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Article

Resilience in Survivors of Child Sexual Abuse:
A Systematic Review of the Literature

Matthias Domhardt1, Annika Münzer1, Jörg M. Fegert1,
and Lutz Goldbeck1

Abstract
Objective. This review article summarizes empirical research on resilience in survivors of child sexual abuse (CSA) and discusses
protective factors that are associated with adaptive functioning in spite of sexual victimization. Methods. A literature search to
identify studies published up to November 2013 was performed within the databases PsycINFO, MEDLINE/PubMed, Web of
Science, and PSYNDEXplus. Additional relevant studies were retrieved using a snowball technique. A total of 37 articles met the
inclusion criteria and were included in the final sample. Results. In the studies included in this review, the percentage of CSA
survivors who were found to have a normal level of functioning despite a history of sexual abuse ranged from 10% to 53%. The
protective factors that had the best empirical support were found to be education, interpersonal and emotional competence,
control beliefs, active coping, optimism, social attachment, external attribution of blame, and most importantly, support from the
family and the wider social environment. Conclusions. Preventive and clinical interventions for survivors of CSA should utilize
psychoeducation and cognitive strategies that are adapted to the developmental level of the victim and that seek to enhance social
support from significant others. Future research should focus on longitudinal research designs considering resilience rather as a
dynamic process with multiple dimensions in a social and developmental context.

Keywords
child sexual abuse, protective factors, resilience, review

The adverse consequences of child sexual abuse (CSA) on the

psychosocial adjustment and health of victims have been exten-

sively documented. Short- and long-term sequelae after CSA

are evidenced as a wide range of mental disorders, including

posttraumatic stress disorder, depression, anxiety, aggression,

and substance abuse (e.g., Beitchman, Zucker, Hood, DaCosta,

& Akman, 1991; Beitchman et al., 1992; Kendall-Tackett, Wil-

liams, & Finkelhor, 1993; Maniglio, 2009; Paolucci, Genuis, &

Violato, 2001; Putnam, 2003; Spataro, Mullen, Burgess, Wells,

& Moss, 2004). Nonetheless, despite the increase in risk for

psychiatric disorders, research indicates that some sexually

abused individuals retain normal levels of functioning (Dufour,

Nadeau, & Bertrand, 2000; Kendall-Tackett et al., 1993). The

phenomenon of a dynamic developmental process encompass-

ing the attainment of positive adaptation within the context of

significant adversity is referred to as resilience (Cicchetti,

2010; Davydov, Stewart, Ritchie, & Chaudieu, 2010; Luthar,

Cicchetti, & Becker, 2000).

Although the concept of resilience has been scientifically

studied for over four decades and has had various definitions

and conceptualizations applied to it (Cicchetti, 2010; Luthar

et al., 2000), there is still no consensus on an operational defi-

nition of it to date. For example, discrepancies exist in concep-

tualizations of resilience as a personal trait versus a dynamic

process. There is a growing consensus to consider resilience

as a two-dimensional construct that encompasses both aspects

of victims’ life circumstances and evidence of positive adapta-

tion (Luthar et al., 2000). A critical issue that is so far unre-

solved is the level of competence that is needed to define

positive adaptation and whether competence must be demon-

strated in only one or in more than one domain. For example,

some researchers believe that resilience must include positive

adaptation in several areas of life (‘‘true’’ or ‘‘overall’’ resili-

ence; e.g., Kaufman, Cook, Arny, Jones, & Pittinsky, 1994;

Spaccarelli & Kim, 1995), whereas others believe that positive

adaptation in only one domain that is theoretically or empiri-

cally linked to the adversity under consideration is sufficient

(‘‘relative’’ resilience; e.g. Daigneault, Hebert, & Tourigny,

2007; Daigneault, Tourigny, & Cyr, 2004; Luthar et al.,
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2000). The majority of studies included in this review define

resilience or adaptive functioning merely as the absence of

psychopathological symptoms, thereby focusing on relative

resilience. Consequently, this review is guided by the concep-

tualization of relative resilience as suggested by several

authors (Daigneault et al., 2007; Daigneault et al., 2004;

Luthar et al., 2000).

Protective factors associated with resilience refer to charac-

teristics of the individual and the environment that modify,

ameliorate, or alter a person’s response to some environmental

hazard that predisposes to a maladaptive outcome (Rutter,

1985). More distinct definitions of protective factors, such as

the concepts of protective-stabilizing, protective-enhancing, and

protective-reactive factors expounded by Luthar et al. (2000),

unfortunately have not been adopted in empirical studies, and

hence this review relies on the broader concept of Rutter (1985).

To our knowledge, only one literature review in French lan-

guage has been published that looked specifically at protective

factors following CSA (Dufour et al., 2000), but there are sev-

eral on resilience following child maltreatment in general

(Afifi & MacMillan, 2011; Haskett, Nears, Sabourin Ward,

& McPherson, 2006; Heller, Larrieu, D’Imperio, & Boris,

1999; Walsh, Dawson, & Mattingly, 2010). Research on child

maltreatment in general has found empirical evidence for both

individual and environmental protective factors. Individual

factors include personal characteristics such as personality

traits (openness, extraversion, and agreeableness), internal

locus of control, mastery, self-efficacy, self-esteem, cognitive

appraisal (i.e., positive interpretation of events and cohesive

integration of adversity into self-narrative), and optimism

(Herrman et al., 2011). There are also indications that intellec-

tual functioning, cognitive flexibility, social attachment, positive

self-concept, emotional regulation, positive emotions, spiritual-

ity, active coping, hardiness, hope, resourcefulness, and adapt-

ability are associated with resilience (Afifi & MacMillan,

2011; Haskett et al., 2006; Heller et al., 1999; Herrman et al.,

2011). Environmental protective factors that are correlated

with resilience and that have broad empirical support to date

include social support from family, peers, teachers, or other

significant adults (Herrman et al., 2011). In addition, family

coherence, good parenting skills, stable caregiving, good par-

ental relationships, spousal support, and absence of maternal

depression or substance abuse are associated with fewer beha-

vioral problems and better psychological well-being in mal-

treated children (Afifi & MacMillan, 2011; Haskett et al.,

2006; Heller et al., 1999; Herrman et al., 2011).

Several authors have highlighted the importance of sepa-

rately considering specific subtypes of child maltreatment

(Afifi & MacMillan, 2011; Heller et al., 1999), since the asso-

ciation between exposure to maltreatment and psychosocial

outcomes may vary according to the nature of the maltreat-

ment. In fact, different types of maltreatment predict different

types of outcomes (e.g., English et al., 2005); thus, aggregating

types of maltreatment likely confuses the conclusions that can

be made about resilience following different stressors (Heller

et al., 1999). This may be especially true for CSA with its

specific features such as betrayal, stigmatization, or early trau-

matic sexualization that distinguish it from other types of mal-

treatment (Finkelhor & Browne, 1985).

A large number of primary studies of resilience following

CSA have been published in recent years; and therefore, an

update of the review by Dufour, Nadeau, and Bertrand

(2000) is needed. This systematic review of the literature has

four aims. First, we provide an overview of protective factors

associated with resilience specifically following CSA. Second,

we compare the outcomes and protective factors at different

developmental stages (children, adolescents, and adults) and

take the issue of age specificity of resilience into account.

Third, we aim to extract the resilience rates of survivors of CSA

found in these studies. Fourth, we rate the quality of the incor-

porated studies according to a quality assessment checklist and

review methodological issues in the discussion section.

Method

Inclusion Criteria

In accordance with the guidelines for systematic reviews (Cen-

tre for Reviews and Dissemination, 2009; Higgins & Green,

2011), the following criteria for study inclusion were applied:

(1) The study had to have been published in English, German,

or French in a journal that complies with the peer review pol-

icy. (2) The study investigated resilience after CSA. All defini-

tions of CSA (e.g., contact or noncontact and different legal

ages) were accepted. If child maltreatment in general was

examined, then part of the data analyses must have been spe-

cific to CSA. (3) Resilience was conceptualized as adaptive

functioning and/or the absence of psychological disorders. (4)

Main outcomes had been assessed using standardized instru-

ments, that is, prior psychometric evaluation and publication

of the main outcome instrument. (5) Only quantitative studies

were included. (6) Sample sizes had to be at least 20 partici-

pants. (7) Studies investigating short-term resilience during

childhood and adolescence as well as long-term resilience into

adulthood were included. (8) Studies with different sample

characteristics (e.g., representative, community, clinical, child

protective services, at-risk people, and others) were included.

Search Strategy for the Identification of Relevant Articles

To ensure a thorough and systematic review of the literature,

two methods were used to retrieve relevant studies. First, we

conducted a search of the computerized bibliographic data-

bases PsycINFO, PubMed, Web of Science, and PSYNDEX-

plus, using the following combinations of search terms for

title and abstract: ‘‘child’’ AND ‘‘sexual’’ AND ‘‘abuse’’ AND

‘‘resilience’’ OR ‘‘resilient’’ OR ‘‘resiliency’’ OR ‘‘protective

factor.’’ No constraints were placed on the publication date;

thus, the only limiting factor was the starting points of the data-

bases themselves. The literature search comprised articles from

1995 to November 2013. Second, a snowball technique was

applied whereby the reference lists of all relevant studies were
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scanned in order to identify further studies. For an overview of

the study selection process, see Figure 1.

Quality Assessment

Quality criteria. In line with the recommendations for systematic

reviews (Centre for Reviews and Dissemination, 2009; Higgins

& Green, 2011), a checklist for the quality assessments specific

to the needs for this review was developed. Study quality was

assessed on the basis of the following 10 criteria: (1) ‘‘Sample

characteristics’’ refers to the participants recruited in each

study. Population-based or representative samples were rated

higher in quality than specific samples such as clinical or child

welfare samples, as they generally enable a broader generaliza-

tion of the findings. Specific samples were rated lower in qual-

ity, as they increase the selectivity of results. (2) ‘‘Study

design’’ refers to the type of research design implemented in

each study. Prospective designs with multiple assessments

were rated higher than longitudinal or cross-sectional designs,

as the conclusion to causality is more robust. (3) ‘‘Total sample

size’’ refers to the number of study participants in each study.

Studies with sample sizes of more than 300 participants were

rated higher in quality than studies relying on smaller sample

sizes (N¼ 60–300; N ¼ 20–60), as they have a broader empiri-

cal base and generally enable the possibility of detecting small

effects. (4) ‘‘Sample size resilient group’’ refers to the number

of participants found to be resilient (n > 50; n¼ 20–50; and n <

20). Higher numbers indicate higher quality, as they constitute

a broader empirical base and generally enable the detection of

small effects. (5) ‘‘Control group’’ refers to the availability of a

group of non-resilient survivors of CSA, that is, victims of sex-

ual abuse who do display clinically relevant psychopathology.

Control group designs are rated higher in quality, as they allow

the comparison between resilient and non-resilient victims of

CSA. (6) ‘‘Multi-method assessment for outcome’’ refers to the

methodologies used in each study in order to detect the out-

come. Relying on multiple methods (e.g., questionnaires, inter-

views, records, medical examination, etc.) was rated higher in

quality than relying on single methods, as this minimizes pos-

sible bias due to measurement issues. (7) ‘‘Number of different

informants’’ was applied for child and adolescent samples only

and refers to the number of sources consulted in each study.

Studies that relied not only on self-reports but also on reports

from other sources (e.g., parent, teacher, or social worker) were

rated higher in quality, as they minimize possible bias related to

informants. (8) ‘‘Explicit definition of CSA.’’ and (9) ‘‘Explicit

definition of resilience’’ refer to the availability of a specifica-

tion of the type of CSA and the specification of resilient

functioning in the publication. Studies that stated explicit def-

initions of CSA and resilience were rated higher in quality than

PsycINFO
(n=144) 

PubMed / MEDLINE 
(n=147) 

Web of Science (only title) 
(n=12) 

PSYNDEXplus (German) 
(n=3) 

Screening of titles & 
abstracts for inclusion 

criteria

Articles identified for textual 
review and quality 
assessment (n=59)

Articles identified from 
reference lists / snowball 

technique (n=32)

Articles excluded on full-
text-review (n=27)b

Articles excluded on title / 
abstract review (n=247) a

Articles finally included  
(n=37)

Articles excluded on full-
text-review (n=27)b

Figure 1. Summary of study selection process. aThe most frequent reasons for study exclusion based on title/abstract review are publication as
book or dissertation, no original research article, and study focuses on other topic. bThe most frequent reasons for study exclusion based on full-
text review are no separate analysis for distinct maltreatment types, qualitative research design, and resilience conceptualized as non-offending.
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studies that did not provide this crucial information, as the

results of each study are reliant on the conceptualization of

CSA and resilience applied. (10) ‘‘The number of domains of

resilient functioning assessed’’ refers to the number of outcome

domains considered in each study. Studies that assessed more

than one domain of resilient functioning were rated higher in

quality than those investigating only one, as they allow com-

parisons between different areas of resilient functioning.

Finally, the overall risk of bias of the included studies was

rated independently by each reviewer as either ‘‘low,’’ ‘‘mod-

erate,’’ or ‘‘high’’ based on the aforementioned quality criteria

recorded in the checklist and the reviewer’s personal compre-

hensive evaluation of the study. Bias was defined in line with

several authors as ‘‘a systematic deviation from the truth that

distorts the result of research’’ (Centre for Reviews and Disse-

mination, 2009; Miettinen, 1985; Rothman, 1986; Sitthi-amorn

& Poshyachinda, 1993). A special focus was placed on bias

related to the possible sources—namely, selection, confound-

ing, intervention, measurement or information, analysis, and

interpretation bias (Sitthi-amorn & Poshyachinda, 1993).

Procedure of quality assessment. The quality of the incorporated

studies was rated by three independent reviewers using a qual-

ity assessment checklist. The first author rated all the included

studies and the second and last author rated half of the studies.

If there was nonagreement regarding the risk of bias, discrepan-

cies were discussed and a final congruent evaluation was

reached. Interrater reliability was assessed with Cohen’s k.

According to the classification of Fleiss, Levin, and Paik

(2003), interrater reliability over all the quality criteria was

excellent (k ¼ .755).

Categorization of Protective Factors

In accordance with several authors (Luthar & Zigler, 1991;

Masten & Garmezy, 1985; Werner, 1989; Werner & Smith,

1992), the emerging protective factors from the literature are

classified within three broad categories, referring to Bronfen-

brenner’s ecological model of human development (1979):

(1) Internal factors related to the victim; (2) external factors

related to the family of the victim; and (3) external factors

related to the wider social environment of the victim. The find-

ings are further divided by three different age-groups/develop-

mental phases (Steinberg, 1993), based on the average age and

standard deviation in each study. Study participants aged 10

years or younger were classified as children; those aged

between 11 and 17 years were categorized as adolescents; and

those aged 18 years or older were categorized as adults.

Results

The search of the electronic databases yielded 306 articles, and

a further 32 articles were identified by manually searching the

reference lists of included articles. Ultimately, 37 primary stud-

ies were found to meet the inclusion criteria (see Figure 1).

Studies relying on the same data sets were aggregated. Six of

the studies were secondary data analysis of studies conducted

on research questions other than resilience after CSA and/or

associated protective factors (Aspelmeier, Elliott, & Smith,

2007; Chaffin, Wherry, & Dykman, 1997; Daignault & Hebert,

2009; Goldstein, Faulkner, & Wekerle, 2013; Tarakeshwar,

Hansen, Kochman, Fox, & Sikkema, 2006; Vural, Hafızoğlu,

Türkmen, Eren, & Büyükuysal, 2012). Table 1 presents an

overview of all the included studies, significant protective fac-

tors, resilient rates, and the risk of bias.

Rates of Resilient Victims Among CSA Survivors

Altogether, 10 studies explicitly described resilience rates

among their samples of CSA survivors. Among samples

involving children and adolescents, the proportion of resilient

victims ranged from 10% to 53%, while in those involving

adults it ranged from 15% to 47%.

Protective Factors Associated With Resilience
Following CSA

Internal factors
Optimism and hope

Adolescents. Williams and Nelson-Gardell (2012) found

in a sample of adolescents that hope and expectancy

both predicted resilient outcome, defined as an

absence of psychopathology. Similarly, Edmond, Aus-

lander, Elze, and Bowland (2006) found that resilient

adolescent victims (again, defined as no psychopathol-

ogy) who were currently living in foster care were

more optimistic about their future.

Adults. A protective role of optimism and hope/expec-

tancy was also found in a study with HIV-infected

adults who had been sexually abused in childhood

(Tarakeshwar et al., 2006).

Control beliefs and internal locus of control

Adolescents. In a longitudinal study of sexually abused

adolescents (Daigneault et al., 2007), a greater sense

of empowerment was associated with resilient profiles

(defined as no psychopathology).

Adults. In adult samples, an internal locus of control

(Liem, James, O’Toole, & Boudewyn, 1997) was iden-

tified as a protective factor for mental health and self-

esteem, whereas an external locus of control was a risk

factor for drug addiction (Dufour & Nadeau, 2001). In

a longitudinal study with women, self-efficacy had a

protective function against interpersonal problems and

HIV/sexual risk-taking behaviors (Lamoureux, Pal-

mieri, Jackson, & Hobfoll, 2012).

Active coping

Children. In a study with mother–daughter dyads

(Daignault & Hebert, 2009), mothers rated their
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children’s problem-focused coping approach, as con-

ceptualized by Roth and Cohen (1986). The children’s

problem-focused coping approach was found to be

associated with adaptive functioning on academic,

behavioral, and social levels. However, Chaffin,

Wherry, and Dykman (1997) found mixed results in

sexually abused school-aged children for avoidant

coping (e.g., distraction or wishful thinking) and no

effect for active coping (i.e., seeking social support

and problem-focused coping). Avoidant coping was

on one hand related to fewer behavioral problems, but

on the other hand was associated with greater sexual

anxieties, whereas active coping was unrelated to

outcomes.

Adolescents. The use of avoidant coping was found to be

a risk factor for negative outcomes in an adolescent

sample (Tremblay, Hebert, & Piche, 1999).

Adults. Avoidant coping was associated with non-

resilience in one study with adults (Wright, Fopma-

Loy, & Fischer, 2005).

Externalizing blame, trauma-related beliefs, and cognitions

Adults. In three studies with adult samples, external attri-

bution of blame (i.e., blaming others rather than one-

self) was associated with resilient outcome (Dufour

& Nadeau, 2001; Feinauer & Stuart, 1996; Liem

et al., 1997). In their study of women who had been

raised in the child welfare system, Breno and Galupo

(2007) found that feeling powerful, as assessed with

the Trauma-Related Beliefs Questionnaire (Hazzard,

1993), was associated with self-reported resilience.

Among HIV-infected adults who had a history of CSA,

finding personal growth and meaning was part of a

resiliency score, which was supported in a structural

equation modeling approach (Tarakeshwar et al.,

2006).

Education and schooling

Adolescents. Being more certain about one’s educational

plans (Edmond, Auslander, Elze, & Bowland, 2006),

achieving a stronger academic performance, and having

positive feelings toward school (Pharris, Resnick, &

Blum, 1997), as well as showing more school engage-

ment (Williams & Nelson-Gardell, 2012), were all asso-

ciated with resilient outcomes in adolescent samples.

Adults. Academic performance was found to be a protec-

tive factor for self-esteem in one study with adults

(Romans, Martin, Anderson, O’Shea, & Mullen,

1995). In the same study, enjoyment of school was also

associated with higher self-esteem and absence of psy-

chiatric disorders (Romans et al., 1995). Finally, in a

study of women who had been sexually abused as chil-

dren, graduation from high school was significantly

correlated with resilience (Hyman & Williams, 2001).

Emotional intelligence, interpersonal competence, and trust

Adolescents. Strategic emotional intelligence in terms of

understanding and managing emotions (e.g., under-

standing which feelings are expected to emerge in

response to different events and knowing how to reg-

ulate emotions to help attain one’s goals) was found

to be protective against suicidal ideation and suicide

attempts in a sample of adolescents (Cha & Nock,

2009). In another adolescent sample (Leon, Ragsdale,

Miller, & Spacarelli, 2008), interpersonal and emo-

tional competence, as assessed with the Socialization

Domain of the Vineland Adaptive Behavior Scales

(Sparrow, Balla, & Cicchetti, 1984), were associated

with lower levels of nonsexual rumination. In the long-

itudinal study of Daigneault et al. (2007), interpersonal

trust, as assessed with a subscale of the Children’s

Attributions and Perceptions Scale (Mannarino,

Cohen, & Berman, 1994), was found to be protective

against psychopathology.

Adults. Interpersonal competence was predictive of resili-

ent status in adults, applying a definition of resilience

as ‘‘the ability to work with others’’ (Simpson, 2010).

Social attachment

Adolescents. A cross-sectional study found that higher

emotional attachment to one’s family was protective

in female students but not in male students (Chandy,

Blum, & Resnick, 1996a).

Adults. In a sample of young women, secure attachment

in peer and parent relationships was found to be pro-

tective against negative effects of CSA (Aspelmeier

et al., 2007). In a sample of women sexually abused

in childhood (Simpson, 2010), a sense of acceptance

and of belonging to a family was positively correlated

to the Connor/Davidson Resilience Scale (adaptation

and ability to cope).

Self-esteem

Children. In a child sample, self-concept, as measured

with a global self-worth scale, was related to posttrau-

matic stress symptoms and explained a significant pro-

portion of outcome variance (Reyes, 2008).

Adults. In a study of women, self-esteem, defined as the

ability to think well of oneself, significantly predicted

subjective health among adult female victims of CSA

(Jonzon & Lindblad, 2006) and was found to be pro-

tective against interpersonal problems and sexual

risk-taking behaviors (Lamoureux et al., 2012).

Religiosity and spirituality

Adolescents. In a cross-sectional study, a higher degree of

religiosity/spirituality was found to be protective in

female adolescents after CSA (Chandy et al., 1996a;

Chandy, Blum, & Resnick, 1996b).
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Adults. Religiosity was also part of an empirically tested

model of resiliency in a sample of adults with HIV

who had been sexually abused as children (Tarakesh-

war et al., 2006).

Law-abiding behavior

Adults. In one study with women (Simpson, 2010), which

relied on a self-report measure of resilience, high con-

trol against deviant behavior was found to be protec-

tive against the adverse impact of CSA. Another

study (Hyman & Williams, 2001), which referred to

several domains of resilience (psychopathology, phys-

ical health, interpersonal relationships, adherence to

community standards, and economic well-being), not

being arrested was found to be protective.

Leisure and cultural activities

Adults. Leisure activities such as sports emerged as a pro-

tective factor enhancing self-esteem and preventing

psychopathology in a sample of women (Romans

et al., 1995).

Adolescents. Involvement in traditional activities was

found to be protective against the higher risk for psy-

chopathology after CSA in American Indian male ado-

lescents (Pharris et al., 1997).

Individual employment and socioeconomic status (SES)

Adults. Personal high SES was found to be protective

against psychopathology in two studies with women

who had been sexually abused as children (Katerndahl,

Burge, & Kellogg, 2005; Romans et al., 1995). In the

latter of these studies, current paid employment was

positively associated with self-esteem but not with

psychopathology.

Perception of health

Adolescents. Overall health perception was found to be

protective against negative behavioral and educational

outcomes for girls (Chandy et al., 1996a); however, the

study did not specify the relationship of health percep-

tion to different outcome domains.

Family factors
Family social support—Altogether, 14 studies across different

developmental periods found that social support from the family
acted to buffer various adverse impacts of CSA. Three of these
studies had mixed samples of children and adolescents

Children. Five studies with child samples found that sup-

port from the father (Daignault & Hebert, 2009), sup-

port from both parents (Feiring, Taska, & Lewis, 1998;

Spaccarelli & Kim, 1995; Tremblay et al., 1999), and

early emotional support from caregivers (Rosenthal,

Feiring, & Taska, 2003) served as a protective factor.

Adolescents. Six studies with adolescent samples

described positive family factors such as caring from

adults/parental concern (Chandy et al., 1996a,

1996b), family connectedness (Eisenberg, Ackard, &

Resnick, 2007), parental support (Feiring et al.,

1998; Spaccarelli & Kim, 1995), caregiver support

(Williams & Nelson-Gardell, 2012), and early emo-

tional support from caregivers (Rosenthal et al., 2003).

Adults. In adults, five studies found a protective impact of

the following components of perceived family sup-

port: social support satisfaction (Banyard & Williams,

2007; Banyard, Williams, & Siegel, 2002), maternal

caring (Katerndahl et al., 2005), nature and quality

of family relationships (Lynskey & Fergusson,

1997), paternal support in childhood (Lynskey & Fer-

gusson, 1997; Romans et al., 1995), and spousal/part-

ner support (Wright et al., 2005). In two other studies

(Jonzon & Lindblad, 2006; Tarakeshwar et al., 2006),

the sources of social support were not specified; thus,

it was not clear whether social support relates to family

or to community sources.

Stable family

Adolescents. Living with both biological parents was

associated with positive outcomes among female ado-

lescent CSA survivors (Chandy et al., 1996a).

Adults. Three studies with adults found that growing up in a

stable family, that is, stability of parents and household,

was associated with resilience (Hyman & Williams,

2001; Katerndahl et al., 2005; Romans et al., 1995).

Relationship satisfaction and quality

Adults. Relationship satisfaction protected against the risk

of retraumatization in women who had been sexually

abused as children (Banyard et al., 2002). Romans

et al. (1995) found that the quality of partner relation-

ship was associated with self-esteem in women. Addi-

tionally, the ability to get along well with boys (i.e.,

women who reported having had a comfortable social

adolescent relationship with members of the opposite

sex) was correlated with self-esteem.

Social role satisfaction and positive sense of community

Adults. In one study with young female adult survivors of

CSA, social role satisfaction, that is, being satisfied

with oneself as a parent, prevented retraumatization

and posttraumatic stress symptoms (Banyard & Wil-

liams, 2007). In the same study, a positive sense of

community, for example, belonging to a religious

community, was associated with resilience.

Positive parenting

Adolescents. Pharris et al. (1997) found in a subsample of

the National American Indian Adolescent Health
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Survey that parental expectations and family attention

prevented suicidality and hopelessness in sexually

abused adolescent girls. At the second measurement

of a longitudinal study of adolescents, positive parent-

ing was found to prevent negative affect (Leon et al.,

2008). Perceived maternal acceptance (positive par-

enting and emotional bond between child and mother)

served as a protective factor against depression in a

study of Turkish adolescents (Vural et al., 2012).

Caregiver level of education

Adolescents. Chandy et al. (1996b) found in a study with

adolescents that a high maternal level of education was

protective for boys. In another study with sexually

abused minors, caregiver level of education predicted

resilience (Williams & Nelson-Gardell, 2012).

SES of family or partner

Adolescents. In a sample of adolescents, high family SES

predicted resilient outcome, defined as absence of psy-

chological symptoms (Williams & Nelson-Gardell,

2012).

Adults. Wright, Fopma-Loy, and Fischer (2005) found in

a study with adult female CSA victims that high SES

of the partner was associated with resilience.

Community factors
Community social support

Adolescents. In six adolescent studies, several forms of

social support at the community level were associated

with resilience: caring from other adults and nurses at

school (for females only; Chandy et al., 1996a), posi-

tive peer influence (Edmond et al., 2006), caring from

a teacher or other adults (Eisenberg et al., 2007), sup-

port from a child welfare caseworker (Leon et al.,

2008), caring exhibited by adults, ‘‘school people’’

(for boys only), tribal leaders (Pharris et al., 1997), and

the caregiver perception of social support from com-

munity (Williams & Nelson-Gardell, 2012).

Adults. Satisfaction with social support from the commu-

nity appeared to be protective in women who had been

sexually abused in childhood (Banyard et al., 2002).

Lynskey and Fergusson (1997) found that the nature

and quality of peer relations in adolescence (low

affiliations with substance-using peers and strong peer

attachment) was associated with resilient outcome at

age 18.

Club involvement

Adolescents. In one longitudinal study, participation in

club activities was associated with less sexually rumi-

native thoughts for adolescents with low levels of

abuse severity but not for those with higher abuse

severity (Leon et al., 2008).

School safety

Adolescents. In two studies with adolescent samples, safe

schools (Eisenberg et al., 2007) and less stressful

school environments due to perceived low levels of

substance use in and around school were associated

with resilient outcome (only for females; Chandy

et al., 1996a, 1996b).

Quality Assessment of the Included Studies

According to our quality assessment of the studies under

review, the criteria that were most consistently met were total

sample size and explicit definition of CSA. Of the 37 studies,

31 (83.7%) had total sample sizes of at least 60 participants,

while the remaining 6 had between 20 and 60; and 34 studies

(91.8%) used an explicit definition of CSA, generally enabling

to determine the association of certain protective factors to cer-

tain types of CSA. The criteria that were least met were sample

characteristics, with 28 studies (75.6%) relying on specific

samples such as clinical or child welfare samples, thereby

increasing the risk for selectivity effects; ‘‘design,’’ with 26

(70.2%) studies implementing a cross-sectional research

design; and the number of domains of resilient functioning,

with 21 (56.7%) studies examining only one resilience domain.

Discussion

This systematic review of the literature, which looked at 37

studies employing different methodologies, samples, and con-

ceptualizations of resilience, found a wide range in the percent-

age of survivors of CSA who displayed adaptive functioning.

The findings suggest that a range of individual and environ-

mental factors moderate or mediate the well-established

adverse impact of CSA (e.g., Maniglio, 2009) across different

developmental periods.

In child and adolescent samples, the rates of resilience ran-

ged from 10% to 53%, and in adult samples, it ranged from

15% to 47%. The earlier review of Dufour et al. (2000), which

found an overall resilience rate from 20% to 44%, did not dis-

tinguish between short- and long-term resilience. In compari-

son, the resilience rates in mixed child maltreatment samples

ranged from 0% to 20% for global indices of resilient function-

ing, with higher resilience rates for specific domains of func-

tioning (Haskett et al., 2006). In the review of Walsh,

Dawson, and Mattingly (2010), restricted to studies assessing

resilience within several domains, approximately 10–25% of

maltreated children achieve resilience.

The wide variation in resilience rates of victims of CSA, as

well as in the rates seen following other types of child mal-

treatment, is considerably influenced by a number of factors

related to conceptual and methodological issues. The most

important factor is probably the number of resilience domains

used in order for a survivor to be considered resilient (Chandy

et al., 1996b; Daignault & Hebert, 2009; Hyman & Williams,

2001; Liem et al., 1997; Spaccarelli & Kim, 1995; Wright

et al., 2005). Obviously, the higher the number of domains

Domhardt et al. 487

 at KOMUNIKATIONS on April 8, 2016tva.sagepub.comDownloaded from 

http://tva.sagepub.com/


considered, the smaller the percentage of victims who will be

deemed to have adaptive functioning. Other factors that

impact the rate are the selection of the cutoff criterion for resi-

lience (Daigneault et al., 2004; Hyman & Williams, 2001) and

the specificity of the outcome domains (Chandy et al., 1996b)

and outcome instruments (Edmond et al., 2006). The time lag

between the occurrence of abuse and outcome evaluation

most probably has an effect on resilience rates as well

(Daigneault et al., 2007). In the same vein, different measure-

ment points in longitudinal studies also influence resilience

rates (Daigneault et al., 2007). Finally, sample characteristics

such as the recruitment of clinical or community samples

(Edmond et al., 2006; Lynskey & Fergusson, 1997), as well

as the scarcity of data on male victims, have a large impact

on resilience rates (Daigneault & Hebert, 2009; Daigneault

et al., 2007; Daignault et al., 2004; Edmond et al., 2006;

Hyman & Williams, 2001; Spaccarelli & Kim, 1995; Wright

et al., 2005). Nonetheless, the conjunction of resilience rates

over different studies may give important clues for the actual

proportions of resilience following CSA at different develop-

mental stages.

Research on resilience in the aftermath of sexual abuse can

be valuable, as it can inform clinical practice and guide

research in the development of a theoretical basis for interven-

tions aiming at positive mental health following CSA. That is,

empirical knowledge about protective factors may provide

valuable information for designing treatment and prevention

programs against the adverse effects of CSA. For example, the

importance of actively confronting trauma-related issues is on

one hand documented as a protective factor after child mal-

treatment (Herrman et al., 2011) and on the other hand as one

important therapeutic agent in the trauma-focused cognitive

behavioral therapy for sexually abused children (Cohen,

Deblinger, Mannarino, & Steer, 2004; Cohen, Mannarino, &

Knudsen, 2005).

Our review found the best established protective factor on

an individual level to be education. Educational engagement,

plans, performance, and positive feelings toward school all

contributed to resilience in both adolescent and adult samples.

Although education is not amenable to change in a therapeutic

context, the attitude toward it, motivation, and illustration of its

importance can be a target for therapy as well as being used to

foster academic skills. Additionally, the findings suggest an

important role of psychoeducation in the treatment of sexually

abused clients, which should be delivered in a developmentally

appropriate manner.

A conceptual impediment exists because education can be

considered not only as a protective factor but also as an indica-

tor or domain for resilient outcome (Daignault & Hebert,

2009). Other variables that are conceptualized from both these

perspectives are self-esteem and law-abiding behavior. This

illustrates the intertwined nature between resilience domains

and resilience factors, which often bidirectionally influence

each other. For those examples, it is hard to determine causal-

ity, and it is more appropriate to acknowledge the interdepen-

dence/circular relationship between factors and domains.

Good evidence was also found for the protective function

of emotional and interpersonal competence as well as inter-

personal trust in adolescent and adult samples. Sexual abuse

is a traumatic event in which interpersonal trust is shattered

(Finkelhor & Browne, 1985), and reestablishing or maintain-

ing interpersonal and emotional competence afterward seems

to prevent adverse effects of CSA. This may be because resi-

lient victims possess a higher ability to cope and manage

social and emotional risk factors that are inherent to sexual

abuse, such as stigmatization, shame, shattered interpersonal

trust, or feelings of guilt. Therefore, fostering emotional and

interpersonal competences should be a key target in therapeu-

tic work with CSA survivors. As the protective factor of inter-

personal trust has not been identified in previous reviews, this

is the first indication that it might be rather specific for CSA.

Further studies should try to clarify the specificity of the pro-

tective function of interpersonal trust against the deleterious

effects of CSA.

The established protective factors of optimism, hope, and

control beliefs all illustrate the significance of strengthening

CSA survivors’ belief in their own future and their ability to

cope in therapy with the adverse event. Positive effects of

external attribution of blame point to the importance of challen-

ging the perception of guilt, which is an established risk factor

for psychopathology, and to reinforce blaming the perpetrator.

The protective value of externalizing blame might be espe-

cially important for CSA compared to other types of child

maltreatment.

The inconsistency found for the effect of active coping across

all age-groups might be due to the fact that addressing trauma-

related issues is not very easy to accomplish, and avoidant beha-

viors may be part of a posttraumatic stress disorder. Actively

approaching trauma-related information might initially result

in emotional turmoil, and the beneficial effect might develop

only later. Indeed, the study by Chaffin et al. (1997) was con-

ducted within weeks after the occurrence of the sexual abuse,

and thus the majority of participants might have not yet been

able to benefit from approach strategies. Methodically, the con-

structs of active coping and approach strategies are often differ-

ently defined and assessed across studies, so direct comparisons

are hindered. Referring to well-established conceptualizations of

active coping strategies, such as those of Roth and Cohen (1986),

would be a significant step forward and would enable better

comparisons across studies.

Interestingly, attachment to family or peers was found to be

protective only for girls and women. Males were included only

in the samples of Chandy et al. (1996a, 1996b), which leaves a

gap in the literature with regard to the role of attachment in

male victims.

In comparison to the limited evidence for most individual-

level protective factors, there is an extensive evidence base for

various forms of social support at the family and community

levels across all age-groups. However, the intensity of the ben-

eficial effect of social support from family, peers, or partners

may be primarily a function of the developmental period of the

victims. Findings indicate that children depend on the support
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of their non-offending parent or caregiver, adolescents on

friends and peers, and adults on their spouse. Rosenthal et al.

(2003) found that children derived the most satisfaction with

support from caregivers, whereas adolescents reported more

satisfaction with support from friends. This pattern is in accor-

dance with normative developmental differences (Furman &

Buhrmester, 1992), that is, children rely on the support of their

parents, whereas adolescents are expected to increase their reli-

ance on social support from peers.

Altogether, the results of this review clearly indicate that

social support from various sources buffers against adverse

effects of CSA. In particular, social support from non-

offending family members might be a key component in pro-

viding effective interventions after disclosure of CSA. In fact,

clinical interventions for children and adolescents that integrate

parents in the therapy and thus provide support for parents have

proven to have beneficial effects in both child and parent out-

comes (Deblinger, Stauffer, & Steer, 2001; Elliott & Carnes,

2001) and, most probably, are more effective than interventions

that focus solely on the victim.

The reviews of resilience after child maltreatment in general

(Afifi & MacMillan, 2011; Haskett et al., 2006; Heller et al.,

1999; Herrman et al., 2011) looked at a number of possible pro-

tective factors that were not included in the primary studies in

our CSA-specific review: personality traits, mastery, cognitive

appraisals other than externalizing blame, intellectual function-

ing, cognitive flexibility, positive emotions, hardiness, resour-

cefulness, and adaptability. From a clinical perspective, those

factors that are amenable to change in therapy are particularly

worth studying and await empirical investigation. Differences

in these factors with regard to other types of maltreatment may

lead to a better understanding of the pathology as well as the

healing mechanisms innate to specific experiences of

maltreatment.

Only eight of the studies we found were longitudinal, and

they cover relatively short periods of time. Studies that monitor

the sequelae of CSA into adulthood are very costly to undertake

and, consequently, very rare. Thus, little knowledge exists on

how resilience develops over time, how possible mechanisms

hinder or foster resilience, and how protective factors may

interact at different development periods. Future studies should

aim to implement longitudinal designs, ideally spanning from

childhood into adulthood.

The lack of consensus on an operational definition of resili-

ence (Davydov et al., 2010; Herrman et al., 2011) may be less

significant than it appears, as most of the studies used similar

domains as evidence of resilience. Most often, it was concep-

tualized as the absence of psychopathology and adaptive func-

tioning on behavioral, emotional, and social levels. Only a few

studies considered multiple distinct domains simultaneously

when measuring resilience. However, concurrent measurement

of distinct indicators or domains of resilience would be worth-

while, because a CSA survivor may show competence in one

domain but not in another. The debate over whether it is suffi-

cient to rely on single indicators of resilience derived from con-

ceptual considerations (e.g., Luthar et al., 2000) or whether it is

necessary to consider multiple indicators of resilience (Kinard,

1998; McGloin & Widom, 2001; Walsh et al., 2010) can be

best solved when more information on the association between

different outcome domains is available. The simultaneous con-

sideration of different domains of functioning would be a chal-

lenging but rewarding task for future research.

Six of the included studies (Aspelmeier et al., 2007; Chaffin

et al., 1997; Daignault & Hebert, 2009; Goldstein et al., 2013;

Tarakeshwar et al., 2006; Vural et al., 2012) had another limita-

tion in that they were secondary analyses of studies conducted

for research questions other than the specific purpose of inves-

tigating resilience after CSA, and therefore valuable informa-

tion such as operational definitions of resilience, effect sizes

for protective factors, and rates of resilient functioning was not

obtainable. What is needed are more studies that are specifi-

cally designed to generate these data in order to better under-

stand the stability of adaptive functioning over time and

across different developmental periods as well as the distinct

effect sizes of protective factors.

Research on resilience following child maltreatment in gen-

eral has included a focus on biological variables (Cicchetti &

Rogosch, 2009), but no study in the current review included

such investigations. Cicchetti and Rogosch (2009) present

important directions for future research that would tremen-

dously enrich research on resilience after CSA. For example,

a longitudinal study by Putnam and Trickett (1997) found

indices that sexually abused girls differ from non-abused girls

in their levels of stress-related hormones and neurotransmitters

as well as in their neuroendocrine responses to stressors. Such

biological alterations during adolescence could be a novel tar-

get for resilience research after CSA. Research examining bio-

logical and genetic protective factors is vital, including the use

of twin studies and molecular genetics designs. Knowledge of

genetic variation may help to identify which individuals are

most vulnerable to adverse experiences. Through investigating

Gene � Environment interactions, protective functions of

genes that may facilitate coping with stress may be discovered

(Cicchetti & Rogosch, 2009). For example, there are emerging

studies that have examined the protective role of the monoa-

mine oxidase A genotype (Nilsson et al., 2011) and H2 haplo-

type at chromosome 17q21.31 (Nelson et al., 2010) with regard

to the CSA-associated risk for alcohol consumption and alco-

hol dependence.

In conclusion, research into resilience in the aftermath of

CSA can be valuable, as it can inform clinical practice and sup-

port the development of a theoretical basis for interventions

that aim at attaining positive mental health. The findings of this

review suggest that a range of individual and environmental

factors moderate the adverse impact of CSA across different

developmental periods. In particular, strong evidence was

found for individual factors such as education and interpersonal

and emotional competence, control beliefs, active coping, opti-

mism, social attachment, and external attribution of blame.

Furthermore, the empirical evidence for the importance of

social support on both the family and the environmental level

is substantial. Therefore, preventive and clinical interventions
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for victims of CSA should utilize psychoeducation and cogni-

tive interventions adapted to the developmental level of vic-

tims and should enhance the social support provided by

significant others. Trauma-focused cognitive behavior ther-

apy (Cohen, Mannarino, & Deblinger, 2012) is one example

of a therapeutic intervention that successfully integrates sev-

eral evidence-based protective factors into their treatment

approach.

Critical Findings and Implications

� Resilience research can guide the development of treat-

ment and prevention programs;

� The best supported protective factors are education,

interpersonal and emotional competence, control

beliefs, active coping, optimism, social attachment,

external attribution of blame and by far, social support

from the family and wider social environment;

� Resilience rates among survivors of CSA range between

10% and 53%;

� Preventive and clinical interventions for survivors of

CSA should utilize psychoeducation and cognitive stra-

tegies adapted to the developmental level of victims and

enhance social support from significant others;

� Future research should focus on mechanisms underlying

effective and healthy adaptation to the stressor CSA

within longitudinal research designs, considering resili-

ence rather as a dynamic process with multiple dimen-

sions in a social and developmental context.
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