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exual abuse in childhood is associated with an in-
creased risk of depression, suicide attempt, impul-
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Objective: To investigate the impact of sexual
abuse on clinical presentation and treatment out-
come in depressed adolescents.

Method: 107 adolescent outpatients, 13 to 18
years old, with DSM-III-R major depression were
randomly assigned to cognitive-behavioral
therapy (CBT), systemic behavioral family
therapy (SBFT), or nondirective supportive
therapy (NST) from Oct. 1, 1991 through May
31, 1995. Subjects were classified on the basis
of the presence or absence of lifetime history of
sexual abuse. Since only 1 subject assigned to
SBFT had a history of sexual abuse, we restricted
our analyses to those 72 subjects assigned to ei-
ther CBT or NST. The impact of lifetime history
of sexual abuse on service use, depression, and
treatment outcome was examined.

Results: Depressed adolescents with a past
history of sexual abuse were more likely, at 2-
year follow-up, to have had a psychiatric hospi-
talization and have a depressive relapse, even
controlling for maternal depression, source of
referral, race, and treatment assignment. CBT was
more efficacious than NST in absence of sexual
abuse but was not better than NST in those with
a history of sexual abuse.

Conclusion: Sexual abuse is a negative
predictor of long-term outcome in adolescent
depression. CBT for depression may not be as
efficacious for those depressed adolescents with
a history of sexual abuse. These findings suggest
that a history of sexual abuse should be assessed
not only in clinical practice, but also in research
studies of depressive outcome. Further work is
indicated to understand the relationship between
sexual abuse and poor outcome in order to help
restore these high-risk youths to an optimal
developmental trajectory.

(J Clin Psychiatry 2004;65:77–83)

S
sivity, substance abuse, and posttraumatic stress disor-
der.1–5 Sexual abuse may also be associated with an earlier
age at onset and more adverse course of these conditions.
For example, sexual abuse has been reported to be related
to earlier onset and more adverse course of bipolar dis-
order and major depression.1,6 Sexual abuse has also been
reported to be associated with earlier onset of suicide at-
tempt in both community and clinical samples.5,7

While numerous cross-sectional studies have docu-
mented the effects of sexual abuse, less is known about
the impact of sexual abuse on the course of illness or
response to treatment. A large health maintenance
organization–based study8 suggests that sexual abuse is
associated with more adverse, chronic, and refractory
mental and physical health outcomes. However, no con-
trolled treatment trials have thus far reported on the im-
pact of abuse history on response to treatment.

In previous reports, we have described the short-term
and long-term results of a psychotherapy clinical trial for
depressed adolescents.9–11 In brief, cognitive-behavioral
therapy (CBT) was superior to both systemic behavioral
family therapy (SBFT) and nondirective supportive
therapy (NST) in depression symptom reduction and rate
of remission.9 Maternal depression and family conflict
predicted poorer treatment response, with the latter also
predicting relapse and a more chronic course over follow-
up.9,11 Recent reports have documented the adverse im-
pact of sexual abuse on depressive outcome but not its
impact on course2,3,12; therefore, we now examine the im-
pact of sexual abuse on short-term and long-term out-
come in this clinical trial. Here, we address the following
questions:
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1. Is a history of sexual abuse associated with a more
severe clinical presentation at intake into the
study?

2. Is a history of sexual abuse associated with a less
vigorous response to acute treatment and to a
higher risk of relapse and recurrence over the 2-
year follow-up period?

3. Are treatment effects moderated by a history of
sexual abuse?

METHOD

Sample
As described previously,10,11,13–17 subjects were 13 to 18

years old, met criteria for DSM-III-R18 major depression
based on the Schedule for Affective Disorders and Schizo-
phrenia for School-Age Children, Present Episode and
Epidemiologic versions (K-SADS-P and K-SADS-E),19,20

and had a Beck Depression Inventory (BDI)21 score greater
than or equal to 13. Subjects were nonpsychotic, nonbi-
polar, and without obsessive-compulsive disorder, eating
disorder, substance abuse, or ongoing physical or sexual
abuse. Of 122 subjects who were eligible for the study, 107
(87.7%) agreed to randomization. Approximately one third
of the subjects entering the protocol came via an advertise-
ment (32.7%), and the rest were recruited from a child psy-
chiatry outpatient clinic in a university setting. No differ-
ences were noted between those who responded to an
advertisement and those who were clinically referred with
respect to past treatment or demographic or clinical vari-
ables. Of the 107 depressed adolescents, 37 were randomly
assigned to CBT, 35 to SBFT, and 35 to NST.

Because only 1 subject assigned to SBFT had a history
of sexual abuse, we restricted our analyses to those 72 sub-
jects assigned to either CBT or NST. There were 10 sub-
jects who had a history of sexual abuse: 6 in the CBT
group and 4 in the NST group.

The median socioeconomic score (SES) was 40
(Hollingshead22: class IV) and 75.7% of the subjects were
female. Subjects were moderately depressed, with a mean
BDI score of 24.1 (SD = 8.1) and with substantial rates of
comorbid anxiety (31.8%), dysthymic disorder (22.4%),
and disruptive disorders (20.6%).

Randomization
Once the patient and family had given written informed

consent to the protocol approved by our institutional re-
view board, patients were randomized to 1 of the 3 treat-
ments, balancing for sex, number of parents in the house-
hold, and clinically significant suicidality (i.e., ideation
with a plan or attempt).

Treatment
Treatment consisted of 12 to 16 sessions delivered in

12 to 16 weeks in each of the 3 cells by experienced

therapists.9 CBT was derived from Beck et al.23 SBFT
combined functional family therapy24 and the problem-
solving model of Robin and Foster.25 NST was designed to
control for the nonspecific effects of psychotherapy and
consisted of the provision of support, affect clarification,
and active listening. Expert ratings of videotaped sessions
demonstrated that the treatments in all 3 cells were deliv-
ered with fidelity and were distinct from each other.9

Dropout. Eight subjects dropped out during the first 12
weeks of active treatment. There were no significant dif-
ferences between the 3 treatment groups with respect to
rates of dropout (CBT: 8.1% [3/37] vs. SBFT: 5.7% [2/35]
vs. NST: 8.6% [3/35]). History of sexual abuse had no
effect on rates of dropout. Of the 8 dropouts, 1 subject
assigned to CBT had a lifetime history of sexual abuse.

Referral to open treatment. Seven subjects were re-
moved from the protocol during the first 12 weeks of ac-
tive treatment and referred to open treatment because they
continued to meet criteria for major depression, had a BDI
score persistently higher than or equal to 13, and had
failed to make symptomatic progress. There were no sig-
nificant differences between the 3 treatment groups with
respect to referral to open treatment (CBT: 2.7% [1/37]
vs. SBFT: 8.6% [3/35] vs. NST: 8.6% [3/35]). History of
sexual abuse had no effect on rates of referral to open
treatment. Of the 7 referrals to open treatment, 1 subject
assigned to NST had a lifetime history of sexual abuse.

Assessment Schedule
Subjects were assessed at intake, at the sixth session,

at the end of treatment (12th to 16th session), at every
3 months thereafter for 1 year, and, finally, at 24 months
after treatment ended (8 interviews in total) by a clinical
interviewer with a master’s degree who was blinded to
original treatment assignment. There was an attempt to in-
terview even those subjects who left the protocol at the
time that they would have finished treatment. In addition,
a BDI score was obtained at each session. Of the 107 sub-
jects entering the protocol, 94 (87.8%) received a 6-week
interview and BDI, 99 (92.5%) received a final interview,
and 97 (90.7%) had a final BDI. There were no differ-
ences among the treatment cells as to proportions with
missing data or protocol violations.

Outcome Measures
In this article, the primary outcome examined was the

presence of DSM-III-R major depression at the end of
treatment, as assessed by a trained interviewer blinded to
treatment condition, using K-SADS-P and K-SADS-E. In
addition, we ascertained, for a more stringent outcome,
failure to achieve clinical remission, where clinical remis-
sion was defined as both the absence of major depression
at the end of treatment and a BDI score of less than 9 for at
least 3 consecutive sessions and sustained until the end of
treatment. We also considered the slope of decline of
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depression (both interviewer-rated and self-rated). Fi-
nally, we examined the presence of functional impair-
ment, defined as a score of less than 60 on the Children’s
Global Assessment Scale (CGAS),26 at the end of treat-
ment. The interviewer who completed the K-SADS also
rated the CGAS.

Assessments
Demographic variables. Age, race, sex, referral

source, family constellation, and socioeconomic status
were ascertained at intake, the latter by means of the
Hollingshead Four-Factor Index of Social Status.22

Clinical variables. DSM-III-R diagnoses were ren-
dered using the K-SADS-P and K-SADS-E. Relevant
clinical predictors of outcome included age at onset, dura-
tion of depressive episode, comorbid diagnostic condi-
tions, and severity of depression. The latter was assessed
by both interviewer rating, using 13 depression items
from the K-SADS-P (DEP-13),19 and self-reported de-
pression, using the BDI. The presence of clinically sig-
nificant current and past suicidality was assessed by using
a clinical cutoff of 4 or greater on the current and lifetime
questions for this domain on the K-SADS-P and
K-SADS-E. Functional status was ascertained via inter-
view using the CGAS.26

Child cognitive variables. The Children’s Negative
Cognitive Error Questionnaire (CNCEQ)27 is a 24-item
self-report questionnaire to survey cognitive distortions
related to catastrophization, personalization, overgener-
alization, and selective abstraction. The Beck Hopeless-
ness Scale (BHS)28 is a 20-item self-report scale to mea-
sure hopelessness.

Family-environmental variables. Both the child and
caretaking parent reported on conflict using the Conflict
Behavior Questionnaire,25 a 20-item self-report question-
naire designed to measure conflict and negative commu-
nication. The desire for relationship change was measured
using the Areas of Change Questionnaire,29 which evalu-
ates parent-child relationships across specified problem
areas using a 32-item child self-report form and a 34-item
parent form. Each item is rated from –3 (“much less”
change) to +3 (“much more” change) in Likert format.
Family climate was assessed using the Family Assessment
Device,30 a 60-item self-report measure filled out by both
the caretaking parent and the patient. There are 6 specific
subscales (problem-solving, communication, roles, affec-
tive responsiveness, affective involvement, and behav-
ioral control) and 1 general functioning subscale.

History of sexual abuse. History of sexual abuse was
assessed during the first interview by a yes/no question
inquiring about current and lifetime history of abuse. The
question was: Have you ever been sexually abused by a
relative, acquaintance, or stranger?

In another study by our group, a repeated measure of
child trauma with a self-report measure has shown a high

reliability with the initial screening question for sexual
abuse (κ = 0.74, SE = 0.11) with subjects older than 18
years.31 Other studies suggest that errors in assessment of
abuse are almost entirely false negatives.32

Parental psychopathology. Parental current and life-
time psychopathology were assessed using the SADS-
Lifetime version (SADS-L)33 adapted for DSM-III-R and
the BDI for parental self-report of depression.

For all of the above-noted instruments, adequate in-
ternal consistency, reliability, and validity have been
documented.

Data Analysis
All group comparisons were made using standard para-

metric and nonparametric statistics. For dichotomous out-
comes, Pearson chi-square was used when sample sizes
were moderate or large, and Fisher exact test was used
when expected cell sizes were < 5. For continuous out-
comes, either a 2-sample t test or its nonparametric
equivalent, the Mann-Whitney U test, was used. Random
effects regression analyses34 were used to test for sexual
abuse–by-time interactions during active treatment (i.e.,
intake, 6 weeks, posttreatment) and through the end of the
24-month follow-up (i.e., 3, 6, 9, 12, and 24 months after
treatment). Logistic regression analyses were used to test
the strength of association between predictors and major
depression at the end of treatment and through 24-month
follow-up.35 Log-linear analyses were used to test for the
potential interaction of sexual abuse, treatment, and major
depression. For all pairwise contrasts, alpha was set at
.05, 2-sided.

RESULTS

Characteristics at Intake
Subjects with and without sexual abuse history were

similar with regard to age, sex, and SES and showed non-
significant associations with race and referral by adver-
tisement (Table 1).

With regard to clinical characteristics, those with and
without a history of sexual abuse were similar with regard
to age at onset of depression, severity of depression, rate
of past suicide attempt, rate of comorbid conditions, and
history of physical abuse (Table 2). The 2 groups were
also similar with regard to hopelessness, cognitive distor-
tion, family discord, family climate, and perceived need
for family change. Rates of maternal and paternal diag-
noses were similar except that the rate of current major
depression in mothers was about twice as high in the
sexually abused group (78% vs. 39%, Fisher exact test
p = .04).

Impact on Acute Outcome
At the end of acute treatment, there were no differ-

ences between those who had a history of sexual abuse
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and those who did not with regard to slope of decline of
depression (either interviewer or self-rated), rate of de-
pression (44.4% vs. 27.1%, Fisher exact test p = .40),
achievement of clinical response, defined as a BDI score
< 9 sustained for at least 3 consecutive sessions and until
the end of treatment (33.3% vs. 55.2%, Fisher exact test
p = .30), functional status (CGAS score ≥ 60; 77.8% vs.
69.5%, Fisher exact test p = 1.0), dropout rate (10.0% vs.
8.1%, Fisher exact test p = 1.0), or having received addi-
tional (“open”) treatment (10.0% vs. 4.8%, Fisher exact
test p = .50).

Impact on 2-Year Outcome
Over the course of the 2-year follow-up, those with a

history of sexual abuse were more likely to have a second
episode of depression (90% [9/10] vs. 39.7% [23/58],
Fisher exact test p = .005) and were more likely to be hos-
pitalized (40% [4/10] vs. 10% [6/60], Fisher exact test
p = .03). There was also a trend for differences in the rate
of an episode of clinically significant suicidality (ideation
with a plan or an attempt: 33.3% [3/9] vs. 8.8% [5/57],
Fisher exact test p = .07).

Multivariate analyses, controlling for maternal depres-
sion, source of referral, race, and treatment assignment,
found a significant association between sexual abuse and
depression on follow-up (odds ratio = 10.5, 95% confi-
dence interval = 1.2 to 511.0) (Table 3). Associations be-
tween lifetime history of sexual abuse and both suicidality
and hospitalization during follow-up were not significant
in the multivariate analyses.

Moderating Effects of Sexual Abuse on Treatment
CBT was superior to NST treatment with regard to the

rate of depression at the end of acute treatment and rate of
decline in interviewer-rated depressive symptoms.9 How-
ever, it appears that these effects are limited to cases
where a history of sexual abuse is not present (Figure 1).

Furthermore, within the CBT group, those subjects
with a history of sexual abuse had a higher rate of major
depression at the end of acute treatment, compared with
the nonabused subjects (40% [2/5] vs. 13.3% [4/30],
Fisher exact test p = .1912, effect size [phi]=0.248),
suggesting that a history of sexual abuse impaired the
effect of CBT. No moderation of treatment effects was
observed with regard to rates of dropout or subsequent
hospitalization.

DISCUSSION

In this report, the impact of sexual abuse on the out-
come of depressed adolescents who participated in a clini-
cal psychotherapy trial and 2-year naturalistic follow-up
was examined. Those with a past history of sexual abuse
were more likely to have, even controlling for covariate
factors, a second episode of depression and also to have
been psychiatrically hospitalized at the 2-year follow-up.
While there was no impact of sexual abuse on acute out-
come overall, within those treated with CBT, those with a

Table 1. Demographic Characteristics of 72 Adolescent
Depression Patients With and Without a Lifetime History
of Sexual Abuse

Ever Sexually Never Sexually
Abused Abused

Characteristic (N = 10) (N = 62)
Age, mean (SD), y 15.7 (1.4) 15.9 (1.5)
Female, %  90.0 72.6
White, %a  60.0 83.9
Socioeconomic status, %b

I  10.0 6.5
II  30.0 11.3
III  20.0 27.4
IV  30.0 40.3
V  10.0 14.5

Recruited by advertisement, %c 90.0 61.3
aFisher exact test p = .10.
bMeasured with the Hollingshead Four-Factor Index of Social

Status.22

cFisher exact test p = .15.

Table 2. Clinical Characteristics at Intake of 72 Adolescent
Patients With Major Depression (MD) With and Without a
Lifetime History of Sexual Abuse

Ever Sexually Never Sexually
Abused Abused

Characteristic (N = 10) (N = 62)
Comorbid diagnoses, %

Dysthymic disorder 20.0  21.0
Anxiety disorder 30.0  33.9
Conduct disorder 0 3.2

Duration of MD, mean (SD), mo 22.2 (27.8) 11.5 (15.6)
Age at onset of MD, mean (SD), y 14.0 (2.3) 14.6 (2.0)
History of suicide attempt, %  10.0  11.3
History of physical abuse, %  20.0  29.3
BDI score, mean (SD) 25.8 (8.7) 24.7 (7.9)
DEP-13 score, mean (SD) 2.9 (0.6) 2.8 (0.4)
CGAS score, mean (SD) 54.1 (8.7) 58.2 (8.4)
Cognitive variables

BHS score, mean (SD) 11.6 (5.4) 12.5 (5.5)
CNCEQ total score, mean (SD) 80.2 (21.4) 80.0 (20.7)

Family variables
CBQ score, mean (SD) 9.5 (5.2) 8.6 (6.2)
ACQ score, mean (SD) 39.2 (22.3) 32.2 (19.8)
FAD-GF score, mean (SD) 2.6 (0.6) 2.6 (0.5)

Maternal characteristics
MD (current), %a  77.8  39.0
Any anxiety (current), %  55.6  37.3
Any substance abuse (current), %  12.5 8.6

Paternal characteristics
MD (current), %  11.1  7.5
Any anxiety (current), %  33.3  15.4
Any substance abuse (current), %  25.0  24.1

aFisher exact test p = .04.
Abbreviations: ACQ = Areas of Change Questionnaire, BDI = Beck

Depression Inventory, BHS = Beck Hopelessness Scale,
CBQ = Conflict Behavior Questionnaire, CGAS = Children’s Global
Assessment Schedule, CNCEQ = Children’s Negative Cognitive
Errors Questionnaire, DEP-13 = 13 depression items from the
School Age Schedule for Affective Disorders and Schizophrenia,
Present and Lifetime versions, FAD-GF = Family Assessment
Device-Global Functioning.
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history of sexual abuse were less likely to respond to
treatment.

Although, at intake, a history of sexual abuse was not
associated with a more severe clinical presentation, sub-
jects with a lifetime history of sexual abuse were twice as
likely as nonabused subjects to have a currently depressed
mother, which in turn has been associated with poor treat-
ment response to CBT.10

These findings will be discussed in the context of the
extant literature and for clinical care after we discuss the
limitations of the study.

Limitations
While the sample is large by the standards of adoles-

cent clinical trials of depression, the sample of subjects
who were sexually abused is small, and results from this
study must be considered preliminary. Since only 1
subject assigned to family therapy had a history of sexual
abuse, we cannot comment on the impact of sexual abuse
on the efficacy of this particular psychotherapeutic
modality.

Information about sexual abuse was obtained by a
single, dichotomous question inquiring only about the
presence of lifetime abuse; therefore, we cannot comment
on other parameters of the abuse, such as severity, fre-
quency, and relationship to the perpetrator, that have been
shown to influence outcome.32,36

The entry criteria excluded those subjects who may
have been more acutely suicidal, those with comorbid
substance abuse, or those with ongoing physical or sexual
abuse. This limits our ability to generalize our findings to
the treatment of patients with a history of sexual abuse
who present with a more severe clinical presentation. Fi-
nally, the small number of males with a history of sexual
abuse and those who were from ethnic minorities limits
our abilities to generalize results beyond white females.

Overall Findings
A history of sexual abuse was related to poor long-term

outcome, namely recurrent depression, and higher risk for
psychiatric hospitalization. This is consistent with a study
of adult depressed outpatient women, which found that a
history of childhood sexual abuse, even controlling for
borderline personality disorder and posttraumatic stress
disorder, was associated with a greater duration of the in-

dex episode.37 Additionally, this poorer outcome could be
related to the fact that a history of trauma is a marker for
chronic environmental stress, which in turn leads to more
adverse psychiatric outcome in young adults.36 The high
rate of hospitalization is consistent with other studies
showing an association between history of abuse and
greater physical and mental health service use.8

Depressed adolescents treated with CBT fared more
poorly if they had a history of sexual abuse, whereas sub-
jects treated with NST did equally well (or poorly) regard-
less of history of sexual abuse. This suggests that the effi-
cacy of CBT may be markedly diminished in depressed
adolescents with a history of sexual abuse. No obvious
explanation for this emerges. Since depressed adolescents
with a history of sexual abuse were more likely to have
depressed mothers, and maternal depressive symptoms
have been shown to adversely affect outcome in CBT, we
examined whether in fact the relationship between sexual
abuse and poor outcome in CBT was mediated by mater-
nal depression.10 In fact, it was not. CBT that is focused
on posttraumatic stress disorder and the consequences of
child sexual abuse has been shown to be superior to NST
for treating sexually abused children seen acutely after the
abuse.38 However, no studies have examined CBT target-
ing past abuse experiences in children, and the CBT for
this particular study did not address past abuse. Therefore,
studies that address abuse issues in the context of treating
depression may improve depressive outcome. These inter-
ventions may also involve reducing parental distress,
since there was a close relationship between child sexual
abuse and maternal depression in this and other samples.

We did not find a relationship between symptom sever-
ity, comorbidity, or suicidality and a history of sexual
abuse. This may have been due to small sample size but
may also have been related to exclusionary criteria for the
study. The 2 most clinically significant correlates of
sexual abuse that one might expect in this population are
suicidality and comorbid substance abuse, both of which

Table 3. Logistic Regression Analyses: Major Depression at
Any Time During 2-Year Follow-Up of 72 Adolescents With
and Without a Lifetime History of Sexual Abuse

95% Confidence
Characteristic Odds Ratio Interval
Lifetime history of sexual abuse 10.5 1.2 to 511.0
Treatment assignment 0.7 0.2 to 2.4
Maternal depression 1.3 0.4 to 4.3
Race 0.5 0.1 to 2.3

Figure 1. Rate of Major Depression in 72 Adolescents
at the End of 12 to 16 Weeks of Treatment by Treatment
Assignment Stratified by Lifetime History of Sexual Abusea

aTest of interaction: χ2 = 0.64, df = 1, p = .43.
*p = .02.
Abbreviations: CBT = cognitive-behavioral therapy,

NST = nondirective supportive therapy.
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were exclusionary criteria for the study. We did find that
subjects with a history of sexual abuse had a higher rate of
maternal depression. Since sexual abuse often runs in
families, one explanation for this finding is that many of
the mothers also had a history of abuse, which in turn in-
creased their risk of depression.31,39 However, maternal
history of abuse was not assessed in this study. Another
possible explanation for this association is that maternal
depression has been shown to be associated with impaired
parenting abilities,40 which represents a risk factor for
sexual abuse.36,41 A general risk of exposure to abuse may
occur through the failure of a depressed parent to properly
supervise the child.42 This is consistent with the previous
report that there is a 4-fold increased risk of maternal de-
pression in those with a history of sexual abuse.43 A third
explanation could be that sexual abuse occurs in the con-
text of chronic familial and environmental difficulties,
which could precipitate or exacerbate maternal depres-
sion. However, in our sample, a history of child sexual
abuse was unrelated to measures of current family climate
or discord.

Clinical Implications
A history of sexual abuse appears to affect the depres-

sion course and treatment response of depressed adoles-
cents. Therefore, it is important to inquire about a history
of sexual abuse. This study does not provide clear guid-
ance as to intervention but suggests that CBT, as it was
conducted in this study without focusing on past trauma,
is not particularly efficacious in the acute treatment of de-
pression for those with a history of sexual abuse. More-
over, a history of sexual abuse seems to convey an in-
creased risk of depressive relapse and hospitalization, so
that if treatment could address the clinical issues that ac-
company a history of sexual abuse, then long-term out-
come could be improved.

CONCLUSION

In spite of the limitations of this study, it appears that
sexual abuse is a negative predictor of long-term outcome
in adolescent depression. CBT may not be as efficacious
for those depressed adolescents with a history of sexual
abuse. These findings suggest that a history of sexual
abuse should be assessed not only in clinical practice, but
also in research studies of depressive outcome, including
treatment studies. Further work is indicated to understand
the relationship between sexual abuse and poor outcome
in order to help restore these high-risk youths to an opti-
mal developmental trajectory.
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