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ABSTRACT

Objective: The purpose of this study was to explore gender differences in symptomatology among sexual abuse survivors
utilizing a standardized measure of specific symptom patterns, the Symptom Checklist 90-Revised (SCL-90-R).
Method: Gender differences in symptomatology of adults sexually victimized as children were examined. Participants were
162 women and 25 men entering an outpatient treatment program for adult survivors of childhood sexual abuse (CSA) in
a university-based community mental health center. Symptomatology was measured using the Symptom Checklist
90-Revised (SCL-90-R).
Results: Although no differences appeared when examining the raw data, the results changed dramatically once the data
were converted intoT-scores and epidemiological SCL-90-R gender differences were taken into account. The findings
indicate that men exhibited significantly more interpersonal sensitivity, depression, anxiety, and phobic anxiety than women
in relation to their respective normative samples.
Conclusions:The use of nonclinicalT-scores in this study allows for the interpretation that men survivors of childhood
sexual abuse (CSA) have higher levels of symptomatology than women survivors when compared to their respective
normative samples. © 1999 Elsevier Science Ltd
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MOST RESEARCH ON childhood sexual abuse (CSA) has focused on women survivors in
psychotherapy. One reason for this is that men CSA survivors tend to be underrepresented, and
possibly under-identified, in the clinical population (Urquiza & Keating, 1990; Violato & Genius,
1993). Also, several studies utilizing standardized measures which report on men have failed to
include a sufficient number of men to perform gender comparisons (Braver, Bumberry, Green, &
Rawson, 1992; Silverman, Reinherz, & Giaconia, 1996). Holmes and Offen (1996) suggested that
clinicians may be biased toward hypothesizing that women clients were sexually abused in
childhood, which if true may account for some of the difference identified in prevalence, at least
in clinical settings. Consequently, most of the findings and implications for treatment in the
literature are aimed at women survivors of CSA and cannot be confidently generalized to men
survivors (Hepburn, 1994). However, recent literature suggests that CSA may also have a negative
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impact on the psychological functioning of men in adulthood (Boudewyn & Liem, 1995; Briere,
Evans, Runtz, & Wall, 1988; Finkelhor, Hotaling, Lewis, & Smith, 1990; Hepburn, 1994; Hunter,
1991; Roesler & McKenzie, 1994; Stein, Golding, Siegal, Burnam, & Sorensen, 1988; Widom,
Ireland, & Glynn, 1995).

It is possible that as many as 27% of all women and 16% of men have experienced some form
of CSA (Finkelhor et al., 1990). There is considerable evidence that many children who are
sexually abused will grow up to experience difficulties as adults. Such difficulties include symp-
toms of depression, including suicidal ideation and attempts (Boudewyn & Liem, 1995; Briere et
al., 1988; Sedney & Brooks, 1984), anxiety (Briere & Runtz, 1987; Browne & Finkelhor, 1986),
dissociative disorders, and posttraumatic stress disorder (PTSD; Coons, Cole, Pellow, & Milstein,
1990). Studies have also found CSA to be related to negative self-image and problems with social
and sexual functioning in adulthood (Briere & Runtz, 1987; Browne & Finkelhor, 1986; Hunter,
1991).

There are a few studies which have investigated gender differences in the long-term effects of
CSA. It has been observed that the existing literature suggests that there are more similarities than
differences among men and women adult survivors of sexual abuse (Hunter, 1991). For example,
no significant differences were found between men and women survivors in the likelihood of
previous suicide attempts (Briere et al., 1988). This finding is surprising since the epidemiological
data on suicide attempts in the general population suggest a higher rate among women than men
(Kaplan, Sadock, & Grebb, 1994), and one would expect to find the same trend in an abused
population. In the same study, Briere and his colleagues found main effects for sexual abuse on
dissociation, anxiety, depression, anger, sleep disturbance, and PTSD, but no main or interaction
effects for gender (Briere et al., 1988). Boudewyn and Liem (1995), however, discovered higher
rates of depression and acts of self-harm in sexually abused women than men, and concluded that
this trend is merely consistent with general epidemiological literature on depression and self-harm.
In a nonclinical sample, Hunter (1991) found that men victims were more likely than women to
experience anxiety, rumination and worry, as illustrated by their MMPI profiles. Silverman and her
colleagues (1996) found that both men and women who experienced any type of physical abuse in
childhood exhibited high levels of depression, PTSD, and antisocial behavior, but that sexual abuse
in childhood was even more predictive of alcoholism in women. Sexual abuse in childhood was
found to be predictive of more “active psychiatric disorders,” (p. 720) in women. Unfortunately, no
gender comparisons could be performed on the sexually abused subjects in this study, as only two
men reported being sexually abused.

Other studies have addressed gender differences in symptomatology using clinical interview
questions. The findings of these studies have been that as compared to men, women are: at
increased risk for alcoholism (Widom et al., 1995); more likely to have been revictimized as
teenagers or young adults (Fischer, 1992); and have more fantasies about being physically forced
into sex (Briere, Smiljanich, & Henschel, 1994). The Los Angeles Epidemiologic Catchment Area
Study (Stein et al., 1988) concluded that sexually abused women had a higher prevalence of current
affective disorders, major depression, and anxiety, and a higher lifetime prevalence of all disorders
except antisocial personality than sexually abused men. Men victims in the study had a higher
prevalence of drug abuse and dependence than women victims.

Very few studies involving sexual abuse survivors have utilized standardized symptom measures
to examine gender differences. One such study found no significant differences between men and
women survivors on any symptoms as measured by the Trauma Symptom Checklist (TSC-33;
Briere et al., 1988). Several other studies employing the same measure had similar findings (Heath,
Bean, & Feinauer, 1996; Roesler & McKenzie, 1994; Urquiza & Crowley, 1986). Based on similar
mean scores on subscales of the instrument, Briere and colleagues (1988) concluded that men and
women survivors exhibit similar reactions to CSA. This may be an over-extrapolation, however,
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since many of the symptoms measured are those which are more epidemiologically prevalent in
women.

In a community study by Heath and colleagues (1996), separate multiple regression analyses
revealed associations between severity of abuse and trauma symptoms as measured by the TSC-33
for both men and women. However, women were affected by additional predictors, such as the
number of perpetrators and the use of physical force. The fact that their analyses did not include
direct comparisons of men and women on symptomatology makes the study somewhat difficult to
interpret. Additionally, the predictors in both of the analyses accounted for only a small proportion
of the variance in the trauma symptoms (3–10% in men and 10–18% in women).

Roesler and McKenzie (1994) utilized several standardized instruments, such as the Beck
Depression Inventory, the Trauma Symptom Checklist, the Coopersmith Self-Esteem Inventory,
and a checklist measuring posttraumatic stress disorder (PTSD) and dissociation. The only gender
difference found using this multitude of measures was a higher rate of sexual dysfunction in men
than women. Similarly, Boudewyn and Liem (1995) found almost no gender differences among
survivors utilizing the Beck Depression Inventory2Short Form and the Kelley Chronic Self-
Destructiveness Scale (CSD) with the exception that women in the study were found to be more
likely to engage in acts of self-harm than men, which is consistent with general epidemiological
findings (Kaplan et al., 1985). Belkin, Greene, Rodrigue, and Boggs (1994) found gender differ-
ences among CSA survivors on several scales of the MMPI. However only the differences on Scale
5 (Masculinity/Femininity) were substantial enough to interpret, with men having the higher scaled
scores. Considering the fact that men typically score higher than women on these measures, a lack
of gender differences in the survivor population may thus suggest that men survivors are more
susceptible to such symptomatology than both women survivors and non-abused men.

Prior literature has suggested that gender differences in symptomatology of CSA survivors may
be due to differences in characteristics of abuse (Widom et al., 1995). However, a previous study
by Gold, Elhai, Lucenko, Swingle, and Hughes (1998) on a subset of this sample found almost no
gender differences in the nature, extent, or duration of sexual abuse. Among the few differences
found was that women were more likely to report being related to the perpetrator, whereas men
reported experiencing more physical abuse. A similar lack of gender differences in CSA has been
found by other investigators (Boudewyn & Liem, 1995; Gordon, 1990; Kendall-Tackett & Simon,
1992). These differences in abuse characteristics, therefore, must be considered in addressing
associated differences in symptomatology.

The purpose of this study was to explore gender differences in symptomatology among sexual
abuse survivors utilizing a standardized measure of specific symptom patterns, the Symptom
Checklist 90-Revised (SCL-90-R), as opposed to structured interview questions. The symptoms
investigated included somatization, obsessive-compulsiveness, interpersonal anxiety, depression,
anxiety, hostility, phobic anxiety, paranoid ideation, psychoticism, and overall symptomatology.
Gender differences in the overall population will be accounted for by the utilization of non-clinical,
gender specificT-scores, as opposed to raw scores, for comparison of symptomatology. As
previous studies have found gender differences in symptomatology which seem to reflect epide-
miological gender differences, there is no way to establish whether these differences are related to
sexual abuse in any way. A study utilizing both a sample of sexual abuse survivors and a
standardized measure would help to assess the source of such differences.

METHOD

Participants

Participants were 162 women and 25 men CSA survivors entering an outpatient treatment
program for survivors. The treatment program’s services were provided at all three locations of a
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university-based community mental health center serving the suburbs of a large metropolitan area
in the southeastern United States. All subjects were over the age of 16, reported having been
sexually abused as a child, and presented with psychological difficulties which appeared to be
associated with that abuse.

Demographics

The sample ranged in age from 17 to 57, with women having a mean age of 33.18 (SD5 8.84),
and men having a mean age of 36.13 (SD 5 10.02). Of the total number of participants, 80%
identified themselves as White, 6% African American, 8% Hispanic, and 6% were of other ethnic
backgrounds. The average level of education was 12.86 years for men (SD5 2.44) and 12.53 years
for women (SD 5 2.52). Additionally, 38% of participants indicated that they were employed
full-time, 20% were employed part-time, 41% unemployed; and one participant reported being
retired. In terms of income, 42% reported an annual household income of less than $10,000, 30%
reported income between $10,000 and $19,999, and 15% reported between $20,000 and $29,999.
Only 4% reported an annual household income of $30,000 to $39,999, and 8% reported an income
of $40,000 or more. No significant differences were revealed between men and women in any of
these demographic variables.

Instruments

Structured clinical interview.Data were collected as part of a larger protocol for ongoing research
in the sexual abuse survivors treatment program using a structured clinical interview (SCI; Gold,
Hughes, & Swingle, 1996). Interview content collected for the sexual abuse survivors treatment
program included demographic characteristics of the participant, as well as abuse and perpetrator
characteristics. The interview was structured so that participants with multiple abusers provided
information pertaining to the molestation committed by each of their perpetrators, up to a total of
three perpetrators. In instances in which survivors reported being abused by more than one person,
only the data regarding the first perpetrator was utilized for the purpose of this analysis. There was
no significant difference between men and women in the total number of perpetrators reported (p .
.10). Specifically, men reported having a mean of 2.48 perpetrators (SD 5 1.25) and women
reported of mean of 2.02 perpetrators (SD 5 .941).

The inter-rater reliability of the SCI was calculated in a previous study (Gold et al., 1996) using
audiotaped interviews. A pearson correlation performed on the continuous variable relevant to this
study, number of perpetrators, yielded a coefficient of .903. All of the categorical variables used in
the current investigation received Kappa coefficients in the substantial to perfect range, according
to standards set by Landis and Koch (1977), whereby coefficients were rated as: .00 poor, .01 to
.20 slight, .21 to .40 fair, .41 to .60 moderate, .61 to .80 substantial, .81 to 1.00 almost perfect.

Symptom Checklist 902Revised.Symptomatology was measured using the subscales of the
Symptom Checklist 90-Revised (SCL-90-R; Derogatis, 1994). The SCL-90-R is a self-report
symptom checklist designed to measure current psychological distress. Adequate internal consis-
tency, test re-test reliability and construct validity have been reported for this measure (Derogatis,
1994).

Procedures

In all instances the structured clinical interview was conducted by advanced doctoral psychology
student-clinicians who comprised the staff of the sexual abuse survivors treatment program. All
staff members were trained in administering the instrument. Informed consent was obtained from
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each participant prior to administration of the interview. Participants were assured that treatment
was not contingent upon research participation in any way.

The structured interview was administered in the earliest session possible in order to minimize
the effects of treatment interference on the data obtained. Data were collected in subsequent
sessions in those instances in which the client was reluctant to respond to the interview questions
or in which the therapist felt that it was clinically contraindicated because it was likely to create
undue distress for the client. The interview was completed by 63% of the participants during the
initial intake session, and by 92% of them by the fifth therapy session. A chi-square analysis
revealed no significant difference between men and women as to when the interview was
completed.

Analyses

Two abuse characteristics, relationship to perpetrator and whether physical abuse accompanied
the sexual abuse, had been found to differ by gender in a previous study (Gold et al., 1998). An
analysis of these variables in relation to symptomatology was therefore conducted.T-tests revealed
that there were no significant gender differences in SCL-90-R scale scores for either of these
variables (p . .05).

Raw scores were first obtained for each subject, then transformed to linearT-scores based on
statistics of a nonpatient normative sample (Derogatis, 1994). Differences between gender means
of both raw andT scores were assessed by way of independentt-tests. To guard against falsely
detecting significant differences,alpha was set at .01 for eacht-test. Also, Levene’s test of
homogeneity of variances was performed prior to eacht-test. If the assumption of homogeneity of
variances was violated (i.e., if variances were found to be significantly different atp , .1), then a
robust t-test (Kirk, 1995) was performed in place of a standardt-test in order to decrease the
likelihood of biased results. Finally, to obtain estimates of effect size, Cohen’s (1988)d statistic
was calculated for all comparisons.

RESULTS

The results of thet-tests for raw scores are shown in Table 1. Inspection of Table 1 reveals that
women had slightly higher raw score means than men for all scales except Psychoticism. However,

Table 1. SCL-90-R Raw Score Summary Statistics andt-test Results Between Genders

Scale

Males
(n 5 25)

Females
(n 5 162)

d tMean SD Mean SD

Somatization .99 .83 1.51 .93 2.55 22.62
Obsessive–Compulsive 1.86 .94 2.04 .98 2.18 2.84
Interpersonal Sensitivity 2.04 .84 2.08 .94 2.04 2.19
Depression 2.18 .79 2.24 .93 2.07 2.30
Anxiety 1.81 .93 1.90 1.04 2.09 2.42
Hostilitya 1.18 .77 1.61 1.02 2.43 22.51
Phobic Anxietya 1.10 .85 1.22 1.07 2.12 2.66
Paranoid Ideation 1.76 .89 1.91 .90 2.16 2.76
Psychoticism 1.59 .82 1.43 .94 .17 .79
Global Symptom Index 1.67 .66 1.81 .82 2.19 2.86
Positive Symptom Distress Index 2.36 .59 2.47 .64 2.18 2.83
Positive Symptom Total 61.64 13.75 62.76 18.44 2.06 2.29

a Due to unequal variances, robustt-test was used.
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effect sizes were rather small and none of the differences achieved statistical significance (p . .01).
Quite disparate results were obtained whenT-score means were compared. Table 2 contains the
t-test results of the comparisons between genderT-score means. As can be seen in Table 2, men
had higher meanT-scores than women on all scales except Somatization and Hostility. Moreover,
the effects of gender on SCL-90-RT-scores in our sample was often marked, with men’sT-score
means at least 20 points higher than those of the women on three scales and at least 10 points higher
on six scales. Scale differences reached statistical significance on six scales, Interpersonal Sensi-
tivity, Depression, Anxiety, Phobic Anxiety, Global Symptom Index, and Positive Symptom Total.

DISCUSSION

The current study was conducted to assess whether the sequelae of CSA in adult survivors differ
by gender. When compared to each other, men and women did not differ significantly on SCL-90-R
raw scale scores. However, analysis ofT-scores revealed that men survivors demonstrated greater
symptomatology relative to men in the SCL-90-R normative standardization sample than did
women survivors relative to their normative sample. Specifically, men had higherT-scores on
scales measuring Interpersonal Sensitivity, Depression, Anxiety, and Phobic Anxiety. Men survi-
vors also scored significantly higher on two of the summary scales, Global Symptom Index and
Positive Symptom total. The higherT-scores on Interpersonal Sensitivity, Anxiety, and Phobic
Anxiety suggest that men survivors in therapy generally feel more inadequate, nervous, and fearful
than the women survivors in therapy compared to their respective normative samples. The more
elevated DepressionT-scores indicate a wide range of depressive symptoms among the men
survivors compared to other men than the women survivors compared to other women.

It has been suggested that men and women may respond differently to CSA because of
differences in socialization (Briere, 1996). Alternately stated, in the SCL-90-R normative stan-
dardization sample women endorse a higher level of symptomatology than men. In our clinical
sample of survivors, however, this was not the case. Although both men and women survivors
endorsed a significantly higher level of symptomatology on the SCL-90-R than did men and
women in the normative sample, there were no differences in non-standardized measures of
symptomatology found between the men and women in our sample.

Table 2. SCL-90-RT Score Summary Statistics andt-test Results Between Genders

Scale

Males
(n 5 25)

Females
(n 5 162)

d tMean SD Mean SD

Somatization 71.24 25.06 72.94 19.84 2.17 2.38
Obsessive-Compulsive 88.96 24.12 82.58 20.06 .64 1.44
Interpersonal Sensitivity 107.95 26.95 90.34 21.82 1.76 3.63**
Depressiona 111.26 25.37 84.21 17.90 2.71 5.14**
Anxietya 108.74 34.45 85.55 24.24 2.32 3.24*
Hostility 73.99 20.78 80.53 24.25 2.65 21.28
Phobic Anxietya 103.56 44.81 77.20 28.16 2.64 2.86*
Paranoid Ideation 85.62 22.28 84.19 19.58 .14 .33
Psychoticism 116.47 37.52 101.42 37.57 1.50 1.86
Global Symptom Index 109.00 27.56 91.55 23.48 1.74 3.38*
Positive Symptom Distress Index 78.41 16.04 78.32 16.40 .01 .03
Positive Symptom Total 82.25 9.93 74.13 9.56 .81 3.93**

a Due to unequal variances, robustt-test was used.
* p , .01, **p , .001.
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In interpreting these findings, it is essential to consider that empirical studies consistently
indicate that survivors from clinical samples report a much greater duration and intensity of CSA
than those from non-clinical samples (Gold et al., 1996). Similarly, levels of symptomatology in
clinical samples of survivors are appreciably higher than those found in non-clinical survivor
samples (Browne & Finkelhor, 1986). Of particular relevance in evaluating the limits of general-
izability of our findings is the observation that men survivors are under-represented in clinical
populations; women survivors are substantially more likely to seek therapy than are men survivors
(Urquiza & Keating, 1990; Violato & Genius, 1993). Several authors have conjectured that this is
due to their being an even greater social stigma attached to childhood sexual victimization for men
than for women (Heath et al., 1996; Violato & Genius, 1993). Since men constitute the over-
whelming majority of CSA perpetrators, childhood molestation is thought to frequently engender
confusion and concern in men survivors about their sexual orientation (Briere et al., 1988).

It has also been suggested that society conveys the expectation to men that, even as children,
should be able to protect themselves from any threat or assault (Briere, 1996). Their own
victimization, therefore, may be perceived by them as evidence of not being masculine. Conse-
quently, there may be powerful disincentives for men to acknowledge CSA histories by entering
therapy for the long-term sequelae of childhood molestation. It may be primarily those men
survivors who experience exceptionally high levels of distress who are willing to override these
deterrents and present for treatment. This would mean that although men in general are under-
represented in clinical samples of survivors, men survivors with extreme levels of pathology may
comprise a disproportionately large segment of such samples. For all these reasons, it cannot be
assumed that the gender differences observed in our study would be found in non-clinical survivor
samples.

Although there were more similarities than differences between men and women on raw
measures of symptomatology, suggesting they experience similar distress, the several differences
found when usingT-scores are noteworthy for a number of reasons. Boudewyn and Liem (1995),
who found a similar lack of gender differences, referred readers to the epidemiological literature
because of the lack of gender differences they found in depression and suicide attempts among
sexual abuse survivors. This lack of gender differences may in fact indicate that men and women
do experience and process CSA in a different way, in that their respective normative counterparts
show differences in these symptoms.

The current study refutes previous findings that men and women CSA survivors exhibit the same
or similar patterns of psychopathology. The results of this study suggest that, once the normative,
nonclinical data are taken into account, a pattern of gender differences in symptomatology among
sexual abuse survivors emerges. In the overall nonclinical population, women are about twice as
likely as men to experience depression (American Psychiatric Association, Diagnostic and Statis-
tical Manual of Mental Disorders, 1994). One reason often cited for this is that women in our
society are often the targets of discrimination and violence (Matlin, 1996; Worell & Remer, 1992).
Boys’ experience of violence in childhood may result in the men survivors being more similar to
women and less similar to other men in terms of symptomatology. In this sample, the similarity
seems to be expressed in symptoms of anxiety and depression.

Other authors have suggested that men may respond to CSA with aggressive and impulsive
behavior, whereas women react with more internalizing symptomatology such as depression and
revictimization (Briere, 1996). Previous literature has even insinuated that men victims are more
likely to turn their anger outwards, in the form of aggression and antisocial behavior (Hepburn,
1994). This study shows just the opposite, that men are more likely to be depressed in comparison
to non-abused men than are women in comparison to non-abused women.

In terms of anxiety, the findings of the current study are consistent with that of Hunter (1991),
who found that men survivors of CSA experienced more anxiety, rumination, and worry than
women survivors. Although it appears that our findings are contradictory to those of other authors
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(Briere et al., 1988; Roesler & McKenzie, 1994; Urquiza & Crowley, 1986) this is not necessarily
the case. Similar to the TSC-33 results of Briere and his colleagues, we found no significant
differences when examining SCL-90-R raw data. Because Briere and his colleagues (1988) found
no gender differences in symptomatology, they concluded that sexual abuse is a similar experience
for men and women and therefore much of the available literature on CSA treatment could be
applied to men. However, the results of this study indicate that such experiences and associated
symptomatology may in fact differ by gender, at least in respect to what is typical for men and
women.

These results are also not necessarily inconsistent with those of the Los Angeles Epidemiologic
Catchment Area Study (Stein et al., 1988) which found more affective and anxiety symptomatology
among women CSA survivors than men survivors. Although significance levels were not reached,
the raw data presented in Table 1 suggest that in absolute terms women do experience higher levels
of symptomatology on all SCL-90-R scales except psychoticism. The use of nonclinicalT-scores
in the current investigation allows for the distinctly unique interpretation that men survivors have
higher levels of symptomatology than women when compared to their respective normative
samples. It seems that the use ofT-scores was quite essential for this analysis in order to factor out
the gender differences in the overall population. The use of nonclinical norms thus allows for a
more specific interpretation of the findings.

There are several practical implications of the findings of the present study, both for assessment
and for treatment. In terms of assessment, while women survivors presenting for treatment often
report extremely high levels of distress (Browne & Finkelhor, 1986), our results suggest that even
greater levels symptomatology, particularly of anxiety and depression, are endorsed by male
survivors. The elevations of women survivors on clinical scales of standardized assessment
instruments are so high, in fact, that they may erroneously be judged to be malingering or for other
reasons producing invalid profiles (Briere, 1997; Briere & Elliott, 1997; Elhai, Flitter, Gold, &
Sellers, 1998; Flitter, Elhai, & Gold, 1998). As inspection of our sample’s SCL-90-RT scores show
that men survivors seeking therapy are even more likely to generate extremely elevated profiles that
are at risk for being mistakenly determined invalid. When assessing men survivors of CSA using
standardized instruments, therefore, evaluators need to be mindful that unusually extreme eleva-
tions, particularly on scales measuring distress, are not in themselves grounds for assuming that the
examinee is responding in an invalid manner.

This pattern of response also suggests that a high priority in therapy for men survivors is to
provide interventions aimed at reducing distress as early as possible in treatment. Unless men
survivors are assisted in reducing the intense levels of depression and anxiety reflected in their
SCL-90-R profiles, the disabling effects of their distress is highly likely to interfere with their
ability to benefit from treatment directed at addressing other goals. Trauma-focused interventions
may serve to exacerbate rather than ameliorate symptomatology if conducted before clients learn
how to manage and adaptively cope with distress (Gold, 1998; Gold & Brown, 1997). Our findings
suggest that, due to the even higher relative levels of distress reported, this may be even more true
for men survivors who seek therapy than for survivors as a whole.

REFERENCES

Belkin, S. D., Greene, A. F., Rodrigue, J. R., & Boggs, S. R. (1994). Psychopathology and history of sexual abuse.Journal
of Interpersonal Violence, 9, 535–547.

Boudewyn, A. C., & Liem, J. H. (1995). Childhood sexual abuse as a precursor to depression and self-destructive behavior
in adulthood.Journal of Traumatic Stress, 8, 445–459.

Braver, M., Bumberry, J., Green, K., & Rawson, R. (1992). Childhood abuse and current psychological functioning in a
university counseling center population.Journal of Counseling Psychology, 39, 252–257.

Briere, J. (1996).Therapy for adults molested as children: Beyond survival(2nd ed.). New York: Springer Publishing.

690 S. N. Gold, B. A. Lucenko, J. D. Elhai, J. M. Swingle, and A. H. Sellers



Briere, J. (1997).Psychological assessment of adult posttraumatic states. Washington, DC: American Psychological
Association.

Briere, J., & Elliott, D. M. (1997). Psychological assessment of interpersonal victimization effects in adults and children.
Psychotherapy, 34, 353–364.

Briere, J., & Runtz, M. (1987). Post-sexual abuse trauma: Data and implications for clinical practice.Journal of
Interpersonal Violence, 2, 367–379.

Briere, J., Evans, D., Runtz, M., & Wall, T. (1988). Symptomatology in men who were molested as children: A comparison
study.American Journal of Orthopsychiatry, 58, 457–461.

Briere, J., Smiljanich, K., & Henschel, D. (1994). Sexual fantasies, gender, and molestation history.Child Abuse & Neglect,
18, 131–137.

Browne, A., & Finkelhor, D. (1986). Impact of sexual abuse: A review of the research.Psychological Bulletin, 99, 66–77.
Cohen, J. (1988).Statistical power analysis for the behavioral sciences(2nd ed.). Hillsdale, NJ: Lawrence Erlbaum

Associates, Inc.
Coons, P. M., Cole, C., Pellow, T. A., & Milstein, V. (1990). Symptoms of posttraumatic stress and dissociation in women

victims of abuse. In R. P. Kluft (Ed.),Incest-related syndromes of adult psychopathology(pp. 205–225). Washington,
DC: American Psychiatric Association.

Derogatis, L. R. (1994).SCL-90-R: Administration, scoring and procedures manual(3rd ed.). Minneapolis, MN: National
Computer Systems.

Elhai, J. D., Flitter, J. M. K., Gold, S. N., & Sellers, A. H. (1998, November).MMPI-2 cluster analysis: Women survivors
of childhood sexual abuse. Poster session presented at the 14th Annual Meeting of the International Society for Traumatic
Stress Studies, Washington, DC.

Finkelhor, D., Hotaling, G., Lewis, I. A., & Smith, C. (1990). Sexual abuse in a national survey of adult men and women:
Prevalence, characteristics, and risk factors.Child Abuse & Neglect, 14, 19–28.

Fischer, G. J. (1992). Gender differences in college student sexual abuse victims and their victims.Annals of Sex Research,
5, 215–226.

Flitter, J. M. K., Elhai, J. D., & Gold, S. N. (1998, August).F scale elevation content analysis among childhood sexual
abuse survivors. Poster session presented at the 106th Annual Convention of the American Psychological Association,
San Francisco, CA.

Gold, S. N. (1998). Training professional psychologists to treat survivors of childhood sexual abuse.Psychotherapy, 34, 365–374.
Gold, S. N., & Brown, L. S. (1997). Therapeutic responses to delayed recall: Beyond recovered memory.Psychotherapy,

34, 182–191.
Gold, S. N., Elhai, J., Lucenko, B. A., Swingle, J. M., & Hughes, D. M. (1998). Abuse characteristics among childhood

sexual abuse survivors in therapy: A gender comparison.Child Abuse & Neglect, 22, 1005–1012.
Gold, S. N. Hughes, D. M., & Swingle, J. M. (1996). Characteristics of childhood sexual abuse among female survivors in

therapy.Child Abuse & Neglect, 20, 323–325.
Gordon, M. (1990). Males and females as victims of childhood sexual abuse: An examination of the gender effect.Journal

of Family Violence, 5, 321–322.
Heath, V., Bean, R., & Feinauer, L. (1996). Severity of childhood sexual abuse: Symptom differences between men and

women.The American Journal of Family Therapy, 24, 305–314.
Hepburn, J. M. (1994). The implications of contemporary feminist theories of development for the treatment of male victims

of sexual abuse.Journal of Child Sexual Abuse, 3, 1–18.
Holmes, G., & Offen, L. (1996). Clinicians’ hypotheses regarding clients’ problems: Are they less likely to hypothesize

sexual abuse in male compared to female clients?Child Abuse & Neglect, 20, 493–501.
Hunter, J. A. (1991). A comparison of psychosocial maladjustment of adult males and females sexually molested as

children.Journal of Interpersonal Violence, 6, 205–217.
Kaplan, H. I., Sadock, B. J., & Grebb, J. A. (1994).Synopsis of psychiatry(7th ed.). Baltimore, MD: Williams & Wilkins.
Kendall-Tackett, K. A., & Simon, A. F. (1992). A comparison of the abuse experiences of male and female adults molested

as children.Journal of Family Violence, 7, 57–62.
Kirk, R. E. (1995). Experimental design: Procedures for the behavioral sciences. Pacific Grove, CA: Brooks/Cole

Publishing Company.
Landis, J. R., & Koch, G. G. (1977). The measurement of observer agreement for categorical data.Biometrics, 33, 159–174.
Matlin, M. W. (1996).The psychology of women. Fort Worth, TX: Harcourt Brace.
Roesler, T. A., & McKenzie, N. (1994). Effects of childhood trauma on psychological functioning in adults sexually abused

as children.Journal of Nervous and Mental Disease, 182, 145–150.
Sedney, M. A., & Brooks, B. (1984). Factors associated with a history of childhood sexual experience in a nonclinical

female population.Journal of the Academy of Child Psychiatry, 23, 215–218.
Silverman, A. B., Reinherz, H. Z., & Giaconia, R. M. (1996). The long-term sequelae of child and adolescent abuse: A

longitudinal community study.Child Abuse & Neglect, 20, 709–723.
Stein, J. A., Golding, J. W., Siegal, J. M., Burnam, M. A., & Sorenson, S. B. (1988). Long-term sequelae of child sexual

abuse: The Los Angeles Epidemiologic Catchment Area Study. InLasting effects of child sexual abuse(pp. 135–154).
Newbury Park, CA: Sage.

Urquiza, A. J., & Crowley, C. (1986, April).Sex differences in the survivors of childhood sexual abuse. Paper presented
at the Fourth Conference on the Sexual Victimization of Children, New Orleans, LA.

Urquiza, A. J., & Keating, L. M. (1990). The prevalence of sexual victimization of males. In M. Hunter (Ed.),The sexually
abused male: Vol. 1. Prevalence, impact and treatment(pp. 89–104). Lexington, MA: Lexington.

Symptomatology of women and men 691



Violato, C., & Genius, M. (1993). Problems of research in male child sexual abuse: A review.Journal of Child Sexual
Abuse, 2, 33–54.

Widom, C. S., Ireland, T., & Glynn, P. J. (1995). Alcohol abuse in abused and neglected children followed-up: Are they
at increased risk?Journal of Studies on Alcohol, 56, 207–217.

Worell, J., & Remer, P. (1992).Feminist perspectives in therapy. West Sussex, England: John Wiley & Sons.

RÉSUMÉ

French abstract not available at time of publication.

RESUMEN

Objetivo: Explorar las diferencias de sintomatologı´a entre varones y mujeres vı´ctimas de abuso sexual utilizando una
medida normalizada de patrones especı´ficos de sı´ntomas.
Método: Se examinaron las diferencias de ge´nero en sintomatologı´a entre adultos vı´ctimas de abuso sexual infantil. Los
participantes fueron 162 mujeres y 25 varones que acudieron a un programa externo de tratamiento para adultos vı´ctimas
de abuso sexual en un centro de salud mental universitario. Se midio´ la sintomatologı´a utilizando la versio´n revisada del
Symptom Checklist 90 (SCL-90-R).
Resultados:A pesar de que no aparecieron diferencias cuando se examinaron las puntuaciones directas, los resultados
cambiaron de una manera relevante cuando las puntuaciones se transformaron en puntuaciones T y cuando se tuvieron en
cuenta las diferencias epidemiolo´gicas de ge´nero del SCL-90-R. Los resultados indican que los varones presentan, de
manera significativa, ma´s ansiedad fo´bica, depresio´n, ansiedad y sensibilidad interpersonal que las mujeres cuando se
relacionan con sus respectivas muestras normativas.
Conclusiones:La utilización de puntuaciones T no clı´nicas en este estudio conduce a la interpretacio´n de que los varones
vı́ctimas de abuso sexual infantil tienen niveles ma´s altos de sintomatologı´a que las mujeres vı´ctimas de abuso sexual
infantil, cuando se les compara con sus muestras normativas respectivas.
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