
239

Gac Med Mex. 2018;154:239-244 

Contents available at PubMed 

www.gacetamedicademexico.com

Date of reception: 25-01-2017  

Date of acceptance: 06-02-2018 

DOI://dx.doi.org/10.24875/GMM.M18000145

Gaceta Médica de México ORIGINAL ARTICLE

Introduction

Childhood sexual abuse (CSA) is one of the most 
traumatic adverse experiences and with greater im-
pact on individual emotional development.1-3

According to a review of international epidemiology 
of this phenomenon, towards the end of the 20th centu-
ry, between 7 and 36 % of women had suffered CSA;1 
specifically, 1 out of every 5 women was estimated to 
have been the victim of CSA in the United States. In 
Mexico, the 2003 National Survey on Violence against 
Women found a prevalence of 7.3 % in primary and 
secondary care services female users.2 In turn, the 
2006 Survey on Child Maltreatment and Associated 
Factors carried out in adolescents from Baja California, 
Sonora, Tlaxcala and Yucatán, reported a prevalence 

of sexual abuse between 3.5 and 9.1 % in the female 
population.3

A considerable number of studies and several me-
ta-analytic reviews have consistently documented that 
CSA is associated with the development of psychiatric 
disorders in adulthood.4 This effect appears to be par-
ticularly more pronounced in women, predisposing them 
to a higher number of psychiatric disorders in compari-
son with men.5 The most widely studied association has 
been the one existing between CSA and major depres-
sive disorder, with the former being identified as a strong 
risk factor for the development of the latter, even with 
some causal effect being attributed to it.6,7

But not only is CSA contribution to depression cau-
sality is important, but it can also be relevant to the 
configuration of depressive episodes’ symptomatic 

Abstract

Introduction: Even when child sexual abuse (CSA) is a risk factor for the development of major depression in adult women, 
data on the clinical features associated with this traumatic event are scarce. Objective: To assess the history of CSA and its 
association with some clinical manifestations in women with major depression. Method: Seventy-one adult women with major 
depression were selected in a community-based mental health center. They were assessed with the Mini International Neuro-
psychiatric Interview, the Beck Depression Inventory, the Social Adaptation Self-evaluation Scale, and childhood physical 
maltreatment and child sexual abuse indices. Results: Some form of CSA had been suffered by 53.5%. There were no sig-
nificant differences in age, level of education, depressive symptoms, social adaptation or physical maltreatment during childhood 
between the women with or without a history of CSA, only a higher frequency of comorbid social anxiety disorder (26% versus 
6%) and a higher proportion of suicide risk (68% versus 45.4%) differentiated the groups. Conclusion: Few characteristics 
distinguish women with major depression with a history of CSA; however, the prognosis and therapeutic implications of a 
higher suicide risk underscore the importance of systematically investigating the history of CSA among women with major 
depression.

KEY WORDS: Major depression. Child sexual abuse. Physical maltreatment. Suicide risk. Social functioning.

Clinical characteristics of women with major depression 
who suffered sexual abuse in childhood
José A. Ortiz-Guzmán,1 María C. Ibarra-Alcantar,1,2 Francisco J. Alvarado-Cruz,1 
Hermelinda Graciano-Morales1 and Alejandro Jiménez-Genchi3
1Mental Health Community Center; 2Hospital Psiquiátrico Fray Bernardino Álvarez; 3Secretaría de Salud, Instituto Nacional de Psiquiatría Ramón 
de la Fuente. Ciudad de México, Mexico

Correspondence: 
Alejandro Jiménez-Genchi 

E-mail: jimalex@imp.edu.mx

N
o

 p
ar

t 
o

f 
th

is
 p

u
b

lic
at

io
n

 m
ay

 b
e 

re
p

ro
d

u
ce

d
 o

r 
p

h
o

to
co

p
yi

n
g

 w
it

h
o

u
t 

th
e 

p
ri

o
r 

w
ri

tt
en

 p
er

m
is

si
o

n
  o

f 
th

e 
p

u
b

lis
h

er
. 

 
©

 P
er

m
an

ye
r 

20
18

mailto:jimalex%40imp.edu.mx?subject=


Gaceta Médica de México. 2018;154

240

profiles, although information is more limited in this 
issue. Women with depression and a history of CSA 
have been found to develop the first depressive 
episode at an earlier age, to exhibit more self-harm, 
suicidal and impulsive behaviors,8-10 more comorbid 
psychiatric disorders11 and to be at higher risk for suf-
fering physical and sexual abuse in adulthood.10

Only few studies have assessed psychiatric comorbid-
ity, social functioning and associations with other types 
of abuse in women with major depression and a history 
of CSA. When the relationship with clinical characteris-
tics such as the severity of depressive symptoms has 
been investigated, poorly consistent results have been 
obtained. By virtue of the above, the purpose of the 
present work was to assess the history of childhood 
sexual abuse and its association with some clinical 
manifestations, such as the severity of depressive symp-
toms, suicide risk, social functioning and history of phys-
ical abuse in women with major depressive disorder.

Method

Participants

A non-probabilistic convenience sample of the pop-
ulation that sought psychiatric care at the Cuauhtémoc 
Mental Health Community Center of Mexico City be-
tween March 4 and August 31, 2005 was selected. 
Only literate women between 18 and 65 years of age 
who at admission clinical evaluation were diagnosed 
with major depressive disorder (according to DSM-IV 
criteria) and who had not received pharmacological or 
psychotherapeutic treatment within the previous 
3 months were invited to participate. After an expla-
nation of the characteristics and purpose of the study, 
they were asked for written informed consent.

Procedure

All patients were applied the Mini-International Neu-
ropsychiatric Interview (MINI)12 with the purpose to 
confirm the main diagnosis and document psychiatric 
comorbidity. In addition, an information form was used 
to record each participant’s sociodemographic data 
and other clinical characteristics.

The interviews were conducted by psychiatrists with 
clinical experience and training on administration of the 
MINI instrument. The research project was approved 
by the institutional review board. After concluding the 
diagnostic interview, the participants completed a se-
ries of evaluation instruments.

Instruments

Beck’s Depression Inventory (BDI)13 is a self-admin-
istered instrument that is widely used in depression 
research. It consists of 21 items on different depres-
sive symptoms, with 4 answer options for each item 
with values ranging from 0 to 3. When item scores are 
added up, an overall depression severity measure-
ment is obtained, with higher scores corresponding to 
higher severity.

The Childhood Sexual Abuse Index (CSAI) was de-
veloped as part of the investigation; details of the pro-
cedure have been previously described.14 Briefly, three 
researchers created an item bank with the purpose to 
investigate a wide variety of maltreatment experiences 
suffered in childhood. Four clinicians who were experts 
in the care of abuse survivors acted as judges and 
classified the items in several abuse categories. Items 
considered by at least three of judges as sexual abuse 
were employed to construct the CSAI.

The questionnaire, which is presented in the appendix, 
is composed of 8 items that investigate the history and 
characteristics of different childhood sexual abuse expe-
riences (subject’s age, number of occasions it occurred, 
relationship with and age of the abuse perpetrator). The 
values for each item were obtained from the number of 
occasions the subject recorded having suffered the 
abuse in question. Some of its psychometric properties 
were assessed in a sample of 115 women. The correla-
tion coefficients between each item and their total addi-
tion were significant (0.73, 0.63, 0.59, 0.76, 0.77, 0.84, 
0.47 and 0.28, respectively; p < 0.01). The reliability co-
efficient in said sample was 0.80, while in the participants 
of this study it was 0.78. In this research, a categorical 
measurement of sexual abuse was employed, where its 
presence was defined as a score higher than zero.

The Childhood Physical Abuse Index (CPAI) was also 
constructed as part of the research and in parallel to 
the CSAI. It has a self-administered format and is com-
posed of 5 items that investigate the frequency the 
subject was beaten with by her parents or legal guard-
ian when she was between 3 and 17 years old. The 
answer options are never, sometimes, frequently and 
almost always, whose values are 0, 1, 2 and 3, respec-
tively. The sum of the scores for each item provides an 
overall score for physical abuse. In a clinical sample of 
women with major depression or dysthymia, the CPAI 
showed a reliability coefficient of 0.88.14 In this study 
population, reliability was also satisfactory (0.90).

Suicide risk was determined by means of MINI’s 
corresponding module.12 This section is comprised by 
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6 questions about the presence of death wishes, self-
harm, suicidal ideation, suicide plans and suicide at-
tempts in the previous month, as well as throughout 
life. Answer options are yes and no, with 1, 2, 6, 10, 
10 and 4 points corresponding to affirmative answers; 
when these values are added up, an overall score is 
obtained that classifies suicide risk as minor (1-5 
points), moderate (6-9 points) and high (≥ 10 points). 
In this study, a dichotomous definition was used, with 
the presence of suicide risk been considered when 
overall score was 1 or higher.

The Social Adaptation Self-evaluation Scale (SASS) 
is comprised by 21 items that assess behavior and so-
cial motivation in the areas of work and leisure, family 
and extra-family relationships, intellectual interests, sat-
isfaction with roles and patient self-perception on his/her 
ability to manage and control his/her environment.15 
Each answer has a value ranging from 0 to 3, which 
correspond to minimal and maximal social adjustment; 
total score ranges from 0 to 60, indicating higher social 
adjustment as the score increases. It has been reported 
to possess an acceptable reliability (Cronbach’s 
α = 0.74), appropriate temporal stability and to be sen-
sitive to change. The Spanish version has shown sat-
isfactory psychometric properties as well.16

Analysis

The results are described with means and standard 
deviations, as appropriate. t-tests were used to compare 
depressive symptomatology, childhood physical abuse 
and social adaptation scores between women with 
CSA-positive versus negative history; suicide risk was 
compared with the chi-square test or Fisher’s exact test. 
A p-value < 0.05 was established to be significant.

Results

Seventy-six women were assessed, out of which 5 
were excluded because they had a previous history of 
manic or hypomanic episodes. Of the 71 participants 
included in the study, 53.5 % reported having suffered 
some form of CSA. The different forms of sexual abuse 
experienced by the patients, as well as the relationship 
with the perpetrator, are presented in table 1; 81.5 % 
(n = 31) of the women with CSA suffered more than 
one form of abuse between 3 and 17 years of age, with 
a mean of 8.3 ± 2.2 years of age.

When demographic characteristics such as age and 
level of education were compared, no significant dif-
ferences were found between women with and without 
a history of CSA. Neither were differences observed 
in the severity of depressive symptoms, the degree of 
psychosocial adjustment and the severity of physical 
abuse. Only social anxiety disorder and the presence 
of suicide risk were significantly more common in 
women with a CSA-positive history (Table 2).

Discussion

In this sample of women with major depression at-
tending a mental health community center to receive 
care, we found that half of them had been the victims 
of some type of sexual abuse in their childhood, which 
in addition was associated with higher comorbidity 
with social anxiety disorder and suicide risk.

The proportion of women with CSA is notoriously high-
er than that which has been found in female users of 
primary17 and secondary care centers (7 to 21 %)2 and in 
the general population (3.5 to 9.1 %),3 and it is even higher 
than the 23-30 % rates reported in other studies with this 

Table 1. Sexual abuse perpetrator relationship with the survivor

Abusive behavior n (%)

Father Stepfather Brother Uncle Cousin Friend Neighbor Stranger

Taking clothes off 23 17.3 — — 17.3 30.4 4.3 8.6 21.7

Sexual touching 24 12.5 4.1 — 29.1 29.1 — 4.1 20.3

Touching the aggressor* 17 11.7 — 5.8 23.5 17.6 — 5.8 29.4

Giving kisses 10 10 10 20 10 20 — — 30

Being kissed 13 7.7 7.7 — 23 23 — 7.7 30.7

Rubbing 21 9.5 9.5 4.7 14.2 33.3 — — 28.5

Attempted intercourse* 15 26.6 — — 13.3 20 — — 26.6

Penetration* 11 — — — 27.2 9.1 — — 54.5

*For some aggressors, relationship was not identified and therefore the percentages are lower than 100. 
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clinical population.9-11 The explanations for this difference 
include the study population, i.e., a clinical sample of 
women with one of the psychiatric disorders most com-
monly associated with a history of sexual abuse,7 and 
together with this characteristic, the definition of sexual 
abuse that was employed. Studies that have defined it as 
intercourse (penetration) against the victim’s will have 
reported the lowest figures2,17 (7 to 11 %), while the pro-
portions increase (21-29.4 %) when other forms of sexual 
contact are included (e.g., sexual touching);10,11,17 further-
more, some studies have considered sexual contact as 
sexual abuse only when the perpetrator is at least 5 years 
older than the victim,3,11 which also can give rise to a re-
duction in the figures.

This way, the elevated proportion of women with a 
history of CSA that we found may be due to the fact 
that the CSA definition we used is more inclusive as 
it contemplates a larger variety of sexual contact forms 
without an age criterion for the abuse perpetrator being 

established. On the other hand, it should be noted that 
this finding is consistent with evidence that indicates 
higher vulnerability for suffering major depression 
among subjects with a history of CSA.7

Although there is little doubt about the contribution, 
at least partial, of sexual abuse to the subsequent ap-
pearance of depressive episodes,6,7 our results suggest 
that there are only few clinical characteristics that dif-
ferentiate women with depression and a history of sex-
ual abuse from those who didn’t suffer it. As regards 
depressive symptoms, we found no significant differ-
ences between groups based on the history of CSA. It 
should be pointed out that available studies have ob-
tained mixed results. Gladstone et al.,9 in an initial study, 
found that women with major depression who had suf-
fered CSA showed BDI higher scores, but not in clinical 
appraisals made with Hamilton depression rating scale 
(HAM-D), whereas in a second report10 by the same 
group of researchers with a different sample, no signif-
icant differences were found in HAM-D or in a 4-point 
scale (no depression to severe depression).

Neither did Zlotnick et al.11 find significant differenc-
es in depressive symptoms severity in a sample pre-
dominantly comprised by women (85 %). In contrast, 
Gamble et al.,18 also with HAM-D, identified that pa-
tients > 50 years of age with major depression and a 
history of CSA showed higher scores, although this 
investigation included a balanced sample of men and 
women and gender contribution was not analyzed.

The inconsistency of results between different stud-
ies does not appear to be driven by the way in which 
sexual abuse was measured, since even though differ-
ent instruments were employed, all agree in defining 
sexual abuse as any unwanted experience that in-
volved physical contact. Hence, this series of findings 
suggests that, while traumatic sexual experience favors 
the appearance of major depressive disorder, its influ-
ence on depressive symptoms severity during the epi-
sodes appears to be weak.

Regarding the presence of other comorbid psychiatric 
disorders, we found more prevalence of social anxiety 
disorder among women with a history of CSA. In this 
regard, available information is also variable. For exam-
ple, one study identified a higher prevalence of panic 
disorder as comorbidity,10 while in other post-traumatic 
stress disorder was more frequently recorded.11 This 
variability might be due to the fact that sexual abuse 
per se increases psychopathology risk in general. Al-
though particularities of the clinical populations of each 
one of these investigations might also be influencing, 
since history of CSA in the general population has been 

Table 2. Demographic and clinical characteristics of the sample 

No sexual 
abuse

(n = 33)

With sexual 
abuse

(n = 38)

t
(df 69)

p

Mean SD Mean SD

Age (years) 37.8 11.8 36.0 9.8 0.67 0.50

Level of education (years) 10.1 3.6 10.0 3.1 0.22 0.82

Beck’s depression 
inventory

29.8 8.3 31.3 9.9 −0.68 0.49

Social adaptation 31.0 8.9 30.7 9.2 0.16 0.87

Physical abuse 3.6 4.5 5.5 4.4 −1.7 0.08

n % n % c2  
(df 1)

p

Suicide risk 15 45.4 26 68 3.8 0.04

Panic disorder 8 24.2 13 34.2 0.84 0.25

Agoraphobia 4 12.1 6 15.7 § 0.46

Social anxiety disorder 2 6.0 9 23.6 4.1 0.04

Obsessive 
compulsive‑disorder

1 3.0 0 0 § 0.46

Post‑traumatic stress 
disorder

1 3.0 1 2.6 § 0.71

Alcohol abuse 0 0 2 5.2 § 0.28

Anorexia nervosa 0 0 1 2.6 § 0.53

Bulimia 3 9.0 3 7.8 § 0.59

Generalized anxiety 
disorder

15 45.4 15 39.4 0.25 0.39

§Fisher’s exact test. df = degrees of freedom.
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associated with a significant increase in the risk for 
developing precisely these three disorders (panic dis-
order, post-traumatic stress disorder and social anxiety 
disorder) and only in women.5 This indicates that as-
sessing for the comorbid presence of at least these 
three psychiatric entities is necessary in women with 
depression and a history of CSA.

Two studies have evaluated overall functioning in 
CSA-survivor women with depression and, again, the 
results are mixed. Both used the Global Assessment 
of Functioning scale: one found that women with a 
history of CSA had a significantly lower functioning,9 
which was not reproduced in the other.11

As for social functioning, Mullen et al.19 had pointed 
out that childhood sexual abuse increased vulnerability 
to the development of difficulties in social, interperson-
al and sexual functioning in women’s adult life. How-
ever, only one study11 has assessed social functioning 
in CSA-survivor women with depression. Our results 
are consistent with that investigation. since no signifi-
cant differences in social functioning were found. Ac-
cording to the proposed normative values, the SASS 
scores observed in either group of women are below 
normal range (32-52 points), which corresponds to a 
profile characterized by few extra-family relationships, 
communication difficulties, little interest and pleasure 
in activities that are carried out and difficulties to be-
come independent;15 these scores are similar to those 
reported by subjects with major depression prior to 
receiving pharmacological treatment.

It is difficult for this lack of differences in social func-
tioning to be explained, in part due to the multiple vari-
ables that determine it. However, it is possible for sexual 
abuse to have an effect only on particular components 
of social behavior. In this sense are Gamble et al.20 find-
ings, who recently reported that CSA-survivor women 
who receive psychotherapy derive little benefit in the 
intimate and immediate family relationships domain, in 
comparison with other social functioning domains, such 
as work, pleasant activities with friends and extra-family 
relationships. It is also possible for the form in which the 
subject reacts to the experience of abuse to be what 
influences on social functioning, just as Lien and 
Bouewdy21 indicated when they identified that only the 
degree at which subjects felt responsible for the abuse 
significantly predicted social functioning, in comparison 
with other variables such as CSA frequency, search for 
help to cope with the experience and abuse in adult 
relationships. CSA effects on social functioning is an 
area that most certainly requires further investigation.

Besides higher comorbidity with social anxiety disor-
der, only suicide risk differentiated CSA-surviving wom-
en from those who did not suffer such an experience. 
This result is consistent with findings in previous stud-
ies,10,11 where women with depression and a history of 
CSA have been described to show more suicide at-
tempts and self-harm behaviors. In the longitudinal 
study of the Zurich sample,22 Angst et al. found that, 
among women, childhood sexual abuse was one of the 
most powerful predictors of future presence of suicide 
attempts (OR = 7.9). Moreover, a recent systematic 
review on the subject indicates that sexual abuse con-
fers significant risk for developing suicidal behavior or 
non-suicidal self-harm behaviors.23 However, this is an 
unspecific effect that is difficult to isolate from other 
variables that commonly coexist with sexual abuse and 
that are also associated with higher suicide risk, such 
as other forms of child abuse, adverse family environ-
ment and borderline personality disorder, among oth-
ers. Our findings agree with this point of view, since 
women with a history of CSA were also detected to 
have suffered more physical abuse in childhood, al-
though the difference was not significant.

Identifying that a CSA history in women with major 
depression is associated with higher suicide risk is not 
a minor finding, since it can have therapeutic implica-
tions. Therefore, assessment for a history of child-
hood sexual abuse should be systematically carried 
out in women with major depression.

This study shows some limitations that must be con-
sidered when interpreting the results. Sample charac-
teristics such as the number of participants, gender and 
convenience sampling in a primary care institution limit 
the generalization of results to other populations. An-
other limitation is that it is a cross-sectional study, and 
therefore the results correspond only to the moment of 
assessment and causal inferences cannot be made, as 
for example, between a history of childhood sexual 
abuse and suicide risk. It should also be taken into 
account that investigation about information of an indi-
vidual’s past is subjected to recall bias and that, cog-
nitively speaking, individuals with depression tend to 
evoke negative memories more often. Nevertheless, 
recall of emotional experiences has also been observed 
to be more reliable in periods when the mood is con-
sistent with these memories’ emotional content.24 In this 
same line of thought, we must recognize that obtaining 
clinical information by means of self-report can lead to 
underreporting, particularly as regards childhood sexual 
abuse, since this is an embarrassing issue for the 
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subject,25 although this also occurs at similar propor-
tions with other formats such as interviews,26 with which 
there is consistency.27
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Appendix

Childhood Sexual Abuse Index
When you were between 3 and 17 years of age, did anyone induce to do any of the following things?

No Yes

How old 
were you?

How many 
times did it 
occur?

What was your 
relationship with this 
person?

How old was this 
person?

1. Taking your or his clothes off

2. This person touching you

3. You touching this person

4. Giving kisses

5. Receiving kisses

6. Rubbing

7. Attempted to have intercourse

8. Had intercourse (penetration)
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