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The current study examined coping and psychiatric symptoms in a longitudinal sample of sexually abused children. Coping was behaviorally
coded from children’s forensic interviews in the aftermath of sexual abuse. Using principal components analysis, coping behaviors were
found to cluster into 3 categories: avoidant, expressive, and positive affective coping. Avoidant coping had predictive utility for a range of
psychiatric symptoms, including depressive, posttraumatic stress, anxiety, and dissociative symptoms as well as aggression and attention
problems measured 8–36 months following the forensic interview. Specific behaviors, namely fidgetiness and distractibility, were also
found to be associated with future symptoms. These findings suggest the predictive utility of avoidant behaviors in general, and fidgetiness
and distractibility in particular, among sexually abused children.

Approximately 6% of children suffer some form of sexual
abuse each year (Finkelhor, Turner, Ormrod, & Hamby, 2009).
Child sexual abuse is associated with a range of psychological
problems (Fergussen & Mullen, 1999) including posttraumatic
stress disorder (PTSD; e.g., Kaplow, Dodge, Amaya-Jackson,
& Saxe, 2005; Ullman, 2007), generalized anxiety (Fergus-
son, Horwood, & Lynskey, 1996), depression (Finkelhor, 1990;
Maniglio, 2010), dissociation (Kaplow et al., 2005), attention
problems (Kaplow, Hall, Koenen, Dodge, & Amaya-Jackson,
2008), aggressive behaviors and conduct problems, and even
suicidal behaviors and substance abuse (Fergusson et al., 1996).
The consequences of sexual abuse affect children not only in
the immediate aftermath of abuse, but also often extend into
adulthood (Hill et al., 2001; Hillberg, Hamilton-Giachritsis, &
Dixon, 2011), with symptom presentation in childhood lead-
ing to more severe problems in adulthood (Epstein, Saunders,
Kilpatrick, & Resnick, 1998).

The associations among child sexual abuse, psychiatric
symptoms in childhood, and long-term consequences suggest
that identifying the children most at risk for the development of

We wish to thank Amber Diagre, Brian Maxey, Taeh Ward, Jeanne Arnts, and
Donna Potter for their assistance with the study. This research was supported
in part by NIMH grant K08 MH076078 (PI: Kaplow).

Correspondence concerning this article should be addressed to Danielle
Shapiro, Department of Psychology, University of Michigan, 530 Church
Street, Ann Arbor, MI 48109. E-mail: danielleshapiro@umich.edu

Copyright C© 2012 International Society for Traumatic Stress Studies. View
this article online at wileyonlinelibrary.com
DOI: 10.1002/jts.21674

psychological problems in the early aftermath of sexual abuse
is an important clinical and empirical objective, not only for
children’s functioning in the short term, but also over the lifes-
pan. Individual coping may be one important early indicator
of later dysfunction, as coping is associated with various men-
tal health outcomes among both abused (Chaffin, Wherry, &
Dykman, 1997; Spaccarelli, 1994) and nonabused (Gomez &
McLaren, 2006) children. This study aimed to explore the util-
ity of an observational measure of children’s coping as a means
of identifying and describing the behavioral markers of coping
that are associated with future (8–36 months after the initial
forensic interview) psychiatric symptoms in sexually abused
children. Our ability to identify those children most at risk for
psychiatric symptoms through observed coping behaviors may
help to prevent the development and maintenance of symptoms
in sexually abused children.

Avoidant coping, or the suppression and avoidance of
thoughts and/or feelings related to sexual abuse, may be partic-
ularly influential in determining the severity and course of psy-
chiatric symptoms (Seiffge-Krenke, 2000; Spaccarelli, 1994).
Most empirical studies (for an exception, see Chaffin et al.,
1997) suggest that the use of this particular coping strategy puts
children at greater risk for psychological dysfunction (Kaplow
et al., 2005; Simon, Feiring, & Kobielski McElroy, 2010), mir-
roring research in nonabused populations that suggests that
avoiding and suppressing emotional experiences can be harmful
to mental health (Aldao, Nolen-Hoeksema, & Schweizer, 2010;
Pineles, Mostoufi, Ready, Street, Griffin, & Resick, 2011). The
use of avoidant coping may also help to explain why, and
how, the psychiatric symptoms of victims of child sexual abuse
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continue into adulthood. Lifetime use of avoidant coping has
been implicated in adult PTSD symptoms and puts adult sur-
vivors of child sexual abuse at an increased risk for revictim-
ization (Fortier et al., 2009). Similarly, children’s alexithymia
(an inability to identify and articulate emotions that is often
associated with a more avoidant coping style in general) af-
ter sexual abuse has been linked to depression in adulthood
(Thomas, DiLillio, Walsh, & Polusny, 2011).

In contrast to avoidant coping, other coping strategies, such
as expressing emotions related to negative life events, have been
inconsistently associated with psychological functioning. Ex-
pressiveness and emotional openness, for example, have been
identified as potential protective factors in general (Gutner,
Rizvi, Monson, & Resick, 2006; Pennebaker, 1985) and among
sexually abused children (Chaffin et al., 1997). The usefulness
of these strategies, however, may depend on the context in
which they are used and the manner in which they are applied.
For example, recent findings in social psychology (e.g., Ayduk
& Kross, 2008, 2010; Gross & John, 2003) have demonstrated
that only certain forms of expressing and analyzing emotional
experiences (e.g., self-distancing and reappraisal) effectively
reduce the psychiatric and physiological symptoms related to
negative life events, whereas others (e.g., rumination) actu-
ally increase the severity of symptoms. Similarly, emotional
dysregulation, or the unchecked expression and experience of
emotion, is associated with a range of psychological problems
(e.g., Hannesdottir & Ollendick, 2007; Selby & Joiner, 2009).
Among sexually abused children in particular, some studies
have identified the disclosure and discussion of abuse as bene-
ficial to children (Spaccarelli, 1994), whereas others have not
(Cantón-Cortés & Cantón, 2010). Full, detailed disclosure may
create more distress in certain contexts such as during a forensic
interview with an unknown adult (Elliott & Briere, 1994).

The objective of a forensic interview is to draw accurate
information from child sexual abuse victims (Herman, 2009),
as opposed to a clinical interview in which primary goals of-
ten involve establishing rapport and helping children cope with
their abuse experiences. Because forensic interviewers do not
attempt to intervene with children’s coping efficacy and style,
forensic interviews represent a particularly useful environment
in which to observe coping and other psychological variables.
Because of their unique set of objectives, children may experi-
ence forensic interviews differently (e.g., more stressful) than
they experience other forms of interaction about their abuse,
such as therapeutic interviews. Observing children in stress-
ful or novel situations is thought to elicit behaviors that reflect
children’s functioning more broadly (e.g., Ainsworth, Blehar,
Waters, & Wall, 1978; Compas, 1987). In addition, because the
forensic interview often serves as the primary point of interven-
tion for sexually abused children, behaviors observed during
this time that are associated with risk for psychopathology are
especially critical to assess.

Evidence seems to suggest that avoidant coping may be par-
ticularly detrimental with regard to the development of future
psychiatric symptoms in sexually abused children, and at least

in contexts that encourage consolidation and reappraisal, ex-
pressive and emotional coping styles may buffer against symp-
tom expression. No studies to date, to our knowledge, have ex-
amined behavioral markers of coping among sexually abused
children, whether in the forensic interview or otherwise. In-
stead, existing research focuses on child self-report or parent-
report measures of coping style. Although these measures can
be useful, they are limited by reporting biases (Stone & Shiff-
man, 2002). Given the limitations of self- and parent-report
measures of coping, directly observing behavioral markers in
the recent aftermath of child sexual abuse may offer unique
insights into the types of coping behaviors actually employed
by sexually abused children. To this end, this study examined
the utility of a behavioral coding protocol to assess coping
strategies used by sexually abused children. This study also
aimed to identify whether children’s coping behaviors com-
prise interpretable factors representing broader coping styles
and whether these factors, and/or individual coping behaviors,
are associated with longer-term psychiatric symptoms, specifi-
cally depression, anxiety, PTSD, dissociation, aggression, and
attention problems. Few, if any, objective behavioral measures
of coping among sexually abused children exist and we know
very little about how to evaluate which sexually abused children
are at the greatest risk for developing psychiatric symptoms.

Method

Participants

The children who participated in the current study were con-
tacted through a treatment facility that provides services to child
victims of sexual abuse. Each participant had been medically
examined, interviewed, and videotaped for forensic purposes.
The inclusion criteria for the current study were (a) the inter-
viewers’ conclusions regarding the abuse allegations could not
be rated as “unknown” or “no evidence,” (b) the child was be-
tween the ages of 8 and 13 years old at the time of the interview,
and (c) the child was from one of three counties in North Car-
olina. Of the 1,550 possible participants at the center, 156 met
these criteria and were eligible to participate in the study. These
156 children were comprised of 27 boys and 129 girls (83%
female), with an overall mean age of 10.7 years (SD = 1.8).
The sample was 56% African American, 23% Caucasian, 12%
Native American, 5% biracial, and 4% Hispanic.

Procedures

Time 1 information was garnered from videotaped forensic in-
terviews and written reports associated with each child’s foren-
sic interview. Forensic interviews were conducted with the pur-
pose of initiating a criminal investigation into the sexual abuse
allegations and were conducted by skilled personnel trained in
evaluating cases of child sexual abuse. The interviews covered
a wide range of questions concerning the context of the abuse
(e.g., duration, severity, relationship to perpetrator) as well as
the child’s thoughts and feelings about the abuse. Further data
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was collected at a Time 2 follow-up conducted 8–36 months af-
ter the forensic interview. This follow-up was initiated through
a letter sent to the children’s families explaining the purpose of
the study. Of the 156 children comprising the Time 1 sample,
only 74 could be located and contacted for the follow-up. Of
those who were contacted, 56 consented to participate, result-
ing in a 76% consent rate. Prior to participating in the study,
families provided their informed consent (parents) and assent
(children). Families were compensated monetarily ($40) for
their completion of questionnaires. These procedures were ap-
proved by the institutional review board at Duke University.

Preliminary analyses indicated that these 56 children did not
significantly differ from the 100 children who only participated
in the Time 1 interview with regard to demographic and abuse-
related variables. Specifically, children who completed the
Time 2 interview were approximately the same age at the time
of the first interview (M = 10.6 years, SD = 1.80) as those who
only completed the initial interview. The Time 2 sample also
had a similar distribution of gender (79% female) and race (66%
Black, 16% White, 13% Native American, and 3% biracial).

Measures

Several child- and parent-report measures were administered
as a part of a larger project, but only those relevant to the
current study are discussed here (see, Kaplow et al., 2005 for a
more detailed description of the procedure and measures). All
mental health outcomes were assessed during the Time 2 data
collection using reliable and valid measures of child psychiatric
symptoms.

Demographic and abuse-related variables. Demo-
graphic and abuse-related information was obtained from writ-
ten reports of forensic interviews conducted at Time 1. These re-
ports were coded by two independent coders and demonstrated
good interrater reliability as indicated by Pearson correlation
coefficients for continuous variables (r ranging from .87 to .88)
and coefficient kappas ranging from .86 to .90 for categorical
variables. Age at onset of the abuse occurred at the mean age
of 8 years (SD = 2.7) and ranged from 2 to 13 years of age.
The severity of abuse was identified using the most severe act
that occurred (0 = Exposure, 1 = Fondling, 2 = Digital pene-
tration, 3 = Oral, anal, or vaginal intercourse) using a system
similar that proposed by Wolfe, Sas, and Wekerle (1994). Most
children (64.8%) experienced oral, anal, or vaginal intercourse,
whereas 22.7% experienced fondling, 10.9% experienced dig-
ital penetration, and 1.6% experienced exposure. The child’s
relationship to the perpetrator of the sexual abuse was coded
dichotomously as extrafamilial or intrafamilial. The majority
of the children (63%) were abused by a family member.

Behavioral observation of coping. A global coding sys-
tem was used to evaluate children’s behavioral coping strategies
during videotaped forensic interviews. The 14 behavioral items
(the content of which are described below and summarized in
Table 1), were derived from theoretical and available empiri-
cal literature on behavioral reactions to trauma and their psy-
chological correlates (Elliot & Briere, 1994; Gomes-Schwartz,
Horowitz, Cardarelli, & Sauzier, 1990; Pynoos & Eth, 1986)
with the intention of including items that would reflect com-
mon and relevant coping mechanisms, such as avoidance. With
the exception of three dichotomous yes or no response items,

Table 1
Factor Loadings for Behavioral Markers of Coping in the Forensic Interview

Item
Factor 1 Positive
Affective Coping

Factor 2 Avoidant
Coping

Factor 3 Expressive
Coping

Makes and maintains eye contact .66 −.26 .16
Engaged with interviewer .84 −.22 .17
Appears comfortable .85 .23 −.06
Displays positive affect .71 −.38 .14
Appears happy .76 .23 .05
Intentionally distracts interviewer .16 .74 −.09
Appears avoidant −.26 .70 −.28
Appears distracted .00 .83 −.02
Appears fidgety −.12 .81 −.13
Spontaneously discloses details about abuse .08 −.14 .33
Child’s certainty that abuse occurred −.01 −.08 .83
Child disclosed the abuse to someone else .16 −.13 .77
Emotionally expressive .18 −.05 .74
Describes emotions at time of abuse −0.7 −.03 .74
Eigenvalue 3.11 2.79 2.67

Note. N = 127. For the ease of presentation, items have been arranged so that for each component, loadings appear according to the strength of their loading. Items
defining the factor are in boldface.
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behaviors were coded using a 4-point scale from 0 = Never to
3 = Most of the time. Prior to using the system to code the study
sample, research assistants were involved in a 2-month training
period until a required minimum level of 70% agreement with
the criterion observer (J.K.) was reached. Participants’ videos
were randomly selected at intermittent points throughout the
coding process to be examined for interrater reliability result-
ing in the assessment of reliability for 40% of the participants.
The reliability estimates were satisfactory; kappas ranged from
.63 to .82 for categorical variables and single measure intraclass
correlation coefficients ranged from .42 to .70 for continuous
variables. Coding was then averaged across the coders to create
a mean score for the purposes of analyses.

Depressive symptoms. Depressive symptoms were mea-
sured using the Short Mood and Feelings Questionnaire
(SMFQ; Angold et al., 1996), a 13-item self-report measure
of depressive symptoms (α = .89 in the current sample). Each
item is rated according to its frequency of occurrence through-
out the previous 2 weeks using a 3-point scale with response
options of Not true, Sometimes true, and True. Sample items
include “I felt miserable or unhappy” and “I thought nobody
really loved me.” Responses for each question were summed to
create a continuous measure of depressive symptoms.

Dissociative symptoms, anxiety symptoms, aggression, at-
tention problems, and PTSD symptoms. Dissociative (α =
.64), anxiety (α = .71), and PTSD (α = .55) symptoms as
well as aggression (α = .95) and attention problems (α = .84)
were all assessed using the Child Behavior Checklist (CBCL;
Achenbach, 1991). The CBCL consists of 113 parent-report
items designed to assess children’s psychological and behav-
ioral problems in a range of domains. Items are rated as being
0 = Not at all true, 1= Somewhat or sometimes true, or 2 =
Very true or often true.

Results

Reliability and Factor Reduction

Behavioral items assessed during the forensic interview
(Time 1) were entered into a principal components analysis us-
ing a varimax rotation, the results of which are summarized in
Table 1. Of the 156 children studied at Time 1, 127 had com-
plete behavioral codes and were included in the factor analysis.
Factors in the rotated solution with eigenvalues over 1.0 were
included. Each item was included in the factor on which it
had the highest loading and no item was allowed to load on
more than one factor. The results suggested a 3-factor solu-
tion. The first factor, identified as Positive Affective Coping
accounted for 22% of the variance and included the follow-
ing five items: (a) Maintains eye contact with the interviewer,
(b) level of engagement with the interviewer (e.g., friendliness
and responsiveness), (c) appears happy throughout the inter-
view, (d) appears comfortable throughout the interview (e.g.,
answers questions naturally), and (e) displays positive affect

(α = .82). The second factor accounted for 20% of the vari-
ance and was identified as Avoidant Coping. Items loading on
this factor included (a) appears to distract interviewer, (b) ap-
pears avoidant (e.g., by not answering questions), (c) appears
distracted, and (d) appears fidgety (α = 0.79). The final factor
was identified as Expressive Coping and accounted for 19% of
the variance. Items that loaded on expressiveness included (a)
spontaneity of disclosure (a dichotomous yes or no response to
the question, “Does child spontaneously disclose abuse prior
to interviewer asking directly?”), (b) degree of certainty on
child’s part that some form of abuse had actually occurred, c)
disclosure to someone else other than interviewer (a dichoto-
mous yes or no response to the question, “Does child state
that he/she told anyone else what happened?,” (d) ability to
reflect on feelings at time of abuse, and (e) degree of emo-
tional expression in general (α = .74). Items on each of the
three factors were summed to create scores. Summed scores
for Avoidant and Expressive Coping, r(127) = −.26, p = .003,
and Positive Affective and Expressive Coping, r(127) = .21,
p = .02, were significantly correlated. Positive affective cop-
ing and avoidant coping were not correlated, r(127) = −.14,
p = .12.

Coping Strategies and Psychological Correlates

Means and standard deviations for all variables of interest can
be found in Table 2. To examine the predictive utility of these
factors among sexually abused children, we used partial corre-
lations, partialling the other two factors to account for method
variance, to identify the associations between each factor and
a range of longer-term mental health outcomes. Missing data
were excluded listwise for all analyses, resulting in a sample of
47 children from the 56 who completed the Time 2 interview.
Each coping style (i.e., avoidance, positive affect, and expres-
siveness) was entered into a correlation matrix with Time 2
PTSD symptoms, attention problems, anxiety symptoms, ag-
gression, depressive symptoms, and dissociative symptoms.
Demographic variables, such as race, gender, and age of the
child or the length of time between the first and second data
collection points were not associated with any of the mental
health variables examined here; therefore, they were excluded
from further analyses. The only abuse-related variable that was
associated with psychological symptoms was the child’s rela-
tionship to his or her perpetrator: familial relationships were
associated with more severe symptoms. Including this variable
in the analyses did not meaningfully affect the direction or
magnitude of results; therefore, it was excluded from further
analyses.

Results indicated that of the three factors examined, only the
Avoidant Coping factor was significantly correlated with longi-
tudinal mental health outcomes. Specifically, Avoidant Coping
during the forensic interview was significantly associated with
future depressive symptoms, r(42) = .30 p = .05, dissociative
symptoms, r(42) = .34, p =.03, and PTSD symptoms, r(42) =
.36, p = .02. Avoidant Coping was marginally predictive of
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Table 2
Means and Standard Deviations for Measures of Coping and Psychiatric Symptoms

Time 1 (N = 156) Time 2 (N = 47)

Variable M SD Range M SD Range

Avoidant Coping 0.65 0.63 0–3.0 0.74 0.55 0–1.75
Expressive Coping 0.64 0.43 0–1.60 0.63 0.45 0–1.30
Positive Affective Coping 2.10 0.64 0–3.0 2.10 0.54 0.4–2.80
Depressive symptoms 8.13 6.16 0–22.0
PTSD symptoms 8.48 5.43 0–24.0
Anxiety symptoms 5.81 4.66 0–17.0
Aggressiveness 12.50 10.00 0–37.0
Attention problems 5.72 4.58 0–17.0
Dissociative symptoms 3.74 2.87 0–12.0

Note. All psychiatric symptoms were only measured at Time 2.

attention problems, r(42) = .28, p = .07, and aggression,
r(42) = .26, p = .08, and was not significantly predictive of
anxiety symptoms, r(42) = .21, p = .16.

Given that Avoidant Coping appeared to be the strongest
behavioral marker of future psychopathology, post hoc correla-
tions examined the relations between the individual avoidance
items and the mental health outcomes identified above. Of the
four items in the avoidance factor, fidgety behavior and dis-
tractibility were significantly or marginally significantly corre-
lated with a range of mental health outcomes, including symp-
toms of PTSD, anxiety, depression, and dissociation and ag-
gressiveness and attention problems. These results (described
in Table 3) suggest that both the gestalt of avoidance and specific
avoidant behaviors, namely fidgety and distractible behaviors,
are associated with longitudinal symptom severity for a range
of psychological problems and disorders.

Discussion

The findings of the current study suggest that behaviorally
assessed coping may have predictive utility for psychologi-
cal functioning following child sexual abuse. Specifically, this
study assessed observed coping behaviors across three styles:

avoidant, emotionally expressive, and positive affective. The
behavioral signifiers of Avoidant Coping were associated with
subsequent psychiatric symptoms. The relative significance of
Avoidant Coping identified here mirrors other research, which
has suggested that among victims of child sexual abuse and
the general population alike, Avoidant Coping (Kaplow et al.,
2005; Krause, Kaltman, Goodman, & Dutton, 2008) more so
than other forms of coping, including expressive coping (Aldao
et al., 2010; Cantón-Cortés & Cantón, 2010), is associated with
psychiatric symptoms. In particular, fidgety behaviors and dis-
tractibility seem to be important in identifying the children who
may go on to develop a range of mood, anxiety, and behavioral
problems, including dissociative, posttraumatic stress, depres-
sive and anxiety symptoms, as well as attention and aggression
problems.

Although in the current study, the relations among cop-
ing and concurrent mental health were not examined, the as-
sociation between coping and future psychiatric symptoms
may provide important insights into the relevance of behav-
iorally expressed coping in predicting symptom expression over
time, particularly when measured in the context of a forensic
interview. Forensic interviews, which can be stressful for chil-
dren (Sayfan, Mitchell, Goodman, Eisen, & Qin, 2008), may

Table 3
Partial Correlations Among Avoidant Coping Behaviors and Future Psychiatric Symptoms

Time 2 psychiatric symptoms Fidgetiness Distractibility Appearing avoidant Distracting interviewer

Depressive symptoms .20 .27† .27 .23
PTSD symptoms .49∗∗ .30∗ .10 .20
Anxiety symptoms .37∗ .19 .04 .02
Aggressiveness .34∗ .26† .04 .17
Attention problems .37∗ .22 .05 .20
Dissociative symptoms .43∗ .22 .14 .23

Note. N = 47. PTSD = posttraumatic stress disorder.
∗p < .05. ∗∗p < .01. †p < .1.
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place unusually high demands on children’s capacity for cop-
ing, and in particular may elicit more avoidant coping strate-
gies. Because of these demands, deficits in coping may be more
obvious in this context than in less stressful and antagonistic
settings, such as therapeutic interviews or conversations with
trusted adults. In addition, because the child is required to re-
flect upon his or her abuse experiences during the forensic
interview, it provides a window into how the child copes not
only with the memories of the abuse experience, but also the
accompanying physiological arousal and dysregulation that he
or she may face when forced to recall the abuse. Therefore,
this setting is a unique and particularly informative context in
which to assess children’s coping behaviors and their relation
to future symptoms.

In particular, fidgetiness and distractibility expressed in the
forensic interview may be valid and reliable tools for identify-
ing children at risk for psychopathology. First, these two be-
haviors are easy to identify and code when compared to more
abstract behavioral markers of avoidance. Second, these par-
ticular behaviors may point to broader and more problematic
emotional struggles, namely emotional dysregulation, that put
children at increased risk. Recent research into the emotional
etiology of trauma-related pathology suggests that an inability
to regulate emotions in adaptive ways, which is often expressed
through dysregulated behaviors such as fidgeting or distractibil-
ity, can result in more severe symptom expression (Etkin &
Wagner, 2007; Zeman, Shipman, & Suveg, 2002). In the cur-
rent sample, fidgetiness and attempts at self-distraction may
suggest that children are overwhelmed by distressing emotions
and/or aversive physiological experiences and are unable to ef-
fectively manage this distress, although this link requires further
investigation.

Physically and behaviorally expressed symptoms like these,
along with other attention deficit-like symptoms, have also been
identified as potential indicators of a developmental trauma dis-
order (DTD), a diagnosis that has been proposed for inclusion in
the Diagnostic and Statistical Manual of Mental Disorders (5th
ed.; DSM-5; van der Kolk, 2005). According to the proposed
diagnostic considerations for DTD, behavioral markers of emo-
tional dysregulation may develop in the aftermath of continuous
exposure to trauma during childhood due to children’s inability
to manage the emotions related to these events. In turn, chil-
dren’s inability to effectively regulate negative emotions may be
associated with future, and more severe, psychiatric symptoms.

If replicated in future research, the findings presented here
may have important implications for research and clinical prac-
tice. First, these findings suggest that coping style might be
assessed, coded, and clustered using a behavioral measure, of-
fering a less obtrusive and less biased alternative to self- and
parent report. Second, this research may suggest that behavioral
markers of avoidance, as measured in a forensic interview, have
predictive utility for a range of psychological and behavioral
problems, making them potentially important tools in clinical,
research, and forensic settings. A behavioral coding system
like the one proposed here may be useful as an early indicator

of future dysfunction and allow for clinicians and researchers
to identify children most in need of early intervention. Early
intervention has been demonstrated to reduce risk for psychi-
atric symptom development after a traumatic event (Hobfoll
et al., 2007; Litz, Gray, Bryant, & Adler, 2002), making the
identification of children most in need of these services an im-
portant empirical, clinical, and public health issue. In particular,
forensic interviewers and clinicians may consider referring for
follow-up care children who demonstrate fidgety or distractible
behaviors in the aftermath of sexual abuse as these may be es-
pecially relevant and reliable indicators of emotional distress.

Although this research provides a useful starting point in us-
ing a behavioral measure of coping style to identify children
most at risk for psychiatric and behavioral symptoms in the af-
termath of sexual abuse, it has several limitations worth noting.
First, the current study assessed only children who were identi-
fied by the Department of Social Services as potential victims of
sexual abuse and cannot be generalized to the estimated 72% of
abused children who are never identified as victims (Sedlak &
Broadhurst, 1996). Second, although there were no significant
differences between the children who completed both Time 1
and Time 2 interviews compared to those who were only as-
sessed at Time 1, attrition could have contributed to bias in
this research. We were also unable to account for time between
the last occurrence of abuse and the forensic interview, which
could contribute to coping and symptom expression. Third, the
current study did not address children’s psychopathology prior
to the abuse or concurrently with coping and, as a result, the
extent to which prior or concurrent psychiatric problems con-
tributed to the relation between coping style and later symptoms
remains unclear. Lastly, because this research was exploratory
it leaves several questions in need of further research. This
study did not compare behaviorally coded coping against ex-
isting theoretical models and measures of coping, leaving the
possibility that items coded as indicative of coping style here
could, in reality, reflect other psychological processes. Future
research should work to address these distinctions and provide
additional evidence for the validity and reliability of behavioral
measures of coping. Future research should also examine the
predictive utility of coping as measured in other settings, such
as in discussions with caregivers, given the unique challenges
that children may encounter when participating in a forensic
interview.
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