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Abstract
This study examined the association between perceived social support and severity 
of posttraumatic stress symptoms, serially mediated by resilience and coping among 
women exposed to different patterns of sexual victimization experiences: childhood 
sexual abuse (CSA) only, adult sexual assault (ASA) only, and sexual revictimization 
(SR). A total of 255 sexually victimized women recruited from four U.S. universities 
completed self-report measures online; 112 participants reported provisionally 
diagnosable levels of symptoms of posttraumatic stress disorder (PTSD). The 
proposed model was largely supported in the CSA only group and the SR group. 
Different patterns of mediational effects were found across the three groups. Clinical 
and theoretical implications are discussed.
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Prior research suggests that between 6.6% and 21% of women have experienced sex-
ual victimization (e.g., Bagwell-Gray et al., 2015; Carey et al., 2015; Conley et al., 
2017; Hines et  al., 2012). Reports on a national sample found that when reporting 
lifetime traumatic experiences, women frequently endorsed sexual victimization as 
the most distressing traumatic event (Smith et al., 2016). Survivors of sexual assault 
may experience a myriad of negative psychological consequences, including posttrau-
matic stress disorder (PTSD; for example, Scott et al., 2018). A recent meta-analytic 
study reported sexual victimization as one of the significant risk factors associated 
with traumatic stress and related conditions (Dworkin et al., 2017). Sexual victimiza-
tion has been found to be associated with more PTSD symptoms and longer duration 
of symptoms compared with other forms of traumatic events (Smith et  al., 2016). 
Understanding the processes that lead to negative outcomes following sexual victim-
ization is important as it informs prevention and intervention strategies. In this regard, 
past research highlights the importance of perceived social support (e.g., Schumm 
et al., 2006; Steine et al., 2017), resilience (e.g., van der Walt et al., 2014; Wisco et al., 
2014), and coping (e.g., Leiner et al., 2012; Ullman et al., 2007) in understanding reac-
tions to sexual victimization. Yet, the interplay of these constructs has not been inves-
tigated. Thus, the current study tested a model describing the associations among 
perceived social support, resilience, and coping, predicting posttraumatic stress symp-
tom (PTS) severity in women exposed to sexual victimization.

Associations Between Perceived Social Support and 
Traumatic Stress Symptom Severity

A variety of theories exist to explain and operationalize the role of social support in con-
sequences of traumatic life events (e.g., Norris & Kaniasty, 1996; see Wagner et  al., 
2016, for review), suggesting direct, moderating, and mediating roles of social support. 
One conceptualization of social support classifies it into perceived social support and 
received social support. Perceived social support is the individual’s perception that help-
ing behavior is available, whereas received social support is helping behavior that was 
provided to the individual (e.g., Norris & Kaniasty, 1996). Between the two types of 
social support, the importance of perceived social support in relation to sexual victimiza-
tion has been addressed (e.g., Steine et al., 2017). The relationship between higher per-
ceived social support and psychological well-being can be explained by two models: a 
social causation model and a social selection model of social support. Original social 
causation theory and social selection theory focused on the relationship between low 
socioeconomic status (SES) and risk of psychological disorders (Johnson et al., 1999). 
The social causation model of perceived social support suggests that higher perceived 
social support leads to less psychological distress, whereas the social selection model 
asserts that psychological symptoms lower one’s perceived social support levels (e.g., 
Kaniasty & Norris, 2008). Between the two directional theories, evidence exists to sup-
port the social causation model of perceived social support applicable to various trau-
matic events, including sexual victimization. Two meta-analytic studies reported that 
lack of perceived social support was a significant predictor of PTS severity (a weighted 
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effect of .40 in Brewin et al., 2000, and .28 in Ozer et al., 2003). In studies focusing on 
sexual victimization, higher perceived social support predicted lower levels of PTS 
among college women who were sexually victimized during adolescence or adulthood 
(Littleton, 2010), in women with childhood sexual abuse (CSA; Evans et  al., 2013; 
Steine et al., 2017), and in women who experienced both CSA and adult sexual assault 
(ASA; Schumm et al., 2006). Although not all studies support the relationship (Wilson 
& Scarpa, 2014), a large proportion of research supports higher perceived social support 
contributing to lower detrimental effects of sexual victimization.

Associations Between Resilience and PTS

Another psychological variable that may influence consequences of sexual victimiza-
tion is resilience. According to Carver (1998), individuals experience a decline in 
physical or psychological homeostasis in response to adversity, which leads to four 
potential consequences: succumbing, survival with impairment, resilience, and thriv-
ing. Resilience explains the individual’s “homeostatic return to a prior condition” after 
an adverse event. Individuals with strong resilience likely bounce back to their prior 
psychological functioning and thus experience less psychological distress in response 
to a traumatic experience. Several recent studies reported higher resilience associated 
with less negative consequences of sexual victimization. For example, higher resil-
ience has been related to a lower likelihood of a provisional diagnosis of PTSD in 
veterans with a sexual abuse history in adulthood (Wisco et al., 2014) and to lower 
PTS severity in adult female survivors of rape (van der Walt et al., 2014). These theo-
retical and empirical reports suggest that levels of resilience that sexually victimized 
women display in response to the stressful experiences are important determinants of 
posttrauma outcomes.

Associations Between Coping and Trauma Symptom 
Severity

Coping has also been found to contribute to the psychological outcomes among sexu-
ally traumatized women (e.g., Bedard-Gilligan et al., 2014; Leiner et al., 2012; Ullman 
et al., 2007). According to the approach-avoidance model of coping (Roth & Cohen, 
1986), coping with stress can be oriented toward approach and/or avoidance. Approach-
oriented coping includes adaptive strategies in which an individual makes changes in a 
situation or takes appropriate actions to prevent further stress. When individuals use 
avoidance-oriented coping, they may avoid, reject, deny, ignore, or seek distractions 
from the stressor and its consequences, and/or may engage in other maladaptive strate-
gies. Although the model suggests that the two orientations are not mutually exclusive 
and have costs and benefits, the avoidance orientation specifically may result in poten-
tial negative consequences, including emotional numbness, intrusions of threatening 
information, and avoidance of trauma-related stimuli, all of which correspond to symp-
toms of PTSD. Avoidance may prevent amelioration from consequences of traumatic 
experiences. According to the emotional processing theory (Foa & Kozak, 1986), 
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avoidance behavior interferes with activation of fear—an essential factor for successful 
recovery. A cognitive model of PTSD (Ehlers & Clark, 2000) suggests that strong nega-
tive appraisals of the trauma or trauma consequences and poor integration of the trauma 
memory into the autobiographical memory lead to persistent symptoms of PTSD, and 
avoidance contributes to both processes. Using avoidance-oriented coping after sexual 
victimization likely persists or exacerbates distress.

Empirical evidence supports the role of avoidance-oriented coping in consequences 
of sexual victimization. For example, among female victims of rape with a PTSD 
diagnosis, higher levels of PTSD symptoms were predicted by greater pretreatment 
avoidance coping levels (Leiner et al., 2012). Cross-sectional studies also reported that 
avoidance coping was associated with greater severity of PTS in sexually victimized 
women (Bedard-Gilligan et al., 2014; Ullman et al., 2007). In addition, a meta-analytic 
study found an association between avoidance coping and PTS severity among victims 
of interpersonal violence, including sexual victimization (Littleton et  al., 2007). 
However, the role of approach-oriented, adaptive coping on recovery from sexual vic-
timization is mixed. For example, Gutner et al. (2006) found that increases in adaptive 
coping, such as cognitive restructuring shortly after traumatic experiences, were 
related to less severe PTS in female victims of physical and sexual assault. By con-
trast, Cole and Lynn (2010) found evidence for a positive association between adap-
tive coping and greater PTS severity in female survivors of sexual victimization. In 
addition, the meta-analytic study (Littleton et al., 2007) found that approach-oriented 
coping was positively related to severity of PTS. Together, the existing literature sug-
gests negative effects of avoidance-oriented, maladaptive coping on PTS severity in 
response to sexual victimization. However, the role of approach-oriented adaptive 
coping in PTS severity is less clear.

Serial Mediation Paths From Perceived Social Support to 
Resilience Followed by Coping

The above literature suggests that perceived social support, resilience, and coping 
independently predict severity of PTS associated with sexual victimization. In addi-
tion to these direct predictive roles, complex relationships among perceived social 
support, resilience, and coping may exist. First, the path from perceived social support 
to resilience is assumed. Although one conceptualization of resilience proposes resil-
ience as a dispositional construct, more recent theories suggest resilience itself as a 
dynamic, changeable process (see Luthar et  al., 2000, for review). For example, 
Connor and Davidson (2003) proposed that one might experience a disruption of a 
biopsychospiritual balance in response to stressors and the disruption then may lead to 
an opportunity for increased, same, or lower resilience. Evidence exists to propose 
perceived social support as a factor that influences levels of resilience in individuals 
with sexual victimization experiences. A review study on childhood sexual victimiza-
tion identified social support, including perceived social support, as one of the factors 
that may promote resilience (Marriott et al., 2014). While not targeting sexual victim-
ization, perceived social support predicted resilience in individuals after the September 
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11 attack (Bonanno et al., 2007). In addition, a study of female victims of intimate 
partner violence found evidence for a positive relationship between higher perceived 
social support and higher resilience (Jose & Novaco, 2016). The next path is from 
resilience to coping. Theoretically, resilience has been linked with one’s coping ability 
(Connor & Davidson, 2003; Greene et al., 2003) such that individuals exposed to a 
traumatic event demonstrating higher resilience would be expected to engage in adap-
tive coping, such as approach-oriented strategies. On the contrary, individuals with 
lower resilience may apply maladaptive coping, such as avoidance-oriented strategies. 
Overall, the above theoretical formulations and empirical findings suggest the pres-
ence of a serial path from perceived social support to resilience followed by coping 
when considering the relationships among these variables in women with exposure to 
sexual victimization.

Direct Mediating Roles of Resilience and Coping

By applying the original idea of social causation theory described above, perceived 
social support is expected to be an antecedent of one’s resources, such as resilience 
and coping. There is some evidence to support the mediating role of resilience between 
perceived social support and PTS severity. While not targeting sexual victimization, a 
study identified resilience as a mediator of the association between perceived social 
support and PTS levels in women with exposure to war (Besser et al., 2014) and in 
cancer survivors (Dong et al., 2017). Furthermore, empirical evidence suggests a path 
from perceived social support to coping. Specifically, higher perceived social support 
was found to be related to higher adaptive coping in women exposed to assault, includ-
ing sexual victimization (Stevens-Watkins et al., 2014) and to less maladaptive and 
more adaptive coping in a college sample including sexually victimized women 
(Haden et al., 2007). These findings, in conjunction with the predictive role of coping 
for PTS severity, suggest the presence of a mediating role of coping in the relationship 
between perceived social support and PTS severity.

An Integrated Model Applied to Different Patterns of 
Sexual Victimization

The current study proposed a model that perceived social support, resilience, and cop-
ing have direct effects on PTS severity, and resilience and coping serially mediate the 
relationship between perceived social support and PTS severity (Figure 1).

Some evidence suggests that PTS severity and its relationships with the psychoso-
cial factors may be complex among different patterns of lifetime sexual victimization, 
namely, ASA only, CSA only, and sexual revictimization (SR; that is, CSA and ASA). 
Regarding PTS severity, previous research suggests that SR survivors are more likely 
than CSA only or ASA only survivors to develop severe PTS or PTSD. For example, 
a review study (Classen et al., 2005) as well as an empirical study (Schumm et al., 
2006) reported that SR was a stronger risk factor than CSA only or ASA only for 
severe PTS or PTSD. With regard to perceived social support, Schumm et al. (2006) 
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reported the lowest levels of perceived social support in SR women, followed by 
women with CSA only. While not solely resilience, Walsh et al. (2007) found that self-
efficacy and internal locus of control, which were considered internal resilience fac-
tors, were higher in CSA only victims than in SR victims. Neither resilience nor coping 
has been addressed and compared across the three groups. Essentially, past studies that 
addressed perceived social support, resilience, or coping in relation to sexual victim-
ization often targeted victimization across a single developmental phase (e.g., adult-
hood only or childhood only). Unknown is whether differential sexual victimization 
pathways throughout the developmental stages might produce differential cumulative 
effects on the relationship between PTS severity associated with sexual victimization 
and the psychosocial factors. More comprehensive investigations into the association 
among the variables in women exposed to different patterns of sexual victimization 
are essential.

The current study tested the serial mediation model (Figure 1) in women exposed 
to CSA only, ASA only, or SR, separately. The study hypothesized that (a) higher per-
ceived social support, higher resilience, higher adaptive coping, and lower maladap-
tive coping would be related to lower levels of PTS, and (b) the relationship between 
perceived social support and PTS severity would be serially mediated by resilience 
and coping. These relationships were assumed to be found across the three groups. As 
a first step in testing these relationships, we examined the model in a convenience 
sample of female college students with a history of sexual victimization. If evidence 
to support the model is detected, it would support more focused investigations, includ-
ing longitudinal studies with at-risk populations.

Method

Participants

A total of 3,113 students from four geographically diverse public universities  
participated in an online study. Among these participants, 2,235 female participants 
completed the target questionnaires for the current study. A total of 321 women 

Figure 1.  Hypothesized model.
Note. PTS = posttraumatic stress symptom.
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(14.4%) reported sexual victimization.1 Among the 321 women, 267 reported sexual 
victimization as a most traumatic life event and rated their symptoms for experiences 
of sexual victimization. Among the 267 participants, 12 had missing data and data 
imputation was not performed. Thus, data from 255 participants were analyzed. The 
remaining 54 participants reported another event as a most stressful life event for 
which they rated their symptoms, and thus were not included in the current analyses. 
Among the 255 participants, 106 reported ASA only and ASA as a most stressful life 
event, 97 reported CSA only and CSA as a most stressful life event, and 52 reported 
both CSA and ASA and either CSA or ASA as a most stressful life event. The mean age 
was 20.9 years (SD = 3.7), ranging from 18–41 years. There were 109 non-Hispanic 
White, 106 Hispanic, 21 African American, nine Asian American, one Native 
American, one Pacific Islander, and eight mixed race women in the sample.

Measures

A demographic questionnaire asked participants to report age, sex, and ethnicity.
The Stressful Experience Checklist (SEC; Hirai et al., 2012) presented 11 specific 

traumatic or stressful events that may occur in one’s lifetime. The items included phys-
ical assault as an adult, sexual assault as an adult, disaster (e.g., hurricane), accident, 
childhood physical abuse, CSA, and other. Participants were able to report an event 
that was not listed. Participants indicated all events they had experienced and selected 
the one that they considered to be the most stressful for them and reported the time 
elapsed since the most stressful event happened.2

The PTSD Checklist for DSM-5 version (PCL-5; Weathers et al., 2013) is a 20-item 
self-report questionnaire that assesses PTS severity, corresponding to DSM-5 criteria. 
The respondent rated each item regarding her sexual victimization experience based 
on a 5-point Likert-type scale ranging from 0 (not at all) to 4 (extremely). It can be 
used to establish a provisional PTSD diagnosis (Blevins et  al., 2015) based on the 
criteria (Weathers et al., 2013). A strong internal consistency reliability estimate for 
the total scale (α = .94) was reported (Blevins et al., 2015). Cronbach’s alphas for the 
total scale for the present groups ranged from .94–.95.

The Social Provisions Scale (SPS; Cutrona & Russell, 1987) is a 24-item question-
naire, assessing perceived availability of social support functions. Items are rated on a 
4-point Likert-type scale ranging from 1 (strongly disagree) to 4 (strongly agree). A 
high internal consistency reliability estimate of the total scale (α = .92) was reported 
(Cutrona & Russell, 1987). Cronbach’s alphas for the total scale in the current groups 
ranged from .92–.94. The SPS has been used in studies targeting sexual victimization 
(e.g., Schumm et al., 2006).

The Connor–Davidson Resilience Scale (CD-RISC; Connor & Davidson, 2003) is 
a 25-item self-report questionnaire, assessing resilience. Items are rated on a 5-point 
Likert-type scale ranging from 0 (not true at all) to 4 (true nearly all of the time). A 
higher score indicates higher resilience. Cronbach’s alpha for a general population 
sample was .89 (Connor & Davidson, 2003). Cronbach’s alphas for the present groups 
ranged from .93–.94.3 The CD-RISC has been used in studies targeting sexual victim-
ization (e.g., van der Walt et al., 2014).
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The Brief COPE (BC; Carver, 1997) is a 28-item self-report, evaluating one’s cop-
ing responses. The BC produces 14 subscales. The BC was used to assess ongoing 
coping with the sexual victimization experience that the respondent reported since it 
had occurred. Items are rated on a 4-point Likert-type scale ranging from 1 (I haven’t 
been doing this at all) to 4 (I’ve been doing this a lot). The current study used two 
broad scales, maladaptive coping and adaptive coping. The maladaptive coping scale 
was a composite score of the denial, disengagement, self-blame, and substance use 
subscales, assessing avoidance oriented coping strategies. This composite scale has 
been used in recent studies with sexual assault victims (e.g., Ullman & Peter-Hagene, 
2014). Cronbach’s alpha for sexual assault victims was .81 (Ullman & Peter-Hagene, 
2014). The adaptive coping scale consisted of active coping, positive reframing, plan-
ning, and acceptance subscales, assessing approach-oriented coping strategies. The 
emotional and instrumental support subscales were not included in the adaptive coping 
scale to reduce content overlap between the SPS and this scale. The present groups 
showed alphas for the maladaptive coping scale ranging from .77–.85 and for the 
adaptive coping scale ranging from .82–.86.

Procedure

The current study was part of a larger online assessment of psychological and behav-
ioral experiences that was approved by the institutional review boards of the four uni-
versities where the study took place. Individuals who read the online consent form and 
agreed to participate completed the online questionnaires anonymously. Participants 
received extra course credit as compensation.

Analysis Plan

To compare the levels of the examined variables by group, analyses of variance 
(ANOVAs) were conducted with SPSS Version 24. To test the mediation models, 
PROCESS (Hayes, 2013) was used. To obtain 95% bias-corrected confidence inter-
vals for the mediation models, 5,000 bootstrap estimates were used.

Results

Means and standard deviations of the variables of interest and group comparison 
results are presented in Table 1. No significant group differences were found for levels 
of perceived social support, resilience, or adaptive coping. Maladaptive coping scores 
and PTS severity scores differed significantly across the groups. Post hoc analyses 
revealed that the ASA only and SR groups reported significantly higher levels of mal-
adaptive coping and PTS severity than the CSA only group. Based on the PCL-5 cri-
teria (Weathers et al., 2013), 47% (n = 50) in the ASA only group, 34% (n = 33) in 
the CSA only group, and 56% (n = 29) in the SR group reported symptoms consistent 
with a provisional diagnosis of PTSD. A significant group difference for diagnostic 
status was found, χ2(1) = 6.59, p < .05, with the SR group evidencing a significantly 
higher rate of provisional diagnosis of PTSD compared with the CSA only group. 
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Because the sample consisted of a large proportion of Hispanics, comparisons between 
Hispanic and non-Hispanic groups on the variables of interest were performed by 
group. Ethnicity effects on the variables of interest were not significant (.53 < p < 
.88). In addition, location effects on the variable were not significant (.13 < p < .89).

Table 2 presents correlations among the variables of interest. Perceived social sup-
port and resilience were significantly negatively correlated with PTS severity, and 
both adaptive and maladaptive coping were significantly positively correlated with 
PTS severity within all three groups. Resilience was significantly negatively corre-
lated with maladaptive coping across the three groups. Resilience was significantly 
positively correlated with adaptive coping only in the CSA only group. Perceived 
social support had no correlation with adaptive coping in any group.

Although the correlations suggested that the mediating role of adaptive coping 
would not be found for the ASA and SR groups, the model was examined to demon-
strate group differences. Results for the proposed model (Figure 1) are presented in 
Table 3 and illustrated in Figures 2 and 3. For the ASA only group, the relationship 

Table 1.  Means, Standard Deviations, and Group Comparisons.

ASA only 
(n = 106)

CSA only 
(n = 97)

SR 
(n = 52)

Group 
comparison

Variable M SD M SD M SD F p

SPS 78.94 12.70 80.57 11.15 78.87 12.16 0.57 .59
CD-RISC 64.35 15.27 63.59 15.45 60.15 15.86 1.33 .27
BC maladaptive 3.68a 1.38 3.04b 1.06 3.77a 1.44 8.34 <.01
BC adaptive 4.56 1.34 4.45 1.38 4.75 1.43 0.82 .44
PCL-5 31.13a 18.11 25.84b 18.22 33.25a 19.32 3.42 .03

Note. Significant differences (p < .05) between the three groups are denoted with alphabetical 
superscripts. ASA = adult sexual assault; CSA = childhood sexual abuse; SR = sexually revictimized; SPS 
= Social Provision Scale; CD-RISC = Connor–Davidson Resilience Scale; BC = Brief COPE; PCL-5 = 
PTSD Checklist for DSM-5.

Table 2.  Correlations for ASA Only, CSA Only, and SR Groups.

Variable 1 2 3 4 5 1 2 3 4 5

1. SPS .68** –.42** .12 –.23** .40** –.45** .10 –.28*
2. CD-RISC .46** –.41** .04 –.27** –.56** –.06 –.48**
3. BCope-M –.35** –.35** .22* .69** .43** .66**
4. BCope-A .14 .34** .24** .28** .46**
5. PCL-5 –.33** –.27** .65** .19*  

Note. ASA = adult sexual assault; CSA = childhood sexual abuse; SR = sexually revictimized; SPS 
= Social Provision Scale; CD-RISC = Connor–Davidson Resilience Scale; BCope-M = Brief COPE 
Maladaptive; BCope-A = Brief COPE Adaptive; PCL-5 = PTSD Checklist for DSM-5. Upper left = ASA 
only; Lower left = CSA only; Upper right = SR.
*p < .05. **p < .01.
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between perceived social support and PTS severity was fully mediated by maladaptive 
coping. Contrary to the hypothesis, resilience was not found as a mediator. When 
adaptive coping was tested in the model, no mediation effects were found. For the 

Figure 2.  Relationships between perceived social support and posttraumatic stress 
symptom severity mediated by resilience and maladaptive coping.
Note. Bold lines indicate significant indirect effects; dotted lines indicate nonsignificant paths. ASA = adult 
sexual assault; PTS = posttraumatic stress symptom; CSA = childhood sexual abuse; SR = sexually 
revictimized.
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Figure 3.  Relationships between perceived social support and posttraumatic stress 
symptom severity mediated by resilience and adaptive coping.
Note. Bold lines indicate significant indirect effects; dotted lines indicate nonsignificant paths. ASA = adult 
sexual assault; PTS = posttraumatic stress symptom; CSA = childhood sexual abuse; SR = sexually 
revictimized.
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CSA only group, the relationship between perceived social support and PTS severity 
was fully mediated by resilience and maladaptive coping, serially. When the role of 
adaptive coping was tested, the relationship between perceived social support and PTS 
severity was partially mediated by resilience and adaptive coping serially and also by 
resilience alone. The direct effect of perceived social support on PTS severity was still 
significant. For the SR group, the relationship between perceived social support and 
PTS severity was fully mediated by resilience and maladaptive coping, serially and 
also by resilience alone. When adaptive coping was tested in the model, resilience 
fully mediated the relationship between perceived social support and PTS severity. 
Adaptive coping was not a significant mediator for this group.

Discussion

The present study examined the association between perceived social support and PTS 
severity serially mediated by resilience and coping in women exposed to sexual vic-
timization. The model was examined separately for different patterns of sexual victim-
ization experiences: CSA only, ASA only, and SR. As hypothesized, higher perceived 
social support, higher resilience, and lower maladaptive coping were correlated with 
lower PTS severity, which are consistent with prior studies that tested these roles in 
sexually victimized women mainly across a single developmental phase (e.g., ASA 
only or CSA only; for example, Bedard-Gilligan et  al., 2014; Evans et  al., 2013; 
Ullman et al., 2007; van der Walt et al., 2014) and with the theories (e.g., Connor & 
Davidson, 2003; Ehlers & Clark, 2000; Foa & Kozak, 1986; Kaniasty & Norris, 2008). 
For example, the identified significant relationship between lower avoidance-oriented 
coping and less severe PTS levels was consistent with the theoretical formulations for 
the relationship (Ehlers & Clark, 2000; Foa & Kozak, 1986), suggesting that avoid-
ance-oriented maladaptive coping is a strong contributor to PTS in sexually victimized 
women. The result that these direct relationships were found in the three groups is 
important. Specifically, the direct predictive role of these variables in PTS severity 
may be uniform in women exposed to different patterns of sexual victimization, sug-
gesting that perceived social support, resilience, and coping altogether should be 
assessed in relation to PTS regardless of the patterns of sexual victimization that 
women have experienced. Contrary to the hypothesis, higher adaptive coping was cor-
related with higher PTS severity for the three groups. As stated above, previous studies 
reported inconsistent results regarding the effects of adaptive coping on recovery 
(Cole & Lynn, 2010; Gutner et al., 2006). A possibility is that different adaptive coping 
strategies (e.g., behavioral and cognitive) may have differential relationships with PTS 
severity. Furthermore, symptomatic participants at the time of the assessment may 
have applied both adaptive and maladaptive coping to handle distress. Longitudinal 
investigations in specific adaptive coping strategies in relation to PTS severity across 
different victimization patterns are warranted.

The hypothesis that resilience and coping serially mediate the association between 
perceived social support and PTS severity was partially supported (Figure 2). First, the 
proposed serial mediation model with maladaptive coping was fully supported only by 
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the CSA only and SR groups (i.e., CSA was experienced). This finding suggests that 
the path from perceived social support to resilience and then to maladaptive coping 
may have been developed longitudinally over the course of development. Interestingly, 
resilience alone did not mediate the relationship for any of the groups when maladap-
tive coping was considered as a second mediator further in the chain of constructs. 
These findings support the importance of assessing the sequential mediating roles of 
resilience and maladaptive coping, rather than focusing only on resilience as an iso-
lated mediator, in the relationship between perceived social support and PTS applying 
the model particularly to women with experiences of CSA.

Avoidance-oriented maladaptive coping without the effects of resilience was found 
to play a significant mediating role for the three groups (Figure 2). These results are 
attributed to the significant correlations between higher perceived social support and 
less maladaptive coping in the three groups, which was consistent with past findings 
(e.g., Haden et al., 2007). The significant mediation path in the three groups suggests 
that, unlike the path to resilience, the path from perceived social support to maladaptive 
coping may be quickly established after the traumatic event and maintained longitudi-
nally. It is speculated that the immediate reactions sexually traumatized women choose 
in response to their traumas are avoidance-oriented maladaptive coping, such as avoid-
ance and denial, which can then be maintained longitudinally. For such cases, higher 
resilience and higher perceived social support could be crucial factors that reduce the 
frequency and intensity of applying such maladaptive coping strategies. In particular, 
attempting to improve perceived social support could produce immediate and longitu-
dinal positive effects on reducing maladaptive coping, which could in turn contribute to 
reducing PTS, regardless of patterns of sexual victimization.

The serial mediation model with approach-oriented adaptive coping was supported 
only by the CSA only group (Figure 3). The ASA only and SR groups did not show a 
significant path from resilience to adaptive coping. Furthermore, unlike maladaptive 
coping, adaptive coping itself did not mediate the relationship between perceived 
social support and PTS in any of the groups. These results are attributed to the lack of 
a significant bivariate relationship between adaptive coping and perceived social sup-
port or resilience across the three groups, except for the CSA only group producing a 
significant correlation between resilience and adaptive coping. These nonsignificant 
correlations were contrary to what previous research suggested (e.g., Connor & 
Davidson, 2003; Stevens-Watkins et  al., 2014). Approach-oriented adaptive coping 
strategies, such as engaging in appropriate behavioral, cognitive, and/or emotional 
actions to prevent further stress, may be demanding and thus resilience or perceived 
social support itself may not be powerful enough to increase levels of adaptive coping 
strategies in sexually victimized women.

Regarding PTS severity, the ASA only and SR groups reported significantly more 
severe PTS than the CSA only group (Table 1). Furthermore, the SR group included a 
significantly larger proportion of victims with provisionally diagnosable PTSD than 
the CSA only group. These findings are largely consistent with past findings reporting 
high risk of PTSD in SR individuals (e.g., Classen et al., 2005; Schumm et al., 2006). 
Unlike past studies, however, the current findings show no significant difference in 
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PTS severity between ASA only and SR groups, although the latter had a higher mean 
score. The small sample size of the SR group might explain the nonsignificant group 
difference.

Overall, the current study found positive effects of perceived social support and 
resilience and negative effects of maladaptive coping on PTS severity in the CSA only, 
ASA only, and SR groups. Differential effects of the mediators on the relationship 
between perceived social support and PTS severity were also found for different pat-
terns of sexual victimization experiences. Although the cross-sectional nature of the 
study design does not allow causal claims, the findings suggest several possible clini-
cal implications. Promoting perceived social support and reducing maladaptive coping 
might augment effectiveness of interventions targeting PTS associated with sexual 
victimization, regardless of patterns of victimization experiences. Lack of treatment 
response might be attributed to lack of perceived social support, low levels of resil-
ience, use of maladaptive coping, or any combination of these conditions. Furthermore, 
when perceived social support, resilience, and coping are examined in relation to PTS 
severity in women exposed to sexual victimization, the sequential effects of the vari-
ables unique to different patterns of sexual victimization may be taken into account. 
Yet, because maladaptive coping is a mediator across the three groups, when lack of 
perceived social support is targeted as part of an augmenting element of interventions 
for PTS, changes in maladaptive coping response as part of recovery processes should 
be examined. As noted above, attempting to improve perceived social support in sexu-
ally traumatized women could produce immediate and longitudinal positive effects on 
improving resilience and reducing maladaptive coping, which could in turn contribute 
to improving PTS. In addition, when treating women with experiences of CSA, 
improvement in resilience levels, as a process indictor, should be monitored.

The fact that the three groups identified differential patterns of mediational effects 
is theoretically important. Specifically, existing and future theoretical models with any 
combinations of the currently targeted variables or with broader psychosocial vari-
ables may need to be separately tested across groups with differential victimization 
histories. Such efforts will likely help fine-tune theoretical models suitable for indi-
viduals with a specific victimization history.

It should be noted that this study has several limitations. The current findings were 
from college students and thus have limited generalizability to community and clinical 
samples. Yet, 34–56% of the participants reported provisionally diagnosable levels of 
PTSD symptoms, which confirms that the current model is applicable at least to symp-
tomatic women exposed to sexual victimization. The SR group had a small sample 
size, which might explain some nonsignificant effects found for the SR group. 
Furthermore, the current sample consisted of only women. Moreover, given the cor-
relational nature of the study design, causal claims are not warranted. As past studies 
suggest (e.g., Kaniasty & Norris, 2008), both the social selection and the social causa-
tion models could be possible scenarios. In addition, sexual victimization history was 
assessed via a checklist, not by behaviorally specific assessment instruments such as 
the Sexual Experiences Survey (Koss et  al., 2007), and thus variability in sexual 
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victimization experiences in relation to PTS and psychosocial experiences was unable 
to be addressed. Future research should examine the model longitudinally in larger 
community and clinical samples with both men and women across different patterns 
of sexual victimization assessed by behaviorally specific measures.

Despite the above limitations, the identification of resilience and coping as possible 
serial mediators of the relationship between perceived social support and PTS severity 
is an important contribution. The current model was soundly developed based on 
recent empirical findings as well as established theories of the relationships among 
perceived social support, resilience, coping, and PTS severity. Our findings indicate 
that different patterns of sexual victimization experiences may result in different medi-
ation pathways across the above variables. Preventive efforts and interventions should 
take different roles of these variables among different sexual victimization experi-
ences into consideration.
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Notes

1.	 The prevalence of sexual victimization was within the range of prevalence rates of sexual 
victimization reported in recent studies with college student samples, ranging from 6.6–
19.4% (Carey et al., 2015; Conley et al., 2017; Hines et al., 2012; Littleton, 2010).

2.	 Within the adult sexual assault (ASA) only group (ages ranged from 18–33 years), the 
times since the event happened varied from 1 week–9 years. Within the childhood sexual 
abuse (CSA) only group (ages ranged from 18–41 years), the times since the event hap-
pened varied from 3–33 years. Among the sexual revictimization (SR) group (ages ranged 
from 18–32 years), the time since the most stressful event (either CSA or ASA) varied from 
2 weeks (ASA)–25 years (CSA).

3.	 To examine whether perceived social support, coping, and resilience were three distinct 
constructs, an exploratory factor analysis with principal axis factoring was performed. The 
Direct Oblimin rotation was used. Eigenvalues were above 1.0 for the three extracted fac-
tors. All Social Provisions Scale (SPS) items and all Brief COPE (BC) adaptive and mal-
adaptive cope items were loaded onto their corresponding factors. Two Connor–Davidson 
Resilience Scale (CD-RISC) items were loaded onto the SPS factor and the remaining 
CD-RISC items were loaded onto the factor forming resilience. Thus, total resilience 
scores were calculated without the two items. These alphas were for the resilience items 
without the two multiloaded items. No change was made for the SPS and BC scales.
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