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Abstract
Background: Posttraumatic stress disorder (PTSD), one of the possible consequences of sexual abuse of children and adolescents, may be found in about 40% 
to 50% of the cases. Objective: Conduct a systematic review of studies investigating the use of cognitive behavioral therapy (CBT) for the treatment of sexually 
abused children and adolescents with PTSD. Methods: A search for randomized clinical trials that evaluated PTSD in children and adolescents from 1980 to 
February 1, 2006 was conducted in the following databases: MedLine, EMBASE, LILACS, PsycLIT, PsycINFO, Cochrane Depression, Anxiety and Neurosis 
Group Database of Trials, Cochrane Controlled Trials Register, Science Citation Index (SciSearch), and PILOTS. References in all clinical trials selected were 
hand-searched. Results: Of the 43 studies initially selected, only three met inclusion criteria. The following comparisons were found in the studies: CBT to treat 
child and family member versus no treatment (waiting list); CBT to treat only child, only parents, or both versus community care; and trauma-focused CBT 
versus child-centered therapy (CCT). Results for CBT treatment of PTSD were better than no treatment (waiting list) (p < 0.05), community care (p < 0.01) and 
CCT (p < 0.01). The comparison of child-only CBT and family CBT (parents or caretakers and children) did not reveal any significant differences in efficacy, and 
both showed significant improvement of symptoms. A meta-analysis was conducted to compare the efficacy of CBT (child-only and family) versus no treatment 
(waiting list and community care) in the remission of patients who completed treatment. Remission rates in treatment and control groups were 60% and 20%, 
and this difference in favor of CBT was statistically significant (RR = 0.51; 95%CI 0.29-0.88; p = 0.02). No controlled studies were found that compared CBT and 
pharmacotherapy. Discussion: Treatment with CBT reduces PTSD symptoms in sexually abused children and adolescents, with no differences between therapy 
with only the victim or with the victim and a family member. No studies compared CBT and pharmacotherapy or the efficacy of combined treatments. 
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Resumo
Contexto: O transtorno de estresse pós-traumático (TEPT), uma das possíveis consequências de abuso sexual de crianças e adolescentes, pode ser encontrado 
em aproximadamente 40% a 50% dos casos. Objetivo: Conduzir uma revisão sistemática de estudos investigando o uso de terapia cognitivo-comportamental 
(TCC) para o tratamento de crianças e adolescentes abusadas sexualmente com TEPT. Métodos: Uma pesquisa por ensaios clínicos randomizados que avaliaram 
TEPT em crianças e adolescentes de 1980 a 1º de fevereiro de 2006 foi conduzida nas seguintes bases de dados: MedLine, EMBASE, LILACS, PsycLIT, PsycINFO, 
Cochrane Depression, Anxiety and Neurosis Group Database of Trials, Cochrane Controlled Trials Register, Science Citation Index (SciSearch) e PILOTS. 
As referências em todos os ensaios clínicos foram localizadas manualmente. Resultados: Dos 43 estudos inicialmente selecionados, apenas três preencheram 
critérios de inclusão. As seguintes comparações foram encontradas nos estudos: TCC para tratar a criança e membros da família versus não tratamento (lista 
de espera); TCC para tratar apenas a criança, apenas os pais ou ambos versus Community Care; e TCC focada no trauma versus terapia centrada na criança 
(CCT). Os resultados para tratamento de TEPT com TCC foram melhores do que não tratamento (lista de espera) (p < 0,05), Community Care (p < 0,01) e CCT 
(p < 0,01). A comparação de TCC voltada para a criança e TCC familiar (pais ou cuidadores e crianças) não apresentou diferenças significativas em eficácia e 
ambos apresentaram melhora significativa de sintomas. Uma metanálise foi conduzida para comparar a eficácia de TCC (criança apenas e família) versus não 
tratamento (Lista de Espera e Community Care) na remissão de pacientes que completaram o tratamento. As taxas de remissão nos grupos de tratamento e 
controle foram 60% e 20%, e essa diferença em favor da TCC foi estatisticamente significativa (RR = 0,51; 95%CI 0,29-0,88; p = 0,02). Não foram encontrados 
estudos controlados que compararam TCC e farmacoterapia. Conclusões: Tratamento com TCC reduz sintomas de TEPT em crianças e adolescentes abusados 
sexualmente, não havendo diferença entre terapia com somente com a vítima ou com a vítima e um membro da família. Não há estudos que compararam TCC 
e farmacoterapia ou a eficácia de tratamentos combinados. 
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Introduction

The prevalence of child sexual abuse, which is more frequent against 
girls, is estimated at 2% to 34%1,2. Sexual abuse is associated with 
severe impacts on the victims’ mental health, which persist into 
adulthood. Adults that were abused sexually in childhood may have 
problems in interpersonal relationships and are predisposed to the 
development of physical and mental disorders, such as chronic 
pelvic pain, personality, eating, psychosexual, affective, and anxiety 
disorders, and posttraumatic stress disorder (PTSD)3-15.

PTSD is therefore one of the possible consequences of childhood 
sexual abuse16. The prevalence of PTSD in sexually abused children 
and adolescents ranges from 21% to 74%, and mean prevalence rate 
is 40% to 50%17. Some studies show that rates may range from 018 to 
90%19 depending on the definition of abuse and the methodology 
used to collect data. The diagnostic criteria of PTSD for children 
and adolescents are the same used for adults20. The most common 
symptoms in populations of children and adolescents with PTSD are 
hypervigilance, irritability, restlessness, and aggressiveness. Children 
try hard to avoid thoughts, feelings, activities and places associated 
with the trauma event or that may remind them of the event. They 
may show difficulties in remembering the event, concentration defi-
cits, and interpersonal isolation21,22. Dissociative symptoms may also 
be found23. Comorbidities are frequent24, and the most common are 
depressive and anxiety disorders25, attention deficit and hyperactivity, 
often confused with PTSD in children, and substance use, particularly 
by adolescents26.

Four reviews analyzed the treatment of sexually abused children 
and adolescents. King et al.27 conducted a conventional review of 
CBT treatments of sexually abused children27. They included studies 
published from 1980 to 1999: four randomized clinical trials, two 
open clinical trials, one multiple baseline investigation, and two 
case reports. They concluded that CBT is effective in the treatment 
of sexually abused children. Ramchandani and Jones28 published a 
systematic review of psychological treatments for sexually abused 
children28. Their review included 12 controlled clinical trials using 
different treatment modalities published from 1997 to 2002. CBT 
was found to be effective, particularly for symptomatic children. 
Hetzel-Riggin et al.29 conducted a meta-analysis of the outcomes of 
therapies for sexually abused children and adolescents to investigate 
the efficacy of different types of individual and group treatments. 
They included 28 open and randomized studies published from 
1975 to 2004, and concluded that psychological treatment yields 
better outcomes than no treatment, and that individual CBT is most 
effective for symptoms of psychological distress, whereas group CBT 
is most effective for low self-concept. 

The purpose of this study was to conduct a systematic review to 
investigate the efficacy of CBT to treat sexually abused children and 
adolescents with PTSD symptoms.

Methods

Studies selected for the systematic review should meet the following 
inclusion criteria: a) controlled clinical trials of CBT treatment, ei-
ther alone or combined with pharmacotherapy, for sexually abused 
children and adolescents with PTSD; b) trials whose patients met 
DSM-IV30 or ICD-1031 PTSD diagnostic criteria and were 0 to 18 
years old; c) clinical trials that used a comparative group and that 
reported remission rates, clinical improvement and drop-out rates 
according to objective measurements and statistical analyses; d) ran-
domized clinical trials that scored at least 2 points in the Jadad scale32, 
a system to evaluate the methodological quality of trials. Studies were 
excluded if they had a low methodological quality, represented by a 
score below two points in the Jadad scale, or drop-out rates equal to 
or greater than 30% in any of the study arms.

A search was conducted for randomized clinical trials that used 
pharmacotherapy, psychotherapy or both for children and adoles-
cents with PTSD published from 1980 to February 2006 regardless of 
language, source of publication, and origin of the study. The general 

search strategy was adapted to the characteristics of each database. 
The keywords used in this systematic review were: “posttraumatic 
stress disorder/stress disorder”, “treatment/psychotherapy/pharma-
cology/drug therapy”, “children”, “adolescents”, “randomized trials” 
and “clinical trials”, “combined treatment/associated treatment”. The 
following electronic databases were searched: MedLine, EMBASE, 
LILACS, PsycLIT, PsycINFO, Cochrane Depression, Anxiety and 
Neurosis Group Database of Trials, Cochrane Controlled Trials 
Register, Science Citation Index (SciSearch), and PILOTS.

References of studies found in the electronic search, book chap-
ters and recently published theses were hand-searched to identify 
other trials. Study authors and PTSD specialists were contacted by 
e-mail to explain unclear methodological data or results. Controlled 
clinical trials that used CBT as a form of treatment of PTSD symptoms 
in sexually abused children were selected for individual evaluation of 
methodological quality by two investigators (CMP and DDM).

The search retrieved 565 studies. The first author (CMP) evalu-
ated the studies and excluded those that did not investigate PTSD, 
or whose population was not composed of children and adolescents. 
Open trials, reviews, case reports, editorials and letters were also 
excluded. A total of 522 articles were excluded, and 43 were se-
lected for individual analysis according to methodological quality 
and inclusion criteria by two independent investigators (CMP and 
DDM). Each investigator’s findings were compared and, in case of 
disagreement, the inclusion or exclusion was decided by a third 
investigator (JJM). 

Results

Of the 43 studies selected, 3 met inclusion criteria33-35 and 40 studies 
were excluded36-75. No controlled trials were found that used drugs or 
combined treatments (pharmacotherapy and psychotherapy). 

The studies included (Table 1) reported data on 329 participants 
that completed treatment. The total sample was composed of 260 girls 
(79%) and 69 boys (21%) aged 5 to 17 years. Of the studies included, 
2 were conducted in the United States33,34 and 1 in Australia35. Data 
about ethnic status were obtained for 293 individuals only because 
one of the studies35 did not report on ethnicity. Of the 293 individuals, 
187 were white (64%), 74, black (25%), 14, Hispanic (5%), and 18 
had other ethnic statuses (6%). 

Most participants were recruited at sexual violence centers, 
healthcare units and community centers, or through contacts with 
mental healthcare professionals and school officials. Parents or 
caretakers nonoffending participated in all studies. Main exclusion 
criteria were psychotic disorders, severe developmental disorders, 
mental retardation, lack of consent from parents or guardians to 
participate in the study, risk for the participant or others, continuous 
unsupervised contact with perpetrator, current psychotherapy or use 
of medication, and suicidal behavior. 

Sexual abusers in the studies analyzed were: parents (biological 
or adoptive), stepfathers, other members of the family, adults not in 
the family (neighbors, friends, and professionals), strangers, older 
adolescents (in the family or not). The types of sexual contact des-
cribed in the studies were: touching/sexual contact (with or without 
clothes), simulated intercourse, oral-genital contact, vaginal-anal 
intercourse with penis or digital penetration. 

The studies included in the analysis used CBT to treat sexually 
abused children and adolescents with PTSD symptoms. The 3 studies 
were controlled and only one used a waiting list35. The most frequent 
comorbidities associated with PTSD were anxiety and depressive 
disorders.

The studies included in this review conducted the following 
comparisons: CBT to treat child and family member versus waiting 
list; CBT (to treat only child, only parents, or both) versus commu-
nity care; and trauma-focused CBT (TF-CBT) versus child-centered 
therapy (CCT). The main CBT techniques used in the 3 studies were: 
coping, psychoeducation, gradual exposure, body safety skills and 
role-play. Similar protocols were used for the treatment of children 
and family members34,35. CBT sessions were weekly and lasted 
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Table 1. Methodological characteristics of the studies reviewed
 Study Individuals Types of 

treatment
Controls Treatment 

duration
PTSD scale 
employed

Results

King et al.35, 
2000

25 girls
11 boys

5-17 years

Child-only CBT 
Family CBT

Waiting list 20 weeks
1 session/week

Child Version 
of the ADIS

Improvement of PTSD symptoms in 60% of participants in the 
CBT group and in 20% of the control group; this difference was 
statistically significant (p < 0.05)

Deblinger et 
al.34, 1996

83 girls
17 boys

7-13 years

Child-only CBT 
Parental CBT
Family CBT

Community 
care

12 weeks
1 session/week

K-SADS-PL-
PTSD

Improvement of PTSD symptoms in 84% of participants in the 
CBT group and in 70% of the control group; this difference was 
statistically significant (p < 0.01)

Cohen et al.33, 
2004

160 girls
43 boys

8-14 years

Child TF-CBT CCT 12 weeks
1 session/week

K-SADS-PL-
PTSD

Improvement of PTSD symptoms in 75% of individuals in the 
CBT group and in 49% of the control group; this difference was 
statistically significant for re-experiencing (p < 0.01), avoidance  
(p < 0.001) and hyperarousal (p < 0.01)

ADIS: Anxiety Disorders Interview Schedule for DSM-IV; CBT: cognitive behavioral therapy; CCT: child-centered therapy; K-SADS-PL-PTSD: Schedule for Affective Disorders and Schizophrenia for 
School-Age Children Present and Lifetime Version PTSD Section; PTSD: posttraumatic stress disorder; TF-CBT: trauma-focused cognitive behavioral therapy. 

from 45 min to 1 h 30 min. Treatments lasted a mean number of 
12 sessions. 

Community care and waiting list were classified as no treatment. 
In the waiting list group, no contact was made with participants for 
24 weeks35; in the community care group, parents were told about 
their children’s symptoms and encouraged to seek therapy34.

Treatment in the CCT group lasted 12 weeks. In this type of 
treatment, frequently used by child sexual abuse response centers, a 
therapeutic relationship of trust is established, and parents and chil-
dren are encouraged to direct the content and structure of their own 
treatment and to validate their experiences during treatment33. 

The first study included in the analysis35 had 36 participants aged 
5 to 17 years, 24 in the CBT group and 12 in the waiting list group. It 
compared efficacy in a CBT group only for children, a family group 
(child and parents) and a no treatment group (waiting list). Of the 
36 participants, 25 met PTSD criteria (69.44%) in the evaluation 
before treatment. In the CBT group, 15 of the 24 participants had 
PTSD symptoms in the evaluation before treatment (62.5%). At 
post-treatment assessment, the rate of participants with symptoms 
decreased significantly to 40% (6 of 15). In the waiting-list group, 10 
of the 12 participants had PTSD symptoms before treatment (83.3%). 
At post-treatment, 80% still had symptoms (8 of 10). This difference 
between results was statistically significant (p < 0.05). The rate of 
drop-outs in the child-only CBT group was 25% (N = 3), in the family 
CBT group, 25% (N = 3), and in the waiting-list group, 16.66% (N = 2). 
No significant differences in outcomes or socioeconomic variables 
were found within groups or between participants that completed 
and those that did not complete the treatment.

Mean adjusted overall and partial scores in the child version 
of the Anxiety Disorders Interview Schedule for DSM-IV (ADIS) 
for PTSD were also obtained after treatment. In the CBT group, 
overall score was 7.03, significantly lower than the 11.3 found for 
the waiting-list group (p < 0.05). Statistically significant differences 
were also found for partial scores: scores for re-experiencing symp-
toms were 1.61 in the CBT group and 2.93 in the waiting-list group  
(p < 0.05); for avoidance symptoms, 2.94 in the CBT group and 5.01 in 
the waiting-list group (p < 0.05); and for hyperarousal symptoms, 1.97 
in the CBT group and 4.05 in the waiting-list group (p < 0.05). 

The second study included in the analysis34 was conducted with 
100 participants aged 7 to 13 years, and compared the efficacy of CBT 
treatment (children, parents, children and parents) and community 
care (control group) to evaluate the importance of parents in the 
treatment. Total drop-out rate was 10% (10 participants), but drop-
out rates per group were not described. No differences were found 
in age, sex, ethnic group and pre-treatment scores in the comparison 
of the 10 individuals that dropped out with those that completed the 
treatment. Ninety participants were evaluated after treatment, and 
71 met criteria for PTSD at pre-treatment assessment (78.89%), 38 
in the CBT group (53.52%) and 33 in the control group (46.48%). 
At post-treatment, 16% of the participants in the CBT group and 
10% of those in the community center group still had a diagnosis 

of PTSD, and this difference, favorable to CBT, was statistically sig-
nificant (p < 0.01). The rate of improvement in treatments in which 
the children participated (groups with only children or parents and 
children) were greater than that found for the group in which they 
did not participate (parental group) (p < 0.01).

The last study included in the analysis33 compared the efficacy of 
trauma-focused CBT versus child-centered therapy (CCT) for PTSD. 
It included 229 participants, 114 in the CBT group and 115 in the 
CCT group. Of the 229 participants, 180 initiated treatment, and 158 
had PTSD symptoms (87.78%), 75 in the CBT group (84.27%), and 
83 in the CCT group (91.3%). In the post-treatment evaluation, the 
rate of patients that still had PTSD symptoms in the CBT group was 
25.33% (19 of 75 participants), and, in the CCT group, 50.60% (42 
of 83 participants). Improvement of PTSD in the CBT group was 
greater than in the CCT group for the symptoms of re-experiencing  
(p < 0.01), avoidance (p < 0.001) and hyperarousal (p < 0.01). Chil-
dren and parents treated in the CBT group had better outcomes 
than the control group, and differences were statistically significant  
(p < 0.001). There was no difference in efficacy between children-only 
CBT and family CBT group results. The overall drop-out rate at post-
treatment was 10.53 (N = 56): 10.52 (N = 12) in the CBT group, and 
12.17 (N = 14) in the CCT group. No significant differences in social 
and demographic characteristics were found between children and 
parents that dropped out and those who completed the treatment. 

A meta-analysis was conducted to compare efficacy according 
to remission of patients that completed the treatment according to 2 
studies34,35 with a total of 96 participants, 53 in treatment groups, and 43 
in control groups. Remission rates in treatment groups was 60%, and in 
control groups, 20%, and the difference in results, which favored CBT, 
was statistically significant (RR = 0.51; 95%CI 0.29-0.88; p = 0.02).

A meta-analysis to compare remission rates in children-only 
CBT and family CBT groups could not be conducted because data 
were not reported separately. The authors reported overall remis-
sion rates for CBT groups, that is, the sum of child-only CBT and 
family CBT. In addition, continuous data could not be evaluated 
because the two comparable studies34,35 used different instruments 
to measure outcomes: the ADIS (child version), and the Schedule 
for Affective Disorders and Schizophrenia for School-Age Children 
Present and Lifetime Version PTSD Section (K-SADS-PL-PTSD). 
A meta-analysis comparing the acceptance of treatment in the 
child-only or family CBT groups and the no treatment groups was 
also not possible because one of the studies34 did not report details 
of drop-out rates.

Discussion and conclusion

Cognitive-behavioral therapy (CBT) showed to be effective in the 
treatment of PTSD symptoms in sexually abused children and ado-
lescents according to post-treatment results reported in the studies 
discussed here. Our analysis suggests that CBT is more effective than 
CCT or no treatment (waiting list and community care). 
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Negative beliefs and feelings associated with self-blame for abuse 
are common in victims and their parents. Information about abuse 
provided to parents and children, such as data on epidemiology, 
consequences of trauma, and the role of parents on how their children 
will deal with trauma, contribute to reducing the distress caused by 
trauma21,34,35,46. Techniques such as gradual exposure enable individu-
als to evoke trauma memories associated with sexual abuse. Evoked 
contents may be restructured by means of psychoeducation, coping, 
and cognitive restructuring, which may reduce anxiety and PTSD 
symptoms, as well as body safety skills, which teach individuals to 
protect themselves from future abuse, especially when the victim is 
still exposed to risk. Response to treatment is associated with type, 
frequency and intensity of abuse, patient age, degree of relationship 
between perpetrator and victim, and the way trauma is perceived75-77. 
The presence of parents in the treatment, particularly for younger 
children, has a positive effect on the prognosis of PTSD and other 
consequences of abuse. Such participation may help children to ex-
press problems caused by trauma and may improve the relationship 
with parents46,78. 

Our findings about the efficacy of CBT for PTSD are similar 
to those reported in other reviews28,29. Systematic reviews provide 
a critical analysis of studies, but are also exposed to bias because 
authors tend to publish studies with positive results, which are, 
therefore, easier to locate and be included in reviews. The stringent 
criteria adopted for the inclusion of studies in this review, such as 
the requirement that drop-out rates be lower than 30%, excluded 
important studies. Although included in other reviews, the studies 
conducted by Celano et al.40 and Deblinger et al.46, for example, did 
not meet our inclusion criteria. The use of a validated and well-
known scale for methodological evaluation and the use of a cut-off 
point of 2 in the Jadad scale were useful tools in the preparation 
of this review. 

One of the limitations of the studies analyzed in this review was 
the inclusion of children and adolescents as part of the same sample. 
As children and adolescents are at different developmental phases, 
trauma repercussions and adaptation to treatments may vary signifi-
cantly. The small sample size in the studies was another limitation. 

No randomized clinical trials of pharmacotherapy alone or in 
combination with CBT were found. Such studies should be con-
ducted to investigate the efficacy of pharmacotherapy and to find 
out whether combined treatments are more effective than isolated 
approaches. Patients with diagnosis of sexual abuse and substance 
dependence should be included in these studies because dependence 
is a prevalent comorbidity among sexually abused adolescents. Such 
studies, however, should study boys and girls separately.
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