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 Abstract

 Objective: To examine the association between sexual
 abuse in childhood and adult depression in women.
 Design: Two stage, case detection and case
 identification design, using the 30-item general health
 questionnaire and the Beck depression inventory for
 screening and the affective items relating to current
 functioning on the schizophrenia and affective
 disorders schedule to identify depressed cases. Details
 of sexual abuse in childhood were elicited

 retrospectively by semistructured interview, and social
 problems by the social problems questionnaire.
 Setting: Three general practices, in middle class
 suburban, deprived inner city, and rural areas.
 Subjects: 1189 women were screened and 237
 subsequendy interviewed; 132 were depressed.
 Results: 49 (37%) of the depressed interviewees and
 24 (23%) of the non-depressed interviewees reported
 experience of sexual abuse when they were aged
 under 16 years. A positive association existed between
 the more severe abuse and depression?all those who
 had experienced penetration were depressed as
 adults. A relation was also found between sexual abuse

 in childhood and sexual problems, housing problems,
 and problems with their children at school.
 Conclusion: A positive association between child
 sexual abuse and depression was confirmed, but this
 was confined to more severe abuse (penetration or
 attempted penetration).

 Introduction
 Research into the psychosocial consequences of sexual
 abuse in childhood has focused mainly on distur
 bances that arise shortiy after the abusive experience.
 Long term effects have proved more difficult to investi
 gate. The relevant literature mainly comprises case
 reports and studies of special populations,1 most of
 which failed to use standardised instruments to meas

 ure psychopathology. Two recent community based
 studies, however, found an association between adult
 depression and sexual abuse in childhood,2 3 and stud
 ies of psychiatric patients also report higher than
 expected rates of past abuse.4 5

 We used screening questionnaires and semistruc
 tured interviews to examine the association between

 depression and sexual abuse in childhood among

 women in a general practice setting. No similar study in
 the whole of Ireland has involved personal interview.

 Method
 We recruited subjects from three general practices?in
 a middle class suburb of Dublin, an underprivileged
 area of Dublin, and a small town in the middle of the
 Republic of Ireland. All women aged over 18 years
 attending one morning and one evening surgery per
 general practice per week were included in the study.
 Each woman was recruited and screened only once.

 The study followed a standard, two stage design for
 case detection and case identification. For the screening
 stage, we used the 30-item general health questionnaire,6
 with a cut off score of 6, and the Beck depression inven
 tory,7 with a cut off score of 12. In all, 1213 women were
 asked to complete these questionnaires.

 Women who were classed as depressed on both of
 these screening questionnaires were invited to partici
 pate in the second stage. As well as these depressed
 respondents, every 10th woman (aged over 18)
 attending on the day of sampling was also invited for the
 second stage interview (regardless of whether she was
 classed as depressed on the screening questionnaires).
 This systematic sampling procedure allowed the forma
 tion of a comparison group of non-depressed women.

 At the second stage the women were interviewed by
 MC in a private room away from the waiting room. At
 this interview demographic data were collected, such as
 age, marital status, employment status, and psychiatric
 history. The interviewer used the affective items relating
 to current functioning on the schizophrenia and
 affective disorders schedule to confirm or reject a
 diagnosis of depression according to research diagnostic
 criteria.8 9 Fifty two women who were classed as
 depressed on the screening questionnaires subsequently
 failed to meet the criteria for depression at this
 interview; most of these women had adjustment
 disorders or dysthymia, and a few had been bereaved.
 These non-depressed women joined those who were
 not depressed either at screening or at the interview, to
 form a control group of 105 non-depressed women.
 Four women who were not classed as depressed at
 screening were found to be depressed at the interview,
 and these joined those found to be depressed at both
 screening and interview.

 Both in the group of depressed women and in the
 control group, social problems were assessed with the
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 Table 1 Relation between sexual abuse in childhood and

 depression in 237 women. Values are numbers (percentages) of
 women

 Sexual abuse Depressed (n=132) Not depressed (n=105)
 Abused 49/73 (67) 24/73 (33)

 Not abused 83/164 (51)_81/164 (49)
 x2=5.58; P value=0.0181; odds ratio=1.99 (confidence interval 1.08 to 3.7).

 social problems questionnaire, devised by Corney and
 Glare in 1985.10 The women were then asked about

 sexual abuse in childhood. They were asked a series of
 questions about specific types of abuse, and each ques
 tion was asked irrespective of any preceding negative
 answers. Sexual abuse in childhood was defined as "the

 involvement of a child (under 16 years) in sexual activi
 ties involving contact, which they did not fully
 understand and were not in a position to give
 informed consent?the activity being intended to
 gratify or satisfy the needs of the other person." Details
 of abuse were elicited with a semistructured interview.

 The study design was approved by the research eth
 ics cornmittee of St Patrick's Hospital. Data analysis was
 carried out with the Epilnfo programme, version 5, and
 X2 tests were used to compare proportions within
 groups. Stratified analysis with the %2 and Woolf tests was
 carried out to test the effect of depression on the relation
 between sexual abuse in childhood and social problems.

 Results
 In all, 1189 women returned completed general health
 questionnaires and Beck depression inventories
 (response rate at this first stage, 98%). Of the 298
 respondents who were classed as depressed at this stage,
 180 were subsequently interviewed (60% response rate),
 and of the 89 respondents who were not depressed, 57
 were interviewed (64% response rate), giving an overall
 response rate at the second stage of 61%.

 Those interviewed ranged in age from 18-87 years
 of age; 67% (158) were married; 80% (189) had one or
 more children; 50% (118) were housewives; and 27%
 (65) were in full time employment All social classes

 were represented.
 In all, 132 of the women interviewed met research

 diagnostic criteria for depression; 105 women were not
 depressed.

 Of the 237 women interviewed, 49 (37%)
 depressed women and 24 (23%) non-depressed
 women reported sexual abuse in childhood. Of these
 73 women, 8 (11%) had been subjected to penetration
 and a further 14 (19%) had attempted penetration; 46
 (63%) had been abused on more than one occasion; 34
 (47%) thought that their experience of sexual abuse in
 childhood had had a permanent damaging effect on
 them, and a further 13 (18%) thought that it affected
 them for a long time.

 We found a postive relation between sexual abuse
 in childhood and depression (table 1). However, this
 positive association was found to be due entirely to the
 more severe forms of abuse (table 2).

 We found no difference in social class between the

 abused and non-abused groups. Nor was there any
 difference between the social class of the women who

 had experienced severe sexual abuse in childhood and
 the rest of the population. Those who had experienced

 severe sexual abuse were significantly more likely to be
 separated or divorced than the rest of the population
 (26% v 7.5%, P value = 0.002).

 A significantly larger proportion of women who had
 experienced sexual abuse reported housing difficulties
 and problems with their children at school than did the
 non-abused women. They also reported significantly
 more sexual problems (table 3). The significance of these
 associations remained even when depression was
 controlled for as a possible confounding variable.

 Discussion
 Relation between sexual abuse in childhood and
 depression
 We found a positive association between the more severe
 forms of sexual abuse and depression (100% for women
 who had experienced penetration and 86% for
 attempted penetration). Previous studies involving clini
 cal samples have not yielded consistent results, with
 Peters finding an assotiation between sexual abuse in
 childhood and diagnosis of depression in psychiatric
 inpatients,11 but Meisselman finding no such associ
 ation.12 More recent studies using non-clinical samples,
 however, have indicated a positive assodation between
 sexual abuse in childhood and adult depression.2 313
 Bifulco et al showed an increased risk of depression in
 their sample of women who had experienced sexual
 abuse in childhood and found that the highest rates of
 depression were associated with more severe abuse.3
 Mullen et al also found that the severity of abuse was
 related to the degree of adult psychopathology, and they
 found that genital abuse and penetration made the
 main contribution to adult psychopathology.213 In our
 population of women who experienced sexual abuse in
 childhood, a positive association existed between sexual
 abuse and depression only when the abuse was severe,
 and no association was present when penetration or
 attempted penetration were excluded from the analysis.

 It has been suggested that the recall and discussion
 of abusive experiences plays a part in the generation of
 distress and disorders.14 We could not have created the

 depression that we measured, however, as the
 instruments we used?namely, the general health ques
 tionnaire, the Beck depression inventory, and the
 schizophrenia and affective disorders schedule?were
 all adrninistered before any mention of sexual abuse.

 Table 2 Number (percentage) of women who were depressed, according to type of
 sexual abuse they had experienced as children

 Sexual abuse Depressed (n=132) Not depressed (n=105)

 Not abused (n=164) 83 (51) 81 (49)
 Touch/non-penetrative (n=50) 28 (56) 22 (44)
 Attempted intercourse (n=14) 12 (86) 2 (14)
 Anal intercourse (n=1) 1(100) 0

 Vaginal intercourse (n=8) 8 (100) 0

 X2 =13.79; Pvalue=0.008.

 Table 3 Number (percentage) of women with social problems, according to whether
 they were sexually abused as children

 Problems with

 Housing problems children at school
 Sexual abuse (n=237) (n=125) Sexual problems (n=195)
 Abused (n=73) 18(25) 9(21) 26(43) ~
 Not abused (n=164) 14(9) 2(3) 24(18)
 X2 (P value)_11.24 (0.0008)_11.49(0.0007)_13.43 (0.0002)
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 Prevelance of sexual abuse in childhood
 Reported prevalence for sexual abuse in childhood
 varies from 6% to 62% of females,15"17 with prevalence
 at the higher end of the range when abuse not involv
 ing contact (such as exhibitionism, exposure to
 obscene phone calls, and harassment) is included.1718
 In our population 31% (of total population of 237
 women) reported sexual abuse involving contact
 before the age of 16 years. However, when severe
 abuse?namely, penetration or attempted penetration
 ?is excluded from the analysis, the rate of sexual abuse
 was 23%, which is the same as the overall rate of sexual

 abuse among our non-depressed population. This rate
 of 23% is comparable to those found in other commu
 nity sample studies using similar methodologies.1819

 Some evidence exists that people who give histories
 of sexual abuse in childhood are more likely to have
 various physical complaints,20 and thus the prevalence of
 sexual abuse in childhood among a population attend
 ing a general practice?such as our population?might
 be higher than in the general population. However, the
 study period was long (8 months) in order to capture
 infrequent attenders, and even frequent attenders were
 recruited and screened only once.

 The interview used in this study included a
 shortened version of the schizophrenia and affective
 disorders schedule as well as the social problems ques
 tionnaire and was designed to maximise the rapport
 between the interviewer and the subject before the
 sensitive area of abuse was approached. Disclosure was
 facilitated by multiple questions, giving subjects a vari
 ety of cues to respond to. However, because of the
 stigma and embarrassment attached to sexual abuse in
 childhood, our prevalence figures are, if anything, likely
 to be an underestimation as some people may still be
 reluctant to disclose such a history. The issue of false
 reporting or false memories is unlikely to have been an
 influencing factor as there were no incentives for
 reporting sexual abuse.

 Sexual abuse in childhood and problems with
 children at school
 Several authors have noted that some women who have

 experienced sexual abuse in childhood are particularly
 anxious and express some concern about the parental
 role. They feel that they cannot cope with their children's
 demands, have difficulty expressing affection towards
 them, or are confused as to how to discipline or respond
 to them.21 In 1981 Herman and Hirschman found that

 their incest group showed more fears of being
 inadequate mothers than the control group.22 Thus our
 finding of a significant relation between sexual abuse in
 childhood and reporting problems with children at
 school is interesting, but it must be interpreted with
 some caution as the total number of women experienc
 ing such problems was small.

 Sexual abuse in childhood and sexual problems
 The relation between sexual abuse in childhood and
 later sexual problems has received some attention over
 recent years.22 23 Our findings add support to studies that
 have found a positive association. It remains unclear,
 however, whether these sexual problems are a specific
 and isolated effect of sexual abuse in childhood or
 whether they are part of a constellation of disrupted
 interpersonal and intimate functioning. Previous studies

 Key messages

 Most researchers agree that a significant
 association exists between childhood sexual

 abuse and increased psychopathology as an
 adult
 The relation between sexual abuse in childhood

 and adult depression, however, has been unclear

 This study shows a positive association between
 severe sexual abuse (penetration or attempted
 penetration) in childhood and depression in
 adult life

 Women who had experienced more minor
 sexual abuse in childhood, however, were no

 more likely to be depressed than those with no
 history of sexual abuse

 found that people who had experienced sexual abuse in
 childhood had difficulties forming and maintaining
 trusting relationships22 24 and confiding in their part
 ners.23 Contrary to these findings, the women in our
 study who had experienced sexual abuse in childhood
 were not significantly more likely to report problems
 confiding in their partners than the non-abused women.
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 Understanding controlled trials

 Why are randomised controlled trials important?
 Bonnie Sibbald, Martin Roland

 Randomised controlled trials are the most rigorous
 way of determining whether a cause-effect relation
 exists between treatment and outcome and for
 assessing the cost effectiveness of a treatment. They
 have several important features:

 Random allocation to intervention groups
 Patients and trialists should remain unaware of

 which treatment was given until the study is
 completed?although such double blind studies are
 not always feasible or appropriate

 All intervention groups are treated identically
 except for the experimental treatment

 Patients are normally analysed within the group to
 which they were allocated, irrespective of whether they
 experienced the intended intervention (intention to
 treat analysis)

 The analysis is focused on estimating the size of the
 difference in predefined outcomes between inter
 vention groups.

 Other study designs, including non-randomised
 controlled trials, can detect associations between an

 intervention and an outcome. But they cannot rule out
 the possibility that the association was caused by a third
 factor linked to both intervention and outcome.
 Random allocation ensures no systematic differences
 between intervention groups in factors, known and
 unknown, that may affect outcome. Double blinding
 ensures that the preconceived views of subjects and cli
 nicians cannot systematically bias the assessment of
 outcomes. Intention to treat analysis maintains the
 advantages of random allocation, which may be lost if
 subjects are excluded from analysis through, for exam
 ple, withdrawal or failure to comply. Meta-analysis of
 controlled trials shows that failure to conceal random

 allocation and the absence of double blinding yield
 exaggerated estimates of treatment effects.1

 Although randomised controlled trials are power
 ful tools, their use is limited by ethical and practical
 concerns. Exposing patients to an intervention
 believed to be inferior to current treatment is often

 thought unethical. For example, a non-random study
 suggested that multivitamin supplementation during
 pregnancy could prevent neural tube defects in
 children.2 Although the study was seriously flawed,
 ethics committees were unwilling to deprive patients of
 this potentially useful treatment, making it difficult to
 carry out the trial which later showed that folic acid was
 the effective part of the multivitamin cocktail.? On the

 other hand, failure to perform trials may result in
 harmful treatments being used. For example, neonates
 were widely treated with high concentrations of oxygen
 until randomised trials identified oxygen as a risk
 factor for retinopathy of prematurity.4

 In other circumstances a randomised conn oiled trial

 may be ethical but unfeasible?for example, because of
 difficulties with randomisation or recruitmenL Indeed,
 once an intervention becomes widespread, it can prove
 impossible to recruit clinicians who are willing to
 "experiment" with alternatives. A recent attempt to con
 duct a trial of counselling in general practice failed when
 practitioners declined to recruit patients to be allocated
 at random.' Strong patient preferences may also limit
 recruitment and bias outcomes if not accommodated

 within the study design.'1
 A third limiting factor is that randomised

 controlled trials are generally more costly and time
 consuming than other studies. Careful consideration
 therefore needs to be given to their use and timing.

 Is the intervention well enough developed to permit
 evaluation? This can be especially difficult to decide
 when new interventions are heavily dependent on clini
 cians' skills (surgical procedures' or "talk" therapies).

 Is there preliminary evidence that the intervention
 is likely to be beneficial (from observational studies),
 including some appreciation of the size of the likely
 treatment effect? Such information is needed to
 estimate sample sizes and justify the expense of a trial.
 Given these constraints, it remains an ideal that all new
 healthcare interventions should be evaluated through
 randomised controlled trials. Given that poor design
 may lead to biased outcomes,' trialists should strive for
 methodological rigour and report their work in
 enough detail for others to assess its quality*
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