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ABSTRACT

Introduction: Women’s sexuality is inﬂuenced by their perceptions of their bodies. Negative body appraisals
have been implicated in the development and maintenance of sexual concerns in women with a history of
childhood sexual abuse (CSA). The sexuality of these women is often expressed in extremes of approach and
avoidant sexual tendencies, which have been related to the sexual inhibition and sexual excitation pathways of the
dual control model.
Aim: To test the inﬂuence of body esteem on the sexual excitation and inhibition responses of women with and
without a history of CSA.
Methods: One hundred thirty-nine women with CSA and 83 non-abused women reported on their abuse
history, depressive symptomology, sexual response, and affective appraisals of their body.
Main Outcome Measures: Validated self-report measurements of sexual excitation and inhibition responses
(Sexual Excitation/Sexual Inhibition Inventory for Women) and body esteem (Body Esteem Scale) were
administered.
Results: Body esteem was signiﬁcantly associated with sexual inhibition responses of women regardless of CSA
history status but was signiﬁcantly related only to the sexual excitation responses of women with a CSA history.
Perceived sexual attractiveness was a unique predictor of sexual excitation in women with a history of CSA.
Conclusion: Women with a history of CSA have lower body esteem than non-abused women, particularly in
self-perceived sexual attractiveness, and these perceptions appear to inﬂuence their sexual responses by acting on
the sexual excitation and inhibition response pathways.
J Sex Med 2016;13:1718e1728. Copyright  2016, International Society for Sexual Medicine. Published by Elsevier
Inc. All rights reserved.
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INTRODUCTION
Women’s sexuality is inﬂuenced by how they perceive their
bodies.1 Body image and one’s body-related esteem have been
deﬁned as cognitive and affective appraisals of one’s body that
develop with socialization and experience.2 Body shame
in women has been associated with greater sexual selfconsciousness, less sexual pleasure, and more sexual problems.1
Previous research also has implicated body esteem in the sexual
desire of women.3 Research has demonstrated that negative body
evaluations during sexual activity can negatively affect sexual
functioning owing to cognitive and affective interference4 and are
signiﬁcantly related to fewer sexual experiences, less sexual
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assertiveness, and more sexual anxiety and avoidance.5 Pujols
et al6 found that higher levels of body esteem predicted higher
levels of women’s sexual satisfaction even after controlling for
sexual functioning. However, other research has found no
signiﬁcant relation between women’s body image and sexual
satisfaction after controlling for body mass and relational factors.7
Sexual traumatization, such as childhood sexual abuse (CSA),
seems particularly relevant to one’s attitudes toward one’s
body.8,9 This might be due to areas of the women’s bodies
triggering potentially traumatic memories of the violation against
their bodies.10 Body esteem related to sexual attractiveness has
been found to be signiﬁcantly lower in women with a history of
CSA compared with non-abused women.11 In one study, women
who experienced sexual traumatization demonstrated signiﬁcantly more negative body appraisals than did those with
non-sexual traumatization or those with no history of trauma.9
These results suggest that CSA history is related to individuals’
perceptions of, and attitudes toward, their bodies.
J Sex Med 2016;13:1718e1728
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Women with CSA histories often develop sexual selfperceptions integrating their early abuse, which can affect their
adult sexuality.12 Women with a history of CSA have reported
contrasting tendencies toward seeking out or avoiding sexual
experiences, with many women falling at the extremes of this
continuum with hypersexual and hyposexual tendencies.13 The
dual control model describes two neurophysiologic pathways that
drive and restrain sexual responses and behavior: sexual excitation
and sexual inhibition.14e16 Greater sexual excitation and less
sexual inhibition have been found to predict for hypersexuality
and sexually compulsive behaviors.17,18 The sexual excitation and
inhibition pathways are believed to form in response to early
sexual experiences and respond adaptively.15,16 Women with
CSA histories form adaptive sexual responses after their abuse
that can be inﬂuenced by their body appraisals and sexual selfperceptions.
A meta-analysis of various sexual excitation and inhibition
responses in women found that women with CSA histories often
demonstrate greater inhibitory and less excitatory responses than
women without CSA in the presence of sexual stimuli. However,
the results also indicated that women with CSA histories showed
greater sexual excitation than did non-abused women in the
absence of sexual stimuli.13 Rellini13 argued that the sexual
excitation and inhibition pathways of sexual response might
allow for hyper- and hyposexual tendencies within the same individual. Little research has been done on potential mechanisms
for understanding these sexual responses in women with CSA
histories.
Body esteem could play a role in the sexual outcomes of
women with CSA histories by acting on sexual excitation and
inhibition response pathways. To date, only one study has
examined the role of body esteem in the sexual response of
women with a history of CSA. In a sample of 57 women with
CSA histories and 47 controls, Wenninger and Heiman11 found
that body image variables related to health and sexual
attractiveness explained a signiﬁcant amount of the variance
in women’s reported sexual functioning even after controlling
for CSA.

AIM
The present study aimed to expand on these ﬁndings by
assessing potential differences in body esteem between women
with and women without a history of CSA and determining the
role body esteem plays in these women’s sexual excitation and
inhibition responses. We hypothesized (i) CSA history would
moderate the relation between body esteem and sexual response,
such that women with a history of CSA and low body esteem
would demonstrate more sexual inhibition and less sexual excitation than non-abused women, and (ii) body esteem would be a
unique predictor of sexual response in women with a CSA
history after controlling for other known correlates of sexual
response.
J Sex Med 2016;13:1718e1728

METHODS
Participants and Procedure
Recruitment
Participants were recruited using newspaper advertisements
and posts on community websites. Advertisements for women
with a history of CSA called for women with a history of unwanted sexual contact in childhood who were interested in
receiving psychological treatment for sexual problems. Advertisements for women without a history of CSA called for women
who were interested in participating in a study on women’s
sexual experiences and sexual health (see Meston et al19 for a
description of the treatment protocol and Harte et al20 for
participant attrition). Women who were interested in the study
called the laboratory and were given an initial telephone
screening interview. Those who met the requirements were
scheduled for a more intensive intake interview in which all
eligibility criteria were conﬁrmed. Recruitment began in 2006
and was completed in 2010.
Inclusion and Exclusion Criteria
To be included in the study, women with and without a
history of CSA were required to be at least 18 years of age,
sexually active, and report sexual dysfunction, distress, or low
sexual satisfaction. Exclusion criteria were women younger than
18 years old, not sexually active at the time of the study,
receiving psychotherapy for sexual or abuse-related concerns at
the time of the study, having experienced a traumatic event in
the 3 months before the study, having experienced sexual abuse
or assault within 2 years before the study, having an untreated
psychiatric disorder in the 6 months before the study, being in an
abusive relationship at the time of the study, currently using
illicit drugs, or currently suicidal. Women without CSA histories
also were excluded if they reported any history of unwanted
sexual experiences as an adult. Women who were taking
psychoactive medications were allowed in the study if they were
on a stable dose for at least 3 months before the study.
Two hundred twenty-ﬁve women with CSA histories were
screened for eligibility. Forty-one women were excluded for
eligibility reasons (absence of sexual problems, n ¼ 17; sexual
abuse within the past 2 years, n ¼ 10; concomitant psychotherapy, n ¼ 8; suicidality, n ¼ 6; travel or time commitment
difﬁculties, n ¼ 7). An additional 38 women who were eligible to
participate in the study withdrew from the study before their ﬁrst
assessment. The ﬁnal sample with CSA histories was comprised
of 139 women.
Procedure
Eligible women came into the laboratory for their intake
assessment as part of a larger treatment outcome study19 and
signed an informed consent form before completing measurements on their sexual experience history, cognitive and affective
appraisals of their body and bodily functions, depression
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Table 1. Characteristics of the abuse experienced by the women with childhood sexual abuse histories as measured by the Childhood
Sexual Abuse Measure (n ¼ 139)*
Abuse characteristics
Touched, pinched, fondled
Onset†
One time
Multiple times
Family member perpetrator
Non-familial perpetrator
Forced to touch another’s genitals
Onset†
One time
Multiple times
Family member perpetrator
Non-familial perpetrator
Forced oral sex
Onset†
One time
Multiple times
Family member perpetrator
Non-familial perpetrator
Forced intercourse
Onset†
One time
Multiple times
Family member perpetrator
Non-familial perpetrator

In childhood (0e11 y), n (%)

In adolescence (11e17 y), n (%)

105
5
100
79
60

(75.5)
(4.6)
(71.9)
(56.8)
(43.2)

13
8
84
50
94

(9.3)
(5.8)
(60.4)
(36.0)
(67.6)

77
9
68
58
36

(55.4)
(6.5)
(48.9)
(42.7)
(25.9)

11
11
41
34
42

(7.9)
(7.9)
(29.5)
(24.5)
(30.2)

52
4
48
43
20

(37.4)
(2.9)
(34.5)
(30.9)
(14.4)

17
13
28
25
33

(12.2)
(9.4)
(20.1)
(18.0)
(23.7)

65
15
50
50
28

(46.8)
(10.8)
(36.0)
(36.0)
(20.1)

26
25
36
32
47

(18.7)
(18.0)
(25.9)
(23.0)
(33.8)

*Percentages listed are of those who reported a history of childhood sexual abuse, not the entire sample.
†
Developmental stage in which that abuse experience ﬁrst occurred.

symptomology, and their sexual responses. All study procedures
were approved by the institutional review board of The
University of Texas at Austin.
Sample Characteristics
The ﬁnal sample used in analyses (N ¼ 222) included 139
women with a history of CSA (at least one involuntary sexual
experience, deﬁned as unwanted oral, anal, or vaginal intercourse, penetration of the vagina or anus using objects or digits,
or genital touching or fondling before 18 years of age) and 83
women without a history of CSA. Of the women with CSA
histories, 105 (75.54%) reported a CSA experience of penetrative
vaginal or anal intercourse or oral sex. Regardless of the type of
CSA experienced, most reported these experiences occurring
multiple times and beginning in childhood (0e11 years old) as
opposed to adolescence (12e17 years old). Frequencies and
descriptive information about the CSA experiences of the present
sample are presented in Table 1.
Participants’ age ranged from 18 to 64 years (mean ¼ 34,
SD ¼ 10.88) and participants were relatively well educated, with
most having completed at least some college-level education
(71.70%). Most women were Caucasian (68.00%) and married
or in a committed relationship (58.50%). Self-reported sexual
orientation on a six-point Kinsey scale demonstrated that most

women rated themselves as exclusively (39.60%) or predominantly (37.40%) heterosexual. Women with CSA histories were
signiﬁcantly older (mean ¼ 34.40, SD ¼ 10.05) than women
without CSA histories (mean ¼ 30.93, SD ¼ 11.14,
t217 ¼ 2.38, P ¼ .018, d ¼ 0.33); however, age was not
signiﬁcantly related to any of the outcome measurements at the
bivariate level (body esteem, sexual excitation, sexual inhibition)
and therefore was not controlled for in analyses of group differences on these measurements. Full demographic information
is presented in Table 2 and bivariate correlation coefﬁcients of all
continuous measures and participant age are listed in Table 3.

Materials
Childhood Trauma QuestionnaireeSexual Abuse Factor
The Childhood Trauma QuestionnaireeSexual Abuse
Factor21 was used to conﬁrm the presence of childhood sexual
abuse in the sample after initial intake screening. Participants
respond to questions phrased as “When I was a child .” on a
ﬁve-point Likert-style response set from 1 (never true) to 5 (very
often true). Participants who responded to the experiences as
having occurred (responses > 1 [never true]) were coded as
having a history of CSA. The continuous score was averaged and
used to determine the pervasiveness of the abuse. The Childhood
J Sex Med 2016;13:1718e1728
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Table 2. Demographic information for entire sample and by CSA Hx status
Variable

Entire sample (N ¼ 222)

No CSA Hx (n ¼ 83)*

CSA Hx (n ¼ 139)†

Age (y), mean (SD); range
Race and ethnicity, n (%)‡
Caucasian
African American
Native American
Hispanic or Latina
Asian American
Other
Missing
Education completed, n (%)
Some high school or less
High school or GED
Some college or degree
Advanced degree
Missing
Relationship status, n (%)
Single, not dating
Single, dating
Committed
Married
Missing
Relationship history, n (%)
Divorced
Separated
Widowed
Never married
Missing
Sexual orientation, n (%)
0 (exclusively heterosexual)
1
2
3 (equally heterosexual and homosexual)
4
5
6 (exclusively homosexual)
Missing

33.10 (10.58); 18e64

30.93 (11.14); 18e64

34.40 (10.05); 19e63

151
23
13
31
12
12
3

(68.0)
(10.4)
(5.9)
(14.0)
(5.4)
(5.4)
(1.4)

58
7
2
8
7
4
1

(69.9)
(8.4)
(2.4)
(9.6)
(8.4)
(4.8)
(1.2)

93
16
11
23
5
8
4

(66.9)
(11.5)
(7.9)
(15.5)
(3.6)
(5.8)
(2.8)

4
22
160
33
3

(1.8)
(9.9)
(72.1)
(14.9)
(1.4)

1
7
59
15
1

(1.2)
(8.4)
(71.7)
(18.1)
(1.2)

3
15
101
18
2

(2.2)
(10.8)
(72.7)
(12.9)
(1.4)

46
37
82
48
9

(20.7)
(16.7)
(36.9)
(21.6)
(4.1)

20
21
32
7
3

(24.1)
(25.3)
(38.6)
(8.4)
(3.6)

26
16
50
41
6

(18.7)
(11.5)
(36.0)
(29.5)
(4.3)

69
12
2
129
10

(31.1)
(5.4)
(0.9)
(58.1)
(4.6)

17
3
0
60
3

(20.5)
(3.6)
(0.0)
(72.3)
(3.6)

52
9
2
69
7

(37.4)
(6.4)
(1.4)
(49.6)
(5.0)

88
83
18
11
3
7
4
8

(39.6)
(37.4)
(8.1)
(5.0)
(1.4)
(3.2)
(1.8)
(3.6)

37
35
6
1
0
1
1
2

(44.6)
(42.2)
(7.2)
(1.2)
(0.0)
(1.2)
(1.2)
(2.4)

51
48
12
10
3
6
3
6

(36.7)
(34.5)
(8.6)
(7.2)
(2.2)
(4.3)
(2.2)
(4.3)

CSA Hx ¼ childhood sexual abuse history; GED ¼ General Educational Development.
*Women with no reported history of CSA.
†
Women with a reported history of CSA.
‡
Race and ethnicity was not mutually exclusive; participants selected all that applied.

Trauma Questionnaire has high reported internal consistency
(Cronbach a ¼ 0.79e0.94) and test-retest reliability (intraclass
correlation ¼ 0.88).22
Childhood Sexual Abuse Measure
The Childhood Sexual Abuse Measure23 is a 13-item measurement that assesses speciﬁc characteristics of abuse including the
type of abuse experienced, the duration of the abuse, and the
individual’s relationship to the perpetrator. For the present study,
variables assessing the type of abuse experienced, the developmental
stage of onset of the abuse (childhood or adolescence), whether the
J Sex Med 2016;13:1718e1728

perpetrator was a family member, and whether the abuse occurred
once or multiple times were investigated descriptively.
Beck Depression InventoryeII
The Beck Depression InventoryeII24 is a widely used and
highly validated 21-item questionnaire measuring depression.
Participants rate the extent to which they express various
depression symptomology on four-point scales. Scores range
from 0 to 63, with higher scores reﬂecting greater
depression and scores from 29 to 63 indicating severe
depression.25
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Table 3. Pearson bivariate correlation coefﬁcients between participant age, depression, sexual excitation, sexual inhibition, body esteem,
and CSA pervasiveness, for the entire sample (N ¼ 222)
Variable

1. Age

2. BDI-II

3. SESII-W-SE

4. SESII-W-SI

5. BES-SA

6. BES-WC

7. BES-PC

8. CTQ-SA

1
2
3
4
5
6
7
8

1

0.01
1

0.07
0.06
1

0.06
0.24†
0.31‡
1

0.04
0.26‡
0.38‡
0.35‡
1

0.06
0.24†
0.11
0.18*
0.61‡
1

0.03
0.26‡
0.14*
0.16*
0.60‡
0.66‡
1

0.09
0.31‡
0.17*
0.25‡
0.31‡
0.31‡
0.26‡
1

BDI-II ¼ Beck Depression InventoryeII; BES-PC ¼ Body Esteem ScaleePhysical Condition Subscale; BES-SA ¼ Body Esteem ScaleeSexual Attractiveness
Subscale; BES-WC ¼ Body Esteem ScaleeWeight Concerns Subscale; CTQ-SA ¼ Childhood Trauma QuestionnaireeSexual Abuse Subscale; SESII-W-SE ¼
Sexual Excitation/Sexual Inhibition Inventory for WomeneSexual Excitation Subscale; SESII-W-SI ¼ Sexual Excitation/Sexual Inhibition Inventory for
WomeneSexual Inhibition Subscale.
*P < .05.
†
P < .01.
‡
P < .001.

Body Esteem Survey
The Body Esteem Survey26 is an inventory in which participants indicate how positively or negatively they feel about 35
different body parts (eg, thighs) and functions (eg, sex drive) on a
ﬁve-point Likert scale ranging from 1 (I have strong negative
feelings) to 5 (I have strong positive feelings). The scale is
comprised of three domains of body esteem—sexual attractiveness, weight concerns, and physical condition—that have
demonstrated high internal consistency (Cronbach a ¼ 0.78,
0.87, and 0.82, respectively).26 Higher scores on each of the
subscales indicate more positive body esteem.
Sexual Excitation/Sexual Inhibition Inventory for Women
Women’s excitatory and inhibitory sexual responses were
assessed using the Sexual Excitation/Sexual Inhibition Inventory
for Women (SESII-W).27 The SESII-W is a widely used and
highly validated 36-item scale that was developed speciﬁcally to
measure the sexual excitation and inhibition pathways of women
based on the dual control model.27 Items are rated on a fourpoint Likert scale ranging from 1 (strongly agree) to 4
(strongly disagree), with lower scores reﬂecting greater excitation
or inhibition responses. The sexual excitation factor has
demonstrated high internal consistency (Cronbach a ¼ 0.70),
whereas the sexual inhibition factor has moderate internal
consistency (Cronbach a ¼ 0.55).24 The normative data of the
SESII-W suggest that moderate scores across factors are indicative of normal functioning, with more extreme scores suggesting
potentially problematic functioning.27

Statistical Analyses
CSA History
Based on responses to the telephone screen questions about
involuntary sexual experiences occurring before 18 years of age
and corresponding results on the sexual abuse domain of the

Childhood Trauma Questionnaire, women were coded as
having a CSA history if they reported being molested during
childhood, were made to engage in sexual activity during their
childhood, or self-identiﬁed as being sexually abused during
childhood. Women who did not report these experiences
comprised the noeCSA history group.

Main Outcome Measures
The main predictor variable of the present study was CSA
history status (0 ¼ no history of CSA, 1 ¼ CSA history). The
main outcome variables of the present study were sexual excitation and sexual inhibition as measured by the SESII-W.
Secondary outcome variables were body esteem, as measured
by the Body Esteem Survey, and depression symptomology, as
measured by the Beck Depression InventoryeII.
The outcome measurements of sexual excitation, sexual
inhibition, body esteem, and depression were analyzed for
their zero-order correlations (Table 3) with each other and
relevant demographics to understand the bivariate relations of
the variables within the present sample. Differences between
women with and those without a history of CSA on these
outcome measurements were assessed to understand group
differences in body esteem, depression, and sexual excitation
and inhibition. Body esteem and depression also were used as
covariates in separate multivariate analyses of covariance on the
relation between CSA history and sexual excitation and inhibition responses to assess the interactive inﬂuence of CSA
history and these variables on reported sexual response.
Hierarchical regressions were used to determine the unique
role of body esteem as a predictor of sexual response in
women with and those without CSA histories separately.
Although excitation and inhibition are separate constructs,
they are not entirely independent of each other in that inhibition might be related to excitation in the overall sexual
J Sex Med 2016;13:1718e1728
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Table 4. Descriptive information of body esteem, sexual excitation, sexual inhibition, and depression for entire sample (N ¼ 222) and by
CSA Hx status
95% CI
Scale

Group

BDI-II
No CSA*
CSA Hx†
SESII-W-SE
No CSA
CSA Hx
SESII-W-SI
No CSA
CSA Hx
BES-SA
No CSA
CSA Hx
BES-WC
No CSA
CSA Hx
BES-PC
No CSA
CSA Hx

n

Mean (SD)

Range

LL

UL

202
78
124
212
83
129
212
83
129
222
83
139
222
83
139
222
83
139

15.95
11.85
18.52
43.03
41.57
43.97
33.57
35.99
32.02
48.11
51.75
45.94
29.57
33.06
27.49
29.17
31.31
27.89

0e42
0e38
0e42
25e84
25e66
27e84
17e54
22e54
17e54
23e69
35e69
23e68
10e50
15e50
10e50
9e45
16e45
9e45

14.49
9.66
16.72
42.82
39.98
42.27
32.59
34.63
30.73
46.95
50.13
44.46
28.36
31.13
26.03
28.26
29.88
26.75

17.40
14.03
20.33
44.24
43.15
45.67
34.55
37.35
33.30
49.27
53.36
47.00
30.78
34.99
28.95
30.08
32.75
29.03

(10.47)
(9.70)
(10.15)
(8.93)
(7.25)
(9.77)
(7.21)
(6.23)
(7.39)
(8.76)
(7.38)
(8.82)
(9.15)
(8.82)
(8.72)
(6.88)
(6.58)
(6.77)

BDI-II ¼ Beck Depression InventoryeII; BES-PC ¼ Body Esteem ScaleePhysical Condition Subscale; BES-SA ¼ Body Esteem ScaleeSexual Attractiveness
Subscale; BES-WC ¼ Body Esteem ScaleeWeight Concerns Subscale; CSA Hx ¼ childhood sexual abuse history; LL ¼ lower limit; SESII-W-SE ¼ Sexual
Excitation/Sexual Inhibition Inventory for WomeneSexual Excitation Subscale; SESII-W-SI ¼ Sexual Excitation/Sexual Inhibition Inventory for WomeneSexual
Inhibition Subscale; UL ¼ upper limit.
*Women with no reported CSA Hx.
†
Women with reported CSA Hx.

response.16 As such, sexual inhibition was used as a control
variable (entered at step 1) in regressions on sexual excitation.

RESULTS
Group Differences
To assess for differences between women with and those
without a history of CSA on depression symptomology, the three
domains of body esteem, the two pathways of sexual response, and
a series of two-sided independent-samples t-tests with a Bonferroni
adjustment for number of comparisons (k ¼ 6; a/6 ¼ 0.008) were
run. With all parametric assumptions met, results demonstrated
that women with a history of CSA reported signiﬁcantly more
depressive symptomology than those without a CSA history
(t200 ¼ 4.63, P < .001, d ¼ 0.67). Women with CSA histories
also had signiﬁcantly lower body esteem (t220 ¼ 5.07, P < .001,
d ¼ 0.68) across all three domains (sexual attractiveness, weight
concerns, and physical condition) compared with non-abused
women, with the strongest effect demonstrated for body esteem
related to sexual attractiveness (t220 ¼ 5.03, P < .001, d ¼ 0.68).
Women with CSA histories had signiﬁcantly more sexual inhibition (t210 ¼ 4.06, P < .001, d ¼ 0.70) than women with no
history of CSA. There was no signiﬁcant difference between
J Sex Med 2016;13:1718e1728

women with and those without a history of CSA on sexual
excitation (t210 ¼ 1.94, P ¼ .056, d ¼ 0.27). Women with a
history of CSA demonstrated a wider range of sexual excitation
than non-abused women. The mode for sexual excitation of
women with a history of CSA was 41, whereas the mode for nonabused women was 36. Recall that higher scores reﬂect less sexual
excitation. Group and sample means are presented in Table 4 for
all outcome variables.
Given the group differences in depressive symptomology, a
multivariate analysis of covariance was conducted to assess the
role of depression in the relations between CSA history and
sexual excitation and inhibition. With all assumptions met, there
was a signiﬁcant main effect of CSA history after controlling for
depression on sexual excitation and inhibition at the multivariate
level (Wilks l ¼ 0.964, F2,192 ¼ 3.59, P ¼ .030, d ¼ 0.39).
There also was a signiﬁcant covariate effect of depression
symptomology on sexual excitation and inhibition at the
multivariate level (Wilks l ¼ 0.963, F2,192 ¼ 3.69, P ¼ .027,
d ¼ 0.39), but the interaction between CSA history and
depression symptomology was not signiﬁcant.
Between-subjects effects demonstrated that CSA history had
a small signiﬁcant effect on sexual inhibition (F1,193 ¼ 6.54,
P ¼ .011, d ¼ 0.37), but not on sexual excitation. Depressive
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sexual excitation, but not sexual inhibition. Poor body esteem
might be more predictive of lower levels of sexual excitation for
women with a history of CSA than for women without a history of CSA, although this effect was not found for sexual
inhibition. The interaction between body esteem and CSA
history for sexual excitation is depicted in Figure 1, in which
the relation of body esteem to sexual excitation for those
women with CSA history is in contrast to the lack of relation of
body esteem to sexual excitation for those women without a
CSA history.

Multiple Regressions

Figure 1. Interaction between body esteem and childhood sexual
abuse (CSA) history for sexual excitation.
symptomology also had a small but signiﬁcant effect on sexual
inhibition (F1,193 ¼ 7.00, P ¼ .009, d ¼ 0.38), but not on
sexual excitation. The interaction of CSA history and depression did not have a signiﬁcant effect on sexual excitation or
inhibition. The results suggest that CSA history and depression
are related to the sexual inhibition of women, and that CSA
history maintains a unique effect on the sexual inhibition of
women despite their depressive symptomology.
To determine the role of body esteem on the relations between
CSA history and sexual excitation and inhibition, a multivariate
analysis of covariance was conducted that included the interaction between CSA history and body esteem. With all assumptions met, there was a signiﬁcant main effect of CSA history after
controlling for body esteem on sexual excitation and inhibition
(Wilks l ¼ 0.966, F2,207 ¼ 3.67, P ¼ .027, d ¼ 0.38). There
was a signiﬁcant covariate effect of body esteem on sexual
excitation and inhibition (Wilks l ¼ 0.958, F2,207 ¼ 4.52,
P ¼ .012, d ¼ 0.42). The interaction between body esteem and
CSA history also approached signiﬁcance (Wilks l ¼ 0.974,
F2,270 ¼ 2.75, P ¼ .066, d ¼ 0.33). The results demonstrate that
CSA history and body esteem explained the variance in the sexual
responses of these women independently and in combination
with each other.
The between-subjects effects demonstrated that CSA history
had small but signiﬁcant effects on sexual excitation (F1,208 ¼
5.24, P ¼ .023, d ¼ 0.32) and sexual inhibition (F1,208 ¼
3.96, P ¼ .048, d ¼ 0.28) after controlling for body esteem.
Body esteem had signiﬁcant small covariate effects on sexual
excitation (F1,208 ¼ 5.74, P ¼ .017, d ¼ 0.33) and sexual
inhibition (F1,208 ¼ 5.61, P ¼ .019, d ¼ 0.33). The interaction between body esteem and CSA history also demonstrated a
signiﬁcant small effect on sexual excitation (F1,208 ¼ 4.63, P ¼
.033, d ¼ 0.30), but not on sexual inhibition (F1,208 ¼ 2.11,
P ¼ .148, d ¼ 0.20). The results indicate CSA history
signiﬁcantly moderated the relation between body esteem and

Bivariate Pearson correlation coefﬁcients were assessed for
the relations among sexual excitation, sexual inhibition, body
esteem domains of sexual attractiveness, weight concerns, and
physical condition, and two known correlates of sexual
response, depressive symptomology and participant age. The
associations of these variables were assessed in women with
and those without a history of CSA separately to determine
the different correlates of sexual excitation for each group.
Variables that were signiﬁcantly related to sexual excitation at
the bivariate level were entered into hierarchical multiple regressions to determine the best model for predicting sexual
excitation in that group. Bivariate Pearson correlation coefﬁcients for the relations between variables for the separate
groups are listed in Table 5.
In the multiple regression analysis for sexual excitation in
women with a history of CSA, sexual inhibition was entered
into the model at step 1 to control for its signiﬁcant relation
with sexual excitation (r ¼ 0.36, P < .001). At step 2, body
esteem domains sexual attractiveness (r ¼ 0.44, P < .001)
and physical condition (r ¼ 0.19, P ¼ .032) were added
into the model with sexual inhibition. Weight concern body
esteem, age, and depression were not signiﬁcantly related to
sexual excitation at the bivariate level for women with a CSA
history. All assumptions for a parametric linear regression were
met. Sexual inhibition alone accounted for 13.10% of the
variance in sexual excitation. Adding sexual attractiveness and
physical condition to the model explained 25.30% of the
variance in sexual excitation for women with a history of CSA,
which corresponded to a signiﬁcant increase (FD ¼ 10.15,
P < .001).
At step 2, body esteem related to sexual attractiveness had the
largest effect on predicting these women’s sexual excitation
(b ¼ 0.41), followed by sexual inhibition (b ¼ 0.25), which
remained signiﬁcant with the addition of body esteem variables.
Body esteem related to physical condition was no longer significant as a predictor of sexual excitation when entered into the
model. These results, as presented in Table 6, indicate that body
esteem related to sexual attractiveness is a signiﬁcant unique
predictor of the sexual excitation of women with a history of CSA
after controlling for their sexual inhibition. A multiple regression
for sexual excitation of women without a history of CSA was not
J Sex Med 2016;13:1718e1728
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Table 5. Pearson bivariate correlation coefﬁcients for sexual excitation, sexual inhibition, body esteem, and depression by CSA Hx status
Variable
Women with CSA Hx
1
2
3
4
5
6
7
Women with no CSA Hx
1
2
3
4
5
6
7

1. Age

2. BDI-II

3. SESII-W-SE

4. SESII-W-SI

5. BES-WC

6. BES-PC

7. BES-SA

1

0.05
1

0.01
0.08
1

0.00
0.11
0.36‡
1

0.06
0.17
0.14
0.19*
1

0.03
0.17
0.19*
0.15
0.65‡
1

0.00
0.17
0.44‡
0.32‡
0.59‡
0.58‡
1

1

0.10
1

0.16
0.07
1

0.05
0.30†
0.12
1

0.05
0.16
0.06
0.04
1

0.13
0.24*
0.03
0.02
0.61‡
1

0.02
0.21
0.15
0.23*
0.55‡
0.56‡
1

BDI-II ¼ Beck Depression InventoryeII; BES-PC ¼ Body Esteem ScaleePhysical Condition Subscale; BES-SA ¼ Body Esteem ScaleeSexual Attractiveness
Subscale; BES-WC ¼ Body Esteem ScaleeWeight Concerns Subscale; CSA Hx ¼ childhood sexual abuse history; SESII-W-SE ¼ Sexual Excitation/Sexual
Inhibition Inventory for WomeneSexual Excitation Subscale; SESII-W-SI ¼ Sexual Excitation/Sexual Inhibition Inventory for WomeneSexual Inhibition
Subscale.
*P < .05.
†
P < .01.
‡
P < .001.

DISCUSSION

inhibition than did non-abused women. Women with CSA
histories reported signiﬁcantly more sexual inhibition than did
non-abused women after controlling for their depressive
symptomology and overall body esteem. After controlling for
the effects of body esteem, women with a history of CSA also
reported signiﬁcantly less sexual excitation than did nonabused women.

The present study examined the role of body esteem in the
sexual excitatory and inhibitory responses of women with and
without CSA histories while considering other known correlates of sexual response (eg, depression). Women with CSA
histories reported signiﬁcantly more depressive symptomology,
signiﬁcantly lower body esteem about their weight, physical
condition, and sexual attractiveness, and more sexual

CSA history signiﬁcantly moderated the relation between
body esteem and sexual excitation. Decreases in reported body
esteem were predictive of decreases in sexual excitation only for
women with a history of CSA, whereas decreases in body esteem
were predictive of sexual inhibition for women regardless of
whether they had experienced CSA. Body esteem related to
sexual attractiveness in particular was found to be a uniquely

run because there were no variables that were signiﬁcantly related
to sexual excitation at the bivariate level (Table 5). Evidently,
body esteem is not a signiﬁcant variable in the prediction of these
women’s sexual excitation.

Table 6. Hierarchical multiple regression for sexual excitation for women with a history of childhood sexual abuse (n ¼ 139)
Step

Variables(s) entered

1

R

R2

Adjusted R2

R2 change

S

0.36

0.13

0.12

0.13*

9.14

0.50

0.25

0.24

0.12*

8.55

SESII-W-SI
2
SESII-W-SI
BES-SA
BES-PC

b

t

pr

0.36

4.38*

0.36

0.25
0.41
0.09

3.01*
4.15*
0.92

0.26
0.35
0.08

BES-PC ¼ Body Esteem ScaleePhysical Condition Subscale; BES-SA ¼ Body Esteem ScaleeSexual Attractiveness Subscale; SESII-W-SE ¼ Sexual
Excitation/Sexual Inhibition Inventory for WomeneSexual Excitation Subscale; SESII-W-SI ¼ Sexual Excitation/Sexual Inhibition Inventory for WomeneSexual
Inhibition Subscale.
*P < .001.
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salient predictor of sexual excitation in these women. Women
with CSA histories and more negative appraisals of their bodies,
particularly their sexual attractiveness, demonstrated less sexual
excitation than those without CSA histories.
CSA history has been shown to increase the likelihood of
body-related disorders8 and negative body appraisals in
women.9,10 Finkelhor and Browne’s12 traumagenic dynamics
model proposed that women with CSA histories often develop
distorted sexual self-perceptions from their early abuse. The
experience of CSA might result in particularly negative affective
appraisals of the body’s sexuality and attractiveness from the
pairing of body violations with sexuality.8e10 That is, if a child’s
body is sexually abused before the child develops body and
sexuality schemas, the child might begin to associate the body
with the abuse, causing negative reactions toward the body. The
present ﬁndings support the association between CSA and
negative body appraisals.
Previous research has supported the relation between low body
esteem and sexual inhibition.5 Wiederman5 found that women
with greater body self-consciousness during sexual activity
reported greater sexual anxiety and avoidance, less sexual assertiveness, and fewer sexual experiences than did women with
lower body self-consciousness. Past research also has established a
strong link between depression and sexual response and function.28 Dunlop et al29 found that greater depressive symptomology mediated the relation between CSA history and sexual
functioning. These results are congruent with the present ﬁndings that low body esteem, depression, and CSA history uniquely
predict for higher levels of inhibitory sexual responses in women.
Finkelhor and Browne’s12 model also proposed that women
often internalize blame and guilt for their early sexual abuse that
affects their adult sexuality by creating a fear or aversion to
sexuality. The literature suggests that perceptions of sexual stimuli
and interactions can trigger anxiety about sexuality for women
with sexual trauma.13 Previous research has shown that some
women with CSA histories exhibit heightened cortisol in response
to sexual stimuli.30 An increase in cortisol might represent a stress
reaction to the stimuli, which in turn might lead to inhibitory
sexual responses. The dual control model posits perceptions of
sexual stimuli as threatening, which would adaptively increase
inhibition to avoid the threat.16 The present study corroborates
this theory because women with CSA histories reported more
inhibition than women without a CSA history.
Past research has shown that women with a history of CSA
often demonstrate signiﬁcantly less sexual excitation and significantly more sexual inhibition than women without CSA histories in response to sexual stimuli.13 Although the present study
demonstrated this difference in sexual inhibition, the difference
in excitation was not observed until after controlling for body
esteem. Sexual stimuli have been shown to trigger dissociative
responses in women with CSA histories. Dissociation in turn can
prevent the expression of physiologic excitation. In non-sexual
contexts, these same women have reported intrusive sexual
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thoughts that increase cognitive and behavioral excitatory
responses.13 These results suggest high and low excitation might
be present within the same individual in different contexts, a
phenomenon that might not be captured in aggregate self-report
measurement data. Women’s negative body perceptions could
play a role in the dissociation during sexual activity, such that
women dissociate to avoid the negative responses to their body,
resulting in lower excitation responses.5 Negative body perceptions also might motivate women to seek sexual activity (ie, a
behavioral excitatory response) to acquire body afﬁrmation.18
Indeed, in men, inhibitory responses related to fears of sexual
dysfunction have been associated with greater sexual compulsivity (a behavioral excitation response).18 This could explain
why sexual excitation differences between the two groups are not
seen until after controlling for body esteem.
A history of CSA is a predictor of risk for eating disorders and
sexual dysfunction31e35 and has been repeatedly implicated in the
development of distorted body image and negative body appraisals in the eating disorder literature.31 Speciﬁcally, a history of
CSA has been linked to the psychological dysregulation of
behavioral activation (eg, binging) and restriction (eg, starving)
pathways involved in disordered eating.32 The conceptual model
of the behavioral activation and restriction pathways36 implicated
in disordered eating are similar to the dual control model’s
excitation and inhibition pathways of sexual response16 implicated in sexual dysfunction. The comorbidity of eating disorders
and sexual dysfunction in women with a CSA history highlights
the importance of body-related concerns in women with a CSA
history on the activation and restriction pathways related to the
body (eg, sex, eating). One study demonstrated that the sexual
functioning of women with CSA histories and comorbid eating
disorders did not show the same gains from cognitive behavioral
therapy that were seen in non-abused women with eating disorders.35 The women with a CSA history also reported no change in
body shape concerns after treatment in contrast to the decreases in
body concerns seen in the non-abused women. Similar to the
present study, the results suggest that CSA has a particularly
profound relation with body perceptions and sexual response.
The pairing of one’s sexuality with negative affect and
cognitions from early sexual abuse can result in distorted
appraisals of one’s body and sexuality,12 which can cause body
esteem related to sexual attractiveness to be particularly salient for
the sexual response of these women. In line with our hypothesis,
body esteem related sexual attractiveness was found to have the
strongest relation with sexual excitation for women with CSA
histories. Even after controlling for their sexual inhibition,
perceived sexual attractiveness uniquely predicted for sexual
excitation in these women. Similarly, Wenninger and Heiman11
found that sexual attractiveness accounted for decrements in
sexual functioning even after controlling for sexual abuse history.
Women’s perception of their body’s sexual attractiveness plays a
substantial role in the sexual response of women with CSA
histories.
J Sex Med 2016;13:1718e1728
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Sexual excitation and inhibition pathways are formed based on
early sexual experiences,15 and the present study suggests that CSA
might have a signiﬁcant impact on the regulation of sexual inhibition and, in combination with lower levels of perceived sexual
attractiveness and body esteem, the sexual excitation pathways in
women. The relation needs to be explored further across different
domains of sexual response. The present study exempliﬁes a
starting point for further research examining the role of body
esteem in the sexual responses of women with CSA histories.

Limitations and Future Research
Some study limitations warrant mention. We did not assess
some potentially relevant demographic information in the
present sample, such as religiosity, that might have played a
critical role in how women responded sexually to their CSA.
Also, although we did report the developmental stage
(ie, childhood or adolescence) that the CSA began, we did not
gather information on the actual age that the CSA onset
occurred, which is needed to determine how long ago the experiences occurred. Length of time since the CSA occurred might
be an important variable to consider in future studies when
examining the array of sexual outcomes in women with CSA
histories. Adding a comparison group of women who experienced other (non-sexual) forms of childhood maltreatment also
could be a consideration for future research. This would help
isolate the effects of sexual abuse in comparison with early abuse
more generally.
Another study limitation is that, although we excluded women
from the study who were currently seeking treatment for CSA or
other sexual concerns, we did not collect information on how
many women previously sought therapy or treatment for CSA or
sexuality concerns. Treatment-seeking history of women with
CSA might be a potential confound for results, in that effective
treatment might have decreased group differences between those
with and those without CSA histories. For women with and
those without CSA histories, the study recruited women who
reported sexual concerns. With the two groups perceiving
themselves as being below normative levels of sexual functioning,
this might be part of the reason why there were no signiﬁcant
differences between groups on sexual excitation at the univariate
level. This recruitment method also might explain why age, a risk
factor commonly associated with sexual dysfunction, was not
related to sexual excitation or inhibition for women in the
present sample, in that sexual concerns were reported across the
age span.
An additional study limitation is that the lack of a difference in
sexual excitation noted between the women with and those
without CSA histories could feasibly be explained by a lack of
context in sexual response measurement. The SESII-W, which
was used in this study, measures sexual excitation with items
focused on the ease of arousability and measures sexual inhibition
with items focused on external factors that inhibit arousal.27
Differences in the excitation responses of women with and
J Sex Med 2016;13:1718e1728

without CSA histories might depend on external factors (eg, with
a partner opposed to alone). This measurement might not
capture these external contextual factors for excitation the way it
does for inhibition in these women. Future research might
examine the factor structure and validity of the SESII-W for
women with CSA histories.

CONCLUSIONS
The present study found that low body esteem predicts high
sexual inhibition in women overall and predicts low sexual
excitation in women with CSA histories. These ﬁndings have
potential implications for clinicians working with women with
sexual concerns. Thorough evaluations of women’s affective appraisals of their bodies could add to the understanding of
women’s sexual concerns and the array of sexual sequelae that can
follow CSA. Women seeking treatment for sexual inhibition
(eg, fears of their sexual functioning impeding their arousal)
might beneﬁt from interventions aimed at increasing their overall
body esteem. Treatment interventions for increasing sexual
excitation responses (eg, arousability) of women with CSA histories in particular should incorporate treatments that increase
positive body appraisals and sexual attractiveness in relation to
body esteem.
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