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Abstract
This study examined if abuse during childhood, rape in adulthood, and 
loss of resources predict a woman’s probability of reporting symptoms 
of posttraumatic stress disorder (PTSD), and whether resource loss 
moderates the association between reporting childhood abuse and PTSD 
symptoms. The sample included 767 women and was collected in publicly 
funded primary-care settings. Women who reported having been abused 
during childhood also reported more resource loss, more acute PTSD 
symptoms, and having suffered more adult rape than those who reported 
no childhood abuse. Hierarchical logistic regression yielded a two-variable 
additive model in which child abuse and adult rape predict the probability 
of reporting or not any PTSD symptoms, explaining 59.7% of the variance. 
Women abused as children were 1 to 2 times more likely to report PTSD 
symptoms, with sexual abuse during childhood contributing most strongly to 
this result. Similarly, women reporting adult rape were almost twice as likely 
to report symptoms of PTSD as those not reporting it. Resource loss was 
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unexpectedly not among the predictors but a moderation analysis showed 
that such loss moderated the association between child abuse and current 
PTSD symptoms, with resource loss increasing the number and severity of 
PTSD symptoms in women who also reported childhood abuse. The findings 
highlight the importance of early assessment and intervention in providing 
mental health care to abused, neglected, and impoverished women to help 
them prevent and reverse resource loss and revictimization.
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Posttraumatic stress disorder (PTSD) is commonly diagnosed among 
women users of publicly funded primary-care clinics. These women tend 
to be low income and have histories of physical, emotional, and sexual 
abuse that start in childhood. Women are indeed more likely than men to 
be abused during childhood (Stoltenborgh, van IJzendoorn, Euser, & 
Bakermans-Kranenburg, 2011), and childhood abuse often has negative 
psychosocial effects that reverberate into adulthood. Numerous studies 
have associated such abuse with increased risk of mental health problems 
during adulthood, including PTSD (Gilbert et al., 2009; Oswald, Heil, & 
Goldbeck, 2010; Vranceanu, Hobfoll, & Johnson, 2007). Moreover, other 
studies show that victims of childhood trauma often go on to experience 
additional trauma such as adult rape (“revictimization”; Widom, Czaja, & 
Dutton, 2008), trauma that by itself can trigger and exacerbate PTSD 
symptoms (Nishith, Mechanic, & Resick, 2000; Schumm, Hobfoll, & 
Keogh, 2004). Events of resource loss may also worsen and even trigger 
PTSD symptoms (Walter, Horsey, Palmieri, & Hobfoll, 2010), and child-
hood trauma and adulthood victimization have also been associated with 
resource loss (Walter & Hobfoll, 2009). Therefore, childhood abuse as 
well as adulthood rape and resource loss during adulthood may increase 
the probability of PTSD among low-income women (Walter et al., 2010). 
However, little is known about the factors that may moderate the impact of 
abuse on PTSD in women. The current study addresses this gap in clinical 
knowledge and practice by studying resource loss as a potential moderat-
ing factor of the development of PTSD symptoms (Walter & Hobfoll, 
2009; Walter et al., 2010). From a public health perspective, it is desirable 
to characterize the psychological profiles and life histories of women who 
develop PTSD symptoms because such knowledge can help improve early 
detection, treatment, and prevention of PTSD.
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This study of a sample of women recruited in Portuguese public primary-
care clinics focuses on whether childhood abuse, adulthood rape, and resource 
losses during adulthood predict PTSD symptoms and on whether resource 
loss weakens or compounds (interacts with or “moderates”) the association 
between child abuse and current PTSD symptoms.

Child Abuse Impact and Predictors of PTSD 
Symptoms Among Women in Primary-Care 
Settings

PTSD is a prevalent disorder that affects 2% to 5% of the general popula-
tion (American Psychiatric Association [APA], 1994, 2013). Studies on the 
prevalence of PTSD among people seeking primary health care show that 
as many as one in five patients have significant mental health problems, 
including PTSD, and that the lifetime prevalence of PTSD is 6.8% (Slone, 
2006). Among women, some experiences that qualify for Diagnostic and 
Statistical Manual of Mental Disorders (4th ed.; DSM-IV; APA, 1994) 
PTSD Criterion A (e.g., sexual abuse) also commonly lead to medical vis-
its. These findings suggest that PTSD may be prevalent in primary health 
care settings. However, PTSD often goes undetected in primary health care. 
In fact, general population studies of PTSD in primary care report between 
6.5% and 10.5% of current prevalence of PTSD and revealed higher rates 
in the female population (Taubman-Ben-Ari, Rabinowitz, Feldman, & 
Vaturi, 2001; Thulesius, Alveblom, & Hakansson, 2004).

It is important to understand the factors involved in the development and 
maintenance of PTSD among women in primary-care settings for prevention 
and intervention purposes (Spertus, Yehuda, Wong, Halligan, & Seremetis, 
2003). Among possible factors explaining PTSD are child physical and emo-
tional abuse (CPEA), and child sexual abuse (CSA), two traumatic experi-
ences that are commonly reported by women (World Health Organization 
[WHO], 2014). During childhood, between 5% and 10% of girls and up to 
5% of boys are exposed to penetrative sexual abuse, and up to 3 times this 
number are exposed to some type of sexual abuse (Gilbert et  al., 2009). 
Several studies support the link between child abuse and adulthood PTSD, 
suggesting that women are at higher risk compared with men as they suffer 
more child abuse (Chen et al., 2010; Oswald et al., 2010; Springer, Sheridan, 
Kuo, & Carnes, 2007; Vranceanu et al., 2007; WHO, 2014; Young & Widom, 
2014). Therefore, child abuse may contribute to the development of PTSD 
symptoms among women.
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Child abuse is known to have a detrimental effect on women’s mental 
health, subsequent victimization, and resource loss. Women who have expe-
rienced childhood abuse have higher rates of contact with public mental 
health services, higher rates of clinical disorders, and an increased risk of 
developing PTSD symptoms than do women who do not report such abuse 
(Cutajar et al., 2010). In addition, women who were physically and sexually 
abused in childhood are at increased risk of victimization in adulthood, 
including rape (Coid et al., 2001; Widom et al., 2008). Barnes, Noll, Putnam, 
and Trickett (2009) reported that abused females are almost twice as likely to 
have experienced sexual and physical revictimization, as compared with 
women who were not abused. Among all possible kinds of abuses, CSA is 
most predictive of revictimization and increases the victims’ risk of develop-
ing PTSD symptoms later on (Arata, 2000; Noll, Horowitz, Bonanno, 
Trickett, & Putnam, 2003; Trickett, Noll, & Putnam, 2011). Furthermore, 
prior research with abused women also suggests that abuse often is associated 
with loss of resources (Walter & Hobfoll, 2009; Walter et al., 2010). According 
to the literature, it is expected that women who report a history of child abuse 
are also more likely to report loss of resources, PTSD symptoms, and more 
adult rape than women without a history of abuse.

Vranceanu et  al. (2007) examined multiple forms of child abuse and 
neglect (child multi-type maltreatment; CMM) as predictors of PTSD and 
found them to be directly predictive of PTSD symptoms in adulthood. 
Particularly, sexual abuse and combined sexual and physical abuse have been 
linked to developing more acute PTSD symptoms (Hetzel & McCanne, 
2005). Rape in adulthood also may contribute to explain PTSD symptoms in 
women as it is more strongly associated with PTSD than other traumatic 
events and it is predictive of PTSD (Schumm et al., 2004). Even when events’ 
characteristics are controlled, having a rape history accounts for a unique part 
of the variance in PTSD risk (Ullman & Filipas, 2001).

Child Abuse, Resource Loss, and PTSD Symptoms

In addition to abuse during childhood and adulthood, a major factor that can 
exacerbate and sometimes trigger PTSD symptoms are events of resource 
loss (Hobfoll, 1989; Schumm et al., 2004; Walter & Hobfoll, 2009; Walter 
et al., 2010). Resources are defined as those personal characteristics, condi-
tions, objects, or energies that are valued by the individual or that serve as a 
means to attain desirable personal characteristics, conditions, objects, or 
energies. Environmental circumstances, such as child abuse, often threaten or 
cause a depletion of people’s resources, leading to resource loss (Hobfoll, 
1991; Walter & Hobfoll, 2009; Walter et al., 2010). These losses may include 
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interpersonal resources such as assistance from friends, material resources 
such as food or shelter, energy resources such as time, or family resources 
such as help with tasks at home. Moreover, Hobfoll’s (1989) Conservation of 
Resources (COR) theory posited that individuals who were abused have 
more difficulty in developing resources, and they may become more vulner-
able to stress.

Child abuse affects children’s ability to learn resource acquisition and 
maintenance processes, making them less able to acquire new resources and 
making resource loss more likely, as such abuse can interfere strongly with 
developmental and interpersonal processes necessary to acquire resources 
(Gringeri & Vogel-Ferguson, 2013). Child abuse is associated with subse-
quent resource loss because PTSD inhibits healthy emotional regulation and 
leads to avoidance of important resource networks (Walter et al., 2010). A 
connection between resource loss and adult rape has also been established in 
which psychological distress is followed by increased resource loss, with dis-
tress after rape as the underlying driver of resource loss (Monnier, Resnick, 
Kilpatrick, & Seals, 2002). Furthermore, isolated instances of sexual vio-
lence affect adult female survivors’ employment (e.g., time off, diminished 
performance, job loss, and inability to work) and economic well-being, 
decreasing their income over the life course (Loya, 2015).

Hobfoll’s (1991) theory sees PTSD as a disorder that develops and is 
maintained by a rapid loss of material and psychosocial resources. The litera-
ture suggests a potential cyclical nature of the association between resource 
losses and PTSD symptoms (Walter & Hobfoll, 2009), such that as losses 
rise, symptoms rise as well, and vice versa. For this reason, PTSD can be 
predictive of subsequent resource loss and such loss can be predictive of 
subsequent PTSD symptoms (Hobfoll, 1991; Johnson, Palmieri, Jackson, & 
Hobfoll, 2007; Walter & Hobfoll, 2009; Walter et  al., 2010). Controlling 
resource loss has been related to alleviation of PTSD symptoms (Walter & 
Hobfoll, 2009). PTSD symptoms may also worsen when women have diffi-
culties in acquiring and maintaining resources that would help them cope 
with stress. Therefore, resource loss is an important construct to consider 
when studying PTSD and may moderate in a strong manner the association 
between childhood abuse and PTSD symptoms, as abuse during childhood 
has a more detrimental effect on resource maintenance than adulthood rape 
does (Gringeri & Vogel-Ferguson, 2013; Walter et al., 2010).

In this context, the study of child abuse, adult rape, and resource loss is 
important because the literature shows that traumatic events such as child 
abuse and adult rape can lead to losses of resiliency resources that may con-
tribute to women developing PTSD symptoms, which in turn may contribute 
to further resource loss, making women increasingly vulnerable to future 
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stressors (Hobfoll, 1989, 1991; Johnson et al., 2007). The conceptual under-
standing of the role of resource loss in increasing one’s vulnerability to psy-
chopathological outcomes should help design more effective interventions.

The long-term negative association between childhood abuse and 
resource losses, and the role of resource losses in the association between 
childhood abuse and PTSD symptoms has been less studied (Johnson et al., 
2007; Schumm et al., 2004; Schumm, Stines, Hobfoll, & Jackson, 2005). 
Consistent with the COR perspective, this study examined if childhood 
abuse, adulthood rape, and resource losses during adulthood predict current 
PTSD symptoms, and whether resource loss moderates the association 
between child abuse and PTSD symptoms. Based on theory and previous 
empirical evidence, we hypothesized that women who reported having 
been abused as children would also report greater recent resource loss, 
higher current PTSD symptoms, and more adult rape than women not 
reporting such abuse; that those reporting abuse as children and those who 
were victims of rape in adulthood would be more likely to report PTSD 
symptoms; and that resource loss would moderate the association between 
childhood abuse and PTSD symptoms.

Method

Sample and Procedure

Women were individually approached and invited to participate in a study 
about women’s health while they were waiting to receive a free family-plan-
ning and gynecological consultation. The inclusion criteria were being a female 
and having minimum skills of reading and writing. Participants were volun-
teers and they were not compensated economically for their participation. 
Approximately 90% of those approached agreed to participate and were inter-
viewed by trained psychologists in a private room in the primary health care 
facility. All participants signed an informed consent form. Ethical approval for 
the study was given by the Northern Regional Health Administration of 
Portugal. Women who reported CSA, sexual assault, and PTSD were referred 
to the psychology service of the primary health care center.

Participants were 767 women recruited in public-funded primary health 
care settings in Northern Portugal. More than half reported a history of child-
hood abuse (62.6%). Participants were mostly Caucasian (99.6%), with an 
average age of 36.31 (SD = 11.16), ranging from 18 to 65. About one fifth 
attended high school (20.2%), nearly one third had a high school degree 
(32.2%), and almost one quarter had a college degree (22.3%). In terms of 
work status and marital status, 70.9% were employed, 52.3% were married, 
30.6% were single, and the others cohabitated, were divorced, or were 
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widowed. Yearly income was low, with 66.8% earning below €6.000 per year 
and 23.5% earning between €6.000 and €12.000 per year. Most women had 
one or more children (62.2%; M = 1, SD = 1.3; range = 0-12). No significant 
demographic differences were found between abused and non-abused women 
(Table 1).

Table 1.  Demographic Characteristics of the Sample (N = 767).

Variable

Cohort  
(N = 767)

Childhood Abuse

pa

Yes (n = 480; 
62.6%)

No (n = 287; 
37.4%)

n % n % n %

Age in years M (SD) 36.31 (11.16) 36.19 (11.03) 36.52 (11.40) .127
Age in categories
  18-29 243 31.7 150 31.3 93 32.4 .626
  30-39 235 30.6 153 31.9 82 28.6
  40-65 289 37.7 177 36.9 112 39
Highest grade completed
  Primary school 75 9.8 41 8.5 34 11.8 .225
  Eight grade or less 84 11 52 10.8 32 11.1
  Some high school 155 20.2 96 20 59 20.6
  High school graduate 248 32.3 149 31 99 34.5
  Some college 34 4.4 25 5.2 9 3.1
  College graduate 171 22.3 117 24.4 54 18.8
Employment status
  Employed 544 70.9 340 70.8 204 71.1 .942
  Unemployed 223 29.1 140 29.2 83 28.9
Marital status
  Married 401 52.3 245 51 156 54.4 .618
  Cohabitating 65 8.5 42 8.8 23 8
  Single 235 30.6 146 30.4 89 31
  Divorced 51 6.6 36 7.5 15 5.2
  Widowed 15 2 11 2.3 4 1.4
Yearly income
  Less than €6.000 512 66.8 322 67.1 190 66.2 .586
  €6.000-€12.000 180 23.5 108 22.5 72 25.1
  More than €12.000 75 9.8 50 10.4 25 8.7
Number of children
  None 290 37.8 171 35.6 119 41.5 .107
  One or more 477 62.2 309 64.4 168 58.5

aEstimated by t tests for differences in means and the Pearson χ2 of independence.
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Measures

Participants were administered several self-report questionnaires that had 
been previously adapted from the Women’s Health Study (Hobfoll, Jackson, 
Lavin, Johnson, & Schroder, 2002) and validated for use in Portugal by Costa 
and McIntyre (2006).

Demographic information.  Women reported their age, education, employment 
status, marital status, yearly income, and number of children.

Child abuse.  An abbreviated 11-item version of the Childhood Trauma Ques-
tionnaire (CTQ; Bernstein et al., 1994) was used to assess CPEA and CSA prior 
to 16 years of age. The CPEA subscale included five items (e.g., “When I was 
15 years old or younger, people in my family hit me so hard that it left me with 
bruises or marks”), and the CSA subscale included six items (e.g., “When I was 
15 years old or younger, I believe that I was sexually abused”), and items were 
answered on a 5-point scale (never true = 0 to always true = 4). Previous stud-
ies support the structural composition of the CTQ and its internal reliability 
(Bernstein et al., 1994). In this study, internal reliabilities for the CPEA (α = 
.81) and CSA (α = .94) subscales were good and excellent, respectively.

Adulthood rape.  Four items from the National Women’s Study (Resnick, Kil-
patrick, Dansky, Saunders, & Best, 1993) were used to assess the occurrence 
of different forms of rape (e.g., vaginal) since the age of 16 (e.g., “Since you 
were 16 years old, has a man ever made you have sex by using force or threat-
ening to harm you or someone close to you?” “How many times has this 
occurred?”). Resnick et al. (1993) validated this scale in a probability sample 
of U.S. women in which items showed strong predictive validity for PTSD. 
The total number of rape acts was computed by summing the total number of 
occurrences for all four items. Internal reliability for the total number of rapes 
was acceptable (α = .70).

Recent resource loss.  The 40-item version of the Conservation of Resources–
Evaluation (COR-E; Hobfoll, 1998; Hobfoll & Lilly, 1993) was used to mea-
sure the extent to which women had experienced global resource loss (e.g., 
deterioration in social, health, time, financial, housing conditions, and work) 
during the previous 3 months (e.g., “How much loss or threat of loss have 
you experienced in the last 3 months regarding . . . for example, adequate 
income”). Items were answered on a 3-point scale (no loss = 0 to a great deal 
of loss = 2). The COR-E has excellent concurrent, divergent, and predictive 
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validity in both community-based and trauma-based samples (Hobfoll & 
Lilly, 1993; Ironson et al., 1997), and the internal reliability of the total scale 
in this study was excellent (α = .93).

Abuse/assault-related PTSD.  The PTSD Symptom Scale–Self Reported (PSS-
SR; Foa, Riggs, Dancu, & Rothbaum, 1993) was used to measure severity of 
abuse and assault-related PTSD symptoms during the previous 2 weeks. To 
assess abuse-related PTSD, participants were first asked, “Have you ever 
been very emotionally upset because of sexual, physical, or any other abuse?” 
Participants who answered affirmatively were asked to respond to the 17 
items that address diagnostic symptoms of PTSD in the DSM-IV (APA, 
1994). To assess symptom severity, items were answered on a 4-point scale 
(not at all to very much). This scale has shown excellent internal reliability 
and concurrent, criterion validity in several trauma-based populations (Foa 
et al., 1993; Schumm et al., 2004; Schumm et al., 2005), and its internal reli-
ability in the current study was excellent as well (α = .96). According to pre-
vious research on PTSD severity levels (Foa et al., 1993; Nishith et al., 2000), 
results between 10 and 20 were considered moderate, and above 28, severe.

Data Analysis

Descriptive analyses of demographic, clinical, and psychosocial variables 
were performed. Mean and standard deviation were used to describe con-
tinuous variables. Categorical variables were described as absolute fre-
quencies and relative frequencies. Furthermore, t tests (for continuous 
variables) and chi-square tests (for categorical variables) were conducted to 
compare demographic, clinical, and psychosocial variables of women with 
and without a history of childhood abuse. Independent t tests were used to 
establish differences in recent resource loss, adulthood rape, and current 
PTSD symptoms between women reporting child abuse (CSA and/or 
CPEA) versus those who did not. The dependent variables were recent 
resource loss, current PTSD symptoms, and adulthood rape. The groups 
were defined according to the CTQ. A variable was created containing the 
sum of all items, so that results equal to zero indicated absence of childhood 
abuse and results greater than zero revealed the presence of childhood 
abuse. To analyze the association between CPEA severity, CSA severity, 
recent resource loss, adulthood rape, and current PTSD symptoms, 
Pearson’s r correlation coefficients were computed. All analyses but for the 
logistic regression were performed using a continuous dimensional mea-
sure of PTSD symptoms. For the logistic regression, the dependent variable 
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(PTSD symptom severity) was dichotomized to study the probability of 
having any PTSD symptoms versus not having any (having symptoms = 1, 
none at all = 0). The dichotomization tries to address the fact that in pri-
mary health care settings, individuals do not necessarily disclose (or com-
plaint about) common PTSD symptoms to their general practitioner, and 
therefore, it might be useful to consider a none versus any PTSD symptoms 
dichotomy, after confirming a trauma history, as a pre-screening procedure 
for patients who may need a referral for psychological treatment (National 
Collaborating Centre for Mental Health, 2005). Hierarchical logistic regres-
sion analyses were performed to test the effects of childhood abuse, recent 
resource loss, and adulthood rape in predicting current PTSD symptoms 
based on PSS-SR responses. Demographics were included in Step 1, fol-
lowed by childhood traumatic experiences in Step 2, recent resource loss in 
Step 3, and adulthood rape in Step 4. This four-step strategy allowed us to 
test the contribution of each group of variables while controlling for the 
socio-demographic variables. Odds ratio (OR), 95% confidence intervals 
(CI), and p values are presented for each analysis. All analyses were per-
formed with SPSS for Mac OSX version 22 software (SPSS, Inc., Chicago, 
IL). The moderation analysis was performed using the methodology pro-
posed by Baron and Kenny (1986), using a continuous dimensional mea-
sure of PTSD.

Results

Descriptive Data

Sixty-two percent of women reported at least one form of abuse, the most 
common being CPEA which was reported by 61.8% of women. A 5% 
minority reported sexual abuse, and 4.4% reported having suffered both 
forms of abuse. Although high levels of abuse were found (especially 
CPEA), reports of rape in adulthood were less common. Two percent of 
the women reported suffering at least one rape since age 16. Based on 
these frequency patterns, child abuse was a significant risk factor for adult 
rape (OR = 1.09; 95% CI = [1.01, 1.16], p = .050), with CSA having a 
specially important contribution (OR = 1.15; 95% CI = [1.04, 1.26], p = 
.005). Recent resource loss was common. Eighty-seven percent of women 
had experienced at least some loss during the previous 3 months. Finally, 
PTSD symptoms were reported by 5% of women. The results also showed 
that 1.7% had moderate PTSD symptoms and that 0.5% had severe PTSD 
symptoms.
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Differences Between Women With Versus Without Childhood 
Abuse

Women who reported having suffered childhood abuse also reported greater 
resource loss on average (M = 14.683, SE = .542) than did women not report-
ing such abuse (M = 10.652, SE = .717). An independent t test showed that 
the difference between conditions was statistically significant (t = 4.510, p < 
.001). In addition, women reporting childhood abuse also reported more 
PTSD symptoms (M = 1.004, SE = .208) than did women not reporting such 
abuse (M = 0.150, SE = .104), a difference that was significant (t = 3.676, p 
< .001). Finally, women who reported having suffered childhood abuse 
reported on average more instances of adult rape (M = 0.177, SE = .072) than 
did those not reporting childhood abuse (M = 0.024, SE = .024), a difference 
that was significant as well (t = 2.001, p = .046).

Relation Between Childhood Abuse (CSA and CPEA), Recent 
Resource Loss, Current PTSD Symptoms, and Adulthood Rape

The correlation between CPEA severity, CSA severity, recent resource loss, 
current PTSD symptoms, and adulthood rape is presented in Table 2. CPEA 
severity, CSA severity, adulthood rape, and recent resource loss were posi-
tively and significantly correlated with current PTSD symptoms (Table 2).

Childhood Abuse, Recent Resource Loss, and Adulthood Rape as 
Predictors of Risk for PTSD

The logistic regression equation examined the ability of our model to predict 
presence/absence of PTSD symptoms. Step 1 revealed no significant effects 
of demographic variables and added no significant amount of prediction to 
the null model (the constant-only model), as the Nagelkerke R2 of this step 
was .025 (see Table 3). Step 2 revealed effects of childhood traumatic experi-
ences, namely, that women reporting CPEA and CSA were 1 to 2 times more 
likely to report PTSD symptoms than women reporting no such abuse, with 
CSA showing a stronger effect. The inclusion of the second block of predic-
tors allowed us to account for a significant amount of additional variance 
compared with both the null model and the first block model (Nagelkerke  
R2 = .508). Step 3 revealed no significant effects of recent resource loss 
(Nagelkerke R2 = .513). Step 4 revealed significant effects of rape in adult-
hood, namely, that women reporting having been raped in adulthood were 
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Table 3.  Hierarchical Logistic Regression Equation Predicting PTSD Symptoms.

Step Variable Final Step OR
Final Step 
(95% CI) Step χ2(df) Model χ2(df)

1 Highest grade 
completed

1.06 [0.71, 1.58] 6.33 (4) 6.33 (4)

Yearly income 1.71 [0.76, 3.86]  
Employment 

status
0.68 [0.22, 2.11]  

Number of 
children

0.54 [0.17, 1.70]  

2 Child physical 
and emotional 
abuse

1.13* [1.01, 1.26] 132.50*** (2) 138.83*** (6)

Child sexual 
abuse

2.31*** [1.76, 3.02]  

3 Recent resource 
loss

1.02 [0.99, 1.06] 1.41(1) 140.24*** (7)

4 Adulthood rape 1.88** [1.21, 2.93] 25.61*** (1) 165.85*** (8)

Note. PTSD = posttraumatic stress disorder; CI = confidence interval; OR = odds ratio.
*p < .05. **p < .01. ***p < .001.

almost twice as likely to report PTSD symptoms than women reporting no 
such rape (Nagelkerke R2 = .597; see Table 3).

Table 2.  Pearson’s r Correlations and Descriptive Statistics for Scales Included in 
Logistic Regression.

Variable 1 2 3 4 5

1. CPEA severity —  
2. CSA severity .093** —  
3. �Recent resource 

loss
.131** .095** —  

4. �Current PTSD 
symptoms 
severity

.148** .598** .127** —  

5. Adulthood rape .028 .138** .042 .414** —
M (SD) 2.65 (3.58) 0.37 (2.11) 13.17 (12.13) 0.68 (3.78) 0.12 (1.28)

Note. CPEA = child physical and emotional abuse; CSA = child sexual abuse;  
PTSD = posttraumatic stress disorder.
**p < .01.
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A test with all significant univariate correlates against a constant-only 
model was significant, χ2(8, N = 767) = 165.85, p < .001, suggesting that the 
correlates, as a set, distinguished reliably between those who reported current 
PTSD symptoms and those who did not. The Hosmer–Lemeshow test of 
goodness of fit was not significant, χ2(8, N = 767) = 5.475, p = .706, suggest-
ing an adjustment fit to the data. Overall, the full model correctly classified 
97.5% of the participants, compared with the 95% correctly classified by the 
constant-only model. The full model explained more than half of the variance 
in current PTSD symptoms (Nagelkerke R2 = .597).

The Moderator Role of Recent Resource Loss in the Association 
Between Childhood Abuse (CSA and CPEA) and Current PTSD 
Symptoms

The results of the moderation analysis showed that recent resource loss mod-
erated the association between CPEA and current PTSD symptoms in the 
sample. Specifically, it showed that when recent resource loss was higher, 
women who reported CPEA were more likely to present current PTSD symp-
toms (t = 4.79, p < .001; see Figure 1).

The results also showed that recent resource loss moderated the associa-
tion between CSA and current PTSD symptoms in the sample. Although 

Figure 1.  The moderator role of recent resource loss in the association between 
CPEA and current PTSD symptoms.
Note. CPEA = child physical and emotional abuse; PTSD = posttraumatic stress disorder.
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Figure 2.  The moderator role of recent resource loss in the association between 
CSA and current PTSD symptoms.
Note. CSA = child sexual abuse; PTSD = posttraumatic stress disorder.

women who reported sexual abuse in childhood were likely to report current 
PTSD symptoms regardless of resource loss being higher or lower, they were 
more likely to report current PTSD symptoms when resource loss was greater 
(t = 21.16, p < .001; see Figure 2).

Discussion

Childhood abuse, adulthood rape, and resource loss during adulthood may 
increase the probability of PTSD among low-income women (Walter et al., 
2010). Consistent with the COR perspective (Hobfoll, 1989, 1991), this study 
analyzed whether childhood abuse, adulthood rape, and resource loss during 
adulthood predict PTSD symptoms and whether resource loss moderates the 
association between child abuse and PTSD symptoms.

The present study highlights how child abuse affects women’s lives in 
terms of both PTSD symptoms and resource loss. Overall, our hypotheses 
were confirmed. We found that women who reported a history of childhood 
abuse reported also greater recent resource loss, more acute PTSD symp-
toms, and more rape in adulthood than did women who did not report having 
suffered childhood abuse. The results are consistent with other studies that 
found women sufferers of childhood abuse to show an increased risk of 
developing PTSD symptoms (Cutajar et al., 2010; Trickett et al., 2011), of 
being revictimized (Barnes et al., 2009; Trickett et al., 2011; Widom et al., 
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2008), and of losing resources that help one cope with traumatic events 
(Hobfoll, 1991, 1998; Walter & Hobfoll, 2009; Walter et al., 2010).

In our sample, childhood abuse and adulthood rape are significantly asso-
ciated with reporting PTSD symptoms, and childhood abuse is a significant 
risk factor for PTSD symptoms. Indeed, childhood abuse makes a woman 2 
times more likely to suffer from PTSD symptoms later in life, with CSA con-
tributing most strongly. This is consistent with other studies that showed 
childhood abuse both to be associated with developing PTSD symptoms or 
PTSD (Brown, Burnette, & Cerulli, 2015; Chen et al., 2010; Oswald et al., 
2010; Springer et al., 2007; Young & Widom, 2014) and to be a predictor of 
such symptoms in adulthood (Vranceanu et al., 2007). Indeed, the literature 
shows that women abused as children have an increased risk of developing 
PTSD (Cutajar et al., 2010; Hetzel & McCanne, 2005). Particularly women 
victims of sexual abuse as children show deleterious sequelae across a host of 
biopsychosocial domains, including persistent PTSD (Trickett et al., 2011).

Adult rape too is significantly predictive of PTSD symptoms in our sam-
ple, again consistent with previous studies (Schumm et al., 2004; Ullman & 
Filipas, 2001). Women who reported adult rape were almost twice as likely to 
also report current PTSD symptoms than women not reporting such abuse. 
Our final overall model explains 59.7% of the variance in presence of PTSD 
symptoms, showing that childhood abuse and adulthood rape increases addi-
tively the probability of a woman showing PTSD symptoms in the sample.

The analysis showed that recent resource loss is positively correlated with 
reporting PTSD symptoms in the sample, consistent with studies that show 
such loss to increase the probability of PTSD symptoms (Schumm et al., 2004; 
Walter & Hobfoll, 2009; Walter et al., 2010). In addition, we found that resource 
loss is not a significant predictor of PTSD symptoms in the sample, contrary to 
previous studies that show resource loss to predict both new and chronic PTSD 
symptoms (Walter et al., 2010), and despite the fact that PTSD is often associ-
ated with loss of material and psychosocial resources (Hobfoll, 1991; Johnson 
et al., 2007; Walter et al., 2010). However, our moderation analysis showed that 
in our sample, resource loss shapes the association between abuse during child-
hood, be this physical, emotional, or sexual, and PTSD symptoms. Its moderat-
ing role is consistent with previous studies showing its association with 
impaired mental health in adult victims of childhood abuse (Walter & Hobfoll, 
2009). The moderation analysis showed that when recent resource loss is 
higher, women who suffered childhood abuse are even more likely to present 
current PTSD symptoms than women who suffered such abuse but reported 
less or no resource loss. Therefore in our sample, resource loss exacerbates 
how childhood abuse increases the probability of such abuse being associated 
with impaired mental health, consistent with previous studies (Walter & 
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Hobfoll, 2009). This effect is possibly due to childhood abuse interfering with 
resource acquisition and maintenance (Walter et al., 2010). Lack of a resource 
pool makes it more difficult for abused women to cope with stressors and 
makes them likely to suffer both additional resource losses and increasing 
inability to cope with stressors, creating a vicious cycle of resource loss and 
worsening PTSD symptoms (Hobfoll, 1989; Hobfoll, 1991).

As expected, childhood abuse was shown to be a significant risk factor for 
revictimization. Indeed, women in the sample who reported childhood abuse 
were more likely to also report adulthood rape than those not reporting child-
hood abuse. Moreover, in our study, CSA is associated with adulthood rape 
and predicts it, a result also found by other researchers (Arata, 2000; Noll 
et al., 2003; Trickett et al., 2011). Both of the above are consistent with stud-
ies showing women who were physically and sexually abused in childhood to 
be at increased risk of revictimization in adulthood (Barnes et al., 2009; Coid 
et al., 2001; Widom et al., 2008).

The ~5% of women in our sample with any PTSD symptoms may at first 
seem a low percentage, compared, for example, with the percentage of 
women with clinically significant PTSD in other samples (Taubman-Ben-Ari 
et al., 2001; Thulesius et al., 2004). However, a presence of at least one PTSD 
symptom is not a diagnosis of clinically significant PTSD, and people with at 
least one PTSD symptom (5%) cannot meaningfully be compared with peo-
ple with clinically significant PTSD diagnosis, for example, the 6.5% to 
10.5% reported by Taubman-Ben-Ari et al. (2001) and Thulesius et al. (2004). 
But the percentage of people with any PTSD symptoms should be higher, and 
indeed, the percentage of women with an actual PTSD diagnosis in our sam-
ple is 2.2%. Furthermore, these low percentages are consistent with previous 
reports that the Portuguese adult population shows a lower prevalence of 
clinically significant PTSD than do non-Portuguese samples (Albuquerque, 
Soares, Jesus, & Alves, 2003). Although this is not the venue to speculate 
about what causes the low percentages in our sample specifically and in 
Portugal in general, we mention quickly that in Portugal, people generally 
report fewer trauma events like rape, CSA, assaults with weapons, and other 
events that can cause PTSD than do people in the United States and the 
United Kingdom (Albuquerque et  al., 2003), so that PTSD in Portugal is 
expected to be rarer, and it is.

CPEA and CSA are the main factors explaining PTSD symptoms in our 
sample. Indeed, 62% of our women reported at least one form of childhood 
abuse, with CPEA being reported by 61.8% of women, a higher percentage 
than the 23% estimated by Taubman-Ben-Ari et  al.’s (2001) study among 
primary-care users. However, we tallied emotional abuse together with phys-
ical abuse, which may have inflated the number of traumatic events 
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compared with other studies that focus on physical or sexual abuse but 
exclude emotional abuse. Childhood emotional abuse, however, can also 
affect mental health. Powers, Thomas, Ressler, and Bradley (2011) found that 
of emotional, physical, and sexual abuse, only emotional abuse predicted 
schizotypal personality disorder. In our sample, emotional abuse during 
childhood is the most common type, with it being reported by 60.9% of the 
women compared with the 21.4% who reported childhood physical abuse. 
Indeed, childhood emotional abuse accounts numerically for the relatively 
high rates of CPEA in our sample. Although less commonly reported by 
women, childhood sexual abuse plays an important role in the development 
and maintenance of PTSD among women users of publicly funded primary-
care clinics. In our sample, 5% of women reported PTSD symptoms and 
another 5% reported childhood sexual abuse, consistent with results by other 
studies (5% to 10% of girls are exposed to penetrative sexual abuse during 
childhood; Gilbert et  al., 2009). Women reporting multiple forms of child 
abuse were also present in our sample (4.4%), which according to Vranceanu 
et  al. (2007) increased a woman’s probability of developing PTSD symp-
toms. Finally, only 2% of women in our sample reported having been raped 
after age 16, which is lower than reported by U.K. women users of public 
primary-care clinics (8%; Coid et  al., 2003). One may speculate that this 
result may be related to the type of traumatic situations normally encountered 
in the Portuguese context, which include sudden, violent death of family or 
friend, being robbed or assaulted, and witnessing accidents or deaths, in that 
order of frequency (Albuquerque et  al., 2003), so that violent crimes like 
assault with weapon, rape, and CSA appears to be less common in Portugal 
than in the United States (Breslau, 2001).

The current study has a number of limitations, namely, the use of self-
report questionnaires, a convenience sample not selected on the basis of injury 
or other trauma but recruited in waiting rooms at primary-care clinics, and its 
cross-sectional design. Future research should examine the predictors of 
PTSD using a longitudinal design. In addition, the low number of women 
reporting PTSD symptoms, CSA, and adult rape reduced statistical power to 
find additional significant results and samples with more such women should 
be used in future studies. Similarly, the non-assessment of intimate partner 
violence (IPV) limited the generalization of the results. Indeed, the conclu-
sions of the current study are limited by the narrow set of experiences and 
related factors that were measured; for example, there was no assessment of 
other types of life stressors, adversity, and exposure to violence during child-
hood, adolescence, and adulthood that can lead to resource loss and PTSD 
symptoms and may help one to account for the high rates of recent resource 
loss in our sample (87%). Similarly, no assessment was made of whether 
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participants had received mental health treatment at any time, and no other 
measures of emotional distress were assessed. Our findings help one under-
stand the unique experience of Portuguese Caucasian heterosexual women of 
low socio-economic status, but may not be pertinent to women of higher 
socio-economic status and different race, ethnic background, and sexual ori-
entation. With respect to ethnic diversity, our participants were 99.6% 
Caucasian heterosexual women but other studies show that ethnic origin can 
affect results. For example, higher occurrence of child abuse and child neglect 
have been reported among Black, Hispanic, and Asian/Pacific Islander chil-
dren (Hughes, 2006), and have been related to extra stress due to poverty, poor 
housing, unemployment, low income, immigration, language difficulties, cul-
tural differences, mental health problems, and discrimination (London 
Safeguarding Children Board, 2011). Our study should therefore be replicated 
in other ethnic groups and also among people with different sexual orienta-
tion, as sexual-minority youths are more likely to experience sexual abuse, 
parental physical abuse, and peer victimization during childhood and adoles-
cence (Friedman et al., 2011).

The above, however, should not mislead one into ignoring the strengths of 
our study. For instance, most studies of child abuse and adult rape have not 
included women users of public primary-care services. For this reason, this 
study adds to our understanding of the prevalence and predictors of PTSD 
symptoms in an under-researched group of women.

Our findings have several implications for public health policy making. 
First, this study stresses that women who suffered child abuse and adult rape 
are at high risk of developing PTSD symptoms. Both traumatic experiences 
are common among women, and therefore efforts to study and fight PTSD 
should seek out girls and women who have suffered childhood abuse and/or 
adult rape to prevent revictimization. Results from this study strongly suggest 
the need for an early assessment and intervention among abused and neglected 
women and their families as crucial elements in preventing (further) resource 
loss, revictimization, and mental health degradation.

Second, the fact that resource loss is a risk factor points to the desirability of 
interventions that aim to prevent and reverse such loss (especially loss of per-
sonal resources like self-esteem and interpersonal/social skills). Evidence-based 
strategies have been effective in either establishing or replenishing resources. 
They include correcting trauma-related cognitive distortions through trauma-
focused cognitive-behavioral treatment (CBT; Drozdek, 2015) and training to 
enhance self-efficacy and relationship skills, to help these women prevent fur-
ther resource loss (Vranceanu, Stines, Schumm, Lamoureux, & Hobfoll, 2011). 
Improved self-efficacy and relationship skills (e.g., when asking for help) may 
alleviate symptoms, help women negotiate challenging circumstances, and 
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protect them against the mental health damage ensuing from exposure violence. 
Future research should investigate intervention strategies that foster personal 
resources (such as self-esteem) and alleviate PTSD symptoms, for example, 
interventions that teach women how to mobilize resource networks. Primary 
health care venues need to provide psychosocial treatment for abused women 
with PTSD symptoms, particularly to those with poorer resources.
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