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ong-Term Consequences of Childhood Sexual
buse by Gender of Victim

hanta R. Dube, MPH, Robert F. Anda, MD, MS, Charles L. Whitfield, MD, David W. Brown, MSPH, MS,
incent J. Felitti, MD, Maxia Dong, MD, PhD, Wayne H. Giles, MD, MS

ackground: Childhood sexual abuse (CSA) is a worldwide problem. Although most studies on the
long-term consequences of CSA have focused on women, sexual abuse of both boys and
girls is common. Thus, a comparison of the long-term effects of CSA by gender of the
victim will provide perspective on the need for future research, prevention activities, and
treatment of survivors.

ethods: A retrospective cohort study was conducted from 1995 to 1997 among 17,337 adult HMO
members in San Diego, California. Participants completed a survey about abuse or
household dysfunction during childhood, and multiple other health-related issues. Multi-
variate logistic regression was used to examine the relationships between severity of CSA
(intercourse vs no intercourse) and long-term health and social problems (substance use
and abuse, mental illness, and current problems with marriage and family) by gender of
victim. Models controlled for exposure to other forms of adverse childhood experiences
that co-occur with CSA. Among men, the relationship between the gender of the CSA
perpetrator to the outcomes was also examined.

esults: Contact CSA was reported by 16% of males and 25% of females. Men reported female
perpetration of CSA nearly 40% of the time, and women reported female perpetration of CSA
6% of the time. CSA significantly increased the risk of the outcomes. The magnitude of the
increase was similar for men and women. For example, compared to reporting no sexual abuse,
a history of suicide attempt was more than twice as likely among both men and women who
experienced CSA (p �0.05). Compared with those who did not report CSA, men and women
exposed to CSA were at a 40% increased risk of marrying an alcoholic, and a 40% to 50%
increased risk of reporting current problems with their marriage (p �0.05).

onclusions: In this cohort of adult HMO members, experiencing CSA was common among both men
and women. The long-term impact of CSA on multiple health and social problems was
similar for both men and women. These findings strongly indicate that boys and girls are
vulnerable to this form of childhood maltreatment; the similarity in the likelihood for
multiple behavioral, mental, and social outcomes among men and women suggests the
need to identify and treat all adults affected by CSA.
(Am J Prev Med 2005;28(5):430–438) © 2005 American Journal of Preventive Medicine
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uring the past several decades, research on the
long-term behavioral, social, and mental health
consequences of childhood maltreatment has

roliferated. Studies examining the long-term effects of
hildhood abuse and related stressors have found in-
reased risk for outcomes such as substance use and
isuse, psychiatric disorders, suicide, and numerous
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ther health and social problems.1–6 Investigations of
hildhood sexual abuse (CSA), in particular, have
eceived a large amount of attention. However, most
tudies of CSA have focused on female survivors,7–11

eaving a relative scarcity of information about the
haracteristics and long-term impact of CSA on male
urvivors.

Most studies of CSA prevalence indicate that girls are
ore likely to be victims than young boys.12 However,

revalence estimates range from 20% to 30% for fe-
ales,12 and 4% to 76% for males.12,13 For both

enders, CSA risk is correlated with family-related fac-
ors such as divorce and domestic violence, and having

embers who abuse substances or who are emotionally
navailable.14,15 It has also been reported that CSA

ommonly involves the use of force or threats.11,16
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hereas the perpetrators of CSA among young girls are
redominately male, there is increasing evidence that a
otable proportion of CSA among young boys is per-
etrated by females.17

Studies of CSA have demonstrated strong relation-
hips to several negative health, behavioral, and social
utcomes among male and female survivors that are
urrently public health priorities, which include HIV
isk behaviors,18 psychiatric disorders,19,20 substance
buse,1,21,22 and suicidality.23,24 While some of these
tudies have used population-based samples, many have
een limited to the examination of CSA among clinical
amples, such as individuals in substance abuse recov-
ry and psychiatric patients. Furthermore, studies that
xamine CSA in relationship to outcomes have tended
o ignore the presence of other co-occurring forms of
hild maltreatment and many reports of CSA are almost
xclusively among women.
Because there is relatively little information that

ompares the long-term effects of CSA among both
ale and female survivors, data were used from the
dverse Childhood Experiences (ACE) Study to exam-

ne the relationship of CSA and the severity of the CSA
intercourse vs nonintercourse) to the likelihood of
elf-reported alcohol problems, illicit drug use, suicide
ttempts, and current depression, as well as social
utcomes such as marrying an alcoholic or having
urrent problems with marriage and family in adult
en and women. The relationship of the perpetrator’s

ender to each outcome among male CSA victims was
lso assessed.

ethods

he Adverse Childhood Experiences (ACE) Study is an
ngoing collaboration between Kaiser Permanente’s Health
ppraisal Center (HAC) in San Diego CA and the Centers for
isease Control and Prevention and Emory University, both

n Atlanta GA. The overall objective is to assess the impact of
umerous adverse childhood experiences on a variety of
ealth behaviors and outcomes and healthcare use.25 The
CE Study was approved by the institutional review boards of
aiser Permanente, Emory University, and the Office of
rotection from Research Risks, the National Institutes of
ealth (Bethesda MD). Potential participants were sent let-

ers that accompanied the ACE Study questionnaire inform-
ng them that their participation was voluntary, and that their
nswers would be held in strictest confidence and would
ever become a part of their medical record.
Previous publications from the ACE Study have demon-

trated strong relationships of various interrelated adverse
hildhood experiences to multiple risk factors for the leading
auses of death in the United States,25 and to priority health
nd social problems, such as smoking,26 sexually transmitted
iseases,27 unintended pregnancies,28 male involvement in
een pregnancy,29 alcohol and illicit drug problems,30–32 liver

isease,33 and suicide attempts.34 I
tudy Population

he study population was drawn from the HAC, which
rovides complete and standardized medical, psychosocial,
nd preventive health evaluations to adult members of Kaiser
ealth Plan in San Diego County. In any 4-year period, 81%
f the adult membership obtains this service, and �50,000
embers are evaluated yearly; thus, the data from the HAC

epresent the experiences and health of a majority of adult
aiser members in San Diego. In addition, the HAC visit was

or a complete health assessment rather than symptom- or
llness-based care.

People who were evaluated at the HAC complete a stan-
ardized questionnaire, which includes detailed histories of
ealth and health-related behaviors, a medical review of
ystems, and psychosocial evaluations. This information was
bstracted and is included in the ACE Study database.

dverse Childhood Experiences Study Design
nd Questionnaire

he baseline data collection was divided into two survey waves
sing the methods described by Felitti et al.25 Two weeks after

he HAC evaluation, each person was mailed an ACE Study
uestionnaire, which included detailed information about
dverse childhood experiences (e.g., abuse and neglect),
amily and household dysfunction (e.g., domestic violence
nd substance abuse by parents or other household mem-
ers), and questions about health-related behaviors from
dolescence to adulthood. Wave I was conducted between
ugust 1995 and March 199625,26; 9508 of 13,494 (70%)
esponded. Wave II was conducted between June and Octo-
er 1997; 8667 of 13,330 persons (65%) responded. Wave II
dded detailed questions about health topics that analysis of
ave I had shown to be important.25 The combined response

ate for both survey waves was 68% (18,175/26,824).

ssessment of Representativeness and Response
r Reporting Bias

comparison of respondents and nonrespondents to the
tudy showed that nonrespondents tended to be younger, less
ducated, or from racial/ethnic minority groups.35 After
ontrolling for demographic differences, health behaviors
uch as smoking, alcohol or drug abuse, and health condi-
ions such as heart disease, hypertension, obesity, and chronic
ung disease, did not differ between respondents and nonre-
pondents. In addition, there was no evidence that respon-
ents to the ACE Study questionnaire were biased toward
ttributing their health problems to childhood experiences
uch as sexual abuse.35

xclusions from the Study Cohort

total of 754 respondents were excluded who coincidentally
ad examinations twice during the time frames of both survey
aves. After exclusion of 17 respondents with missing infor-
ation about race/ethnicity, and 67 with missing information

bout educational attainment, the final study sample in-
luded 95% of the respondents (17,337/18,175; Wave

�8708, Wave II�8629).

Am J Prev Med 2005;28(5) 431
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efinition of Childhood Sexual Abuse

our questions from Wyatt36 were adapted to define sexual
buse during childhood and adolescence: “Some people,
hile they are growing up in their first 18 years of life, had a

exual experience with an adult or someone at least 5 years
lder than themselves. These experiences may have involved
relative, family friend, or stranger. During the first 18 years
f life, did an adult, relative, family friend, or stranger ever
1) touch or fondle your body in a sexual way, (2) have you
ouch their body in a sexual way, (3) attempt to have any type
f sexual intercourse with you (oral, anal, or vaginal), or
4) actually have any type of sexual intercourse with you (oral,
nal, or vaginal)?” A “yes” response to any of the four
uestions classified a respondent as having experienced CSA.
n addition, the frequencies for each component were
alculated.

Sexual abuse that involved attempted or completed inter-
ourse was considered more severe than abuse that involved
nly touching/fondling. The gender of the perpetrator was
efined by indicating whether the perpetrator was male,
emale, or both. Mutually exclusive groups were created, such
hat if a respondent reported more than one type of child-
ood sexual abuse, the gender of perpetrator had to be the
ame for all items in order to categorize it as “male only” or
female only.” Responses of “female” and “male” for different
ypes of childhood sexual abuse items were classified as

able 1. Definition and prevalence (%) of each category of

HILDHOOD ABUSE
motional
Did a parent or other adult in the household . . .)

(1) Often or very often swear at you, insult you, or put you
(2) Sometimes, often, or very often act in a way that made

afraid that you might be physically hurt?
hysical
Did a parent or other adult in the household . . . )

(1) Sometimes, often or very often push, grab, slap, or thr
something at you?

(2) Ever hit you so hard that you had marks or were injur
OUSEHOLD DYSFUNCTION

ubstance abuse
(1) Live with anyone who was a problem drinker or alcoho
(2) Live with anyone who used street drugs?
ental illness
(1) Was a household member depressed or mentally ill?
(2) Did a household member attempt suicide?
other treated violently

Was your mother [or stepmother]):
(1) Sometimes, often, or very often pushed grabbed, slapp

had something thrown at her?
(2) Sometimes, often, or very often kicked, bitten, hit with

or hit with something hard?
(3) Ever repeatedly hit over at least a few minutes?
(4) Ever threatened with or hurt by a knife or gun?

ncarcerated household member
(1) Did a household member go to prison?

arental separation or divorce
(1) Were your parents ever separated or divorced?
both.”

32 American Journal of Preventive Medicine, Volume 28, Num
efinition of Other Adverse
hildhood Experiences

ll of the questions about other ACEs pertained to the
espondents’ first 18 years of life, and have been described in
etail elsewhere.25 The questions used to define each ACE
re presented in Table 1; items adapted from the Conflict
actics Scale (CTS)37 were used to define emotional and
hysical abuse, as well as violence against the mother.37

ohen’s kappa values for the test–retest reliability of CSA,
ther categories of ACEs, and the ACE score were found to be
ange of 0.46 to 0.86.38

ehavioral and Social Outcomes

uestions used to determine these outcomes follow:

Self-reported alcohol problems. A “yes” response to the
question, “Have you ever had problems with your drink-
ing?” defined self-reported alcohol problems.39,40

Ever used illicit drugs. A “yes” response to the question,
“Have you ever used street drugs?” defined ever using illicit
drugs.
Ever attempted suicide. A “yes” response to the question,
“Have you ever attempted to commit suicide?”
Current depression. A screening instrument for depressive
disorders (major depression and dysthymia) developed for

se childhood experience by gender

Women
(n�9367)
%

Men
(n�7970)
%

Total
(n�17,337)
%

13.1 7.6 10.6

n?

27.0 29.9 28.3

29.5 23.8 26.9

23.3 14.8 19.4

13.7 11.5 12.7

r

t,

5.2 4.1 4.7

24.5 21.8 23.3
adver

dow
you

ow

ed?

lic?

ed, o

a fis
the Medical Outcomes Study was used.31,41,42 For brevity, a

ber 5
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positive screen for depressive disorders using this tool is
referred to as “depression.” This instrument used data
from primary care and mental health subsamples of the
Los Angeles Epidemiologic Catchment Area Study,42 and
the Psychiatric Screening Questionnaires for Primary Care
Patients.43

Ever married an alcoholic. A “yes” response to the ques-
tion: “Have you ever been married to someone (or lived
with someone as if you were married) who was a problem
drinker or an alcoholic?”
Current marriage problems. Among the individuals who
reported being currently married at the time of the survey
(6097 men, 5925 women), a “yes” response to the ques-
tion: “Are you now having serious or disturbing problems
with your marriage?”
Current family problems. A “yes” response to the question:
“Are you now having serious or disturbing problems with
your family?”

tatistical Analysis

ll analyses were conducted in 2004 using SAS, version 8.02
SAS Institute Inc., Cary NC, 1999–2001). Adjusted odds
atios (ORs) and 95% confidence intervals (CIs) were ob-
ained from logistic regression models that estimated the
ikelihood of the seven behavioral or social outcomes by
xposure to CSA, and the nature of CSA (no intercourse vs
ntercourse), with no CSA as the referent. The relationship
etween gender of perpetrator of CSA and the behavioral and
ocial outcomes was examined for men only, because 92% of
he women who met the definition for childhood sexual
buse indicated that the perpetrator was male (Table 2).

Covariates in all models were included on a priori reason-
ng, rather than using a stepwise selection, and included age
continuous variable), race/ethnicity, and educational level
high school diploma, some college, or college graduate vs

able 2. Prevalence (%) and characteristics of childhood
exual abuse by gender

Men
(n�7970)
%

Women
(n�9367)
%

ype of sexual abuse
Touched in a sexual way 13.2 22.5
Forced to touch an adult 8.1 7.9
Attempted sexual

intercourse
7.3 8.6

Completed sexual
intercourse

6.7 5.6

ny type of childhood
sexual abuse

16.0 24.7

everity of sexual abusea (n�1276) (n�2310)
No intercourse 58.2 77.1
Intercourse 41.8 22.9

ex of perpetratora

Male only 51.0 91.9
Female only 20.8 2.1
Both male and female 18.3 3.6
Not specified 9.9 2.4

Frequencies calculated only for those who met the definition of
hildhood sexual abuse.
ess than high school). The total number of ACEs, excluding s
exual abuse (ACE score range, 0 to 7), was included in all
odels as an ordinal covariate when analyzing the relation-

hip between sexual abuse and outcomes by gender, in order
o control for exposure to other ACEs. Because it has been
reviously demonstrated that each of the individual ACEs is
ighly interrelated and tends to co-occur with others,44 the
CE score was included in the multivariate models that
ssessed the relationship of CSA to various long-term out-
omes. By doing this, the effect of CSA was assessed on each
utcome, and ensured that comparisons of the effects by
ender of the victim were not confounded by differences in
xposure to other ACEs.
In the data presented herein, people with incomplete

nformation about an adverse childhood experience were
oded as not having that experience. To assess the potential
ffect of this assumption, the analysis was repeated after
xcluding any respondent who had missing information on
ny ACE; no substantial difference in the results was found.

esults
haracteristics of Study Population

he study population included 9367 (54%) women and
970 (46%) men. The mean age (standard deviation)
as 56 (15.2) years. Seventy-five percent of the partici-
ants were white; 39% were college graduates; 36% had
ome college education; and 18% were high school
raduates. Only 7% had not graduated from high
chool (data not shown).

haracteristics of Childhood Sexual Abuse

he prevalence of each type of CSA, severity of abuse,
nd gender of perpetrator are shown in Table 2; 25% of
omen and 16% of men reported any type of CSA.
mong those who met the definition of childhood

exual abuse, 42% of the men and 23% of the women
eported intercourse sexual abuse. Among the men,
emales accounted for �38% of the perpetration of
SA (Table 2).
Table 3 presents the associations between CSA and

ach of the seven behavioral and social outcomes by
ender. For both men and the women, the risk of each
utcome was increased at a similar magnitude. For
xample, compared with no sexual abuse, there was a
wofold increased risk for suicide attempts for both

en and women (p �0.05) (Table 3). Similarly, there
as a 40% increased risk of marrying an alcoholic for
oth men and women who reported CSA compared
ith those not reporting CSA (p �0.05).
The risk of each outcome was slightly higher for both

enders if CSA involved intercourse compared to CSA
ithout intercourse (Table 4). For example, compared

o men who did not report sexual abuse, the adjusted
R for suicide attempts was 1.8 (95% CI�1.1–2.8) for

hildhood sexual abuse that did not involve inter-
ourse, and 2.4 (95% CI�1.5–3.8) for intercourse

exual abuse (p �0.05) (Table 4). The adjusted OR for

Am J Prev Med 2005;28(5) 433
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4

uicide attempts among women was similar to that
ound for men (p �0.05) (Table 4).

This study also examined the relationship between
ender of the perpetrator for each of the seven out-
omes among male respondents only, because 92% of
omen who met the definition of CSA reported that

he perpetrator of CSA was male. There was an in-
reased risk of each of the outcomes if either male or
emale perpetrators were involved (Table 5). For exam-
le, when compared to the referent of no CSA, the risk
or illicit drug use was 1.9 (95% CI�1.3–2.7) for female
erpetration of CSA and 1.4 (95% CI�1.1–1.8) for
ale perpetration of CSA (p �0.05) (Table 5).

iscussion

ithin this large cohort of adult HMO members, a
istory of CSA was common among both men and
omen. Consistent with other reports on the preva-

ence of CSA, women had a slightly higher prevalence
han men (25% vs 16%, respectively).45–47 It was found
hat the magnitude of the increased risk of alcohol

able 3. Prevalence and adjusted odds ratios for the relation
ental health, and social outcomes, by gender

Men

n %

lcohol problems
No sexual abuse 6694 12.6
Sexual abuse 1276 19.2
Total 7970 13.7

ver used illicit drugs
No sexual abuse 6694 16.7
Sexual abuse 1276 24.4
Total 7970 17.9

uicide attempts
No sexual abuse 6694 1.5
Sexual abuse 1276 4.1
Total 7970 1.9

urrent depressionb

No sexual abuse 3414 7.9
Sexual abuse 601 11.8
Total 4015 8.5
arried an alcoholic
No sexual abuse 6694 7.9
Sexual abuse 1276 12.5
Total 7970 8.6

urrent marriage problemsc

No sexual abuse 5179 4.6
Sexual abuse 918 7.8
Total 6097 5.0

urrent family problems
No sexual abuse 6694 6.0
Sexual abuse 1276 10.7
Total 7970 6.8

Odds ratios adjusted for age, education, race/ethnicity and other fo
Wave 1 only, n�4015 for men; n�4693 for women.
Currently married.
roblems, illicit drug use, suicide attempts, marrying an f

34 American Journal of Preventive Medicine, Volume 28, Num
lcoholic, and current marital and family problems
ssociated with CSA, was similar for both male and
emale respondents. Furthermore, severity of the CSA
onsistently showed that intercourse CSA was associ-
ted with an elevated risk for the outcomes among both
enders. Thus, the data provide strong evidence that
xposure to CSA among both genders is common, and
cts as a strong risk factor for multiple types of mental
ealth, behavioral, and social outcomes similarly for
dult men and women.

It was found that nearly 40% of CSA among men and
% of CSA among women was perpetrated by a female;
his has been reported by others.47 Among male victims
f CSA, the risk of negative outcomes was similar when
he gender of the perpetrator was compared. Thus,
erpetration of CSA by a female appears to exert
egative effects that are similar in magnitude to CSA
erpetrated by males. Prior reports have suggested that
emale perpetration of childhood sexual abuse is un-
er-reported, which makes it appear as if female per-
etration of CSA does not occur as frequently as male
erpetration.17 However, the findings indicate that

between childhood sexual abuse to substance abuse,

Women

usted odds
oa n %

Adjusted odds
ratioa

(referent) 7057 5.3 1.0 (referent)
(1.1–1.5) 2310 12.7 1.6 (1.4–1.9)

9367 7.1 —

(referent) 7057 12.1 1.0 (referent)
(1.3–1.8) 2310 25.0 1.7 (1.4–1.9)

9367 15.3 —

(referent) 7057 3.3 1.0 (referent)
(1.4–3.0) 2310 11.9 2.2 (1.8–2.7)

9367 5.4 —

(referent) 3520 13.4 1.0 (referent)
(0.92–1.6) 1173 24.7 1.4 (1.1–1.6)

4693 16.2 —

(referent) 7057 23.4 1.0 (referent)
(1.2–1.7) 2310 35.6 1.4 (1.2–1.5)

9367 26.4 —

(referent) 4553 6.6 1.0 (referent)
(1.2–2.0) 1372 10.6 1.4 (1.1–1.7)

5925 7.6 —

(referent) 7057 10.2 1.0 (referent)
(1.3–2.1) 2310 16.7 1.4 (1.2–1.6)

9367 11.8 —

f adverse childhood experiences.
ship

Adj
rati

1.0
1.3
—

1.0
1.5
—

1.0
2.1
—

1.0
1.2
—

1.0
1.4
—

1.0
1.5
—

1.0
1.7
—

rms o
emale perpetration is common and also associated

ber 5
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ith a substantial risk for negative long-term conse-
uences. Thus, the vulnerability of boys to perpetration
f CSA by both males and females deserves increased
ational attention.
Recent findings from a prospective study by Banyard

t al.46 found that men and women survivors of CSA
ad similar risks for mental health outcomes.46 They
uggest that experiencing sexual abuse leaves the child
ith little control over what happens, and creates a

ituation of “powerlessness.”46 In fact, the sense of lack
f control likely acts as a stressor that has effects on
eurodevelopment that are not gender-specific. Studies
howing gender differences with respect to impact of
SA have suggested that they are the result of differ-
nces in coping between males and females.47,50 One
tudy that examined gender differences among adoles-
ents with a history of sexual abuse suggested that
emales were more likely to engage in internalizing
ehaviors (suicide ideation, disordered eating), and
ales were more likely to exhibit externalizing behav-

ors (delinquency, heavy drinking).49 However, exami-
ation of substance use, mental illness, and family

able 4. Prevalence and adjusted odds ratios for the relation
o substance abuse, mental health, and social outcomes, by g

Men

n %

lcohol problems
No sexual abuse 6694 12.6
Sexual abuse, no intercourse 742 17.2
Intercourse 534 21.9

ver used illicit drugs
No sexual abuse 6694 16.7
Sexual abuse, no intercourse 742 21.8
Intercourse 534 28.1

uicide attempts
No sexual abuse 6694 1.5
Sexual abuse, no intercourse 742 3.4
Intercourse 534 5.2

urrent depressionb

No sexual abuse 3414 7.9
Sexual abuse, no intercourse 333 12.3
Intercourse 268 11.2
arried an alcoholic
No sexual abuse 6694 7.9
Sexual abuse, no intercourse 742 11.9
Intercourse 534 13.3

urrent marriage problemsc

No sexual abuse 5179 4.6
Sexual abuse, no intercourse 548 8.8
Intercourse 370 6.8

urrent family problems
No sexual abuse 6694 6.0
Sexual abuse, no intercourse 742 10.5
Intercourse 534 10.9

Odds ratios adjusted for age, education, race/ethnicity, and other f
Wave 1 only, n�4015 for men; n�4693 for women.
Currently married.
roblems in association with CSA suggests that both S
enders manifest similar types of behaviors and prob-
ems during adulthood.

A potential weakness of studies with retrospective
eporting of childhood experiences is that respondents
ay have difficulty recalling certain events. For exam-

le, longitudinal follow-up of adults whose childhood
buse was documented has shown that their retrospec-
ive reports of such abuse are likely to underestimate
ctual occurrence.50,51 Difficulty recalling childhood
vents likely results in misclassification (classifying per-
ons truly exposed to ACEs as unexposed) that would
ias the results toward the null. Because this cohort has
mean age of 57 years, memory issues with recalling

hildhood events may also be a factor. However, in the
resent study, the prevalence of childhood sexual
buse reported is nearly identical to those reported in
urveys of the general population; 16% of the men and
5% of the women met the case definition for contact
exual abuse, similar to findings by Finkelhor et al.52

hat 16% of men and 27% of women had been sexually
bused. The similarity of the estimates from the ACE

of intercourse and non-intercourse childhood sexual abuse
r

Women

justed odds
tioa n %

Adjusted odds
ratioa

0 (referent) 7057 5.3 1.0 (referent)
1 (.93–1.4) 1781 11.5 1.5 (1.3–1.9)
5 (1.2–1.8) 529 16.6 1.9 (1.4–2.5)

0 (referent) 7057 12.1 1.0 (referent)
3 (1.1–1.6) 1781 22.7 1.6 (1.4–1.9)
8 (1.4–2.3) 529 32.7 1.9 (1.5–2.4)

0 (referent) 7057 3.3 1.0 (referent)
8 (1.1–2.8) 1781 9.4 1.8 (1.5–2.3)
4 (1.5–3.8) 529 20.2 3.6 (2.7–4.7)

0 (referent) 3520 13.4 1.0 (referent)
3 (0.92–1.9) 892 22.6 1.3 (1.1–1.6)
1 (.73–1.7) 281 31.3 1.6 (1.2–2.2)

0 (referent) 7057 23.4 1.0 (referent)
3 (1.1–1.7) 1781 35.1 1.4 (1.2–1.5)
5 (1.2–2.0) 529 37.0 1.3 (1.1–1.6)

0 (referent) 4553 6.6 1.0 (referent)
7 (1.2–2.4) 1087 10.0 1.3 (1.1–1.7)
3 (0.82–1.9) 285 13.0 1.6 (1.1–2.3)

0 (referent) 7057 10.2 1.0 (referent)
7 (1.3–2.3) 1781 16.1 1.3 (1.1–1.6)
6 (1.2–2.2) 529 18.9 1.4 (1.1–1.8)

of adverse childhood experiences.
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hese findings are likely to be applicable in other
ettings.

There are several strengths worth noting. First,
here is control for exposure to other forms of child

altreatment and related childhood stressors, and it
s shown that the likelihood for each of the outcomes
xamined is similar for both genders. It has been
oted that studies examining the consequences of
SA have not necessarily taken into account the
ther exposures known to co-occur with CSA, such as
ther forms of abuse and family dysfunction.53 Con-
rolling for a broad range of adverse childhood
xperiences was a distinct advantage. Moreover, it
as possible to examine social outcomes, such as
urrent problems with marriage and family in rela-
ionship to CSA; it was found that both genders had

similar likelihood in reporting these outcomes.
his is especially important to consider since there is
need to understand the antecedents of these types
f social outcomes, as well as recognize that these
ypes of adult problems have the potential to impact
he next generation.54

In conclusion, the data presented provide impor-
ant implications for public health and preventive

able 5. Prevalence and adjusted odds ratios of the relations
nd social outcomes among men

n

lcohol problems
No sexual abuse 6694
Male perpetrator 651
Female perpetrator 265

ver used illicit drugs
No sexual abuse 6694
Male perpetrator 651
Female perpetrator 265

uicide attempts
No sexual abuse 6694
Male perpetrator 651
Female perpetrator 265

urrent depressionc

No sexual abuse 3414
Male perpetrator 323
Female perpetrator 89
arried an alcoholic
No sexual abuse 6694
Male perpetrator 651
Female perpetrator 265

urrent problems in marriaged

No sexual abuse 5179
Male perpetrator 451
Female perpetrator 196

urrent family problems
No sexual abuse 6694
Male perpetrator 651
Female perpetrator 265

Excludes those observations where both male and female perpetrat
Odds ratios adjusted for age, education, race/ethnicity, and other f
Wave 1 only n�4015 for men.
Currently married.
edicine. First, childhood sexual abuse is a common c

36 American Journal of Preventive Medicine, Volume 28, Num
orm of childhood maltreatment in both men and
omen. Second, childhood sexual abuse and severity
f the abuse have a similar relative impact on behav-

oral, mental health, and social outcomes for both
en and women survivors, as reported during adult-

ood. Moreover, it was demonstrated that female
erpetration of CSA upon boys was common (40%),
nd increased the risk of behavioral and social out-
omes among male CSA victims. Emphasis on a
learer understanding that children and adolescents
f both genders are vulnerable to CSA is needed so
hat healthcare practitioners can meticulously screen
or their occurrence in the pediatric setting.55 From

social dynamic perspective, the recognition that
oth females and males perpetrate CSA is also need-
d; this type of information helps to clarify charac-
eristics related to this form of childhood maltreat-

ent, especially in the development of prevention
rograms and interventions.

he Adverse Childhood Experiences Study was supported
nder a cooperative agreement (TS-44-10/11) from the
enters for Disease Control and Prevention through the
ssociation of Teachers of Preventive Medicine, and is

f gender of perpetratora to substance abuse, mental illness,

% Adjusted odds ratiob

12.6 1.0 (referent)
19.5 1.2 (1.0–1.5)
19.2 1.3 (1.0–1.9)

16.7 1.0 (referent)
24.7 1.4 (1.1–1.8)
25.3 1.9 (1.3–2.7)

1.5 1.0 (referent)
5.4 2.6 (1.7–3.9)
2.6 1.3 (.56–2.8)

7.9 1.0 (referent)
11.8 1.2 (.84–1.8)
11.2 1.2 (.61–2.5)

7.9 1.0 (referent)
13.7 1.4 (1.1–1.8)
10.9 1.3 (1.0–1.9)

4.6 1.0 (referent)
7.8 1.4 (1.0–2.1)
6.6 1.2 (0.66–2.1)

6.0 1.0 (referent)
10.3 1.5 (1.1–2.0)
11.7 1.8 (1.2–2.6)

re reported.
of adverse childhood experiences.
hip o
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