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INTRODUCTION

As many as one in five females in the United States has ex-
perienced completed or attempted rape in their lifetime and, 
when the definition of sexual assault is broadened to include 
unwanted sexual contact, more than 40% report having been 
sexually assaulted.1 In South Korea, 21.3% of adult females 
have reported experiencing rape, attempted rape, or unwant-
ed sexual touching.2 The Proper intervention and treatment 
of victims of sexual assault are important public health issues. 
This is because victims of sexual assault experience not only 
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significant mental health and psychological problem, but 
also secondary victimization after an assault. Therefore, in-
tervention and treatment of these people requires a holistic 
approach that encompasses psychosocial environment and its 
evidence.3-11

Characteristics of sexual assault that affect the mental health 
of the survivors6,12 include assault type and severity, relation-
ship with the perpetrator, frequency, age of onset, degree of 
physical violence involved, and the role of drugs or alcohol. 
However, previous studies of the associations between sexual 
assault characteristics and the mental health of survivors have 
produced inconsistent findings.13 Most extant research has 
examined the impact of a single or a few sexual assault char-
acteristics,6 but each incident involved multiple characteris-
tics that were not independent of each other.13 A useful anal-
ysis of sexual assault characteristics needs to consider the 
individual’s overall experience instead of treating each charac-
teristic independently. The few studies that have applied this 
approach to date have identified specific subgroups based on 
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combinations of sexual assault characteristics.6,12-16

The impact of sexual assault victimization on adult survi-
vors’ mental health can be distinctively different from that 
of victimization in childhood. Some studies that have com-
pared adulthood and childhood sexual assault victims’ expe-
riences found that the perpetrators of attacks on adults are 
more likely to be a stranger rather than a relative and are more 
likely to use a weapon or physical coercion when compared 
with childhood or adolescent sexual assault perpetrators.17,18 
In addition, the percentage of reports of rape among adult-
hood sexual assault victims was higher than that among sur-
vivors of childhood and adolescent sexual assaults.16 Empiri-
cal studies of sexual assault accumulated evidence that the 
patterns and severity of the negative mental health outcomes 
caused by sexual assault varies depending on the characteris-
tics of such violence.6,9,19 Sexual assault experiences of adults 
and children tend to have different characteristics and can 
cause different impacts on the mental health of the survivors. 
However, mental health outcomes of adult sexual assault sur-
vivors have been infrequently addressed by previous research13 
and this study aims to address such lack of knowledge.

Adult sexual assault is also often associated with high vul-
nerability to secondary victimization or unfair treatment. Sex-
ual assault survivors may face an arduous experience when 
they disclose their experience or try to seek help. Secondary 
victimization is an additional trauma that results from the 
blame or skeptical attitudes directed toward victims by the le-
gal system, medical professionals, and other community ser-
vice providers.20 A growing body of research, enabled by the 
development of the Social Reactions Questionnaire (SRQ),21 
has revealed negative social reactions after survivor disclo-
sure of assaults to informal social network members and for-
mal support providers. Negative social reactions reportedly 
vary according to perpetrator type,22,23 secondary victimization 
experiences can undermine the mental health of survivors,24 
and negative social reactions are associated with PTSD.25 

In addition, reports of adverse experiences in childhood, in-
cluding abuse or neglect, are relatively high in number among 
adult sexual assault survivors. Numerous studies have re-
ported a connection between childhood sexual abuse (CSA) 
and adult sexual assault,26 although the mechanisms of the 
connection are not well-understood at this time.14 One study 
of the relationship between adverse childhood experiences 
(ACEs), which includes CSA, and adult sexual victimization 
found that each dimension of ACE was associated with adult 
sexual assault victimization, with CSA being the strongest 
factor.27 

These discussions remind us of the importance of focusing 
on the social as well as the therapeutic perspective in the pro-
cess of intervening in victims of sexual assault. In addition, 

if we can identify the differences between different subtypes 
among victims of sexual assault in this perspective, it can pro-
vide implications for intervention or treatment for victims of 
sexual assault.

This study identified subgroups of survivors using a clus-
ter analysis based on sexual assault characteristics. It was de-
signed to assess subgroup mental health within three months 
after the assault occurred; the occurrence of secondary vic-
timization following disclosure; and ACEs, including child 
abuse, sexual abuse, and neglect. 

METHODS

Participants
The subjects in this study consisted of 1) 122 females who 

had visited crisis intervention centers for sexual violence in 
South Korea and 2) 143 females with no history crisis inter-
vention center visitation who served as a comparison group. 
Female participants older than 18 years of age who reported 
experiencing a sexual assault within the previous three months 
were assigned to the sexually assaulted group. Those who had 
a congenital brain disorder, cerebral palsy, spastic disorder, 
dysesthesia, autism, history of alcohol or drug abuse, or were 
pregnant were excluded. Except for sexual assault experienc-
es, the same inclusion and exclusion criteria were applied to 
the comparison group. The two groups exhibited similar key 
characteristics at baseline, including age, education, marital 
status, and socioeconomic status. Researchers gathered in-
formed consent from the participants and explained the pur-
pose of the study according to the guidelines of the Internal 
Review Board at one of the authors’ institutions. Emergency 
contact information and locations of local mental health cen-
ters were provided to the participants. This study was approved 
by the Institutional Review Board for human subjects at the 
Sungkyunkwan University (SKKU 2016-06-006-008).

Measures 

Sexual assault experiences
The characteristics of sexual assault experiences were ex-

tracted from the standardized case records management sys-
tem used in crisis intervention centers. To abstract the de-
tailed characteristics of sexual assault (e.g., action type, 
relation to the perpetrator, frequency, duration, whether vio-
lence and/or alcohol accompanied the assault) from the ad-
ministrative data, we developed a Korean version of the Sex-
ual Assault Case Records Abstraction Instrument.16,28 This 
instrument is a modified version of the Maltreatment Case Re-
cord Abstraction Instrument,29 which was based on the Mal-
treatment Classification System.30 The goal was a system that 
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could categorize and quantify a large amount of specific data 
about sexual assault experiences. Employees of victim support 
centers and trained researchers abstracted the participants’ as-
sault experiences. Two of the authors supervised and trained 
the abstractors and verified their performance. Training con-
sisted of a two-hour extensive orientation and close supervi-
sion of the first four or five case abstractions until the abstrac-
tors achieved an interrater agreement with the authors of at 
least 90% (mean of kappa=0.982).

Secondary victimization experiences
Secondary victimization experiences were measured using 

the Secondary Victimization Questionnaire (SVQ)20 and So-
cial Reactions Questionnaire.21 To investigate secondary vic-
timization experiences from formal sources, the SVQ assessed 
four areas. The first and second areas included eight provoca-
tive statements (e.g., “encouraged you not to report,” “ques-
tioned the way you were dressed”) aimed at examining sec-
ondary victimization behaviors while interacting with the 
legal system during reporting, the investigation, and trials as 
well as the level of psychological distress caused by each be-
havior. Victims who had experienced secondary victimiza-
tion behaviors reported “yes” and rated the degree of distress 
on a five-point scale (0=“not distressed at all” to 4=“a great 
deal of distress”). Victims who answered “yes” and rated their 
level of distress as greater than two were considered to have 
experienced secondary victimization. Likewise, the third and 
fourth areas in the scale included five questions (e.g., “rushed 
care/not attentive to your emotional state,” “did not explain 
the risk of pregnancy from assault”) that measured victims’ 
levels of distress according to the experience of secondary vic-
timization caused by professionals administering medical ser-
vices. The same criterion was applied to determine the second-
ary victimization experience status in this context. In addition, 
six items representing several emotions (e.g., feeling guilty/
blaming oneself, feeling depressed) were used to describe ex-
periences of psychological distress as a result of interactions 
with the legal and medical systems; these questions were mea-
sured using a five-point Likert scale (0=“not at all” to 4=“a 
great deal”). These cases were then divided into 1) secondary 
victimization behaviors (α=0.75) and the attitude (α=0.88) of 
the legal system and 2) secondary victimization behaviors 
(α=0.75) and the attitude (α=0.95) of the medical system. 

To assess secondary victimization experiences from the 
informal social network, this study utilized the SRQ, which 
poses 26 questions to assess negative social reactions of fam-
ily members or acquaintances. A five-point Likert scale (0= 
“never” to 4=“always”) was used for responses. This study 
used the Korean version of the SRQ,31 which identified five 
factors, similar to the original version: behavior change (six 

items; α=0.84), distracting (seven items; α=0.88), controlling 
(seven items; α=0.64), blaming (four items; α=0.92), and ego-
centric responses (four items; α=0.86). 

Adverse childhood experience
Adverse experiences during childhood were measured by 

the Adverse Childhood Experiences (ACE) scale.32 Numer-
ous studies have used this scale to measure the long-term 
effects of early trauma. This scale is a composite index of 18 
self-reported answers measuring 10 dimensions including 
childhood physical abuse, parental separation, and another 
household member suffering a mental illness. Some dimen-
sions have more than one question (e.g., “did a parent or other 
adult in the household often swear at you, insult you, put you 
down, or humiliate you?”). The 18 questions were answered 
using a four-point response scale (0=“never” to 3=“very fre-
quently”). The ACE scale is widely used and has shown good 
reliability and validity in public health contexts.33-35 This study 
considered the total score (α=0.96) as well as the two sub-
scales of child abuse (α=0.87) and household dysfunction 
(α=0.82).36 

PTSD
PTSD was assessed by the Psychometric Properties of the 

Post-traumatic Diagnostic Scale for the Diagnostic and Sta-
tistical Manual of Mental Disorders, Fifth Edition (PDS-5).37 
Based on the diagnostic standard, 20 questions explored the 
four specific symptoms of “intense fear,” “re-experiencing,” 
“avoidance,” and “increased arousal.” Participants responded to 
each item using a five-point Likert scale [0=“never happened” 
to 4=“serious (i.e., more than six times in one week)”]. The 
Cronbach’s alpha coefficient for this study was 0.92.

Depression
The Center for Epidemiologic Studies Depression (CES-

D) scale, as developed by Radloff,38 is one of the most popu-
lar measures of depressive symptoms, capturing levels of de-
pression. This study used a Korean version known as the K-
CES-D.39 The frequency of 20 depressive symptoms was rated 
on a four-point Likert scale (0–3). Examples of statements in-
cluded “I was bothered by things that usually don’t bother me” 
and “I felt lonely, like I am alone in the world.” Prior research-
ers have found adequate degrees of internal consistency and 
reliability for the CES-D scale.38-40 The internal consistency 
for this study was 0.89. 

Anxiety
This study measured levels of anxiety using the Beck Anxi-

ety Inventory (BAI), which was developed by Beck et al.41 
The BAI has been found to have acceptable levels of internal 
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consistency, reliability, and concurrent validity.41,42 The pres-
ent study used the Korean version of the BAI,43 which con-
sists of 21 questions answered using a four-point Likert-type 
scale (range 0–3; α=0.96). 

Dissociation
To measure the frequency of dissociation experiences, this 

study employed the Korean version of the Dissociative Ex-
perience Scale-II (DES-II). The original scale was developed 
by Carlson and Putnam.44 DES-II is designed to provide a 
convenient way to quantify dissociation experiences by mea-
suring the percentage of time participants have dissociation 
experiences. Statements to respond to include “some people 
have the experience of finding themselves in a place and hav-
ing no idea how they got there” and “some people have the 
experience of feeling that their body does not seem to belong 
to them.” The Cronbach’s alpha coefficient for the Korean 
version of the scale (K-DES-II) used by Kim et al.45 was 0.94, 
while the value of the coefficient in this study was 0.95.

Alcohol misuse
To measure levels of alcohol abuse, the present study em-

ployed the CAGE questionnaire.46 CAGE (an acronym for 
its four questions) is a concise and reliable assessment instru-
ment for identifying alcohol problems. Questions include 
“have you ever felt you needed to cut down on your drinking?” 
and “have people annoyed you by criticizing your drinking?” 
The four items are rated on a binary scale (0=no and 1=yes) 
with a higher percentage of “yes” responses indicating the 
existence of a problem with alcohol. The test–retest reliabili-
ty for CAGE conducted by Dhalla and Copec47 ranged be-
tween 0.80 and 0.95. CAGE was also highly correlated with 
the other screening scales (r=0.70). The Cronbach’s alpha co-
efficient for this study was 0.76.

Psychoticism
The present study utilized the Personality Psychopatholo-

gy 5 (PSY-5) scale developed by Harkness et al.48 to provide 
a dimensional description for personality and its disorders. 
This scale includes five dimensions: aggressiveness, psychot-
icism, disconstraint, negative emotionality and neuroticism, 
and introversion and low positive emotionality. PSY-5 psy-
choticism (0=no and 1=yes), consisting of six items, assesses 
the disconnection from reality with respect to unusual sensory 
and perceptual experiences, unshared beliefs with others, 
alienation, and unrealistic expectations of harm. Examples of 
questions include “has anyone ever said that what you are be-
lieving is not real?” and “have you ever thought that you have 
special powers, unlike others?” Higher rates of “yes” responses 
indicate more severe psychoticism. The value of the internal 

consistency coefficient in this study was 0.60.

Eating disorders
The current study employed the Eating Disorder Screen for 

Primary Care (ESP) tool to measure the level of disordered 
eating.49 The ESP asks five questions (e.g., “do you ever eat in 
secret?,” “how satisfied are you with your eating habits?”) to 
be answered using a binary scale (0=no and 1=yes). A higher 
rate of “yes” responses indicated a higher level of disordered 
eating. In this study, the Cronbach’s alpha coefficient was 
0.56.

Suicide risk
To measure the degree of suicide risk, this study adopted 

the Columbia Suicide Severity Rating Scale (C-SSRS).50 The 
C-SSRS was originally developed to capture certain factors 
related to suicidal behaviors and thoughts51 by measuring 
three constructs (suicidal ideation, suicidal behavior, and non-
suicidal self-injury) with 19 questions (0=no and 1=yes). Ques-
tions include “have you wished you were dead or that you 
could go to sleep and not wake up?,” “have you made a suicide 
attempt?,” and “did you do it purely for other reasons/without 
any intention of killing yourself (e.g., relieve stress, feel better, 
get sympathy)?” For suicidal ideation, the participants who 
answered “yes” to one of the five questions indicating the se-
verity of suicidal thoughts were regarded as expressing sui-
cidal ideations. The current study summated the other four 
questions, set a score of greater than one point as suggesting 
serious suicidal behavior, and used the remaining questions 
to measure self-harm. This study used a Korean version of the 
C-SSRS devised by Pai et al.52 and divided suicide risk into 
suicidal ideation, suicidal behavior, and non-suicidal self-in-
jurious behavior. The C-SSRS showed adequate internal con-
sistency for adolescents and adults.50 In this study, the Cron-
bach’s alpha coefficients for suicidal ideation and suicidal 
behavior were 0.86 and 0.83, respectively.

Analysis plan
The analysis in this investigation involved two steps. First, 

profile analysis was performed on 112 sexual assault victims 
out of the 225 total research participants. This included type 
of use, primary provider, frequency, and age of onset, etc. 
The rest of the participants were comparison group and were 
not included in the profile analysis because they had no expe-
rience of sexual assault. Using such an approach could iden-
tify specific subgroups by sexual assault characteristics. Sec-
ond, categorical and continuous variables were mixed. Two-
step cluster analysis used log-likelihood distance and a function 
that incorporated two levels of variables in the same model. 
To identify outliers during cluster analysis, a cluster feature 
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tree was employed. A Bayesian inference criterion, an index 
that provides assistance when choosing between competing 
models, was estimated.

The present study measured mean values of psychosocial 
characteristics to determine the difference between members 
of four sexually assaulted subgroups and the comparison group. 
It investigated the differences in mean values of the sexually 
assaulted subgroups according to secondary victimization and 
adverse childhood experiences. Profile subgroup differences in 
mental health variables were also observed. For this investiga-
tion, PROC GLM and chi-squared tests were used53 to encom-
pass both categorical and continuous dependent variables. 
We aimed to identify group differences in psychosocial char-
acteristics while holding the perceived socioeconomic status 
constant. Post-hoc analysis exploring differences between 
multiple group means was used if the main effects were statis-
tically significant for psychosocial characteristics.54 For multi-
ple-comparison testing, the Bonferroni alpha correction was 
employed. 

RESULTS

Demographic characteristics
Demographic characteristics of the participants are pre-

sented in Table 1. Except for socioeconomic status, the sexu-
ally assaulted group and the comparison group did not show 
significant differences. The average age of the study popula-
tion was 25.2 (standard deviation: 7.0) years. About 57% of 

the participants were high-school graduates and almost 90% 
were single (Table 1). In terms of socioeconomic status, most 
of the participants were in the middle class, while more wom-
en in the sexual assault group reported their status as lower-
middle or lower class than did the comparison women (42.0% 
vs. 25.7% for lower-middle class; 13.4% vs. 4.8% for lower 
class) (Table 1). These results were statistically significant (χ2= 
17.1; p<0.001). 

Characteristics of profile groups 
Table 2 presents profile groups of 112 cases based on sex-

ual assault characteristics. The results identified four different 
profile subgroups. Profile 1 (P1) consisted of victims who ex-
perienced sexual touching by colleagues, friends, or acquain-
tances. The average age of onset in Profile 1 was higher than 
that of other groups. As with Profile 1, Profile 2 (P2) showed 
a high frequency of one-time sexual assault and all victims 
had experienced rape by a colleague, friend, or peer. The aver-
age age of rape in Profile 2 was the lowest among all groups. 
Profile 3 (P3) involved victims who had experienced rape in 
the context of an intimate relationship. Finally, similar to 
Profile 2, victims in Profile 4 (P4) experienced rape, but most 
perpetrators were strangers. Given this result, the present 
study designated the four subgroups as sexual touching (P1), 
rape/social relation (P2), intimate partner violence (IPV) 
(P3), and rape/stranger (P4), respectively.

To investigate the characteristics of each profile group in 
detail, we examined additional factors of physical violence ac-
companying the sexual assault incident and alcohol or drug 
use. The results indicate that alcohol and drugs were common 
in each profile group. The rape/stranger group (94.3%) dis-
played the highest frequency of alcohol and drug use, fol-
lowed by rape/social relation (88.2%). However, the rate of 
physical violence (17.95%) during sexual assault was lower 
than the rate of alcohol and drug use. The IPV group showed 
the highest frequency of physical violence (47.6%), followed 
by the sexual touching (13.6%), rape/stranger (11.4%), and 
rape/social relation (8.8%) groups, respectively.

Group comparisons of secondary victimization and 
adverse childhood experiences 

Table 3 and Figure 1 present group differences in the areas 
of secondary victimization and adverse childhood experi-
ences. First, this study found that profile groups showed no 
significant differences in SVQ legal emotion and SVQ medi-
cal behavior and emotion; instead, only differences in SVQ 
legal behavior were statistically significant. To see the results 
in detail, several characteristics can be identified. For exam-
ple, P3 (IPV) had the highest mean score in the areas of sec-
ondary victimization. In terms of SVQ legal behavior, P3 (IPV) 

Table 1. Demographic characteristics of the study participants

Total
Sexual 
assault 
victims

Comparison  
group

χ2/t
N % N % N %

255 100 112 100 143 100
Marital status

Single 229 89.8 105 93.8 124 99.3 2.3
Education level

High school graduate 144 56.5   56 50.0   88 61.5 1.9
Socioeconomic status (perceived) 17.1***

Upper class     5   2.0     1   0.9     4   2.7
Upper/middle class   30 11.9     8   7.1   22 15.3
Middle class 111 44.0   41 36.6   73 51.0
Lower/middle class   84 33.3   47 42.0   37 25.8
Lower class   22   8.7   15 13.4     7   4.8

M SD M SD M SD
Age 25.2 7.0 25.5 6.1 24.9   8.0 -1.1
***p≤0.001
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Table 2. Profile analysis of sexual assault victims (N=112)

Total
Profile 1

sexual touching
Profile 2

rape/social relation
Profile 3 

IPV
Profile 4

rape/stranger
N % N % N % N % N %

112 100 22 19.6 34 30.4 21 18.8 35 31.3
Types of abuse

Sexual touching 20 17.9 19 86.4 0 0 1 4.8 0 0
Rape 92 82.1 3 13.6 34 100 20 95.2 35 100

Primary perpetrator
Intimate partner 20 18.0 0 0 0 0 20 95.2 0 0
Colleague, friend, peer 55 49.6 18 81.8 34 100 1 4.8 2 5.9
Stranger 36 18.9 4 18.2 0 0 0 0 32 94.1

Frequency
One time only 100 89.3 20 90.9 32 94.1 13 61.9 35 100
More than two times 9 8.0 2 9.1 2 5.9 5 23.8 0 0
Several times a month 1 0.9 0 0 0 0 1 4.8 0 0
Several times a week 2 1.8 0 0 0 0 2 9.5 0 0

M SD M SD M SD M SD M SD
Age at onset 24.2 6.3 26.7 10.4 22.2 3.0 24.0 6.8 24.6 4.4

N % N % N % N % N %
Physical violence

Any violence 20 17.9 3 13.6 3 8.8 10 47.6 4 11.4
Alcohol and/or drug 

Any alcohol/or drug 86 76.8 12 54.5 30 88.2 11 52.4 33 94.3
IPV: intimate partner violence

Table 3. Group adjusted raw score mean and standard deviation for adverse childhood experience and secondary victimization variables

Profile 1
sexual touching

Profile 2
rape/social relation

Profile 3
IPV

Profile 4
rape/stranger

Comparison
R2

M SD M SD M SD M SD M SD
SVQ_legal_behavior 1.6 2.4 2.3 2.3 2.5ǁ 2.4 1.1§ 1.0 - - 0.07*
SVQ_legal_emotion 13.4 7.0 13.5 6.2 14.4 5.6 12.5 6.0 - - 0.01
SVQ_medical_behavior 0.2 0.8 0.8 1.4 0.9 1.2 0.3 0.6 - - 0.07
SVQ_medical_emotion 6.6 8.3 10.1 7.5 10.2 7.2 8.2 6.8 - - 0.04
SRQ_victim blame 3.8 4.9 4.7 6.2 6.9ǁ 5.1 3.1§ 4.4 - - 0.07*
SRQ_distraction 6.9 5.4 6.8 7.9 7.6 6.3 5.1 4.5 - - 0.01
SRQ_behavior change 1.1‡ 1.6 3.3† 4.3 3.0 4.0 1.5 2.0 - - 0.08*
SRQ_egocentric reaction 7.3 5.2 6.8 4.2 4.7 3.1 5.4 4.0 - - 0.04
SRQ_take control 3.5 3.6 4.5 5.1 4.0 2.5 3.0 2.4 - - 0.04
SRQ_total 23.2 14.1 27.0 22.0 26.7 16.9 18.7 12.6 - - 0.05
ACE_Child abuse 1.8 1.2 2.5¶ 1.5 3.0ǁ¶ 1.4 1.5§ 1.3 1.2‡§ 1.3 0.15***

    _Sexual abuse 0.5 1.3 0.6¶ 1.2 0.8¶ 1.2 0.4 0.7 0.1‡§ 0.3 0.09***
ACE_Dysfunction 2.0 2.3 1.8§ 3.1 3.8‡ǁ¶ 3.6 1.8§ 2.9 1.3§ 2.5 0.14***
ACE_Total 3.5§ 0.7 4.1¶ 0.5 6.6†ǁ¶ 0.7 3.3§ 0.5 2.0‡§ 0.2 0.18***
*p≤0.05, ***p≤0.001, †Different from P1, p<0.05, ‡Different from P2, p<0.05, §Different from P3, p<0.05, ǁDifferent from 4, p<0.05, ¶Different 
from comparison, p<0.05. SVQ: Secondary Victimization Questionnaire, SRQ: Social Reactions Questionnaire, ACE: adverse childhood ex-
perience

https://endic.naver.com/enkrEntry.nhn?entryId=60aaa1beeb454c678b519973372ae907&query=%EC%97%AD%EA%B8%B0%EB%8A%A5
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showed a higher mean score (2.5) for secondary victimization 
as compared with P4 (rape/stranger) (1.1, F=3.13; p=0.049). 
P2 (rape/social relation) exhibited the second highest mean 
score for 1) SVQ legal behavior (2.3) and emotion (13.5) and 
2) SVQ medical behavior (0.8) and emotion (10.2). P4 (rape/
stranger), where the assault situation involved an unknown 
perpetrator, showed lower mean scores than those of P1 (sex-
ual touching) in SVQ legal behavior and emotion. Second, 
while not statistically significant, P1 had the lowest mean scores 
for SVQ medical behavior (0.2) and emotion (6.6)—that is, 
although no significant differences were found between P1 
and P4 for SVQ medical behavior and emotion, it is reason-
able to assume that the other profile groups experiencing rape 
required more medical assistance than did those individuals 
included in P1.

Next, differences among profile subgroups were evident 
in the SRQ responses with respect to victim-blaming and 
behavior changes. The results showed patterns that were 
analogous to SVQ legal and medical factors. For example, P3 
had the highest mean score (6.9) for SRQ victim-blaming (F= 
3.90; p=0.049), which was significantly different from that of 
P4 (3.1). In regard to behavior change, the difference between 
the mean scores of P2 (3.3) and P1 (1.1) was statistically sig-
nificant. Moreover, P1 (1.1) had a lower mean score than P4 
(1.5), and this was different from the previous result. How-
ever, except for SRQ behavior change scores, P1 showed 
greater mean scores than P4 for all of the SVQ measures.

This pattern was especially prominent in the areas of ACE. 
The result showed at least one difference in the mean score be-
tween the profile groups and the comparison group for ACE 
child abuse (1.2, F=8.6; p=0.001), sexual abuse (0.1, F=7.4; 

p=0.001), household dysfunction (1.3, F=7.4; p=0.001), and 
total (2.0, F=9.6; p=0.001). In particular, the comparison 
group had lower mean scores compared with the profile groups 
in the areas of ACE, with the size of the group difference rang-
ing from two- to 10-fold. P3 showed the highest mean score 
in all areas of ACE. This was particularly the case in ACE child 
abuse (3.0, F=8.6; p=0.001) and ACE total (6.6, F=9.6; p= 
0.001).

Not only was P3 significantly different from the comparison 
group with respect to ACE sexual abuse (F=5.8; p=0.001), but 
P3 (mean=3.8) was also significantly different from P4 (1.8) 
and P2 (1.8) in terms of ACE dysfunction (F=7.4; p=0.001). 
No group difference was found regarding ACE dysfunction 
between P1, P4, and the comparison group. 

Group comparison regarding mental health
Table 4 and Figure 2 display group differences in mental 

health scores between the profile and comparison groups. 
The results, which were similar to the previous findings for 
ACE, can be explained based on sexual assault characteris-
tics. For example, except for the disordered eating variable 
(ESP), at least one profile group exhibited higher mean scores 
than the comparison group for all mental health variables. In 
fact, the comparison group exhibited lower mean scores than 
the profile groups for PTSD (5.9, F=106.4; p=0.001), depres-
sion (CES-D) (14.9, F=33.2; p=0.001), anxiety (BAI) (6.8, F= 
30.5; p=0.001), and dissociation (DES-II) (27.6, F=12.3; p= 
0.001). The average difference between the profile groups and 
the comparison group for the PTSD variable was up to seven, 
which increased the value of the coefficient of determination 
(R2=0.65). 
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Figure 1. Adverse childhood experience and secondary victimization scores of groups. SVQ: Secondary Victimization Questionnaire, SRQ: 
Social Reactions Questionnaire, ACE: adverse childhood experience.
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The mean score differences in the profile groups were sim-
ilar to the previous findings. First, post-hoc and chi-squared 
tests indicated that P3 had high mean scores. For example, 
P3 scored highest in anxiety (27.2), dissociation (72.2), sui-
cidal ideation (3.0, F=6.3; p=0.001), and suicidal behavior 
(57.1%, χ2=31.2; p=0.001). Likewise, although P2 did not 
show substantially different mean scores from those of other 
groups, it tended to demonstrate high mean scores in de-
pression (35.8), anxiety (23.5), dissociation (60.4), psychoti-
cism (PSY) (1.0), suicidal ideation (2.8), and suicidal behavior 

(38.2%). P2 displayed the highest rate of self-injury (29.4%, 
χ2=15.1; p=0.001). Third, P1 and P4 had relatively low mean 
scores relative to P3 and P2. As previously mentioned, mem-
bers of P4 experiencing incidents of rape exhibited similar 
patterns in which the mean scores were comparable to those 
of P1 experiencing sexual touching and those of the compar-
ison group without a history of sexual assault. P4 scores were 
lowest among all profile groups in PTSD (39.5), depression 
(31.5), and anxiety (19.6). Moreover, P4 showed mean scores 
similar to those of the comparison group in psychoticism (0.6, 

Table 4. Groups adjusted raw score mean and standard deviation for mental health variables

Profile 1
sexual touching

Profile 2
rape/social relation

Profile 3
IPV

Profile 4
rape/stranger

Comparison
R2

M SD M SD M SD M SD M SD
PTSD 42.7¶ 19.4 43.4¶ 16.8 41.8¶ 14.5 39.5¶ 15.4 5.9†‡§ǁ   9.1 0.65***
CES-D 32.4¶ 15.1 35.8¶ 13.2 34.8¶ 10.9 31.5¶ 12.6 14.9†‡§ǁ 10.3 0.41***
BAI 22.1¶ 15.3 23.5¶ 14.6 27.2ǁ¶ 12.3 19.6§¶ 12.2 6.8†‡§ǁ   7.6 0.36***
DES-II 46.3§¶ 37.4 60.4¶ 50.2 72.7†ǁ¶ 50.0 53.0§¶ 40.0 27.6†‡§ǁ 24.3 0.18***
CAGE 1.0‡§ǁ   0.2 2.0†¶   0.1 2.2†¶   0.2 2.4†¶   0.1 0.8†§ǁ   0.1 0.25***
ESP 2.2   1.2 2.1   1.2 2.3   1.1 2.2   1.2 1.7   1.1 0.04
PSY 1.0¶   1.0 1.0¶   1.1 1.1¶   1.5 0.6   1.0 0.3†‡§   0.6 0.11**
CSSRS_ideation 2.3   2.1 2.8¶   1.8 3.0¶   1.6 1.7   1.8 1.3‡§   1.6 0.17**

N % N % N % N % N %
CSSRS_behavior 7 33.3 13 38.2 12 57.1 6 17.1 17 11.9 31.2***
CSSRS_self-injury 5 23.8 10 29.4 5 23.8 4 11.4 11   7.7 15.1**
**p≤0.01, ***p≤0.001, †Different from P1, p<0.05, ‡Different from P2, p<0.05, §Different from P3, p<0.05, ǁDifferent from 4, p<0.05, ¶Differ-
ent from comparison, p<0.05. PTSD: Post-traumatic stress disorder, CES-D: Center for Epidemiologic Studies Depression, BAI: Beck Anxiety 
Inventory, DES-II: Dissociative Experience Scale-II, CAGE: Cut-Annoyed-Guilty-Eye, ESP: Eating disorder Screen for Primary care, PSY: 
Personality Psychopathology, CSSR: Columbia-Suicide Severity Rating Scale
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Figure 2. Mental health scores of assault profile groups and comparison group. PTSD: Post-Traumatic Stress Disorder, CES-D: the Center 
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F=7.6; p=0.001), suicidal ideation (1.7), suicidal behavior 
(17.1%), and self-injury (11.4%). When comparing simple 
mean differences of mental health, P1 had relatively higher 
mean scores than P4 but lower than those of P2 and P3. How-
ever, P4 scored highest of all groups in alcohol abuse (CAGE) 
(mean=2.4, F=21.2; p=0.001). This result is remarkable given 
that P4 and P1 displayed similar patterns of mental health. 

DISCUSSION

This study explored subtypes of sexual assault experiences 
among 255 adult sexual violence victims who utilized inter-
vention services and their comparison group. Four distinc-
tive profile groups—Sexual Touching (19.6%), Rape/Social 
Relation (30.4%), IPV (18.8%), and Rape/Stranger (31.3%)—
were identified. The IPV subgroup experienced physical vio-
lence accompanying the sexual assault most frequently. The 
subgroups differed in terms of secondary victimization and 
adverse childhood experiences. The Rape/Social Relation and 
IPV subgroups experienced the most severe secondary vic-
timization. The same tendency was detected with regard to 
childhood adversity. Especially, the IPV subgroup consistently 
showed the most elevated level of ACE subscales. In terms of 
mental health, the four subgroups consistently showed the 
worst mental health across multiple areas relative to the com-
parison group. Especially, the IPV subgroup showed the 
worst outcomes when considering trauma-related symptoms 
such as anxiety, dissociation, and suicidal attempt. 

We identified the four listed profile subgroups based on de-
tailed sexual assault characteristics. This suggests that experi-
ences of sexual assault victims vary under the single category 
of “sexual assault.” The term “sexual assault” is more likely to 
be concealing than revealing. Women experience a total amal-
gam of assault experiences in which type, frequency, rela-
tionship with perpetrators, and duration are all integral parts. 
One characteristic of sexual assault cannot properly repre-
sent an experience of sexual assault and, especially, the sever-
ity of sexual assault, which has long been the way in which 
extant research operationalizes the concept of sexual assault 
experiences. 

Interestingly, we also observed subgroup differences among 
secondary victimization experiences. Overall, the Rape/So-
cial Relation and IPV subgroups tended to report the most 
severe secondary victimization. The IPV subgroup showed 
a higher rate of secondary victimization experiences than the 
Rape/Stranger subgroup both in the formal service system 
and informal network. Some theoreticians and researchers 
have noted rape myth acceptance as an important mecha-
nism of secondary victimization following disclosure of sex-
ual assault55-57 In other words, society currently does not treat 

all sexual assault cases equally. Public perception of sexual as-
sault involves a violent perpetrator who is a stranger attacking 
a victim with a weapon and leaving visible physical marks and 
injuries on the victim. When the case adheres to this stereo-
typical image, the likelihood that a victim will receive servic-
es and support increases. Otherwise, the victims are often 
doubted and blamed for their violent experiences. The pres-
ent result may reflect this tendency. As the result shows, actual 
experiences of sexual assault are diverse. Cases of rape in so-
cial relations or intimate relationships consist of a considerable 
part of the sample. The Rape/Stranger subgroup consistently 
showed a lower rate of secondary victimization experiences. 
The current results support the notion of rape myth accep-
tance as an important mechanism of secondary victimization. 
Future studies are needed to corroborate this speculation and 
further elucidate the mechanism of secondary victimization. 

A similar tendency is observed in the relationships between 
profile subgroups and mental health outcomes. The four pro-
file subgroups demonstrated different relationships with men-
tal health outcomes, with a complicated pattern. Overall, all 
four subgroups of sexual assault victims showed higher lev-
els of PTSD, depression, anxiety, dissociation, and suicide 
than the comparison group. The Rape/Social Relation and 
IPV subgroups tended to report more elevated levels in many 
outcomes than the other two subgroups. The IPV subgroup 
showed the most heightened levels in some of the mental 
health outcomes, with higher levels of anxiety than in the Rape/
Stranger subgroup. In terms of dissociation, the IPV reported 
a higher level in comparison with the Sexual Touching and 
Rape/Stranger subgroups. However, a considerable proportion 
of victims in the Sexual Touching subgroup reported suicidal 
behavior and self-injury. In terms of alcohol misuse, the Sex-
ual Touching group demonstrated the lowest level among the 
profile subgroups. 

This suggests that mental health sequelae may differ de-
pending on the profile subgroup based on sexual assault char-
acteristics, which cannot be simply reduced to the “severity” 
of a sexual assault experience. People often consider sexual 
touching to be a mild form of sexual assault relative to rape. 
However, the levels of mental health outcomes between the 
Sexual Touching and Rape/Stranger subgroups were compa-
rable in many indices. The rates of suicide attempt and self-in-
jury in Sexual Touching were higher than in the Rape/Stranger 
group. Although IPV is often not considered sexual assault, 
the women in that group consistently showed the worst out-
comes in many mental health outcomes. This implicates that 
there may not be a mild form of sexual assault in terms of men-
tal health sequelae. This study is exploratory in nature. Fu-
ture research needs to elucidate these complicated patterns of 
relationships between sexual assault experiences and mental 
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health outcomes. We also need to determine the relative im-
portance of sexual assault characteristics when compared with 
secondary victimization as well as adverse childhood experi-
ences. Elklit and Christiansen58 theorized that both sexual as-
sault experiences as well as pre- and post-assault experiences 
should be considered to accurately understand determinants 
of victims’ mental health. This calls for future research ex-
amining the relationship in the context of the totality of vic-
tims’ experiences accompanying sexual violence. These fac-
tors involve childhood adversity, detailed characteristics of 
sexual assault, and the social response following the disclo-
sure of the assault.58 Such research will provide valuable infor-
mation for prioritizing intervention targets and appropriately 
allocating agency resources to support the recovery of sexual 
assault victims. 

The current study implicates that the dictum of “one size 
may not fit all” may be well-suited for developing and improv-
ing intervention programs for sexual assault victims. It is 
imperative to develop intervention services customized to dif-
ferent profile groups with different assault experiences and 
thereby mental health sequelae. It is obvious that such pro-
grams should be based on sound scientific evidence that is 
sensitive to the diversity of sexual assault experiences among 
women and to capture the totality of the women’s experiences. 

Despite its potential to contribute to intervention programs 
to promote victim mental health, important caveats of the 
present study deserve mention. Because of the exploratory 
nature of the study, the current results need to be replicated 
with a larger and longitudinal sample as well as by using a con-
firmatory analysis approach. The generalizability of the study 
was significantly limited by recruiting study participants from 
crisis intervention centers in South Korea. Still, the presented 
approach could help researchers avoid inaccuracy and incred-
ibility during the retrospective self-reporting of sexual as-
sault experiences. However, it is well-known that a consider-
able number of sexual assault victims do not seek outside 
help after their assault. The current findings need to be rep-
licated among sexual assault victims who refuse to disclose 
their experiences. In addition, it is necessary to recall that 
the analytical control of the mental health variables covered 
in this study was insufficient. For example, in the case of 
PTSD, the previous history of mental disorders can cause 
more serious damage to individuals already vulnerable. Con-
trol of 143 non-comparative groups that have not been put 
into profile analysis is also necessary. Although the group is 
subject to no experience in sexual assault, there is a limit to 
the formation of a comparative group based on a history of 
mental disorders. In a similar context, comparison of charac-
teristics between groups using a screening scale cannot be seen 
as a complete representation of the characteristics of each 

group participant. Therefore, attention is needed to interpret 
the results. Finally, as this study used a South Korean sample, 
the study needs to be replicated in many different cultural con-
texts to provide evidence of cross-cultural similarities in the 
mechanism of secondary victimization. 
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