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Abstract
We examined a dual pathway, longitudinal mediational model in which child sexual abuse (CSA)
influences adulthood interpersonal functioning and sexual risk through its impact on resiliency
resources and psychological distress. Women were recruited from two obstetrics and
gynecological clinics serving primarily low-income, inner-city women (N = 693) and interviewed
at pretest (Time 1) and 6-month follow-up (Time 2). The proposed mediators were resiliency
resources (i.e., self-esteem and self-efficacy) and psychological distress (i.e., depressive and
posttraumatic stress symptoms). The interpersonal outcomes were general interpersonal problems
(measured via recent loss of interpersonal resources, lack of perceived current social support, and
recent social conflict) and HIV/sexual risk (measured via lack of confidence asserting safe sex
practices, intimate partner risk, and perceived barriers to safe sex). A respecified partial structural
equation model implying full mediation supported our hypotheses (CFI = .96, RMSEA = .05,
SRMR = .04). The impact of CSA on interpersonal problems was mediated through its effect on
psychological distress, whereas the impact of CSA on HIV/sexual risk was mediated through its
effect on resiliency resources. Implications for intervention are discussed.
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Overview
A recent meta-analysis found that child sexual abuse (CSA) has affected as many as 25.3%
of women in United States (Pereda, Guilera, Forns, & Gómez-Benito, 2009). CSA has
consistently been linked with poor mental and physical health outcomes for adult women,
including depression, posttraumatic stress disorder (PTSD), anger, physical symptoms, and
medical diagnoses (Cutajar et al., 2010; Springer, Sheridan, Kuo, & Carnes, 2007). In
addition to well-documented intrapersonal adulthood sequelae, the impact of CSA on
interpersonal factors has more recently gained attention (Davis & Petretic-Jackson, 2000;
DiLillo, 2001; Heiman, & Heard-Davison, 2004). Because of the intimate interpersonal
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violation involved in CSA, survivors often experience negative outcomes related to
interpersonal functioning, particularly intimate interpersonal functioning (Davis, Petretic-
Jackson, & Ting, 2001). Among these outcomes, survivors of CSA are at an increased risk
for contracting sexually transmitted diseases, including the Human Immunodeficiency Virus
(HIV; Senn, Carey, & Venable, 2008).

Although the linkages between CSA and both interpersonal outcomes and adult sexual risk
have long been considered theoretically, these models have less often been empirically
validated. Even more seldom have these models considered mediating factors that might
elucidate pathways for intervention. Importantly, though other researchers have investigated
the impact of CSA on interpersonal relationships and adult sexual risk separately, this is the
first known study to consider both within the same model. In the current study, we examined
a dual pathway mediational model, such that CSA was examined as to its indirect effect on
adulthood interpersonal outcomes and sexual risk via CSA’s impact on increasing
psychological distress and reducing women’s personal resiliency resources. We analyzed
longitudinal data from a large sample of inner-city women interviewed at pretest (Time 1)
and 6-month follow-up (Time 2) to examine this model.

CSA, Interpersonal Adjustment, & Sexual Risk
CSA has been linked to poor social adjustment and general relationship problems (DiLillo,
2001). It has also been linked to negative intimate relationship outcomes, including
decreased satisfaction in romantic relationships, intimate partner violence, and sexual assault
in adulthood (Heiman & Heard-Davison, 2004; Liang, Williams, & Siegel, 2006; Messman-
Moore & Long, 2003; Testa, VanZile-Tamsen, & Livingston, 2005). Furthermore, women
who have experienced CSA demonstrate a greater prevalence of risky sexual behaviors,
including having more sexual partners and having sexual partners who are more likely to be
physically and sexually aggressive, more likely to have a history of risky sexual behaviors,
and less likely to be willing to use condoms consistently (Cohen et al., 2000; Senn & Carey,
2010). These intimate interpersonal sequelae constitute an increased risk of contracting
sexually transmitted diseases (STDs), including HIV (Senn et al., 2008). This is a critical
area of study given the painful, debilitating, expensive, and often fatal course of HIV.

Potential Mediators: Resiliency Resources and Psychological Distress
Prior research on the impact of CSA on interpersonal outcomes and sexual risk has tended to
look for direct effects which offer little insight into the mechanisms that produce this overall
association, and therefore limited information to inform intervention. Several theories
suggest that CSA has primary effects on both reducing women’s personal resiliency
resources, and at the same time, in increasing women’s psychological distress, and that these
in turn negatively impact interpersonal functioning. Both personal resiliency resources and
psychological distress are particularly valuable as mediators, as they can effectively be
targeted through psychological intervention and are thus potential pathways for improving
interpersonal outcomes and decreasing sexual risk.

Self-esteem and self-efficacy are important personal resiliency resources that limit the
negative impact of various stressors (Hobfoll, 1998). Self-esteem is most often
conceptualized as a unidimensional, global sense of self-worth (Rosenberg, 1965). Women
who have experienced CSA often have lower levels of both general and sexual self-esteem
(Messman-Moore & Long, 2003). Self-efficacy is defined as individuals’ sense of agency,
or the belief about abilities to exert control over the self and the environment (Bandura,
1997). Self-efficacy is an important factor in how assertively individuals conduct themselves
in relationships and how likely they are to protect themselves in risky sexual situations
(Malow, Devieux, & Lucenko, 2006).
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Looking first at CSA’s impact on personal resiliency resources, conservation of resources
theory (COR) (Hobfoll, 1988; 1989; 1998) posits that personal resiliency resources are
reduced as a result of encountering major stressful events. COR theory further posits that
traumatic stress has the impact of reducing resiliency resources across the lifespan in
fundamental ways, making reestablishment of resources difficult as people enter lifetime
loss cycles. Finkelhor and Brown (1985) have suggested similarly that decreasing self-
esteem and sense of personal efficacy are two principal resiliency deficits that follow CSA.
They further argue that these two personal resources are basic to developing healthy,
intimate relationships.

In considering the mediating effects of psychological distress, several theories hypothesize
that interpersonal deficits follow from CSA’s primary impact on psychological distress and
associated disturbance in women’s cognitions (Davis & Petretic-Jackson, 2000). Thus,
several theories overlap in suggesting that psychological distress increases following CSA
and that those women with greater psychological distress may feel unworthy of positive
relationships, not know how to behave in relationships in healthy ways, and may
oversexualize romantic ties (Briere, 1992; Finkelhor & Browne, 1985). At the same time,
cognitive distortions may impair their ability to trust others, which can lead to ambivalence
about interpersonal closeness and heightened fear of abandonment (Briere, 1992). Further,
Polusny and Follette (1995) suggest that those who experience CSA are likely to be high in
avoidance, which makes it difficult to be emotionally close and motivates them to avoid
intimacy. As depression and PTSD are among the most frequently examined outcomes of
CSA and as these two indicators of psychological distress are closely related to the cognitive
and emotional outcomes implied by the mediational models that have been theorized, we
considered them the best indicators to assess and examine (Polusny & Follette, 1995;
Rodriguez, Ryan, Van de Kamp, & Foy, 1997; Roosa, Reinholtz, & Angelini, 1999).

Thus COR theory and the lifetime impact of psychological distress would combine to
mediate the impact of CSA on interpersonal outcomes. These two models further beg the
question of whether the mediation via loss of resiliency resources and psychological distress
are one in the same, or independent. We have little evidence for or against this supposition,
but the theories we have reviewed present the two pathways separately and as such we
would predict independent (although somewhat overlapping) pathways. While these
outcomes surely influence one another, we felt it important to investigate them separately to
highlight the possibility of differential mechanisms of influence for CSA on the outcomes.
Importantly, in asserting this dual-pathway mediational model we are not suggesting that
interpersonal difficulties do not mediate the impact of CSA on resiliency resources and
psychological distress. It is likely that both processes co-occur, this being the basis of the
transactional stress model (Lazarus & Folkman, 1984).

The Current Study
We sought to add to the current understanding of the negative impact of CSA on adulthood
interpersonal problems and HIV/sexual risk. We investigated the following hypotheses with
respect to these relationship outcomes.

1. Experience of CSA would be related to poorer relationship outcomes.

2. The effect of CSA on adult relationships would be mediated by resiliency resources
(i.e., self-esteem and self-efficacy), such that CSA would negatively impact
relationship outcomes via its impact on lowering resiliency resources.

3. The effect of CSA on adult relationships would be mediated by psychological
distress (i.e., symptoms of depression and PTSD), such that CSA would negatively
impact relationship outcomes via its impact on increasing depression and PTSD.
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4. These mediating effects of resiliency resources and psychological distress each
would contribute uniquely to these adult relationship outcomes. This would be a
critical finding as psychological distress and symptoms and the lack of resiliency
resources are often seen as two sides of the same coin, rather than having
independent sources and influences.

Method
Participants

A sample of 693 women was recruited from two obstetrics and gynecological clinics serving
primarily low-income, inner-city populations. Participants were recruited as part of an
ongoing HIV risk reduction project. Women were considered eligible to participate in the
study if they were between the ages of 16 and 29, not living with a partner for more than 6
months, not in the third trimester of pregnancy, and demonstrating minimal sexual risk (see
Hobfoll, Jackson, Lavin, Johnson, & Schroder, 2002, for more specific inclusion criteria).
Most single women in non-monogamous relationships met study criteria.

The sample was 64.1% African American and 30.3% European American. The mean age of
participants was 21 years, ranging from 16 to 29 years of age. Sixty-one percent of women
had attained at least a high school diploma. Over half (53.6%) of all participants reported an
annual household income of less than $10,000, though 39.7% reported being employed.
Most women had never been married (90.6%).

Measures
Child sexual abuse—CSA was measured using six self-report items from the Childhood
Trauma Questionnaire (CTQ; Bernstein et al., 1994) that specifically relate to sexual
experiences of abuse. These items measure the frequency of sexual abuse on a 5-point scale,
with possible responses of never true, rarely true, sometimes true, often true, and very often
true. This subscale has demonstrated high test-retest reliability and significant convergent
validity with the sexual abuse items from the Childhood Trauma Interview (Bernstein et al.,
1994). This questionnaire has also demonstrated sound psychometric properties for inner-
city women (Schumm, Hobfoll, & Keogh, 2004). In this study, we treated CSA as a
dichotomous variable (0 = no CSA, 1 = CSA). Those participants who responded never true
to all items comprised the no CSA group; those participants who responded in the
affirmative to one or more of the items comprised the CSA group. Past studies indicate that
the greatest difference is between having, or not having, been abused (Schumm, Briggs-
Phillips, & Hobfoll, 2006).

Resiliency Resources—Self-esteem and self-efficacy were assessed at Time 1. Self-
esteem was measured using the Rosenberg (1965) Self-Esteem Scale, a ten item self-report
inventory. Participants responded to items along a 4-point Likert scale from 1 (strongly
agree) to 4 (strongly disagree). Previous research has demonstrated this measure’s internal
consistency, test-retest reliability, construct validity, and discriminant validity (Blascovich
& Tomaka, 1991). Item responses were summed to yield a total self-esteem score (α = .89).
Self-Efficacy was measured using the General Self-Efficacy Scale (Schwarzer & Jerusalem,
1995). This 10 item self-report inventory assesses a general level of perceived self-efficacy
using a 7 point Likert scale, ranging from 1 (not at all true) to 7 (exactly true). This
instrument has demonstrated good internal consistency, test-retest reliability, and criterion
validity (Luszczynska, Scholz, & Schwarzer, 2005). Items in this scale were summed to
yield a total self-efficacy score (α = .82).
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Psychological Distress—Severity of depressive and posttraumatic stress symptoms
were measured at Time 1. Depressive symptom severity was assessed using the Center for
Epidemiological Studies Depression Scale (CES-D; Radloff, 1977). Women indicated how
often they had experienced various symptoms of depression in the past week by responding
on a 4-point scale from 0 (rarely or none of the time) to 3 (most or all of the time). This
scale has demonstrated high concurrent and construct validity, as well as good test-retest
reliability and internal consistency (Radloff, 1977). Items in this scale were summed to yield
a total severity score for depressive symptomatology (α = .89). PTSD symptom severity
related to abuse or assault was measured using the PTSD Symptom Scale Interview (PSS-I;
Foa, Riggs, Dancu, & Rothbaum, 1993). Participants were asked whether they had
experienced a period in their lives when they felt very troubled or upset due to abuse or
assault. Those women who responded negatively to this item were not asked any further
questions about their PTSD symptoms and were assigned a scale score of zero. Those
women who responded positively to this item were then asked to indicate how much they
had experienced the various symptoms in the prior two weeks from 1 (not at all) to 4 (very
much). Importantly, PTSD was not assessed relative to experiences of childhood sexual
abuse specifically, but to experiences of abuse and assault in general. This scale has
demonstrated good internal consistency, test-retest reliability, concurrent validity, and
convergent validity among similar, trauma-based populations (Foa et al., 1993; Foa & Tolin,
2000; Schumm et al., 2005). Items in this scale were summed to yield a total severity score
for PTSD symptomatology (α = .96).

Interpersonal Problems—Interpersonal resource loss, relationship conflict, and lack of
social support were assessed at Time 2. Interpersonal resource loss was measured using
items from the Conservation of Resources Evaluation (COR-E; Hobfoll & Lilly, 1993)
related to interpersonal relationships. Participants indicated the degree of loss (or threat of
loss) of various interpersonal resources they had experienced in the previous three months
along a 4-point scale, with possible responses of no threat or loss, some threat or loss, a
great deal of threat or loss, or not applicable. This subscale of the COR-E has demonstrated
adequate internal reliability and concurrent and predictive validity in community based
samples (Hobfoll & Lilly, 1993; Schumm, Hobfoll & Keogh, 2004). Items in this scale were
summed to yield a total score for interpersonal resource loss (α = .93). Relationship conflict
was assessed using five items addressing the frequency of interpersonal conflicts in the past
four weeks. Participants indicated whether they had experienced problems, arguments,
serious disagreements, excessive demands, and angry or upset feelings in their close
relationships by responding from 1 (never) to 5 (very often). Items in this scale were
summed to yield a total score for relationship conflict (α = .89). Lack of social support was
measured using 10 items from the Social Provisions Scale (SPS; Cutrona & Russell, 1987).
Women responded to questions about their current relationships with their friends and
family by answering no, sometimes, yes, or not sure. Responses of not surewere treated as
missing for these analyses. This measure has demonstrated adequate reliability and validity
(Cutrona & Russell, 1987). For this study, this scale was reverse-scored to yield a measure
of perceived lack of social support. Items in this scale were summed to yield a total score to
reflect lack of social support (α =.82).

HIV/Sexual Risk—Lack of confidence negotiating safe sex, barriers to practicing safer
sex, and partner risk severity were measured at Time 2. Lack of confidence negotiating safe
sex was assessed following Bandura’s (1997) method for applying self-efficacy to a specific
target goal. Items measured women’s confidence in negotiating safe sex behaviors with their
current or most recent partner. Sample behaviors included “bringing up issues of condoms
or safe sex in conversations” and “refusing to have sex if he doesn’t agree to safe sex.” This
scale was reverse-scored to yield a measure of lack of confidence negotiating safe sex. Items
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in this scale were summed to yield a total score to reflect a lack of confidence negotiating
safe sex (α = .85). Barriers to practicing safer sex was assessed using a subset of items from
the Barriers to Practicing Safer Sex Scale (Hobfoll, Jackson, Lavin, Britton, & Shepherd,
1994). Participants responded to items along a 4-point Likert scale from 1 (strongly
disagree) to 4 (strongly agree). The Barriers to Practicing Safer Sex Scale overall has
demonstrated sufficient internal consistency and construct validity (Hobfoll et al., 1994). For
this study, items which reflected the belief that one was not at risk due to abstinence or a
monogamous relationship with an uninfected partner were not included (items 1, 2, 7, and 8)
so that the scale would reflect women’s reasons for not practicing safe sex when they
believe there is some risk involved. This subset of items demonstrated strong internal
consistency (α = .82) for this sample. Partner risk severity was measured via four items
assessing the likelihood of past partners having common HIV risk factors: use of
intravenous drugs, multiple sex partners, serving time in prison, and sex with other men. As
with similar life events scales, responses to the items in this scale should not necessarily be
consistent across items. Thus, it is not appropriate to subject these responses to analysis of
internal consistency. Items in this scale were summed to yield a total score for partner risk
severity.

Procedure
Recruitment—Potential participants were approached by trained female psychology
graduate students as they waited for their medical appointments at one of the two obstetrics
and gynecological clinics. Women who met criteria for participation then provided informed
consent. If the participant was under the age of 18, consent of the parent or guardian was
obtained in addition to participant assent. Approximately 80% of women who met criteria
for participation agreed to participate at Time 1.

Questionnaire administration—A questionnaire including the above measures was
administered orally by female psychology graduate students who underwent extensive
training and ongoing supervision by two experienced, multiculturally-expert clinicians. This
method was used so that interviewers could address any difficulties participants might have
understanding the questions, as well as contradictions detected in participants’ responses.
The interviewers were trained to administer the questionnaire in a standard format, to
provide explanation for questions should the content not be comprehended, and in
techniques for handling the sensitive issues addressed by the questionnaire. Interviewers
reported to a clinical supervisor any symptom endorsement that met or exceeded
recommended clinical cutoffs for depression or PTSD. At Time 1, 404 (58.6%) of
participants met criteria for depression and 124 (17.9%) met criteria for PTSD. At Time 2,
148 (39.8%) of participants met criteria for depression and 77 (11.1%) met criteria for
PTSD. Such participants were referred and contacted for follow-up accordingly.

Following the initial interview, participants were randomly assigned to one of three
conditions in the Women’s Health Empowerment Study (for a further detailed description
see Hobfoll et al., 2002): a small group, 6-session communally oriented HIV prevention
intervention (Accelerating Capacity for Conflict Exposure Negotiation Training; ACCENT),
a 6-session general health promotion intervention control (General AIDS Competency;
GAC) or a one-session brochure-based standard care control (SCC). The same questionnaire
was administered at pretest (Time 1) and 6-month post-treatment follow-up (Time 2).
Although the intervention was seen as potentially affecting the magnitude of the outcome
variables, it should not affect the pattern of relationships among the variables. The impact of
group membership on study variables was investigated via multigroup modeling to
determine if model fit varied by intervention group.
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Analytic Approach
We evaluated a partial structural equation model (SEM) to investigate the hypotheses that
CSA is related to negative interpersonal outcomes and that this relationship is mediated by
resiliency resources and psychological distress. Raw data were submitted to EQS 6.1
software (Bentler, 2006) for analysis using maximum likelihood parameter estimation. CSA
was included in the model as a dichotomous, observed variable. We investigated two latent
factors, resiliency resources and psychological distress, as mediating variables. Resiliency
resources were measured by the indicator variables self-esteem and self-efficacy.
Psychological distress was measured via indicator variables accounting for depressive and
posttraumatic stress symptoms. In this model, the disturbance terms for resiliency resources
and psychological distress were allowed to be correlated due to the strong correlation
typically observed between these factors. Two latent outcome variables were included to
assess interpersonal problems and HIV/sexual risk. Interpersonal problems were measured
by scales assessing interpersonal resource loss, lack of social support, and social conflict.
Intimate relationship risk was measured via indicators of confidence negotiating safe sex,
intimate partner risk, and barriers to practicing safer sex.

In order to test the hypothesis that resiliency resources and psychological distress mediate
the relationship between CSA and interpersonal outcomes, a certain temporal relationship
had to be established between these variables. Thus, CSA and indicators of resiliency
resources and psychological distress were measured at Time 1 (pretest). Though experience
of CSA was assessed at the same time as resiliency resources and psychological distress,
CSA was reported retrospectively while the other variables were related to participant
characteristics at the time of the initial questionnaire (Time 1). As participants were all at
least 16 years old and CSA was defined as occurring at age 15 or younger, the experience of
CSA necessarily predates the interview. Indicators of the outcome variables interpersonal
problems and HIV/sexual risk were measured at Time 2 (6-month follow-up).

Model fit was assessed using the chi-square goodness of fit statistic, comparative fit index
(CFI), root mean square error of approximation (RMSEA), and standardized root mean
square residual (SRMR). Less weight will be given to the chi square statistic, as significant
values are common for models with large sample sizes. In general, CFI values greater than .
90 and RMSEA values less than .06 are considered to indicate reasonably good model fit
(Hu & Bentler, 1999). SRMR values less than .10 typically indicate good model fit (Kline,
2005).

Results
Descriptive Results

Two hundred seventy-one (39.1%) participants indicated that they had experienced some
form of CSA prior to the age of 16. One hundred seventy-nine (27.0%) reported that they
had been sexually molested (i.e., touching of breasts, vagina, or anus) and 152 (21.9%)
reported that they had experienced sexual penetration (oral, vaginal, or anal). Means,
standard deviations, and correlations for all study variables are shown in Tables 1 and 2.
Mean differences for participants who had experienced CSA versus those who had not were
significant for all study variables except for Time 2 barriers to safer sex, which was
marginally significant (see Table 1). Of note, women in this sample who had experienced
CSA were no more likely to have experienced childhood physical or emotional abuse
(97.1%) than women who had not (94.3 %). However, women who had experienced CSA
were more likely to have also experienced sexual abuse in adulthood (62.1%) than women
who had not experienced CSA (23.8%).
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The attrition rate for this sample was 47.8% from Time 1 to Time 2. An examination of
differences between women with (n=362) and without (n=331) complete data revealed that
women in the ACCENT and GAC intervention were more likely to drop out than women in
the SCC group and European American women were more likely to drop out than African
American women. There were no significant differences between women with and without
complete data on any other study variables. Study variables demonstrated sufficient
univariate (all skewness ≤ 2.48, all kurtosis ≤ 7.02) and multivariate normality (all Mardia’s
coefficients ≤ 19.82, with normalized estimates ≤ 11.83) for SEM analysis.

Measurement Model
A measurement model for the hypothesized model was tested using confirmatory factor
analysis (CFA) with all indicator variables specified to load only on their hypothesized
factors. The four factor model (Time 1 resiliency resources, Time 1 psychological distress,
Time 2 interpersonal problems, and Time 2 HIV/sexual risk) fit the data well, χ2 (29, N =
362) = 48.13, p < .05; CFI = .98; RMSEA = .04; SRMR = .04. All factor loadings were
significant at p < .05.

Structural Models
The hypothesized structural model was analyzed to investigate the proposed impact of CSA
on interpersonal problems and HIV/sexual risk, in part, through its effects on resilience and
psychological distress. Importantly, this was a partial mediation model, including pathways
of both direct (i.e., CSA → interpersonal problems and HIV/sexual risk) and indirect effects
(i.e., CSA → resiliency resources and psychological distress → interpersonal problems and
HIV/sexual risk). The chi square test was significant, χ2 (35) = 72.99, p < .001, but other fit
indices indicated good model fit (CFI = .96, RMSEA = .06, SRMR = .04). The following
paths were not significant at the p < .05 level: psychological distress to HIV/sexual risk,
resiliency resources to interpersonal problems, and CSA to both interpersonal problems and
HIV/sexual risk.

A re-specified model that excluded the direct paths from CSA to interpersonal problems and
HIV/sexual risk, thus implying full mediation of the effects of CSA on the relationship
outcomes via resilience and psychological distress, was then analyzed. The chi square test
was significant, χ2 (37) = 76.40, p < .001, but other fit indices indicated good fit (CFI = .96,
RMSEA = .05, SRMR = .04). All paths in this model were statistically significant except for
two: 1) resiliency resources to interpersonal problems and 2) psychological distress to HIV/
sexual risk. A chi-square difference test indicated that this model does not fit significantly
worse than the previous model, indicating that the effect of CSA on these outcomes is fully
mediated through its impact on resiliency resources and psychological distress, χ2 (2) =
3.41, p = .18.

Results of the full mediation model are provided in Figure 1. CSA had a significant negative
impact on resiliency resources (−2.15, standardized estimate = −0.24) and increased
psychological distress (7.24, standardized = 0.40) as hypothesized. Fewer resiliency
resources at Time 1, in turn, was associated with significantly greater HIV/sexual risk
(−0.43, standardized = − 0.39) at Time 2. Greater psychological distress at Time 1 was
associated with significantly greater interpersonal problems (0.23, standardized = 0.67) at
Time 2. The model explained a substantial amount of variance in interpersonal problems (R2

= 0.38) and HIV/sexual risk (R2 = 0.29).

Finally, multigroup analyses were conducted to investigate whether the hypothesized, full
mediation model fit equally well across the three intervention groups. First, the multigroup
model was run with all corresponding paths left to vary across intervention group, χ2 (111)
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= 156.00, p < .01; CFI = .95; RMSEA = .06; SRMR = .06. Next, the multigroup model was
run with all corresponding paths constrained to be equivalent across intervention group, χ2

(135) = 190.94, p < .01; CFI = .94; RMSEA = .06; SRMR = .08. A chi-square difference test
indicated that the constrained model did not fit significantly worse than the unconstrained
model, indicating that the model fit was reasonably equivalent across intervention group, χ2

(24) = 34.94, p = .07. A series of follow-up chi-square difference tests was conducted for
each pathway separately (using a more conservative alpha level of .01 due to the number of
tests conducted), given that the chi-square difference test for the full model was marginally
significant. Results revealed that each pathway was reasonably equivalent across
intervention group.

Discussion
This study represents the first known model to investigate the impact of CSA on both
interpersonal problems and sexual risk in adulthood, as well as to consider mediators which
might illuminate pathways for intervention for these outcomes. Our findings support the
dual pathway model and full mediation of the impact of CSA on adulthood relationships
through personal resiliency resources and psychological distress. They suggest that the
experience of CSA undermines women’s personal resilience and psychological functioning
to adversely impact important aspects of adult women’s interpersonal relationships and
sexual health risk in intimate relationships. As hypothesized, the experience of CSA was
significantly linked to fewer personal resiliency resources and greater psychological distress
in adulthood. These variables, in turn, were significantly associated with interpersonal
problems and HIV/sexual risk, though not exactly as predicted. Rather than resiliency
resources and psychological distress each influencing both outcomes, our results indicated
that resiliency resources only mediated the impact of CSA on HIV/sexual risk and
psychological distress only mediated the impact of CSA on interpersonal problems.
However, as resiliency resources and psychological distress are negatively correlated, it is
likely that resiliency resources indirectly impact interpersonal problems to the extent that
they affect psychological distress and that psychological distress indirectly impacts HIV/
sexual risk to the extent that it affects resiliency resources.

Our findings are notable in several respects. First, this is one of the largest longitudinal
studies of the impact of child sexual abuse on a period of high-risk women’s lives. Further,
the use of a community sample that is representative of the population of interest increases
our confidence in the generalizability of these findings. The women who participated in this
study were selected using criteria that placed them in a group that was in the process of
forming new intimate attachments or sustaining relatively young romantic relationships.
This, along with other sociodemographic factors, places these women in a population which
is at a high risk for contracting STDs and experiencing relationship violence. Thus, from a
public health standpoint, our sample represents a group of women for whom such research is
crucial.

Limitations and Future Directions
Because our study concerned a large group of high-risk, low-income inner-city women,
findings cannot be assumed to generalize to all women. Women in this sample were also
involved in a health intervention study, which may have affected our findings. Despite this
limitation, our multigroup analyses clearly indicated that the model fit well regardless of
intervention group membership. This supports the notion that the pattern of relationships
among these variables is independent of the health intervention that women experienced.
Furthermore, our relatively high attrition rate (47.8%) may limit the generalizability of our
findings. Analyses showed that women in the ACCENT and GAC intervention were more
likely to drop out than women in the SCC group, likely because these interventions required
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a much greater time commitment than the SCC. Also, European American women were
more likely to drop out than African American women, which may have been due to
European wome’s more transitory status in this population. Importantly, these differences in
attrition were not significantly related to model variables.

Reliance on self-report data is a difficult issue when studying the impact of child sexual
abuse, as this report is retrospective and in many instances cannot be corroborated by either
legal or medical records or by someone else in survivors’ lives (Shaffer, Houston, &
Egeland, 2008; Widom & Morris, 1997). Given that this study examined CSA as a
dichotomous experience, it is likely that this retrospective self-report is less problematic than
might be if examining specific details of the experience (Widom & Morris, 1997). Also,
research has shown that the self-report of childhood maltreatment can be a better predictor
of psychological symptomatology than the objective identification of maltreatment (McGee,
Wolfe, Yuen, Wilson, & Carnochan, 1995).

This study has other important limitations related to assessment. First, symptoms of PTSD
were not assessed only relative to experiences of CSA, but related to experiences of abuse
and assault more broadly. Thus, it is possible that participants were responding to items
relative to a non-CSA target trauma. Second, several measures used differing time periods
for assessment. Though in most cases it was advisable to use the measure to assess the time
period for which it was designed and validated, it would have been ideal to have a more
common assessment interval. Finally, utilization of mental health services between the two
assessment points was not measured. Therefore, it is possible that some participants may
have experienced an intervention after Time 1 assessment that led to changes in resiliency
resources and/or psychological distress prior to Time 2 measurement.

Our model provides a convincing argument that CSA is a significant contributor to
relationship problems in adulthood through its impact on resiliency resources and
psychological distress. Yet as with any structural equation model, other plausible models
exist. Other research suggests that factors related to family environment, including maternal
attachment, may be particularly important to consider (Liang et al., 2006).

Implications for Intervention
We have highlighted interpersonal functioning and sexual risk as important aspects of
overall functioning. Psychological interventions commonly employed for women who have
experienced CSA generally focus on decreasing psychological distress (Foa, Keane, &
Friedman, 2000). Our findings partially support this focus, as decreasing psychological
distress significantly led to more supportive and less conflictual interpersonal relationships.
Yet, these findings also indicate that interventions to decrease sexual risk in inner-city
women would do well to target personal resiliency resources. This possible differential
impact should be considered in treatment planning and intervention development.

First-line treatments for PTSD and trauma-related depression, Prolonged Exposure (Foa,
Hembree, & Rothbaum, 2007) and Cognitive Processing Therapy (Resick & Schnicke,
1996), are indicated to decrease psychological distress in women who have experienced
CSA. Therapies related to positive psychology concepts such as Frederickson’s (2001)
“broaden-and-build” model may also work well with women with CSA history, such that
their strengths and positive emotions could be better developed and become more
generalized to positive relationship behaviors. The findings are also consistent with
psychoeducational treatments, such as Dialectical Behavior Therapy (DBT; Linehan, 1993),
that teach women how to better understand and react to emotions and how to seek comfort
in positive ways. Another strength of DBT for women who have experienced CSA is an
explicit focus on increasing interpersonal effectiveness. These aspects of the treatment aim
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to help women better understand the factors at play in interpersonal interactions and how to
communicate more assertively and effectively. Certainly these skills could directly benefit
both general interpersonal functioning and safety behaviors in sexual relationships.

Overall, our findings suggest that increasing the emphasis on bolstering resiliency resources
is potentially valuable, given that the majority of intervention research emphasizes
psychopathology as an indicator of outcome rather than how well individuals are
functioning and building their psychosocial resources. As research trends move from
pathology to resiliency models, it will be important to remember that these are partially
overlapping and partially independent processes. Those with psychopathology still possess
attributes that support their wellness and good functioning and those who are more resilient
may still have some symptoms of distress that undermine their relationships and increase
their relationship conflict.
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Figure 1.
Hypothesized structural equation model with standardized path estimates. CSA = Child
Sexual Abuse. PTSD = Posttraumatic Stress Disorder, a measured at Time 1, b measured at
Time 2. χ2 (37) = 76.40, p < .001; CFI = .96; RMSEA = .05; SRMR = .04. Paths with solid
lines are significant at p < 0.05.
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Table 1

Means, Standard Deviations, and t-test Results for Model Variables by CSA Group

No CSA
(n = 422)
M(SD)

CSA
(n = 271)
M(SD)

t

Self-Esteem a 22.26(4.64) 20.58(5.16) 4.46***

Self-Efficacy a 53.34(9.52) 51.13(9.86) 2.94**

Depressive Symptoms a 17.50(10.86) 23.39(11.04) −6.91***

PTSD Symptoms a 3.31(8.28) 10.22(12.40) −8.05***

Lack of Social Support b 3.18(3.10) 4.91(4.16) −4.22***

Interpersonal Resource Loss b 1.79(2.12) 2.38(2.44) −2.35*

Social Conflict b 9.35(5.75) 11.75(5.75) −3.92***

Poor Condom Negotiation b 3.54(6.70) 5.76(7.66) −2.87**

Barriers to Safe Sex b 5.41(3.31) 6.11(3.49) −1.94§

Partner Risk Factors b 1.04(0.77) 1.26(0.80) −2.54*

Note: CSA = Child Sexual Abuse, PTSD = Posttraumatic Stress Disorder,

a
measured at Time 1,

b
measured at Time 2,

§
p < .10,

*
p < .05,

**
p < .01,

***
p < .001 (2-tailed)
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