthood. Indeed, the results support both theoretical work on repeated trauma-
tization and empirical studies (Finkelhor & Browne, 1985; Messman & Long,
1996). In the current sample, adult sexual assault was associated with higher lev-
els of mental health symptoms. Our findings also suggest that sexual abuse in
childhood may be linked to more varied forms of traumatic exposure than simply
sexual revictimization in adulthood. Child sexual abuse may be an important risk
marker for exposure to an array of other traumatic stressors and for increased neg-
ative mental health effects from those stressors. Although the current study cannot
establish the causal path in these relationships, it supports the need for ongoing
research into the ways in which traumas co-occur in the lives of those sexually
abused in childhood.

This research demonstrates the need to go beyond examination of childhood
sexual abuse in isolation and to examine in more detail how it is embedded in the
larger context of trauma across the lifecycle. The current findings suggest future
research that would examine both the connections between childhood sexual abuse
and other childhood traumas and also links between childhood sexual abuse and
reexposure to traumas in adulthood. We need to understand much more about the
network of traumatic events and how they may be interconnected.

Future work may also help us understand more fully areas of functioning
where childhood sexual abuse has direct effects and areas where the effects are
mediated by other trauma exposure. In the current study, other trauma exposure
mediated outcomes such as anxious arousal, depression, dissociation, sexual con-
cerns, intrusions, avoidance, and impaired self-reference. Yet, our analyses of men-
tal health symptoms in the areas of anxious arousal and impaired self-reference
also revealed direct effects of childhood sexual abuse that approached significance
even after controlling for other traumatic exposure. Although future research is
needed to replicate and confirm such patterns of findings, particularly given the
exploratory nature of the current study and the increased risk of Type I error
that can occur with the performance of multiple statistical tests, it suggests that
there may be some areas of functioning that are directly and perhaps uniquely
negatively affected by childhood sexual abuse, and other areas where effects are
mediated or partially mediated by other experiences. Developing an understanding
of differences in the etiology and risk and resilience factors for different areas of
functioning and distress is an important next step.

Our findings support the need to understand both specific and general ef-
fects of trauma. In the current study there was some evidence of both specific
direct links between child sexual abuse and adult mental health, and evidence
of mediation through the co-occurrence of child sexual abuse with other trau-
mas. This exploratory work supports earlier research examining the roles of spe-
cific forms of trauma that have been key to understanding the mental health of
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survivors. It fits with theoretical frameworks such as Finkelhor and Browne’s trau-
magenic dynamics model that posits mechanisms such as traumatic sexualization
that may be unique to child sexual abuse and explain its direct long-term im-
pact (Finkelhor & Browne, 1985). In addition, dynamics such as powerlessness
or betrayal, however, may be experiences common to the experience of sexual
abuse and other forms of trauma and may help explain how in some cases the
effects of sexual abuse may be mediated by its co-occurrence with other traumas
across the lifespan, creating cumulative effects of increased powerlessness and
betrayal. Indeed, the current study also points to the potential utility of creating
a more general category of trauma studies that helps us work across disciplines
and integrate different types of traumatic stress exposure into our models. We
need to further explore the interlocking web of trauma in both the family and
the community. This work reflects an ecological approach advocated by violence
researchers such as Harvey (1996). The current study confirms clinical reports
that individuals often bring to therapy a history of more than one kind of trau-
matic experience. Traumas may in many complex ways be interconnected and
overlapping. Our findings underscore a need to create more cross specialty and
interdisciplinary dialogues about the intersections of different types of trauma. Fu-
ture research is needed to examine various types of trauma exposure individually
and in combination.

The use of mediational models in the current exploratory study also shows the
need to attend to lifespan trajectories. We need to consider other linkages between
childhood sexual abuse and adult reactions. Past research and theory has pointed
to the need to examine the family more broadly as it contributes to abuse effects.
The current study suggests the need to examine trauma exposure more broadly
to understand (1) the chain reactions of risk that may be set in motion across the
lifecycle by childhood events including ways that childhood traumas co-occur;
(2) factors that contribute to resilience and recovery; (3) interventions that may
work to stop or interrupt such a chain; and (4) how particular traumas, risk, and
protective factors interact with both individual and family development beyond
childhood. Clinically the findings suggest the need to structure prevention pro-
grams and therapeutic interventions to take into account the multiple experiences
of trauma across the lifespan. The findings also point to the utility of integrating
theories of human development with theories of traumatic stress so that we can
understand and develop specific interventions for traumas experienced at different
stages of the lifecycle. Roche et al. (1999) identify the important role of identify-
ing mediators in advancing clinical practice. They state, “if we accept that the link
between CSA and later difficulties is direct, we might be unnecessarily pessimistic
about the prognosis for survivors of abuse because nothing can be done to change
the fact that CSA has occurred. . . if mediating variables that are amenable to
intervention can be identified, we can be much more hopeful” (p. 185). Mediators
can become a target of intervention.
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Although our findings are suggestive and point to the need for future research,
there are also a number of limitations to the current work. In terms of measurement,
a more comprehensive list of traumatic events exposure (including such events as
natural disasters) should be used in future studies in order to more fully understand
how these events may interact with childhood sexual abuse and adult psychological
distress. In addition, the current study was interested in examining a composite of
accumulated trauma exposure as a mediating variable. It will also be important for
future studies to examine the relationships between different components of trauma
exposure, such as physical abuse and neglect, and outcomes more specifically to
more fully understand both the unique effects of various traumas as well as their
interconnections. The unique story of each of these traumas became somewhat
lost in the composite created for the current study. Future studies should also do
more to assess exposure to traumas at different points in the lifecycle and their
subsequent impact. Indeed, causality could not be established in the current study
because it relied on retrospective reports of retraumatization. Longitudinal work
with shorter intervening periods is needed.

It is also important to look at a more diverse community sample and include
males as well as females. Caution should be used in applying the current find-
ings to all groups of survivors. The majority of participants in the current study
were African American. Although this is a positive focus on a group of survivors
who have often been left out of much of previous work on trauma and our re-
search relies on a community rather than clinical sample, future work is needed
to confirm whether patterns uncovered here can be replicated in samples of other
survivors. This is also true given that many of the survivors in this sample had
been identified to authorities at the time of the assault and as such may be a unique
sample. Additionally, the current study was exploratory in nature and future re-
search should include larger sample sizes. In the current study, the limited number
of participants who experienced only adult sexual assault and who did not ex-
perience child sexual abuse set important limits on the power of the statistical
tests used. Future research is needed to confirm the current findings with larger
samples. Finally it would be useful to expand analyses to outcome measures that
go beyond mental health symptoms and also to examine indices of resilience and
recovery. There is much to be gained by our understanding of the factors that con-
tribute to recovery and through studies of survivors who are not part of cycles of
retraumatization.
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