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Introduction 

Child sexual abuse is a disturbingly prevalent problem.  Child protective service agencies in the 
United States reported that in 1998, 1.6 children per 1,000 experienced sexual abuse, with approximately 
75% of the maltreatment involving girls as victims (U. S. Department of Health and Human Services, 
2000).  A considerable body of research has documented the generally deleterious short-term and long-
term consequences of childhood sexual abuse (Paolucci, Genuis, & Violato, 2001; Wolfe & Birt, 1995) and 
identified a wide range of psychological and behavioral problems associated with it (e.g., anxiety, 
depression, sexualized behavior, acting out behaviors, post-traumatic stress symptoms).  
Although many sexually abused children display a combination of these symptoms, other children 
exhibit no to minimal symptoms.   

Several possible explanations have been provided for asymptomatic sexually abused children in 
research studies (Finkelhor & Berliner, 1995; Olafson & Boat, 2000).  For example, asymptomatic children 
may not yet have manifested their symptoms or they may have suppressed their internal distress and 
may experience symptoms in later critical periods of life (e.g., puberty, entry into sexual relationship).  
Alternatively, asymptomatic children may be well-functioning and resilient children who have 
psychological, social, and treatment resources to cope with the abuse. Investigating the needs of children 
who experience a potentially traumatic event and are asymptomatic is important because the findings 
have implications for understanding children’s response to trauma and for clinical practice.  

It is common that asymptomatic sexually abused children receive treatment. Finkelhor and 
Berliner (1995) suggested that adults’ fear that undetectable damage may be revealed and relieved 
during treatment may account for some referrals to treatment. In addition, they noted that treatment is 
often viewed as a preventative method against the onset of future difficulties.  Therefore, an open door 
policy of treatment and providing basic psychoeducational information has been recommended for 
asymptomatic children and their nonoffending parents (Saywitz, Mannarino, Berliner, & Cohen, 2000).  
Therapeutic issues to consider are the duration of treatment needed for asymptomatic children and 
whether this population should be included in treatment outcome studies.  Some researchers oppose 
inclusion of asymptomatic sexually abused children in treatment outcome studies primarily due to 
difficulties related to showing positive results in outcome measures (Finkelhor & Berliner, 1995).  On the 
other hand, proponents of including asymptomatic children in treatment argue that these children are at 
risk for deterioration and they need to be included to determine if treatment is differentially effective in 
preventing any decline (Finkelhor & Berliner, 1995).  To date, empirical evidence is not available to guide 
clinicians and policy makers in determining whether limited treatment resources should be allocated to 
this population of sexually abused children (Saywitz et al., 2000).   
 Project SAFE (Sexual Abuse Family Education) was developed as a standardized parallel group 
treatment program for sexually abused children and their nonoffending caregivers.  The intervention 
was designed to address three critical target areas impacted by sexual abuse: the individual or “self” 
(e.g., internalizing feelings); relationships (e.g., social interactions and externalizing problems); and 
sexual abuse related issues (Futa, Hecht, & Hansen, 1996).  The purpose of the current study is to 
examine group differences between symptomatic and asymptomatic children on demographic, abuse-



 

 

specific, and symptomatology variables, and social validity measures following the completion of Project 
SAFE treatment.    

Methods 
Participants  

Participants included 42 children (ages 7 to 16) and their nonoffending caregivers (i.e., 21 child-
caregiver dyads) who completed Project SAFE treatment.  The 42 children ranged in age from 6.1 to 16.1 
years old, with a mean age of 11.9 years (SD = 2.6).  There were 11 boys (26.2%) and 31 girls (73.8%).  The 
ethnic backgrounds for the children included 32 Whites (76.2%), 1 Mexican American (2.4%), 7 Bi-racial 
youth (16.7%), and 2 Multi-racial youth (4.8%).  Thirty-six nonoffending caregivers participated; 4 
parents had 2 children and 1 parent had 3 children in the treatment.  The majority of the nonoffending 
primary caregivers were biological mothers (N = 27, 75%) and female caregivers (N = 32, 88.9%).  The 
average parents’ age was 37 (SD = 5.53; range of 26 to 48 years) and most were White (N = 34, 94.4%).   
 Forty-two alleged perpetrators were identified by the nonoffending parents; 21 (50%) had an 
intrafamilial relationship with the child (e.g., biological parent, sibling, grandparent) while 21 (50%) had 
an extrafamilial relationship with the child (e.g., adult or child family friend, neighbor, peer).  The 
majority of the alleged perpetrators were men (N = 36, 85.7%) and ranged in age from 11 to 69, with a 
mean of 27.9 years.  Twenty-three victims in this sample experienced digital penetration or intercourse 
(vaginal, anal, or oral) (54.8%).  Eleven of the child victims were sexually assaulted by multiple 
perpetrators (i.e., two or three).  
Procedures 

Project SAFE is a standardized cognitive-behavioral group treatment for children age 7 to 16 and 
their nonoffending caregivers.  Procedures used in sessions are psychoeducational, skill building, 
problem solving, and supportive.   As part of Project SAFE group treatment, participants were asked to 
complete questionnaires selected to assess various domains of child functioning and adjustment.  The 
pre-treatment data and the post-treatment evaluation forms were used for the present study.   
Measures 

Child report measures included the Children’s Depression Inventory (CDI; Kovacs, 1992), 
Children’s Fears Related to Victimization, Children’s Impact of Traumatic Events Scale – Revised 
(CITES-R; Wolfe, Gentile, Michienzi, Sas, & Wolfe, 1991), Children’s Loneliness Questionnaire (CLQ; 
Asher & Wheeler, 1985), Children’s Manifest Anxiety Scale-Revised (RCMAS; Reynolds & Richmond, 
1985), and Coopersmith Self Esteem Inventory (SEI; Coopersmith, 1981).  At intake, nonoffending 
caregivers provided abuse-related and demographic information.  Parent report measures included 
Child Behavior Checklist (CBCL; Achenbach, 1991) and Child Sexual Behavior Inventory (CSBI; 
Friedrich, Grambsch, Damon, Hewitt, Koverola, Lang, Wolfe, & Broughton, 1992).  Children and 
nonoffending caregivers also completed Project SAFE Evaluation Forms to assess social validity of 
treatment.  Evaluation forms were designed for children and parents to provide feedback about their 
experience in therapy at the end of treatment. 

Results 
 Because of the diverse measures utilized and the continuous nature of symptoms, composite 
scores for both parents’ report of their children’s behaviors and the children’s self-report of internalizing 
problems were calculated by converting the child self report and parent report measures to z-scores and 
summing them.  Table 1 summarizes univariate statistics.  Because the CBCL internalizing problems 
scale and the CBCL externalizing problems scale were significantly correlated with the CBCL Total 
problems scale (r = .876, p <.001 and r = .689, p < .001 respectively), the CBCL Total problems scale was 
used to calculate the parent composite score.  The composite score for children’s self-report of 
internalizing problems was significantly correlated to the composite for parents’ report of their 
children’s behaviors (r = .423, p = .005).   
 Two stepwise regression models were constructed using the parent and child composite scores as 
the criterion variables and the demographic and abuse information as predictors to explore variables 



 

 

that predict child symptomatology.   The resulting model predicting parental perception of child 
symptomatology had R2 = .255 (F (1,28) = 9.599, p = .004) with significant regression weight only for the 
nature of the abuse (i.e., whether the abuse involved penetration, See Table 2).  Therefore, other abuse-
related (e.g., duration, perpetrator’s relationship to victim) and demographic variables (e.g., age of the 
child, gender of the child) did not appear to influence parent’s report of their children’s behaviors.  To 
investigate the relative contributions of abuse-related and demographic variables to predict children’s 
report of symptomatology, a second stepwise regression analysis was conducted.  The resulting model 
did not reveal any significant predictors (R2 = .174 (F (10,19) = .399, p = .931).   

Social validity (i.e., participants’ satisfaction with goals, procedures, and outcomes) was also 
explored as it relates to symptomatology.  Child and caregiver responses on the Evaluation Forms were 
examined systematically to determine the extent to which Project SAFE members believed that the 
treatment goals, procedures, and issues were addressed in treatment in a way that was helpful and 
relevant to the child and family’s situation.  Twenty-three parents and 26 children completed the Project 
SAFE evaluation form at the end of treatment.  Based on parent and child composite scores of child 
symptomatology, 2 categories (i.e., children who displayed more symptoms and those with less 
symptoms) were created.  See Table 3 and Table 4 for average scores on items of the evaluation forms 
based on these categories.  Between-groups factorial ANOVAs were performed to examine group 
differences on the items of the evaluation forms.  Significant differences were found between children 
with less symptoms and children with more symptoms on two parent-reported items: (1) “relevance of 
topics” (F (1, 21) = 9.842, p = .005) and (2) “satisfaction of topic discussions” (F (1, 21) = 9.535, p = .006), 
and two child-reported items: (1) “group leaders are warm and understanding toward me” (F (1, 24) = 
6.330, p = .019) and (2) “feel I am better off now than when group began” ” (F (1, 24) = 8.347, p = .008). 
Higher positive ratings on the outcome measures were given by parents and children when the children 
had more symptoms.   

 
Discussion 

Asymptomatic sexually abused children commonly receive treatment, however, little empirical 
evidence is available to aid clinicians in determining whether limited treatment resources should be 
allocated to asymptomatic children.  The present study examined group differences between 
symptomatic and asymptomatic children on demographic, abuse-specific variables, and soical validity 
measures following the completion of a group treatment for sexually abused children.  The present study 
found that neither demographic nor abuse information was associated with the children’s reports of 
symptom severity, and only the nature of the abuse was associated with parental reports of children’s 
symptom severity.  This finding is somewhat surprising given previous literature which suggests that 
abuse characteristics are related to the likelihood of negative outcomes.  This inconsistency may be a 
function of the small sample size of the present study.  That is, there may not have been enough power 
to detect significant results.  Additionally, there may be mediator or moderator effects regarding the 
demographic and abuse characteristics which can account for the resilience seen in sexual abuse victims.  

Social validity results were in the expected direction, suggesting that the intervention is more 
relevant and satisfying when the family is experiencing greater distress and that children with greater 
problems are more likely to see themselves as better off. Even so, the asymptomatic children did report 
that they found treatment to be a helpful and positive experience.  The explanation for the finding that 
children with more problems view leaders as warmer and more understanding is less apparent. Perhaps 
children with higher needs were more likely to seek therapists attention and support. Alternatively, 
therapists may have responded slightly differently to those children with more troubling symptoms 
profiles. 

Additional research examining asymptomatic sexually abused children is needed.  Studies with 
larger sample sizes may be able to detect additional differences between symptomatic and asymptomatic 
children.  Future investigations should focus on mediators/moderators of abuse effects and resilience 



 

 

factors. Longitudinal studies comparing asymptomatic children and children with emotional or 
behavioral problems are also needed to address questions about subsequent development of symptoms.  
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Table 1.  Univariate statistics 
 
 Mean SD 

CDI total T-score 55.58 14.61 

CFRV total score 51.36 11.60 

CITES total score 72.45 19.83 

CLQ total score 32.57 14.27 

RCMAS total T-score 56.07 12.02 

SEI total score 37.31 20.02 

CBCL Total Problems Scale T-score 65.31 12.29 

CSBI total score 10.68 11.79 

 
 

Table 2.  Summary of Stepwise Regression Analysis for Variables Predicting Parent’s Perceptions of Child 
Problems (N = 42) 
 

 Unstandardized  
Coefficients 

Standardized 
Coefficients 

  

Predictor B Std. Error  t Sig. 

Step 1      

Nature of the Abuse -1.771 .572 -.505 -3.098 .004 

(constant) 2.446 .886  2.625 .010 



 

Table 3.  Social Validity: Mean and Standard Deviations of Items on the Parent Post-Treatment Evaluation Form 
(N = 23) 
 

 
Item Children with more 

symptoms (N = 10) 

 
Children with less symptoms 

(N = 13) 
 

M 
 

SD M 
 

SD 
 
Attendance and Environment: 

    

 Helpfulness of weekly reminders 
 

1.92 
 

.95 
 

1.44 
 

.92 
Helpfulness of child care 1.43 .79 2.33 2.00 
Pleasantness of therapy rooms 2.08 .76 2.00 .94 

 
Therapists: 

    

 Supportiveness 
 

1.31 
 

.48 
 

1.10 
 

.32 
Knowledgeable 1.54 .52 1.4 .52 
Prepared 1.54 .52 1.50 .53 

 
Procedures: 

    

 Summary of children’s group 
 

1.42 
 

.67 
 

1.40 
 

.70 
Meeting with child therapist 1.33 .49 1.60 .84 
Length of session (90 minutes)a 3.00 .58 3.10 .57 
Number of sessions (12)a 3.25 .75 3.60 .70 

 
Session/Program Topics and Goals: 

    

 
Introduction of topics 

 
1.85 

 
.69 

 
1.40 

 
.52 

Relevance of topics* 1.92 .64 1.50 .71 
Satisfaction of topic discussions* 1.77 .44 1.20 .42 
Introduction of goals 2.00 .58 1.30 .48 
Relevance of weekly goals 1.85 .80 1.56 .73 
Relevance of overall goals 1.62 .77 1.33 .50 
Satisfaction of goals pursued 1.62 .77 1.50 .71 

 
Overall Evaluation of Project SAFE: 

    

 
Impact on your childb 

 
2.15 

 
.90 

 
2.30 

 
.82 

Impact on yourselfb 2.08 .76 2.40 .84 
Impact on your familyb 2.00 .71 2.30 .95 



 

 

 
Note.  Parent Project SAFE Evaluation Form items were rated on a scale of 1 (Extremely Favorable) to 6 
(Extremely Unfavorable). 
aThese items were rated on a scale of 1 (Much Too Long or Much Too Many) to 5 (Much Too Short or Many 

More Sessions were Needed). 
bThese items were rated on a scale of 1 (Extremely Better) to 7 (Extremely Worse). 
*p<.01 
 
Table 4.  Social Validity: Mean and Standard Deviations of Items on the Child Post-Treatment Evaluation Form 
(N = 26) 
 

Item 
Children with more 
symptoms (N = 10) 

 
Children with less 
symptoms (N = 16) 

 
M 

 
SD M 

 
SD 

Group Leaders:     

 Warm and understanding toward me* 
 

3.00 
 

.00 
 

2.70 
 

.48 
Knew what s/he was talking about 2.88 .50 2.90 .32 

 
Group Topics: 

    

 Important to me 
 

2.81 
 

.40 
 

2.70 
 

.48 
Able to understand discussions 2.88 .34 2.70 .48 

 
Overall Evaluation of Project SAFE: 

    

 
Liked coming to group 

 
2.69 

 
.60 

 
2.90 

 
.32 

Feel I am better off now than when group 
began** 

2.88 .34 2.30 .67 

 
Note.  Child Project SAFE Evaluation Form items were rated on a scale of 1 (Almost Never) to 3 (Most of the 
Time). 
*p<.05; **p<.01 
 

 


