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Abstract This analysis examined the contribution of personal, family (maternal and paternal
support; sibling support) and extra-familiar (peer
support; other adults) resilience to the prediction
of clinical levels of PTSD symptoms in adolescents
reporting sexual abuse. Controls were established
for abuse-related variables (type of abuse, severity and multiple abuse) in a representative sample
of high schools students in the province of Quebec. A total of 15.2% of adolescent females and
4.4% adolescent males in high school reported a
history of sexual abuse in childhood. Sexually
abused adolescent females (27.8%) were more likely than adolescent males (14.9%) to achieve
scores with high clinical levels of PTSD. Hierarchical logistic regression revealed that over and
above the characteristics of the sexual abuse experienced, resilience factors (maternal and peer
support) contributed to the prediction of symptoms of PTSD attaining the clinical threshold.
Alternative intervention and prevention practices geared to adolescent victims of sexual assault
are discussed.
Key words Resilience, Sexual abuse in childhood, PTSD, Protection factors, Maternal and peer
support
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Resumo A presente análise explorou a contribuição da resiliência pessoal, familiar (apoio maternal e paternal, o apoio irmão) e extra-familiar
(apoio dos pares, outro adulto) para a previsão de
níveis clínicos de sintomas de Síndrome do Estresse Pós-Traumático (PTSD) em adolescentes
que relataram abuso sexual, controlando-se variáveis relacionadas com o abuso (tipo de abuso, gravidade e abuso múltipla) em amostra representativa de alunos das escolas da província de Quebec.
O total de 15,2% das meninas e 4,4 % dos meninos do ensino médio relataram uma história de
abuso sexual infantil. Meninas abusadas sexualmente (27,8%) eram mais propensas, comparadas aos meninos (14,9%), para obter pontuação
atingindo níveis clínicos de PTSD. A regressão
logística hierárquica revelou que, para além das
características do abuso sexual sofrido, fatores de
resiliência (suporte materno e apoio dos pares)
contribuíram para a predição de sintomas de
PTSD que atingiram o limite clínico. São discutidas alternativas práticas de intervenção e de prevenção direcionadas a adolescentes vítimas de
abuso sexual.
Palavras-chave Resiliência, Abuso sexual infantil , PTSD, Fatores de proteção , Suporte materno
e dos pares
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Introduction
Child sexual abuse is an important social problem internationally. A meta-analysis of 217 publications from different countries published between 1980 and 2008 estimated the prevalence rate
of sexual abuse before the age of 18 at 18% among
women and 7.6% among men1. The majority of
published studies have focused on the identification of long-term symptoms of child sexual abuse
experienced with retrospective studies relying on
adult samples. The results indicate unequivocally that child sexual abuse is linked to multiple
long-term consequences. Indeed, reviews of the
scholarly literature conclude that childhood sexual abuse is a non-specific risk factor for a spectrum of psychological disorders, including depression, suicidal ideations, anxiety disorders and
post-traumatic stress disorder (PTSD), as well
as physical health problems and at-risk sexual
behaviors2-4. The association between child sexual abuse and negative outcomes is found to persist even after controlling for other adverse factors in childhood such as physical abuse, problematic parent-child attachment, and parental
history of illicit drug use5,6.
Despite the proliferation of studies on this
subject over the past 30 years, our knowledge of
the short-term consequences among youth having experienced sexual abuse remains limited.
Hence, relatively little is known about victims’ trajectories once they enter adolescence, a pivotal
time in which they are confronted with important developmental tasks. The available studies
highlight the negative sequelae associated with a
history of sexual abuse among adolescents. Indeed, adolescents recruited in intervention and
treatment centers following disclosure show high
levels of psychological distress7,8. Studies highlight the presence of significant dissociation symptoms9 and externalized behavior problems (conduct disorder, drug abuse, delinquency)5, as well
as risky sexual behaviors (early onset of first sexual relations, increased number of sexual partners, unprotected sex)10 in sexually abused adolescents. Research also suggests that, during adolescence, victims of sexual abuse present a considerable risk for suicidal ideations or attempted
suicides7,11as well as victimization in the context
of their romantic relationships12,13.
Over and above the diverse consequences associated with child sexual abuse, PTSD appears
to be one of the constellations of symptoms most
frequently experienced by victims of sexual
abuse14. The diagnostic criteria of post-traumat-
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ic stress disorder is defined by symptoms of intrusion, avoidance of stimuli related to the trauma and hyperarousal. A review of studies published between 2000 and 2011 on post-traumatic
stress disorder during adolescence revealed that
57% of teenagers who experienced a sexual trauma had PTSD15. In: fact, one of the first reviews
of empirical studies – whose main conclusions
remain valid – stated that PTSDis one of only
two typical manifestations observed among
young victims of sexual abuse incomparison to
other clinical populations16.
Yet, one of the findings that still challenge researchers in the field relates to the vast diversity
of profiles in child sexual abuse victims and the
identification of possible risk and protective factors involved. Clinicians and child welfare workers deal with a wide array of cases illustrating
situations that may range from a single fondling
episode to complete intercourse, involving a
stranger, a known adult, a close family member
or a caregiver. Factors related to the sexual abuse
experienced may influence the presence and the
intensity of PTSD symptoms. Indeed, characteristics of the traumatic event (duration, severity
and relationship to the perpetrator)seem to play
a role in the intensity of PTSD symptoms17. Thus,
sexual abuse that is chronic, very severe (with
penetration or attempted penetration) or involving the use of force is linked to greater PTSD
symptoms18,19.
Not only do youths experience quite diverse
situations of sexual 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 or
extra-familial network to help them in this task.
As for personal factors, a high level of resilience
may act as a protective factor against psychological distress and PTSD symptoms. While various
definitions of resilience have been proposed, resilience is generally considered as the capacity to
overcome adversity20.
In exploring other variables that might be reliably linked to differential outcomes, researchers
have identified a supportive stance from the nonoffending parent as a potential factor. Support
from the non-offending parent may serve as a
buffer against detrimental outcomes following
disclosure and a positive relationship to parental
figures may play a crucial role in how survivors
cope with the sexual abuse both in the short and
long-term21-23. Thériault et al.24 contrasted the
predictive value of both general maternal support
and specific maternal supportive reaction to the
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peers for emotional support, especially if the sexual abuse involves a family member and emotional support is not available in the familial environment. Few studies have considered extrafamilial variables as potential factors associated
to the severity of symptoms experienced by sexually abused victims. However, one study suggests
that peer support is not necessarily beneficial and
in fact, may be associated with PTSD symptoms
and negative self-perception34.
In sum, personal, familial and extra-familial
factors may influence outcomes in teenagers reporting sexual abuse. The majority of studies
conducted up to now have relied on clinical samples or samples of victims under child protection
service care. Notwithstanding the wealth of information provided, findings regarding child
protective services cases may not reflect the high
proportion of cases that are not reported to such
authorities and might actually cover only the
more severe cases. In: this context, the present
study aims to explore the potential contribution
of personal, familial and extra-familial factors to
the prediction of clinical levels of PTSD symptoms, while controlling for abuse-related characteristics in teenagers reporting sexual abuse recruited as part of a large representative sample of
14-18 years old high school students in Quebec.
Given that past studies have identified gender and
age as potential factor linked to PTSD15, these
variables are also included in our analyses. One
distinctive feature in the present study is to evaluate maternal support distinctively from paternal support as one recent study found that support from each parental figure may independently
contributed to outcomes in a sample of sexually
abused victims35.

Method
Sample and procedure
Data for this study are drawn from the Quebec Youths’ Romantic Relationships survey. Data
were collected among youths enrolled in secondary 3 to 5 through a one-stage stratified cluster
sampling of 34 Quebec high schools. The questionnaire included self-reported measures on a
variety of dimensions relevant to the study of
victimization and took approximately 40 minutes to complete. The research ethic boards of
the Université du Québec à Montréal approved
this project. Participants agreed to participate on
a voluntary basis by signing a consent form.
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disclosure. Interestingly, results revealed that general maternal support was a better predictor of
outcomes than specific maternal supportive reactions to the disclosure (i.e. believing the child, taking action to protect against further abuse and
soliciting appropriate services to foster the child’s
recovery). The few available follow-up studies
suggest that lack of social support at initial evaluation contributes to greater internalizing symptoms in sexually abused adolescents six months
later25. In: addition, youths reporting high caregiver support initially report higher self-esteem
and less depression one year later23.
In time of adversities, siblings can also reveal
to be an important source of assistance and emotional support. Positive relationships with siblings may promote emotion regulation strategies that in turn reduce the risk of developing
internalized or externalized behavior problems26.
Jenkins27 found that having a close relationship
with a sibling acted as a protective factor for children from disharmonious homes. Other studies
have found that youth with supportive relationships with siblings report less depressive symptoms28 and for youth living in high conflict families, the support received from siblings was related to adjustment29. A recent meta-analysis of
34 studies reveals that sibling warmth and less
conflict with sibling are associated with lower internalized and externalized behavior problems26.
The protective function of a close and positive
relationship with a sibling for SA victims’ adaptation has rarely been considered; still one study
found that children reporting a warm and positive relationship with a sibling were rated as displaying less sexualized behaviors30.
From an eco-systemic perspective, besides
personal and family factors, different resources
found outside of the family environment (peers,
significant adults, community, etc.) have the potential to act as protective factors for youth facing adverse life events31. Peers can offer considerable support to victims, given their increasing
important role in adolescence. In comparison to
children, teenage victims of sexual abuse may be
more susceptible to confide in their peers. In fact,
in one study of adolescents, the most common
recipient of disclosure of sexual abuse was a
friend and nearly 40% had only disclosed to a
same-age peer and nobody else32. Feelings of support in relationships with significant peers may
buffer feelings of distress and teenagers with secure attachment to peers are found to be less depressed and anxious33. Youth living in disharmonious homes may also be more likely to turn to
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To correct biases in the non-proportionality
of the schools sample compared to the target
population, participants were given a sample
weight defined as the inverse of the probability of
selecting the given grade in the respondent’s stratum in the sample multiplied by the probability
of selecting the same grade in the same stratum
in the population. No additional adjustment was
made for non-response given the response rate
of nearly 100% among students. The total unweighted sample consisted of 8194 participants
and the final weighted sample size was 6540.
For most questions, the rate of partial nonresponse was less than 3.5%. Analyses of the nature of partial non-response did not show presence of specific patterns of non-response. To minimize the effect of partial non-response, multiple
imputations of missing data were used for variables with a non-response rate of less than 5%.
The multiple imputations were conducted using
SPSS 20.0. Seven imputed databases were created. The present analyses will focus on the sample
of high school girls (n = 573) and boys (n = 121)
that reported a history of child sexual abuse. Of
the respondents, 88.8% reported French as the
main language spoken at home and that 78.9%
of theirs mothers and 87.1% of their fathers were
presently employed. Close to half of the participants (50.5%) lived with both parents, while
40.9% lived either in single-parent families or in
shared custody and 7.8% described another family arrangement (living with a member of the extended family, in foster care, etc.).
Measures
Participants were invited to complete a series
of self-report measures pertaining to sexual abuse
experiences, PTSD symptoms and potential protective factors (resilience and perceived social support).
Sexual abuse. A series of questions evaluated
the presence of sexual abuse derived from measures used in past studies36,37. Two questions refereed to unwanted sexual contact, one regarding
contact without penetration such as fondling and
touching, and the other to forced sex involving
penetration (oral, anal, vaginal). Prevalence of
child sexual abuse was defined as a positive response to either question and items refer to incidents occurring in the course of their lives. When
a participant responded affirmatively to either
question, they were then asked to specify whom
the situation involved. In the present analysis,
answers indicating an intra-familial perpetrator
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were coded as 1 for answer and 0 when participants identified known assailant outside the family or unknown assailant. The sexual abuse measure excluded sexual coercion involving a romantic partner. For the purpose of the analysis, a
variable was also coded to identify severity of
sexual abuse (0. No penetration and 1. Penetration) and whether or not more than one situation of sexual abuse was reported.
PTSD symptoms.The Abbreviated University
of California at Los Angeles PTSD Reaction Index38 (A-UCLA-PTSD-RI)evaluates PTSD symptoms in the past month. The measure involved 9
items(for instance, I get upset, afraid or sad when
something makes me think about what happened)
and a 5-point frequency response scale varying
from “None” to “Most”. A score of 10 or higher
is considered to reflect clinically significant PTSD
symptoms. Steinberg et al.39 report a high internal consistency of the abbreviated scale (α = .87).
Resilience. An abbreviated form of the Connor-Davidson Resilience Scale (CD-RISC2)40 is
used to evaluate resilience. Two items are completed with a 5-point Likert scale (“False”, “Mostly
False”, “Sometimes false/sometimes true”, “mostly
true”and”True”). Vaishnavi et al.40 report adequate psychometric properties (test-retest reliability, convergent and discriminant validity) of
the CD-RISC2. They further argue that the abbreviated form is representative of the original
CD-RISC20 as significant correlations are obtained between the CD-RISC2 and the CD-RISC
total score (r = .78) and with the other 23 items
of CD-RISC (ranging from r = .27 to r = .66).
Maternal and paternal support. Perception of
maternal and paternal support was evaluated by
means of a scale of 6 items (3 items for maternal
support and 3 items for paternal support). These
items are derived from the “Teen Assessment
Project” (TAP) cited in Banyard and Cross’
study41. The items (for eg., My mother cares about
me) are completed with a 5-point Likert scale
varying from “Never” to “Very often” and referred to the past 12 months. In the TAP study,
authors report that the internal consistency of
the parental support scale was adequate (α = .83).
Sibling support, peer support and support from
an extra-familial adult. Three indicators serve to
measure general perceived support from siblings,
from peers and from a trusted extra-familial
adult. Items were derived form the Enquête sociale et de santé auprès des enfants et des adolescents42 and refer to the availability of individuals
to help in case of need. The 3-point response scale
varied “Not at all” to “A lot”.
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Results will be presented in three sections. First,
descriptive results concerning the sexual abuse
experienced by teenagers will be reported. Second, analysis exploring the association of abuserelated variables and PTSD symptoms will be
presented. Finally, the results of the logistic regression exploring the possible contribution of
personal, familial and extra-familial factors to
PTSD symptoms will be described.
Descriptive data
on sexual abuse experienced
Overall in our sample, 15.2% of girls and 4.4%
of boys reported having experienced child sexual
abuse including touching and/or penetration.
Among teenagers reporting sexual abuse, 58.6%
of cases reported the abuse involved touching or
fondling, 10.1% reported the abuse involved penetration acts while close to a third of teenagers
(31.3%) reported both touching and penetration.
A total of 42.2% of victims reported experiencing
more than one episode of sexual abuse involving
different perpetrators. The different perpetrators
involved are reported in Table 1.
Abuse-related characteristics
associated with PTSD symptoms
In our sample, 14.9% of sexually abused boys
and 27.8% of sexually abused girls achieved a clinical score of PTSD symptoms.(χ2(1) = 9.20, p <
0.002). Chi-square analyses were conducted to
explore whether severity of acts involved and type

of sexual abuse were linked to PTSD symptoms
reaching clinical levels. Results revealed that severity of the abuse was significantly associated to
PTSD symptoms as a greater proportion of victims reporting penetrative acts reached clinical
levels of symptoms (30.9%) compared to victims reporting touching (22.1%) (χ2(1) = 9.93, p
< 0.002). The analysis failed to identify a significant association between type of sexual abuse (intra- or extra-familial abuse) and PTSD symptoms as the prevalence of clinical levels of symptoms is similar for teenagers reporting abuse involving a family member (26.3%) and teenagers
abused by a extra-familial perpetrator (25.2%)
(χ2(1) = 1.51, ns). However, teenagers reporting
more than one CSA were more likely to achieve
clinical levels of PTSD symptoms (34.7%) compared to those reporting only one situation of
CSA (18.8%) (χ2(1) = 22.03, p < 0.000).
Regression analysis
Means and standard deviation of scores on
the personal (resilience), family (maternal and
paternal support, sibling support) and extra-familial variables (other adult, peer support) are
presented in Table 2. Overall, teenagers reported
higher level of maternal support (M = 8.75, SD =
3.70) than paternal support (M = 6.83, SD = 4.20)
(t(693) = 11.50, p < 0.000). Results also revealed
that teenagers perceived greater support from
peers (M = 2.68, SD = 0.60) than from sibling (M
= 1.85, SD = 1.02) (t(693) = 20.56, p < 0.000).
A hierarchical logistic regression analysis was
conducted to evaluate the contribution of personal, familial and extra-familial factors to the

Table 1. Type of Sexual Abuse Experienced and Perpetrators Involved.

Touching
Intra-familial
Known assailant
Unknown assailant
Penetration
Intra-familial
Known assailant
Unknown assailant
Touching and/or penetration
Intra-familial
Known assailant
Unknown assailant

Girls

Boys

Total

(n = 543)
(n = 156) 28.7%
(n = 353) 65.0%
(n = 143) 26.3%
(n = 215)
(n = 70) 32.6%
(n = 140) 65.1%
(n = 61) 28.4%
(n = 573)
(n = 173) 30.2%
(n = 382) 66.7%
(n = 166) 29.0%

(n = 100)
(n = 23) 23.0%
(n = 75) 75.0%
(n = 32) 32.0%
(n = 51)
(n = 16) 31.4%
(n = 39) 76.5%
(n = 22) 43.1%
(n = 121)
(n = 32) 26.5%
(n = 92) 76.0%
(n = 46) 38.0%

(n = 643)
(n = 179) 27.8%
(n = 428) 66.6%
(n = 175) 27.2%
(n = 266)
(n = 86) 32.3%
(n = 179) 67.3%
(n = 83) 31.2%
(n = 694)
(n = 205) 29.5%
(n = 474) 68.3%
(n = 212) 30.6%

Fuente: Elaboración propia a partir de datos del Sistema Nacional de Información en Salud (SINAIS), el Instituto Nacional de Estadística,
Geografía e Informática (INEGI) y el Consejo Nacional de Población (CONAPO).
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prediction of PTSD reaching clinical levels, while
controlling for socio-demographic variables (age
and gender) and abuse-related characteristics.
The analysis was conducted using the direct-entry method to allow us to evaluate the unique
contribution of each predictor beyond that of
other predictors. Results of the logistic regression for the prediction of clinical-level PTSD
symptoms reached significance level (χ2(11) =
285.39, p < 0.001) (Cox & Snell R 2 = 0.31;
Nagelkerke R2 = 0.41). Results at the last step of
the regression are presented in Table 3. As for
socio-demographic variables, girls are found
more likely to display significant PTSD symptoms. In addition, older teenagers are at increasing odds of presenting clinical level of PTSD symptoms. Results indicate that reporting more than
one situation of sexual abuse is associated with
higher likelihood or presenting clinical level of
PTSD symptoms. This variable increased the odds
of presenting PTSD symptoms reaching clinical
levels by more than threefold.
Among other variables providing a unique
contribution to the prediction of PTSD symptoms is resilience. Thus, sexual abuse teenagers

Table 2. Range of Score and Means (SD) for Study
Variables.
Variables

Range

Mean SD

Resilience
Maternal support
Paternal support
Sibling support
Friend support
Other adult support

0-8
0-12
0-12
0-3
0-3
0-3

5.27
8.76
6.83
1.85
2.68
1.71

1.96
3.70
4.20
1.02
0.60
0.99

with high resilience scores were less likely to report PTSD in the clinical range. Finally, high perceived maternal support as well as peer support,
were found to be associated with a decrease likelihood of presenting PTSD symptoms reaching
clinical levels in sexually abused teenagers. In the
present analysis, paternal or sibling support and
support from an extra-familial individual did not
uniquely contribute to the severity of PTSD symptoms in teenagers reporting sexual abuse.

Discussion
Our aim was to explore the possible contribution of personal, familial and extra-familial factors in influencing outcomes in teenagers reporting sexual abuse, more specifically in terms of
PTSD symptoms. The asset of the present study
was to rely on a large representative sample of
high school students in Quebec; the bulk of past
studies having been conducted with clinical samples or samples of victims under child protection
service care which may be biased towards more
severe cases.
Results of the present study confirmed that
unfortunately a significant proportion of youth
have experienced child sexual abuse with girls
more likely than boys to report sexual trauma.
Our prevalence rates of 15% in girls and 4% of
boys are quite high given that teenagers were
questioned and also that our inquiry specifically
focused on sexual abuse and not on sexual coercion perpetrated by a dating partner.
Our data further indicates that an important
number of teenagers who are victims of sexual
abuse display PTSD symptoms (25.5%). Thus the
rate of symptoms reaching a clinical threshold

Table 3. Logistic Regression to Predict PTSD Symptoms Reaching Clinical Levels.
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Predictors

B

SE

Wald

dl

p

Odds ratio

Age
Sex
Severity of sexual abuse
Type of abuse
More than one CSA
Resilience
Peer support
Maternal support
Paternal support
Support from other adult
Sibling support

0.08
-0.93
-0.37
-0.19
1.13
-0.13
-0.33
-0.12
-0.02
0.01
0.05

0.03
0.30
0.30
0.23
0.31
0.05
0.16
0.03
0.03
0.10
0.10

7.42
9.77
1.49
0.64
15.96
6.90
4.51
20.07
0.84
0.01
0.27

1
1
1
1
1
1
1
1
1
1
1

0.007
0.002
0.222
0.423
0.000
0.010
0.034
0.000
0.360
0.918
0.605

1.09
0.39
0.69
0.83
3.10
0.88
0.72
0.89
0.98
1.01
1.06
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[95% CI]
[1.02
[0.22
[0.38
[0.52
[1.68
[0.80
[0.53
[0.84
[0.93
[0.83
[0.86

-

1.16]
0.71]
1.25]
1.31]
5.77]
0.97]
0.98]
0.94]
1.03]
1.23]
1.29]

691

5 martine ok.pmd

691

Over and above socio-demographic variables,
characteristics of the abuse experience and resilience features, our data confirms prior results
attesting that perceived maternal support is associated with PTSD. Thus, teenagers describing
their maternal figure as not available during the
last 12 months preceding the survey in times of
need and/or of not providing sufficient care are
more likely to achieve clinical levels of PTSD. Paternal support did not prove to predict teenagers’ symptoms in the present study. A number of
issues will need to be considered in future studies; namely the relevance of distinguishing perceived paternal support in cases where the father
is the perpetrator. Our analysis also failed to identify a distinct contribution of sibling support,
which may be linked to the developmental phase
of participants. Indeed, past studies identified a
stronger effect of sibling support for children than
for adolescents26. As children enter adolescence,
peers may indeed become increasingly important
in youth’s lives46,47. In the present study, teenagers
did report higher level of support from friends
than from siblings. When controlling for sociodemographic variables as well as characteristics
of the sexual abuse experienced, a high level of
perceived support from friends was found to
predict lower risk of PTSD. Thus feelings of support in close relationships with peers may buffer
symptoms in sexually abused teenagers.
Some limits of the present study need to be
acknowledged. First, the transversal design of the
study does not allow for the exploration of sequencing of intervening variables. Future studies
will need to rely on a longitudinal design to better
document the trajectories of PTSD symptoms in
teenagers reporting child sexual abuse over time.
Such an approach will allow documenting whether the higher prevalence of PTSD in girls is also
evident in follow-up measures. Second, the measures evaluating social support used in the
present study remain based on a rather limited
set of indicators. Social support is clearly a multidimensional construct and unfortunately the
different functions of social support (instrumental, emotional, informational, etc.) were not integrated in the present analysis. In a study of adult
females reporting child sexual abuse, self-esteem
support – perception that others valued the survivor – was found to be the most predictive of
low PTSD symptoms48. In addition, the present
study did not disentangle important factors that
may influence the role of sibling support, namely
sibling gender combination as well as age difference between siblings26. Moreover, future studies
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for sexually abused teenagers clearly exceeds the
prevalence rates found in normative samples. For
example, with a representative sample of American teenagers, Kilpatrick et al.43 found that the
prevalence rate for PTSD among girls between the
ages of 12 and 17 years to be of 6.3% and 3.7%for
boys, while in their review Nooner et al.15 report
an average rate of PTSD in teenagers of 14%.
In analyzing possible socio-demographic factors related to significant PTSD symptoms, some
authors have argued that younger teens may be
more vulnerable to PTSD symptoms given their
less mature emotional, cognitive and social capacities15. Yet, our data suggest instead that older
teenagers were more likely to display clinical levels of PTSD symptoms. This finding may be related to older teens being more exposed to trauma and adverse life events compared to younger
teenagers. In the present study, we found girls
more likely to achieve clinical levels of symptoms
of intrusion, avoidance of stimuli related to the
trauma and hyperarousal. This result contrasts
with the conclusions of a recent meta-analysis
that did not detect a gender difference in lifetime
risk of PTSD among survivors of childhood sexual abuse44. Maikovich et al.45 also failed to identify a significant gender difference in victims’ posttraumatic stress symptoms in youths aged 8-16
years reported for alleged sexual abuse. Differences relating to the measures of PTSD and the
specific cut-off points used may account for this
disparity in results. Clearly these contradictory
results as well as the few studies currently available call for further investigation into the gender
specificities in trajectories of PTSD symptoms in
sexually abused teenagers.
In examining the possible impact of abuserelated variables, only severity of abuse was found
associated with PTSD symptoms in bivariate analysis, suggesting the teenagers reporting penetration were more likely to display clinical symptoms. However, the influence of severity failed to
reach significance in the multivariate analysis.
Indeed, the only abuse-related variable that independently contributed to the prediction of
PTSD was experiencing more than one situation
of sexual abuse. Thus, this variable was found to
be associated with a three-fold increase in the
risk for clinical level of PTSD symptoms, highlighting the cumulative effect of experiencing
multiple sexual traumas. As for personal factors,
teenagers describing themselves as resilient or
capable to bounce back from challenges were
found at lower risk of displaying significant PTSD
symptoms.

Hébert M et al.

692

may gain by documenting whether the sheer presence of a sibling is a potent variable influencing
outcomes. Finally, the present analyses did not
explore the complex interplay between gender,
resilience and support and future investigations
will need to do so.
In conclusion, our results underscore the diversity of outcomes in teenagers reporting child
sexual abuse; a diversity that appears to be associated with resilience capacity and perceived maternal and peer support. Our results highlight
some important practical implications for the
evaluation of sexually abused teenagers. Clearly,
the focus on abuse-related variables (for instance
intra- or extra-familial abuse) is not sufficient to

orient or prioritize services for vulnerable youth.
A throughout and detailed evaluation not only
of PTSD symptoms, but also of personal, familial and extra-familial resources and protective
factors is clearly required to orient teenagers to
services well-adapted to their needs. Our results
also attest to the importance of not only designing efficient intervention for teenagers to help
them cope with the aftermaths of sexual abuse
but also to offer assistance to members of the
family (for instance, non-offending parents) and
of the social network (peers). Such an approach
is likely to optimize the support they are willing
to give to teenagers and in turn sustain the recovery process of survivors of sexual abuse.
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