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Debates regarding the admissibility of expert testimony in child sexual abuse cases are often
characterized as between clinicians and researchers. Clinicians base their judgment on personal
experience and anecdotes, whereas researchers base their judgment on scientific findings. Clinicians
are willing to testify that a particular child has been sexually abused, whereas researchers cautiously
avoid rendering a judgment about any particular case. Clinicians believe that they can interpret a
child’s statements and behaviors in order to validate abuse, whereas researchers warn that children’s
statements and behaviors may be shaped by adults, including clinicians. Clinicians are happy to
testify (typically for the prosecution), comfortably adopting the role of advocate for their position.
Researchers reluctantly agree to testify (typically for the defense), and are unhappy having done so,
finding their neutrality challenged by the inherently adversarial nature of the trial. In short,
clinicians rush in where researchers fear to tread.

One might think that debates would cease should clinicians be banished from the courtroom.
However, disagreements among researchers are suppressed when facing the common enemy of
intuitive, unscientific judgment. Once that enemy is removed, differences within the ranks are
highlighted, and the debate is repeated, albeit on a higher plane.

In this chapter we address two areas of disagreement among researchers, involving the two
most widely discussed areas of expert testimony in child sexual abuse cases: behavioral symptoms
and the suggestibility of children. In each case, subjective differences among researchers in their
interpretation of the research leads to differences of opinion regarding what an expert may
appropriately testify to in court. There are several questions about which reasonable researchers
disagree. How does one weigh false positive results against false negative results? How are
methodological limitations to be weighed? How closely must the characteristics of a study match
those of a given situation in order for the results to apply? How many studies must support a

proposition before we should accept the proposition as true? The questions are not new, but their



persistence bears repeating in light of strong claims regarding the ethics and admissibility of various
types of expert testimony.

In the case of behavioral symptoms, observational research documenting symptoms among
some non-abused children leads different researchers to different conclusions. Some believe that
this renders symptoms irrelevant as potential evidence of abuse; others believe that symptoms may
serve as evidence, but not conclusive evidence, that abuse has occurred. We will argue that a few
symptoms are relevant evidence of abuse and the proper subject of expert testimony, but that experts
should acknowledge the methodological shortcomings of the observational research. In the case of
suggestibility, laboratory research demonstrating that some children can be led to make false claims
also leads researchers to disagree. Some believe this justifies concerns that a non-trivial number of
sexual abuse allegations are the product of coercive interviewing techniques, whereas others
question the applicability of the research to most sexual abuse investigations. We believe the
laboratory research is often relevant, but that experts must acknowledge the potential differences
between the research and the nature of interviewing and the dynamics of sexual abuse.

Behavioral symptoms of abuse

Several contributors to this volume discuss the admissibility of expert testimony that
behavioral symptoms are diagnostic of sexual abuse (Berliner, Fisher & Whiting, Kovera &
Borgida, Lawlor, Mason). The consensus is that such testimony should not be admitted, although
the chapters by Berliner and Kovera and Borgida are more tolerant of such testimony than the
others. In our view, experts can reasonably testify that some symptoms are relevant for proving that
abuse occurred. Disagreements are inevitable, however, because the research fails to provide
conclusive answers.

In assessing the arguments, it is important to emphasize a distinction noted by Kovera and
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dispositive of abuse. If a symptom occurs more frequently among abused children than among non-
abused children, then the presence of that symptom in a child increases the likelihood that the child
has been abused (Lyon & Koehler, in press). In legal terms, the symptom is relevant or probative
evidence that the child was abused (Federal Rules of Evidence 402). However, a symptom may
increase the likelihood of abuse without justifying the ultimate judgment that the child was abused.
One can conclude that a symptom is dispositive of abuse only if the symptom occurs among some
abused children and is nonexistent among non-abused children. If the symptom appears among
some abused children and some smaller number of non-abused children, the symptom is relevant but
not definitive evidence of abuse. Whether one can conclude that abuse occurred depends upon the
strength of the other evidence in the case and on one’s standard regarding how sure one must be in
order to diagnose abuse.

If there are symptoms that are relevant but not conclusive evidence of abuse, then such
symptoms could properly be the subject of expert testimony that a child exhibits symptoms
probative of abuse. The expert could inform the jury that the symptoms increase the likelihood that
abuse occurred, but would refrain from expressing an opinion whether the child in question had been
abused. Examination of the expert might inquire into the extent to which the symptoms appear
among abused and non-abused children, and whether the causes of symptomatology among non-
abused children can be discerned. As Mason points out, such testimony would be consistent with
legal proscriptions against testimony in which an expert testifies as to the ultimate judgment whether
abuse occurred.

Reviews of the research on the sequelae of sexual abuse tend to find that many symptoms are
in fact more common among abused children than among non-abused children (Kendall-Tackett,
Williams, & Finkelhor, 1993). Because of their existence among non-abused children, however,
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abuse occurred. Kendall-Tackett et al. (1993, p. 175) conclude that “symptoms cannot be easily
used, without other evidence, to confirm the presence of sexual abuse.” Berliner & Conte (1993, p.
116) find that “the qualities or characteristics of children will not be, in themselves, determinative of
sexual abuse.”

In this volume, Fisher and Whiting reference Kendall-Tackett’s review for the proposition
that “practitioners cannot rely upon the presence or absence of symptom patterns to validate sexual
abuse” (emphasis added). If one reads “rely” as referring to sole reliance, then the statement
captures the position taken by Kendall-Tackett and her colleagues. However, Fisher and Whiting’s
position is different, as revealed by the next paragraph, which concludes that “there is no empirical
evidence that [sexual and other] behaviors can serve as evidence that a child has been sexually
abused” (emphasis added).

Why this difference of opinion? In part, we believe it arises from disagreements among
researchers regarding the emphasis that one should place on the probability of false positive errors--
in this case, false allegations of abuse. Symptoms are relevant but not conclusive when they occur
among some non-abused children. Their presence among non-abused children raises the potential
for false allegations--because non-abused children with symptoms may be misdiagnosed as abused.
If one has no tolerance for false allegations, then one would require symptoms to be conclusive in
order to be admissible. Fisher and Whiting might argue that many symptoms do not merely occur
among some non-abused children, but in fact are quite common, thus increasing the risk of false
positives. Yet the point at which the risk of false positives is so high that testimony regarding
symptoms should be inadmissible is a subjective judgment, about which ethical experts may
disagree.

A second reason researchers might disagree over the relevance of symptoms of abuse stems
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any particular symptom. It is neither necessary nor sufficient for a symptom to appear among a
majority of sexually abused children in order to increase the likelihood that abuse occurred. The
symptom may appear among a minority of abused children, but be relevant, because it appears
among a smaller minority of non-abused children. The symptom may appear among a majority of
abused children, but be irrelevant, because it is as common among non-abused children. It is
therefore of limited significance that “no one symptom characterize[s] a majority of sexually abused
children,” (Fisher & Whiting) or that “[c]hildren who have been sexually abused can exhibit widely
varying emotional reactions and behavior, including showing no overt reactions and behaviors”
(Lawlor), or that “[t]he many studies that have been performed on the indicators of sexual abused
fail to reveal any consistent pattern of behavior that can be identified in the majority of sexually
abused children” (Mason).

Consider physical evidence of sexual abuse. There is no consistent pattern of physical signs
that can be identified in a majority of sexually abused children, since approximately half of sexually
abused children appear normal on exam (Bays & Chadwick, 1993). Erythema is the most common
physical sign. But it is irrelevant, since it appears among the same proportion of non-abused
children as abused children (Emans et al., 1987). Gonorrhea is a rare sign, appearing among fewer
than 5% of abused children. But it is highly suggestive of abuse, since it is virtually nonexistent
among non-abused children (Bays & Chadwick, 1993). In short, the frequency with which a sign
appears is a poor proxy for its relevance. Some signs that occur frequently are irrelevant, and some
signs that occur infrequently are quite relevant.

Lawlor notes that whereas 10% of sexually abused children depict genitalia in their
drawings, only 2% of non-abused children do so. He concludes that because “the numbers are
extremely low in each case...there is not much predictive value from genitalia in drawings of young
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to non-abused children drawing genitalia--then drawings of genitalia are probative evidence that
abuse occurred.

The fact that many abused children do not exhibit symptoms of abuse is important
information, but not because it demonstrates the irrelevance of such symptoms. Rather, it raises the
potential that clinicians might erroneously conclude that a child has not been abused because that
child fails to exhibit symptoms. Fisher and Whiting cite Finkelhor (1987) to support their position
that symptoms of Post-Traumatic Stress Disorder (PTSD) should not be interpreted as evidence of
sexual abuse. Finkelhor (1987, p. 350) is indeed critical of the PTSD model: “First, [the PTSD
model] does not adequately account for all the symptoms. Second, it accurately applies only to some
of the victims. Finally, and most seriously, it does not truly present a theory that explains how the
dynamics of sexual abuse lead to the symptoms noted.” A moment’s reflection shows that although
these objections undermine PTSD’s utility as an explanatory model for understanding the effects of
sexual abuse, they are consistent with the possibility that PTSD symptoms are much more common
among abused children than non-abused children. Indeed, Finkelhor never argues that PTSD is not
evidence of abuse. Rather, he warns that because many abused children do not exhibit PTSD, it
would be an error for experts to “testify in court cases that alleged victims probably were not abused
because they do not manifest PTSD” (Finkelhor, 1987, p. 352).

In sum, symptoms are relevant for proving that abuse occurred if they are more common
among abused children than non-abused children. Having said that, we hasten to add that
methodological concerns lead us to adopt a conservative criterion for determining when a symptom
is indeed more common among abused children. We believe that unless symptoms are more
common among abused children than non-abused children in treatment, prudent experts ought to
avoid labeling such symptoms as relevant for proving that abuse occurred. Since most of the
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(Kendall-Tackett et al., 1993), the extent to which abused children are symptomatic may be
exaggerated (Friedrich, Urquiza, & Beilke, 1986). Unless non-abused children are drawn from
clinical populations, differences between abused and non-abused children may be attributable to
selection bias rather than to real differences in symptom prevalence.

Our position reflects the possibility that selection biases artificially inflate the apparent
relevance of abuse symptoms. The extent to which they do is unknown. Moreover, we recognize
that requiring that symptoms occur among a higher percentage of abused children than clinical non-
abused children may lead one to understate true differences in symptoms between abused and non-
abused children, in part because asymptomatic abused children are more likely than asymptomatic
non-abused children to be referred for treatment simply “because of something done to them (i.e.,
abuse)” (Kendall-Tackett et al., 1993, p. 165). We prefer to risk understating rather than overstating
the relevance of symptoms, and therefore prefer to rely on comparisons between abused children and
non-abused children in treatment.

If our criterion is accepted, which symptoms are relevant? According to Kendall-Tackett
and her colleagues, “[s]exually abused children showed only two symptoms consistently more often
than non-abused clinical children: PTSD (just one study) and sexualized behavior (six of eight
studies)” (1993, p. 165). Given Fisher and Whiting’s extensive critique of PTSD and sexualized
behavior, this conclusion may be surprising. The differences of opinion are attributable to
disagreements about how the research ought to be interpreted.

Fisher and Whiting note that “only” 48-55% of abused children meet the criteria for PTSD.
But this figure, standing alone, says little about PTSD’s potential as a relevant indicator of abuse.
Deblinger et al. (1989) appears to be the only study that examined differences between abused and
non-abused children. Fisher and Whiting report that Deblinger et al. (1989) found “no significant
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psychiatric patients to physically abused and non-abused patients.” Strikingly, this is the “one
study” Kendall-Tackett and her colleagues believed supported the proposition that PTSD is more
common among abused children than non-abused clinical children!

Who is right? According to Deblinger et al. (1989), the differences among the percentages
of sexually abused children (20.9%), physically abused children (6.9%), and non-abused children
(10.3%) who met the diagnostic criteria for PTSD were not statistically significant. However, they
also report that “significant differences were found across groups on specific PTSD categories,” (p.
405) namely re-experiencing phenomena and autonomic hyperarousal. Hence, depending upon the
level of analysis used to examine the Deblinger et al. data, one may conclude that the study either
did or did not find significant differences among the groups.

One might conclude that because only one study examined differences in PTSD symptoms
between abused and non-abused children, it is premature to conclude that PTSD is relevant for
proving abuse. Still, one finding reported by Deblinger et al. is consistent with a substantial amount
of other research: sexually abused children exhibited more sexually inappropriate behaviors than
either physically abused or non-abused children (Gale, Thompson, Moran, & Sack, 1988; Goldston,
Turnquist, & Knutson, 1989; Hibbard & Hartman, 1992; Kolko, Moser, & Weldy, 1988; White,
Halpin, Strom, & Santilli, 1988). Fisher and Whiting acknowledge that rates of sexualized behavior
are higher among abused children. In addition, they note that in several well-controlled studies,
“Friedrich has demonstrated that sexually abused children exhibit more sexual behavior problems
than either non-abused clinical samples or nonreferred children” (see Einbender & Friedrich, 1989;
Friedrich et al., 1992; Friedrich, 1995; Friedrich, Urquiza, & Beilke, 1986). Friedrich (1993, p. 64)
himself has reviewed the literature and concluded that “[a] growing body of increasingly
sophisticated empirical research has demonstrated that sexual abuse is related to increased sexual
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Why, then, do Fisher & Whiting conclude that there is “no empirical evidence that such
behaviors can serve as evidence that a child has been sexually abused”? They note that some non-
abused children exhibit sexualized behavior, and that no more than 42% of abused children do so.
As we have discussed, such data indicate that sexualized behavior is not conclusive evidence of
abuse, but they do not undercut its utility as relevant evidence. Indeed, Friedrich et al.’s (1992, p.
311) position, cited by Fisher and Whiting, is that sexualized behavior “ought not to be relied on in
isolation as the primary indicator of sexual abuse.” (See also Kendall-Tackett et al., 1993, p. 173:
sexualized behavior may “indicate sexual abuse but is not completely diagnostic because children
can apparently appear to be sexualized for other reasons.”)

Fisher and Whiting also argue that sexualized behavior may discriminate less well for girls
than boys, that patterns of specific behaviors vary across different studies, and that variables other
than sexual abuse have been linked to sexual behavior. Whether these are damning criticisms is a
question about which ethical experts might disagree.

What appears to be the most serious criticism--the existence of alternative causes for
sexualized behavior--is troubling only so long as a testifying expert ignores those causes. The very
process by which abuse is diagnosed involves consideration of alternative explanations for a child’s
statements and behavior. Consider physical abuse. Subdural hematomas are much more common
among abused children than among non-abused children. However, subdural hematomas are also
associated with nonabusive causes, such as blood disorders, meningitis, blood vessel abnormalities,
neurodegenerative disease, birth trauma, and accidental trauma (Lyon, Gilles, & Cory, in press). An
awareness of alternative explanations, far from rendering subdural hematomas irrelevant for proving
that abuse occurred, allows for differential diagnosis that increases the physician’s confidence that a
particular child’s injury is attributable to abuse. Therefore, if a previously healthy infant without a

history of major trauma presents with a subdural hematoma, physicians consider it highly suggestive
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of physical abuse (Case, 1994). Similarly, if alternative explanations for a child’s sexualized
behavior can be considered and eliminated (e.g., is the child regularly exposed to nudity in the
home?), the probative value of such behavior increases.

Both Lawlor and Fisher and Whiting assert that behaviors attributed to sexual abuse may
actually be the effects of abuse investigation and therapy, what one might call iatrogenic effects.
Certainly, investigation and prosecution of child sexual abuse is stressful for children, and will in
many cases lead to stress reactions (Goodman et al., 1992). With respect to sexualized behavior,
however, there is little evidence for iatrogenesis. Friedrich and Reams (1987) observed that sexual
problems emerged during therapy for some of their patients, but Hewitt & Friedrich (1991) and
Friedrich, Luecke, Beilke, & Place (1992, cited in Friedrich, 1995) found decreases in sexual
behavior over time. Gomes-Schwartz et al (1990) found little change in inappropriate sex play (a
slight decrease) or sexual preoccupation (a slight increase) in their 18 month followup of sexually
abused children 12 and under. Even if sexual behaviors increased over time in therapy, it would be
unclear whether therapy played a causal role, just as it would be difficult to credit therapy with
reducing such behaviors over time.

The use of anatomically correct dolls has evoked some concern that they might elicit
sexualized play. The evidence on this point is mixed. Bruck et al. (1995) interviewed parents of 3-
year-olds who had been interviewed with anatomically correct dolls about a pediatric examination.
The authors concluded that “parents did not feel that the dolls or the session with the dolls provoked
any unusual sexualized behavior in their children” (p. 103). However, Boat, Everson, & Holland
(1990) found that, following exposure to anatomically correct dolls, many 3-4 year olds were more
interested in sexuality and their behaviors became more sexually focused.

We are less skeptical than Fisher and Whiting regarding the potential relevance of sexualized

behavior in diagnosing sexual abuse, but we do have several concerns. First, we believe that for
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purposes of diagnosis, the multi-item Child Sexual Behavior Inventory may be less useful than a
focus on rare but highly probative behaviors. Although the Inventory produces a true positive rate of
70-92%, it produces a false positive rate of 45-65% (Friedrich et al., 1992). Consequently, a high
score on the Inventory is only moderately probative of abuse. In contrast, some types of sexualized
behavior are infrequent among abused children, but so much more infrequent among non-abused
children that they are highly probative of sexual abuse. For example, masturbation with an object
occurs among more than 10% of abused children but less than 1% of non-abused children (Friedrich
etal., 1992).

Several methodological concerns with the research on sexualized behavior in abused
children must also be addressed. Sackett (1979) has identified a number of potential biases in case-
control research, two of which are particularly important to consider in reviewing research on the
behavioral consequences of sexual abuse. First, “exposure suspicion bias” occurs when awareness
of a subject’s symptoms (sexualized behavior) increases the intensity of the search for and
recognition of a putative cause (sexual abuse). Children who behave sexually are more likely to be
questioned by their parents and professionals regarding possible sexual abuse (Friedrich & Reams,
1987; Sorensen & Snow, 1991). If sexualized behavior increases the likelihood that abuse will be
discovered, children known to have been abused will exhibit more sexualized behaviors than
children not believed to have been abused, even if abused children in general are no more likely than
non-abused children to behave sexually. Exposure suspicion bias is minimized to the extent that
samples of sexually abused children were originally detected and ultimately diagnosed as abused
without reference to suspicious behaviors.

Second, “diagnostic suspicion bias” occurs when awareness of a subject’s exposure to a
putative cause (sexual abuse) increases the intensity of the search for and recognition of symptoms

(sexualized behavior). Sexual abuse, once discovered, may lead parents and professionals to watch
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more carefully for sexualized behaviors. Behaviors that might be interpreted as innocent play or
natural curiosity in a child not suspected of being abused may be reinterpreted as sexual (Friedrich et
al., 1992). Moreover, parents may be more likely to recall sexualized behavior once they believe
their child has been abused. Diagnostic suspicion bias is minimized to the extent that sexualized
behaviors can be objectively observed and recorded. Both exposure suspicion bias and diagnostic
suspicion bias may exaggerate the probative value of some sexualized symptoms, but it would be
difficult to measure these effects.

In sum, we believe that expert witnesses can point to research supporting the claim that
sexualized behavior and some components of PTSD are probative of sexual abuse. Symptoms need
not appear among a majority of sexually abused children, or be nonexistent among non-abused
children, in order to be relevant. We regard this as a matter of logic, not opinion. Other issues are
more subjective. How much more common must symptoms be among abused children than non-
abused children before the symptom has practical significance as a symptom of child abuse? How
many of which type of studies must indicate that a symptom is relevant before we should conclude
that it is? How should we weigh methodological objections--shall we presume that their existence
explains the observed result, or should we require evidence that they are operating? Disagreements
over these issues do not separate the ethical from the unethical. Instead, they reflect justifiable
differences of opinion regarding how certain one must be before giving testimony that a symptom is
relevant for proving that abuse occurred.

The suggestibility of children

Experts in sexual abuse cases frequently spend a lot of time discussing the suggestibility of
children. However, we were surprised to find that suggestibility received little attention in most of
the chapters that appear in this volume. Perhaps this is because the topic fails to evoke skepticism.

Testimony on suggestibility is usually based on laboratory research, much of which would seem to
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satisfy the Supreme Court's requirement that such testimony “must be derived by the scientific
method” (Daubert, 1993, p. 590; see also Kovera and Borgida). Furthermore, most suggestibility
experts avoid direct comments on the credibility of any particular child witness. For example, in
describing her own experience as an expert witness, Bruck emphasized that she avoided making
statements “explicitly tied to the facts at bar” (p. 8). Thus, suggestibility testimony avoids the
infirmities of clinical opinion, which often is based on unsystematic observation and is case specific.

However, the strengths of such testimony are also its vulnerabilities. There is substantial
disagreement among researchers about the applicability of laboratory research on suggestibility to
children who actually appear in court (Ceci, 1991). The problem concerns ecological validity. Are
the techniques used to interview children in the laboratory sufficiently similar to those used to
interview an allegedly abused child in a particular case? Are the events about which children are
interviewed in the laboratory comparable to a sexually abusive event? If not, how significant are the
differences? In answering such questions, testifying experts are often forced to rely on their
subjective judgments and personal experience.

Bruck’s chapter provides illustrative examples of cases in which suggestibility research was
discussed, describing her expert testimony in two cases: the Martensville trials (The Queen v.
Sterling) and the Little Rascals case (State v. Kelly). In both cases issues of ecological validity were
raised. In Sterling, the prosecutor questioned how well the research matched the interviewing
actually conducted in the case at bar (Bruck, 1994). In Kelly, the prosecutor challenged assumptions
that the research applied to allegations of sexual abuse that the child witnesses appeared to find
embarrassing, aversive, and painful (Bruck, 1992).

It is often impossible for an expert to know how a child has been interviewed in a particular
case, even when the available reports relate what appear to be convincing narratives of abuse: As

Bruck notes, “I learned that just because a professional concluded in a report that the child was
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abused that this did not necessarily mean that the child had reported abuse in the manner contained
in the report, or that the child had spontaneously reported the abuse. I learned that these reports
could reflect situations in which the child was repeatedly questioned and finally assented to abuse in
response to an interviewer’s leading questions” (p. 5). Verbatim records of interviews are frequently
unavailable, particularly those documenting the initial allegation, which is typically made before a
formal investigation is begun.

Without a verbatim record, a testifying expert can only speculate about whether suggestive
methods were used. The expert might assume that interviews were suggestive based on a review of
transcripts from other cases. But doing so risks generalization from a potentially unrepresentative
sample (Ceci & Bruck, 1995). Systematic research on suggestive practices in actual interviews is in
its infancy (McGough & Warren, 1994; Lamb et al., in press). Consequently, we know little about
the ecological validity of findings from the suggestibility literature. These include conclusions about
the impact of such coercive techniques as stereotype induction (Leichtman & Ceci, 1995; Lepore &
Sesco, 1994) and questioning in which the child is told (rather than asked) whether the events
occurred (Leichtman & Ceci, 1995; Ceci, Loftus, Leichtman, & Bruck, 1994).

For ethical reasons, research on children’s suggestibility cannot directly test the proposition
that children can be manipulated to recall abusive experiences that never occurred. To the extent
that abusive experiences are different than experiences that can be tested, the applicability of
suggestibility research to sexual abuse allegations is open to question (Lyon, 1995; Ceci, Bruck, &
Rosenthal, 1995). Moreover, even assuming agreement that differences exist, the practical
significance of such differences is a matter of subjective opinion.

In legal terms, these issues address what the Supreme Court in Daubert called “fit.” Fit
refers to the extent to which the expert’s testimony is “tied to the facts of the case” (Daubert, 1993,

p- 591). Lack of fit renders an expert’s testimony inadmissible under the Federal Rules of Evidence
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(FRE 702). Less than perfect fit raises issues of prejudicial impact (FRE 403), and can lead to the
exclusion of expert testimony, since juries are often deferential to expert opinion, even when the
expert’s testimony is of questionable relevance (Kovera & Borgida). Given the tendency of juries to
defer decisionmaking to experts (Miller & Allen), courts can use issues of fit and prejudice to weed
out expert testimony when its persuasiveness exceeds its probative value.

One might argue that because scientific data on interview practices is limited, researchers
should be barred from testifying about the suggestibility of children unless they have seen
videotapes of the interviews or have at least reviewed transcripts of the interviews in a particular
case. However, since documentation is frequently unavailable, this would dramatically limit the
ability of experts to warn jurors about potentially suggestive interviewing techniques. Similarly, one
might argue that the differences between the events examined by suggestibility researchers and
actual sexual abuse and justify exclusion of all expert testimony on suggestibility research.
However, because it would be unethical for researchers to use coercive techniques to convince
nonabused children that they were, in fact, abused, this argument would permanently foreclose all
expert testimony on suggestibility. We believe that although expert testimony on suggestibility
necessarily goes beyond what has been (or can be) scientifically proven, it should not be treated as
per se inadmissible. If jurors are relatively uninformed about the suggestibility of children (or if they
harbor misconceptions), expert testimony may be helpful.

At the same time, we agree with several of the contributors to this volume (Lavin & Sales;
Pruett & Solnit) that experts are obligated to be candid about the limits of their knowledge: “When
science is not available to address the question, they should present their testimony with appropriate
disclaimers alerting the jury that it is not scientifically based, and as yet unproven or unprovable”
(Lavin & Sales, p. 31). Given Bruck’s warning that attorneys are often untrained in the scientific

method, and Kovera and Borgida’s discovery that cross-examination may fail to alter the jury’s
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initial impressions of an expert’s testimony, we would add that the expert should initiate discussion
of such limits in his or her direct testimony, rather than wait for cross-examination.

Conclusion

Interpretive differences among researchers in child sexual abuse cases reveal the limitations
of scientific knowledge. Those who study the behavior of sexually abused children in the real
world are unable to subject randomly selected participants to abuse and observe the effects.
Consequently, their conclusions may be influenced by illusory correlations born of selection and
diagnostic biases. Those who study the suggestibility of children in a laboratory setting are typically
unable to recreate the multitude of factors that influence children’s reports in the field. Both types of
researchers make inferential leaps and judgment calls in court when they attempt to translate their
research into case-relevant knowledge. Disagreements are inevitable, not because some researchers

are ethical and others are not, but because all researchers are human.
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