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Abstract

A cluster analysis is used to explore differential outcomes in 123 French Canadian children 

reporting sexual abuse contrasted with 123 control children. Mothers’ reports of behavioral 

problems on the Child Behavior Checklist, abuse-related variables, personal factors, and family 

characteristics are used as potential variables discriminating clusters. Results reveal four clusters: 

(a) anxiety constellation group refers to children displaying behavior problems on a subset of 

scales, (b) the severe distress group refers to children showing a broader array of behavior 

problems, (c) victims of less severe sexual abuse (SA) group consists of children disclosing mostly 

extrafamilial SA, and (d) resilient children refers to children who, while disclosing severe abuse, 

rely less on avoidance coping. Findings underscore the need to go beyond abuse-related variables 

to orient treatment for children disclosing sexual abuse and for tailoring interventions to distinct 

subgroups.
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Child sexual abuse (SA) is an important social problem. Prevalence rates derived from 

community samples vary from 12% to 35% for women and 4% to 9% for men (Putnam, 

2003). Although incidence surveys are based solely on reported cases, the rates are still 

considerable. The Canadian incidence study estimated that 5,870 founded cases of child SA 

were reported to Child Protection Services from January to December 1998 (Trocmé et al., 

2001). Although children and youth younger than age 18 represent only one-fifth of the 

population, they are victims in more than 60% of all police-reported sexual offences 

(Statistics Canada, 2003). Even if a number of prevention programs have been implemented 

in the past decade and have provided beneficial effects (Hébert & Tourigny, 2004), a high 

number of children are still at risk of growing up while having to cope with the 

consequences of sexual abuse.
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Data gathered to date suggest that sexually abused children are likely to present significant 

anxiety, depression, somatic complaints, social withdrawal, anger and aggressive behaviors, 

compared to non-abused children (Cahill, Kaminer, & Johnson, 1999; Wolfe, 1999; Briere & 

Elliot 2001; Paolucci, & Genuis, 2001). In addition children experiencing SA are more 

likely to demonstrate inadequate sexualized behaviors and posttraumatic stress disorder 

PTSD symptoms (Boney-McCoy & Finkelhor, 1996; Collin-Vézina & Hébert, 2005; 

McLeer, Dixon, Henry, Ruggiero, Escovitz, Niedda, & Scholle, 1998; Tremblay, Hébert & 

Piché, 2000). Research has consistently underlined the variability of health outcomes of SA 

children (Spaccarelli & Kim, 1995; Webster, 2001). Thus, sexually abused children appear 

to be a highly heterogeneous group (Valle & Silovsky, 2002) and the impact of SA does not 

appear to yield a distinct identifiable syndrome (Saywitz, Mannarino, Berliner, & Cohen, 

2000).

Clinicians and child welfare workers often deal with a wide variety of cases illustrating a 

host of abusive episodes ranging from a single exhibitionism episode, to fondling, to 

complete intercourse involving a stranger or a close intimate family member. Such different 

experiences are often lumped together in statistical analysis, which may overshadow specific 

profiles of adaptation. Not only do children experience quite diverse abuse but it is also 

highly improbable that all have the same personal competencies to deal with the trauma and 

that all benefit from the same family environment to help them in this task. The diversity of 

case presentation may impair the clinician’s ability to propose a specific standardized 

treatment that applies to all cases (Saywitz et al., 2000). Currently, there is a paucity of 

guidelines that help practitioners orient cases following disclosure. The identification of 

profiles of outcomes may provide cues in this regard.

Clinicians and researchers have attempted to better delineate variables associated with 

severity of SA impact in the hope that this would yield cues to identify those most in need 

for treatment. Characteristics such as severity of the abusive act (abuse involving 

penetration), duration/frequency of the abuse, presence of force/violence during the abuse, 

relationship to perpetrator and age at onset of abuse have been investigated (Beitchman, 

Zucker, Hood, DaCosta, & Akman, 1991; Cohen & Mannarino, 1998; Fergusson, Horwood, 

& Lynskey, 1996). Although more adverse impact in survivors has been found to be 

associated with longer duration of abuse, use of force or violence, and father or father figure 

as perpetrator, the results of empirical studies remain highly inconsistent (Bal, 

DeBourdeaudhuij, Crombez & Van Oost, 2004; Calam, Horne, Glasgow, & Cox, 1998; 

Koverola, Pound, Heger, & Lytle, 1993; Ligezinska, Firestone, Manion, McIntyre, Ensom, 

& Wells, 1996; Spaccarelli & Kim, 1995; Tyler, 2002), suggesting that other variables may 

play a key role.

Spaccarelli’s transactional model conceptualizes sexual abuse as a stressor involving a series 

of abuse events and disclosure-related events that may each increase the risk for negative 

outcomes (Spaccarelli,1994). In this model, outcomes are determined by multiple 

transactions between appraisals and coping responses as well as environmental factors (prior 

support, reaction of the family and community; Nurcombe, 2000). Characteristics of family 

associated with increased symptoms may worsen the impact of abuse events or impede on 

the child’s coping (Spaccarelli, 1994). A supportive stance from the nonoffending parent 
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may act as a protective factor by promoting the use of efficient coping (Spaccarelli,1994). 

Coping and family characteristics, especially parental support, are among the key mediators 

pro- posed to explain the link between SA and emotional distress (Barker-Collo & Read, 

2003; Whiffen & MacIntosh, 2005). It is well recognized in the literature that reliance on 

escapist coping strategies is consistently related with higher level of distress (Folkman & 

Moskowitz, 2004). Although avoidant coping has been directly related to greater distress in 

sexually abused children, and in fact may mediate the effects of SA on distress (Bal, Van 

Oost, DeBourdeaudhuij, & Crombez, 2003; Shapiro & Levendosky, 1999), approach coping 

has been inconsistently related to outcomes (Chaffin, Wherry, & Dykman, 1997; Johnson & 

Kenkel, 1991; Tremblay, Hébert, & Piché, 1999).

A supportive family environment may also serve as a buffer against detrimental outcomes 

following disclosure of SA (Elliot & Carnes, 2001, Rosenthal, Feiring, & Taska, 2003). In 

one study, Spaccarelli and Kim (1995) reported that perceived support was the best predictor 

of the victim’s outcome among all considered variables. Indeed, children who felt supported 

by the non-offending parent maintained a higher level of functioning in social, interpersonal 

and academic domains (Spaccarelli & Kim, 1995). Even after differences in abuse-related 

characteristics had been controlled for, family contextual factors significantly added to the 

prediction of the level of behavioral difficulties of SA school-age children (Hébert, 

Tremblay, Parent, Daignault, &, Piché, in press). More specifically, of the different aspects 

of family functioning evaluated, the intensity of family conflict was found to contribute to 

the prediction of externalizing behavior problems. Analyses of factors distinguishing 

children appearing resilient in a six months follow-up, also highlighted the discriminating 

power of this variable (Hébert et al., in press).

Although researchers have investigated potential variables linked with severity of impact, the 

crucial question of whether certain types of SA are associated with different outcomes has 

been overlooked (Trickett, Noll, Reiffman & Putnam, 2001). The issue of differential impact 

is more likely to provide pertinent clues for the design of specific interventions. Indeed, 

outcomes for any childhood problem will be related to the configuration and timing of a host 

of surrounding circumstances including events both within and outside the child (Mash & 

Barkley, 2003). Hence, in order to formulate relevant treatment recommendations, there is a 

need to further explore the diversity of SA experiences along with the factors influencing the 

diversity of outcomes (Barker-Collo & Read, 2003; Valle & Silovsky, 2002).

Cluster analysis is well suited for identifying subsets of individuals from heterogeneous 

populations (Hair, Anderson, Tatham, & Black, 1998). This statistical method has been used 

to derive typologies of mental health outcomes in adult SA survivors (Bennett, Hughes, & 

Luke, 2000; Elhai, Flitter, Klotz, & Sellers, 2001; Follette, Naugle, & Follette, 1997; Hulme 

& Agrawal, 2004). In the only published report of clusters of sexually abused children, 

Trickett et al. (2001) analyzed the profiles of 166 SA girls (6 – 16 years of age) referred to 

Child Protective Services (CPS) agencies. All had been victims of abuse involving genital 

contact or penetration by a family member. A first cluster comprised girls who had been 

abused throughout a short period of time, by multiple perpetrators, none of whom were 

biological fathers, and where the abuse was likely to have involved physical violence. A 

second cluster consisted of victims of SA of short duration by a nonbiological father figure; 
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the abuse did not involve use of violence. A third and last cluster consisted of victims of 

chronic abuse perpetrated by the father. In analyzing differential outcomes, the authors 

found that girls subjected to chronic abuse by their fathers were reported to display more 

delinquency, immaturity, and aggressive behaviors problems than were girls subjected to SA 

of shorter duration. The former were also found to display more depression and withdrawn 

behaviors, compared with victims of SA involving the use of force or violence and victims 

of SA of shorter duration. However, both victims of SA involving force and victims of 

chronic incest presented more dissociation symptoms. Results suggest that differential 

treatment would be indicated for presenting cases. Although this study provided invaluable 

information on how differences in the abuse experience are important to our understanding 

of health outcomes of SA victims, a number of limitations are apparent. Above all, the entire 

sample consisted of victims of intrafamilial sexual abuse and the abuse experienced was 

severe compared with other SA samples in that 70% experienced some type of penetration. 

Consequently, the sample represented neither the diversity of cases nor those usually seen at 

hospital clinics or initially reported at CPS. In addition examination of profiles of girls aged 

6 thru 16 may obscure potential developmental patterns.

Saunders and his colleagues (Saunders, Berliner, & Hanson, 2003) convincingly argue that a 

comprehensive assessment is required to identify a treatment plan tailored to the problems 

and needs of child victims and their families and that the likelihood of beneficial outcomes 

is enhanced when effective treatment plans are matched correctly to specific problems. It 

appears likely that a variety of interventions are required to ensure the delivery of treatments 

that are tailored to the individual circumstances needs of the child (Ross & O’Carroll, 2004). 

Examining within-group variation in outcomes following SA and associated abuse-related 

characteristics, personal and family variables, is likely to offer important cues for treatment 

orientation. In this context, the purpose of the present study was to explore the heterogeneity 

of profiles of sexually abused children by means of a cluster analysis.

Method

Participants

A total of 123 French-speaking children (110 girls and 13 boys) were referred for evaluation 

to the Child Protection Clinic of Ste-Justine Hospital, a tertiary-care pediatric hospital 

located in Montreal, Canada, following alleged sexual abuse. An interdisciplinary team 

(pediatrician, nurse, social worker, and psychologist) is responsible for cases referred on an 

outpatient basis as well as for hospitalized patients. All sexual abuse allegations are further 

reported to the CPS of the designated region. Children were between the ages of 7 and 13 

years old (M = 9.22, SD = 1.53). A total of 64% of children experienced intrafamilial sexual 

abuse (64%), and for 52% of them the abuse lasted at least 6 months. In most cases, the 

sexual experience was severe (sexual acts involving attempted or completed oral, vaginal, 

and/or anal penetration; 66%) or moderate (unclothed touching; 29%), following Russell’s 

(1983) classification. For all cases, the perpetrator was at least 4 years older than the child 

and the abuse was disclosed in the last 6 months. A total of 123 children recruited from 

public schools in the Montreal region served as a comparison group. The schools were 

chosen particularly on account of their general socio- economic level with a view to 
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recruiting children comparable to those in the sexual abuse group. Groups were paired in 

terms of gender and age.

Measures

Children completed three questionnaires evaluating coping strategies, perceived social 

support and self-esteem. Questionnaires evaluating children’s behavioral problems and 

quality of family relationships were completed by the mother. All measures were 

administered in French.

Self-report Coping Scale (SRCS; Causey & Dubow, 1992)—The SRSC evaluates 

coping strategies used by children when confronted to a common stressor (peer argument). 

Approach (seeking social support and self-reliance) and avoidance strategies (distancing, 

internalizing and externalizing) are considered in accordance with the conceptualization of 

Roth & Cohen (1986). For each question, the child must indicate on a 5-point Likert scale 

how often he or she uses a given strategy to cope with a peer argument. In this study, a brief 

version of the SRCS was used. The 20-item version was derived from the original scale by 

retaining items showing the highest item-total correlations in a sample of 130 children 

(Hébert, Parent, Daignault, & Tremblay, submitted). Analyses on the brief version of the 

SRCS revealed adequate internal consistency for each subscale (Cronbach’s alpha ranging 

from 72 to .86) and a factorial structure similar to the original version (Hébert et al., 2006).

Self-perception profile for children (SPPC; Harter, 1985a)—The SPPC is designed 

to assess children’s perceived competence. The child first evaluates which of two 

descriptions is most like him or her and then rates whether the description is sort of true for 
me or really true for me. Items are scored on a scale ranging from 1 to 4 with the highest 

scores corresponding to higher perceived competence. The global self-worth subscale was 

used in the present study (α = .76).

Social Support Scale for Children (SSSC; Harter, 1985b)—The original version of 

the SSSC assesses four sources of potential support: (a) teacher, (b) classmates, (c) close 

friends, and (d) parents. It comprises 24 items presented in the same format as the SPPC 
(Harter, 1985). For each question, the child indicates on a 4-point Likert-type scale how 

often the given source of support is provided. In this study, the Parent subscale (α = .71) and 

a composite score of close friends and classmates support (α = .85) was used.

Child Behavior Checklist (CBC; Achenbach & Edelbrock, 1991)—The CBC is a 

widely used questionnaire designed to assess children’s levels of social competence and 

behavioral difficulties according to the parent. Adequate internal consistencies and validity 

indices are reported in the test manual (Achenbach, 1991). This measure includes 118 items 

scored on a 3-point scale indicating the frequency of different behaviors over the past 6 

months. The eight syndrome subscales were used in the present study: Withdrawn (α=.75), 

Somatic Complaints (α=.68), Anxious/Depressed (α=.88), Social Problems (α=.67), 

Thought Problems (α=.68), Attention Problems (α=.82), Delinquent Behavior (α=.71), and 

Aggressive Behavior (α=.91). A sexualized behavior score can also be computed and was 
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used as an outcome measure in the present study (α=.67). For each behavior problem score, 

scores are presented as t scores and the highest scores reflect greater behavioral difficulties.

Family Relationship Index (FRI; Holahan & Moos, 1981)—The FRI includes 27 

items from the Family Environment Scale (Moos & Moos, 1981), a scale designed to assess 

quality of family relationships. Three dimensions are evaluated: (a) cohesion; (b) 

expressivity; and (c) conflict (reversed scored). This index is reported to have high internal 

consistency and good construct validity and has been used extensively as a summary 

measure of quality of family environment (Holahan & Moos, 1991; Moos & Moos, 1994). In 

the present study, two subscales are used: Cohesion (α=.78) and Conflict (α=.76). The 

Expressivity subscale was dropped from the analysis considering the low internal 

consistency obtained (α<.60).

An adaptation (Parent & Hébert, 1995) of the History of Victimization Form (Wolfe, 

Gentile, & Bourdreau, 1987) was used to record abuse-related characteristics from CPS 

and/or medical records. Three abuse-variables were considered: (a) severity of abuse 

(according to Russell’s classification); (b) duration of abuse (single episode, at least two 

incidents or multiple episodes throughout a 6-month period); and (c) identity of the 

perpetrator (stranger, known but unrelated, extended family member or immediate family 

member). Prior analyses of interrater reliability were based on 30 records and indicated high 

agreement; the median intra-class correlation was 0.86.

Procedure

The objectives of the study were introduced to mothers or legal guardians at their first 

hospital visit for a medical examination. Consent forms were collected and a meeting with 

the family was scheduled. Child completed measures were administered by a trained 

graduate student while the parents answered the questionnaires. Children from the 

comparison group were recruited through public schools. Letters explaining the purpose of 

the research were first sent to families. Participants returned the consent form to the teacher. 

Parents were then contacted and a home-interview was scheduled. Parents from the 

comparison group were questioned about the occurrence of different life events 

(hospitalization, separation, residential move, adoption, illness, birth of a sibling, sexual 

abuse, etc.) in the history of the child to screen out children who had disclosed sexual abuse. 

The Human Research Review Committee of the University of Québec in Montréal and the 

Ethics Committee of Sainte-Justine Hospital approved the study.

Results

Selection of Cluster Method and Grouping Variables

Cluster analysis is considered an excellent method to study heterogeneous populations 

(Borgen & Barnett, 1987). Its main purpose is to classify subjects into subgroups on the 

basis of similarities in terms of selected variables. Two sets of variables were used, a first set 

to run the cluster analysis and a second set to validate the identified clusters. Sets of 

variables were determined on the basis of correlation matrices. The rationale was to create 

complementary sets of variables in each given category. A total of 14 clustering variables 
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were selected: (a) characteristics of abuse experience (severity of abuse, identity of the 

perpetrator); (b) family environment (cohesion); (c) children personal characteristics (coping 

strategies: problem solving, seeking social support, internalizing, externalizing and 

distancing); and (d) outcomes (anxiety, thought problems, somatization problems, aggressive 

behavior and sexualized behavior). The remaining variables (a) abuse-related variables: 

duration of the abuse; (b) family environment: family conflict; (c) children personal 

characteristics: perceived social support and self-esteem and (d) outcomes: withdrawal, 

delinquent behavior, attention disorder and social problems were used to validate and create 

profiles with the emerged clusters. Correlations between variables range from .02 to .52, the 

average correlation being .14.

To conduct the cluster analysis, the square Euclidian distance was selected as the measure of 

similarity whereas the Ward hierarchical cluster method was used as the clustering 

algorithm. Hierarchical clustering methods are recognized as the most widely used 

techniques to study heterogeneous populations and Ward’s method is generally considered 

the best among these (Borgen & Barnett, 1987). Ward’s algorithm produces a dendogram 

that ultimately groups all the individuals of the sample into a single entity. As clusters are 

condensed, Ward’s method measures loss of information as the total sum of squared 

deviations of every point from the mean of the cluster to which it belongs. Because variables 

were measured by different questionnaires using various scale formats, standardized values 

of the variables were used. Data were prescreened for outliers as recommended by Comrey 

(1985). An outlier was defined as a participant who showed a standard score greater than 3 

on more than two variables. Results showed that two participants were considered outliers 

on three or more variables and were thus eliminated from the analyses.

Selection of the cluster solution and quality adjustment estimation

Initially, an analysis of the percentage of change observed in agglomeration coefficients for 

the first eight clusters was conducted. One-way ANOVAs were conducted to examine if all 

selected clustering variables differentiated groups. Results revealed that one variable did not 

distinguish groups (children’ seeking of social support to cope with an interpersonal 

problem). This variable was removed from the clustering variables and the cluster analysis 

was recalculated. Subsequent one-way ANOVAs revealed a significant overall effect for 

cluster membership on all selected grouping variables. Table 1 presents agglomeration 

coefficients for the first eight cluster solutions. Data revealed a small percentage of change 

in coefficients from the fourth cluster solutions.

To identify the most significant cluster solution, comparison of cluster solutions was based 

on practical judgment and theoretical foundations as suggested by Hair et al. (1998). First, 

the grouping of children into four clusters was examined. Second, global interpretation of 

the three-versus four-cluster solutions was attempted. Findings showed that the four-cluster 

solution classifies children on abuse characteristics and severity of behavioral problems, 

whereas the three-cluster solution only classifies children on the basis of abuse 

characteristics. The four-cluster solution provided the most clinically meaningful description 

of sexually abused children and was selected for further analyses.
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Interpretation of the clusters

A discriminant function analysis was performed to provide description of the clusters and to 

help determine which variables contributed to the distinctions. Analyses revealed that all 

three discriminant functions (Function 1: λ=.09, χ2 (36) = 277.97, p = .000, canonical R2=.

84; Function 2: λ=.29, χ2(22) =139.90, p=.000, canonical R2=.74; Function 3: λ=.64, 

χ2(10) =50.62, p=.000, canonical R2 =.60) reliably differentiated groups Functions 

accounted for 57.4%, 29.0%, and 13.6%, respectively, of the between-group variability. 

Based on the discriminant functions, cluster membership was predicted for each participant. 

Results revealed a high hit rate; 93% of children were correctly classified. Detailed analysis 

revealed that 88% of children are correctly classified in Cluster 1, 95% are correctly 

classified in Cluster 2, 94% in Cluster 3, and 97% in Cluster 4. Table 2 provides the 

structure weights for the discriminant functions.

The following variables showed highest absolute values for the first discriminant function: 

family cohesion, internalizing coping, distancing coping, and behavior problems reflecting 

somatization, sexualized behavior, thought problems, and aggressive behaviors. Inspection 

of group centroids suggests that this constellation appears to particularly describe Cluster 3 

children. On the second function, identity of the perpetrator and anxiety behavior problems 

showed the highest absolute values. A constellation of higher frequency of extrafamilial 

abuse and less anxiety symptoms appears to characterize Cluster 4 children. The third 

function suggests that severe abuse coupled with high problem-solving coping and low 

externalizing coping best characterized Cluster 2 children. Follow-up analyses were 

conducted using discriminant functions scores as the dependent variable and the cluster 

groups as the independent variable in a one-way ANOVA followed by post hoc tests. These 

analyses showed that all groups significantly differentiated from each other for both the first, 

F (3, 119) = 93.50, p = .000, and second, F (3, 119) = 47.14, p = .000, function. Results for 

the third function, F (3, 119) =22.18, p =.000, revealed a main effect for cluster groups, and 

post hoc analyses indicated that all groups were significantly different from each other, 

except for Clusters 1 and 4. To further interpreter cluster profiles and identify the unique 

attributes of each cluster, as well as to contrast each cluster group with children in the 

comparison group, a series of ANOVAS and post hoc tests also were conducted and results 

are presented in Table 3. In addition, to validate the cluster solution, clusters were compared 

with other variables not initially used in forming the cluster solution, as proposed by Hair et 

al. (1998). A set of complementary variables was thus used to validate the clusters. These 

validation variables fall into the same categories as the initial clustering variables: (a) abuse-

related variables (duration of the abuse), (b) family environment (family conflict), (c) 

children’s personal characteristics (perceived social support and self-esteem), and (d) 

children’s behavior problems (withdrawal, delinquent behavior, attention disorder, and social 

problems). The results of these analyses are presented in Table 4.

Description of clusters

Mean behavioral problems scores for each cluster are plotted in Figure 1. Examination of the 

four clusters regarding characteristics of the sexual abuse, presence of personal and familial 

protective and risk factors and level of associated behavioral problems revealed the 

following profiles of SA children:
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Two clusters (Clusters 1 and 3) identify children displaying significant behavioral problems. 

Cluster 1 (n = 40), is subsequently named Anxiety Constellation Group. Children display 

significant more behavioral problems than children in the comparison group for all CBC 

subscales, the most elevated scales being Anxiety (T score = 68), Delinquant (T score = 65) 

and Attention (T score = 65). When contrasted to Cluster 3 children, they show less thought 

problems, sexualized behaviors, aggressive behaviors, social problems, attention problems, 

and withdrawal behavior problem scores but comparable scores for the anxiety, 

somatization, and delinquent subscales. Relative to children in the comparison group, 

Cluster 1 children use more externalizing strategies to cope with an interpersonal problem 

and less problem-solving coping.

Cluster 3 (n = 31) subsequently named Severe Distress Group, identified children that are 

found to display the highest scores for all CBC subscales ( T score =62), are highly elevated 

and reach clinical norms ( T score ≥ 69). ANOVAS indicate that the display higher scores on 

all CBC scales when contrasted to children in the comparison group to children in Clusters 2 

and 4. When contrasted to Cluster 1 children, they are found to display higher scores on all 

scales except for the Anxiety, Somatization, and Delinquent subscales. With regard to abuse-

related variables, children more often report severe sexual acts (90% completed penetration 

or attempted penetration) when contrasted to children in both Clusters 1 and 4. The cluster is 

further differentiated from other clusters by family environment typified by less family 

cohesion. They also rely more often on distancing strategies to cope with stressors compared 

with SA children in the other three clusters as well as with comparison group children.

Two clusters (Clusters 2 and 4) appear to identify children functioning within norms. The 

distinctive features of Cluster 4 (n = 32), subsequently named Victims of Less Severe SA 

Group, relate to the identity of the perpetrator and the length of the abuse. Children less 

often experience abuse involving immediate family members than children in the other three 

clusters. Validation variables indicate that Cluster 4 children less often report chronic abuse 

than do children in the other clusters. When contrasted to children from the comparison 

group, no significant differences are apparent concerning behavioral problems. In terms of 

potential protective factors, children in Cluster 4 obtain lower self-esteem scores than do 

comparison children but do not achieve significantly different scores concerning coping 

skills. No significant difference is noted concerning family cohesion and family conflict 

between Cluster 4 children and comparison group children.

Cluster 2 (n = 20), subsequently named Resilient Group, reveals a profile in which children 

did not show clinically elevated scores on the CBC, although they reported a comparable 

level of severe sexual abuse (75%) to Cluster 3 children. Children in this cluster reported 

severe acts of abuse more frequently than Cluster 1 and Cluster 4 children. The distinctive 

features relate to the fact that these children rely less on avoidance coping than other SA 

children and rely more on approach coping than Cluster 1 and Cluster 4 SA children. They 

also present higher self-esteem scores than do children in Clusters 3 and 4. When contrasted 

with nonabused peers, they rely less on avoidance coping and are living in a family where 

there is less conflict.
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Additional analyses were conducted on demographic variables (gender and age of children, 

mothers’ age, level of education, marital and socio-economic status) to examine whether 

these factors are related to clusters. No significant differences among clusters were found on 

demographic variables except for marital status. Children in cluster 4 Victims of less severe 

SA Group, were less likely to live in single-parent families than children in the other clusters 

(Cluster 1: 65%; Cluster 2: 55%; Cluster 3: 61%; Cluster 4: 25%; χ2(3), p<0.05). The 

analyses failed to identify significant differences regarding gender because the distribution 

of boys is similar across clusters (Cluster 1: 10%, Cluster 2: 10%, Cluster 3: 13%, Cluster 4: 

9%, Comparison group: 10.6%), χ2(3) =.248, ns. Similarly, mean age in months) of children 

is not significantly different across clusters (Cluster 1: 114.24, Cluster 2: 112.20, Cluster 3: 

105.05, Cluster 4: 110.42, Comparison group: 113.08), F(4, 214) =1.435, ns.

Discussion

Relying on a sample of both intra- and extrafamilial SA, the present study identifies four 

different clusters of children disclosing SA. While considering abuse-related characteristics, 

personal factors, and familial factors, a first cluster referred to children subjected to chronic 

SA but experiencing mainly anxiety symptoms (33% of the sample), whereas a second 

cluster identified children displaying a host of negative outcomes (25% of the sample) 

reaching clinical levels for both internalizing and externalizing difficulties, suggesting a 

broader array and more pervasive behavioral problems following disclosure. Two clusters 

described children who were displaying less negative outcomes: a first cluster (26% of the 

sample) was defined by children experiencing less severe SA, whereas a second cluster 

describes resilient children (16% of the sample) who, while subjected to severe intrafamilial 

SA, displayed efficient coping skills.

Inclusion of a control group in the design of this study and comparison of each cluster with 

other subgroups enables identification of distinctive features. Children classified in the 

Anxiety Constellation group comprise the greatest number of sexually abused children. 

When contrasted to nonabused peers, they are found to display significant behavior 

problems on all CBC subscales, however when contrasted to other sexually abused children, 

analysis of their profiles clearly reveal a peak for the Anxiety subscale. The Severe Distress 

group contains the greatest percentage of children reporting invasive sexual acts as 90% 

reported attempted or complete penetration. Among distinctive features of this cluster, 

children obtained the lowest score on family cohesion when compared with other children 

disclosing SA. Children in this subgroup are also found to obtain both lower familial 

cohesion and higher conflict when compared to control. In fact children in the Severe 

Distress group are clearly different from control children both in terms of personal variables 

(using significantly more of all types of avoidance coping strategies, present lower levels of 

self-esteem) and family characteristics (less cohesion, more conflict). They also display 

significantly more behavior problems and all CBC subscales when contrasted with control 

children and they obtain significantly higher scores for all scales except Anxiety, 

Somatization and Delinquent subscales when compared to the Anxiety Constellation group.

Data suggest that children in the Resilient Group appear to benefit from a series of protective 

factors that may help them overcome the trauma associated with SA. None of the abuse-
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related variables distinguishes this group from the Severe Distress group suggesting the 

trauma experienced is of similar magnitude. However they clearly present a set of personal 

competencies (relying less on avoidance coping and presenting higher self-esteem) to cope 

with the aftermaths of SA, thus confirming coping as a crucial variable in identifying 

pathways of resilience (Banyard, 2003). The family environment is also susceptible to offer 

more assets to overcome and help reduce the impact of SA, being more cohesive and less 

conflict-ridden than that of children in the Severe Distress group. However, one possibility is 

that this group is less willing to disclose pathology or more prone to social desirability 

responding

In the present sample, approximately one child out of five experienced less severe abuse, 

forming the group named Less Severe SA. These children present the highest prevalence of 

abuse by a stranger (19%) and lowest prevalence of abusive episodes involving an immediate 

family perpetrator (19%) when compared with other clusters. For these children, validation 

of the clusters confirms that children are involved in less severe SA as the group contains the 

greatest percentage of children (48%) reporting a single episode of abuse. Children in 

Cluster 4 were found to be more likely to live in a two-parent house hold. Children in intact 

families are less likely to experience social and emotional problems, whereas children in 

single-parent families present a higher risk of experiencing social and emotional problems 

(Amato, 2005). Children who grow up in two-parent families may receive more effective 

parenting and may be emotionally closer to both parents and subjected to fewer stressful 

events. Thus, in contrast to children living in single-parent families, children in intact 

families may not be confronted with other stressors (economic hardship, residential changes, 

loss of contact with a parent, etc.) that may impede on behavioral outcomes (Amato, 2005).

Surprisingly, perceived peer and parental support variables did not discriminate between 

clusters and nor between SA and control children, suggesting that these variables are not as 

potent as, for instance, coping strategies in differentiating profiles. A number of empirical 

reports have documented the importance of parental and more specifically maternal support 

in predicting children’s outcomes (Lovett, 2004). One possible explanation refers to the low 

variability of the parental support measure in the present study and a possible ceiling effect 

(M ranging from 20.7 to 21.8, maximum score =24). Thus, children report a relatively high 

score of maternal support. Several hypotheses may be suggested to account for this result; 

the measure used is not sensitive enough or the present sample involves highly supportive 

mothers because all took necessary action to provide medical services to the child by 

consulting the clinic; in this respect, mothers did not deny the child’s disclosure. The general 

measure of perceived parental support used in the present study is perhaps not sensitive 

enough to distinguish parental levels of specific support offered following disclosure. 

Indeed, perceived social support from friends and parents were evaluated in general terms 

and not in specific relation to the SA. Children were asked to think about actions they 

perform when confronting common stressful situations and to evaluate support they 

generally perceive from parents and friends. Further reports may consider exploring multiple 

facets of support from both the parent’s as well as the child’s perceptive thus providing a 

more comprehensive assessment of the predictive power of this variable. Cohen and Wills 

(1985) stipulate that support from others may have a greater influence on psychological 

well-being when the specific support offered corresponds to the one required to overcome a 
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particular stressor. It is probable that peers do not respond to all the needs of the child 

disclosing SA. Given the private nature of the SA, many children may not even disclose the 

abuse to their peers at this age-period. In addition, peers may become more salient for 

assuming social support functions later on in early adolescence (Berndt, 1989; Harter, 1985; 

Rosenthal et al., 2003; Sullivan, 1983).

Implications of the current findings relate to the treatment of children disclosing SA since 

the data provides an initial step toward a more systematic comprehension of the array of 

symptom profiles in this clientele. Given the vast heterogeneity of cases, no single type of 

intervention is likely to be effective for all sexually abused children (Cohen, Berliner, & 

Mannarino, 2000; Saywitz et al., 2000). Tailoring interventions to distinct subgroups may 

enhance potential benefits for children. In addition, a better matching of level of services 

needed may ensure lower dropout rates (Skowron & Reinemann, 2005). The present data 

clearly suggest that clinicians need to go beyond abuse-related variables to orient treatment. 

The identity of the perpetrator, the duration of the abuse and the specific sexual acts involved 

are not the sole factors involved in the development of a particular constellation of behavior 

problems. Both personal (coping) and family factors (degree of conflict and cohesion) 

contributed relevant information to the derived clusters.

The derived typology highlights significant differences between subgroups with different 

needs, different personal resources and family vulnerabilities that are unlikely to be met by a 

single therapy plan. The clinical profile of children in the Anxiety Constellation cluster 

suggest behavioral problems more specifically related to anxiety. Trauma-focused cognitive 

behavioral therapy (TF-CBT) is well documented and has been found to be effective in 

relieving such symptoms and related symptoms of sexually abused children (Putnam, 2003; 

Ross & O’Carroll, 2004). A recent randomized controlled trial has demonstrated the 

superiority of the approach to child-centered therapy (Cohen, Deblinger, Mannarino, & 

Steer, 2004) and the maintenance of the effects (Cohen, Mannarino, & Knudsen, 2005). 

Children identified in the Severe Distress cluster may need to benefit from a more 

comprehensive treatment plan that considers both the aftermath of sexual abuse as well as 

concomitant issues facing the child and his or her family. Although an individual treatment 

approach may be suitable for these cases, concomitant issues facing the family may be more 

effectively addressed in a family therapy format than in an individual therapy.

The finding that some children do not display significant behavioral problems, despite 

reporting severe SA is consistent with prior research reports (Kendall-Tackett, Williams, & 

Finkelhor, 1993). Although children identified as resilient do not present behavioral 

problems as reported by their mothers, they may experience other symptoms not evaluated in 

the present study. Even more difficult to confirm is whether some children are truly resilient 

or whether SA is associated with latent effects. The limited longitudinal data available 

suggests that a significant proportion of initially asymptomatic children deteriorate over time 

(Calam et al., 1998; Mannarino et al., 1991). Findings thus highlight the need to carefully 

monitor children over several years following disclosure (Webster, 2001) and in terms of 

treatment recommendations, clinicians need to plan for periodic assessment to evaluate 

possible sleeper effects (Saywitz et al., 2000). In a recent review of the literature published 

in the last decade, Putnam (2003) concludes that the SA field needs research trials with 
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longitudinal follow-up. Such a design would permit a more thorough evaluation of resilient 

pathways.

Our analyses also identified a group of children who, at least on the basis of the assessment 

instruments used, showed little psychological distress, when compared to control children 

despite of their reports of SA. Although these children may be victims of less severe abuse, 

the disclosure is likely to trigger a crisis in the family. Asymptomatic children may benefit 

from psychoeducational interventions focusing on abuse prevention strategies in order to 

reduce the risk of revictimization and help them voice specific issues linked to the disclosure 

as well as clarify any potential misperceptions (Putnam, 2003). Parents are also likely to 

benefit from short-term psychoeducational sessions in which common reactions facing 

families following disclosure can be discussed and by means of which they can be taught 

possible signs of difficulties that may surface when the child is confronted to cues reminding 

the abuse or achieve a later developmental stage (Saywitz et al., 2000). Clinicians may need 

to offer additional guidance and counseling to mothers likely to experience distress as the 

child’s disclosure may precipitate memories of past sexual abuse. Prior reports have 

documented that close to half of mothers of sexually abused children report antecedents of 

sexual abuse (Collin-Vézina et Cyr, 2003).

This study further adds to the literature on the application of cluster analysis for the 

identification of clinically useful referral subgroups. Future studies are needed to confirm 

the identified clusters and explore whether the typology is reliable across diverse samples of 

children reporting SA. Although these results provide valuable data for treatment orientation 

with this clientele, there is also a need to validate the clusters in follow-up measures and 

ascertain the stability of the typologies and the potentially different long-term trajectories of 

children in each given cluster. The clusters were derived from behavioral questionnaires 

completed by the mother only and are not measures evaluating outcomes more specifically 

related to SA. In future studies, PTSD symptoms need to be evaluated thoroughly and 

research designs need to rely on a multi-informant method. Although maternal report may 

indeed reflect actual child behavior problems, maternal distress may influence their 

perception of their child’s behavior problem, especially in the evaluation of internalizing 

behavior problems (Kroes, Veerman, & De Bruyn, 2003). Future studies may benefit from 

gathering not only mothers’ and childrens’ reports of children’s behavioral problems to gain 

a more definite portrayal of profiles of sexually abused children.

Other factors not investigated in the present study may relate to the typologies and need to 

be considered in future investigations. The issue of comorbidity of multiple forms of 

maltreatment is a key variable that needs to be explored. Considerable overlap appears to 

exist in the occurrence of maltreatment types (Higgins & McCabe, 2001), and behavior 

problems are associated with reports of a larger number of different maltreatment 

experiences (Higgins & McCabe, 2000a, 2000b). In addition studies need to pursue in 

depth-analysis of potential gender differences in outcomes following disclosure of SA. 

Although analyses on sociodemographic variables did not identify gender as a 

discriminating variable for the derived clusters, findings may reflect the nature of the sample 

studied (i.e. only 13 boys out of a sample of 123 children). As with other studies in the field, 

gender-based analyses are often difficult because samples often have very few male victims 
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(Tyler, 2002). Given the lower reported prevalence of SA for boys, future investigations need 

to plan a longer recruitment phase to achieve a large enough sample to document possible 

heterogeneity of clinical profiles of boys.

Notwithstanding these limitations, the present data represent an initial step helping to 

disentangle the heterogeneity of the clientele. The data supports the need for a 

comprehensive individualized assessment that can capture the diversity of profiles and 

treatment plan for children disclosing SA. A first step is defining appropriate treatment 

options given presenting case characteristics or clinical profiles. Clearly, a host of different 

treatment options are required to meet the range of individual needs of children and their 

families having to cope with the aftermath of SA. Identification of clinical profiles may 

inform treatment approaches. Hopefully further analyses will pursue this line of inquiry and 

set up a research agenda to explore how each subgroup respond to treatment, thus 

identifying the best treatment approach for each child disclosing SA.
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Figure 1. 
Mean Scores for CBC subscales × Cluster Group

Hébert et al. Page 18

Child Maltreat. Author manuscript; available in PMC 2018 February 02.

C
IH

R
 A

uthor M
anuscript

C
IH

R
 A

uthor M
anuscript

C
IH

R
 A

uthor M
anuscript



C
IH

R
 A

uthor M
anuscript

C
IH

R
 A

uthor M
anuscript

C
IH

R
 A

uthor M
anuscript

Hébert et al. Page 19

Table 1

Agglomeration coefficient analysis

Number Of clusters Agglomeration Coefficient % change in coefficient to the next level

8 895,20 2,98

7 938,81 3,65

6 992,83 3,75

5 1047,20 4,20

4 1108,64 4,21

3 1170,27 7,21

2 1275,89 12,85

1 1464,00
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Table 2

Mean scores (standard deviations) based on cluster membership or comparison group (clustering variables)

Cluster 1 (n = 
40)

Cluster 2 (n = 
20)

Cluster 3 (n = 
31)

Cluster 4 (n = 
32)

F (3,119)
Comparison 

group (n = 123)
F (4,241)

Abuse-related variables

 Abuse severity

  Severe 40%b 75%a 90%a 63%a,b 9.09

  Moderate 45% 25% 10% 34%

  Less severe 15% 0% 0% 3%

 Perpetrator identity

  Immediate family 65%a 50%a 45%a 19%b 10.31

  Extended family 20% 20% 16% 16%

  Known perpetrator 15% 30% 39% 47%

 Unknown 0% 0% 0% 19%

Family context

 Cohesion 7.89 (1.36)b 7.75 (1.52)b 6.13 (2.90)a 7.47 (1.52)b 5.56 7.67 (1.81) 3 4.92

Coping strategies

 Problem solving 13.90 (3.80)a 17.50 (2.59)c 16.26 (2.71)b,c 15.15 (3.44)a,b 6.31 15.82 (2.90) 1 5.59

 Internalizing 10.50 (3.22)b 7.00 (2.53)a 12.84 (3.89)b 10.74 (3.80)b 11.53 10.74 (3.63) 2,3 8.27

 Externalizing 8.83 (3.64)b 4.80 (1.32)a 10.39 (4.22)b 6.68 (3.47)b 10.56 6.68 (3.44) 1,3 12.17

 Distancing 8.65 (3.05)b 6.05 (1.91)a 12.65 (4.23)c 8.23 (3.29)b 17.61 8.23 (3.55) 2,3 14.64

Children adjustment

 Anxiety 68.52 (8.48)b 60.35 (6.36)a 70.52 (12.17)b 55.09 (6.79)a 20.72 57.38 (7.77) 1,3 27.94

 Thought problems 61.85 (7.21)b 60.50 (7.49)b 69.45 (6.95)c 54.75 (5.50)a 24.87 55.92 (6.88) 1,2,3 29.39

 Somatization 60.63 (8.35)b 55.20 (5.23)a 61.68 (7.95)b 54.43 (4.37)a 8.58 55.57 (6.30) 1,3 9.84

 Sexualized behavior 60.87 (10.63)b 53.85 (6.95)a 69.42 (11.68)c 58.69 (8.61)a,b 11.44 54.41 (7.32) 1,3 20.91

 Aggressive behavior 65.65 (9.73)b 57.00 (7.67)a 73.32 (10.73)c 55.62 (6.47)a 25.05 55.61 (7.57) 1,3 36.11

Note. All Fs significant (p<0.05). Scores with the same subscript are not significantly different from each other but are significantly different with 
different subscripts (p<0.05).
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Table 3

Mean scores (standard deviations) based on cluster membership or comparison group (validation variables)

Cluster 1 (n = 
40)

Cluster 2 (n = 
20)

Cluster 3 (n = 
31)

Cluster 4 (n = 
32)

F (3,119)
Comparison 
group (n = 123)

F (4,241)

Abuse-related variable

 Length of the abuse

  Chronic 53%a 47%a 52%a 26%b 3.88

  Few episode 37% 37% 19% 26%

  One episode 10% 16% 26% 48%

Family context

 Absence of conflict 6.78 (1.98)a 7.23 (1.22)b 5.03 (2.89)a 6.41 (2.05)a,b 4.97 6.44 (2.17)2,3 4.35

Perceived social support

 Parents 21.00 (3.13) 21.80 (2.61) 20.72 (3.09) 21.44 (2.44) 0.72 ns 21.83 (2.83) 1.20 ns

 Friends 18.99 (3.72) 20.33 (2.81) 19.13 (3.26) 19.84 (3.14) 0.97 ns 20.01 (3.21) 1.36 ns

Self-esteem 18.97 (3.55)a,b 20.96 (2.49)b 17.37 (2.63)a 18.18 (4.47)a 5.39 19.81 (3.22)3,4 5.39

Children adjustment

 Delinquent behavior 65.10 (7.90)b 57.95 (7.11)a 69.32 (6.88)b 58.53 (7.84)a 14.13 54.79 (6,71)1,3 33.27

 Social problems 63.73 (10.34)b 58.85 (8.70)a,b 71.48 (9.27)c 56.94 (7.82)a 14.83 55.99 (8.13)1,3 22.90

 Attention behavior 65.07 (8.68)b 63.30 (9.68)b 73.35 (9.64)c 57.03 (8.59)a 17.20 56.59 (8.01)1,2,3 28.63

 Withdrawal 62.48 (8.55)a 57.80 (7.35)a 69.52 (11.64)b 56.90 (7.32)a 12.16 56.39 (7.08)1,3 18.78

Note. All Fs significant (p<0.05). Scores with the same subscript are not significantly different from each other but are significantly different with 
different subscripts (p<0.05).
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TABLE 4

Mean Scores (SDs) Based on Cluster Membership or Comparison Group (Validation Variables)

Cluster 1 Cluster 2 Cluster 3 Cluster 4 Comparison Group

(n = 40) (n = 20) (n = 31) (n = 32) χ2/F(3, 119) (n = 123) χ2/F(4, 241)

Gender

 % Boys 10 10 13 9 10.6 0.25 ns

Age

 Mean age (in 
months)

114.24 112.20 105.05 110.42 113.08 1.44 ns

Abuse-related variable

 Length of the abuse

  Chronic 53%a 47%a 52%a 26%b 3.88

  Few episode 37% 37% 19% 26%

  One episode 10% 16% 26% 48%

Family context

 Absence of conflict 6.78 (1.98)a 7.23 (1.22)b 5.03 (2.89)a 6.41 (2.05)a,b 4.97 6.44 (2.17)2,3 4.35

Perceived social support

 Parents 21.00 (3.13) 21.80 (2.61) 20.72 (3.09) 21.44 (2.44) 0.72 ns 21.83 (2.83) 1.20 ns

 Friends 18.99 (3.72) 20.33 (2.81) 19.13 (3.26) 19.84 (3.14) 0.97 ns 20.01 (3.21) 1.36 ns

 Self-esteem 18.97 (3.55)a,b 20.96 (2.49)b 17.37 (2.63)a 18.18 (4.47)a 5.39 19.81 (3.22)3,4 5.39

Behavior problems (T scores)

 Delinquent behavior 65.10 (7.90)b 57.95 (7.11)a 69.32 (6.88)b 58.53 (7.84)a 14.13 54.79 (6,71)1,3 33.27

 Social problems 63.73 (10.34)b 58.85 (8.70)a,b 71.48 (9.27)c 56.94 (7.82)a 14.83 55.99 (8.13)1,3 22.90

 Attention behavior 65.07 (8.68)b 63.30 (9.68) b 73.35 (9.64)c 57.03 (8.59)a 17.20 56.59 (8.01)1,2,3 28.63

 Withdrawal 62.48 (8.55)a 57.80 (7.35)a 69.52 (11.64)b 56.90 (7.32)a 12.16 56.39 (7.08)1,3 18.78

NOTE: All F s are significant (p < .05). Scores with the same subscript (letters for analyses between clusters or numbers for analyses contrasting 
clusters with the comparison group) are not significantly different from each other but are significantly different with different subscripts (p < .05).
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