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Abstract
The purpose of the current study was to disentangle the relationship of childhood sexual abuse and
childhood physical abuse from prior adult sexual and physical victimization in predicting current
posttraumatic stress disorder (PTSD) symptoms in recent rape victims. The participants were a
community sample of 117 adult rape victims assessed within 1 month of a recent index rape for a
history of child sexual abuse, child physical abuse, other adult sexual and physical victimization, and
current PTSD symptoms. Results from path analyses showed that a history of child sexual abuse
seems to increase vulnerability for adult sexual and physical victimization and appears to contribute
to current PTSD symptoms within the cumulative context of other adult trauma.

Research has documented high rates of childhood physical and sexual abuse in clinical and
nonclinical adult populations (Bryer, Nelson, Miller, & Krol, 1987; Carmen, Rieker, & Mills,
1984; Chu & Dill, 1990; Emslie & Rosenfeld, 1983; Husain & Chapel, 1983; Rosenfeld,
1979). Ranges from 25% to 40% have been reported in the literature for nonclinical samples
of adult females (Finkelhor, Hotaling, Lewis, & Smith, 1990; Kohn, 1987; Wyatt, 1985). It
has been acknowledged that a history of traumatic events can play an etiological role in
triggering or maintaining psychological disorders across various domains of functioning (Chu,
1991). Specifically, research has identified significant links between histories of childhood
traumatic events and increased prevalence of adult psychological problems (Bagley & Young,
1987; Briere & Runtz, 1988; Murphy et al., 1988), impaired sexual functioning (Gershenson,
et al., 1989), and interpersonal problems (Kendall-Tackett & Simon, 1988; Russell, 1983;
Wyatt & Newcomb, 1990).

A myriad of chronic problems leading to distress and dysfunction among adults have been
noted among adult survivors of both childhood sexual abuse (Alter-Reid, Gibbs, Lachenmeyer,
Sigal, & Massoth, 1986; Beitchman et al., 1992; Briere & Runtz, 1991; Browne & Finkelhor,
1986) and childhood physical abuse (Cloitre, Tardiff, Marzuk, Leon, & Portera, 1996). In
particular, disproportionately high rates of childhood sexual abuse have been reported among
certain groups of adult psychiatric patients (Chu, 1991). Posttraumatic stress disorder (PTSD)
and dissociative disorders have been found to be the most frequently cited disorders associated
with histories of childhood abuse (Kluft, 1985; Neumann, Houskamp, Pollock, & Briere,
1996; Putnam, Guroff, Silberman, Barban, & Post, 1986). Rates of PTSD among child
survivors of child sexual abuse have been reported to range from 21% to 50% (Deblinger,
McLeer, Atkins, Ralphe, & Foa, 1989; McLeer, Deblinger, Atkins, Foa, & Ralphe, 1988).
Interestingly, studies of adult survivors of child sexual abuse have reported even higher PTSD
rates, ranging from 72% to 100% (Donaldson & Gardner, 1985; Lindberg & Distad, 1985;
Rodriguez, Ryan, Kemp, & Foy, 1997).
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Although none of the theories of sexual revictimization have been empirically verified
(Messman & Long, 1996), perhaps it is the cumulative effect of childhood traumatic events
and subsequent victimization that results in the increased symptomatology observed among
adult survivors of childhood abuse as compared with child survivors of childhood abuse
(Cloitre et al., 1996; Follette, Polusny, Bechtle, & Naugle, 1996). Several studies have shown
that a history of prior victimization is the single best predictor of subsequent victimization
(Koss & Dinero, 1989; F. Norris & Johnson, 1988; F. Norris & Kaniasty, 1994). Subsequent
victimization, in turn, has been shown to be the most significant predictor of lasting postcrime
symptomatology (F. Norris & Kaniasty, 1994).

Studies with adult sexual assault victims have documented high rates of revictimization (Briere
& Runtz, 1987; Ellis, Atkeson, & Calhoun, 1982; Fromuth, 1986; Gidycz, Coble, Latham, &
Layman, 1993; Gidycz, Hanson, & Layman, 1995; Koss & Dinero, 1989; Marhoefer-Dvorak,
Resick, Hutter, & Girelli, 1988; Roth, Wayland, & Woolsey, 1990; Sorenson, Siegel, Golding,
& Stein, 1991). Retrospective studies of rape survivors report a high number of previous
incidents of childhood and adult sexual assault (Briere & Runtz, 1988; Gershenson et al.,
1989; Jackson, Calhoun, Amick, Madderer, & Habif, 1990; Kendall-Tackett & Simon, 1988;
Russell, 1983; Wyatt & Newcomb, 1990). In addition, research has also shown that there is a
higher prevalence of adult sexual assault among women reporting only physical abuse or
physical abuse and sexual abuse than those reporting only sexual abuse, indicating the
significance of physical abuse also as a potential risk factor for adult sexual assault (Cloitre et
al., 1996). Studies with rape survivors have thus documented a clear relationship among
victimization history, increased postrape pathology, and prolonged or compromised recovery
(Frank & Anderson, 1987; Frank, Turner, Stewart, Jacob, & West, 1981; Kramer & Green,
1991; Roth et al., 1990).

It is clear that adult victimization is associated with prior victimization and that either one
alone, or both in concert, pose a substantial threat to recovery from victimization. To further
our understanding of these complexities, it is important to disentangle the independent and
joint contributions of prior childhood traumatic events and subsequent victimization to the
posttraumatic symptomatology in recent victims. Teasing apart the unique contributions of
prior trauma history and subsequent victimization to current trauma pathology, in recent
victims, is critical in order to determine the role of cumulative traumatic events in increasing
vulnerability for the development of PTSD symptomatology (Yehuda et al., 1995). For
instance, in a study with combat veterans, childhood physical abuse was found to be a risk
factor in the development of combat-related PTSD (Bremner, Southwick, Johnson, Yehuda,
& Charney, 1993).

The purpose of the current study was to disentangle the relationship of childhood sexual abuse
and childhood physical abuse from prior adult sexual and physical victimization in predicting
current PTSD symptoms in recent rape victims. While a number of factors proximal to the
current assault (e.g., perceived life threat) contribute to posttraumatic symptomatology (Cluss,
Boughton, Frank, Stewart, & West, 1983; Ellis et al., 1982; Girelli, Resick, Marhoefer-Dvorak,
& Hutter, 1986; National Institute of Justice, 1987; J. Norris & Feldman-Summers, 1981;
Resnick, Kilpatrick, Dansky, Saunders, & Best, 1993), the variance accounted for by these
factors is small (6%; Kilpatrick et al., 1989). The addition of injury, rape, and two control
variables (age, number of years since most recent crime) increases the explained variance to
about 30% (Kilpatrick et al., 1989), leaving almost 70% variance unexplained. Indeed, it has
been suggested that prior experience with violence and prior victimization may be significant
variables in influencing the contribution of recent assault variables to current posttrauma
symptoms (Girelli et al., 1986). Therefore, we focused on isolating the unique and combined
contributions of prior interpersonal victimization in explaining the frequency of current PTSD
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symptomatology following a recent sexual assault. A path analysis was performed to test the
theoretical model presented in Figure 1.

Method
Participants

Participants (N = 117) were recruited through police, hospital, and victim service agencies as
part of a National Institute of Mental Health study evaluating factors that are associated with
recovery from recent rape (completed vaginal, oral, or anal penetrative assault; National
Institute of Mental Health [NIMH], 1999). Police reports were made in 94% of the cases. After
presenting a complete description of the study to the participants, we obtained written informed
consent. We assessed participants within the first month after the rape and they programmed
completed multiple self-report measures into a laptop computer. Eighteen participants were
deleted from the path analyses because data on one or more of the measures tested in the model
were incomplete.

Measures
History of Victimization Questionnaire (HVQ, NIMH, 1986)—The HVQ is a 56-item
measure that extensively surveys childhood and adult exposure to sexual and physical
victimization. In the present study, we used rational methods to create three subscales:
Childhood Sexual Abuse, Childhood Physical Abuse, and Adult Victimization. The scores
generated on these subscales were entered into the path analysis.

Childhood Sexual Abuse subscale—Two single items measured reports1 of child sexual
abuse. One item assessed sexual fondling committed by an adult when the participant was
under 17 years of age. The second item assessed oral, anal, or vaginal penetrative assault
committed by an adult when the participant was under 17 years of age. The items were
originally endorsed on a 5-point scale and recoded on a 3-point rating scale as follows: 1
(never), 2 (one to two times), and 3 (more than two times). Scores for the two items were
summed, and the internal consistency as measured by coefficient alpha was .65.

Childhood Physical Abuse subscale—To assess physical abuse, we created a 13-item
scale by summing items that measured child physical abuse. Items ranged from being hit on
the body with a fist to being hit with a belt, cord, stick or object on buttocks; to being hit in the
face or head with a fist; being locked in a closet; being burned/scalded; or being thrown down
stairs or against a wall. The items were endorsed on a 7-point scale and recoded on a 3-point
rating scale as follows: 1 (never), 2 (one to two times), and 3 (more than two times). The scores
on the 13 items were summed to get a total score with a coefficient alpha of .92.

Adult Victimization subscale—Participants were queried about the number of times they
were exposed to high-magnitude, high-impact traumatic events during adulthood, excluding
the current sexual assault: (a) rape/sodomy, (b) attempted rape/sodomy, (c) other nonrape
sexual assault, (d) physical assault resulting in permanent injuries, (e) physical assault with
minor injuries, and (f) attempted murder. The decision to combine both sexual and physical
victimization items in the assessment of adult victimization was based on a review of literature
that demonstrates that childhood sexual abuse victims are likely to undergo both sexual
revictimization and physical revictimization as adults (Messman & Long, 1996). Items were
rated on a frequency scale as follows: 1 (none), 2 (one to three times), and 3 (more than three

1For clarity of language, the word reports is not used throughout the article in reference to victimization history variables. However, it
should be understood that indexes of prior victimization serve only as reports because definitive evidence of prior victimization was not
obtained.
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times). Items were summed to yield an overall index of exposure to high-magnitude, high-
impact traumatic events resulting in a total score with a coefficient alpha of .79.

PTSD Symptom Scale—Self Report (PSS–SR; Foa, Riggs, Dancu, & Rothbaum,
1993)—The PSS–SR consists of 17 self-report items that correspond to the symptoms of the
diagnostic criteria for PTSD, as reported in the revised third edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM–III–R; American Psychiatric Association,
1987). Each symptom is rated for frequency on a 4-point scale. The total score is calculated as
the sum of the frequency ratings for the items (total score range = 0–51). A score of less than
10 is considered mild or no PTSD symptoms; scores between 10 and 27 are indicative of
moderate PTSD symptoms; and scores greater than 28 indicate severe PTSD symptoms.
Parallel to the DSM–III–R, the items of the PTSD symptom scale are clustered into three areas:
reexperiencing (4 items), avoidance (7 items), and arousal (6 items). The PSS–SR was used at
all assessment points.

Results
Demographics of the Sample

The mean age of this sample was 29.2 years (SD = 7.8; range = 18–51). Average education
was 12.6 years (SD = 2.3; range = 9–20). Sixty-two percent of the participants were single,
13% were married, and the remainder were separated or divorced. Sixty percent of the sample
had earned less than $5,000 in the last year. Seventy percent of the sample were African
American, 27% were Caucasian, and 3% were Hispanic. The majority of the women (60%)
had been raped by strangers, 12% by a very casual acquaintance, 4% by a date, 2% by a
coworker, 11% by a friend, 2% by a boyfriend, and 9% by an ex–intimate partner.

Results of Path Analysis
We performed path analysis to test the theoretical model presented in Figure 1. All analyses
were conducted using the SAS system's CALIS procedure (Hatcher, 1994). Continuous scores
generated from the three rationally derived of Child Sexual Abuse, Child Physical Abuse, and
Adult Victimization subscales (described under Measures) were tested for skewness. Skewness
was evaluated by examining the absolute values of skewness and the shape of the distributions
(Tabachnick & Fidell, 1996). The absolute values of skewness were between 0 and 1.4, and
the shapes of the distributions were relatively normal. The scores for the three variables were
then entered into the analysis along with the PSS scores. Descriptive statistics on all the
variables are provided in Table 1. The analyses used the maximum likelihood method of
parameter estimation, and all analyses were performed on the covariance matrix. The p value
associated with the model chi-square test was 0.75 (for an ideal fit, the closer the p value is to
1.00, the better). The normed fit index (NFI; Bentler & Bonett, 1980) and the comparative fit
index (CFI; Bentler, 1989) were used to assess goodness of fit of the model to the data. The
indices may range in value from 0–1, where 0 represents the goodness of fit associated with a
“null” model (one specifying that all variables are uncorrelated), and 1 represents the goodness
of fit associated with a “saturated” model (a model with 0 degrees of freedom that perfectly
reproduces the original covariance matrix). Because the theoretical model tested was a fully
saturated model, both the Bentler CFI and the Bentler and Bonett NFI were a perfect 1.00.

A review of the standardized path coefficients from the test of the theoretical model showed
that the path coefficients for (a) the path from child sexual abuse to other adult sexual and
physical victimization and (b) the path from other adult sexual and physical victimization to
current PTSD symptoms exceeded .32 in absolute magnitude, indicating that they were
meaningful in size (Billings & Wroten, 1978). In addition, the t values for these two path
coefficients proved to be statistically significant (p < .001). However, the path coefficients for
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the paths going from child sexual abuse to current PTSD symptomatology, from child physical
abuse to other adult sexual and physical victimization, and from child physical abuse to current
PTSD symptomatology were less than .32 in absolute magnitude, and the t values for them
were not statistically significant. A review of the stepwise multivariate Wald indexes showed
that the deletion of the path from child sexual abuse to current PTSD symptomatology would
lead to a small nonsignificant increase in the chi-square statistic, χ2(1, N = 96) = 0.10, p < .75,
and provide the best fit to the model (Bentler CFI = 1.00; Bentler and Bonett NFI = 0.99).
Deleting this path would be consistent with the literature demonstrating the finding that current
PTSD symptomatology in victims of multiple prior trauma history seems to be a result of a
cumulative effect of child sexual abuse and other traumas rather than child sexual abuse alone
(Follette et al., 1996). A decision was therefore made to adopt this revised model as the final
model (Figure 1). As per the recommendations made by MacCallum, Rozonowski, and
Necowitz (1992), this model demonstrated the best overall fit of the data to the model and
involved the least number of modifications. The absolute values for the path coefficients were
nontrivial in magnitude, and the t statistics for each path coefficient exceeded 1.96. The analysis
revealed R2 values of .14 in current PTSD symptomatology and .27 in other adult sexual and
physical victimization. These R2 values for each endogenous variable were statistically
significant and meaningful in size. Given the suggestion that a history of prior victimization
may influence the contribution of recent-assault-related variables to current posttrauma
symptoms (Girelli et al., 1986), we ran a separate analysis controlling for the perception of life
threat as a moderator variable between adult victimization and current posttrauma symptoms.
The analysis did not yield significant path coefficients, and the increase in explained variance
in current posttrauma symptoms was not significant. This lends further strength to the findings
that the cumulative effect of prior trauma seems to directly predict recent-rape-related
posttrauma symptoms.

Discussion
The purpose of this study was to assess the relative contributions of childhood physical and
sexual abuse in the prediction of prior adult victimization history and current posttraumatic
symptomatology following a recent sexual assault. Path modeling procedures were used to test
the relationships among these variables, and the final model met criteria for an ideal fit. The
results showed that a higher rate of childhood sexual abuse was related to higher rates of
subsequent adult sexual and physical victimization, which in turn contributed to the level of
PTSD symptomatology following a recent rape. Childhood sexual abuse, but not childhood
physical abuse, predicted subsequent exposure to high-impact, high-magnitude traumatic
events, such as physical and sexual assault during adulthood. Apart from its link to subsequent
adult victimization, childhood sexual abuse alone was not a significant independent predictor
of current postrape PTSD symptomatology but was linked only indirectly to PTSD through its
relationship with adult sexual and physical victimization. Childhood physical abuse alone was
neither directly nor indirectly related to current postrape PTSD symptomatology.

These data are consistent with the emergent body of research highlighting the relationship
between childhood sexual trauma and vulnerability to sexual and physical victimization during
adulthood. Second, it appears that postrape PTSD symptomatology is attributable to the
cumulative impact of childhood sexual trauma stressors and prior adult victimization rather
than the impact of childhood sexual abuse alone. Finally, childhood sexual abuse posed a
significantly greater risk for subsequent victimization and symptomatology than childhood
physical abuse.

A critical question then is, What makes child sexual abuse survivors vulnerable to subsequent
victimization during adulthood? On the basis of the clinical and descriptive literatures on
childhood sexual abuse survivors, we can offer several hypotheses. One possible explanation
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is that survivors of childhood sexual abuse have dysfunctional interpersonal schemas affecting
perceptions of trust and safety that affect judgment and decision making with regard to risk
appraisal in interpersonal situations. It is also possible that symptoms of unresolved traumatic
stressors, including depression, dissociation, anxiety, posttraumatic stress symptoms and
substance abuse may interfere with the cognitive appraisal of risk in potentially vulnerable
situations or lessened ability to resist and defend themselves once in a situation. Further,
depression, dissociation, and anxiety may very well moderate PTSD symptomatology
independent of unresolved trauma issues. Common sequelae of childhood sexual abuse, such
as difficulty modulating affect, engaging in inappropriate forms of self-soothing, and setting
healthy interpersonal boundaries may set the stage for involvement in situations that increase
the risk of victimization. It should also be noted that the majority of the sample in this study
made less than $5,000 per annum. Environmental stressors related to a low income level (e.g.,
unsafe housing) may have influenced the rates of revictimization in this study. Future studies
could focus on delineating the role of these potential variables in mediating the link between
childhood sexual abuse and subsequent victimization during adulthood.

One limitation of the present study was a lack of a large enough sample size to include these
other important variables in the model that may mediate the increased vulnerability of child
sexual abuse victims to adult interpersonal victimization. Also, the prior victimization data are
retrospective and may suffer from recall bias leading to state-dependent overreporting of prior
trauma (Sandberg, Lynn, & Green, 1994). Research has shown that emotion experienced at
the time of retrieving a traumatic event influences what is remembered to a greater extent than
the strength of the original emotion (Wessel & Merckelbach, 1994). Because the participants
were recent rape victims, it is entirely possible that their current emotions at the time of
assessment led to an overreporting of prior trauma experiences. However, other literature
suggests that self-reports of past emotion are not always an accurate reflection of emotion
actually experienced during the original event (Neisser & Harsch, 1992) and that past emotion
correlates more strongly with remembering trauma details than does present emotion
(Christianson & Loftus, 1990). Moreover, retrospective assessment using self-report measures
of childhood victimization history has been found to be generally reliable, but when errors
occur, they occur in the direction of underreporting of previous trauma (Widom & Morris,
1997; Widom & Shepard, 1996). Further, it had been reported that there is little evidence to
link current psychiatric status with less reliable or less valid recall of early experiences (Brewin,
Andrews, & Gotlib, 1993). Although it might be argued that our results have limited
generalizability to a long-term posttrauma period, it has been demonstrated that most
postassault recovery takes place within the first 3 months (Rothbaum, Foa, Riggs, Murdock,
& Walsh, 1992), thus making the study of short-term posttrauma period important.

Limitations of this study notwithstanding, the results of our study are consistent with other
research (Follette et al., 1996) suggesting that to the extent that prior trauma history contributes
to PTSD symptomatology in recent rape victims, its effects appear to be a cumulative result
of child sexual abuse and adult interpersonal victimization. Thus, an assessment of prior trauma
history symptoms can help clinicians identify clients at higher risk for subsequent victimization
and development of PTSD.
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Figure 1.
Path analysis indexes for the final revised model of prior trauma history. Standardized path
coefficients appear on single-headed straight arrows; correlations appear on double-headed
curved arrows. The dotted line represents the path that was deleted from the initial theoretical
model. PTSD = posttraumatic stress disorder. * p < .01.
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