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Abstract 

Adaptability as a Moderator on the Impact of Childhood Sexual Abuse and the Development of 

Posttraumatic Stress Symptoms 

by  

Courtney Marie Kalmanson, M.S. 

Committee Chair: Patrick J. Aragon, Psy.D. 

 

Globally, it is estimated that 11.8% children experience Childhood Sexual Abuse (CSA) 

prior to the age of 18 (Stoltenborgh et al., 2011). However, the current prevalence rate of CSA is 

far underestimated due to the fear, shame, and denial that the victim experiences. Similarly, 

many survivors of CSA experience post-traumatic stress symptoms (PTSS) following the 

experience of CSA, which may develop into post-traumatic stress disorder (PTSD) over time. 

Furthermore, some children may adjust well despite the traumatic experience, suggesting 

resiliency. Much of the research on CSA focuses on the link between CSA and development of 

psychopathology, including but not limited to PTSD, as well as external protective factors 

related to resilience against the development of PTSD. The present study builds upon the current 

literature on resilience to PTSSs following CSA by identifying an additional internal protective 

factor, adaptability, which may decrease the severity of PTSS. A review of the existing literature 

on CSA-related PTSS development and previously established protective factors is provided.  

The present cross-sectional study utilized data from clients of Florida Institute of 

Technology’s Family Learning Program (FLP), a sexual abuse treatment program utilizing 

evidence-based interventions, including Trauma-Focused Cognitive Behavioral Therapy (TF-

CBT).  A total of 39 children, with mean age of 7.92 (SD = 3.31), were enrolled in this study. 
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59.0% (n = 23) of the sample identified as female, and 41.0% (n = 16) identified as male. In this 

sample, approximately 82.1% (n = 32) did not meet PTSD criteria and 17.9% (n = 7) did meet 

PTSD criteria according to clinician clinical judgement. This study suggested that children with 

higher PTSS (as measured by the CRIES-13) showed lower adaptability (as measured by the 

PSI-4-SF DC scale). CSA characteristics were significantly related to level of adaptability 

suggesting that early intervention to increase adaptability can improve CSA survivor’s ability 

cope with the cognitive, behavioral, and affective difficulties that arise following CSA. 

Identifying internal protective factors against the development of PTSD following CSA has 

implications for enhancing caregivers’ and mental health providers abilities to increase 

children’s resilience (i.e., level of adaptability), protecting them against long-term negative 

impacts of CSA.   
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Chapter 1 

Adaptability as a Moderator on the Impact of Childhood Sexual Abuse and the 

Development of Posttraumatic Stress Symptoms 

Childhood Sexual Abuse (CSA) is an event, or series of events, that can become a 

traumatic experience, which has rippling effects far beyond childhood. Interest in the prevalence 

of CSA emerged in the late 1970s and early 1980s in community and college samples to increase 

public awareness and attention in clinical, research, and public policy areas (Haugaard, 2000). 

The experience of CSA is heterogenous and can affect a wide array of individuals regardless of 

specific demographic characteristics. However, the prevalence of CSA is far underestimated due 

to fear, shame, and denial experienced by the victim.  

Similarly, these negative feelings associated with CSA are related to the development of 

psychological sequelae that continues well into adulthood. Commonly, child victims develop 

posttraumatic stress symptoms (PTSS) or posttraumatic stress disorder (PTSD)-type symptoms 

(e.g., flashbacks, nightmares, negative emotionality, dissociation, sleep problems, etc.), which 

affect their ability to heal from the detrimental experience of CSA (Finkelhor, 1990). Thus, it is 

important to understand the risk factors and protective factors associated with the psychological 

sequelae of CSA to improve the victim’s ability to overcome such a deleterious experience and 

live a fulfilling life. Research has shown that internal and external individual characteristics can 

serve as protective factors against the development of PTSS following CSA (Afifi & MacMillan, 

2011; Birmes et al., 2009; Bogar & Hulse-Killacky, 2006; Cicchetti & Rogosch, 2009; Domhardt 

et al., 2015). However, adaptability has not been examined as a potential protective factor against 
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the development of PTSS. Therefore, this study focuses specifically on identifying adaptability 

as a moderator on the impact of CSA and the development of PTSS.  

Review of the Literature 

Child Sexual Abuse  

There exists extensive research to identify the defining features of CSA; however, there is 

no consensus regarding the definition of the words within the term child(hood) sexual abuse. 

Each word within the term has been operationalized differently depending on the context (i.e., 

research, legal, and clinical). For example, even determining the age of a child becomes difficult 

as some consider a child to be any person below the age of 18, some consider a child to be any 

individual under the age of 17, and others consider a child to be someone below the age of 16 

(Haugaard, 2000). The laws that define who embodies an adult also vary depending on the 

country in which it is defined. For example, in the United States, states differ in their definition 

of an adult for the purposes of capacity to contract and at which age consensual sex is 

determined. In most states, the age of majority is 18-years old; however, this differs from the age 

of consent, which is when a person can legally consent to a sexual relationship (Stritof, 2018). 

Some states have suggested age 16 is the age of consent for a sexual relationship, while 

others suggest age 17 or 18 is the age of consent. Florida’s age of consent is 18; however, there 

is a provision that allows 16-and-17-year-olds to engage in consensual sex with someone age 16 

to 23 under the Romeo and Juliet law (The Florida Senate, 2011). Similarly, Arkansas’ age of 

consent is 16, which contends that a person must be at least 16-years old to engage in consensual 

sex (Howe, 2017). Interestingly, religion also plays a role in determining the age of majority, as 



ADAPTABILITY AS A MODERATOR ON THE IMPACT OF CSA AND DEVELOPMENT 
OF PTSS 

3 
 
 

Islam considers an adult to be a person who is 15 or has entered puberty (Stritof, 2018). Hence, 

the features that define a child become more complex when determining the age of consent 

depending on geographical location, religion, and the age at which a child becomes an adult. 

In addition, there is difficulty surrounding the definition of sexual behavior. Although 

there is much consensus regarding some behaviors that are considered sexual, such as 

intercourse, there is less agreement surrounding other behaviors, such as bathing with a child or 

sleeping in the same bed. The intent of the adult may also be ambiguous, leaving a great deal of 

the behaviors up for interpretation relative to intent; and, if the behaviors are inappropriate or 

abusive, determination of intent is left in the hands of external investigators. Similarly, the 

external investigator’s interviewing techniques (e.g., leading questions, coercion, bias, etc.) may 

contaminate the interpretation of inappropriate sexual behavior resulting in the case being 

unfounded (White & Quinn, 1988). 

Finally, controversy surrounding the meaning of the word abuse has resulted in the lack 

of a broad acceptance in the scientific community regarding the definition of abuse. A continuum 

of what constitutes abuse also exists, making it difficult to determine acts of sexual abuse 

(Haugaard, 2000). There is uncertainty regarding the inclusion of noncontact abuse, as some 

definitions only include physical contact. Often, CSA does not fit the typical criteria of abuse, as 

the sexual abuse experiences of children include sexual behaviors other than intercourse and do 

not involve physical coercion making it more difficult to label as abuse (Wyatt & Peters, 1986). 

Thus, for research purposes, a narrower definition of sexual abuse is needed to determine the 

specific features of CSA.  
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According to the United States Centers for Disease Control and Prevention (CDC), the 

definition of child sexual abuse is: 

the involvement of a child (person less than 18 years-old) in sexual activity that violates 

the laws or social taboos of society and that he/she: does not fully comprehend, does not 

consent to or is unable to give informed consent to, or is not developmentally appropriate 

for and cannot give consent to (Centers for Disease Control and Prevention [CDC], 2020, 

para. 1).  

Additionally, the World Health Organization (WHO) defines child sexual abuse as: 

the involvement of a child or an adolescent in sexual activity that he or she does not fully 

comprehend and is unable to give informed consent to, or for which the child or 

adolescent is not developmentally prepared and cannot give consent, or that violates the 

laws or social taboos for society (World Health Organization [WHO], 2017, p. vii).  

The WHO explains that children can be sexually abused by adults, as well as other children, who 

are in a position of responsibility or trust, together with power over the victim. These acts of 

sexual abuse are intended to gratify or satisfy the needs of the perpetrator or another involved 

party and include seeking power over the child. There are three forms of sexual abuse that are 

often recognized: 1) non-contact sexual abuse, 2) contact sexual abuse, and 3) abusive sexual 

contact.  

The CDC (2008) and WHO (2017) explain contact sexual abuse as including penetration, 

abusive sexual contact as intentional touching without penetration, and noncontact sexual abuse 

without physical contact but includes acts such as exposure to sexual activity, filming of a child 
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in a sexual manner, sexual harassment, and prostitution of a child (Leeb et al., 2008). Most 

definitions of CSA include both contact and non-contact abuse. It should be noted that CSA is 

often carried out with the use of manipulation, either psychological, emotional, or material; and 

it may occur on a frequent basis over long durations of time, as repeated episodes, or as a single 

occasion (WHO, 2017).  

The Diagnostic and Statistical Manual of Mental Disorders – Fifth Edition (DSM-5) 

defines CSA as, “any sexual act involving a child that is intended to provide sexual gratification 

to a parent, caregiver, or other individual who has responsibility for the child” (American 

Psychiatric Association [APA], 2013, p. 718). Collin-Vézina and Milne (2019) define CSA as, 

“any sexual activity perpetrated against a minor by threat, force, intimidation, or manipulation” 

(p. 1). A minor is considered any person under the age of 18 according to United States law 

(Cornell Law School, n.d.). Furthermore, Finkelhor (1999) identified three conditions that can be 

defined as sexual contact with a child including: “when a large age or maturational difference 

exists between the partners, when the partner is in a position of authority over or in a care-taking 

relationship with the child, and when the acts are carried out against the child by using violence 

or trickery” (p. 101). Therefore, while there is no universal agreement regarding the exact 

definition of CSA, there is agreement regarding the situations in which CSA occurs, including 

sexual acts between a prepubescent child and adult, between a parent and his or her child, and 

sexual acts against a child using force and violence.  
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Conceptual Model of Child Sexual Abuse 

Mathews and Collin-Vézina (2019) sought to identify a conceptual model and definition 

of CSA to further the understanding of the phenomenon and narrow the operationalized 

definition. Thus, a precise definition in research allows for more reliable outcomes; and a 

conceptual model of CSA allows for an understanding of the fundamental principles of the 

features of CSA and a theoretical understanding of the range of concepts. It was found that there 

are four factors required for an act or experience to be conceptualized as CSA (Mathews & 

Collin-Vézina, 2019). The first factor is that the person must be a child, which asserts that the 

person is developmentally a child and below the legal age of adulthood. The second factor is that 

full and informed consent must be absent with the presence of a child who cannot or does not 

give full consent to the sexual activities. The third factor is that the acts must be sexual in nature, 

which includes all acts of sexual intercourse, any other contact or noncontact act with sexual 

gratification being sought or obtained, acts to groom a child with any level of mental or physical 

sexual gratification, and “noncontact verbal or written requests or demands for sexual acts and 

other communication of sexual writing or imagery transmitted in person or electronically” 

(Mathews & Collin-Vézina, 2019, p. 143). The fourth and final factor is that the acts must 

constitute abuse, which includes any sexual act, physical contact, or non-physical contact, by any 

adult, including authority figures, and any nonconsensual sexual acts by other children in a 

superior position such as those in a relationship of power and inequality.  

Thus, this conceptual understanding of CSA, along with the definitions above, allow for a 

narrow operational definition of CSA for research purposes. Therefore, for the purposes of this 
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research paper, the definition of CSA will include all four factors included in the conceptual 

model of CSA according to Mathews and Collin-Vézina (2019). Additionally, a child will be 

defined as a person below the age of 18 with developmental characteristics in line with being a 

child. Hence, the child’s capacity to provide full consent is absent.  

Prevalence of Child Sexual Abuse 

Like the difficulties in defining CSA, the prevalence rates of CSA vary according to the 

methodology and definitions used. Other factors that contribute to difficulty in identifying a 

reliable prevalence rate include children’s reluctancy to disclose, choice of samples in studies, 

differences in data collection, type and number of questions, and response rates (Goldman & 

Padayachi, 2000). The main factor that limits the ability to identify an accurate prevalence rate is 

that some children never disclose the sexual abuse; thus, these children are not included in the 

statistics. The prevalence of CSA has been defined as “the proportion of a population who have 

suffered sexual abuse during childhood (generally before the age of 18)” (Pereda et al., 2009a, p. 

331-332). It should be noted that most prevalence studies are usually retrospective in nature 

(Wyatt & Peters, 1986). Globally, it is estimated that 11.8% or 118 per 1000 children experience 

CSA (Stoltenborgh et al., 2011). The prevalence rates differ according to gender, with girls 

consistently reporting higher CSA rates than boys. Global prevalence estimates of CSA among 

girls are between 18.0% and 19.7%, and global prevalence estimates for boys are between 7.6% 

and 7.9% (Pereda et al., 2009b; Stoltenborgh et al., 2011).  

One of the most cited prevalence studies conducted by Barth et al. (2013) utilized a 

systematic review and meta-analysis and included 55 studies from 24 countries. Their study 
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identified the current prevalence of CSA, considering the geographical region, type of sexual 

abuse, level of country development, and research methods. Four categories of CSA were used, 

including non-contact abuse, contact abuse, forced intercourse, and mixed sexual abuse (not 

specified). Overall, prevalence estimates ranged from 8% to 31% for females and 3% to 17% for 

males depending on the type of CSA. It was found that the highest prevalence rate was for non-

contact CSA, with 17% for males and 31% for females. Mixed sexual abuse prevalence estimates 

were 8% for males and 15% for females. The prevalence estimates for contact abuse were 6% for 

males and 13% for females. The lowest prevalence rate was for forced intercourse, with 3% for 

males and 9% for females (Barth et al., 2013).  

In the United States, the Department of Health and Human Services’ annual report, 

through the National Child Abuse and Neglect Data System, details annual prevalence rates of 

CSA. Out of 677,529 child maltreatment victims reported to Child Protective Services in 2018, 

47,124 of these victims reported experiencing sexual abuse only. Thus, sexual abuse was the 

third most reported single maltreatment type with 7.0% of the total sample size experiencing 

sexual abuse only. According to the CDC (2020), about one in four girls and one in 13 boys 

experience CSA at some point in childhood. Alarmingly, 91% of CSA is perpetrated by someone 

the child or child’s family knows. It has also been found that CSA is highly correlated with the 

development of psychiatric disorders, as CSA is associated with the lifetime prevalence of 78% 

for women and 82% for men for the development of any mood, anxiety, or substance disorder 

(Molnar et al., 2001).  
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Age Characteristics. The lifetime prevalence rates of CSA vary according to the time at 

which it is measured, with rates increasing as children get older. Perez-Fuentes et al. (2013) 

found that approximately one in ten individuals had experienced CSA before age 18 in a large, 

nationally representative sample of United States adults with more than 34,000 adults 18 years 

and older. The overall prevalence rate of CSA in this study was 10.14%, with 24.8% for men and 

75.2% for women (Perez-Fuentes et al., 2013). Finkelhor et al. (2014) found the lifetime 

prevalence of 17-year-olds with an experience of sexual abuse and/or sexual assault to be one-in-

four for females and one-in-twenty for males. The risk of exposure to sexual abuse increased in 

late adolescence, with rates for females from 16.8% at 15-years old, 21.7% at age 16-years old, 

and 26.6% at 17-years old.  For males, the rates ranged from 4.3% at 15-years old, 3.3% at age 

16-years old, and 5.1% at 17-years old (Finkelhor et al., 2014).  

Age was also a factor in the child’s ability to process the experience of CSA and impact 

on the development of psychological disorders. While it is known that there is risk of CSA at any 

age, the most vulnerable children are between the ages of 7 and 13 (Finkelhor & Baron, 1986; 

Snyder, 2000). Studies have shown that 25% to 35% of all sexual abuse victims are under the 

age of 7-years old, and the median age of reported sexual abuse is 9-years old (U.S. General 

Accounting Office, 1996; Putnam, 2003). However, this number is seemingly low due to young 

children’s reluctancy to disclose the sexual abuse. Thus, most studies show higher prevalence 

rates among older children due to their increased understanding of CSA and their willingness to 

disclose. There is no evidence of heightened vulnerability among older children, rather it is 

challenging to identify age characteristics among sexual abuse victims (Finkelhor, 1994).  
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Rates of revictimization also differ depending on the age at which the child was during 

the first occurrence. Casey and Nurius (2005) found that children who experience CSA at an 

early age have an increased risk of revictimization during adolescence or adulthood. Specifically, 

girls who experience CSA in childhood are two to three times more likely to be revictimized in 

adolescence or adulthood compared to girls who have no prior experience of CSA in childhood. 

Altogether, it is estimated that one-third of CSA victims are revictimized at some point later in 

life (Arata, 2002). Additionally, the risk factor for age is different among girls and boys, with 

increased risk at earlier ages and lasting longer for girls (Putnam, 2003). Hence, age may affect 

the prevalence rates; and there is a higher lifetime risk of CSA in girls. This research study 

focuses on children 12 years and younger due to the measures it utilizes; however, it should be 

recognized that children above 12 years are at risk of CSA as well. Accordingly, this study is 

relevant to children beyond age 12. 

Gender Characteristics. Females are five times more likely to experience sexual abuse 

compared to males (Sedlak et al., 2010). However, males and females likely experience sexual 

abuse at an increased rate than research reports (Finkelhor et al., 2013; Holmes et al., 1997; 

Walker et al., 2004; Widom & Morris, 1997). It is likely that rates of CSA among boys are often 

underreported due to differences in socialization among boys and girls, as boys are socialized to 

be strong and not show any emotions which results in fear of being vulnerable by reporting CSA. 

Boys may also misinterpret sexual abuse as not being abusive behavior, due to various 

socialization and biological processes during the event (i.e., erection/ejaculation) that lead to 

beliefs that the CSA was something desired or warranted (Holmes et al., 1997; Walker et al., 
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2004). Thus, it is more socially acceptable for girls to report CSA, which results in higher 

prevalence rates among girls (Widom & Morris, 1997). Additionally, male victims often do not 

disclose due to fears and stigma of being labelled as homosexual if they were sexually abused by 

a male preparator (Goldman & Padyachi, 2000). Similarly, if the male victim’s perpetrator is 

female, he may misinterpret the experience as something he desired such as an “early 

introduction to sexual prowess” or entering manhood rather than being abused, unless coercion 

was involved (Holmes et al, 1997, p. 76).  

Furthermore, the perpetrator-victim relationship is often different among girls and boys, 

as girls are more likely to experience intrafamilial abuse while boys are more likely to 

experience extrafamilial abuse. Therefore, the abuse allegations become more difficult to prove 

for male victims and the likelihood of disclosure is lessened. The age gap between male victims 

and their perpetrator is often smaller compared to girls, which blurs the lines of what constitutes 

abuse and sexual experimentation between children and peers (Cashmore, & Shackel, 2014). 

Consequently, female victims are likely to experience sexual abuse over a longer period, 

compared to male victims, due to continued opportunities for grooming and continued contact in 

intrafamilial abuse. However, this does not deem the acts against male victims as less abusive or 

traumatic. Male victims are likely to experience more violence and physical harm during CSA 

along with multiple perpetrators. Thus, these factors likely contribute to greater psychological 

distress and increased adverse mental health outcomes for male victims.  

 

 



ADAPTABILITY AS A MODERATOR ON THE IMPACT OF CSA AND DEVELOPMENT 
OF PTSS 

12 
 
 

Impact of Child Sexual Abuse 

There must be an idiographic approach when understanding the impact of CSA as each 

victim’s reaction is unique. Individuals who have experienced CSA are more likely to experience 

a wide range of psychological and interpersonal problems compared to individuals with no 

experience of CSA. There are a multitude of mechanisms by which CSA disrupts one’s 

functioning. One suggestion is that CSA disrupts the development of a child’s sense of self, 

which creates difficulty relating to others, inability to self-regulate reactions to stressful events, 

and other interpersonal and emotional challenges, increasing the risk of psychiatric sequelae 

(Molnar et al., 2001). For example, Molnar et al. (2001) found that the lifetime depression rate 

among women exposed to CSA was 39.3% compared to 21.3% found in the general population. 

The rates for developing any mood, anxiety, or substance disorders are also higher among males 

(82%) and females (78%) exposed to CSA compared to rates in a nationally representative 

survey of the United States (Males: 51.2% and Females: 51.2%). Subsequently, a minority of 

CSA victims (10% to 28%) report no psychological distress (Briere & Elliott, 1994; Finkelhor, 

1990).  

Longitudinal research has shown that CSA is associated with psychological difficulties in 

the short and long term (Briere & Elliott, 1996; Chen at al., 2010; Finkelhor, 1990; Maniglio, 

2010; Maniglio, 2012). It has been suggested that the psychological impact of CSA occurs in at 

least three stages. The first stage includes initial reactions such as PTSS, disruption of normal 

psychological development, painful emotions, and cognitive distortions. The second stage 

involves accommodation to ongoing abuse through coping behaviors to increase safety and/or 
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decrease pain during victimization. The third stage is more long-term because it leads to 

reflecting on the impacts of initial reactions and abuse related accommodations, which influence 

the individual’s ongoing psychological and personality development (Briere & Elliott, 1994). 

The main categories of immediate and long-term impact include PTSS, cognitive distortions, 

emotional pain, avoidance, impaired sense of self, and interpersonal difficulties (Briere & Elliott, 

1994; Ligezinska et al., 1996).  

Other frequently reported difficulties include depression, anxiety, other internalizing 

disorders along with externalizing difficulties including dissociation, conduct disorders, 

aggressiveness, and inappropriate or early sexualized behaviors (Lanktree et al., 1991; Paolucci 

et al., 2001). Along with the differences in prevalence rates among males and females, ample 

research has shown that boys tend to show more externalizing symptoms (e.g., poor school 

performance, delinquent behaviors, sexual risk taking, etc.) while girls show more internalizing 

symptoms (e.g., suicidal ideation, disordered eating, depressive symptoms, etc.) following CSA 

(Chandy et al., 1996; Dube et al., 2005; Finkelhor, 1990). The most frequently reported impact 

of CSA includes PTSS and sexualized behaviors; however, there is no specific sexual abuse 

syndrome that has been identified. It should be noted that the impact of CSA occurs initially 

following the experience and difficulties continue/develop in the long-term.  

Initial Impact of Child Sexual Abuse. The initial impact of CSA includes reactions 

occurring within two years of the termination of abuse (Browne & Finkelhor, 1986). Fear tends 

to be the most experienced emotional reaction following CSA followed by anger and hostility, 

which may lead to physical aggression. CSA victims also experience guilt and shame 
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surrounding their experience, potentially resulting in the development of negative cognitive 

styles and information processing biases associated with the development of depression 

(Maniglio, 2010). As such, child victims of CSA are four times more likely to receive a 

diagnosis of major depressive disorder (MDD) as compared to children without a CSA history 

(Lanktree et al., 1991). One explanation for the increased risk of developing MDD following 

CSA is related to an underestimation of the victims’ self-efficacy and self-worth, which results in 

feelings of helplessness and hopelessness, self-blame, and low self-esteem (Briere & Elliott, 

1994).  

Furthermore, the experience of CSA interferes with the child’s sense of security and 

safety, resulting in chronic feelings of anxiety and fearfulness. Thus, child victims of CSA are 

five times more likely to be diagnosed with at least one anxiety disorder as compared to non-

abused children (Stein et al., 1988). Common symptoms of anxiety in CSA victims tend to 

manifest as physical consequences such as sleep disturbances and changes in eating habits. These 

anxiety disorders commonly include generalized anxiety disorder (GAD), phobias, panic 

disorder, and obsessive-compulsive disorder (OCD). Additionally, CSA victims experience 

PTSS because of the physical injury, pain, or danger during CSA, which may lead to the 

development of PTSD (Maniglio, 2012).  

Moreover, children tend to react to CSA with inappropriate sexual behavior, including 

but not limited to, engagement in sexual relations, open masturbation, excessive sexual curiosity, 

and exposure of genitals. One explanation for the development of indiscriminate sexual behavior 

is the need for closeness and intimacy, which was not met during childhood. These inappropriate 
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sexual behaviors may also serve as a distraction or avoidance of internal distress by eliciting 

sexual arousal and pleasure (Briere & Elliott, 1994). It has been found that sexual problems are 

more common among younger girls and older boys (Browne & Finkelhor, 1986). However, boys 

are at a higher risk of becoming abusers themselves following the experience of CSA (Finkelhor, 

1990). 

As previously mentioned, CSA impacts social functioning, including school difficulties, 

truancy, running away from home, and possibly marriage at a young age to escape the abuse. 

Younger children are more likely to escape to relatives, whereas older girls tend to run away or 

elope. Adolescent pregnancy as a result of CSA is another initial impact, which can cause long-

term effects on the child victim. Similarly, each of the initial impacts of CSA previously 

discussed (i.e., depression, anxiety, PTSS, anger and hostility, sexual behavior problems, and 

sexual dysfunction) can result in long term consequences for the CSA victim, depending on 

many factors.  

Long-Term Impact of Child Sexual Abuse.  

Depression. Many of the characteristics of CSA including severity, type of CSA, 

duration, and relationship between the perpetrator and victim affect the development of 

psychological sequelae in the long-term. Jumper (1995) conducted a meta-analysis with 18 

studies, including 20 samples (n = 3,546) identifying that CSA was significantly related to adult 

depression. Additionally, it was found that CSA was significantly related to self-esteem 

impairment and other psychological problems. Paolucci et al. (2001) also found similar results 

identifying a significant relationship between CSA and depression. Similarly, CSA victims show 
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an increased likelihood of engaging in self-harm behaviors and experiencing suicidal ideation or 

suicide attempts. 

As such, many studies have shown that adult women who experienced CSA show 

increased depression compared to their non-abused peers (Briere & Ellliott, 1994; Browne & 

Finkelhor, 1984; Maniglio, 2010). More specifically, contact sexual abuse is associated with 

higher rates of depression, increased likelihood of depressive episodes over time, and associated 

hospitalizations for depressive symptoms. Thus, CSA is a risk factor for the development of 

depressive disorders into adulthood; however, biological, psychological, and social factors play a 

role in the development of such disorders. These other factors may include neurobiological 

mechanisms, genetic factors, stressful life events other than CSA, maladaptive coping patterns, 

parental mental illness, and certain types of parenting practices. Therefore, CSA cannot be 

considered a causal factor for the development of long-term depression, rather it needs to be 

considered as part of a comprehensive, multifactorial etiological model for depression to explain 

how multiple risk factors contribute to depressive symptoms and disorders (Maniglio, 2010).  

Anxiety. There is evidence that suggests that CSA is significantly linked to the 

development of anxiety disorders, although the relationship is general and non-specific 

(Maniglio, 2012). Anxiety disorders include disorders that have features of excessive fear, 

anxiety, and related behavioral disturbances (APA, 2013). Thus, one of the most common 

emotions experienced by CSA victims is fear, which is the “emotional response to real or 

perceived imminent threat,” whereas anxiety is “anticipation of future threat” (APA, 2013, p. 

189). As such, when the fear and anxiety associated with CSA becomes unbearable, excessive, or 
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persistent beyond developmentally appropriate periods, an anxiety disorder has developed. 

Anxiety disorders are one of the most diagnosed mental disorders with an estimated prevalence 

range between 0.9% and 28.3% (Baxter et al., 2013).  

One suggestion for the development of anxiety disorders following CSA is that CSA is an 

acute traumatic event, generating immediate phobic responses (e.g., avoidance of reminders), 

anxiety-related symptoms (e.g., worry, fear, panic attacks, etc.), along with long-term, chronic 

psychological sequelae, including PTSS which often develops into PTSD (Maniglio, 2012). In a 

meta-analysis of 16 samples (n = 6, 870), Rind et al. (1998) found that CSA was significantly 

related to generalized anxiety symptoms. Furthermore, Chen et al. (2010) found a statistically 

significant association between sexual abuse and a lifetime diagnosis of anxiety disorders 

through a meta-analysis of eight samples.   

Additionally, compared to the general population, CSA victims are more likely to meet 

the criteria for anxiety disorders as previously mentioned (Briere & Elliott, 1994; Maniglio, 

2012). One possible explanation for the increased likelihood among CSA victims is the 

interpersonal nature of the experience of CSA which results in a learned association between 

social or environmental stimuli and danger, which elicits fear in otherwise neutral interpersonal 

events (Briere & Elliott, 1994). More specifically, this type of learned association may cause 

sexual dysfunction due to the link between sexual stimuli and invasion of pain, which elicits 

anxiety-related difficulties during future sexual contact.  

Somatic Complaints. This abuse-related anxiety may also be expressed physically in the 

form of somatic difficulties due to the hyperarousal of the sympathetic nervous system. Common 
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physical problems that have been reported among CSA victims include headaches, stomach pain, 

asthma, bladder infections, and chronic pelvic pain. Friedrich and Schafer (1995) found that 

somatic complaints are significantly more common in sexually abused children compared to 

children without a history of sexual abuse. Interestingly, girls aged 6 to 7 years and boys aged 7 

years to 12 years showed the most somatic complaints compared to other age groups. In this 

study, non-abused children exhibited one somatic complaint on average compared to CSA 

victims with an average of three somatic complaints (Friedrich & Schafer, 1995). It should be 

noted that specific sexual abuse characteristics are related to presentation of somatic complaints. 

Farley and Keaney (1997) identified that the more perpetrators reported was related to greater 

number of reported chronic physical symptoms. The long-term somatic complaints associated 

with CSA are related to the unconscious bodily sensations that are part of the memory of the 

experience. Therefore, the traumatic memories may be forgotten; but, the body holds onto 

somatosensory memories which elicits physical symptoms well into adulthood (Farley & 

Keaney, 1997). This has also been linked to dissociative symptoms related to PTSS as sexual 

stimuli or interactions may trigger flashbacks.  

Posttraumatic Stress Symptoms. The impact of CSA has been associated with a form of 

PTSD and a significant portion of CSA victims experience PTSD-type symptoms or PTSS. 

These symptoms include flashbacks, nightmares, numbing of affect, sense of estrangement or 

dissociation, and sleep problems. The form of PTSS following CSA tend to be more specific 

than the general PTSD diagnosis. One reason for the development of PTSS is due to the 

overwhelming nature of CSA on coping mechanisms and the associated feelings of 
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powerlessness. This overwhelming and threatening nature of CSA leads to negative 

consequences including hyperarousal, intrusive memories in the form of flashbacks, and being 

disengaged from other people (i.e., dissociative response) (Banyard & Williams, 1996). 

Similarly, CSA that includes threat or force along with longer duration of abuse has been 

associated with development of PTSS compared to victims’ experiences that did not include 

threat or force (Finkelhor & Browne, 1985; Wolfe et al., 1994). The nature of the perpetrator-

victim relationship (e.g., people they know and trust) also impacts the child’s vulnerability to 

forming negative attributions of self-blame and guilt, which in turn leads to PTSS. Wolfe et al. 

(1994) hierarchical multiple regression analysis indicated that factors related to the nature and 

severity of the CSA (i.e., duration, severity, violence, coercion, and relationship to perpetrator) 

and a child’s feelings of guilt each contributed significantly, explaining 37% of the variance in 

PTSD symptoms. Interestingly, use of force may create less self-blame attributions among CSA 

victims.  

Overall, the estimate of meeting PTSD diagnosis for sexually abused children is between 

30% to 50%, with a much larger percentage experiencing at least some PTSS (more than 80%) 

(Briere & Elliott, 1994; Maikovich et al., 2009). Importantly, PTSS levels and trajectories across 

time do not show a significant difference between boys and girls; rather, there are similar rates of 

PTSS across both genders following CSA. The higher overall rate of harm predicted higher 

PTSS levels, whereas substantiated CSA cases were associated with shallower decreases in 

PTSS over time (Maikovich et al., 2009).  
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Furthermore, Rodriguez et al. (1997) compared symptoms of PTSD in a group of adult 

women (n = 45) in outpatient treatment for CSA and group of women (n = 31) with no CSA 

history experiencing relationship distress. It was found that 86.7% of the CSA group met criteria 

for current PTSD, compared to 19.4% of the relationship distress group (Rodriguez et al., 1997). 

Thus, CSA accounted for a significant portion of the variance in PTSD intensity levels among 

this sample. There was also a positive relationship between CSA characteristics of force and 

duration and level of PTSS, which is similar to the findings previously reported by Wolfe et al. 

(1994). Similarly, both clinical and nonclinical groups of adult CSA victims display more 

intrusive, avoidant, and arousal symptoms of posttraumatic stress than non-abused adults (Briere 

& Elliott, 1994). Therefore, CSA is considered an etiological factor for the development of 

PTSS, which may lead to the diagnosis of PTSD.  

Anger and Hostility. In addition to fear, anger and hostility are common emotional 

sequelae of CSA. Anger is thought to be an adaptive response that allows one to communicate 

the feeling of threat (Gupta et al., 2011). However, the adaptive function of anger depends on the 

context in which it is expressed along with the duration of such feelings. As such, the expression 

of anger following CSA has been related to negative outcomes such as externalizing symptoms, 

and greater interpersonal difficulties. Asgeirsdottir et al. (2011) found that the experience of 

anger following CSA plays a significant mediating role in family conflict/violence and substance 

use. Thus, anger has a greater predictive significance for the likelihood of substance use 

following CSA compared to other negative emotional experiences, such as depressed mood 

which can also affect interpersonal relationships.  
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Furthermore, individuals tend to express anger verbally; however, when CSA victims’ 

express anger to the perpetrator, it may result in additional threats, physical violence, and 

increased abusive behavior (Gupta et al., 2011).  This may lead to the CSA victim internalizing 

feelings of anger through the use of suppression or denial of the outward expression of anger. 

Additionally, when anger is associated with feelings of shame it may result in hostility, which 

can turn into rage. Rage and hostility are associated with feelings of powerlessness as is common 

in experiences of CSA and a drive to lash out at others, whereas anger is associated with feelings 

of righteousness or justification (Bennett et al., 2005). Thus, if the expression of anger is not 

appropriately expressed, the individual may become hostile and lash out to express their feelings 

of anger associated with CSA.  

Moreover, CSA may also contribute to the development of hostile attribution bias, which 

causes CSA victims to interpret ambiguous stimuli as threatening (Hébert et al., 2020). This bias 

tends to be associated with PTSS’s of hyperarousal and hypervigilance, which in turn increases 

hostility and aggression towards others. Hébert et al. (2020) found that PTSD symptoms 

increased the risk of peer victimization through the mediating pathway connecting depression 

and hostile attributions regarding ambiguous relational provocations. Therefore, children who 

have experienced CSA perceive social cues as being hostile, which urges them to adopt 

maladaptive social behaviors, such as withdrawal or aggression, increasing risk of being 

victimized by peers (Hébert et al., 2020). 

Interestingly, Gupta et al. (2011) found that the expression of anger for CSA victims was 

adaptive, only when not discussing abuse-related material. Anger expression related to 
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distressing non-abuse experiences resulted in decreased internalizing and externalizing 

symptoms two years later. Consequently, for CSA victims that had disclosed an abuse 

experience, there was no association with symptoms in the long-term (Gupta et al., 2011). 

Therefore, CSA victims likely express their anger in indirect forms and the context in which 

anger is expressed determines long-term consequences. One possible form of abuse-related anger 

is sexually aggressive behavior toward others, which is also related to inappropriate sexual 

behavior or sexual behavior problems (Briere & Elliott, 1994).  

Sexual Behavior Problems. In addition to externalizing behaviors associated with anger 

following CSA, sexualized behaviors have been closely linked to CSA (Putnam, 2003). Multiple 

studies have found that children with a history of CSA show more sexualized behaviors 

compared to non-abused peers (Chaffin et al., 2008; Hall et al., 2000; Paolucci et al., 2001; 

Putnam, 2003). Chaffin et al. (2008) defines children with sexual behavior problems (SBP) as 

“children ages 12 and younger who initiate behaviors involving sexual body parts (i.e., genitals, 

anus, buttocks, or breasts) that are developmentally inappropriate or harmful to themselves or 

others” (p. 200). Estimated rates of SBP’s following CSA range from 6% to 30% (Wamser-

Nanney & Campbell, 2020). Child SBP following CSA exists on a continuum with the use of 

aggression, coercion, and force on the most pathological end of the spectrum (Hall et al., 2000). 

The characteristics of the child’s experience of CSA relate to future SBP’s, including sexual 

arousal of the child, self-stimulation, level of participation, and sadistic elements introduced by 

the perpetrator. Additionally, social behaviors and familial variables impact the presence of 

SBP’s (Hall et al., 2000). The child’s engagement in SBP have been associated with curiosity, 
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anxiety, or imitation of observed adult behavior, rather than sexual gratification (Chaffin et al., 

2008).  

Hall et al. (2020) identified five categories of child SBP’s. The first category of 

developmentally expected sexual behavior is children that do not exhibit problematic self-

focused or interpersonal sexual behavior due to not being actively involved nor sexually aroused 

during their experience of CSA. The second category includes developmentally problematic 

interpersonal sexual behavior, which tends to be episodic, spontaneous, and not entrenched 

related to active involvement in their experience of CSA (Hall et al., 2020). The third category 

involves sexually focused behavior which involves frequent and compulsive masturbation, as 

well as sexual preoccupation, with few sexualized gestures and no problematic sexual behavior 

towards others, which is associated with more sexual arousal during the experience of CSA and 

self-blame. Type four involves planned, interpersonal sexual behavior with children engaging in 

problematic interpersonal sexual behavior involving extensive adult-type sexual acts, which are 

planned but are not coercive. Most children in this category experience sexual preoccupation and 

exhibit problematic levels of masturbation (Hall et al., 2000). Their experience of CSA includes 

discomfort, sadism, and arousal, along with being an active participant. The final category 

involves planned, coercive interpersonal sexual behavior, which includes coercion and planning 

in their extensive, adult-type interpersonal sexual behavior, including high levels of problematic 

masturbation, sexual preoccupation, and sexualized gestures. Their experience of CSA includes 

discomfort, self-stimulation, arousal, and a high degree of participation (Hall et al., 2000). 
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Overall, the different forms of SBP’s involves varying degrees of participation, discomfort, 

arousal, and participation during CSA, which influences the degree of SBP’s.  

Moreover, Wamser-Nanney and Campbell (2020) found that, out of a sample of 254 

children with CSA experiences, 43% exhibited clinical levels of SBP’s; and 52.8% of the sample 

had engaged in at least one interpersonal sexual behavior problem. SBPs were more common 

among younger children, as well as boys compared to older children and girls. More severe 

experiences of CSA were also related to higher levels of SBP’s. Interestingly, PTSS was a 

significant predictor of engagement in SBP (Wamser-Nanney & Campbell, 2020). This 

relationship may be associated with increased overall distress following CSA, which results in 

PTSS along with SBPs being understood as intrusion symptoms to process the distressing 

experience of CSA. These SBPs may also relate to future sexual dysfunction that persists into 

adulthood. 

Sexual Dysfunction. PTSS following CSA also relate to sexual dysfunction as victims 

often develop an aversion to sex, experience flashbacks to CSA, difficulty with arousal and 

orgasm, and vaginismus (Finkelhor & Browne, 1985). CSA victims may also develop negative 

attitudes towards their sexuality and their bodies, which impacts sexual functioning. There tends 

to be negative connotations surrounding the engagement in sexual activities as it becomes 

associated with their memory of CSA, including revulsion, fear, anger, a sense of powerlessness, 

and other negative emotions. Thus, these feelings become more generalized; and an aversion to 

all sex or intimacy develops, causing interpersonal difficulties well into adulthood (Finkelhor & 

Browne, 1985). Additionally, the experience of CSA disrupts typical development of sexuality as 
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Noll et al. (2003) found that the negative association with sex may interfere with sexual pleasure 

which further perpetuates sexual dysfunction. Noll et al. (2003) also identified that CSA is a risk 

factor for early and risky sexual activity and increases the likelihood of teenage motherhood. It 

was also found that CSA victims reported being significantly younger at the onset of voluntary 

intercourse compared to non-abused participants, reported less birth control efficacy, and were 

younger when having their first child.  

As previously mentioned, CSA occurs in the context of human relationships, often with 

the victim knowing the perpetrator prior to the abuse. Thus, the perpetrator violates boundaries, 

which can create intimacy problems surrounding fear and ambivalence towards interpersonal 

vulnerability (Briere & Elliott, 1994). Interestingly, interpersonal difficulties are more severe 

among victims who experience CSA at an earlier age, longer duration of CSA, and when the 

CSA is intrafamilial (Elliott, 1994). As such, Noll et al. (2003) found that when the biological 

father is the perpetrator, there is greater sexual aversion and sexual ambivalence experienced by 

the victim. Briere and Runtz (1990) found that compared to physical and psychological abuse, 

CSA was linked to maladaptive sexual behavior. This relates to Finkelhor and Browne’s (1985) 

traumatic sexualization in which “a child’s sexuality (including both sexual feelings and sexual 

attitudes) is shaped in a developmentally inappropriate and interpersonally dysfunctional fashion 

as a result of sexual abuse” (p. 531). As such, adults with a history of CSA report difficulties 

with sexual intimacy related to sexual dysfunction due to fears and vulnerability, a tendency to 

be dependent upon or overidealize those with whom they form a close relationship and may 
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experience multiple, superficial, or brief sexual relationships that end as intimacy develops 

(Briere & Elliott, 1994).  

The future effects of CSA on sexual dysfunction relate to fears of both men and women, 

disrupted marriage, and dissatisfaction in sexual relationships (Finkelhor et al., 1989). 

Dennerstein et al. (2004) conducted a longitudinal study examining relationship quality among 

362 mid-aged women with a history of CSA. In review of duration of relationships, it was found 

that those who experienced penetrative CSA, experienced significantly shorter duration of 

overall length of relationships and were more likely to have fewer children compared to other 

forms of CSA (Dennerstein et al., 2004). Overall, it was found that a major impact of CSA is on 

the quality of the relationship with the partner in which CSA victims experience more negative 

feelings towards their partner including perceptions of partners as uncaring and overcontrolling 

(Dennerstein et al., 2004; Mullen et al., 1994). One hypothesis is that the experience of CSA at a 

vulnerable moment during development, including trust in others and sexuality creates a deficit 

in this specific domain of intimate relationships (Mullen et al., 1994).  

Characteristics of Child Sexual Abuse on Symptom Development 

Some child victims do not develop significant PTSS symptoms, which has been found to 

be associated with shorter duration of abuse, lack of force, lack of violence, or lack of 

penetration, the relationship with the perpetrator is extrafamilial, and support from parents in a 

well-functioning family environment (Browne & Finkelhor, 1986). Similarly, children begin to 

recover following the experience of CSA, which may mitigate the long-term consequences 

previously mentioned. Certain symptoms that likely improve include sleep problems, fears of the 
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offender, and symptoms of anxiety (Finkelhor, 1990). Consequently, relationship difficulties 

may persist following CSA, including more marital disruption, less sexual satisfaction, and lower 

levels of religiosity compared to non-abused individuals (Dube et al., 2005; Finkelhor et al., 

1989). Depressive symptoms, including withdrawal and acting out, are likely to show little 

change in the short-term. The sustainment of symptom development in the short-term and long-

term depend, in part, on the characteristics of CSA including severity, duration, and the 

perpetrator-victim relationship. 

Severity. CSA victims have a two to three-time greater risk of revictimization than 

women without a history of CSA (Arata, 2002). Revictimization is linked to more symptoms of 

PTSS and dissociation. One variable related to future revictimization is associated with the 

severity of the initial sexual abuse. Severity of CSA includes frequency, duration, nature of acts, 

relationship to perpetrator, force, and number of perpetrators. It has been found that CSA 

severity is associated with the use of avoidance coping, which predicts greater levels of trauma 

symptomatology and severity of sexual coercion in adulthood (Bulik et al., 2001; Fortier et al., 

2009). Avoidant coping strategies include behavioral (e.g., withdrawal from others) and 

emotional disengagement (e.g., blaming self for CSA) that are utilized in the initial period 

following CSA and may persist in the long-term. This coping style contributes to increased 

psychological distress and trauma symptoms as the individual is unable to adequately process his 

or her experience of CSA. Thus, Fortier et al. (2009) found that CSA severity predicts avoidant 

coping, avoidant coping predicts trauma symptoms, and trauma symptoms predict coercive 

revictimization severity. Brand and Alexander (2003) also found that when CSA victims utilized 
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avoidance coping strategies, they experienced higher scores on depression and psychological 

distress. 

Additionally, Briggs and Joyce (1997) found that the severity of PTSS was significantly 

associated with the extent of CSA involving actual sexual intercourse. Interestingly, engaging in 

sexual intercourse as part of CSA significantly predicted scores on dissociation, intrusion 

symptoms, and hyperarousal but was not associated with numbing or anger. When women 

experienced multiple CSA episodes, which involved sexual intercourse, the likelihood of PTSS 

was significant (Briggs & Joyce, 1997). Moreover, Briere and Runtz (1988) found that the total 

number of perpetrators, use of force during victimization, and completed intercourse was 

associated with increased abuse-related symptomatology. More specifically, anxiety, 

dissociation, and somatization in women were associated with intrafamilial CSA, older 

perpetrators, and a longer duration of abuse (Briere & Runtz, 1988).  

Furthermore, McClellan et al. (1995) found that children with more severe histories of 

CSA had a higher total number of psychiatric hospitalizations. It was also found that these 

children had higher rates of PTSD and substance use disorders, along with family histories of 

antisocial behavior and substance abuse. Frequency of CSA was significantly related to being 

younger at the time of first occurrence, which is associated with higher levels of distress and 

depression (Brand & Alexander, 2003). Papalia et al. (2020) found that victims sexually abused 

prior to age 12 were at a greater risk of sexual assault revictimization and violence 

revictimization. Individuals with more chronic, longer duration of CSA, were abused by more 

perpetrators, including higher rates of being abused by one of their parents, as well as stepparents 
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(McClellan et al., 1995). Thus, being younger at the time of first exposure to CSA may be related 

to coming from a disadvantaged and maltreating family environment, which increases risk of re-

exposure to additional CSA and violence during childhood and adolescence (Papalia et al., 

2020).  

Duration. The duration of the CSA affects PTSS severity. Specifically, victims that 

experience longer durations of CSA experience more PTSS symptoms in all domains (Briere & 

Runtz, 1988; Rowan et al., 1994).  Additionally, lengthier abuse lasting weeks, months, and 

years is associated with a more negative self-concept (Reyes, 2008). McClellan et al. (1995) 

found that a longer duration of CSA was associated with higher rates of physical abuse and 

neglect; thus, exposing these children to more traumatic experiences, leading to higher rates of 

psychiatric hospitalizations, PTSD, and sexually inappropriate behaviors. Therefore, longer 

duration of CSA is likely linked with other risk factors related to abuse and/or 

family/environmental stressors, which further impedes the child’s ability to effectively cope with 

the experience of CSA. Furthermore, PTSD is associated with sexual revictimization via 

mechanisms, such as impaired risk detection and response, hypervigilance, emotion 

dysregulation, and maladaptive coping (Papalia et al., 2020). CSA also disrupts attachment and 

relationship problems, including engagement in risk-taking behaviors which in turn increases 

PTSS severity and risk of revictimization.  

Steel et al. (2004) found the duration of CSA to be directly associated with psychological 

distress, as well as internalization of abuse. One reason for this direct association is that the 

longer the duration of CSA, the more likely the individual is to attribute blame for the abuse 
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internally (Steel et al., 2004). This self-blame in the form of blaming one’s character for the 

occurrence of CSA is related to worse PTSS (Ullman et al., 2014). Additionally, engaging in 

self-blame is associated with greater use of maladaptive coping strategies (e.g., avoidant coping), 

which, in turn, increases PTSS (Arata, 1999). Consequently, if CSA occurs only once, it is easier 

for the victim to attribute the occurrence to chance. Interestingly, Ullman (2007) found that 

intrafamilial CSA was linked to self-blame, which was associated with more PTSS compared to 

extrafamilial CSA who blamed themselves. Other correlates of longer duration of abuse with 

internal, global, and stable negative attributions regarding the CSA include poorer adjustment in 

adulthood, including borderline ideation, PTSD, and suicidal ideation (Steel et al., 2004).  

Perpetrator-Victim Relationship. As previously mentioned, number of perpetrators 

impacts the level of psychological distress experienced with a greater number of perpetrators 

causing the greatest level of negative long-term effects. One hypothesis is that the experience of 

CSA by multiple perpetrators increases levels of distrust, shame, and difficulties coping (Steel et 

al., 2004). Alarmingly, approximately 90% of perpetrators are known by the victim, suggesting 

that only 10% of CSA victims are abused by strangers (Ullman, 2007). This prior relationship 

with the perpetrator further complicates the victim’s ability to cope, increases PTSS severity, and 

affects recovery from CSA. Additionally, the greater the number of people in the CSA victim’s 

life that are perpetrating against him or her limits the ability to disclose the abuse to obtain social 

support, which mitigates the psychological effects of CSA. Ullman and Filipas (2005) found that 

when female victims delayed disclosure, they experienced more PTSD symptom severity 

compared to non-delayed disclosure. Additionally, male victims disclose less frequently than 
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females, likely due to concerns of being labeled homosexual when the perpetrator was male, 

masculine ideals of self-reliance, assumptions that sexual experiences are part of normal 

development, and expectations that their experience will be minimized by others (O’Leary & 

Barber, 2008; Papalia et al., 2020). Male victims have also been associated with lower father, 

parent, and sister support following disclosure than females (Stroud, 1999). 

Consequently, when victims disclose to other family members within a dysfunctional 

family system, it may lead to negative outcomes contributing to poor adult functioning (Brand & 

Alexander, 2003). As such, intrafamilial sexual abuse is related to significantly less support from 

family members than extrafamilial sexual abuse following disclosure (Stroud, 1999). 

Intrafamilial victims reported significantly more general family dissatisfaction and perceived 

significantly less father, parent, and brother support (Stroud, 1999). One hypothesis is that 

intrafamilial CSA creates divided loyalties and family denial, which increases family life stress 

for the CSA victim. Similarly, the risk of psychopathology is greater when the perpetrator is 

related to the victim. Interestingly, CSA victims show similar psychological distress when the 

perpetrator is the brother, father, or stepfather (Cyr et al., 2002). In Cyr et al.’s (2002) study, the 

duration before disclosure involving intrafamilial CSA was slightly more than two years. 

Additionally, when victims received negative reactions for disclosing intrafamilial CSA, they 

experienced more PTSS compared to receiving negative reactions when disclosing extrafamilial 

CSA (Ullman, 2007).  

Research has also suggested differences between intrafamilial and extrafamilial CSA in 

terms of seriousness of the acts, the use of physical/verbal aggression, sex of the victim, age of 
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the victim, and duration of the abuse (Fischer & McDonald, 1998; Ullman, 2007). Fischer and 

McDonald (1998) explored the differences between characteristics of intrafamilial and 

extrafamilial CSA in 1,037 cases of CSA. It was found that intrafamilial victims were younger 

than extrafamilial victims at the onset of abuse; intrafamilial abuse involved significantly more 

serious sexual behaviors, including higher level of intrusion; and duration of CSA was longer in 

intrafamilial CSA. 23.5% of intrafamilial CSA involved a single incidence compared to 62.4% of 

extrafamilial CSA involving one incident (Fischer & McDonald, 1998). Extrafamilial CSA 

involved more use of physical/verbal force compared to intrafamilial CSA. Thus, Lev-Wiesel et 

al. (2004) found that victims of intrafamilial CSA had higher levels of PTSD compared to 

victims of extrafamilial CSA. Therefore, the overall severity of intrafamilial CSA tends to be 

greater compared to extrafamilial CSA which increases severity of PTSS (Ullman, 2007).  

Posttraumatic Stress Response to Child Sexual Abuse (PTSS vs. PTSD) 

As previously mentioned, there is no specific child sexual abuse syndrome that has been 

identified following CSA. Thus, the impact of CSA is best understood within the framework of 

PTSD. The American Psychiatric Association (2020) defines PTSD as follows: 

A psychiatric disorder that may occur in people who have experienced or witnessed a 

traumatic event such as a natural disaster, a serious accident, a terrorist act, war/combat, 

or rape or who have been threatened with death, sexual violence or serious injury (APA, 

2020, para. 1). 

According to the DSM-5, “the essential feature of PTSD is the development of characteristic 

symptoms following exposure to one or more traumatic events” (APA, 2013, p. 274). The 
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symptoms of PTSD fall into four categories and can vary in levels of severity. These categories 

include intrusion, avoidance, negative alterations in cognition and mood, and alterations in 

arousal and reactivity.  

 Intrusion symptoms include intrusive thoughts such as recurrent, involuntary memories, 

distressing dreams, flashbacks of the traumatic event, and distress or physiological reactions 

when exposed to internal or external cues that resemble the traumatic event (APA, 2013; APA, 

2020). Flashbacks occur on a continuum, with the most extreme experience being that the 

individual feels as though he or she is re-living the traumatic experience or visualizing it. 

Avoidance symptoms involve avoiding internal reminders of the traumatic event including 

memories, thoughts, or feelings and avoidance of external reminders, including people, places, 

activities, objects, or situations. Negative alterations in cognition and mood consist of inability to 

remember important aspects of the traumatic event, negative expectations or beliefs about 

oneself, others, or the world; distorted cognitions regarding the cause or consequence of the 

traumatic event that leads to self-blame or blaming others; ongoing negative emotional state 

including fear, horror, anger, or shame; diminished interest or participation in previously 

enjoyable activities; feelings of detachments or estrangement from others; or the inability to 

experience positive emotions (e.g., happiness, satisfactions, or loving feelings) (APA, 2013; 

APA, 2020). Lastly, alterations in arousal and reactivity symptoms include irritability and angry 

outbursts; reckless or self-destructive behavior; hypervigilance; being easily startled; difficulties 

with concentration; and sleep disturbances. Many people who encounter symptom(s) of the 

traumatic event experience symptoms from one or all of the four categories; however, for a 
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person to be diagnosed with PTSD, the symptoms must be present for longer than one month and 

must cause significant impairment or distress in the individuals’ functioning. Thus, if the 

individual does not meet criteria for PTSD, he or she may still experience PTSS or PTSD-type 

symptoms.  

 Finkelhor (1990) asserts the fact that PTSD symptomatology does not account for all 

symptom presentation following CSA. For example, the sexual behavior problems that appear 

following CSA are not included in the PTSD criteria. Additionally, PTSD only applies to some 

victims, and it does not explain how the dynamics of CSA lead to the development of symptoms 

(Finkelhor, 1987). Some victims show signs of depression, substance abuse, and sexual 

difficulties, without signs of PTSD. Thus, the four traumagenic dynamics model of CSA has 

been proposed by Finkelhor and Browne (1985) as a multifactorial and eclectic model, which 

includes factors of CSA depending on the characteristics of the abuse, affecting four areas of 

children’s development. Namely, sexuality, ability to trust in personal relationships, self-esteem, 

and sense of ability to affect the world. The four traumagenic dynamics are labeled, traumatic 

sexualization, betrayal, stigmatization, and powerlessness (Finkelhor & Browne, 1985; 

Finkelhor, 1990). Finkelhor (1987) defines a traumagenic dynamic as “an experience that alters a 

child’s cognitive or emotional orientation to the world and causes trauma by distorting the 

child’s self-concept, worldview, or affective capacities” (p. 354).  

 The first dynamic is traumatic sexualization, which asserts that a child’s sexuality is 

developed inappropriately and in an interpersonally dysfunctional manner. The second dynamic 

includes betrayal, which is when someone, who the child is dependent upon, becomes someone 
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who is then feared by the child as causing harm. This betrayal may come from the perpetrator-

victim relationship, as the perpetrator is someone close to the child, or from the negative 

response once the CSA is disclosed. The third dynamic includes stigmatization, which refers to 

the negative internal beliefs about oneself following the traumatic experience of CSA. These 

beliefs develop from the perpetrator blaming the victim and reactions from others following 

CSA. Lastly, the fourth dynamic is powerlessness, which involves a diminished sense of self-

efficacy and threatening feelings of injury. This feeling of powerlessness may develop from the 

invasion of one’s body around the experience of CSA through force or deceit (Finkelhor, 1987). 

Each dynamic of this model leads to different psychological sequalae, which allows CSA to be 

conceptualized as an ongoing process, rather than a mutually exclusive event. Therefore, the 

response following CSA may be considered as a posttraumatic response with the presence of 

PTSS, rather than exclusively attributed to the development of PTSD.  

Research has suggested that a much larger percentage of CSA victims experience at least 

some form of PTSS compared to meeting full PTSD criteria (Maikovich et al., 2009). Therefore, 

it is important to consider the development of PTSS following CSA to capture the more frequent 

symptom development that victims experience. PTSS categorizes the subthreshold of PTSD 

symptoms, which includes experiencing some, most of, or all symptoms related to intrusion, 

avoidance, negative alterations in cognition and mood, and alterations in arousal and reactivity. 

This concept has been applied in a variety of trauma-related research, including the development 

of PTSS following childhood cancer, as well as exposure to war and disaster in childhood 

(Lonigan et al., 1994; Vizek‐Vidović et al., 2001).  



ADAPTABILITY AS A MODERATOR ON THE IMPACT OF CSA AND DEVELOPMENT 
OF PTSS 

36 
 
 

Consequently, some survivors may experience positive psychological change following 

CSA which has been termed posttraumatic growth (PTG) (Kaye-Tzadok & Davidson-Arad, 

2016). PTG includes positive changes to self-perceptions, change in relationships with others, 

and change in philosophy of life. Severity of PTSS also impacts PTG, with higher PTG being 

related to less severe PTSS (Kaye-Tzadok & Davidson-Arad, 2016). Kaye-Tzadok and 

Davidson-Arad (2016) found that a significant percentage of the variance in PTG was explained 

by familial variables followed by cognitive strategies and resilience. Thus, it is important to 

consider PTG as a positive posttraumatic response to CSA taking into consideration the 

interaction with PTSS severity. 

Additionally, some victims experience complex traumatic events which is defined as 

experiencing chronic, interpersonal traumas that begin early in life (Wamser-Nanney & 

Vandenberg, 2013). Interestingly, PTSD tends to be diagnosed less frequently following multiple 

or chronic trauma as compared to single incidents and it has been found that non-interpersonal 

trauma is not associated with elevated current PTSS (Green et al., 2000). On the other hand, 

multiple interpersonal exposure was associated with the highest risk for current symptom 

distress; therefore, suggesting that PTSD does not account for all the symptoms experienced by 

victims of complex trauma as the longer and more frequently the trauma occurs, the more severe 

and wide-ranging the posttraumatic symptoms become. Furthermore, complex trauma has been 

associated with impairment in self-regulation which impairs affect regulation, behavior 

modification, impulsivity, attention difficulties, consciousness, and interpersonal, and identity 

problems (Wamser-Nanney & Vandenberg, 2013). Thus, the impact of complex trauma is far 



ADAPTABILITY AS A MODERATOR ON THE IMPACT OF CSA AND DEVELOPMENT 
OF PTSS 

37 
 
 

reaching compared to the symptoms included in PTSD criteria suggesting a need for further 

identification of other trauma related disorders to capture the overall symptoms experienced by 

victims of complex trauma and other effects of CSA.   

The DSM-5 includes other specified trauma-and stressor-related disorder to include 

symptoms that are characteristic of trauma and stressor-related disorders that cause clinically 

significant distress or impairment but do not meet full criteria for any of the disorders in the 

trauma stressor related disorders category (e.g., PTSD) (APA, 2013). Therefore, some survivors 

of CSA may not meet full criteria for PTSD but may be better diagnosed with other specified 

trauma-and stressor-related disorder to capture the posttraumatic stress response they are 

experiencing. Additionally, the International Classification of Diseases – 11th revision (ICD-11) 

developed by the WHO includes a specific diagnosis labeled complex PTSD in which the 

individual meets criteria for PTSD in addition to experiencing severe and persistent problems in 

affect regulation, difficulty with beliefs about oneself, and interpersonal difficulties (WHO, 

2019). This disorder captures the frequent presentation following exposure to complex trauma 

with prolonged or repetitive events from which escape is difficult or impossible. Thus, this 

diagnosis would better account for the symptoms that individuals experience following complex 

trauma compared to the PTSD criteria in the DSM-5.   

Resiliency following Child Sexual Abuse  

Most research focused on CSA examines the pathogenic outcomes related to the 

development of PTSS. However, it is important to understand that most trauma survivors do not 

develop PTSD. As previously mentioned, the estimate of meeting PTSD diagnosis for CSA 
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victims is between 30% to 50% (Briere & Elliott, 1994; Maikovich et al., 2009). More 

specifically, it has been estimated that approximately 40% of sexually abused children do not 

show symptoms of PTSD (Finkelhor & Berliner, 1995; Kendall-Tackett et al., 1993). Domhardt 

et al. (2015) found that 10% to 53% of CSA victims were found to have a normal level of 

functioning, despite a history of CSA within a systematic review of 37 articles. Some survivors 

of CSA can maintain a stable equilibrium without developing psychological sequelae in the long-

term (Levine et al., 2009).  

There is research to suggest that less than one fifth of CSA survivors show serious 

symptoms of psychopathology (Haffejee & Theron, 2017). This ability to sustain trauma without 

reporting negative psychological sequelae is related to the capacity for resiliency. The focus on 

resilience in childhood began during the 1970s when a group of psychologists recognized that 

some children at risk for psychopathology and problems in development did not go on to develop 

psychopathology; rather, they showed positive adaptation in the face of adversity (Masten, 2001; 

Walsh et al., 2010). 

Like the definition of CSA, there is no consensus on one definition of resiliency; rather it 

is a set of characteristics or qualities related to good outcomes that an individual demonstrates 

following the experience of CSA. Different definitions conceptualize resilience as a personal 

trait, while others conceptualize it as a dynamic process (Herrman et al., 2011). Emphasis on 

personal traits is related to a narrow definition following a single short-lived trauma, whereas 

emphasis on dynamic processes focuses on adaptation to adversity across the lifespan. It has also 

been suggested that resilience is a developmental process, wherein an individual may be resilient 



ADAPTABILITY AS A MODERATOR ON THE IMPACT OF CSA AND DEVELOPMENT 
OF PTSS 

39 
 
 

in one developmental period but not in another (Haffejee & Theron, 2017). Interestingly, 

DuMont et al. (2007) examined resilience over time from adolescence to young adulthood in a 

sample of 676 childhood victims of physical abuse, sexual abuse, and neglect. It was found that 

almost half (48%) of the abused and neglected children in adolescence were resilient, while 

nearly one-third were resilient in young adulthood. Also, over half of the resilient adolescents 

remained resilient in young adulthood, while 11% of the non-resilient adolescents were resilient 

in young adulthood (DuMont et al., 2007). Additionally, Kendall-Tackett et al. (1993) found that 

about two thirds of sexually abused children showed recovery during the first 12 to 18 months 

following their experience of CSA in a review of 45 studies. Interestingly, signs of anxiety were 

most likely to disappear compared to signs of aggressiveness, which worsened over time. Thus, 

there are individual factors which affect the child’s ability to remain asymptomatic compared to 

developing symptoms in the future. As such, Kendall-Tackett et al. (1993) found that 10% to 

20% of the CSA victims began to present symptoms within the first 12 to 18 months following 

the incident. Therefore, additional research is needed to understand the individual factors that 

contribute to the child’s ability to remain asymptomatic in the long term.  

Furthermore, Masten (2001) asserts that resilience is more common than once believed 

and is the result of the “operation of basic human adaptational systems” (p. 227). In other words, 

all children have the capacity to be resilient when faced with adversity; but these systems must 

be protected and in good working order to promote resiliency following adverse experiences, 

such as CSA. Walsh et al. (2010) defines resilience as “displaying average functioning, the lack 

of trauma symptoms or pathology, and/or accomplishing stage-salient tasks” (p. 28). Similarly, 
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Herrman et al. (2011) defines resilience as “positive adaptation, or the ability to maintain or 

regain mental health, despite experiencing adversity” (p. 259).  

While there are multiple definitions for the concept of resiliency, there are two conditions 

that must always be met for a child to be considered resilient. The first condition is that there 

must have been a current or past threat(s) that has the potential to detail normative development 

(Haffejee & Theron, 2017; Masten, 2001). The threat(s) may include parental mental illness, 

poverty, and exposure to maltreatment or violence (e.g., CSA). The second condition involves an 

inference about resilience as the quality of adaptation or developmental outcome is assessed or 

evaluated as positive. There are multiple domains (i.e., behavioral, emotional, and educational 

functioning) that can be utilized as evidence of resilience, which align with the idea that 

resilience is a dynamic process. Similarly, there are various sources or protective factors that 

contribute to one’s ability to remain resilient, despite facing adversity.  

Common Protective Factors Promoting Resiliency. Protective factors help explain 

how some children, who have sustained a significant amount of adversity, adjust well in 

adulthood. These protective factors can include personal characteristics (i.e., biological, and 

developmental), along with external characteristics (e.g., social support and community 

involvement), that reduce the negative impact of CSA. Masten (2014) identified the shortlist of 

the most commonly observed protective factors in the literature that occur in the normal course 

of development. The shortlist of common resilience factors for child development includes 

effective caregiving and parenting quality, close relationships with other capable adults, close 

friends and romantic partners, intelligence and problem-solving skills, self-control (emotion 
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regulation), motivation to succeed, self-efficacy, faith (hope and meaning), effective school, and 

effective neighborhoods (collective efficacy) (Masten, 2014). The role of each process on the 

shortlist varies in saliency over the course of development and the list of protective factors is 

continuously evolving as more research is conducted (Masten & Barnes, 2018). For example, 

infants are more dependent on quality of caregiving versus the meaning of life.  

Interestingly, DuMont et al. (2007) found that being female was related to resilience 

during both time periods in adolescence and young adulthood. Similarly, Herrmann et al. (2011) 

identified that specific personality traits such as openness, extraversion, and agreeableness 

contribute to resilience, along with an internal locus of control, mastery, self-efficacy, self-

esteem, cognitive appraisal, and optimism. Additionally, it has been found that cognitive 

flexibility, social attachment, positive self-concepts, positive emotions, active coping, hardiness, 

resourcefulness, and adaptability are associated with resilience (Herrman et al., 2011). In terms 

of biological factors, numerous studies have indicated that supportive, sensitive caregivers in 

infancy and childhood can increase the capacity for resilience and reduce the effects of toxic 

stress from adverse experiences (Gunnar & Fisher, 2006; Herrman, et al., 2011; Masten & 

Barnes, 2018). However, the effects of adversity, as well as protective influences, vary by 

developmental timing (Masten & Barnes, 2018). For example, during the preschool years, 

executive function develops wherein children who experience adversity during this period (e.g., 

CSA) may lag behind peers in terms of executive function skills. Thus, additional research is 

needed to understand the specific effects of personal characteristics on resilience in child victims 

of CSA to further understand the importance of developmental timing.   
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Furthermore, one of the most salient external protective factors promoting resilience is 

related to social support, including relationships with family and peers. This can include secure 

attachment to mother or non-abusive parent, family stability, good parenting skills, and absence 

of maternal depression or substance use (Herrman et al., 2011). Sources of social support can 

include positive peers, supportive teachers, and other adults, as well as immediate family 

members. Community factors include good schools, community services, opportunities for 

creativity and sports, cultural factors, attendance of religious services, and lack of exposure to 

violence.  

There is a dynamic interaction between personal and external protective factors, which 

can enhance or reduce resilience. As such, research on genetics has shown that the interaction of 

genes with the environment impact gene expression for future generations. One biological 

attribution may serve as a protective factor in one context but may create difficulties in a 

different context (Masten, 2014). This has been referred to as differential susceptibility, wherein 

“specific genetic or environmental conditions are not predefined simply as either risk or 

resilience factors but may determine both risk and resilience in different gene-environment 

combinations” (Davydov et al., 2010, p. 486). Therefore, each protective factor provided on the 

shortlist must be considered in the context of neurological functioning, individual factors, and 

environmental factors.  

Similarly, indicators of resilience differ depending on the domain of functioning that is 

being assessed. As previously mentioned, these domains include behavioral, emotional, and 

educational functioning. Competence in one domain does not assure competence in another 
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(Herrman et al., 2011). Research that focuses only on one domain limits the conceptual 

measurement of competence, while a focus on multiple domains makes assessment of 

competence more difficult. Thus, this research study focuses on adaptability as an individual 

protective factor against the development of PTSS, which would fall under the emotional and 

behavioral domains of functioning. Therefore, it is important to understand the previously 

established internal and external protective factors predicting resiliency against the development 

of PTSD.  

Protective Factors Predicting Resiliency against PTSD.  

External Protective Factors.  Similar to common protective factors promoting resiliency, 

social support has been found to be one of the strongest predictors against the development of 

PTSD (Brom et al., 2009). Trickey et al. (2012) conducted a meta-analysis to complete an 

analysis of risk factors as it relates to CSA. They found that low social support, poor family 

functioning, and social withdrawal were risk factors with a greater effect on the development of 

PTSD compared to parental psychological difficulties and life events. Similarly, Brewin et al. 

(2000) found that absence of social support and presence of contextual life stressors were greater 

risk factors for the development of PTSD in comparison to other contextual factors, including 

intelligence and severity of abuse. Thus, these studies show the importance of social support as a 

protective factor that mediates or moderates the development of PTSS. Additionally, the parent-

child relationship and development of a secure attachment is a crucial protective factor for CSA 

victims. This foundation of attachment increases the child’s sense of felt security when they feel 

threatened, vulnerable, or distressed and allows them to learn how to emotionally regulate 
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themselves during a traumatic experience (Brom et al., 2009). In turn, parental psychopathology 

impedes the attachment relationship and increases susceptibility to the development of PTSD. 

One suggested mechanism is that a distress reaction in a parent may exacerbate trauma in the 

child which mediates the child’s response to the traumatic event (Birmes et al., 2009; Brom et 

al., 2009). Therefore, lack of parental mental illness and effective parenting serves as a protective 

factor against the development of PTSD, as the parent can teach the child effective emotional 

regulation strategies and coping skills that the child can employ during/following traumatic 

events.  

Birmes et al. (2009) compared two groups of children (those with clinically relevant 

PTSD symptoms and those with low PTSD symptoms) 18 to 24 months following a traumatic 

event on their perception of family cohesion and adaptability, as well as parental characteristics. 

It was found that a strong level of family cohesion and low levels of family adaptability were 

more frequently found in children with low PTSS. This study supports the notion that a sense of 

high family cohesion is related to strong emotional support, which serves as a protection against 

the development of PTSS following a traumatic event. Interestingly, rigid family adaptability 

contributes to a more secure environment which increases children’s level of felt security similar 

to a secure attachment style (Birmes et al., 2009).  

Internal Protective Factors. A child may be further protected from the development of 

PTSS following CSA due to internal protective factors associated with individual characteristics. 

Many studies have indicated that age is not an independent risk factor but may interact with other 

factors such as familial variables and type of trauma (Brom et al., 2009; Silva et al., 2000). 
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However, some studies have suggested that older adolescents (approximately aged 16 to 17) are 

at a greater risk of experiencing trauma, which in turn increases the chance of developing PTSD 

(Breslau et al., 2004; Kilpatrick et al., 2003). This may be related to the stressful period of 

development during adolescence, which impedes their ability to cope with trauma (Cicero et al., 

2012). As previously mentioned, gender does not serve as a specific risk or protective factor. 

Rather, boys and girls manifest symptoms differently, wherein girls experience more 

internalizing problems, while boys experience more externalizing symptoms. Interestingly, Silva 

et al. (2000) identified that individuals with externalizing symptoms (e.g., conduct disorder or 

oppositional defiant disorder) were less likely to present with PTSS. One possible explanation is 

that the externalization decreases their susceptibility to internalizing symptoms associated with 

PTSD. Moreover, several studies have found that cognitive ability, as related to a higher level of 

intelligence or one’s overall intelligence quotient (IQ), fosters positive adjustment following a 

traumatic experience (Brom et al., 2009; Cicchetti & Rogosch, 2009; Herrman et al., 2011; 

Masten, 2014; Silva et al., 2000). Furthermore, Silva et al. (2000) found that higher IQ protected 

subjects from developing PTSD (n = 59). More specifically, verbal IQ was found to be the 

strongest resiliency measure against the development of PTSD.  

Self-efficacy has also been identified as one of the major internal protective factors 

related to resiliency. However, symptoms of PTSD following CSA interfere with a sense of self-

efficacy. Thus, a strong perceived sense of self-efficacy can protect against PTSS. The definition 

of self-efficacy is “an individual’s sense of agency or the belief about one’s ability to perform 

certain actions as well as the cognitive representation that those actions can be performed 
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successfully” (Bandura, 1977; Diehl & Prout, 2002, p. 262). Diehl and Prout (2002) assert that 

perceived self-efficacy plays a mediating role in children’s ability to cope with trauma. Thus, 

there is an opportunity to increase one’s ability to deal with stress-related emotions following 

CSA and increase protection against the development of PTSD.  

Moreover, Gil and Weinberg (2015) found that individuals high on trait problem-focused 

coping style, mastery, and dispositional optimism are at a lower risk for PTSS following 

exposure to trauma. Dispositional optimism refers to the generalized expectancy that a good 

outcome will occur when one is facing major problems, while mastery refers to the extent in 

which one believes that life events are under one’s own control and can rely on one’s own efforts 

to cope and overcome obstacles. Additionally, problem-focused coping relies on efforts to 

recognize, modify, or remove the impact of a stressor or cognitive difficulty. Brom et al. (2009) 

also affirm that behavioral flexibility and effective emotional regulation predict resilience against 

PTSD.  

Adaptability as an Internal Protective Factor 

Taormina (2015) has suggested that there needs to be more of a focus on internal 

attributes that promote resiliency rather than focus on external protective factors such as social 

support. Adaptive responses to trauma are related to the utilization of one’s coping capacities 

associated with internal psychological resources, interpersonal resources, and psychological 

capacities (Fine, 1991). It has been found that adaptability is a significant measure of personal 

(internal) resilience in adulthood. Similarly, Domhardt et al. (2015) suggests that adaptability is 

associated with resilience in survivors of CSA; however, many resiliency studies have not 
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focused specifically on adaptability, as a possible protective factor leaving a gap in the current 

literature. Additionally, much of the research examining adaptability is outside of the CSA 

framework (i.e., academic outcomes, job training, and environmental issues), suggesting a 

further need to examine adaptability within the resiliency context. Martin et al. (2013) defined 

adaptability as “appropriate cognitive, behavioral, and/or affective adjustment in the face of 

uncertainty and novelty” (p. 728). Additionally, the American Psychological Association (2020) 

defines adaptability as “the capacity to make appropriate responses to changed or changing 

situations” and “the ability to modify or adjust one’s behavior in meeting different circumstances 

or different people” (para. 1).  

Importantly, Martin et al. (2013) makes a distinction between adaptability as related to 

uncertainty and novelty as resilience is related to adversity and difficulty. Additionally, 

resiliency is characterized as chronic and acute experiences in which the individual must cope 

with the difficulty, wherein adaptability is characterized as coping with situational uncertainty 

and novelty. Hence, when looking at adaptability in the face of adversity, it is important to 

understand that one’s level of adaptability corresponds to their ability to face the situational 

uncertainty and novelty that arises following the traumatic event. One’s level of adaptability 

would also be present prior to and following the traumatic event, which would suggest that it is a 

stable internal protective factor against the development of PTSD. Therefore, one’s level of 

adaptability in relation to a traumatic experience, such as CSA, can impact the severity of PTSS 

as it relates to the individual’s capacity to appropriately adjust and modify his or her psycho-

behavioral functions in response to the event. Moreover, Taormina (2015) defines adaptability as 
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“the capacity to be flexible and resourceful, and to cope with adverse environments and adjust 

oneself to fit into changing conditions” (p. 37). This definition relates more to the idea that 

adaptability is a cognitive protective factor related to resiliency in which the individual can make 

a conscious effort to change his or her thinking and/or behavior to effectively cope with the 

impact of CSA.    

Thus, as previously noted, a higher level of adaptability would allow the individual to 

better cope with the cognitive, behavioral, and affective difficulties related to PTSS that arise 

following CSA. Cognitive adjustment refers to the ability to modify thinking to deal with new 

and uncertain demands, while behavioral adjustment refers to the ability to modify behavioral 

demands with new and uncertain situations (Martin et al., 2013). The affective adjustment is 

related to the ability to appropriately modulate emotions. This component of adaptability 

corresponds to the impact of CSA included in the definition of traumagenic dynamics as 

explained by Finkelhor (1987). Martin et al. (2013) maintains that adaptability should predict 

subjective well-being, sense of purpose, and psychological distress. There are also individual 

differences that affect one’s adaptability suggesting the need to explore the dispositional 

predictors of adaptability including personality factors, cognitive capacities, and coping 

strategies that are implemented.  

Dispositional Predictors of Adaptability. It has been asserted that different personality 

factors relate to one’s level of adaptability. These include openness to experience, neuroticism, 

and conscientiousness (McCrae & Costa, 1987). Openness to experience refers to interest in new 

and different ideas; thus, individuals that are more open are higher on adaptability (Taormina, 
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2015). Additionally, Le Pine et al. (2000) examined openness to experience, conscientiousness, 

and general cognitive ability as related to adaptability in changing task contexts. As such, those 

who perform well in a changing task context have high adaptability, while those who do not 

perform well in a changing task context have low adaptability. Additionally, open individuals are 

more willing to engage in self-monitoring, which would increase self-control (emotional 

regulation) following traumatic experiences, which relates back to Masten’s (2014) shortlist of 

protective factors. Hence, openness to experience correlates to the affective adjustment within 

one’s level of adaptability. Also, openness to experience is associated with curiosity and 

willingness to change, which would increase an individual’s ability to change his or her 

behavioral and affective responses to adverse experiences. 

Moreover, conscientiousness is significantly related to regulation and control; wherein, it 

is conceptualized as the ability to adaptively self-manage, effectively make decisions, and exert 

control (Martin et al., 2013). Conscientiousness also includes a dependability component that is 

related to orderliness, reliability, and cautiousness (Le Pine et al., 2000). Dependability relates to 

the ability to seek order and structure in life and the ability to think before acting, which would 

correspond to sense of self-efficacy as previously mentioned. Thus, the factor of 

conscientiousness aligns with the concept of adaptability related to adaptive personal 

adjustments in situational uncertainty and novelty. Similarly, highly conscientiousness 

individuals are more likely to persevere and commit to completing difficult goals compared to 

individuals with low conscientiousness. Neuroticism has also been found to be a negative 

predictor of adaptability as individuals high on neuroticism exhibit poor impulse control. 



ADAPTABILITY AS A MODERATOR ON THE IMPACT OF CSA AND DEVELOPMENT 
OF PTSS 

50 
 
 

Therefore, this suggests that adaptability is not a function of impulsive cognitive, behavioral, or 

affective modulation (Martin et al., 2013). 

Furthermore, one’s general cognitive ability or g has also been correlated with one’s level 

of adaptability. General cognitive ability refers to individual differences in information 

processing or the ability to learn (Le Pine et al., 2000). It has been suggested that a higher level 

of g increases the ability to represent information in the cognitive space, which increases 

behavioral response. Therefore, those with higher levels of g can learn more quickly from 

experiences and make appropriate adjustments as related to adaptability. Educational level is also 

significantly related to adaptability (Hamtiaux & Houssemand, 2012; O’Connell et al., 2008). 

Hamtiaux and Houssemand (2012) examined adaptability, cognitive flexibility, personal need for 

structure, and rigidity of attitudes to evaluate the person’s self-perceived capacity to manifest a 

flexible or inflexible behavior in a given situation. It was found that cognitive flexibility and 

desire for structure were significantly correlated with individual adaptability (Hamtiaux & 

Houssemand, 2012). As such, individuals who see themselves as being adaptable are able and 

willing to be flexible and their desire for structure is low. Therefore, adaptability is directly 

related to the belief in one’s own self-efficacy in different situations and willingness to react in a 

flexible manner. 

Adaptability is also significantly correlated with self-esteem, life satisfaction, sense of 

meaning and purpose, and emotional stability, which all reduce the severity of PTSS (Martin et 

al., 2013). Interestingly, Martin et al. (2013) found that adaptability is significantly correlated 

with class participation, school enjoyment, and positive intent. Again, these dispositional 
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predictors of adaptability relate back to Masten’s (2014) shortlist of protective factors, including 

intelligence and problem-solving skills, self-control, motivation to succeed, self-efficacy, faith 

(hope and meaning), and effective schooling deeming adaptability a reliable measure of 

resilience. The enhanced capacity to modulate cognitive, affective, and/or affective resources is 

also associated with factors such as self-esteem, which can improve overall life satisfaction. 

Gender has been found to be significantly related to adaptability, with women being 

significantly more adaptable than men (O’Connell et al., 2008). Importantly, age is not related to 

personal adaptability. Altogether, understanding adaptability as a dispositional factor in the 

context of CSA is important to promote intervention designed to promote and sustain 

adaptability. Individuals who are low on factors related to adaptability can be taught to change 

behavior, cognition, and affect to better cope with the effects of CSA. Furthermore, adaptability 

can serve as a moderator on the impact of CSA and the development of PTSS. 

Moderating versus Mediating Variables on the Impact of Childhood Sexual Abuse 

Now that the protective factors associated with the development of PTSS following CSA 

have been reviewed, it is important to describe the difference between moderation and mediation 

in the context of the adverse impact of CSA, as the relationship of individual and environmental 

factors are explained through moderation or mediation. Both moderators and mediators help 

further identify how dependent variables are related to independent variables. As such, it is 

already asserted that CSA affects the development of PTSS; however, less is known on how 

internal protective factors affect this relationship.  
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Mediation analysis is used when a researcher seeks to test hypotheses about or better 

understand how an effect of the independent variable on the dependent variable operates. For 

example, there is a complex interrelationship between different protective factors in which one 

protective factor may affect another protective factor, which, in turn, affects the outcome for the 

individual. Similarly, strengthening one protective factor may have positive effects on other 

factors (Davydov et al., 2010). A mediator is the potential mechanism by which the independent 

variable produces changes on the dependent variable (Tsang, 2015). When the effect of the 

mediator is taken into full account, the relationship between the independent and dependent 

variable may go away. Thus, a mediating variable explains the relationship between the 

independent and dependent variable. 

 Ullman et al. (2014) examined whether coping, emotion regulation, and self-blame 

mediate the relationship between trauma histories with PTSD and depression in adult sexual 

assault victims. Thus, this study examined whether multiple mediators help to explain the 

relationships of trauma history variables to current symptoms. It was found that child and adult 

trauma histories related to development of maladaptive coping strategies and greater emotion 

dysregulation, which, in turn, related to greater psychological sequelae (Ullman et al., 2014). 

Therefore, the mediators of coping, emotion regulation, and self-blame further explained the 

relationship between CSA and psychological symptoms (PTSD and depression) in adult sexual 

assault. Shin et al. (2017) examined whether post-traumatic cognition mediates the relationship 

between a history of CSA and PTSS in sexual assault victims. It was found that negative 

posttraumatic cognition fully mediated the association between history of CSA and the severity 
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of PTSS. Thus, the presence of negative posttraumatic cognition helps explain the relationship 

between history of CSA and severity of PTSS.  

On the other hand, moderation analysis is used to address when, under what 

circumstances, or for what types of people, the effect exists or does not exist and in what 

magnitude it might exist (Hayes & Rockwood, 2017). The moderating variable effects the 

strength of the relationship between the independent and dependent variables. While mediating 

variables explain how a causal relationship operates, the moderating variable explains what 

conditions must be met for the relationship to exist. Thus, moderators specify when the 

relationship will hold and are an interaction term in statistical methods (Tsang, 2015). This 

means that a moderating variable changes the direction or magnitude of the relationship between 

two variables. Individual resilience should be analyzed within the context of protective factors or 

risk factors; wherein, the level of a specific individual protective factor affects the relationship 

between the experience and outcome (Davydov et al., 2010).  

Bolen et al. (2013) extended past research on affect regulation as a mediator on the 

impact of CSA and non-suicidal self-injury. Rather, this study modeled both affect and state 

dysregulation as moderators of non-suicidal self-injury. It was found that non-suicidal self-injury 

was high when avoidant post traumatic symptoms were low and intrusive posttraumatic 

symptoms were high. Importantly, attachment security, dissociation, and intrusive posttraumatic 

symptoms were related to non-suicidal self-injury. Thus, there is an interaction effect between 

the levels of these moderating variables on the presence of non-suicidal self-injury following 

CSA. Additionally, Gewirtz-Meydan (2020) examined the moderating role of social support and 
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perceived parental quality on the relationship between CSA, self-concept, and psychopathology. 

It was found that both perceived parental quality and social support moderated the relationship 

between CSA and self-concept and reduced the changes of psychopathology even more. Thus, in 

order to decrease the likelihood of developing psychopathology as a result of CSA, children need 

both social support and parental quality (Gewirtz-Meydan, 2020). Altogether, there are multiple 

studies that show the association between CSA and subsequent psychopathology is beyond a 

simple cause-and-effect relationship; rather, there is a complex interplay of risk and protective 

factors. Therefore, examination of additional moderating and mediating variables can help 

further explain the relationship between CSA and PTSS.  
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Chapter 2 

Study Purpose and Rationale 

The overarching intention of this research was to further understand the role that internal 

protective factors have on the relationship between CSA and PTSS. The estimated rate of 

meeting PTSD diagnosis for CSA survivors is between 30% to 50%, with a much larger portion 

of survivors experiencing at least some PTSS (Briere & Elliott, 1994; Maikovich et al., 2009).  

Consequently, some children who experience PTSS do not go on to develop PTSD, which is 

associated with the presence of internal and external protective factors. Much of the resiliency 

literature focuses on external protective factors associated with resiliency against PTSD, leaving 

a shortage in the understanding of internal protective factors that promotes resiliency following 

CSA (Taormina, 2015). Furthermore, adaptability has been assessed in relation to performance 

research but has not been examined within the resiliency context. Therefore, more specifically, 

the intention of this research was to understand whether adaptability effects the strength of the 

relationship between exposure to CSA and severity of PTSS. This sheds light on the 

internal/personality characteristics that may set PTSS-resilient children apart from PTSS non-

resilient children. 

Moreover, identifying additional internal protective factors that promote resiliency 

following CSA has implications for caregivers and mental health practitioners to enhance 

understanding of which internal protective factors should be the target of early intervention 

(Domhardt et al., 2015). Adaptability has been associated with the ability to adjust cognitively, 

behaviorally, and affectively in changing situations (American Psychological Association, 2020; 
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Martin et al., 2013). One’s level of adaptability also depends on dispositional predictors such as 

personality factors, general cognitive ability, self-esteem, etc., which further suggests that 

adaptability is amenable to change with intervention (Hamtiaux & Houssemand, 2012; Le Pine et 

al., 2000; Martin et al., 2013) This research builds on previously established targets for 

intervention in promoting resiliency among CSA survivors. Focus on increasing a survivor’s 

level of adaptability will enhance his or her ability to adjust in the face of uncertainty following 

CSA. The intention is to identify ways to intervene in the short-term following the exposure to 

CSA to reduce PTSS’s and prevent the development of PTSD. Thus, if caregivers, mental health 

practitioners, and other supportive individuals can help to increase the victim’s adaptability, the 

victim may be more effective at managing the behavioral, affective, and cognitive changes that 

arise following CSA and decrease the severity of PTSS.  

The data collected at the Family Learning Program (FLP) Sexual Abuse Treatment 

Program (SATP) during the intake process presented the opportunity to obtain information 

related to PTSS following CSA exposure. Importantly, most victims attended treatment closer to 

the time of exposure to CSA, which allowed the opportunity to assess current PTSS prior to 

engaging in treatment and assess reduction in symptomatology post-treatment. Additionally, FLP 

provides a family-based treatment model, which allowed for collection of information from the 

CSA victim and another adult (i.e., the caregiver) familiar with the individual, enhancing the 

accuracy and reliability of the account.  

A multitude of studies provide evidence for an overwhelming number of variables that 

affect the development of PTSS following CSA. Within the CSA literature previously reviewed, 



ADAPTABILITY AS A MODERATOR ON THE IMPACT OF CSA AND DEVELOPMENT 
OF PTSS 

57 
 
 

the variables that influence the outcome following CSA include characteristics of the abuse (i.e., 

severity, duration, perpetrator-victim relationship) and personal characteristics of the victim (i.e., 

gender, coping style, presence/absence of protective factors, affective regulation, etc.). Both 

domains were considered within this study.  
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Chapter 3 

Objectives and Hypotheses 

Objective 1: The first objective of this study was to identify whether adaptability is an internal 

protective factor, which effects the relationship between experience of CSA and development of 

PTSS. Taormina (2015) and Domhardt et al. (2015) suggested that adaptability is a significant 

measure of personal (internal) resilience in adulthood. As previously reviewed, internal 

protective factors protect against the development of PTSD in the long-term. Additionally, 

women tend to be significantly more adaptable than men (O’Connell et al., 2008). In 

consideration of this information, it was expected that individuals with higher levels of 

adaptability would show lower severity of PTSS following CSA as compared to individuals with 

lower levels of adaptability. It was also expected that females would show higher levels of 

adaptability following CSA as compared to males. 

Hypothesis 1.1 (H1.1) 

Adaptability will moderate the relationship between the impact of CSA and the 

development of PTSS, such that the negative relationship will be stronger for individuals 

with higher levels of adaptability.  

Hypothesis 1.2 (H1.2) 

Females will show higher levels of adaptability; thus, adaptability will moderate the 

relationship between the impact of CSA and the development of PTSS, such that the 

negative relationship will be stronger for females versus males. 
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Objective 2: The second objective of the study was to compare adaptable children to non-

adaptable children on objective abuse variables (i.e., frequency, duration, and perpetrator-victim 

relationship). Victims with longer duration and frequency of CSA experiences typically exhibit 

more PTSS. Additionally, when the perpetrator is intrafamilial, the victim shows increased PTSS 

compared to extrafamilial abuse (Cyr et al., 2002; Lev-Wiesel et al., 2004; Stroud, 1999; Ullman, 

2007). As a result, it was expected that duration, frequency, and perpetrator-victim relationship 

will impact the child’s level of adaptability following CSA.  

Hypothesis 2.1 (H2.1) 

Duration of sexual abuse will impact the child’s level of adaptability, such that a child 

with longer duration of abuse will show lower levels of adaptability and endorse more 

PTSS, compared to a child with shorter duration of abuse. 

Hypothesis 2.2 (H2.2) 

Frequency of sexual abuse will impact the child’s level of adaptability, such that a child 

with multiple incidents of abuse will show lower levels of adaptability and endorse more 

PTSS, compared to a child with one incident of CSA.  

Hypothesis 2.3 (H2.3) 

The perpetrator-victim relationship will impact the child’s level of adaptability, such that 

intrafamilial sexual abuse will be associated with lower levels of adaptability and 

intrafamilial sexual abuse victims will endorse more PTSS, compared to those who 

experienced extrafamilial sexual abuse.  
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Objective 3: The third objective of the study was to identify specific PTSS associated with 

levels of adaptability. As previously mentioned, children with intrusion and arousal symptoms 

have greater difficulty coping with the aftermath of CSA, compared to children with avoidance 

symptoms. Therefore, it was expected that specific PTSS symptomatology will impact the 

child’s level of adaptability following CSA. 

Hypothesis 3.1 (H3.1) 

Children with more intrusion symptoms will show lower levels of adaptability as 

compared to children with more avoidance symptoms.  

Hypothesis 3.2 (H3.2) 

Children with more arousal symptoms will show lower levels of adaptability as compared 

to children with more avoidance symptoms.  

Objective 4: The fourth objective of the study was to identify whether children’s level of 

adaptability increases with intervention, which then leads to the post-treatment reduction of 

PTSS. Clients who have been successfully discharged from treatment with FLP were utilized for 

this portion of the study by comparing the original scores on the PSI-4-SF and CRIES-13 to their 

scores on these measures at discharge. As suggested by the research, adaptability is amenable to 

change with intervention (Domhardt et al., 2015; Martin et al., 2013; Taormina, 2015). 

Therefore, it was expected that children will show higher levels of adaptability at post-treatment. 

Hypothesis 4 (H4) 

Children who have successfully completed treatment will show higher levels of 

adaptability and lower PTSS as compared to pre-treatment measures.  
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Chapter 4 

Method 

Participants and Procedure  

Participants in this study included English-speaking children, between the ages of 3 to 12 

years of age at the time of assessment, and their parents/caregivers, who completed an initial 

intake and assessment process through FLP between January 2014 and February 2020. It should 

be noted that this study is effective beyond age 12; however, due to the specific measures 

utilized (i.e., CRIES-13 and PSI-4-SF), focusing on age 12 and younger, only those children 

were included. FLP is a Sexual Abuse Treatment Program (SATP), located at the Florida 

Institute of Technology (FIT), funded by the Florida Department of Health (DOH) and Victims 

of Crime Act (VOCA), providing Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) and 

other evidence-based and evidence-supported sexual abuse treatment to children and adolescents 

who have experienced sexual abuse. FLP also provides treatment for siblings and non-offending 

caregivers of the CSA survivors.  

 The information retrieved from archival data provided the basis for this study. At the 

time of intake, children completed a CRIES-13, victim clinical intake interview form, and an 

identifying information form. Similarly, at intake, parents/caregivers completed Parenting Stress 

Index, Fourth Edition Short Form (PSI-4-SF), Non-Offending Caregiver (NOC) clinical intake 

interview forms and identifying information forms. These measures are described below.  

It should be noted that FLP serves individuals in the community from diverse 

backgrounds and with diverse family dynamics. Some individuals who attend treatment at FLP 
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come from nuclear families, while others may be in the dependency system following verified 

child maltreatment. Thus, the information obtained from the NOC intake, including the PSI-4-

SF, may be reported by a non-traditional figure, such as a foster parent or Dependency Case 

Manager (DCM) assigned to the child during the treatment process.  

 Information for this study was accessed via the FLP electronic health record implemented 

in 2014. Informed consent was obtained from NOCs and victims at the time of intake prior to 

conducting clinical interviews. As part of the informed consent, all participants denoted their 

agreement to use assessment data collected during treatment for academic research purposes, as 

FLP is located within an academic institution. Children whose caregivers did not consent to 

research participation at intake were excluded from data collection for this study. Approval for 

this study was obtained from the FIT Institutional Review Board (IRB) and Florida Department 

of Health IRB. 

Measures 

Demographics 

Adult Identifying Information Form and Identifying Information Child/Adolescent 

Form. Participant demographics were obtained from the Identifying Information Adult Form 

(NOC) and Identifying Information Child/Adolescent Form (see Appendix). Both forms were 

utilized to collect relevant psychosocial and historical information prior to conducting the intake. 

Demographic variables obtained included age, gender, marital status of parents, and 

race/ethnicity. This information was also corroborated during the clinical interview. 
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Children’s Revised Impact of Event Scale (CRIES-13) 

The CRIES-13 is a brief, 13-item, child-friendly self-report measure designed to screen 

children ages 8 and older who are at risk for PTSD. This screener was administered during the 

intake process at FLP and at period intervals throughout treatment, as well as at the conclusion of 

treatment prior to discharge, whenever possible. This was the primary outcome measure for 

assessing PTSS utilized in this study. The CRIES-13 lists symptoms that commonly follow a 

traumatic event, and respondents were prompted to select the frequency of those symptoms on a 

four-point Likert-type scale: Not at all (0 points), Rarely (1 point), Sometimes (3 points), and 

Often (5 points). The total score on the CRIES-13 ranges from 0 to 65. Analysis of the CRIES-

13 revealed a three-factor solution corresponding to three subscales, accounting for 49.3% of the 

total variance (American Academy of Pediatrics, 2010). These subscales consist of 4 items 

measuring Intrusion (intrusive symptoms), 4 items measuring Avoidance (avoidance symptoms), 

and 5 items measuring Arousal (arousal symptoms), as related to the DSM-5 criteria for PTSD. 

The subscales had satisfactory internal consistency with the following Cronbach alphas: 

Intrusion = 0.70; Avoidance = 0.73; Arousal = 0.60; and Total score = 0.80 (American Academy 

of Pediatrics, 2010). 

The CRIES-13 has good face and construct validity, a stable factor structure, correlates 

well with other indices of stress, and has been used to screen very large samples of at-risk 

children following a variety of traumatic events (Perrin et al., 2005). This instrument has also 

efficiently and correctly classified children with and without PTSD. Perrin et al. (2005) found 

that a cutoff score of 30 on the CRIES-13 maximized sensitivity and specificity, along with 
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minimizing false negatives. Consistent with these findings, FLP utilizes a cutoff score of 30 for 

risk of PTSD in children who completed the screener. For purposes of this study, a score of 30 or 

higher suggested a high likelihood that the respondent meets PTSD criteria, indicating lack of 

resilience. CRIES-13 scores of 30 and above were corroborated with the clinician’s report of 

PTSD diagnosis within the victim clinical interview intake form to increase reliability of 

accurate diagnoses. Children who scored between 0 to 29 were categorized as sub-threshold 

PTSD and considered resilient. Additionally, individual scores on the three subscales were 

compared to determine specific PTSS endorsement. The combined Intrusion and Avoidance 

scales were also utilized to predict probability of meeting PTSD criteria. The cutoff for the 

combined Intrusion and Avoidance scales was 17 or greater, which suggests a very high 

likelihood that the child will obtain a diagnosis of PTSD (American Academy of Pediatrics, 

2010). This combined score was also compared to the total score in determining PTSS severity 

and meeting PTSD criteria. 

Parenting Stress Index, Fourth Edition - Short Form (PSI-4-SF) 

The PSI-4-SF is a 36-item measure utilized to identify parent-child problem areas quickly 

taking into consideration a parent’s relationship with his or her child between the ages of birth to 

12 years of age. This measure was administered during the intake process at FLP and post-

treatment, which was utilized in this study to assess level of adaptability. The PSI-4-SF is a 

shortened version compared to the PSI-4 long form, developed in 2012 by Richard Abidin. The 

36 items are pulled from the original 120-item PSI-4 long form. The questionnaire utilizes a 4-

point Likert scale (i.e., strongly agree to strongly disagree) and is completed by the 
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caregiver/parent based on his or her relationship with the child. There are three domains 

measured by the PSI-4-SF: Parental Distress (PD), Parental-Child Dysfunctional Interaction (P-

CDI), and Difficult Child (DC), which combine to form a Total Stress scale. For purposes of this 

study, only the Difficult Child domain was utilized to measure adaptability. The DC scale 

measures, “how a parent perceives the child to be, whether the child is easy or difficult to take 

care of” (Abidin, 2012).  

The PSI-4-SF was developed based on satisfactory factor analytic studies conducted on 

the PSI-4 long form. These studies indicated that the short form was psychometrically possible, 

and the inventory contained the three factors previously mentioned (Young, 2012). Internal 

consistency coefficients range from .88 for DC to .95 for Total Stress. The PSI-4-SF has been 

found to correlate with the PSI-4 long form with the Difficult Child and Child Domain 

correlation of .95 (Young, 2012). The PSI-4 long form shows adequate reliability with a 

coefficient alpha for the Child domain at .96. Additionally, test-retest reliability coefficients 

ranged from .55 to .82 for the Child domain (Abidin, 2012).  

The raw scores obtained in the Difficult Child domain were plotted on the test profile and 

percentiles were also obtained. Raw scores range from 12 to 60. The range of possible percentile 

scores for the DC subscale is 0 to 100 with a percentile score equal to or above 90 (equal to a 

raw score of 40 or greater) determined as clinically significant. Percentile scores between 86 to 

89 (raw score between 38 and 39) are considered high stress whereas percentile scores below 85 

(raw score below 37) are considered typical levels of stress. Thus, percentile scores below 85 are 

in the normal range. Each score within the domains and subscales can be interpreted 
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independently with hypotheses generated in relation to an individual score (Abidin, 2012). 

Therefore, children with a high score on this DC subscale subsequently have lower levels of 

adaptability, whereas children with lower scores on this DC subscale have higher adaptability. 

Higher scores are suggestive that the child is more difficult to take care of, or the parent has a 

challenging time gaining the child’s cooperation and/or managing the child’s behavior in 

difficult situations (Abidin, 2012). Thus, children with a score above the 85th percentile (raw 

score above 37) were considered to have low levels of adaptability versus children below the 85th 

percentile (raw score equal to or below 37) considered as adaptable.  

Non-Offending Caregiver (NOC) Intake Interview Form and Child/Adolescent Clinical Intake 

Interview Form 

When conducting an intake, FLP clinicians utilize a standard intake template to ensure 

consistent report information, including depth and breadth across individuals. The NOC clinical 

intake interview form and Child/Adolescent clinical intake interview form provide guidance on 

specific information to gather from the parent/caregiver and victim during the clinical interview. 

For FLP to maintain funding status and meet SATP guidelines, certain information must be 

obtained. This ensures standardization across interview and documentation guidelines. The 

diagnosis at intake is also provided on the clinical intake interview form. The following 

categorical variables included on the NOC clinical intake interview form and Child/Adolescent 

clinical intake interview form were utilized in this study: 1) frequency of CSA (single incident or 

multiple events); 2) type of abuse (contact or non-contact CSA); and 3) relationship to 

perpetrator (intrafamilial or extrafamilial). Additionally, the current behavioral/psychological 
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problems and DSM-5 diagnostic impressions from the Child/Adolescent clinical intake interview 

form were utilized to assess current PTSS presentation and were corroborated with reported 

symptoms on the CRIES-13.  
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Chapter 5 

Research Design and Analysis of Data 

 Permission was obtained by the researcher from the Florida Institute of Technology IRB 

and Florida Department of Health IRB to utilize FLP’s archival data. The study utilized a cross-

sectional design. Information was entered into a HIPAA-compliant database, and all personal 

identifying information was de-identified to ensure minimal risk of breaching confidentiality. 

Descriptive statistics, including assessment of means, standard deviations, and frequencies, were 

calculated for participant demographic variables, the primary outcome (PTSS scores and 

adaptability level), and other abuse variables. A series of independent sample t-tests were 

utilized to assess differences between participants on PTSS and level of adaptability, including 

comparing females and males on those variables along with different abuse characteristics. A 

series of Pearson correlations were utilized to examine patterns of associations between the main 

study measures. To examine the conceptual model to determine if adaptability moderates the 

impact of CSA on PTSS, a series of factorial analysis of variance’s (ANOVA’s) were conducted. 

Multiple linear regressions were utilized to assess specific PTSS in comparison to overall level 

of adaptability. All analyses were considered significant at the p < .05 level. Data were analyzed 

using the Statistical Package for the Social Sciences (SPSS). 
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Chapter 6 

Results 

Participants 

 A total of 39 participants were included in this study with 59% of participants identified 

as female (n = 23) and 16% identified as male (n = 16). The mean age was 7.92 years with a 

standard deviation of 3.31. Regarding participant ethnicity, 69.2% (n = 27) of the participants 

identified as White/Caucasian, 15.4% (n = 6) as Black, 10.3% (n = 4) as Hispanic, and 5.1% (n = 

2) as Biracial. In terms of parental marital status, 51.3% (n = 20) of NOC’s reported their marital 

status to be divorced/separated, 38.5% (n = 15) reported to be married, and 10.3% (n = 4) 

reported being re-married. Participant demographic information is presented in Table 1 and 

participant CSA characteristics are presented in Table 2.  

Statistical Analyses 

Adaptability and PTSS 

 Out of the 39 total participants, only 19 participants completed both measures (i.e., PSI-

4-SF and CRIES-13). CRIES-13 and PSI-4-SF score information is presented in Table 3. Out of 

the total sample (N =39), only 12.8% (n = 5) completed treatment. Therefore, analyses were not 

conducted for post-treatment outcomes, as there were insufficient data. PTSD diagnosis data 

(i.e., meeting PTSD criteria) reported in the clinical interview was utilized for comparing the 

total number of participants (N = 39) to their level of adaptability. Out of the 39 participants, a 

total of seven participants met PTSD criteria, while the remaining 32 participants did not meet 

PTSD criteria.  
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An independent samples t-test was conducted to examine whether individuals meeting 

PTSD criteria showed lower levels of adaptability in comparison to individuals who did not meet 

PTSD criteria. Levene’s test showed the variances for difficult child percentile scores for both 

groups were statistically equivalent, F (37) = .01, p = .9. Results demonstrated there was not an 

overall significant mean difference on adaptability between individuals meeting PTSD criteria 

(M = 70.29, SD = 27.28) and individuals that did not meet PTSD criteria (M = 69.97, SD = 

28.85); t (37) = .03, p = .98, two-tailed. Additionally, a Pearson’s correlation was conducted to 

analyze the relationship between difficult child percentile scores and total CRIES-13 scores. 

There was no significant relationship between difficult child percentile scores and CRIES-13 

scores, r (17) = .42, p = .42; however, the results did show a positive relationship as 

hypothesized (H1.1).  

Furthermore, a one-way ANOVA was conducted to assess the differences in level of 

adaptability in terms of severity of CSA. Results showed there is no significant mean difference 

among individuals experiencing lower severity (one time and less than 1 year), individuals 

experiencing moderate severity (multiple times and less than 1 year), and individuals 

experiencing higher severity (multiple times and more than 1 year), F (2, 36) = 1.47, p = .24. It 

should be noted that only one participant experienced moderate severity. Thus, an independent 

samples t-test was run to compare individuals with the lowest level of severity (one time and less 

than 1 year) and highest level of severity (multiple times and more than 1 year). Levene’s test 

showed the variances between these groups were not statistically equivalent, which violated the 

assumption of equal variance, F (36) = 7.02, p < .05; thus, a correction to F (27.64) = 7.02, p < 
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.05 was made. There was an overall significant mean difference between individuals with lower 

severity of CSA (M = 82.11, SD = 15.41) and higher severity of CSA (M = 65.59, SD = 30.53) 

on level of adaptability, t (27.64) = 2.16, p < .05, d = .59, two-tailed. 

A factorial two-way ANOVA was conducted to assess the relationship between CSA 

severity (lower and higher severity) and PTSD on level of adaptability. Severity of CSA and 

meeting PTSD criteria were the factors and level of adaptability was the dependent variable in 

the model. There was no significant main effect of meeting PTSD criteria (M= 67, SD = 28.33) 

and not meeting PTSD criteria (M = 70, SD = 28.85), with level of adaptability, F (1,34) = .08, p 

= .78, η2
p = .00. For the main effect of severity level, participants with lower severity (M = 

82.11, SD = 15.41) and participants with higher severity (M = 65.59, SD = 30.53) did not 

significantly differ on level of adaptability, F (1, 34) = 2.04, p = .16, η2
p = .06. In addition, the 

interaction between meeting PTSD criteria and CSA severity on level of adaptability was not 

significant, F (1, 34) = .34, p = .56, η2
p = .01. Thus, no difference between severity of CSA and 

PTSD on level of adaptability was found, which did not support the hypothesis (H1.1) that 

adaptability will moderate the relationship between the impact of CSA and the development of 

PTSS.  

Intrusion Symptoms versus Avoidance Symptoms.  A Pearson’s correlation was 

conducted to analyze the relationship between difficult child percentile scores and CRIES-13 

intrusion symptoms. There was no significant relationship between difficult child percentile 

scores and CRIES-13 intrusion scores (M = 7.84, SD = 6.44); r (17) = .211, p = .387; however, 

the results did show a positive relationship as hypothesized (H3.1). The Pearson’s correlation for 
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the difficult child percentile scores and CRIES-13 avoidance scores revealed no significant 

relationship between adaptability and avoidance symptoms (M = 13.05, SD = 5.40); r (17) = -.05, 

p = .85. While these results are not significant, it did show a trend of negative relationship 

aligning with the proposed hypothesis (H3.1). That is, suggesting as avoidance symptoms 

increase, adaptability scores decrease, suggesting higher adaptability in individuals with higher 

avoidance symptoms.  

A multiple regression was conducted to examine if the variables of intrusion and 

avoidance symptoms predicted overall level adaptability. When both predictors were included, 

the regression model showed that intrusion symptoms (M = 7.84, SD = 6.44) and avoidance 

symptoms (M = 13.05, SD = 5.40) explained 7% of the variance in overall level of adaptability 

(M = 65.05, SD = 31.28), R2 = .07, F (2, 16) = .58, p = .57.  Further analyses showed that both 

predictors did not significantly predict overall level of adaptability; however, in a normal 

distribution, intrusion symptoms, β = .28, p = .31 are a larger predictor of overall level of 

adaptability compared to avoidance symptoms, β = -.17, p =.54.   

Arousal Symptoms versus Avoidance Symptoms. A Pearson’s correlation was 

conducted to analyze the relationship between difficult child percentile scores and CRIES-13 

arousal symptoms. There was no significant relationship between difficult child percentile scores 

and CRIES-13 arousal scores (M = 11.26, SD = 6.42), r (17) = .28, p = .25; however, the results 

showed a positive relationship as hypothesized (H3.2). When all three CRIES-13 subscale scores 

(i.e., intrusion, avoidance, and arousal symptoms) were accounted for, the regression model 

showed that intrusion symptoms (M = 7.84, SD = 6.44), arousal symptoms (M = 11.26, SD = 
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6.42), and avoidance symptoms (M = 13.05, SD = 5.40) explained 10% of the variance in overall 

level of adaptability (M = 65.05, SD = 31.28), R2 = .10, F (3, 15) = .58, p = .64. Further analyses 

showed that all three predictors did not significantly predict overall level of adaptability; 

however, in a normal distribution, arousal symptoms, β = .33, p =.45 are a larger predictor of 

overall level of adaptability compared to intrusion symptoms, β = .02, p = .97 and avoidance 

symptoms, β = -.17, p = .53.   

Adaptability and Gender 

 An independent samples t-test was conducted to examine whether females showed higher 

levels of adaptability in comparison to males. Levene’s test showed the variances for difficult 

child percentile scores for both groups were statistically equivalent, F (37) = .28, p = .6. Results 

demonstrated that there was not an overall significant mean difference for difficult child 

percentile scores between females (M = 70.57, SD = 27.49) and males (M = 69.25, SD = 30.15); 

t (37) = .14, p = .89, two-tailed. Additionally, Levene’s test showed the variances for CRIES-13 

scores for males and females were statistically equivalent, F (17) = .72, p = .41. There was not an 

overall significant mean difference on CRIES-13 scores between females (M = 36.70, SD = 

16.75) and males (M = 27.78, SD = 13.53); t (17) = 1.27, p = .22, two-tailed.  

A factorial three-way ANOVA was conducted to assess the relationship between level of 

adaptability and CSA severity (lower and higher severity), PTSD, and gender. Severity of CSA, 

meeting PTSD criteria, and gender were the factors and level of adaptability was the dependent 

variable in the model. There was no significant main effect of being female (M = 70.57, SD = 

27.49) and male (M = 67.87, SD = 30.67) with level of adaptability, F (1,31) = 1.46, p = .24, η2
p 
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= .05. Therefore, the hypothesis (H1.2) that females will show higher levels of adaptability 

compared to males was not supported. For the main effect of severity level, participants with 

lower severity (M = 82.11, SD = 15.41) and participants with higher severity (M = 65.59, SD = 

30.53) did not significantly differ on level of adaptability, F (1,31) = 1.31, p = .26, η2
p = .04. 

Furthermore, the main effect of meeting PTSD criteria (M = 67, SD = 28.33) and not meeting 

PTSD criteria (M = 69.97, SD = 28.85) was not significant with level of adaptability, F (1,31) - 

.345, p = .56, η2
p = .01. The interaction between gender and CSA severity on level of 

adaptability was not significant, F (1, 34) = .3, p = .59, η2
p = .01. The interaction between 

meeting PTSD criteria and gender on level of adaptability was not significant, F (1, 31) = 1.52, p 

= .23, η2
p = .05. Thus, this also indicates that the hypothesis (H1.2) that females will show higher 

levels of adaptability, which will moderate the relationship between the impact of CSA and 

development of PTSS, was not supported. Lastly, the severity of CSA and meeting PTSD criteria 

interaction on level of adaptability, was not significant, F (1, 31) = .02, p = .88, η2
p = .00. It 

should be noted that only females met PTSD criteria and lower severity; thus, data is missing for 

male participants with meeting PTSD criteria and lower severity.  Therefore, the interaction 

between gender, CSA severity, and meeting PTSD criteria did not generate a significant 

outcome.  

Adaptability and Child Sexual Abuse Characteristics  

 Duration. An independent samples t-test was performed to assess whether there were 

differences in level of adaptability in participants with longer or shorter duration of CSA. 

Levene’s test showed the variances between these groups were not statistically equivalent, which 
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violated the assumption of equal variance, F (37) = 8.47, p < .05; thus, a correction to F (32.48) 

= 8.45, p < .05 was made. There was an overall significant mean difference between individuals 

with shorter duration of CSA (less than 1 year; M = 82.90, SD = 14.74) and longer duration of 

CSA (more than 1 year; M = 65.59, SD = 30.53) on level of adaptability, t (32.48) = 2.36, p < 

.05, d = 27.53, two-tailed. The hypothesis (H2.1) that duration will impact level of adaptability 

was supported; however, results were in opposition of what was expected as participants with 

shorter duration of CSA showed higher levels of adaptability. An additional independent samples 

t-test was conducted to assess differences in PTSS in participants with longer or shorter duration 

of CSA. Levene’s test showed the variances between these groups were statistically equivalent, 

F (17) = 4.21, p = .06. Results demonstrated that there is not an overall significant mean 

difference on CRIES-13 scores between participants with shorter duration of CSA (M = 27.67, 

SD = 4.04) and longer duration of CSA (M = 33.38, SD = 16.84); t (17) = -.57, p = .58, two-

tailed. Thus, the hypothesis (H2.1) that duration impacts severity of PTSS was not supported.  

 Chi Square tests of independence and Fisher’s Exact tests were conducted to examine the 

relationship between PTSD criteria and duration of CSA. There was no significant association 

between PTSD criteria and duration of CSA, (Fisher’s Exact test, p > .05), X2 (1, N = 39) = .04, p 

= 0.85, φ = .03. This further indicates that the hypothesis (H2.1) that duration impacts severity of 

PTSS was not supported. A factorial two-way ANOVA was conducted to assess the relationship 

between duration of CSA and PTSD on level of adaptability. Duration of CSA and meeting 

PTSD criteria were the factors and level of adaptability was the dependent variable in the model. 

There was no significant main effect of meeting PTSD criteria (M = 70. 29, SD = 27.28) and not 
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meeting PTSD criteria (M = 70, SD = 28.85) with level of adaptability, F (1, 35) = .07, p = .79, 

η2
p = .00. For the main effect of duration of CSA, participants with shorter duration (M = 82.90, 

SD = 14.73) and participants with longer duration (M = 65.59, SD = 30.53) did not significantly 

differ on level of adaptability, F (1, 35) = 2.97, p = .09, η2
p = .08. Additionally, the interaction 

between duration of CSA and meeting PTSD criteria on level of adaptability was not significant, 

F (1, 35) = .42, p = .52, η2
p = .01. Therefore, there is no difference between duration of CSA and 

PTSD on level adaptability, which did not support the hypothesis (H2.1) that duration of CSA 

will impact level of adaptability and PTSS.  

Frequency. An independent samples t-test was conducted to assess the mean difference 

in level of adaptability in frequency of CSA (i.e., once, or multiple incidents of CSA). Levene’s 

test showed the variances between these groups were not statistically equivalent, which violated 

the assumption of equal variance, F (37) = 6.72, p < .05; thus, a correction to F (27.25) = 6.72, p 

< .05 was made. There was an overall significant mean difference between individuals with one 

incident of CSA (M = 82.11, SD = 15.41) and multiple incidents of CSA (M = 66.40, SD = 

30.32) on level of adaptability, t (27.25) = 2.08, p < .05, d = .57, two-tailed. The hypothesis 

(H2.2) that frequency will impact level of adaptability was supported; however, results were in 

opposition of what was expected as participants with multiple incidents of CSA showed higher 

levels of adaptability. To analyze the mean difference in CRIES-13 scores in frequency of CSA, 

an independent samples t-test was performed.  Levene’s test showed the variances between these 

groups were statistically equivalent, F (17) = 4.21, p = .06. Results demonstrated that there is not 

an overall significant mean difference on CRIES-13 scores between participants with one 
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incident of CSA (M = 27.67, SD = 4.04) and longer duration of CSA (M = 33.38, SD = 16.84); t 

(17) = -.57, p = .58, two-tailed. Thus, the hypothesis (H2.2) that frequency impacts severity of 

PTSS was not supported. Chi Square tests of independence and Fisher’s Exact tests were 

conducted to examine the relationship between PTSD criteria and frequency of CSA. There was 

no significant association between PTSD criteria and frequency of CSA, (Fisher’s Exact test, p > 

.05), X2 (1, N = 39) = .37, p = 0.54, φ = -.1. This further indicates that the hypothesis (H2.2) that 

frequency impacts severity of PTSS was not supported. 

A factorial two-way ANOVA was conducted to assess the relationship between 

frequency of CSA and PTSD on level of adaptability. Frequency of CSA and meeting PTSD 

criteria were the factors and level of adaptability was the dependent variable in the model. There 

was no significant main effect of meeting PTSD criteria (M = 70. 29, SD = 27.28) and not 

meeting PTSD criteria (M = 70, SD = 28.85) with level of adaptability, F (1, 35) = .19, p = .67, 

η2
p = .00. For the main effect of frequency of CSA, participants with one incident of CSA (M = 

82.11, SD = 15.41) and participants with multiple incidents of CSA (M = 66.40, SD = 30.32) did 

not significantly differ on level of adaptability, F (1, 35) = 1.70, p = .20, η2
p = .05. Additionally, 

the interaction between frequency of CSA and meeting PTSD criteria on level of adaptability 

was not significant, F (1, 35) = .20, p = .66, η2
p = .00. Therefore, there is no difference between 

frequency of CSA and PTSD on level adaptability, which did not support the hypothesis (H2.2) 

that frequency of CSA will impact level of adaptability and PTSS.  

Perpetrator-Victim Relationship. To assess the difference between group means in 

level of adaptability for perpetrator-victim relationship, an independent samples t-test was 
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conducted. Levene’s test showed the variances between these groups were statistically 

equivalent, F (37) = 1.48, p = .23. Results revealed that there is not an overall significant mean 

difference of level of adaptability between participants experiencing intrafamilial CSA (M = 

70.57, SD = 62.25) and extrafamilial CSA (M = 65.25, SD = 43.28); t (37) = .35, p = .73, two-

tailed. Therefore, the hypothesis (H2.3) that the perpetrator-victim relationship will impact the 

child’s level of adaptability was not supported. An additional independent samples t-test was 

performed to assess the difference in PTSS in participants with intrafamilial versus extrafamilial 

CSA. Levene’s test showed the variances between these groups were statistically equivalent, F 

(17) = .43, p = .52. Results demonstrated that there is not an overall significant mean difference 

on CRIES-13 scores between participants with intrafamilial CSA (M = 32.13, SD = 16.43) and 

extrafamilial CSA (M = 34.33, SD = 12.34); t (17) = -.22, p = .83, two-tailed. Thus, further 

confirming the hypothesis (H2.3) that perpetrator-victim relationship impacts level of 

adaptability and PTSS was not supported. Chi Square tests of independence and Fisher’s Exact 

tests were conducted to examine the relationship between PTSD criteria and perpetrator-victim 

relationship. There was no significant association between PTSD criteria and perpetrator-victim 

relationship, (Fisher’s Exact test, p > .05), X2 (1, N = 39) = 3.12, p = .08, φ = -.28. This further 

confirms the hypothesis (H2.3) that the perpetrator-victim relationship impacts severity of PTSS 

was not supported.  

A factorial two-way ANOVA was conducted to assess the relationship between 

perpetrator-victim relationship and PTSD on level of adaptability. Perpetrator-victim relationship 

and meeting PTSD criteria were the factors of inclusion and level of adaptability was the 



ADAPTABILITY AS A MODERATOR ON THE IMPACT OF CSA AND DEVELOPMENT 
OF PTSS 

79 
 
 

dependent variable in the model. There was no significant main effect of meeting PTSD criteria 

(M = 70. 29, SD = 27.28) and not meeting PTSD criteria (M = 70, SD = 28.85) with level of 

adaptability, F (1, 35) = .1.33, p = .26, η2
p = .04. For the main effect of perpetrator-victim 

relationship, participants with intrafamilial CSA (M = 70.57, SD = 26.87) and participants with 

extrafamilial CSA (M = 65.25, SD = 43.28) did not significantly differ on level of adaptability, F 

(1, 35) = .02, p = .88, η2
p = .00. Additionally, the interaction between perpetrator-victim 

relationship and meeting PTSD criteria on level of adaptability was not significant, F (1, 35) = 

2.84, p = .10, η2
p = .08. Therefore, there is no difference between perpetrator-victim relationship 

and PTSD on level of adaptability, which did not support the hypothesis (H2.3) that the 

perpetrator-victim relationship will impact level of adaptability and PTSS.  
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Chapter 7 

Discussion 

Impact of Study 

  Child sexual abuse has been associated with a multitude of short-term and long-term 

negative impacts (Briere & Elliott, 1996; Chen at al., 2010; Finkelhor, 1990; Maniglio, 2010; 

Maniglio, 2012). Approximately 80% of CSA survivors experience PTSS, which lies on a 

continuum of severity depending on the individual’s personality, coping capacity, and specific 

CSA characteristics (Briere & Elliott, 1994; Maikovich et al., 2009). Past research focused on the 

negative impacts of CSA, while more recent literature sheds light on the importance of resilience 

characteristics that mitigate the negative impact of CSA. As a result, the importance of resilience 

characteristics that mitigate the negative impact of CSA has become extremely relevant in the 

arena of treatment. More specifically, the resiliency literature has emphasized the importance of 

internal protective factors (i.e., personality characteristics) that promote well-being following a 

traumatic experience(s).  

Interestingly, approximately 82% of the current study sample did not meet PTSD criteria 

(according to the clinician’s clinical judgement working at the clinic at the time data was 

collected). This means they did not experience sufficient PTSS symptoms to be diagnosed with 

PTSD during the clinical interview. However, out of the 39 participants, 15.4% of clients were 

given a provisional diagnosis of PTSD; and 5.1% were given a rule out of PTSD, meaning more 

information was needed to substantiate, or rule out, meeting PTSD criteria. Thus, the 

approximate 30% of clients who were given a PTSD diagnosis (met criteria or provisional 
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diagnosis) is consistent with the overall estimate of meeting PTSD diagnosis for sexually abused 

children of between 30% and 50% reported in prior research (Briere & Elliott, 1994; Maikovich 

et al., 2009).  

These results also suggested the importance of considering overall PTSS as a response to 

CSA rather than focusing on meeting PTSD criteria as proposed by Finkelhor (1990). Similarly, 

it is important to consider which protective factors contribute to less severe PTSS. Thus, this 

study focused on analyzing one internal characteristic (i.e., adaptability) as a possible protective 

factor against the development of PTSD. Adaptability has been defined as “appropriate 

cognitive, behavioral, and/or affective adjustment in the face of uncertainty and novelty” (Martin 

et al., 2013, p. 728). Findings of the current study did not suggest a significant difference in level 

of adaptability as measured by the PSI-4-SF difficult child subscale between individuals that met 

PTSD criteria and those that did not, as hypothesized. However, as expected, higher PTSS (as 

measured by the CRIES-13) was associated with lower adaptability, suggesting that survivors 

with higher adaptability may better be able to cope with the cognitive, behavioral, and affective 

difficulties related to PTSS that arise following CSA.  

In terms of gender, findings of the present study did not show a significant difference in 

level of adaptability between female and male survivors as O’Connell et al. (2008) suggested and 

as hypothesized in this study. Remarkably, the average scores on this measure of adaptability 

were very similar for females and males. As the literature emphasizes and as this study supports, 

there were no significant differences between PTSS levels among females and males (Maikovich 

et al., 2009). 
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Additionally, research has suggested that overall severity of CSA impacts PTSS while 

internal protective factors can mitigate the severity of PTSS (Bulik et al., 2001; Fortier et al., 

2009). The current study found a significant difference on level of adaptability for individuals 

experiencing lower severity of CSA compared to individuals with higher severity of CSA, as 

hypothesized. Individuals with lower severity of CSA showed an overall lower level of 

adaptability compared to individuals with higher CSA severity. These results suggest that 

adaptability may be a long-term protective factor in which level of adaptability as a protective 

factor takes effect when individuals experience higher severity of CSA. In other words, survivors 

may increase their adaptive capacity when the CSA is more severe to increase their ability to 

cope with the cognitive, behavioral, and affective difficulties compared to survivors who 

experience less severe CSA. These findings are consistent with the concept that adaptability is a 

stable internal protective factor against the development of PTSD that is present prior to and 

following the traumatic event.   

When considering duration and frequency separately, results of the current study 

confirmed that there is a significant difference in level of adaptability among individuals with 

shorter and longer durations of CSA. However, these results were in opposition of the 

expectations, as individuals with a shorter duration of CSA showed higher levels of adaptability. 

Level of adaptability was also significantly different among individuals with smaller frequency 

of CSA compared to individuals with increased frequency of CSA. These results were in 

opposition of expectations, as individuals with increased frequency showed higher levels of 

adaptability. Thus, this further suggests that individuals experiencing multiple incidents of CSA 
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exemplify capacity for adaptability compared to survivors with one incident of CSA.  One 

potential explanation for these findings is that individuals with one incident of CSA may have a 

more difficult time coping with the immediate impact of CSA, whereas individuals adjust to their 

associated changes over time following multiple incidents of CSA.  

Consequent to the established research, there were no significant differences between 

PTSS severity and frequency and duration of CSA in the present study, as had been found in 

previous studies (Briere & Runtz, 1988; Rowan et al., 1994; Steel et al., 2004). This discrepancy 

may be due to the large differences in the sample size of this study related to the available 

participants in each group being reviewed. Moreover, the perpetrator-victim relationship has also 

been associated with differences in severity of PTSS with intrafamilial CSA predicting increased 

PTSS (Lev-Wiesel et al., 2004; Ullman, 2007). The present study did not find a significant 

difference between intrafamilial CSA and extrafamilial CSA on PTSS or level of adaptability, 

which does not align with previous research. These opposing results with established research 

may be due to the large differences in number of available participants in each group being 

analyzed, as only four participants experienced extrafamilial CSA compared to 35 experiencing 

intrafamilial CSA. 

In terms of specific PTSS, there have been suggestions in previous research that 

individuals with more intrusive and arousal symptoms have a more difficult time coping 

compared to individuals with avoidance symptoms (Briggs & Joyce, 1997; Finkelhor, 1987). The 

results of the present study did not show a significant relationship between intrusion symptoms 

and level of adaptability; however, there was a positive relationship between level of adaptability 
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and intrusion scores, meaning that children with increased intrusion symptoms show lower levels 

of adaptability. Similarly, the results of the present study suggest a negative relationship between 

avoidance symptoms and adaptability, as hypothesized. Thus, children with more avoidance 

symptoms show higher levels of adaptability, which further suggest an increase to their ability to 

cope with the aftermath of CSA. In terms of arousal symptoms, there was no significant 

relationship between arousal symptoms and level of adaptability. However, there was a trend of 

positive relationship showing that as arousal symptoms increase, level of adaptability decreases. 

Overall, these results suggest that children with increased intrusive and arousal symptoms 

experience a more difficult time coping with the cognitive, behavioral, and affective difficulties 

that arise following CSA compared to children with increased avoidance symptoms.  

The final objective of this study was to examine the change in level of adaptability 

following intervention. It was not possible to analyze this hypothesis (H4) due to an insufficient 

number of participants completing treatment, resulting in a lack of meaningful results.  

Limitations and Areas for Future Research 

 One of the major limitations of this retrospective study was the reliance on an archival 

dataset, which hindered the range of available information specific to each participant included 

in the analysis. As such, data from most participants eligible to be included in the study consisted 

of demographic variables; abuse, individual and psychosocial, and assessment data that were not 

always available for analysis. Thus, the total sample size was limited due to incompletion of 

assessments during the intake process and inability to successfully complete treatment, which 

made it difficult to draw meaningful conclusions regarding level of adaptability and PTSS. 
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Future research should examine pre- and post-treatment measures of adaptability to examine if 

adaptability is amenable to change with intervention. Similarly, due to the measures that were 

available in the electronic medical record, the present measure of adaptability from the PSI-4-SF 

was not an accurate reflection of adaptability as stated in the literature. Therefore, further 

examination of CSA survivor’s level of adaptability utilizing a measure that specifically 

examines adaptability as defined in the literature is an important direction for future research.   

Another limitation of the present study, like many prior studies examining the impact of 

CSA, is the absence of a control group of children without reported experiences of CSA. This 

study design does not allow for the determination of meaningful conclusions about the nature of 

adaptability as it relates specifically to a CSA survivor population. Some of the information 

gathered in this study relied on parental reporting, including the PSI-4-SF difficult child 

subscale; thus, the data may or may be an objectively accurate representation of the child’s level 

of adaptability. Additionally, the diagnostic impressions utilized as part of this study were based 

on clinical judgement when the CRIES-13 scores were not available. This further limits the 

applicability of measuring PTSS in this study. Similarly, diagnostic criteria were limited to 

PTSD diagnosis which limits the ability to assess other specified trauma-and-stressor related 

disorders in the context of PTSS severity. Future research should consider incorporating a 

diagnosis of other specified trauma-and-stressor related disorders as a variable in considering 

severity of PTSS along with a more appropriate measure of development of PTSS following 

CSA. CSA characteristics were limited to information obtained during the clinical interview, 

which restricted the ability to analyze the quantifiable impact of frequency and duration on level 
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of adaptability. Future research should determine which CSA severity characteristic (duration or 

frequency) impacts level of adaptability. 

 Notably, the sample size of this study was small and limited in diversity, which limits the 

representativeness and generalizability to the larger population. It is likely that the small sample 

size restricts the range of the measures and the resulting variance needed to examine 

relationships and meaningful differences between adaptable and non-adaptable children. The 

results from this study, therefore, should be interpreted with caution. A more accurate test of the 

study hypotheses would require larger and more diverse sample sizes. In addition, the data was 

obtained at a single point in time, which limits the evaluation of PTSS over time. Analyzing 

PTSS over time is important as some symptoms may appear immediately, while others may 

develop over time. Thus, this study did not capture PTSS development longitudinally following 

CSA, and this should be focused on in future research. This would further allow for drawing 

conclusions on how adaptability impacts development of PTSS following CSA.  

Conclusion 

The information obtained in this study is useful for mental health providers working with 

CSA survivors. As the results show, adaptability influences the relationship between CSA and 

PTSS; thus, improving adaptability among CSA survivors is an important target for early 

intervention to increase their ability to cope with the aftermath of CSA and decrease the severity 

of PTSS. More specifically, this study contributes to the CSA literature due to its focus on an 

internal protective factor against the development of PTSD. Furthermore, adaptability has not 
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been assessed in terms of resiliency, making this study unique in its ability to apply adaptability 

to children experiencing CSA.  

Clinical Implications 

There are many ways that this research study informs clinical practice. To begin with, 

mental health providers should assess for the presence of internal protective factors at the onset 

of treatment. In those that show lower levels of adaptability, clinical interventions for CSA 

survivors should incorporate psychoeducation on the importance of adaptability and cognitive 

interventions to increase cognitive, behavioral, and affective flexibility. Mental health providers 

should also assess for specific PTSS and target improvement of adaptability in CSA survivors 

with increased intrusion and arousal symptoms. It is also important to ensure that ongoing 

contact with the perpetrator is discontinued at the onset of treatment protect the victim from 

further exposure to CSA. Mental health providers should be aware that children that have had 

less time to adapt to the aftermath of CSA, may need extra support. This may be through 

increasing their level of adaptability compared to those that have had more time to adapt to the 

changes following CSA.   

Additionally, since adaptability is a long-term protective factor against the development 

of PTSD, repeated assessment overtime is suggested to monitor progress in level of adaptability 

through the course of treatment. Caregivers can also improve their children’s ability to increase 

adaptability through providing support in improving the child’s ability to cope with the 

cognitive, behavioral, and affective difficulties following disclosure of CSA.  
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Tables 

Table 1. 
 Descriptive Statistics of Participant Demographic Information 

 

 

 

 

 

 

 

 

 

 

Variable  Total Sample (N = 39) 
 M (SD) 
Age 7.92 (3.31) 
 n (%) 
Gender   

Female 23 (59.0%) 
Male 16 (41.0%) 

Race   
White/Caucasian 27 (69.2%) 
Black 6 (15.4%) 
Hispanic 4 (10.3%) 
Biracial 2 (5.1%) 

Parent Marital Status   
Divorced/Separated 20 (51.3%) 
Married 15 (38.5%) 
Re-married 4 (10.3%) 
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Table 2. 
Descriptive Statistics of Child CSA Characteristics 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Table 3. 
Means and Standard Deviations for CRIES-13 and Difficult Child (DC) scores 

   

Variable  Total Sample (N = 39) 
 n (%) 
Type of Abuse   

Contact 38 (97.4%) 
Non-Contact 1 (2.6%) 

Frequency of Abuse   
Once 9 (23.1%) 
Multiple 30 (76.9%) 

Duration of Abuse   
Less than 1 year 10 (25.6%) 
More than 1 year 29 (74.4%) 

Perpetrator-Victim Relationship   
Intrafamilial 35 (89.7%) 
Extrafamilial 4 (10.3%) 

PTSD Criteria   
Meets PTSD criteria 7 (17.9%) 
Does not meet PTSD criteria 32 (82.1%) 

Variable M (SD) Total Sample (N = 19) 
CRIES-13 Total Score 32.47 (15.58)  

CRIES-13 Intrusion 7.84 (6.44)  
CRIES-13 Avoidance 13.05 (5.40)  
CRIES-13 Arousal 11.26 (6.42)  

 M (SD) Total Sample (N = 39) 
DC Raw Total Score 33.82 (9.82)  

DC Percentile Score 70.03 (28.23)  
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Appendix  

Identifying Information Child/Adolescent Form 
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