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				Introduction

				Thema Bryant-Davis

			

			
				Sexual violence is a violation of survivors and society as a whole. It disrupts mental and physical well-being and devastates the fabric of social relationships. While many have written about the high global prevalence of sexual violence and its injurious consequences, less has been published about the multiple ways people can and do heal. Editing this book was important to me personally and professionally. I am a survivor of sexual violence, and I can honestly say the possibilities for my life did not end in the multiple moments of violation I have lived through. Additionally, I work as a licensed clinical psychologist and trauma researcher in the area of sexual violence. My work is based on the understanding that women and men, girls and boys around the globe have been sexually violated and yet many have found ways to move toward recovery and empowerment. This book is an acknowledgment of those who have started the healing journey as well as a resource for those who would like to get started on the path of reclaiming themselves and their lives. 

				The premise of this book is that survivors of sexual violence may develop pathology, but they also have incredible possibility to grow and live full lives. The book title speaks of survival because it is important to not centralize the mentality of victim but to know that survival is possible. It is also critical to not end at survival but to seek thriving. In other words, the healing pathways in this book aim to help people to not only reduce or eliminate post-trauma symptoms, but to also help survivors develop positive self-esteem, life purpose, relationships, and self-efficacy. In this way, the recovery process does not end at the point of cessation of symptoms of distress but moves through that place to the point of empowerment and life fulfillment. 

				There are diverse aspects of sexual violence. As a result, the beginning of this book provides an overview of the primary forms of violation one may have encountered. In reading through the prevalence and dynamics of these experiences, one will see similarities and differences. One important commonality is the abuse of power and the objectification of victims. While these forms of violence are sexual in nature, it is important to recall the clear issues of power and control that are the basis of these violations. Survivors of sexual harassment, trafficking, assault, and abuse all experience a level of dehumanization with the needs and desires of the perpetrator being prioritized over their rights to safety. There is no hierarchy of violation. In other words, it is critical that we avoid minimizing our experiences by comparing them to others. Whether you were sexually harassed, trafficked, assaulted, or abused, your trust was broken and your rights were violated. Recognizing that what happened to you should not happen to anyone is an important step in the recovery process.

				Once the dynamics of these various types of sexual violation are described, the remainder of the book provides in-depth descriptions of various pathways to recovery and empowerment. These pathways include traditional psychotherapy (such as cognitive-behavioral, psychodynamic, and eye movement desensitization reprocessing) as well as nontraditional approaches (such as mind-body practice, spirituality, and expressive writing). This is the first book to include an in-depth description of these various pathways with a focus on sexual violence recovery. These chapters are authored by esteemed health professionals and scholars. I am pleased with the steps the authors have taken to make this resource accessible and applicable. Specifically, these chapters include both case studies of persons or groups of persons who have made use of these pathways as well as specific suggestions for those who would like to explore each pathway. A final but incredible asset of this text is that, as opposed to ignoring culture or segregating it into one chapter, the contributing authors explore the use of the various healing pathways within various cultural contexts, including but not limited to gender, ethnicity, socioeconomic status, and sexual orientation.

				This resource guide is beneficial for counselors and survivors, as well as the support team of survivors. Regarding counselors, we can often get stuck in one orientation and approach to counseling. It is important to recognize the various ways that people heal, recover, and grow. This will allow us to adopt a strengths-based orientation that acknowledges and honors the diverse ways that people have survived. It will also allow for a more integrative approach that considers the possibility of referral and collaboration as well as the pursuit of continued education in various therapeutic methodologies. 

				For survivors, I would first like to thank you for picking up this text. I hope this guide serves as an important resource for your next steps toward healing and recovery. While you may be interested in reading a specific chapter, I would encourage you to read about all of the pathways. You may discover an interest in a new pathway that could be quite empowering. The reason the pathway chapters have suggestions within them is that it is important that you not only read about recovery but also take follow-up steps toward your empowerment. During the period of violation you were not in control, but you do have the ability to regain control over your life and shape the next stage of your journey. Sexual violence, in any form, is a devastating experience, but it does not have the final say in what your life will be nor what you will become. 

				For family members, romantic partners, and friends of survivors, I am glad that you are reading this book. Your support, belief, and presence make a huge difference in the lives of survivors. This guide can help you understand, in part, the experience of survivors as well as the various options that are available to them in the recovery process. It is also essential for you to listen to the survivor’s experience, feelings, and thoughts, as the specifics of the trauma they endured will vary and be shaped by their personal history and the context they were in at the time of the violation. My hope is that this book will give you greater insight into both the struggles facing survivors and the possibilities for healing and growth.

				I am pleased to share with you the expertise of both established and emerging authors. My hope is that you will find this body of work informative, insightful, and even inspiring. The aim of this book is to give you a sense of the urgent needs facing survivors and to highlight the phenomenal possibilities that survivors have for recovery and empowerment.
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				Surviving Sexual Harassment: Coping With, Recognizing, and Preventing Unwanted Sexual Behaviors in the Workplace

				NiCole T. Buchanan and Zaje A. Harrell

			

			
				When most women reflect on their lives, they can recall at least one event that could be considered sexual harassment. For many, these events hearken back to high school, or earlier, and include comments made about her body, requests that she perform a sex act, or being groped by a boy, or group of boys, as she walked down the hallway. By college, a young woman may recall an instructor commenting on her body or hinting that she might discover her grade will improve if she will go on a date. By the time she finally enters the workforce, she may have a plethora of harassment experiences that have been so commonplace that few would recognize them as abusive. Once employed, she may be confronted by coworkers, bosses, and even supervisees that repeatedly make comments about her body, what sexual activities they would like to see her perform, or direct demands for sexual compliance that include the promise of a promotion if she does or a demotion if she refuses. Such experiences are not uncommon for the vast majority of girls and women, making sexual harassment one of the most common educational and occupational hazards girls and women face. 

				Many studies have substantiated that during their working lives, approximately half of all working women will experience at least one sexually harassing incident at work.1,2 Those who have been sexually harassed are likely to experience a variety of negative psychological, health, and work/academic outcomes, such as depression, anxiety, and post-traumatic stress; job and supervisor dissatisfaction; diminished work productivity; and physical health problems.3,4 Once harassment has ended, these symptoms often do not go away quickly and may persist for many years.5 Sexual harassment is also directed toward men more frequently than previously assumed, and some of these men experience many of the same negative consequences as women.6 For example, approximately 15% of men have had at least one experience of sexual harassment at work,7 and some environments are associated with even greater rates of male harassment (more than 35% of male military personnel experience some form of sexual harassment each year).8 As further evidence of its occurrence, the Equal Employment Opportunity Commission, which investigates workplace discrimination complaints, reported that men filed 2,204 (15.9%) of the sexual harassment complaints reported in 2008.9

				To date, sexual harassment research has largely examined the experiences of White adult working women and has focused little attention on the harassment experiences of other groups, such as working teen girls, harassed men, and ethnic minority women. Thus, questions remain regarding potential differences and similarities in the nature, frequency, and perceptions of sexual harassment across diverse groups of men and women. This chapter reviews current research findings on sexual harassment, including how it is defined as a behavioral and a legal construct, how men experience sexual harassment, and how sexual harassment is often infused with racial undertones when directed toward women of color (racialized sexual harassment).10,11 Finally, the chapter concludes with an example of sexual harassment, representing the experiences of countless victims of harassment. 

				Defining Sexual Harassment

				Sexual harassment is both a psychological and a legal construct. Behavioral scientists define sexual harassment psychologically as unwanted gender-based comments and behaviors that the targeted person appraises as offensive, that exceeds his/her available coping resources, and/or that threatens his/her well-being.12 Three subtypes of sexual harassment behaviors have been identified.13,14 Gender harassment refers to nonsexual, negative, gender-based comments and behaviors, such as comments that women are not as smart as men or that certain jobs are “men’s work” that women should not have. Unwanted sexual attention includes nonverbal and verbal comments, gestures, or physical contact of a sexual nature, such as repeated requests for dates or attempts to kiss or fondle someone against his/her will. Sexual coercion includes compelling someone to comply with sexual demands via job-related threats or benefits, such as promising a promotion if the worker is sexually cooperative or threatening to fire the employee if uncooperative. Sexual harassment can be perpetrated by employers, coworkers, or customers or can involve a subordinate sexually harassing his or her superior (contrapower sexual harassment).15

				The legal framework defining sexual harassment is based upon precedent and evidence of threatening behaviors in the workplace. In Meritor Savings Bank v. Vinson16 the U.S. Supreme Court ruled that sexual harassment constitutes a form of sex discrimination and as such, is a violation of Title VII of the Civil Rights Act of 1964.17 More specifically, they ruled that sexual misconduct can be defined as sexual harassment, even if the target did not suffer any tangible economic losses. Thus, sex-based discrimination includes circumstances in which unwanted negative, gender-based experiences become pervasive enough that an employee perceives it as hostile and/or it negatively affects his/her job performance (hostile work environment).16,18,19 The second legal standard used to define sexual harassment is quid pro quo (equivalent to sexual coercion) and includes any attempt to coerce sexual interactions by threatening one’s employment status. 

				Causes and Outcomes of Sexual Harassment

				The Integrated Process Model of Sexual Harassment in Organizations by Fitzgerald and colleagues12,14 outlines how workplace sexual harassment is related to an organization’s climate and job-gender context and then harms an employee’s work, psychological, and physical health (see figure 1). In this model, organizational climate refers to the organization’s tolerance of sexual harassment (e.g., harassment is modeled by superiors, harassers are not reprimanded). The job-gender context refers to a workgroup’s ratio of men to women and whether the job is traditionally considered a man’s or a woman’s job. Workplaces that are generally tolerant of harassment, traditionally male-dominated occupations, and workgroups comprising more men than women typically have increased rates of harassment. 

				
					
						Figure. 1.1.  The integrated Process Model. The integrated process model of the antecedents and outcomes of sexual harassment in organizations (Fitzgerald et al., 1995b; 1997a). Fitzgerald, L.F., & Shullman, S. L. (1993). Sexual harassment: A research analysis and agenda for the 1990’s. Journal of Vocational Behavior, 42, 5–27.
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				The integrated process model of sexual harassment also indicates that increased harassment is associated with a number of negative outcomes, such as lowered work satisfaction, increased absenteeism, depression, post-traumatic stress symptoms, and gastrointestinal problems.4,21,22 Stress and appraisal theories23 posit that how an individual perceives, or appraises, an event influences one’s distress in response to an experience. How a target appraises a sexual harassment experience mediates the relationship between sexual harassment and negative outcomes.24,25 The appraised severity of the harassment is affected by a variety of factors, such as being threatened or fearful as a result of the harassment,26 the length of time over which one was sexually harassed, whether or not physical contact was made, and what type of harassment occurred. Harassment incidents that continue over a long period of time, occur frequently, and involve unwanted physical touch or sexual coercion are all associated with more negative appraisals of the harassment.27 In addition to the harassment itself, factors related to who the perpetrator and target are also matter. For example, harassment by someone of higher organizational status is associated with more distress.24 Further, being singled out for harassment versus knowing that harassment is also directed toward others in the workgroup is associated with worsened outcomes.27 Among Black women, sexual harassment by White men was associated with greater distress than harassment by Black men, and experiences that included racialized sexual harassment further increased their distress.28

				Sexual harassment harms those targeted,29,30 and this harm may persist for years after the harassment has ended.5 Many studies have documented the extensive physical and emotional costs for those who have been harassed. It is believed that costs to emotional well-being are directly related to harassment, whereas the physical health consequences are by-products of the increased psychological distress associated with sexual harassment.20 More specifically, sexual harassment has been linked to gastrointestinal (heartburn, diarrhea, stomach pains), musculoskeletal (headaches; pain in joints, muscles, back, and neck), and cardiovascular symptoms (chest pain, tachycardia), headache, eyestrain, skin problems,24,31 and chronic diseases, such as hypertension, neurological disorders, diabetes, cardiovascular diseases, and so on.32 

				The negative effect of sexual harassment on psychological well-being is far reaching. As a pervasive, chronic, and often traumatic event, sexual harassment can lead to symptoms of posttraumatic stress.3,33,34 Initially, sexual harassment was not considered sufficiently traumatic to warrant a diagnosis of post-traumatic stress disorder (PTSD). Many researchers have challenged this assumption, arguing that sexual harassment meets the criteria for a diagnosable trauma as defined by the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV).35 If post-traumatic symptoms are examined, it is clear that the frequency and severity of post-traumatic stress symptoms are strongly associated with the frequency and severity of the sexual harassment experience.3,4 This relationship is found when studying rates of harassment and discrimination across one’s lifetime or only examining recent events and is found across situations (e.g., harassment in the workplace, in school, or by strangers in public).5,20,33 Post-traumatic stress symptoms related to sexual harassment have also been documented across several studies and populations, such as college students,3,4,36 Marines,31 litigants,34 Turkish women,37 and Black women.28,38 These studies show that sexual harassment is traumatic and commonly leads to symptoms of post-traumatic stress; therefore, a PTSD diagnosis is warranted when the criteria have been met.

				Sexual harassment may also explain a portion of the difference in rates of depression and eating pathology among women and men. Women are twice as likely to develop depression39 and more likely to experience sexual harassment compared to men.40,41 Further, depression is higher among those who have experienced sexual harassment compared to their nonharassed counterparts, leading some to theorize that gender differences in the rates of certain disorders are related to women’s higher risk of experiencing discrimination and sexual harassment.42,43 Eating pathology and body dissatisfaction are also associated with sexual harassment, but this can occur for multiple reasons. Sexual harassment often damages self-esteem, particularly body-based self-esteem, which then puts one at risk for increased eating pathology (sexual harassment syndrome).44,45 Sexual harassment also increases one’s body scrutiny and dissatisfaction, which further increases one’s risk for disordered eating.45,46,47 Finally, when women’s bodies are evaluated and objectified through sexual harassment experiences, targets may internalize this image (self-objectification) and spend increased time monitoring their bodies (self-objectification theory).48 In turn, excessive body monitoring can increase body image distortion, shame, anxiety, restrictive eating, binge eating/bulimia,49 and depression.50,51,52

				Self-medicating via the misuse of cigarettes, prescription medications (e.g., sedatives and antidepressants), and alcohol are not uncommon among those who have been sexually harassed.53,54 Clearly, many victims of sexual harassment use such substances to reduce their associated feelings of stress, depression, anxiety, hostility, and a perceived lack of control related to being sexually harassed.53-55 These negative health behaviors used to cope with harassment are detrimental to long-term health.56,57

				Work-related tasks and perceptions are also harmed by sexual harassment. For example, those who have been sexually harassed report increased absenteeism and lower job satisfaction, work productivity, supervisor satisfaction, and organizational commitment.21,24,58 These behaviors not only reflect employee distress but also result in soaring organizational costs. The U.S. Merit Systems Protection Board analyzed the costs of sexual harassment in terms of these negative work behaviors and determined that the U.S. government loses more than $327 million dollars every year due to factors such as employees’ decreased productivity and absenteeism related to sexual harassment.59 However, this figure is a vast underestimate of the true costs of sexual harassment because it does not include the cost related to the harasser (e.g., decreased productivity while engaging in harassment), changes in work behaviors by coworkers that have witnessed the harassment (e.g., decreased morale and productivity), or any of the costs of investigating, mediating, or litigating harassment charges.60 

				Coping with Sexual Harassment

				Problem-focused or emotion-focused coping strategies refer to a variety of cognitive or behavioral methods used to reduce the stress of a traumatic event.23 Problem-focused strategies focus on managing or changing the situation (e.g., reporting the incident) while emotion-focused strategies attempt to manage one’s own thoughts and feelings about the situation (e.g., avoiding thinking about it). Knapp and colleagues61 proposed four categories of coping with sexual harassment: avoidance-denial (avoiding being physically close to the perpetrator or avoiding thinking about the harassment); social support (receiving emotional support and advice from others); confrontation-negotiation (directly communicating with the perpetrator that the harassment must end); and advocacy-seeking (reporting the perpetrator’s behavior to appropriate individuals within the organization). The type of coping method one uses is influenced by characteristics of the target and perpetrator, the harassment, and his/her own cultural norms.62 For example, more upsetting, frequent, and persistent harassment will result in the use of multiple strategies to try to end the harassment and decreased reliance on ignoring the perpetrator’s behavior.62,63,64 Those harassed by a superior, especially if they are fairly low in organizational status, are more likely to talk with trusted sources and eventually report the harassment than those harassed by coworkers.63,64 Although rates of reporting sexual harassment remain extremely low overall,65 women from collectivistic, patriarchal cultures are less likely to confront harassers than to try to avoid the perpetrator.62 Among one sample of Black women, avoidance and denial were common, but as harassment increased in frequency and severity, they utilized additional coping strategies, including confrontation.66 These findings reflect that coping with sexual harassment is a dynamic process,67 and targets adapt their coping strategies in an attempt to end the harassment. 

				The question remains as to whether or not there are advantages to using certain coping strategies rather than others. Many organizations require that targets formally report sexual harassment to someone in authority within the company and more generally, many assume that confronting the perpetrator or filing a complaint are indicators that the target really did not want or enjoy the harassment. “Passive” responses, such as trying to avoid the harasser, are frequently viewed negatively; however, passive strategies often reflect well-thought, deliberate attempts to balance the harm of being harassed and the potential risks of angering or alienating the perpetrator and supporters (e.g., being ostracized by other coworkers, demoted, or fired).63,67 In fact, over two-thirds of those who have voiced concerns about harassment faced retaliation as a result.68 For example, among Black women in the military, those who filed formal complaints against their harassers experienced negative work outcomes; conversely, confronting the harasser (without filing a report) resulted in better psychological well-being.66 Taken together, these studies indicate that the responses often assumed to be most appropriate may come with a high price to one’s psychological and occupational well-being.

				Sexual Harassment and Women of Color

				Despite considerable progress over the past several decades, gender and racial inequalities remain across all sectors of the labor market; thus, working women of color are disadvantaged in the employment sector,69,70 and this reality may influence how they are sexually harassed. Although sparse, theoretical and empirical work examining women of color and sexual harassment is growing, but many questions about their experiences remain unanswered.71 Double or multiple jeopardy theory72 informs much of this body of research and suggests that because women of color are marginalized across multiple domains due to their race and gender, they are at increased risk of being victimized. Thus, sexual harassment is likely to be more frequent and more severe for women with multiple intersecting marginalized identities.73,74,75 A small, but growing, body of research supports this assertion that women of color experience more frequent and severe sexual harassment.76-78 

				Women of color are also at greater risk for experiencing more than one type of harassment (e.g., racial and sexual harassment). Little research has simultaneously measured multiple forms of harassment, but research with adult Black women38 and Black, Asian, and multiracial college students79 indicates that experiencing both sexual and racial harassment is associated with greater detriment to psychological, academic, and occupational outcomes. Moreover, because women of color cannot disaggregate their racial selves from their gendered selves, they are likely to experience harassment that addresses their race and gender concomitantly in the form of racialized sexual harassment.10,11 Racialized sexual harassment is similar to, yet distinct from, racial and sexual harassment, making it impossible to discern where the racial harassment ends and the sexual harassment begins (e.g., calling someone a “Black bitch”).10,11 Thus, when sexual harassment is intertwined with multiple forms of workplace mistreatment, victims experience increased distress.38,40,79 

				Sexual Harassment and Men

				There is a paucity of research examining the sexual harassment experiences of men; yet men experience higher rates of sexual harassment than the small body of research would suggest.6,8 Approximately 15% of men report at least one negative sexual harassment experience in the workplace.9 Similar to research on women of color, data suggests that on average, Black men experience more sexual harassment compared to White men, particularly those with lower organizational status.80 When men are harassed they are frequently targeted by other men,59 and they experience all forms of sexual harassment.6 However, research has also revealed that men frequently experience “not man enough” harassment—a type of gender harassment that targets men for failing to conform to male gender-role stereotypes—which has been associated with negative outcomes among harassed men.81 “Not man enough” harassment may include saying he is not “a real man” if he performs traditionally female activities, such as cooking dinner or missing work to care for a sick child.

				Findings regarding how men interpret and appraise sexual harassment have varied, and few have included “not man enough” harassment in examining men’s appraisals. When examining the three primary categories of sexual harassment (gender harassment, unwanted sexual attention, sexual coercion), research suggests that sexual harassment from women is often appraised positively by men,82,83 rarely evaluated as stressful or bothersome,6,82 and associated with few changes in work or psychological outcomes, as compared to women.84 Conversely, when men and women experience harassment that is similar in severity and frequency, men show detriment in work, psychological, and health outcomes that is on par with those of women.40,41 Additional research must expand to include “not man enough” harassment, more severe forms of harassment, and same-sex harassment before strong conclusions about men’s perceptions of sexual harassment can be made.

				In Their Own Words: An Example of Sexual Harassment

				Below is an example of sexual harassment giving voice to the silenced whose stories are never told. It is a fictionalized example combining the autobiographical accounts of several women and representing a prototypical case rather than a specific woman or company.

				After finishing graduate school I was excited about my new position. My supervisor, Dan, mentored me and led me to believe he was committed to my success. While working on the end-of-the-year fiscal reports, he asked me to join him to grab a bite to eat and discuss what work remained. At the restaurant, I felt somewhat uncomfortable by how close he sat to me and how many times his leg brushed against mine, but I dismissed these thoughts, thinking I was being too sensitive. As we left, we agreed to get to work early on Friday to meet our deadline.

				Friday morning he started talking about how much he enjoyed spending time with me, how attracted he was to me, and how he wanted to help me rise in the organization. He then grabbed me around my waist and kissed me. He refused to stop as I begged him to let me go. His hand slipped inside my shirt; I yelled in surprise and managed to get out of his grasp. Moments later, his secretary knocked to let him know she had arrived and would bring his coffee shortly. I used the opportunity to get out of his office and avoided him the rest of the day. 

				I felt sick to my stomach and my heart started racing whenever someone passed my office. I could not sleep the next several nights and I worried about being fired the entire weekend. Monday morning I had to force myself to go into work. He called me into his office and began discussing how well the reports were done as if nothing had happened. As I turned to leave he said he had another urgent project for me and needed me to stay late to get it done on time. After everyone else had left, he started saying he was my special project and tried to kiss me again. I told him it was unacceptable and unprofessional. He apologized and left the office.

				A few months later he started making comments about wanting to take me to a three-day conference and “show me a good time.” I started getting sick to my stomach every time I saw him. When I told him I could not go, he said it was required as part of my position and I needed to be there if I wanted to keep my job. I was afraid of what he might do if we went out of town and I began having nightmares. I decided to report him to Human Resources, but after I did so, he began criticizing my work and telling coworkers that I lied about him to hide my poor performance. I talked to Human Resources again and a few days later received a negative performance review and was put on probation. A week later I was accused of losing an important client file and fired. 

				I have a new job at another company, but I have a hard time accepting mentoring or support, especially from my boss. I am still always “on guard” for him making advances and I cannot seem to relax. My work has suffered and I have lost faith that my efforts will be recognized and rewarded. That is the worst part. Not only did Dan sabotage my job with that firm, but he has robbed me of my ability to trust people at work. In addition to that, I cannot muster the desire to work as hard as I used to because I do not believe doing so will make any difference in how I am treated.

				Conclusion

				For the past three decades sexual harassment research has explored proper ways of defining sexual harassment, understanding why it occurs, and mitigating the associated risk factors and outcomes. Depression; post-traumatic stress; health problems; lower job satisfaction, work productivity, and supervisor satisfaction; increased absenteeism; and turnover have all been associated with sexual harassment, making it costly to those who are targeted and the organizations within which they work. Further, an increasingly diverse workforce requires greater attention to the needs and experiences of marginalized workers (e.g., women of color and gay and lesbian workers) who are likely to experience multiple types of harassment as well as fused forms of harassment that target them on the basis of multiple salient identities (e.g., racialized sexual harassment based on gender and race). Focusing on these factors will not only advance research on sexual harassment but will also better enable individuals to protect themselves and organizations to prevent harassment from occurring. 
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				Human Trafficking: Not an Isolated Issue
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				Human trafficking is not an isolated issue. Rather it is a crime that intersects with some of the most challenging psychological issues that mental health professionals deal with. There is a complex relationship between human trafficking and sexual violence, domestic violence, political captivity, torture, and cults.1-3 Human trafficking for the purpose of prostitution is sexual violence, a topic that we will discuss in this chapter. In order to understand the psychosocial needs of survivors, we will also discuss the overlaps between human trafficking, sexual violence, and prostitution. We will also briefly discuss the macro issues contributing to the proliferation of this crime, which explain some of the reasons why human trafficking is the global phenomenon that it is today. 

				Human traffickers search for victims who are vulnerable and desperate. The goal of the trafficker is to lure the person by presenting her1 a false promise of a job that appears to have the potential of solving the victim’s predicament. In some cases, even when the potential victim knows that the job will be degrading or even that she will be expected to prostitute, she doesn’t picture just how bad it really will be. Furthermore, when a woman is trafficked for domestic servitude or sweatshop labor, she is usually sexually exploited in prostitution-like activities as well. The converse is also true: In Thai prostitution, for example, women are expected to wash laundry and prepare meals for sex buyers.

				Vulnerabilities to Human Trafficking and Prostitution

				Risk factors. Prostitution and trafficking are rooted in social inequality: the inequality between men and women, between the rich and the poor, and between ethnic majorities and minorities.4 The macro forces and individual risk factors contributing to human trafficking are multiple and relate to each other in complex ways. At their roots, risk factors include varying combinations of being young, poor, female, and being a member of a marginalized ethnic minority. Risk factors vary depending on the individual’s country, region, city, community, and family and community supports. For example, in Latin America the growing problem of trafficking is exacerbated by sexist environments that discriminate against women and girls including by their physical and sexual abuse;5 by limited economic opportunities for women;6 by multinational corporations’ demand for inexpensive labor; by sophisticated recruitment methods used by traffickers; by government corruption and disinterest in the protection of vulnerable people; immigration policies that force people into anonymity; unemployment; illiteracy; homelessness; drug and alcohol abuse; and gang membership.7 A woman from Nicaragua described how her husband, a Salvadoran man, took her to live close to the Guatemalan border with Mexico shortly after they married. Every weekend he transported her to a Mexican brothel to be sold in prostitution. She escaped her husband/pimp/trafficker when he brought her to the United States to gain greater profits from the commercial sexual exploitation. She broke into tears when she recalled failed attempts to obtain help in Guatemala, stating, “One day I was fed up and decided to go to the police. I told them what was happening, and they laughed and told me I should shut my mouth and instead work on being an obedient wife. I wanted to kill myself, but my son kept me going.” Three common characteristics of Central American cases of human trafficking are control and exploitation of victims including their delivery to sex trafficking markets across borders, lawless environments, and the rampant sex-based discrimination at all levels of society. 

				Limited economic opportunities. Women are increasingly channeled into prostitution as their opportunities for work in other sectors of the economy shrink. A prostituting Yemeni woman angrily accused her government of making her “worthless and of no value, oppressing us with these unstable conditions, moreover forcing us to indulge in actions that will haunt us for generations to come.”8 The prostitution of desperately poor women in Yemen may seem worlds apart from the prostitution of women and girls in the United States. But as globalized economies feminize poverty and as public health services and emergency networks collapse because of malignant governmental neglect, more U.S. women turn to prostitution to survive. This process of women’s economic survival under the oppressive harm of poverty and conditions of war can not be described as a free choice to prostitute, as some would insist. The economic and social forces that channel young, poor, and ethnically marginalized women into prostitution are evident in post-Katrina New Orleans. One report pointed out that economic devastation of the hurricane increased prostitution and domestic trafficking into the region.9 

				Like domestically trafficked women, internationally trafficked women tend to be poor and unemployed and to come from countries that are in economic and social transition.10 Trade liberalization policies have failed to diminish power imbalances between men and women, with impoverished women having dramatically less access to land, credit, and education than men, which places them at higher risk of vulnerability to pimps and traffickers.11 

				Ethnic and racial discrimination. Women’s vulnerability to trafficking increases when they belong to an ethnically and/or racially marginalized group. A study that looked at the prevalence of lifetime violence and post-traumatic stress disorder of women prostituting in Vancouver, Canada, included 52% percent Aboriginal women, an overrepresentation in prostitution of Aboriginal women compared with less than 8% representation in the general population.12 The authors point out that the same vulnerabilities of race, class, and gender that have been recognized as multiplicative risk factors for a wide range of health problems are also multiplicative risk factors for prostitution and conclude: 

				In Canada, the triple force of race, class and sex discrimination disparately impacts First Nations [term of respect used by the authors to refer to people whose ancestors were the first nations of people in North America] women. Prostitution of Aboriginal women occurs globally in epidemic numbers with indigenous women at the bottom of a racialized sexual hierarchy in prostitution itself. (p. 17)12

				The social forces that are assumed to cause human trafficking, such as poverty, human rights violations, gender disparity, and discrimination, are the same as those that channel women, men, and children into prostitution.10,6 Magda, a Mayan Indian woman, described her trafficking experiences during the thirty-six-year armed conflict in Guatemala. Magda narrated how the soldiers kidnapped her from her village after killing her family. She described how they forced her to travel with them over the course of several weeks and used her to have sex with soldiers stationed in remote mountain areas. Reflecting on these traumatic childhood experiences, Magda said, “People saw me with them and they didn’t do anything to help me. Maybe it’s because I was an Indian girl. Maybe they would have helped if they saw a Ladina [term used to refer to westernized, biracial, or white Guatemalans] girl with a bunch of soldiers.” This case illustrates the intersecting contextual factors of war, ethnic, racial, and gender-based discrimination that contribute to human trafficking.

				The invisible coercions of prostitution are evident when we take a closer look at individual cases: the woman in India who worked in an office where she concluded that she might as well prostitute and be paid more for the sexual harassment and abuse that was expected of her anyway in order to keep her job; the teenager in California who said that in her neighborhood, “Boys grew up to be pimps and drug dealers and girls grew up to be ’hos.” She was the third generation of prostituted women in her family. The woman in Zambia who said that five blow jobs paid for a bag of cornmeal and that this is how she could feed her children. The young woman sold by her parents at age sixteen into a Nevada legal brothel. Ten years later, she took six psychiatric drugs that tranquilized her so she could make it through the day selling sex. The narratives have a common thread: the women had extremely limited options for economic survival and all lived in cultures that were accepting of prostitution. 

				Sexual violence against women. Violence against women, which increases women’s vulnerability to trafficking, is at pandemic levels. Conservative international statistics indicate that at least one of three women has been beaten, coerced into sex, or otherwise abused in her lifetime.13 A World Health Organization study found that as many as 47% of women report that their first sexual experience was rape. In some communities laws prioritize family values over the rights of women to be free of sexual assault.14 Every year, as many as five thousand women around the world are victims of honor killings—murders that are rationalized because a woman engaged in sex without community approval. Many societies have laws with loopholes that allow perpetrators to act with impunity. For example, in a number of countries, a rapist can go free under the penal code if he proposes to marry the victim, with women often blamed for having been raped by men.15

				Prostitution and Human Trafficking under the Lens of Violence against Women

				Women in prostitution suffer extremely high rates of violence from pimps and from men who buy them for sexual use. Farley and Barkan16 found that among 130 people in prostitution interviewed in San Francisco 82% had been physically assaulted, 83% had been threatened with a weapon, and 68% had been raped while prostituting. 

				A Korean woman who was overwhelmed with credit card debt was led to believe by traffickers that if she traveled to the United States, she could work in the entertainment industry, quickly earn a lot of money, and then return home. A college student from a poor family who wanted to impress her new friends, You-Mi quickly generated $40,000 in debt. Naively believing traffickers who told her she would pour drinks as a hostess (but would not have to sell sex) for $10,000 a month in Los Angeles Korea Town, she was supplied a fake passport, and once in the United States and under the control of traffickers, she was moved between Los Angeles and San Francisco in massage parlors controlled by Korean organized criminals. In 2006 she prostituted fifteen hours a day at massage brothels with blacked-out windows and double metal security doors. You-Mi was allowed outside only if escorted by cabbies that were paid by the traffickers. Unable to speak more than a few basic sentences in English, she was unaware of where she was and dependent on her captors for food and shelter. You-Mi was isolated, terrorized, and prostituted in a massage brothel under prisonlike conditions of debt bondage. After a long struggle, she was finally recognized as a victim of trafficking.17

				Regardless of the nature of the freely made, deceived, tricked, or coerced decision a woman makes to move to another country for prostitution, after she has actually moved she will be “recruited, transported and controlled by organized crime networks,” Sullivan18 wrote about Australian prostitution. The same is true in the United States. There is an evolving public awareness about the human rights violations of sex trafficking in the United States. This awareness and public outrage about trafficking, however, exists primarily for victims who have been transported across international borders. 

				Domestic trafficking—the sale of women in prostitution from poorer to more prosperous sex markets within a single country—can be as devastating for the women as international trafficking. This is true in countries where there is assumed to be significant wealth such as New Zealand and the United States as well as countries where there is more visible poverty such as India and Zambia. 

				The apparently civilized transaction between elite prostitutes and their clients in luxury hotels is underpinned by the same logic that underpins the forcible sale of girls in a Bangladeshi brothel. This logic is premised on a value system that grades girls and women—and sometimes men and boys—according to their sexual value. (p. 247)4

				Wherever there is a market, and wherever they can wrest control from other gangs or from local pimps, organized criminals run prostitution rings both inside countries and across international borders. Traffickers are businessmen who pay close attention to men’s demand for prostitution. They obtain the women and girls who supply that demand wherever women are vulnerable because of economic factors and cultural practices that devalue women. 

				Although physical violence may or may not occur, in all cases of trafficking for prostitution, psychosocial coercion happens in contexts of sex and race inequality and under conditions of poverty or financial stress, and often a history of childhood abuse or neglect. Women may legally and seemingly voluntarily migrate from a poorer to a wealthier part of the world, for example with a work permit and the promise of a good job from a friend who turns out to be a trafficker. Once she has migrated, away from home and community support, she is dependent on traffickers and their networks. At that point the pimp/trafficker’s psychological and physical coercion expands while her options for escape rapidly shrink. 

				Prostitution is the destination point for sex trafficking. Legal prostitution is a major contributing factor to the human rights violations of sex trafficking. Where prostitution is legal, states in effect say to the world: we accept the selling of women for sex; we consider pimps and traffickers to be sex entrepreneurs rather than organized criminals; we consider men who buy women for sex to be consumers of sexual services rather than predators. That same message is sent when governments look away from prostitution in their jurisdictions, refusing to enforce existing laws against buying and prostituting women.

				There is widespread misunderstanding about the legal and conceptual differences between prostitution and trafficking.19 Sex trafficking is not about transportation; rather, it involves coercive control. Any prostitution that involves third-party control or exploitation or pimping meets the definition of human trafficking. What is relevant is how she is abused in prostitution, the control of, sale and sexual use of a human being. Women who are used as maids or field workers are used in prostitution-like activities by traffickers. Women and girls are especially vulnerable to sexual abuse when used in domestic servitude.20 An International Labor Organization (ILO) assessment in El Salvador found that two-thirds of girls in domestic service had been physically or psychologically abused, and many had also been sexually abused. The girls lived in constant fear of sexual advances from their employers, by the adult men in the extended family, the stronger children, or by other male workers of the household. When the girls became pregnant, they were often abandoned to the streets.21 Not surprisingly, another ILO study on the sexual exploitation of Tanzanian girls found that many prostituted children were evicted by employers who had sexually abused them while they were working as domestic servants.22 

				Psychological Consequences of Human Trafficking and Prostitution

				Exposure to violent and nonviolent forms of abuse. Traffickers frequently use a combination of nonviolent and violent forms of coercion like those used by perpetrators of domestic violence, torture, and cults.2 Like abusive partners, traffickers alternate acts of kindness with unexpected abuse and degradation. Like cult leaders, traffickers isolate people and force victims to witness abuses perpetrated on others. Schwartz, Williams, and Farley23 illustrate through case examples how traffickers and pimps use the same methods of mind control as those used by torturers to keep their victims under control including social isolation, sensory deprivation, deliberately induced exhaustion and physical debilitation, threats to self and family, occasional reprieves and indulgences, pimps and traffickers posturing as omnipotent, degradation, enforcing capricious rules, the deliberate creation of dissociated parts of the self who willingly prostitute, drugging and forced addiction, and forced pregnancy. Violent forms of abuse include physical and sexual abuse, often equivalent to the experiences of survivors of torture in the context of war. The Nicaraguan woman referred to earlier described how her trafficker deliberately broke one of her leg bones in order to prevent her escape. Another trafficked woman described how she was forced to service as many as thirty-five sex buyers a day, which kept her in a permanent state of exhaustion. “I couldn’t even fully open my eyes sometimes,” she stated. “I couldn’t think, and sometimes I forgot where I was.”

				Related mental health problems. A nine-country study of prostitution found that 68% of women, men, and transgendered people in prostitution had post-traumatic stress disorder (PTSD), a prevalence that is comparable to that among battered or raped women seeking help and survivors of state-sponsored torture.1 Across widely varying cultures on five continents the traumatic consequences of prostitution were similar whether prostitution was legal, tolerated, or illegal. Hossain and colleagues24 interviewed 204 trafficked girls and women in seven European countries and found that 77% met criteria for PTSD with high comorbidity rates for depression and anxiety. 

				As a result of multiple experiences of betrayal by family, community, and governmental agencies, trafficking survivors and prostituted women have difficulties in establishing trusting relationships, which in turn presents many challenges for health care professionals. Loss of control can leave survivors of trauma feeling powerless and helpless.25 Human trafficking victims lose control of many parts of their lives and may experience long-term relational consequences as a result. Treating this patient population poses unique challenges, as the therapy relationship will inevitably create a power differential.26 Therefore, in cases of human trafficking and prostitution, therapists will also need to consider frameworks that address the relational abuses and lifetime social injustices that these populations have faced.

				Human Trafficking Issues and Debates

				Victims of human trafficking and men who buy sex. 

				Trafficking victims have shared testimony regarding the ways in which traffickers used them as products to be bought, sold, and discarded. Discussing the torture and abuse used by traffickers, Sarson and MacDonald28 described one young girl’s testimony in which she told how her traffickers “rented her out” to local pedophiles. They also explain how traffickers, like pimps, exploit women and children to meet men’s sexual needs. 

				Farley, Macleod, Anderson, and Golding’s27 interviews with sex buyers illustrate how men remove women’s humanity in prostitution. Buying a woman in prostitution gives men the power to turn women into a living version of his masturbation fantasy. He removes those qualities that define her as an individual, and for him she becomes sexualized body parts. She then acts the part of the thing he wants her to be. For example, a sex buyer said prostitution was like “renting an organ for ten minutes.” Another man said, “I use them like I might use any other amenity, a restaurant, or a public convenience.” 

				As shocking as these observations may sound to those who have an idealized notion of prostitution, the buyers’ descriptions closely match women’s descriptions of prostitution. Prostituted women explain how it feels to be treated like a rented organ. “It is internally damaging. You become in your own mind what these people do and say with you. You wonder how could you let yourself do this and why do these people want to do this to you.”29 Women who prostitute have described it as “paid rape” and “voluntary slavery,” and women exploited by traffickers use similar words. Prostitution is sexual harassment, sexual exploitation, and sometimes torture. A sex buyer’s payment does not erase what we know about acts of sexual violence and rape. 

				A common myth is that sex buyers are harmless when it comes to prostitution. However, in the case of trafficking for the purpose of prostitution, the same sex buyers who purchase sex from allegedly “voluntary” prostitutes are also purchasing sex from trafficked women. One sex buyer said, “You get what you pay for without the ‘no.’” Non-prostituting women have the right to say “no” and are legally protected from sexual harassment and sexual exploitation. But tolerating sexual abuse is the job description for prostitution and sex trafficking. Research shows that a majority of sex buyers refuse condoms, pay high prices to desperately poor women to not use condoms, or rape women without condoms.30-31 In research comparing frequent and infrequent sex buyers, the men who most frequently used women in prostitution were also those most likely to have committed sexually aggressive acts against non-prostituting women.32 In interviews with more than a hundred U.K. sex buyers, although a majority believed that most women have been lured, tricked, or trafficked into prostitution, they bought them anyway.27

				Several studies have explored beliefs that sex buyers have about women’s motivation to prostitute. A sex buyer stated, “All prostitutes are exploited. However, they also have good incomes.” Some people have made the decision that it is reasonable to expect certain women to have sex with up to ten sex buyers a day in order to survive.33 Women who have been trafficked for prostitution tell us that they perform sex acts with as many as twenty to thirty sex buyers a day. Those women most often are poor and most often are racially marginalized. A neocolonial economic perspective is enshrined in a Canadian prostitution tourist’s comment about women in Thai prostitution, who stated, “These girls gotta eat, don’t they? I’m putting bread on their plate. I’m making a contribution. They’d starve to death unless they whored.” The sex buyer’s sympathetic attitude avoids the question: Do all women have the right to live without the sexual harassment or sexual exploitation of prostitution—or is that right reserved only for those who have sex, race, or class privilege? 

				Human trafficking and the legalization of prostitution. All women should have the right to survive without prostituting and to live in environments that condemn the practices that make human trafficking possible. However, even when extensive research data shows that the women in prostitution are victims of pimps and traffickers, in cities where prostitution is illegal, the women themselves are the ones who are arrested, abused, and persecuted by local authorities. On the other end of the spectrum, in cities where prostitution is legal or decriminalized, prostituted women are left to fend for themselves against abusive pimps and traffickers, who are frequently networked with organized crime.

				There is extensive evidence about the negative consequences of legal and decriminalized prostitution. Legal prostitution specifies where prostitution is permitted to take place, including municipal tolerance zones or red-light zones. Decriminalized prostitution removes all laws against pimping, pandering, and buying women in prostitution, and decriminalizes the person who is prostituted. Legal and decriminalized prostitution are similar in their effects. Pimp-like, the state collects taxes from legal prostitution. In decriminalized regimes, the old-fashioned pimps become legitimized entrepreneurs.19 

				In 2003, New Zealand passed a law that decriminalized selling sex, buying sex, and pimping. The New Zealand Prostitution Law Review Committee reported what happened after prostitution was decriminalized.34 Seven years after the New Zealand law was passed, battles were still being waged about whose neighborhood prostitution would be zoned into. No one wanted prostitution next door. Prostitution was zoned into the neighborhoods of people who could not afford the legal fees to prevent it. The regulation of prostitution by zoning is a physical manifestation of the same social/psychological stigma that decriminalization advocates allegedly want to avoid. Whether in Turkish genelevs (walled-off multi-unit brothel complexes) or in Nevada brothels (ringed with barbed wire or electric fencing), women in state-zoned prostitution are physically isolated and socially rejected by the rest of society, and therefore more vulnerable to the crimes committed against them. The social stigma of prostitution persisted five years after decriminalization in New Zealand, according to the Law Review Committee. Moreover, after decriminalization in New Zealand, violence and sexual abuse in prostitution continued as before. According to the New Zealand Prostitution Law Review Committee, “The majority of sex workers felt that the law could do little about violence that occurred.”34 They found that after the law was passed, 35% of women in prostitution reported they were still coerced by sex buyers. Women prostituted in massage parlors who were under the control of pimps reported the highest rate of coercion. Five years after legally defining prostitution as work, the New Zealand law was unable to change the exploitive quasi-contractual arrangements that existed before prostitution was decriminalized. Most people in prostitution (both indoor and street) continued to mistrust police and did not report crimes committed against them. 

				Legalizing prostitution does not decrease violence against women in prostitution. For example, in Australia, where prostitution is legal in some provinces, the Australian Occupational and Safety Codes recommend classes in hostage negotiation skills for those in legal prostitution, reflecting the sex buyers’ violence.18 Human trafficking is also most prevalent wherever prostitution is legal or decriminalized. When prostitution is legal, pimps operate with impunity and sex buyers are welcomed. Trafficking of children has increased in New Zealand since decriminalization, especially the trafficking of ethnic minority Maori children. Reflecting increased organized crime since decriminalization, Auckland gangs have waged turf wars over control of prostitution. Since decriminalization, street prostitution has spiraled out of control, especially in New Zealand’s largest city, Auckland. A 200% to 400% increase in street prostitution has been reported. After legalization of prostitution in Victoria, Australia, the number of legal brothels doubled. But the greatest expansion was in illegal prostitution. In one year there was a 300% increase in illegal brothels. Staff at a New Zealand agency providing prostitution exit strategies observed that there were twice as many sex buyers in the street since decriminalization. The sex buyers were more aggressive after prostitution was decriminalized, soliciting the agency’s women staff members. Similar post-decriminalization increased aggression against women has been noted among Australian sex buyers.19 

				Human trafficking, prostitution and the concept of choice. The Dutch, and since then others, have posited essential differences between human trafficking and prostitution, but there is little evidence for this ideological viewpoint.35 The arguments for legalizing prostitution depend on the strength of two arguments: that prostitution is a choice for those in it and that the harms of prostitution are decreased if it is legalized. However, prostitution and human trafficking overlap in many ways, strongly suggesting that the existence of one contributes to the proliferation of the other.

				A review of many peer-reviewed studies and reports from agencies who offer direct services to those in prostitution and from policy experts reveals that only a tiny percentage of all women in prostitution are in prostitution after making a genuine choice between viable alternatives.36 For most, prostitution is not a freely made choice, because the conditions that would permit genuine choice are not present: physical safety, equal power with buyers, and real alternatives. The very few who do choose prostitution are privileged by class or race or education. They usually have options for escape. Most women in prostitution do not have viable alternatives. They are coerced into prostitution by sex inequality, race/ethnic inequality, and economic inequality. 

				There is no evidence for the theory that legalization decreases the harm of prostitution. In fact, legalization increases trafficking, increases prostitution of children, and increases sex buyers’ demands for cheaper or “unrestricted” sex acts.37,18 Whether prostitution is legal or illegal, research shows that the poorer she is, and the longer she has been in prostitution, the more likely a woman is to experience violence.38 The emotional consequences of prostitution are the same whether prostitution is legal or illegal, and whether it happens in a brothel, a strip club, a massage parlor, or on the street.1 

				Some governmental and some international laws address the intimate relationship between prostitution and trafficking. A United Nations document views trafficked women as victims, not criminals. The Palermo Protocol39 declares that consent is irrelevant to whether or not trafficking has occurred. It encourages countries to develop legislative responses to men’s demand for prostitution and establishes a method of international judicial cooperation that would permit prosecution of traffickers and organized criminals. The Palermo Protocol also addresses a range of other forms of sexual exploitation, including pornography.40

				A decade ago, Sweden named prostitution as a form of violence against women that fosters inequality.41 As a result Sweden criminalized sex buyers but decriminalized the person in prostitution. Iceland, Norway, and South Korea have now passed similar laws, with the United Kingdom passing legislation that moves in a similar direction, and Israel considering such a bill in 2011. 

				The Swedish government’s evaluation of the effects of their law on prostitution shows that in a decade since the law was passed, street prostitution in Sweden decreased by 50%, although it has increased in neighboring countries during that same time.42 There is no evidence that women have moved from street to indoor prostitution in Sweden. The intimate relationship between prostitution and trafficking is highlighted when buyers are criminalized. Sweden now has the fewest trafficked women in the European Union. The law interferes with the international business of pimping and the practice of buying sex. While there was initial resistance to the Swedish law, now more than 70% of the public support it. Women exiting prostitution use state-provided exit services. Not surprisingly, the report points out that the women out of prostitution favor the law, while women who are still exploited in prostitution are against the ban. 

				Whether or not it is legal, prostitution is extremely harmful for women. Women in prostitution have the highest rates of rape and homicide of any group of women ever studied.43-44 They are regularly physically assaulted and verbally abused, whether they prostitute on the street or in massage parlors, brothels, or hotels. Sexual violence and physical assault are the norm for women in legal as well as illegal prostitution, and among trafficked women. A study of women in legal Dutch prostitution found that 60% of the women were physically assaulted, 70% were threatened with physical assault, 40% experienced sexual violence, and 40% had been coerced into legal prostitution.38 The dilemma is not that there is no legal redress for coercion, physical assault, and rape in illegal prostitution. There are laws against those forms of violence. The dilemma is that once in prostitution, women cannot avoid sexual harassment, sexual exploitation, rape, and acts that are the equivalent of torture and that frequently meet U.S. and international definitions of human trafficking. 

				Concluding Thoughts

				With this data in mind, real differences between the experiences of women in prostitution and those who are trafficked are indistinguishable. The overlap between prostitution and human trafficking is becoming increasingly difficult to ignore. One study found that 89% of those in prostitution in nine countries on five continents desire to escape from prostitution.1 In order to escape they need housing, education, jobs that provide a sustainable income, health care, and emotional support. We should all be working on providing women with alternatives to prostitution. Societies that fail to condemn the pimps, johns, and traffickers who promote prostitution, and who continue to view prostitution as a choice and an industry, are contributing to the proliferation of the abuses that make human trafficking possible. 
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						1	Given that the majority of sex trafficking victims are women, we will use the feminine pronoun throughout this chapter to refer to the general victim population.
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				Sexual Assault by Strangers and Nonintimate Associates

				Kelly Cue Davis

			

			
				Overview

				Sexual contact that occurs without the consent of all parties involved has been broadly termed sexual assault. Anyone—men and women, boys and girls of all ages and backgrounds—can become a victim of a sexual assault. The present chapter focuses on sexual assaults that are committed by either someone the victim does not know (a stranger) or someone the victim knows but is not involved in an intimate relationship with, such as a friend, neighbor, or coworker. (A later chapter describes characteristics of sexual assaults that occur within dating and marital relationships.) Additionally, this chapter does not cover sexual assault incidents that may have occurred during childhood. This chapter details definitions of various forms of sexual assault, provides sexual assault prevalence rates, describes the dynamics of sexual assault situations, and delineates the potential effects of sexual assault on the victim. 

				Definitions

				A variety of terms have been used to describe nonconsensual sexual behavior, including sexual assault, sexual violence, sexual aggression, sexual abuse, sexual coercion, attempted rape, and completed rape. The definitions for each of these terms may vary slightly from source to source. The terms are often used in a general way and are not usually reflective of specific legal terminology (which varies from jurisdiction to jurisdiction). Definitions for the terms used in this chapter are provided below.

				As noted earlier, sexual assault refers to any type of sexual contact that is not consented to by one of the persons involved. This term thus has a fairly broad definition that includes a wide scope of behaviors ranging from nonconsensual sexual kissing or touching to nonconsensual oral, anal, or vaginal sex.1 According to the Centers for Disease Control (CDC), the term rape refers to a completed nonconsensual sex act in which the perpetrator (person committing the rape) penetrates the victim’s vagina, anus, or mouth with a penis, hand, finger, or other object.2 In an attempted rape, the perpetrator attempts, but does not complete, the nonconsensual sex act. Finally, nonconsensual or abusive sexual contact is defined by the CDC as “intentional touching, either directly or through the clothing, of the genitalia, anus, groin, breast, inner thigh, or buttocks of any person without his or her consent, or of a person who is unable to consent or refuse” (p. 9).2

				Consent generally means that at the time of the sexual activity, there were actual words or actions that indicated freely given agreement to have that sexual activity. Thus, if one’s “agreement” is forced, coerced, or pressured, this is not considered “consent” because the agreement was not freely given. 

				“How can you not take ‘no’ for an answer? If they don’t take ‘no’ for an answer, then they’re raping you.” 

				—Twenty-five-year-old African American woman

				Moreover, the ability to give consent may be affected by a number of factors, including age (being a minor), temporary or permanent physical or mental disability, drug or alcohol intoxication (self-induced or forced), or language barriers. For example, a person who has passed out due to alcohol intoxication is not capable of providing consent to sexual intercourse or other sexual activity. Importantly, a lack of resistance to the assault (such as fighting back) does not indicate that the person consented to the sexual activity.

				Sexual Assault Prevalence

				Sexual assault occurs all over the world and is present in all social, economic, ethnic, racial, religious, and age groups. While both men and women can be victimized by sexual assault, women are statistically more likely than men to experience such an incident. For example, according to the National Violence Against Women Survey (NVAWS), over three hundred thousand women and almost ninety-three thousand men are raped in the United States each year.3 One of every six women and one in thirty-three men in the United States has been raped at some time in her or his life, with many of these individuals experiencing more than one rape incident over their lifetimes. Approximately 80% of women experience sexual assault, including unwanted verbal or physical coercion, while approximately 25% of women experience rape or attempted rape.4 Another study found that 22% of women and 3.8% of men reported having experienced sexual assault as an adult.5 Of the sexual assault victims in the 2006 National Crime Victimization Survey (NCVS), 89.3% were female compared with 10.7% male.6 While both women and men can perpetrate sexual assault, men are statistically more likely than women to be sexual assault perpetrators. The NVAWS found that almost all of the female victims (99.6%) and the vast majority of male victims (85.2%) were raped by men.3 Thus, the most typical sexual assault scenario involves a female victim and a male perpetrator.

				Research indicates that most sexual assaults are committed by someone known to the victim, also known as acquaintance rape. The NCVS found that approximately 38% of the sexual assaults reported in 2006 were perpetrated by strangers, while 62% were perpetrated by someone known to the victim.6 Rapes committed by strangers occurred in only 16.7% of the female victim cases and 22.8% of the male victim cases reported in the NVAWS. The NCVS also found that 58% of male victims and 64% of female victims knew their offender.7 Female victims are more likely to be raped by a current or former intimate partner (often referred to as date rape or marital rape) than are male victims, who are more likely to be raped by acquaintances.8 

				Sociocultural Factors

				Age. Sexual assault is more likely to occur at younger ages. For example, the NVAWS found that more than half of female victims and almost three-fourths of male victims were raped before the age of eighteen. Young women between the ages of sixteen and twenty-four experience rape four times as much as other women.9 Additionally, one study estimated that up to 25% of college women will be sexually assaulted during their college-age years.10 Research also indicates that individuals who are sexually assaulted at a younger age are at a greater risk of being sexually revictimized later in life.11

				“Looking back on it, I was so young when it happened. He really took advantage of that.”

				—Twenty-eight-year-old Latina woman

				Although the majority of sexual assaults occur to the young, some older adults are also more vulnerable to experiencing a sexual assault. Because of barriers to reporting, it is difficult to gather a reliable estimate of the prevalence of elder sexual abuse.12 As with other forms of sexual assault, elder sexual abuse may occur at the hands of strangers, acquaintances, family members, or partners. Additionally, vulnerable elder adults may also be assaulted by unrelated care providers and other residents in elder care settings. Most often, elder sexual abuse victims are female, physically frail, and may have dementia or other forms of cognitive impairment, thus increasing their vulnerability to assault.13  

				Race and ethnicity. The NVAWS found that racial/ethnic minority and nonminority women and men had approximately the same rates of experiencing rape (19% versus 17.9% for women; 3.4% versus 2.8% for men). However, when specific racial and ethnic backgrounds were examined, some important differences emerged. American Indian/Alaska Native women were more likely than women from any other group to have been raped during their lifetimes, with 34.1% reporting at least one rape experience. Mixed race women reported the second highest level of rape victimization (24.4%), followed by African American women (18.8%), non-Hispanic white women (17.9%), Hispanic white women (11.9%), and Asian/Pacific Islander women (6.8%).3 Additionally, rates of sexual assault disclosure and reporting across different racial and ethnic backgrounds may vary due to cultural concerns and values, fear of racism, language barriers, immigration concerns, and lack of information regarding the U.S. legal system.  

				Sexual orientation. Although there is limited information about the rates of sexual assault against lesbian, gay, bisexual, and transgender (LGBT) individuals, researchers have estimated that 3% to 7% of LGBT individuals have experienced a bias-related sexual assault by either strangers or acquaintances.14 Additionally, the rate of bias-related sexual assaults against LGBT individuals appears to be on the rise,15 even though these incidents frequently go unreported to the legal system because of concerns about sexual orientation–related biases within that system.14

				Disability. Estimates of sexual assault against individuals with either physical or developmental disabilities vary, but in general it appears that individuals with disabilities are significantly more likely to experience a sexual assault relative to the general population. For example, women with a disability are estimated to experience sexual assault at twice the rate of women without a disability.16 Moreover, up to 83% of women and 32% of men with a developmental disability suffer sexual assault during their lifetimes.16 Unfortunately, many of these cases may go undetected due to considerable reporting barriers.

				Sexual Assault Reporting

				Acquaintance rape is rarely reported to the police, even though many individuals will acknowledge their victimization in anonymous surveys. For example, only 19.1% of women and 12.9% of men reported their rape victimization to the police.3 In fact, rape victims are statistically less likely to report rapes committed by acquaintances than rapes committed by strangers, perhaps due to concerns that they will not be believed by law enforcement officials or fears of being blamed for the incident. Indeed, fear of their rapist, shame and embarrassment, and not considering their rape a crime were the primary reasons survivors chose not to report their victimization to the police.3 

				“I never told anyone about what happened. He was my commanding officer. I thought that no one would believe me. I knew there was no way he would ever be punished for what he did to me.”

				—Sixty-five-year-old Caucasian woman

				Even when reported to the police, only 37% of rapes resulted in criminal prosecution. When extrapolated to all women who reported being raped since the age of eighteen, only 7.8% of rapists were prosecuted, 3.3% were convicted of a crime, and 2.2% of rapists were ultimately incarcerated. In sum, the vast majority of sexual assaults and rape incidents in the United States each year go unreported, uninvestigated, unprosecuted, and unpunished.

				Sexual Assault Dynamics

				Although every sexual assault situation is different, many sexual assaults have certain characteristics in common. For example, the majority of sexual assaults occur in private settings like a home or car rather than a public setting,3 with the bulk of these assaults occurring at night. For both male and female victims, the majority of rape incidents involve one perpetrator.3 That noted, assaults involving more than one perpetrator (“gang rapes”) often result in more severe outcomes than do individual assaults.17

				Perpetrator tactics. Sexual assault perpetrators may use a variety of tactics to try to gain compliance from their victims during the assault, including verbal coercion, threats of physical harm, and actual physical violence. Verbally coercive tactics include the following: telling lies and making false promises, threatening to spread false rumors, engaging in continual verbal pressure, showing displeasure, being critical of the victim, and getting angry.18 Physical violence can include slapping or hitting, kicking, biting, choking, hitting with an object, beating, and using a weapon.3 

				A perpetrator may use multiple tactics during an assault. For example, one survey of young women aged eighteen to twenty-four who reported experiencing at least one incident of sexual assault found that 61% reported being pressured to have intercourse through either words or actions that did not involve actual threats of physical harm, while 32% reported that the perpetrators threatened to physically harm them.19 Fifty-seven percent reported that they were physically held down during the assault, while 40% noted that the perpetrator used his larger physical size as a means of intimidation. Twenty-six percent reported being physically injured during the assault. These tactics also vary by perpetrator-victim relationship, in that sexual assaults perpetrated by strangers are typically more likely to involve the use of a weapon and result in physical harm than are assaults perpetrated by known individuals.20

				Alcohol and drugs. One contributing factor to the occurrence of sexual assault is alcohol. Research has consistently found that a majority (55% to 74%) of acquaintance sexual assault incidents involves alcohol use by male perpetrators, female victims, or both.21,22 In her extensive review of rape avoidance studies, Dr. Sarah Ullman concluded that completed rapes are more likely when both victim and offender have been drinking than when both are sober.23 Importantly though, the presence of alcohol in a sexual assault situation does not justify or excuse the assault itself. 

				Alcohol use might increase the risk of sexual assault through a variety of pathways. Intoxicated victims may be less likely to perceive that they are at risk for sexual assault, and thus may be less likely to take precautionary measures when intoxicated than when sober.24 Additionally intoxicated victims may be less able to resist an assault effectively, particularly at higher levels of drinking.25 

				“We were at a party and had both been drinking. When he said he wanted to get to know me better, we went to one of the rooms to talk. I never really thought something like this would happen. I mean, he seemed like a nice enough guy. I never really felt like I was in danger until it was too late. I was too drunk to stop him.”

				—Twenty-two-year-old Caucasian woman

				Intoxicated perpetrators may be more likely to use alcohol as an excuse for their actions and may believe that intoxication justifies sexual aggression. They may also be more likely to misperceive their victim’s sexual interest and whether consent has been given, particularly if the victim has also been drinking.26 Finally, some perpetrators may intentionally provide their victims with alcoholic drinks in order to facilitate their sexual access. Alcohol may increase the risk of sexual assault whether consumed voluntarily by the victim or consumed due to deliberate attempts by the perpetrator to incapacitate the victim.

				Other drugs may also be used to facilitate the occurrence of sexual assault. In particular Rohypnol and GHB (gamma hydroxybutyrate) have been widely discussed in the media as drugs that may be surreptitiously slipped into a victim’s drink to incapacitate the victim. However, other drugs may also increase the occurrence of sexual assault, including marijuana, cocaine, barbiturates, and hallucinogens. One study found that marijuana was the drug most frequently used in rapes that involved the consumption of drugs by the victim, accounting for 73% of the drug-involved assaults.27 Additionally, gang rapes are more likely than individual rapes to involve drug use by the victim.17

				The Consequences of Sexual Assault

				Sexual assault may adversely affect the physical and mental health of its victims. However, although many survivors of sexual assault experience high levels of distress in response to sexual assault, other survivors appear fairly resilient in the face of experiencing such an assault. This diversity in outcomes may be attributable to personal characteristics of the survivor, his or her level of social support, or the characteristics of the assault itself.28 In addition to the consequences for the victims, sexual violence can also adversely affect the victim’s family and friends, as well as the community as a whole. The next section of this chapter reviews our current understanding of the effects of sexual assault on its victims and their larger communities. Please note, however, that not all individuals will necessarily experience any or all of these consequences. For those that do, their experiences of these effects may range from mild to severe. 

				Physical and sexual health consequences. Many sexual assault victims experience physical injuries during the assault itself, with female rape victims (31.5%) being about twice as likely as male rape victims (16.1%) to report being physically injured.3 Of those injured, the vast majority (74%) reported experiencing relatively minor injuries, such as scratches, bruises, or welts. About 14% of those injured suffered a broken bone or dislocated joint, while less than 10% reported cuts and knife wounds, internal injuries, muscle injuries, and/or chipped or broken teeth. Only 36.2% of female rape victims reported that they received medical treatment.3 

				Many victims also experience sexual and reproductive health consequences from sexual assault. According to one study, 50% to 90% of victims experience some form of genital injury from the assault, such as bruising, inflammation, tenderness, abrasions, and lacerations.29 Additionally, women with a sexual assault history are more likely than women without a sexual assault history to report experiencing severe pain during menstruation, excessive menstrual bleeding, and sexual dysfunction.30 Between 3% and 20% of victims acquire a sexually transmitted infection through sexual assault involving penetration.3,31 Among women of reproductive age, approximately 5% of those raped became pregnant from the assault, with more than 32,000 pregnancies resulting from rape each year.32

				“I’m scared I may have caught something from him. I’m too afraid to get tested.”

				—Forty-year-old Asian American woman

				Psychological and behavior-related health consequences. Sexual assault may lead to numerous psychological and behavioral health problems. While every assault survivor responds differently, common psychological consequences of sexual victimization include fear, depression, anxiety, post-traumatic stress, decreased self-esteem, sleep problems, suicidal and self-harm behaviors, trust issues, and fear of intimacy.5,33,34 Some of these consequences may be short-term reactions to the assault, while others may result in longer-term effects. That is, for some individuals, these symptoms subside approximately three months after their assault, while for others they may continue until help is received.5 Although many of these consequences may not rise to the level of a diagnosable psychological disorder, they may still result in clinically significant symptoms for the sexual assault survivor. According to the NVAWS, 33% of female rape victims and 24.2% of male rape victims reported that they received mental health counseling regarding their rape.3

				“I get afraid of my emotions. I try to tell myself: ‘I’ve put that behind me; I don’t think about that now.’ But I do think about it—all the time.”

				—Twenty-five-year-old Caucasian man

				Sexual assault may also increase high-risk behaviors that can negatively impact a victim’s physical health. For example, survivors of sexual assault are more likely to use and abuse alcohol, cigarettes, illicit drugs, and prescription drugs as a way of coping with the trauma they have experienced.35 Individuals who have experienced sexual assault may also be more likely to engage in unhealthy diet-related behaviors, including extreme fasting, vomiting, overeating, diet pill abuse, and overutilization of health services.36 

				“Every day when I get home from work, I start to feel depressed. I want to feel good. I want to feel different. So I drink.”

				—Forty-seven-year-old Caucasian woman

				Additionally, research indicates that some survivors of sexual assault are more likely to engage in high-risk sexual behavior. Such behavior can include having multiple sex partners, choosing unhealthy sex partners (such as someone with HIV), not negotiating for or using condoms, or trading sex for money or drugs.35 Although these behaviors may provide temporary relief to victims struggling to cope with their sexual victimization, they also may ultimately increase their likelihood of experiencing other health problems. 

				Financial consequences. High rates of sexual assault not only take a toll on victims, but have economic implications as well. One study estimated that in 2003, the costs of rape were approximately $460 million in the United States alone.37 These costs include medical and mental health care and the costs of lost productivity. The NVAWS found that 19.4% of female and 9.7% of male rape victims lost time from work due to the rape, possibly to cope with the aftermath of the assault, receive medical or mental health treatment, or attend to legal matters.3 Thus, the sequelae of sexual assault not only affect the survivor and his or her loved ones, but also the greater community. 

				Conclusion

				Sexual assault is a significant public health problem in the United States and worldwide. Although certain groups may be more at risk for experiencing a sexual assault, it can happen to anyone regardless of cultural, economic, religious, or social background. In addition to the broader costs to society, sexual assault can have dramatic negative consequences for its victims, including impact on their physical health, their sexual and reproductive health, and their psychological and behavioral health. Despite these harmful effects, survivors of stranger and acquaintance sexual assault can benefit greatly from positive support from others, including friends, family, helping professionals, and other community resources. These paths to recovery are detailed in later chapters.
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				Marital Rape and Sexual Violation by Intimate Partners

				A. Monique Clinton-Sherrod and Jennifer Hardison Walters

			

			
				Marriages and other romantic relationships are often complex and sprinkled with peaks and valleys; however, few individuals anticipate sexual violence as a possible trauma resulting from their intimate relationship. Romantic relationships are complex by the very nature of intimacy experienced by the two individuals. The sexual aspects of the relationship often are among the most personal and cherished times for partners; however, in some cases what should be healthy and caring expressions of love may take a violent turn, resulting in the sexual violation of a partner perpetrated by another partner. Given that research indicates a woman is raped every six minutes in the United States1 and one out of every two females will be sexually assaulted in her lifetime,2 addressing sexual violence in all relationship contexts should be a national priority. While a sizable amount of attention has been focused on stranger, dating, and acquaintance sexual assaults, far less has been placed on sexual assault within long-term, committed relationships. This chapter provides an overview of what is known about sexual assault that occurs between married couples and committed intimate partners. 

				Throughout this chapter, both rape and the more encompassing terms of sexual assault and sexual violence will be used, primarily based on the original terminology used in the research cited. However, the definitions of these terms will be consistent, with rape referring to the legal definition of nonconsensual or forced anal, oral, or vaginal penetration and sexual assault encompassing a range of contact and noncontact, unwanted sexual behaviors (including rape).3 The chapter includes information on survivors from both heterosexual and gay and lesbian intimate relationships; however, very limited information is presented outside of married heterosexual relationships due to the fact that there has been so little research on sexual violence within these other types of intimate relationships. 

				Far too often the label of rape has been narrowly viewed as perpetrated by strangers or, even more recently, acquaintances. Oftentimes intimate partners and spouses are misperceived as the least likely offenders in this form of violence, or sexual perpetration by a spouse or an intimate partner is minimized and viewed as less severe compared with sexual violations perpetrated by nonintimates. A variety of individual, couple, community, and societal factors contribute to the interpretation and understanding of sexual violence that occurs within marriages and intimate relationships; however, many of the views around this issue are grounded in historical context. 

				Legal History and Theoretical Grounding

				Historically, the legal definitions of rape have excluded married female spouses. This stems from various English laws, including (1) laws that viewed a woman’s contractual obligation to her husband in marriage as including unlimited sexual access for her partner; (2) early views of women as the property of their husbands and arguments that an individual can not be charged for violating his own property; and (3) arguments that viewed the marriage as uniting a couple as one and in such cases, a man cannot violate himself.4 As recently as the early 1990s, state laws did not consider marital rape a crime and gave exemptions to spouses when it came to rape laws applied to nonspousal offenses. The following excerpt from North Carolina law (in existence until 1993) serves as an example of such a statute: “A person may not be prosecuted under this article if the victim is the person’s legal spouse at the time of the commission of the alleged rape or sexual offense unless the parties are living separate and apart (North Carolina General Statute 14-27.8).”5 From early dictates on marital rape, a woman’s entry into marriage was deemed a contract that bound her to her husband, including any sexual demands that he might make—in essence, dissolving any prospects of her voicing a marital rape concern because of a lack of legal grounds to do so. 

				Additional barriers included general social resistance to addressing the issue—prevalent views maintained (and sometimes still do) that sexual violence among intimate partners was a private matter, that assertions of such challenged the institution of marriage, and that women might use false claims of marital rape in vindictive ways.6,7 With these many barriers to establishing legal avenues for survivors of marital rape, change was slow but eventually occurred through growing feminist advocacy efforts initiated in the early 1970s.8 Changes have occurred in all states to provide grounds for women to take legal actions against their spouses for rape; however, these laws vary from state to state. Thirty-two states still maintain partial exemptions to legal statutes that essentially legally allow marital rape (and in some cases rape among cohabitating couples) under certain circumstances without consequences (e.g., when a spouse is unable to give consent).9,10 Challenges remain—the severity of punishment and reporting periods for intimate partner and nonintimate partner rape vary, with nonintimate partner rape often resulting in longer time periods for reporting the crime and more severe sentencing statutes.11 

				The limited societal focus on sexual violence in intimate relationships is also apparent in the conceptual development of the issue from a research perspective. Sexual violation in long-term relationships has yet to be examined with a theoretical model that takes a comprehensive perspective encompassing individual, couple, and societal factors that may impact these traumatic experiences. Feminist theories of intimate partner sexual violence perpetration assert that control and dominance issues are the driving forces for sexual violence. In related perspectives, social constructionist12 and sex role socialization13 theories are grounded in traditional roles of power or traditional sex role beliefs. Each of these theories attempts to explain the important underlying forces at play with sexual violence; however, as previously noted, there remains limited exploration of more comprehensive theoretical models that consider a socioecological perspective incorporating the various layers of individual, couple, and societal contributing factors.11 

				Prevalence

				While the myth that sexual violence is most often perpetrated by a stranger persists, the National Violence Against Women Survey (NVAWS) found that 62% of women who were sexually victimized reported that the offender was a past or present partner.1 Various factors, such as study methodology, definition used, and underreporting, have influenced abilities to develop an agreed-upon overall prevalence rate of rape and other forms of sexual violence;14 however, findings from community and college studies suggest a stable estimated prevalence rate of rape at 15% for U.S. women since the 1980s. Findings specifically on married women suggest that 10% to 14% of married women are raped by their husbands in the United States.15 

				In a review on marital rape, Martin et al.11 summarize the different types of marital sexual violence and related prevalence rates. Their findings conclude that this type of intimate partner violence can take one of two forms based on tactics used by the offender: (1) nonphysical sexual coercion, which is most frequent and involves coercive tactics that stem from social (e.g., traditional beliefs about spousal sexual responsibilities) and interpersonal (e.g., use of resources or power to coerce desired sexual behaviors from a spouse) factors and (2) threatened or forced sex categories that can be further grouped based on extent of co-occurring forms of violence and motives of the offender.16 Studies involving clinical and national samples have found a range of nonphysical sexual coercion from 36% to 61%.8,17 Threatened or forced sex has been reported at much lower rates among available samples, with ranges from 4% to 48% among married women.17,18 

				Discrimination does not exist in terms of who may be exposed to sexual violence; however, available data clearly indicates that women are disproportionately affected by rape and other forms of sexual violence.1 Women have been the focus of the majority of research in this area and often from a heterosexual relationship perspective, with less attention given to men and gay or lesbian individuals who may be victims of intimate partner–perpetrated sexual violence. For men, NVAWS findings indicate that 2.9% of men were raped; however, unlike women, sexual violations were most often by a nonintimate male, with intimate partner–perpetrated violence 18% of the time among raped men.1 Sexual violence has also been found in the limited number of studies on gay and lesbian intimate relationships and as summarized by Christopher and Pflieger (2007), findings indicate that more than 50% of lesbians and 4.7% of gay men have survived sexual violence. However, in the NVAWS, sixty-seven out of eight thousand gay male respondents reported rape by a male, and there were no reports of adult rape of lesbian women by another woman.1

				These findings highlight the alarmingly high rates of sexual violence, particularly among women. As indicated, however, these existing data have limitations in how fully they capture the extent of sexual violence. The availability of nationally representative data remains limited to a few studies that vary in terms of methods and definition of sexual violence. As well, research has placed even less focus on subgroups such as gay and lesbian intimate relationships. This concern with prevalence data is also compounded by the fact that many survivors never disclose their experience.8 

				Understanding Factors Associated with Sexual Violence in Couples

				Sexual violence within intimate relationships has been shown to occur across a diverse range of possible survivors with various ethnic, racial, age, sexual orientation, and physical ability categories; however, studies yield some insights into particular characteristics found at individual, dyadic, and societal levels that are related to these occurrences. We explicitly note that no characteristic or behavior of survivors of sexual violence excuses the offender’s behavior, yet empirical research that sheds light on factors that may place an individual at greater risk for victimization or perpetration is important to consider, given its utility for providing guidance on prevention and intervention efforts. 

				Individual-Level Factors

				Empirical findings indicate a high level of overlap of individual factors related to sexual violence offenders in stranger or intimate relationships. They include characteristics such as low social conscience, permissive attitudes, low levels of empathy, hypermasculinity attitudes, beliefs in rape myths, and perpetration of other forms of violence.19-24 Researchers purport that many of these attitudinal and behavioral factors that lead to a greater disposition to offend often co-occur with prior exposure to violence as a child, whether through experiencing childhood abuse or witnessing abusive behavior between parents or caregivers, which may lay a foundation for later adult behavior in relationships (Dean & Malamuth, 1997). Attempts have been made to categorize individual offenders by the pattern of sexual violence they exhibit within relationships. More recent approaches, however, have attempted to gain better insights into this behavior and in turn improve prevention and intervention efforts by considering the wide range of environmental, couple, and situational factors that may impact sexual violence perpetration.25

				For survivors of intimate partner sexual violence, violence spans across sociodemographic and geographic boundaries,26 but a few studies have identified distinct factors that may place some survivors at greater risk. For example, in a community sample of women, low sexual refusal assertiveness, drug use, and prior intimate partner victimization predicted intimate-partner sexual victimization, while heavy episodic drinking and number of sexual partners predicted victimization from nonintimates.27 Studies assessing demographic characteristics have found that marital rape can occur across the life span, but at least one study found that first-time rapes within a marriage occur most often before the age of twenty-five.26 Earlier research often reported mixed findings on greater risk for lower versus higher social class backgrounds, often because of a more limited focus on class.16,26 However, more recent research has highlighted the increased risk and more lethal forms of violence among low-income women, especially when considering compounded effects of race and gender.28

				Survivors of intimate partner sexual violence are found across all racial and ethnic groups as well; however, African American and American Indian/Alaska Native women have been found to have slightly higher rates compared with white, Latina, and Asian women.26,29,30 Additionally, immigration status has been found to be associated with risk. This increased risk may stem from several issues, including the continuance of inequitable gender roles inherent in their own cultures, financial barriers to leaving such relationships, and possible challenges with partners who may threaten deportation or use other coercive tactics.31,32 Other factors found to potentially impact risk for sexual violence include geographic location, with recent findings indicating increased risk for partners in rural areas;33,34 attachment styles, with anxiously attached partners more frequently reporting consent to unwanted sexual relations (Impett & Peplau, 2002); and physical conditions or related issues such as pregnancy, physical illness, and recent hospital discharge.35,36

				Relationship Factors

				When we discuss sexual violence in the context of intimate relationships, it is also important to consider characteristics of the couple that may increase risk for sexual violence. Many of these associated factors revolve around dynamics that create power issues within the relationship. These may include ill-matched power dynamics such as financial or educational status discrepancies, lack of dating experience for one partner, low relationship satisfaction, large age discrepancies between partners, perceived investment in the relationship, fear of losing a partner, level of commitment, and conflict and ambivalence about the future of the relationship.11,16,21,29,37 

				One of the most consistent predictors of an initial experience of sexual violence in an intimate relationship is the existence of other forms of physical abuse within the relationship.38-40 For example, findings from the NVAWS indicate that past physical and sexual violence offenses by a partner increase the likelihood of future violence offenses against a partner. An additional commonly reported risk factor for sexual violence and other forms of intimate partner violence is substance use (particularly alcohol) by one or both partners.42 Findings reveal that the prevalence of alcohol use among married or cohabitating male batterers is higher as compared to appropriate comparison samples.43

				Social Factors

				Social and environmental factors remain key domains as well in the continued perpetration and acceptance of sexual violence within long-term intimate relationships. The peer network of the offender is often a strong influencing factor in the initiation and continuance of violence within an intimate relationship. If an offender’s network of friends condone violence against women through their own behavior or attitudes, an offender’s behavior is more likely to go unchecked, resulting in increased risk for sexual abuse of a partner.33,34 Many of the peer network’s and individual offender’s beliefs and attitudes are shaped by general societal norms regarding sexual violence in general and specifically in intimate relationships. Survivors are faced with societal perceptions that often minimize the severity and need for consequences for perpetrators of sexual violence within long-term relationships.35,44 This unfortunately can even carry over to survivors’ perceptions of sexual offenses as well, with findings indicating that subgroups of survivors may only define their experiences as rape if their partners used force or have a greater likelihood of labeling an incident as rape if the offender was a stranger as compared to an intimate partner.8,44

				Consequences of Sexual Violence in Intimate Relationships

				Survivors of sexual assault in intimate relationships often experience both short- and long-term effects that include psychological and physical impacts. Individual survivors’ experiences are unique, and thus there is no one pattern of what aftermath may result; however, research findings lead us to some frequent experiences among survivors. 

				Psychological Effects 

				Survivors of rape and other forms of sexual violence have reported a litany of negative psychological outcomes. The outcomes range from post-traumatic stress disorder (PTSD), suicidality and depression, to substance abuse.45,46 Survivors often report elevated risk for and experience of these types of outcomes. These experiences are often further compounded by increased feelings of anxiety, anger, humiliation, and guilt.15,16,26 Additionally, survivors are often at greater risk of sexual revictimization and health risk behaviors such as increased tobacco, alcohol, and drug use.47-51 Psychological effects on survivors can also influence future intimate relationships when leaving the offending partner, including challenges with trust, sexuality, and ultimate goals of initiating and sustaining healthy relationships.37,52

				Physical Effects

				Survivors of sexual violence perpetrated by a cohabitating partner or spouse often experience more severe forms of physical injuries, as compared with stranger or acquaintance sexual violence.53,54 Physical effects may include vaginal and anal injuries, cuts, bruises, soreness, broken bones, black eyes, stabbings, and torn muscles.32,46 Many of these physical consequences often result in chronic physical ailments and gynecological problems such as pelvic pain, miscarriages, and increased risk for sexually transmitted diseases.55,56 Often the gynecological-related health consequences for survivors relate back to power issues with an abusive partner. For example, a survivor’s attempts at condom use for risk protection from sexually transmitted diseases or pregnancy may actually result in abusive behavior by a partner and unprotected sexual violence that increase the survivor’s health risk.57 However, as with psychological impacts of sexual violence perpetrated by intimate partners, the physical consequences can also vary along a spectrum of possible impacts based on the survivor’s individual experience.

				Conclusion

				This chapter highlights several lingering issues in research on rape and other forms of sexual assault in intimate relationships. A need remains for more research and more consistency in methods, definitions, and procedures in determining the number of survivors who have experienced sexual violence from a partner. It is critical that attention be paid not only to heterosexual females in this determination, but a particular focus is necessary for subgroups such as gay and lesbian couples, men who are survivors, racial/ethnic minorities, and persons from varying socioeconomic backgrounds and geographically diverse areas. Additionally, further efforts are necessary for continued development of theoretical and conceptual models on sexual violence that is inclusive of the many factors that can impact this trauma.

				A critical component of combating sexual violence is changing societal views on this issue. A collective effort from researchers, practitioners, and the general public will be required to effectively implement broader community-level strategies that address norms that perpetuate acceptance of sexual violence within intimate relationships, particularly with long-term or married couples. These efforts will be most impactful with continued focus on changing policy and statutes that do not apply equal consequences for nonintimate and intimate sexual violence. Only with such changes will we be able to effectively provide resources for survivors (psychological, physical, and legal) that provide support and not revictimization when help seeking occurs and eventually eliminate the need for such resources.
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				Women have served in the military since the American Revolution1 with the stipulation they not be assigned to ground combat units (e.g., the infantry, special operations commandos, tank crews). Things began to change, and in the 1990s, Congress lifted the ban on women flying combat aircraft and serving on combat ships. Today, women soldiers in Iraq and Afghanistan are serving in support units as truck drivers, mechanics, medics, military police, helicopter pilots, and so on. About 180,000 (14% of total soldiers deployed) women soldiers are deployed in Iraq and Afghanistan.2 However, warfare in Iraq and Afghanistan includes improvised explosive devices, mortar attacks, suicide bombs, and rocket-propelled grenades. Both front-line and support units find themselves under attack and in battle because of this guerrilla warfare. Combat-related traumas include being shot at or ambushed, being wounded or injured, knowing someone who was seriously injured or killed, and taking care of the wounded and dead. Women soldiers are increasingly among the wounded and killed in combat. As of February 2010, 658 women soldiers have been wounded in action and 124 killed in action.3,4 

				In addition to combat events, female soldiers are exposed to sexual assault and other military sexual traumas, as are male soldiers. Data from the U.S. Department of Veterans Affairs (VA) universal screening program, which asks all veterans receiving care at the VA whether they experienced sexual trauma during their military service, indicates about one in five women (20%) and one in one hundred (1%) men responded “yes.”5 The term military sexual trauma (MST) is defined by the Department of Veterans Affairs6 as “sexual harassment that is threatening in character or physical assault of a sexual nature that occurred while the victim was in the military, regardless of geographic location of the trauma, gender of victim, or the relationship to the perpetrator.” 

				Among traumatic events, rape and combat exposure pose the highest risk for development of post-traumatic stress disorder (PTSD).7,8,9 Kang and colleagues10 reported sexual assault and harassment during military service continued to be associated with PTSD in both female and male veterans even after controlling for combat exposure. They reported the risk of developing PTSD associated with MST at 5.41 and the risk associated with high combat exposure at 4.03 for female veterans. For males, these numbers were 6.21 and 4.45, respectively. These findings suggest sexual assault by another soldier is the greater contributor to PTSD. For women, serving in a war zone can be particularly risky. Women soldiers have to deal with combat trauma and the potential for sexual assault.

				What are the types of violence endured by women in uniform? In 2009,11 3,230 military sexual assaults were reported, an increase of 11 percent from fiscal year (FY) 2008. The 2006 Gender Relations Survey of Active Duty Members12 defines unwanted sexual contact as sexual touching (i.e., intentional touching of genitalia, breasts, or buttocks), sexual intercourse, oral or anal sex, or penetration by a finger or object. Among active duty women and men completing the survey, 7% and 2%, respectively, experienced unwanted sexual contact. Unwanted sexual touching was the most frequent MST experienced by women (78%), followed by attempted sexual intercourse (41%), completed sexual intercourse (17%), attempted oral sex, anal sex, or object penetration (24%), and completed oral sex, anal sex, or object penetration (17%). Among men experiencing unwanted sexual contact, 66% reported unwanted sexual touching; 27% attempted and 12% completed sexual intercourse; and 26% attempted and 12% completed oral sex, anal sex, or object penetration. Sexual harassment is defined as crude/offensive behavior, unwanted sexual attention, and sexual coercion, and was reported by 34% of the women and 6% of the men completing the Gender Relations Survey of Active Duty Members. Fifty-two percent of these women reported crude/offensive behavior, followed by unwanted sexual attention (31%) and sexual coercion (9%). Female gender clearly confers a greater risk for sexual trauma during military service;13 thus, this chapter will mainly focus on women soldiers. 

				What about women soldiers in combat situations? Combat areas of interest where women soldiers have served include Bahrain, Iraq, Jordan, Lebanon, Syria, Yemen, Egypt, Djibouti, Kuwait, Oman, Qatar, Saudi Arabia, United Arab Emirates, Iran, Pakistan, Afghanistan, and Kyrgyzstan. According to the Department of Defense annual report for FY 2008, 241 sexual assaults occurred in combat areas of interest, a 38 percent increase over the prior reporting period.14 In FY 2009, this number increased by 16 percent to 279. If we look just at Iraq and Afghanistan, in FY 2008, 141 sexual assaults were reported in Iraq and 22 in Afghanistan, a 26% increase over FY 2007. And in FY 2009, there were 175 reports of sexual assault in Iraq and 40 in Afghanistan.11 Officials attribute the increasing numbers to the 2005 enactment of the Sexual Assault Prevention and Response (SAPR) program to encourage increased reporting of the crime, not to an increase in sexual assault.11 The Department of Defense report estimates only 10 to 20% of assaults are reported, or, put another way, 80% to 90% of sexual assaults go unreported by both female and male victims. This differs from the civilian population, where about a third of rapes/sexual assaults are reported to the authorities.15

				Why is the report rate so low? The military legal system may contribute to the low reporting rate. If a sexual assault is reported to medical personnel, military police, or sometimes even a military chaplain, the assault must be reported to the command.16 The report then becomes part of her military record, and the soldier does not have the benefit of confidentiality. Once reported, the commander has the authority to decide if the case goes forward to court-martial. The commander also assigns the prosecuting and defense Judge Advocate General Corps (JAG) attorneys, oversees the investigation, and may have the ultimate say in any disciplinary action.16 With this system, the potential for abuse of power is evident, as is the possibility of conflict of interest in the event both the victim and perpetrator are under the same command. Additionally, MST victims may not have adequate legal representation. Though JAG attorneys are qualified to practice military law, they may not be familiar with the laws of the state where the assault occurred. Also, the JAG office functions as prosecutor and at the same time defense counsel, another potential for conflict of interest.16 

				The SAPR program created a “restricted option” of reporting sexual assault. Restricted reporting allows women to confidentially access medical care and advocacy services without initiating an investigation. While the restricted option seems positive, the downside is that unless charges are filed, the perpetrator is protected, and as a result he may even gain confidence in his ability to get away with rape. The challenges for female active duty servicewomen to report are different than for civilian women. In the civilian world, knowing how to make a sexual assault report has been simplified, where a woman calls 9-1-1 or goes to an emergency room or police station. Whichever she chooses, her confidentiality is protected, and charges will be filed. In the military, since the SAPR program was instituted, she may contact the local sexual assault response coordinator, victim advocate, or a health care provider. Or she may contact her chain of command or law enforcement (military or civilian). However, if she reports to her chain of command or law enforcement, an investigation will be initiated and she will not have the option to make a restricted report.16

				There are a number of fear-based reasons for not reporting a sexual assault.17 A woman working in any male-dominated field may have a fear of retaliation, harassment, or career disruption, particularly prevalent in the military. She may fear she will not be believed and hence labeled a troublemaker. She may feel her choice to join the service means she should not complain. Not wanting anyone to know about the sexual assault is a frequently cited reason. The lack of confidentiality, the concern she will be the target of gossip, and potentially ostracism or ridicule are not unrealistic. Then there is the possibility she will be removed from her unit, thus losing an important support system. In the military the mission is of utmost importance. She may not report because of guilt feelings about jeopardizing the mission and the cohesiveness of her unit. Or she may be strongly encouraged to keep silent about the assault to maintain unit cohesion.18 She may have been violating a rule when the assault occurred, such as underage drinking or fraternization. These behaviors could result in severe consequences.19 

				Another reason for not reporting MST is the belief nothing will be done about it. Sacks19 identified a list of factors considered by a commander when deciding how to dispose of an offense. These include the character and military service of the accused, possible improper motives of the accuser, reluctance of the victim or others to testify, and the availability and admissibility of evidence. Historically, rape victims are reluctant to testify, and MST can and often does occur without witnesses. In the military, only 8% of cases investigated result in prosecution of the perpetrator, and about 80% of those perpetrators convicted still receive an honorable discharge. The rape victim may then have to return to work with her perpetrator.

				Other reasons for not reporting MST include believing the incident was not important enough to report, that reporting it would take too much time and effort, or believing the sexual assault is just part of being in the military.12,20,21 If a woman believes being assaulted is “just part of being in the military,” military culture is doing a disservice to women who serve our country. 

				What sociocultural factors set the stage for MST? Myths about rape are still prevalent, even in today’s society.22 Some common myths suggest that sexual assault is provoked by the victim; victims ask for it by their actions, behaviors, or by the way they dress; most rapes are reported by women who “change their minds” afterward or who want to “get even” with a man; and once a man gets sexually aroused, he can’t just stop. And within the military, there is also the myth that false reports of MST are common,19 and there are negative perceptions about women soldiers who report MST. Examples of negative perceptions are that women do not belong in the military; female soldiers are less valuable because they cannot engage in front-line combat; sexual harassment is what you get when a woman tries to do a man’s job; and rape is inevitable when women are in the company of large groups of men who are on deployment without easy access to consensual sex.19 Myths that keep men silent about being sexually assaulted suggest that men can’t be sexually assaulted by women; men can’t be sexually assaulted because they are able to defend themselves; only gay men are sexually assaulted; and erection or ejaculation during sexual assault means you “really wanted it” or consented to it, which can feed into distressing issues of self-doubt about sexuality and manliness. Sixty percent of men felt the incident was not important enough to report, and 47% did not want anyone to know about the incident.12

				Misogyny is defined as a cultural attitude of hatred, dislike, or distrust for females simply because they are female. Military culture has been described as misogynistic,23,24 as revealed in common military language. For example, drill instructors routinely denigrate recruits by calling them ladies, girls, bitches, and pussies. This is not limited to drill instructors. Sexist insults permeate the everyday speech of soldiers. Pornography, including violent pornography, is prevalent, and then there are the misogynist rhymes (Jody calls)25,26 commonly used during drills. For example, Burke’s book cites this Naval Academy chant: Who can take a chainsaw; Cut the bitch in two; Fuck the bottom half; And give the upper half to you . . . .24

				Are certain women at higher risk? Risk factors for MST include entering the military at a younger age and being of enlisted rank, with lower education, a negative home life, and a history of sexual assault.12,27 Lipari and colleagues12 report that women in the Army and junior enlisted members were more likely than women in other services or of higher rank to experience unwanted sexual contact. The offender was most likely male and a military coworker (54%) or a military person of higher rank (52%). The most likely place for the unwanted sexual contact was at a military installation, while at work. Only about a third of women report the use of alcohol and/or drugs at the time of the trauma by either the perpetrator or the female soldier. About a third of women experiencing unwanted sexual contact reported they were sexually harassed before the assault. 

				About a third of the women completing the Gender Relations Survey of Active Duty Members reported sexual harassment. Again, junior enlisted women in the Army were more likely than women in other services to experience sexual harassment. 

				What makes MST in a combat zone more stressful? Military personnel, including military police and medical staff, may not be trained to handle sexual assault cases. They may accept common myths regarding sexual assault; for example, it wasn’t rape if there are no physical injuries, a man cannot rape his wife, or men cannot be raped. They may not be trained in the dynamics of sexual assault (e.g., rape is rarely a crime of passion; it is a way to dominate, humiliate, control) or in performing a sexual assault examination, including carefully collecting and preserving evidence. The consequences of a sexual assault can include a sexually transmitted infection and, for women, the risk of getting pregnant. In a conflict zone, access to emergency contraception, antibiotics, and abortion may be extremely limited. In addition, female soldiers fighting in countries where women are expected to be in more traditional roles, such as Middle Eastern countries, are treated with disdain and are at higher risk for sexual assault by civilian males if not accompanied by male soldiers.28

				It is more difficult in the military for a female soldier to avoid her assailant if he is also a soldier, especially if stationed on a remote combat base.16 In the military, the mission is of utmost importance. Command might decide it is in the best interest of the mission to not separate the female sexual assault victim from her perpetrator. She may feel threatened by or actually experience additional attacks in the context of the mission. Escaping or even avoiding her assailant may not be possible. Imagine having to show respect for the man who assaulted you or to have to rely on him for basic needs or depend that he will support you in a conflict situation. 

				In war, the need to trust fellow soldiers takes on high importance. Being victimized by a fellow soldier intensifies the sense of betrayal. The traumas of combat exposure and sexual persecution are often borne alone. Women frequently serve in a platoon with few or no other women, experiencing loneliness instead of the camaraderie that every soldier depends on for comfort and survival.29

				Conclusion

				The consequences for women with MST are increased difficulty with social and career readjustment.1 Sadly, significant numbers of women who report a sexual assault are discharged from service against their wishes. They are misdiagnosed with adjustment disorder, personality disorder, and preservice existing PTSD, making them ineligible for military service and effectively ending their careers.30 MST is a risk factor for homelessness, with 40 percent of homeless women veterans having experienced a sexual assault in the military.31 Women veterans with MST have been found to be nine times more likely to develop PTSD then women with no sexual assault history32 and four times more likely when compared to civilian women with sexual assault. MST is the primary causal factor of PTSD for women; combat experience is the primary predictor of PTSD for men.33 Other common physical ailments frequently co-occurring with PTSD include depression, substance abuse, somatization, obesity, and suicidal behaviors.34 Therefore, the problem of sexual assault and sexual harassment in the military is a primary concern for women who have served their country, both in and out of combat settings. Despite the efforts made by the military, it continues to be a primary issue challenging females serving in the military. The health costs for these women as veterans is pervasive both in medical and psychiatric care. Health care costs for women veterans with MST are higher than for women veterans without MST.32

				Presently, of the approximate 1.7 million women serving in our military, 30% to 45% report military sexual trauma and 4% to 31% report combat exposure.35 The results are and will be large numbers of female veterans at risk for psychological problems (PTSD, depression, anxiety) and medical problems (gastrointestinal, sexual, obesity), who will be dependent on the health care system.
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				Multiple Perpetrator Sexual Assault: Risk Factors, Effects, and Help-Seeking

				Shaquita Tillman

			

			
				Definition and Prevalence

				Gang rape, group rape, and multiple perpetrator rape are all terms used variously in the research literature to describe incidences of sexual assault in which there are two or more assailants. The term gang rape dates back to the 1970s and 1980s and is the term most commonly referenced in the literature. Further, it remains the most preferred concept among some academics. Ullman,1-2 one of the pioneers in the field examining sexual assault (both individual and multiple assailant) generally uses the term gang rape to refer to “a rape of a woman by multiple men” (p. 50). Her rationale for using this term is multifold: First, she would like to maintain consistency with previous literature, and second, it clearly denotes the distinction between rapes committed by “one man against one victim.” In her more recent work, Ullman2 acknowledges that the term gang has other connotations, specifically to established “street gangs,” which exist prior to and following the sexual assault and are often involved in other criminal and noncriminal acts together. With this in mind, Ullman includes rapes committed by “street gangs” under the umbrella term gang rape.

				However, Horvath and Kelly3 argue that the concept of “gang rape” is not all encompassing and prevents delineation between the types of groups of men that may be perpetrating the assaults, and furthermore may serve to disguise these variations. As such, the term group rape entered into academic discourse more recently, and indeed is associated with attempts to overcome the limitations of “gang rape.” Typically, “group rape” is defined and used very broadly to refer to attacks committed by two or more offenders.4 In sum, studies have used varying terminology to name and define the offense, from gang rape to group rape.2,4 Consequently, whichever terminology has been used, the findings about the basic characteristics of the offense are variable. Nevertheless, the most frequently occurring size of the group fluctuates from two5 to four,6 which is consistent with earlier estimations about co-offending more generally, which proposed that the modal number of perpetrators in a crime incident is two or three.7

				Not surprisingly, varying terminology across the literature has compounded the problems encountered in estimating accurately the prevalence and incidence of multiple perpetrator sexual assaults; therefore, researchers cannot state with certainty the extent of the sexual assaults involving multiple perpetrators. However, it is likely that, as for other kinds of sexual assault, the figures available underestimate the problem.8 To date, research indicates that the rate of multiple perpetrator sexual assault range from under 2% in student populations to up to 26% in police samples.9

				The prevalence of sexual assault in prison populations is more difficult to determine, as our society and researchers largely ignore rape of inmates. Nevertheless, some research has been done in this area. In a sample of 538 inmates (486 men and 42 women) in a Midwestern prison system, the researchers found that approximately 50% of the participants had been forced to have intercourse (vaginal, anal, and/or oral), with one-fourth of the cases qualifying as gang rape.10 Of the male victims, 50% said that only one perpetrator was involved, 30% said two or three persons, 10% said four or five persons, 6% said six to ten persons, and 4% said eleven to twenty-six persons; for the female victims one incident involved a single perpetrator, and two incidents involved three or four perpetrators.10 Furthermore, the researchers found that in these worst case incidences the perpetrator(s) of the assault were most often male.10

				In addition, a growing body of literature has increasingly been able to capture some of the associated characteristics of multiple assailant sexual assaults. As an example, in a descriptive study comparing multiple perpetrator and individual rape incidents among a large, urban-area sample of community-residing female sexual assault victims, Ullman2 found that in regard to situations prior to the assault, more victims of multiple perpetrator sexual assault were at parties/bars or walking outdoors before the attack, whereas victims of single-offender rape were more often at home or on a date. In this same study, multiple perpetrator sexual assaults were more likely to occur indoors, to be committed by strangers, and to involve violence including verbal threats, weapons, and physical injuries; further, these offenses were also more likely to involve substance use and victim resistance than single-offender rapes.2 In addition, victims in this sample reported more nonforceful and forceful verbal resistance and more fleeing but less forceful physical resistance during the assault as compared with single-offender rapes.2 Finally, Ullman2 found that oral and/or anal penetration was more likely in sexual assault with multiple assailants, as was physical injury.

				In an effort to gain a better understanding of this devastating phenomenon, this author examined the risk factors, psychological sequelae, and disclosure and help-seeking patterns among survivors of multiple perpetrator sexual assaults. First the author describes at-risk populations and situations in which the likelihood of experiencing multiple perpetrator sexual assaults is heightened. Next the author identifies the emotional and psychological effects that may develop in the aftermath of sexual assault. Then the author addresses experiences of disclosure and help seeking (to both informal and formal networks) among survivors of sexual assault. Finally, counseling and policy implications are provided. Of note, in the current work, the author will primarily focus on sexual assault with multiple assailants in which the perpetrators were male and the victim is female in nonprison populations. 

				At-Risk Populations

				Multiple perpetrator rape is a ubiquitous public health concern; however, there are populations who are increased risk of experiencing this atrocious act(s). Adolescence is a high-risk period for attempted and completed sexual assaults; approximately one-third of sexual assault victims in the United States report sexual violence during this developmental stage. Ullman’s study1 comparing individual and multiple perpetrator rape reported to Chicago police indicated that victims and offenders of multiple perpetrator sexual assaults tended to be younger and unemployed. These findings are critically important given that adolescent sexual assault is associated with an increased vulnerability for a range of mental health problems. Specifically, longitudinal study findings indicate that sexual assault during adolescence is associated with increased risk of post-traumatic stress disorder (PTSD), major depression, and substance abuse disorders.11

				Individuals with a prior trauma history are also vulnerable to multiple perpetrator sexual assaults. In particular, a history of previous traumatic experiences is related to increased vulnerability to multiple assailant sexual assaults among women. In Ullman’s investigation2 she found that in a sample of 1,084 community-residing female victims of sexual assault (multiple-offender cases; n = 176, 17.9% of the sample) and with single-offender cases (n = 807), the majority of the women had experienced a lifetime traumatic event (90%), but multiple perpetrator sexual assault victims experienced an average of 3.72 traumatic events, whereas individual rape victims experienced 3.05 traumatic events, t (1, 216) = –3.27, p = .001. Furthermore, more than half of the sample had child sexual abuse histories, and multiple perpetrator rape victims were marginally more likely to have experienced child sexual abuse (p < .007).2

				Finally, researchers are increasingly recognizing that a substantial proportion of assaults involve alcohol and other substances and may differ from assaults where alcohol or other drugs are not involved.12 An estimated half to three-quarters of sexual assaults involve alcohol use.13-14 Approximately one in twenty women (4.7%) reported being raped in 119 schools surveyed in 2001. Nearly 72% of the victims experienced rape while intoxicated. White women under twenty-one years of age, residing in sorority houses, using illicit drugs, drinking heavily in high school, and attending college with high rates of heavy episodic drinking were at higher risk of rape while intoxicated.15 The amount of alcohol that perpetrators or victims consumed during assault was linearly related to the type of sexual assault committed and to how much aggression was used by perpetrators during the assault.16

				Drug-facilitated sexual assaults have also been on the rise over the last decade, involving what is often referred to as “date rape” or club drugs. Gamma-hydroxybutyrate, methylene-dioxy-methamphetamine, and ketamine hydrochloride and its components are among the most popular drugs used for this purpose. Use of these chemical substances is increasingly frequent among youth, especially during all-night dance parties and at clubs. Perpetrators choose these drugs because they act rapidly, diminish inhibition, produce relaxation of voluntary muscles, and give the victim lasting anterograde amnesia for events that occur under the influence of the drug.17

				Effects of Sexual Assault

				Researchers have identified a myriad of psychological effects of sexual assault on women. Burgess and Holmstrom’s classic study18 first described rape trauma syndrome in sexual assault survivors, and more recent studies have documented numerous psychological consequences of rape (e.g., depression, anxiety, sexual problems) including PTSD.19-21 An alarming 17% to 65% of women with a lifetime history of sexual assault develop PTSD.22 Many (13%–51%) meet diagnostic criteria for depression.22-24 An overwhelming majority of sexual assault victims develop fear and/or anxiety (73%–82%)25 and 12% to 40% experience generalized anxiety.26-27 Approximately 13% to 49% of survivors become dependent on alcohol, whereas 28% to 61% may use other illicit substances.2,28 Further, it is not uncommon for victims to experience suicidal ideation (23%–44%)29 and 2% to 19% may attempt suicide.30 It is also important to note that some research has shown that multiple perpetrator rape incidents may be more serious and lead to more harmful consequences.1

				As an example, in a sample of community-residing women, more than two-thirds of victims had PTSD, and gang rape victims had a marginally greater likelihood of current PTSD (p < .004) than single-offender victims.2 Additionally, trauma histories, perceived life threat during the assault, post-assault characterological self-blame, avoidance coping, and negative social reactions from others were all related to greater PTSD symptom severity.2

				PTSD and substance use often co-occur in sexual assault victims’ lives. Reviews suggest significant comorbidity of PTSD and substance abuse/drinking problems, particularly in female trauma survivors.31 The self-medication hypothesis has been variously used to explain this relationship and proposes that victims suffering from PTSD may use alcohol to reduce PTSD symptoms.32 While this form of coping may temporarily reduce trauma symptoms, in the long run, it may result in chronic PTSD. Similarly, multiple factors have been identified to better understand the relationship between PTSD and drinking problems, including trauma histories, social support, coping, self-blame, alcohol expectancies, and drinking to cope with distress. As an example, trauma histories and child sexual abuse are related to greater risk of both PTSD and drinking problems in women.31

				Suicide ideation and attempts are another adverse consequence of sexual assault among female victims. In a study examining correlates of serious suicidal ideation and attempts in a diverse urban community sample of women adult sexual assault (ASA) survivors, the researchers found that experiencing ASA by multiple assailants was associated with greater serious suicidal ideation.33 Multiple perpetrator sexual assaults often involve more completed rapes; in this same study completed rapes were associated with more reports of suicide attempts. This suggests that more severely traumatized women are at greater risk of suicidality and should be targeted for intervention.33

				In addition, sexual functioning and relationships are altered following sexual violence. Research indicates that the frequency of sexual contact decreases after sexual assault. Up to a year postassault, survivors experience diminished satisfaction and pleasure in sexual activities. Some victims develop sexual problems, such as fear and arousal and desire dysfunction that could persist for years after the assault. Young age, a known assailant, and penetration during the assault were found to have a strong association with sexual problems. Furthermore, emotions such as anger toward self and shame and guilt felt during and immediately after the assault might be predictive of later sexual problems.34

				Disclosure and Help Seeking

				Disclosure and help-seeking behaviors following sexually assault are critical first steps in healing and recovery. Sexual assault victims have extensive postassault needs and may seek support from multiple formal social systems for assistance: Approximately 26% to 40% of victims report the assault to the police and pursue prosecution through the criminal justice system, 27% to 40% seek medical care and medical forensic examinations, and 16% to 60% obtain mental health services.1,2,35-37 Researchers also found that increased levels of distress symptoms predicted seeking social support from both informal and formal support networks.38 In a more recent study, research findings indicate that in terms of postassault outcomes, victims of multiple perpetrator sexual assaults were no more likely to disclose assault to anyone than single-offender victims.2 In this same study, individual and multiple assailant sexual assault victims did not differ in number of informal support sources told, but of disclosers, multiple perpetrator rape victims were more likely to report to police and medical authorities and to seek counseling postassault.2 Moreover, multiple perpetrator rape victims reported no differences in average positive social reactions received when disclosing assault but did receive more negative social reactions (M = 1.30) than individual rape victims (M = .98), t (1,780) = –5.22, p = .000.2 Given these findings, it is important to note that what happens in one instance of seeking support has implications for further help seeking and distress. 

				Conclusion

				Provided the greater levels of violence, sexual acts, and poorer assault aftermath that are markers of multiple perpetrator sexual assaults, more resources are needed to improve treatment and support to the victims. Research findings documenting victim’s experiences with support systems following multiple perpetrator sexual assaults suggest targeting interventions toward police, medical, and mental health sources for this high-risk group of victims. Implications of these findings should be used to inform policy, treatment, and prevention strategies targeting sexual assaults with multiple assailants. At the individual level, public education efforts must emphasize that victims’ experiences of sexual assault are not universal. Multiple perpetrators can victimize males and females, and the victims are likely to respond in diverse ways. However, education efforts must emphasize that certain groups are at increased risk for being sexually assaulted by multiple assailants (e.g., adolescents). In addition, rape awareness programs need to provide information for informal support providers about the varied reactions survivors may exhibit. These programs should also emphasize to informal support providers that positive reactions such as emotional support and tangible aid are helpful for recovery, and negative reactions, such as blame, may overshadow any positive efforts, particularly for survivors of multiple perpetrator sexual assault. 
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				Understanding Child Sexual Abuse: Prevalence, Multicultural Considerations, and Life Span Effects

				Anneliese A. Singh and April Sikes

			

			
				Child sexual abuse is a widespread problem in the United States and globally. Depending on the particular study and definition used, estimates of the prevalence of child sexual abuse in the United States vary greatly from 2% to 62%.1 In 2008, the National Child Abuse and Neglect Data System (NCANDS) of the Children’s Bureau reported 69,184 children (9.1% of all confirmed cases of child maltreatment) in the District of Columbia, Commonwealth of Puerto Rico, and the fifty states were victims of sexual abuse.2 Despite this figure, it is believed that a substantial number of child sexual abuse cases remain unreported.  

				There has been significant work in developing a comprehensive definition of child sexual abuse, which is “any completed or attempted (non-completed) sexual act, sexual contact with, or exploitation (i.e., noncontact sexual interaction) of a child” (see3, pp. 14–16, for a full definition). A uniform definition provides researchers, practitioners, and advocates with a consistent manner in which to achieve best practices in understanding the prevalence of child sexual abuse across diverse communities, the context in which child sexual abuse occurs, and strategies for survivor healing.4-5

				Children of every age, gender, sexual orientation, educational and socioeconomic status, and racial/ethnic group can encounter sexual abuse. According to Prevent Child Abuse America,6 at least 20% of American women and 5% to 16% of American men experienced some form of sexual abuse as children. Although statistics indicate that girls are more frequently the victims of sexual abuse, it is also prevalent among boys.7 For example, in the United States one in six boys will be sexually abused before reaching adulthood.8 The highest risk for sexual abuse of boys includes those younger than the age of thirteen, who are youth of color, are not residing with their fathers, are of low socioeconomic status, and are disabled.7 In 2008, sexual abuse victims for all racial groups were reported as 10.3% White, 9.0% Native American or Pacific Islander, 8.3% Hispanic, 6.8% African American, 6.6% Asian, 5.2% American Indian, and 5.2% Multiple Race.2 Other alarming sexual abuse facts include (a) the median age for reported sexual abuse is nine years old,9 (b) 90% of child sexual abuse victims know the perpetrator in some way; 68% are abused by family members,10 (c) sexually abused children are often victims between the ages of eight and twelve years,11 (d) 20% of child sexual abuse victims are under the age of eight,12 (e) more than 60% of pregnant teens have been sexually abused,12 and (f) most child sexual abuse is committed by men; women are the abusers in 14% of cases reported against boys and 6% against girls,13 and most of them identify themselves as heterosexuals.14 

				Child Sexual Abuse and Multicultural Considerations

				In addition to further refining a definition of child sexual abuse, its prevalence, and its effects, researchers have increasingly begun to examine how survivors of child sexual abuse who hold diverse identities experience abuse and healing.15,16,5 Numerous social locations contextualize the experience of child sexual abuse. This section will explore the specific multicultural considerations associated specifically with gender, race/ethnicity, sexual orientation, socioeconomic status, and disability. Other important identities also intersect with child sexual abuse experiences (e.g., immigration status, national origin) that are beyond the scope of this chapter. However, the influence of the intersection of various identities for child sexual abuse survivors will be explored.

				Gender. Considerable research reveals gender-related differences among child sexual abuse victims. For example, the literature suggests that sexual abuse is more prevalent amongst girls1,17,18 and that girls are more likely than boys to have their abuse substantiated by Child Protective Services.19 However, boys are believed to be equally at risk for sexual victimization 20 but are more hesitant and less likely to disclose than girls.20-22 The stigma against homosexuality,19,20,14 being labeled helpless,20 loss of self-esteem,14 and fear of violence retaliation19,14 make boys less likely to report the abuse than girls. Additionally, a sexually abused boy may have been warned that he will be responsible for any bad things that happen to his family if he discloses the abuse.20 Sexually abused girls that are pressured into silence may share this concern. Other gender differences include (a) boys who are sexually abused often come from single-parent homes than do girls20and (b) a boy is more likely to be victimized by his mother than is a girl,20 and (c) boys are more likely to experience anal and oral intercourse than girls.23 

				Research consistently indicates that sexual abuse has numerous and profound effects. Specifically, sexually abused boys and girls tend to display more behavioral problems, emotional problems, academic difficulties, suicidal tendencies, disordered eating behaviors, substance use, and sexual risk taking than their nonabused peers.24,1,17,20 In a study examining the gender differences in outcomes of male and female teenagers who self-reported a history of sexual abuse, Chandy et al.24 found male adolescents with a history of sexual abuse tended to report performing below average and had a high or very high dropout risk when compared to female adolescents, were at higher risk than females in delinquent activities (e.g., beating up another person, group fights, running away from home, stealing), sexual risk taking (e.g., frequency of intercourse, use of contraception), and marijuana use. On the other hand, female adolescents showed higher risk for suicidal involvement (e.g., attempts, thoughts), disordered eating, and frequent alcohol use. 

				When considering how gender and child sexual abuse intersect, transgender individuals are often an ignored and misunderstood group. Transgender people are those whose sex assigned at birth (female or male) is not in alignment with their internal sense of gender identity and expression. Although the literature with transgender people and child sexual abuse is nascent, there is some evidence that transgender youth and adults of color experience high rates of abuse.25-26 

				Race/ethnicity. There are several important considerations related to race/ethnicity and child sexual abuse. A primary factor in this regard is that if rates of child sexual abuse are underreported in general, with regard to racial/ethnic minorities underreporting is exacerbated.27 Researchers have found an inconsistent relationship between child sexual abuse and race/ethnicity across various studies. For instance, Ullman and Filipas28 examined the relationship between race/ethnicity and child sexual abuse for 461 female college students and found significant differences across ethnicity for the severity and prevalence of abuse—in addition to differences in the survivor-perpetrator relationship and healing from child sexual abuse. A study of White American, African American, and Hispanic American child sexual abuse survivors found no significant differences in terms of reporting or recognizing child sexual abuse.16 Despite inconsistent findings regarding child sexual abuse and race/ethnicity, there appears to be commonality across racial/ethnic groups that child sexual abuse survivors often know their perpetrators.29

				An additional consideration with regard to race/ethnicity is that research has indicated the disclosure of child sexual abuse by child survivors during forensic interviews can be a racialized experience. Researchers, for instance, examined the influence of race/ethnicity of the interviewer and child in disclosing child sexual abuse in an urban setting and found higher rates of disclosure among cross-race than same-race pairs.30 However, issues of racism may become a major factor influencing other components of child sexual abuse. For example, researchers have postulated that African Americans have long histories of interacting with unjust legal and social service organizations, which may deter them from seeking help for child sexual abuse, as there may be more severe consequences for survivors, families, and perpetrators.31 In addition, the primacy of collectivistic values in many diverse racial/ethnic groups (e.g., Asian American/Pacific Islander, Latino/a, African heritage, Native American) may become a major factor in how child sexual abuse survivors who are people of color experience and heal from child sexual abuse.32 Survivors may not disclose their abuse because of their fear of how their family may be viewed negatively as a result—or fear that they may be ostracized by their family and/or community. For instance, if a family is already struggling with the deleterious effects of racism, a survivor who was abused by a family member may not want to bring additional stress or “shame” to the family. 

				Sexual orientation. Lesbian, gay, and bisexual (LGB) individuals experience higher rates of child sexual abuse than their heterosexual counterparts.33-34 Researchers suggest that this increased prevalence requires further investigation, especially examining how sexual orientation and potential related gender identity variance may become risk factors for abuse.35 Scholars have noted that LGB adolescents are at higher risk in general for violence and homelessness due to the “hazard of stigma” in the form of homophobia.36 

				For many LGB survivors of child sexual abuse, there is the added pressure of negotiating misinformation that somehow their abuse history “caused” them to be LGB. In addition, LGB adolescents are more likely than their heterosexual counterparts to attempt suicide related to internalized homophobia and experiencing societal heterosexism. The Massachusetts 2006 Youth Risk Survey suggested these youth are almost four times more likely to attempt suicide than their heterosexual counterparts, so LGB adolescents who may have a child sexual abuse history face additional barriers to their healing—from family rejection and homelessness to increased rates of depression, drug abuse, and engaging in unprotected sex.37 

				Socioeconomic status (SES). Research is mixed in terms of child sexual abuse and SES. For instance, in a recent study examining male- and female-perpetrated child sexual abuse in terms of family structure, 40% of victims of female-perpetrated sexual abuse came from households where the total annual family income was less than $15,000.38 However, 20% of victims of female-perpetrated sexual abuse came from households with incomes more than $58,000 compared to 6.8% for male-perpetrated violence. According to the Third National Incidence Study of Child Abuse and Neglect,39 children from the lowest-income families were eighteen times more likely to be sexually abused. Based on these conflicting findings, further study of this issue is needed to determine the relationship between SES and child sexual abuse. 

				Disability. Increased occurrences of sexual abuse among children with disabilities are well documented.40,22,41,18 The literature suggests children with disabilities experience sexual abuse at higher rates than those children in the general population.40-41 Sullivan and Knutzon41 found that children with disabilities were three times more likely to be sexually abused than children without disabilities. In addition, Sullivan and Knutzon found that preschool-age disabled children experience significantly more sexual abuse than disabled children in elementary, middle, and secondary school age groups. In the same study, differences by gender and type of disability were found, with significantly more females than males with disabilities and those identified as having behavior disorder most likely to experience child sexual abuse. 

				Child sexual abuse and intersecting identities. Attention has increased for the importance of investigating how the various identities (e.g., race/ethnicity, gender, etc.) intersect and influence mental health.42 These intersections of identities are complex to consider but are a critical component of understanding the experience of child sexual abuse—especially for those who have multiple historically marginalized identities. For instance, recent studies have explored the relationship between sexual orientation and race/ethnicity as mitigators of post-traumatic stress disorders (PTSD) for child sexual abuse survivors.43 Balsalm et al.44 examined the relationship between race/ethnicity and sexual orientation for 669 child sexual abuse survivors who were LGB and found Latino American and Asian American participants experienced higher rates of abuse than their White American and African American counterparts. In another study of intersecting identities, Tonmyr, Mery, and MacMillan45 examined the rate of child sexual abuse among women living with disability for a community sample of 4,243 women between fifteen and sixty-four years old and found 40% had experienced child abuse, although child sexual abuse was not significantly related to physical disability for the women in this study.

				Effects of Child Sexual Abuse across the Life Span

				Although many mental health concerns may result from experience(s) of child sexual abuse, particular diagnoses may be relevant to those seeking to understand child sexual abuse and work with survivors. Depression and anxiety disorders may be common experiences for survivors of child sexual abuse.46 Because many survivors of child sexual abuse experience disruption in their ability to regulate their affect,47 many are at risk for developing substance abuse or substance dependence disorders.48 In addition, child sexual abuse survivors may develop PTSD, experience intrusive thoughts about their abuse, become hypervigilant to abuse-related stimuli, and develop avoidance strategies such as numbing and dissociation. There are also those survivors whose trauma experiences may have put them at risk for developing borderline personality disorder.49 Although the negative consequences of child sexual abuse are important to understand thoroughly, there has been a recent focus over the past ten years on the resilience experiences of survivors.50,51,5 Resilience may be understood as a survivor’s ability to “bounce back” from adversity despite difficult experiences and may include both individual and collective components of resilience that may assist survivors in healing from child sexual abuse.32

				Childhood and adolescence. Children and adolescents exposed to sexual abuse are at great risk for physical, social, and psychological challenges. Sexual abuse has been linked to a variety of negative consequences including disordered eating,52 suicidal behaviors,52,17 and sexual risk behaviors.53 Ackard and Neumark-Sztainer52 found that for girls and boys, experiencing a single form or more than one form of sexual abuse was associated with significantly higher rates of vomiting, taking diet pills, binge eating, skipping meals, and taking laxatives than for peers who were not sexually abused. In addition, they found that those reporting multiple forms of sexual abuse reported the highest rates of suicide attempts (52.9% girls; 58.5% boys). Similarly, Martin et al.17 found that sexually abused adolescents were much more likely to report “thoughts about killing themselves,” to have “made plans,” to have “made threats,” to have “deliberately hurt themselves,” and to claim attempt(s) to kill themselves, than nonabused. In a recent study, adolescents with a history of child sexual abuse were significantly more likely to have had sex in the last ninety days, engaged in unprotected sex, and supported fewer advantages of using condoms.53 

				According to Lovett,54 “The effects of child sexual abuse are quite variable and are influenced by a number of factors including the extent and nature of abuse, age of child, relationship to the perpetrator, violence involved, and other aspects of the child’s life” (p. 581). These “factors” increase the likelihood that a child or adolescent will experience multiple short- and long-term consequences as a result of sexual abuse. Furthermore, exposure to abuse during childhood or adolescence increases the risk for difficulties in adulthood.55 

				Effects during adulthood. Adult survivors of child sexual abuse struggle with many of the short- and long-term consequences that child and adolescent survivors face. As discussed in the previous section, adult survivors similarly develop coping resources that developed to manage past experiences of trauma.47,48 The American Psychiatric Association reviewed the literature on the effects of child sexual abuse for adult survivors and identified increased rates of depression, autoimmune disorders (e.g., fibromyalgia), disordered eating, obesity, and addictive behaviors. For those survivors whose trauma symptoms rise to the level of a PTSD diagnosis, additional symptoms include hypervigilance, avoidance and numbing, and reexperience of the abuse.56 For these reasons, scholars have called for a holistic approach to healing for child sexual abuse survivors that includes attention to a wide range of physical and emotional effects for adult survivors.57,48 

				The American College of Obstetricians and Gynecologists58 outlined seven categories that may overlap with one another: emotional reactions, PTSD symptoms, self-perceptions, physical and biomedical effects, sexual effects, interpersonal effects, and social functioning. For instance, some adult women survivors of child sexual abuse may experience long-term effects in the form of disordered eating, self-injurious behavior, and dissociative disorders59—all behaviors that develop in an attempt to regulate emotional dysregulation that may result from these traumatic experiences.47 In addition, child sexual abuse survivors may experience long-term somatization effects, where they experience physical pain as a result of their abuse.60

				Chapter Summary

				This chapter provided an overview of both the definition and prevalence of child sexual abuse, in addition to multicultural considerations and the issues that survivors of child sexual abuse encounter over the life span. Although important strides have been made in practice, research, and advocacy with child sexual abuse survivors, significant gaps in our knowledge of these areas with regard to survivors from historically marginalized groups continue to exist. 
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				Past Views of Traumatic Events

				Effective treatments for traumas will be identified, but first it is important to examine how attitudes toward traumas have evolved over the years in our society. It has only been in the last thirty years that traumatic events have been recognized by the mental health community as the cause of psychological symptoms and in more severe cases, psychological diagnoses. Recognition first began with large numbers of Vietnam War Veterans presenting to therapists with psychological symptoms after their return from combat in Vietnam. When combat Veterans from past wars presented with fatigue and anxiety symptoms, these were first labeled “combat fatigue,” “shell-shocked,” or “warrior’s heart”;1 then labels were directly related to the Vietnam War, like “Post-Vietnam Syndrome.” In a hallmark research project, the National Vietnam Veterans Readjustment Study,2 a set of symptoms was documented as the direct result of the Veterans’ combat experiences. This set of symptoms was identified as post-traumatic stress disorder or PTSD, and this diagnosis started being used in 1980.3 Soon after, researchers and therapists discovered that PTSD symptoms were caused not only by combat, but by any type of life-threatening event, such as rape, natural disaster, or severe automobile accident. While having a label for PTSD symptoms helps therapists, many people feel uncomfortable receiving a psychiatric diagnosis; however, the value of having a label validates and legitimizes the individual’s experience of a trauma. Our society has a long history of invalidating trauma survivors by “blaming the victim” even when family and friends believe they are being supportive. An example of a less-direct way of dismissing or invalidating a survivor is telling them to “pull yourself up by your own bootstraps” or “try to forget about it and move on.” More direct and damaging messages of blaming the victim are “get over it,” “you shouldn’t have gone out with him” in a rape trauma, or calling a Vietnam Veteran a “baby killer,” as was often done during the Vietnam War. Therefore, having the PTSD label for symptoms after the experience of a trauma acknowledges that the person was truly helpless in the situation and responsible neither for the event nor for the symptoms that occurred afterward. Since the inception of the PTSD diagnosis, it has been documented that after a rape or other trauma, people may experience PTSD but may also experience other psychological symptoms as well.

				Psychological Reactions to Rape—Post-Traumatic Stress Disorder and Other Symptoms

				Any number of psychological symptoms can and do occur at high rates soon after a rape or sexual assault. In fact, it has been reported4 that one week after a rape, up to 94% of women experienced PTSD symptoms. The percentage dropped to 65% after one month, continued to drop to 47% after three months, and after one year, ended up between 15% and 25%. It is quite common to have psychological symptoms after a rape. While this chapter emphasizes PTSD and its treatment, it is important to recognize that there are many reactions to trauma, such as anxiety, depression, irritability, suicidal thoughts, and alcohol/drug use. Feelings of worthlessness that contribute to depression may occur, as might anxiety about being around people or going to work. And the survivor may use alcohol or drugs to help manage anxiety symptoms, nightmares, or poor sleep. While a number of different symptoms occur after a rape, the most common are PTSD symptoms.

				There are a total of seventeen PTSD symptoms5 within the three categories labeled re-experiencing, avoidance and numbing, and hyperarousal. It is most important to seek the advice of a therapist if symptoms interfere with work, social relationships, school, or everyday activities, and particularly if symptoms persist a year after the trauma. This chapter will refer to rape survivors as women, only for the sake of brevity; males are also the victims of rape and benefit from the same treatments that will be described.

				Most Effective Treatments for Post-Traumatic Stress Disorder

				Over thirty years of research has been conducted on different types of therapies for the diagnosis of PTSD and/or specific PTSD symptoms. When these studies were compiled and reviewed,6,7 the results revealed two therapies were consistently the most effective in treating PTSD. The two most effective therapies for PTSD are cognitive therapy and exposure therapy. A form of each will be described in detail in the remainder of this chapter. Briefly, the cognitive therapies help the person change or modify negative thoughts/beliefs that occur as the result of a rape in order to improve emotions; exposure therapies help the woman safely revisit the memory of the trauma repeatedly in her mind with the goal of processing the painful emotions associated with a rape. It is important to note that other therapies have also been found to be helpful in reducing PTSD symptoms, such as relaxation therapy, assertiveness training, and stress inoculation therapy. Also, other approaches not considered psychotherapy, such as yoga, meditation, and spirituality, target the overall well-being of the individual and are also important in creating a balance within the individual and her recovery. Other chapters will provide details on approaches that supplement or balance the exposure and cognitive therapies. Finally, it is important to recognize that each individual has a cultural background, ethnic or other, and some ethnicities offer specific methods for healing the effects of traumas. Therefore, it is important to balance the strongest therapies with approaches that seem most helpful to the individual.

				Cognitive Restructuring

				Cognitive restructuring is a therapy that focuses on “restructuring” or changing negative thoughts to improve problem emotions. Very simply, the theory is that thoughts—also called cognitions—create emotions or feelings. For example, the thought “I’m a loser” will create feelings of sadness or depression. The thought “I’m a success” will create happy, positive feelings. Cognitions are thoughts, beliefs, ideas, attitudes, values, and even the stream of thoughts that run in our heads continuously. Cognitions, thoughts, and beliefs are terms that will be used interchangeably throughout the chapter. Thoughts can be positive, negative, and neutral. They may be current or may be long-standing, such as attitudes, morals, and ideals. Cognitions or beliefs about ourselves and the world begin forming during childhood and may change with new experiences, as we age and mature. How we view ourselves is based on thoughts created by parents, important people, and significant experiences, both positive and negative. Thus, cognitions are very powerful in influencing how we think about ourselves, our world, and the direction of our lives. Cognitive therapy is about “listening” to the thoughts in our heads; identifying the negative, erroneous, or judgmental thoughts; and changing them to more realistic, positive, or even neutral thoughts. In the example above, the thought “I’m a loser” creates feelings of depression; to change the depression, the therapy suggests changing the thought to “I’m successful at some things.” Note that the second thought is not the opposite of “I’m a loser,” leading to “I’m the most successful person in the world,” but rather to a more realistic belief to create positive and hopeful feelings. Recognizing the link between our thoughts and feelings is essential,8,9 and many self-help books8 have been written to guide individuals in identifying negative thoughts, modifying them, and thus improving feelings. The book Feeling Good: The New Mood Therapy by David Burns9 and the supplemental workbook10 are written for nonprofessionals and specifically target depression. The workbook contains many useful exercises that can be used to target PTSD symptoms in rape survivors as well.

				Cognitive therapy has a long history of research supporting its effectiveness with different psychological problems or problem emotions, such as depression, anxiety, and anger.11 In the PTSD arena, cognitive therapy has been identified as one of the two most effective treatments for PTSD. Negative or irrational beliefs/thoughts develop after a life-threatening event or trauma such as rape. The type and extent of negative beliefs that develop after a rape are influenced by beliefs prior to the rape, beliefs about the rape, and society’s or family’s messages toward the woman and about rape in general. Recovery after a rape will be influenced by these messages. Attitudes and beliefs about women, including roles and relationships with men, can make the aftershock of a rape worse. For example, if a woman grows up believing that she is responsible for her family’s problems, she will most likely blame herself after being raped for “letting it happen.” It is important to note that most people tend to blame themselves after a trauma even if the trauma is not as personal as a rape. This self-blame is reinforced with society’s message of “blame the victim” and will further negatively impact a woman after a rape. Society’s messages about women experiencing rape have varied over the years. Long ago, society clearly blamed women for being raped by bringing into focus how they dressed seductively, “teased” a man, or enjoyed the sex, all messages suggesting women somehow “caused” the rape. Regarding men who have been raped, society’s messages are just as harsh in the opposite direction, such as “men can’t be raped.” Therefore common negative beliefs of the man are “Why did they pick me? I must look gay; they must think I wanted it.” For both male and female rape victims, these are all negative, irrational, distorted beliefs, and how strongly a woman or man believes these thoughts will determine the severity of the negative feelings after a rape. Negative beliefs or messages persist unless they are actively challenged or questioned. The beliefs held prior to and after a rape contribute to the severity of symptoms and/or recovery. Cognitive therapy works by examining one’s beliefs, challenging and changing negative or distorted beliefs as a way of improving feelings and lessening symptoms.

				Cognitive Processing Therapy

				One specific and highly developed cognitive restructuring therapy for trauma survivors is Cognitive Processing Therapy (CPT).12 CPT will be described in detail in this chapter because it is one of the most widely used cognitive therapies for PTSD. The manual Cognitive Processing Therapy for Rape Victims is written for trained therapists, and while a brief description and a few suggestions will be offered in this chapter, a trained CPT therapist should be consulted to obtain the full, positive effects of the therapy.

				Like general cognitive therapies, CPT teaches the rape survivor how to listen to thoughts, challenge the irrational/distorted thoughts, and change them to more realistic ones. However, CPT12 goes further to identify five belief themes that are often negatively altered after a rape. The five themes are beliefs about (1) safety, (2) trust, (3) power/control, (4) esteem, and (5) intimacy. CPT is an extensive, twelve-session therapy, and the full version includes writing in detail about the rape event twice. CPT-C is the version where the trauma writing is omitted; writing is a form of exposure, which will be described in detail in the second part of this chapter. The first seven sessions of CPT teach the rape survivor the causal link between thoughts and feelings and to progressively develop skills for questioning and challenging negative beliefs. The negative beliefs are called “automatic thoughts” or “stuck points” that result after a rape. A list of challenging questions helps determine if the belief is negative or distorted. The goal is to change the negative thought to a more adaptive, realistic belief. An example of a challenging question is “Are you thinking in all-or-none terms?” (pg. 69)12 All-or-none thinking is a common cognitive distortion in PTSD because it represents the dualistic, life/death nature of the trauma. Examples of other types of general cognitive distortions can be found in Burns’s8 book. Work on the five themes begins with a homework assignment to write at least one page on how the rape affected beliefs on each theme, beginning with safety. The client brings the writing to the session and reads aloud the writing, and the therapist and client analyze it for distorted, negative, or judgmental thoughts. Using worksheets, each distorted thought is challenged and modified to an alternative, more realistic thought. The client is asked to rehearse the process of checking, challenging, and changing thoughts, as well as practicing the new, adaptive thoughts. Thoughts are examined for those held before the rape, whether positive or negative; those developed after the rape; and thoughts about self and others. This chapter will provide only a few common examples for illustration. 

				Safety. Beliefs and thoughts about safety are important because the rape violated a woman’s sense of safety. The rape is a life-threatening event that produced fear and helplessness. Rape occurs in a range of situations; it can be from childhood through adulthood, and it can range from extremely violent with physical injuries to more subtle coercion by someone in power. It can be a single episode or a series of rapes in an ongoing relationship. For example, if the woman is raped as an adult by a coworker at a company party one evening and had a troubled past (growing up beaten by her mother and father, unsupported, in poverty, possibly molested as a child), then her safety beliefs might be “I’m never safe and I never will be. Everyone is out to hurt me.” The link between thoughts and feelings is the key here. In her present life, the “I am never safe” thoughts create feelings of anxiety, panic, and fear. The degree of anxiety will depend on the strength of the negative thought. Each day that she walks out of her home with the “I am never safe” thought, she creates feelings of anxiety. The anxiety can be immobilizing, leading to daily functioning problems, such as avoiding work and relationships, and potentially creating a need to use drugs or alcohol to manage these intense feelings. The goal of CPT is to lower the intensity anxiety by modifying the “I am never safe” thought. Remember, it is not possible to erase or eliminate feelings, but they can be lowered to manageable levels; extreme levels of emotions cause problems. The figure below shows how the automatic thoughts might come up in various situations, such as getting ready to go to the grocery store. The automatic thought may end up creating so much anxiety that the woman decides not to pursue the activity. The change thought is more realistic, allows for the possibility of not-so-safe situations, and gives the woman the opportunity to use judgment in creating safety.

				
					[image: Fig8.1.jpg]
				

				The change thought of “Not everyone is dangerous; I can keep myself safe” creates feelings of moderate anxiety and some calm. The calm, moderate anxiety feelings make it possible to function at daily tasks, such as grocery shopping or going to work. In this example, the absolute words like never create an expectation that generalizes the terror and danger of the rape to relatively safe situations like going to work or the grocery store. The absolute words create terror in everyday activities. “Everyone is dangerous” is also a distorted belief, because although the rapist was dangerous, the absolute of “everyone” dismisses even the safe people in the woman’s life, resulting in her treating safe people similarly to the rapist. 

				Trust. Beliefs about trust impact a woman after a rape because the rape violated trust beliefs, whether the perpetrator was a friend, family member, or stranger. The betrayal of trust of a friend or family member is obvious because of the expectation for love and trust; the stranger may violate her trust of the world. Let’s take the earlier example of the woman with the troubled past. Her previous betrayals of trust by loved ones will bring in beliefs such as “I should have known better; I can’t trust myself. Nobody can be trusted” when raped by the coworker. The loss of trust in one’s self can undermine the core of our being and the sense that we can keep ourselves safe in a world that is sometimes dangerous. It is important to understand that perpetrators are extremely skilled at manipulating women by first creating a seemingly safe situation, and then by making it impossible for the woman to leave or protect herself before the danger is realized. Instead of the belief that “perpetrators are skilled manipulators” the rape victim believes “I should have known better; I can’t trust myself,” which creates feelings of doubt and fear. To lower the intensity of the emotion, the change thought can be “Rapists are good manipulators and can’t be trusted.” Notice that the blame has appropriately shifted from the rape survivor to the perpetrator. It should be noted that in this chapter we refer to male perpetrators and female victims because it is most common; however, it is also important to remember that sexual assault can be perpetrated by both males and females against any individual. It is important to note also that rape is a crime and an exertion of power and not to be minimized as merely a sexual act. 
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				Trust beliefs about others focus on external situations and/or people. An example might be “Men can’t be trusted,” which create feelings of fear and anxiety in daily life, as men make up half of the population. This belief does not account for already-established trust in others nor will it allow a woman to develop new relationships. The change thought “Some people are more trustworthy than others. Not all men rape. I can practice trust by opening up to others slowly to make sure I don’t get hurt” will help the woman gain perspective on existing relationships and create calmer feelings and the ability to function in life effectively. As you might have noticed, the five themes can and do overlap, as between trust and the previous theme of safety. Most of the five themes overlap to some degree, and while the separation between the five may seem arbitrary, the separation is intended to help understand the link between thoughts and feelings. 
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				Power/control. Beliefs and thoughts about power and control are based in the feeling of helplessness the woman experienced during the rape, because of the inescapable, life-threatening nature of the situation. Extreme helplessness often translates into the need for control or power after rape. A rape survivor may exert excessive control in relationships, home, and work, which can interfere with functioning in these areas. While control may create a sense of predictability and safety for the survivor, it can also result in rigidity and compulsive behaviors. The minor tasks of everyday life are treated with the same life/death intensity as the rape, oftentimes creating crises where none exist. Negative power/control beliefs in the previous example might be “I must be in control [and if I’m not somebody will die].If someone else is in control, I will get raped again.” The thought in the brackets suggests that the woman might not be aware of this thought, but it is “in the back of her head.” The “somebody will die” thought is quite powerful and creates feelings of terror and fear, which interfere with daily functioning, in developing and/or maintaining intimacy in existing relationships. While the woman may outwardly acknowledge there is not a threat of death in daily situations like going to the grocery store, her behavior will reflect the life/death intensity in the situation. 

				Change thoughts can be “Sharing power does not mean I’ll get raped again. Some people die, but I can be careful; I can’t control everything.” The feelings created by the change thoughts are calm and create mild to moderate anxiety. 

				Esteem. Negative thoughts regarding self-esteem are core to recovery because the act of rape is a deeply personal attack. It is common for a rape survivor to blame herself, especially if everyone else is blaming her. Common negative beliefs about esteem are “What’s wrong with me? Why can’t I get over this? Nobody else has this problem.” There are many different versions of negative self-blame, and it is important to examine those that are specific to each individual. Negative self-esteem beliefs create feelings of sadness and depression, which can be debilitating. 

				To lessen the intensity of the depression, the change thought can be “I did all I could; my reactions are normal.” The changed thoughts will create feelings of confidence and hope. Negative thoughts around esteem are typically associated with depression, and here is where the overlap of depression and PTSD symptoms is noted. Burns’s8 exercises directly target depression and negative self-beliefs about esteem and can help with PTSD as well.

				Intimacy. Thoughts about intimacy are typically associated with sexual intimacy, which is negatively affected because the rape was aggression of a sexual nature. While some people minimize rape as “just sex,” it is an act of violence and aggression and is against the law. However, because the violence involved sex, negative beliefs about sexual intimacy develop in the woman, like “Sex is dangerous; I can’t cuddle or he’ll want sex and then I won’t be able to stop him.” These thoughts create feelings of fear and typically arise when the woman is about to become physically or emotionally close to another person. 
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				The change thought is “Sex is not dangerous—rape is. I can say no.” The changed thoughts produce feelings of hope and confidence in the woman. It is important to note that women who have been raped often struggle with sexual intimacy because having sex, even when it is safe, triggers memories of the rape. Those that have overcome difficulties engaging in sex have done so by having patience with themselves and having a patient, accepting partner. Improvement in sexual functioning begins with listening for distorted thoughts about sex, separating the rape thoughts from the safe-sex thoughts, challenging negative thoughts, and creating adaptive thoughts.

				Practical suggestions. Again, if a rape survivor continues to have PTSD or other symptoms after a rape, especially if the symptoms persist beyond a year, she should seek professional treatment from a trained CPT therapist. While cognitive restructuring or CPT is an effective therapy intended to treat PTSD, the process of listening to negative thoughts and challenging and changing them is not a new concept, and most people have used some form of cognitive restructuring on their own without calling it cognitive restructuring. For example, when you tell yourself “I’m just not going to think that way anymore,” you are engaging in cognitive restructuring. Other examples of cognitive change are “positive affirmations” used in general or alcohol recovery programs. Rehearsing positive affirmations is not technically cognitive restructuring, but rather replacing a negative thought with a positive one, and it also produces positive results. It is possible to change thoughts on your own. The biggest challenge in effectively using the cognitive restructuring strategy is practice. The cognitive change strategy is a type of hard work that requires the practice of “listening” to our thoughts daily to catch the distorted, negative thoughts and change them. You can remind yourself by setting a timer to “listen” three times a day, writing all the thoughts down in a journal, and reviewing them at the end of the day. If you chose to use a journal to jot down your thoughts, you will need to sort through and pick out the distorted or negative thoughts for change; identify new, positive, or neutral thoughts; and practice the new thoughts in your head daily. An important point here is that many thoughts become like habits. We often repeat the same negative thought in our head regularly, and change requires repeating and practicing the new thoughts to counter the old, distorted, negative ones. Cognitive restructuring is a very powerful tool to improve PTSD and other symptoms, but it must be done daily. This work is much like starting a diet or exercise program. Unless you set a routine to do it, the change will not happen. If you do, however, you will be surprised at the improvement you will see in your life. Do not hesitate to contact a therapist to help you through the process.

				Exposure Therapy

				Exposure therapy addresses the heart of PTSD symptoms by going directly to the trauma memory with the guidance of a therapist. In exposure therapy, the client revisits the memory of the trauma in her mind, describing the event repeatedly in the therapist’s office. The goal of exposure therapy is to help the woman experience and process emotions that occurred during the trauma but were not allowed out because of the danger of the situation. Many therapies help manage specific PTSD symptoms, such as medications to help with sleep and nightmares or relaxation/breathing to help with anxiety, but exposure therapy directly addresses the link between the trauma and the symptoms. As noted earlier, traumas are life-threatening events, where the individual experiences the most intense emotions of her life. An important part of survival during the trauma event requires the individual to “shut down” or numb these intense emotions. The logical time to process these emotions would be soon after the trauma has ceased and the individual is safe once again. However, most often the community surrounding the woman does not support talking about the experience or only encourages the woman to provide factual information as in a police report, if she reports it at all. The “police report” narrative typically discourages the expression of emotions and is technical in nature. An important part of healing is experiencing the painful, fearful emotions of the trauma in a safe manner. Unfortunately, family members also discourage victims of sexual assault from expressing emotions after a rape, primarily because of their own discomfort. For example, the husband does not want to hear details of his wife being raped because of his own sense of helplessness and inability to protect her. Sometimes in an attempt to support the woman, family members and friends will suggest the woman “try not to think about it,” which only serves to further invalidate her experience rather than helping her heal. The result is the woman reacts to memories and triggers of the rape by continuing to shut down the intense emotions, as she still does not feel safe. The woman may also suppress emotions because of time or family commitments, such as her responsibilities as a parent or the need to return to work. She may not have the benefit of therapy or support or be afforded the time to heal.

				The consequence of “pushing down” or numbing of emotions is PTSD. As noted earlier, most people experience PTSD symptoms after a trauma, but most individuals’ symptoms resolve within a year. It is believed that those people with natural support systems who talk about their experiences afterward are less likely to continue to have symptoms.2 Those that continue to hold in the emotions by avoiding thinking or talking about the rape or avoiding places that remind them of the rape are those that continue to be bothered by PTSD, which can last a lifetime. Additionally, women who blame themselves or think negatively about themselves or their symptoms also continue to have symptoms. PTSD symptoms, most obviously nightmares and flashbacks, are signs that the emotions of the trauma have not been processed. Revisiting the trauma memory in exposure therapy allows the individual to process the emotions of the life-threatening event. Here is an example of how exposure works with a fearful event. Let’s say a young boy, age four, is taken to the beach by his mother every day. The little boy loves visiting the beach and playing in the sand and water. One day a strong wave catches him by surprise and knocks him over. He is frightened and may even swallow a little water, but his mother is close by to ensure his safety. The next day, when his mother prepares him for the beach, he begins to cry and fuss, not wanting to go. The mother, in all her wisdom, insists on taking him; however, on the first day she walks with him far away from the water. The next day he fusses, but she again insists on taking him and continues to do so daily despite his protests. Each day his protests lessen and she also takes him closer and closer to the water until he eventually returns to his normal state and once again loves going to the beach. Now let’s rewind this example and the next day after the incident the mother gives in to his protests, feeling badly for him after the difficult experience, and doesn’t take him back. The third day, his protests worsen, and the fourth his protests escalate further. The mother, thinking she is saving him from an uncomfortable situation, never takes him back to the beach. The result is, while the little boy feels better in the moment in not going back, in the long run, he grows into an adult with a fear of water and dislike of the beach. The example shows the philosophy behind exposure therapy. The example is taken from everyday life and the way we use exposure to face challenges, such as going to job interviews, giving speeches, and going to the dentist. In other words, we have all engaged in one type of exposure or another. 

				Prolonged Exposure

				Prolonged Exposure (PE; see client manual Reclaiming Your Life from a Traumatic Experience—Workbook for details)13,14 is the most developed model of exposure therapy for PTSD and is considered the standard of care in providing exposure therapy. Therapists across the country are being trained in PE15 because of the positive results found in its application with all types of trauma, even traumas that occurred years ago. Like CPT, PE therapy is a time-limited treatment. It consists of ten, ninety-minute individual sessions with a therapist trained specifically in the PE protocol. PE consists of education, breathing retraining, and two types of exposure therapy—imaginal and in vivo, or real life. 

				Education and breathing retraining. Education and breathing retraining are provided in the first two sessions. Education on how exposure therapy works is essential, as understanding the therapy will help an individual complete it. There may be times when the individual may want to stop the therapy. Education starts with an explanation of habituation, which simply means “to get used to something,” particularly an uncomfortable something. An example of habituation is going to the same scary movie multiple times. The first time a scary movie is watched, it creates the feeling of fear, possibly a fun kind of fear, as we have chosen to watch it. However, if the same scary movie is watched twenty times in two weeks, by the twentieth time there would no longer be fear, but rather boredom. The fear would have progressively decreased with each viewing of the movie. This is called habituation. The same thing happens with a trauma memory. In the original rape, the emotions were overwhelming and terrifying, and the woman could have died. When the memory of the rape returns, women experience similarly intense, fearful emotions, but going back to the memory repeatedly, like the movie, will allow habituation of these feelings. 

				Education is also provided about the role of avoidance in keeping PTSD symptoms alive. While avoidance is one of the symptoms of PTSD, it is a strategy used to lessen uncomfortable anxiety. When avoidance is examined more closely, essentially it works in the short run but not the long run. Just as with the little boy on the beach, immediate avoidance after the incident lessened his anxiety but had long-term negative consequences. In another example, say a woman’s child needs milk for cereal the next morning, and she must go to the store, but going to the store makes her quite anxious. She thinks, “I’ll go this afternoon at 2,” and as 2 o’clock gets closer, her anxiety starts to build. It continues to build until 2 o’clock arrives; she makes the decision not to go to the store. Immediately after her decision, her anxiety drops and she feels better. So avoidance worked to reduce her anxiety, but only in the short run. In the long run, she feels badly because her child has no milk for his cereal and she feels like a bad parent. Another long-term consequence is that it is harder to go to the store later when she has no alternative and must go. In the example, the woman felt the immediate positive effects of deciding to avoid but then experienced the longer-term negative effects of avoidance. In therapy, it is also noted that while avoidance has been used as a strategy by the individual over the many years since the trauma, it has not been successful in eliminating the PTSD.

				Another part of education is teaching the woman to “measure” her anxiety using a scale called the subjective unit of distress (or discomfort) scale or SUDS. The SUDS is a rating scale that ranges from 0, which is without any anxiety, to 100, which is the highest anxiety/fear, such as that experienced during the rape. A middle event is identified and rated a 50 (which will always remain a 50), such as going to the accountant to get income taxes done. The main value of using a SUDS measure is that it marks improvement during the imaginal and in-vivo activities and demonstrates the gains during therapy for the woman. 

				Finally, breathing retraining is a relaxation method used to help manage anxiety but is discouraged during exposure sessions. It is used at different times during the week between sessions. While relaxation methods, including breathing retraining, are helpful with the anxiety symptoms of PTSD, the goal of in-vivo and imaginal exposure is to allow anxiety to increase and lower on its own. Engaging in breathing or any other exercise during the imaginal or in-vivo exposures may create the message that the memory is truly dangerous and a coping strategy like relaxation must be used. 

				Imaginal and in-vivo exposure. PE is based on the theory that intense emotions are created during a rape or trauma, and these intense emotions require processing. PTSD symptoms are natural responses until processing occurs. The two factors that cause PTSD to persist are avoidance of trauma reminders and negative beliefs associated with the trauma. There are two types of avoidance, and they are easily recognizable: (1) avoidance of memories or thoughts of the trauma and (2) avoidance of people, places, or things that are reminders of the rape. The reason avoidance is so common is that avoidance is a natural response to pain. For example, when we touch a hot stove, we immediately pull our hand away. This type of avoidance is useful in keeping damage to a minimum. However, avoidance of emotional pain associated with the memory of a rape causes more problems in the future, as it does not allow for the emotional processing necessary for such a significant event. The two main treatment components of PE—imaginal and in-vivo exposure—allow experiencing of the emotional pain in systematic ways that promote healing of the trauma memory. The second factor that maintains PTSD symptoms is negative thinking around the trauma memory. Thoughts such as “It’s my fault this happened. If only I would have said no. Why can’t I just let it go? I must be going crazy. Nobody else has these problems” are common, inaccurate thoughts and serve to keep the PTSD symptoms active.

				Imaginal exposure. Imaginal exposure directly addresses avoidance by having the woman face the memories and release the emotional pain. The symptoms of nightmares, flashbacks, and/or intrusive thoughts are signals that the emotional pain, fear, and anxiety associated with rape have not been processed. Avoidance is defined as any type of distraction used by the woman when a memory of the rape comes up, with or without reminders. Avoidance can occur in any number of ways, such as leaving the room, turning on the TV, or even drinking alcohol. Facing the memory or permitting the memory of the rape allows her to experience the unprocessed feelings of fear and pain. A useful metaphor is the book example. It is used here to highlight how the trauma emotions are not processed. Let’s say our life experiences are represented in a book, with each chapter consisting of different times in our life. The first few chapters might represent all our childhood experiences, the next our teens, the next college, and so on. You can easily read through (remember) the chapters in all parts of your life before and after the rape. However, when you reach the chapter on the rape, you quickly slam the book closed. This occurs each time the book opens to the rape chapter; the chapter cannot be read through, and the memory is never processed. Exposure therapy is opening up the chapter and reading through each painful experience of the trauma over and over, so eventually the rape chapter becomes like all the other chapters in the book. While the rape memory will always produce significant feelings, these feelings are approachable and not overwhelming. The book metaphor helps demonstrate how, in people with PTSD, the memory of the rape is set apart from all other life experiences.

				In an imaginal therapy session, the therapist helps the woman identify her worst trauma, if there is more than one. Next, the woman is asked to close her eyes and describe the memory of the rape in the present tense, recalling as many details as possible. A specific starting and ending point are identified, and when she completes the description, or narrative, she is asked to return to the beginning and repeat it. She is instructed to include sights, sounds, smells, thoughts, and feelings as she describes the rape. The repetitions of the same trauma narrative continue for forty-five to sixty minutes in the therapy session. The effect of imaginally repeating the trauma, in the present tense, in the therapist’s office, week after week, essentially allows all the feelings the woman experienced in the rape to come out. All the feelings of fear, terror, betrayal, pain, and anger, as well as others, emerge. The emergence of these feelings may result in tears, but most important they emerge, are released, and are processed. Another effect of imaginal exposure is allowing for corrective information. While most trauma survivors believe they remember all the details of the rape or trauma, particularly because the nightmares and flashbacks are recalled so vividly, individuals tend to store the memory away with self-blame labels, among other cognitive distortions. As the memory is repeated, and the variety of emotions arise, greater details of the rape are also remembered, which allow for corrective information. The inaccurate thoughts become corrected simply by a repeated imaginal review of the trauma narrative (not cognitive restructuring, as in the previous section). For example, the woman who initially blamed herself for a gang rape when she was eleven years old realizes she did nothing to cause the rape and could not have been to blame only after she visits the memory repeatedly. The imaginal exposure is conducted in sessions three through ten, and during each imaginal session, the SUDS ratings are taken by the therapist every five minutes. Additionally, the session is tape-recorded, and the woman is instructed to listen to the tape daily, rating her pre-, peak, and postanxiety levels using the SUDS measure. This repetition of imaginal review each week and listening to the rape daily allows the woman to fully engage the memory with all the painful details and all the difficult emotions surrounding the event and thus allows healing of the traumatic memory. The description of imaginal exposure may sound terrifying to someone who has been through a trauma like rape; however, it is important to keep in mind that while there may be a temporary increase in nightmares or anxiety, the overall symptoms will improve. The woman is reminded that the imaginal exposure is just bringing back a memory, and while the actual trauma was life threatening, recalling the memory will not hurt her. The uncomfortable feelings are real, but the image is a memory. 

				In-vivo exposure. The in-vivo exposure also consists of facing one’s fears, but it is done in real-life situations. The in-vivo exposure involves going to places or engaging in activities that have been avoided since the trauma. Most people who have experienced a trauma avoid crowded places because they feel unsafe due to the unpredictability of a large crowd. Other avoided situations are those that remind the woman of the rape. In our earlier example where the woman was raped by a coworker at a company party, the woman would avoid interacting with coworkers including her rapist, going to parties, and going out during the night. The biggest problem with avoided situations is that they multiply. In other words, the number and types of avoided situations increase over time. Years after the rape, she may now avoid restaurants, convenience and grocery stores, and athletic events, none of which were directly related to the trauma. This is called generalization, and the way it happens is illustrated by the following example. Let’s say the woman who was raped by a coworker at a party happens to be at a convenience store when she has a flashback of the rape. She escapes from the store, isolates, and never returns to the convenience store because the convenience store has now become a reminder of her rape. As time goes on, more situations become associated or connected with the memory of the rape, and they too are avoided. The woman’s world continues to shrink, and she is less able to function in these everyday situations because they too have become reminders of the rape.

				In-vivo exposure involves creating a list of all these avoided situations. The situations are specific to each individual and should include a range of anxiety-producing events from mild to high. Once the list is complete, each item is rated with the SUDS measure. With the guidance of the therapist, two or three situations in the 40 to 60 anxiety range are selected for practice from daily to a few times during the week. For example, the woman might rate going to the grocery store at 2 in the afternoon as a 55. She would then be asked to go the grocery store every day and stay in the store for a minimum of thirty minutes or until her anxiety drops to half of its peak, whichever comes first. She would rate her anxiety with the SUDS before going into the store for pre levels, then again when she completed the activity for peak and post levels. While the activity itself is important, the rating is also important because it will eventually provide concrete evidence of her anxiety lowering. While the numbers may not seem lower from day to day, they do lower with continued practice over a two-week period of time. The lower numbers provide self-confidence and confidence in the process. When her anxiety has dropped sufficiently and is no longer problematic for that particular situation, she selects a different avoided activity in which to engage. The more often the activity is done, the more quickly her anxiety lowers. Remember that avoidance is a PTSD symptom and individuals will tend to avoid doing the homework exercises, and it is important not to extend the in-vivo activities over long periods, but rather to do them daily and frequently. The grocery store example illustrates the importance of daily in-vivo exposures. If the woman goes daily for two weeks, her anxiety may start at 40, go up to 60, and come down to 55 on the first day. Each day these numbers will continue to lower until after two weeks or fourteen days, her numbers may be 10 pre, 20 peak, and 10 post. If she did the same activity every other day, she would achieve the same results in one month; if she did the exercise once a week, it would take fourteen weeks or 3 1/2 months to improve. Not only does stretching the exercise out slow improvement, but it also encourages the person to continue to use avoidance as a coping strategy. Therefore, doing the in-vivo activities as frequently as possible (at least daily) will result in improvement more quickly. Once one activity is completed, another is assigned from the list. 

				Practical suggestions. This section on exposure therapy and PE is intended to provide a general description of how this therapy works and is not intended as a guide to use this therapy on your own. It is extremely important not to jump into your trauma memories based only on the direction in this chapter. While exposure therapy seems intuitively appealing and straightforward, traumatic memories should only be brought back with a trained therapist, because unforeseen problems can arise. The therapist has training and skill in dealing with potential problems and can help you get through the traumatic memories in a successful manner. Having said that, it is likely you can recall having done some minor levels of exposure in your life at various times with nontraumatic experiences. It is important to recognize that you have already done lower levels of “in-vivo” exposure, even though it was not technically therapy. Think back to situations where you forced yourself to do something uncomfortable, like giving a speech or taking a test. The more often you did it, the easier it became and the less anxiety you experienced. Therefore, you can set goals and tackle relatively easy activities that can be completed on your own with the understanding that you must seek professional help should you get overwhelmed. Another very easy activity to implement is using the SUDS measure. It takes little effort and can give you tremendous payoff. You can check your own SUDS numbers at almost any time of the day. Getting your SUDS levels throughout the day or when you go to an activity (pre/peak/post) will help you start the process of healing and lay a useful foundation when you begin therapy.

				Case Study

				Ellie is a twenty-three-year-old Hispanic female Veteran who was raised in a small Southwestern community by both parents and with one younger brother. She was sexually abused by an uncle (mother’s older brother) from the age of eight through eighteen. The abuse began as fondling and developed into vaginal rape by the time she was in her teens. She reported that the sexual abuse/assault occurred about once or twice a month when she and her brother would stay with her uncle and aunt at their house or when the uncle and aunt would come to her house to babysit. The aunt would leave her alone with the uncle while she took the brother to church. Ellie tried to tell her mother when Ellie was about ten, but was not believed. Her father was away from home frequently and when he was home, he drank heavily. Ellie joined the military to get away from home but was raped by another soldier. Since her discharge, she has been completely isolated and no longer dates. Her only close relationship is with her brother, and she avoids her friends because “all they do is drink and hang out at bars.” She works full-time as a clerk in a hospital but stays away from her coworkers. She feels like she cannot trust anyone, especially men. When not working, she spends her time at home alone with her dog. Her symptoms include weekly nightmares about the rape, intrusive memories about the rape, feeling anxious and depressed most of the time, poor sleep, getting only two to three hours of sleep a night, irritability, and poor concentration. She began drinking alcohol daily to help manage her anxiety and panic symptoms, but she ended up feeling more depressed.

				Cognitive therapy for Ellie. Ellie has many negative thoughts about the world, herself, and life from the sexual traumas. She isolates because she has thoughts like “people are not safe; men are dangerous,” which create feelings of anxiety. Thoughts about trust are “no one can be trusted, not even family,” also creating feelings of anxiety when she is at work and causing distance in relationships. Negative power/control beliefs might be “I must be in control or I’ll get hurt again.” Esteem thoughts might be “What did I do to cause this? I’ll never get better.” Thoughts about intimacy might be “When you love someone, they hurt you.” The negative thoughts in Ellie’s head that were created by the trauma may not be immediately apparent, and the challenge for Ellie and her therapist will be to examine how she thinks about herself and her world. Once Ellie begins the process of challenging and changing these distorted, negative beliefs, her emotions will improve, as will her relationships and general functioning.

				Exposure therapy for Ellie. Exposure therapy for Ellie would consist of helping Ellie to understand the importance of why she needs to go back to the trauma memory, noting how Ellie’s past avoidance has worked only in the short run but has left her with many problems in the long run. An index trauma or the worst sexual assault would be identified for imaginal exposure. This might be difficult because of the many times her uncle abused her. There is likely one specific type of rape situation from her childhood that would be selected to go over repeatedly in imaginal exposure. If Ellie’s SUDS levels lower sufficiently on the first index trauma, but her PTSD symptoms persist, a second trauma can be identified on which to conduct imaginal exposure. Often the imaginal exposure on a second or third trauma progresses more quickly than the first, and Ellie would experience generalization of anxiety reduction to other traumas. Ellie would also develop her in-vivo, or real-life, hierarchy of avoided situations to tackle in her homework, like her social isolation. She might be asked to go to the grocery store every day at the same time and rate her SUDS anxiety pre, peak, and post, looking for improvement after two weeks. She might also be assigned homework of walks around her neighborhood daily with her dog, rating her SUDs. It is important for Ellie to start with easier, manageable activities to give her evidence that this approach works and confidence in herself. She can then progress to more difficult ones on her list. The combination of imaginal and in-vivo exposures with Ellie can provide improvement in PTSD within as few as three months.

				The key for Ellie and victims of sexual violence is to address the PTSD and anxiety symptoms as soon as the woman feels safe to do the work. Some women think they are too old or the trauma happened too long ago. They should know that the length of time since the trauma does not matter and these therapies can be effective soon after a sexual assault or thirty years later.

				Chapter Summary

				Sexual violence or rape is a traumatic experience that can have a devastating psychological impact on women and men. The psychological symptoms can range from mild anxiety or depression to severe symptoms, such as suicidal thoughts, PTSD, and/or alcohol/drug abuse or dependence. Most women will experience psychological symptoms after a rape, and while most get better, a certain percentage will not. Fortunately, two well-developed, effective therapies can help those with PTSD symptoms even years after one trauma or many traumatic events. These two therapies, Cognitive Processing Therapy and Prolonged Exposure Therapy, have had a tremendously positive impact on rape survivors and have created hope for healing. These two very different therapies tackle PTSD and offer reassurance to the rape survivor. Understanding the foundation of these two therapies is important because a survivor can choose the therapy that is most comfortable, and knowledge can set the stage for healing when the time is right to start treatment. The important message is that there is hope with two effective treatment options for healing the devastating effects of rape.
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				Rape Crisis Centers: Serving Survivors and Their Communities

				Jessica Shaw and Rebecca Campbell

			

			
				In the 1970s, the anti-rape movement emerged with two key foundations: (1) violence against women is used for the social control of women; and (2) women can help one another with the transformation from victim to survivor.1 Consequently, rape crisis centers (RCCs) were born. This chapter will review the environmental, political, and social factors that culminated in the creation of RCCs and their successive development, the services currently offered by most RCCs, and their effectiveness and impact on communities. To do this, the chapter is divided into six sections. The first section will review the history of the anti-rape movement and its role in the creation of RCCs. Additionally, we will briefly explore how RCCs have changed over the years as their surrounding environments changed. The second section will present the different services offered by RCCs and how these organizations partner with other systems to provide comprehensive services to survivors, their families, and their communities. The third and fourth sections of the chapter will provide an in-depth examination at two specific services, counseling and medical advocacy, and their effectiveness and impact on those served and partnering agencies. (For more in-depth reviews of legal advocacy, see Campbell, 2006,2 and Campbell, Dworkin, & Cabral, 20093). Finally, the last two sections of the chapter discuss the future of RCCs as we move forward and reviews next steps survivors can take to access RCC services.

				The Development of Rape Crisis Centers

				Today, there are more than 1,200 RCCs in operation throughout the United States.4 It took time to get here, however. The first RCCs emerged through grassroots organizing and volunteering in the 1970s with the intention of providing direct service and creating social change.1,5 Many of the first centers, brought about by the emotion and passion of feminist activists, were run out of women’s homes with donated materials.6,7,8,9,10 These early RCCs aimed for new models of practice that placed women at the center of all efforts and were staffed by community volunteers who did not have traditional licensing in counseling or professional service backgrounds.1,6,11,12 They believed in and practiced shared power and decision making as opposed to implementing a top-down organizational model, where an executive director or executive board makes most of the decisions that affect those who work under them.13 Organizations were not dependent upon or affiliated with parent organizations, but instead were freestanding.6 Women joined these organizations because they were committed to the movement, that is, to providing direct service and making change in their communities and society at large. This model seemed to work, and the number of RCCs increased throughout the United States.6

				As time went on, many of the original leaders left the movement after years of struggling to meet their goals and an overcommitment to their cause.1,12 New staff who placed less emphasis on politics came on board, resulting in varied visions for the structure and function of RCCs.1,9,12,13 Additionally, providing comprehensive services to the many women who came forward reporting rape on such a limited budget was becoming increasingly difficult.11 With limited financial resources, many RCCs turned to government funding and began to apply for and receive funds from Law Enforcement Assistance Administration (LEAA) and United Way.1,6,9,10,11,12 These changes to funding impacted RCCs in a number of ways. First, government funding often required a board of directors, executive directors, and program coordinators to oversee the use of their funds.11 This caused a shift from the original shared decision making and shared power to a top-down approach.6 Additionally, government funding sources wanted professionally certified personnel to act as direct service providers as opposed to women who originally joined such centers to empower others and make change.6,7 Finally, government funds were not infinite. RCCs had to compete for limited funds, which brought about the need for affiliation.14 RCCs became affiliated with or were absorbed into existing agencies.1,8,10,12 The changes in personnel, finances, and organizational structure transformed RCCs from organizations run by local community members who shared decision-making power and who were working for bigger, more groundbreaking change to social service agencies.

				These changes, however, were not uniform across all RCCs and happened in varying degrees over several years.6 For example, of ninety RCCs receiving government funds in 1978, only 43% had boards of directors.9 Some organizations opted for overseeing committees instead, attempting to maintain their feminist collective ideology.6 Throughout the 1980s, more RCCs emerged, and the variation among them grew.12 Gornick et al.12 surveyed a sample of fifty nationally representative RCCs and developed four typologies: (a) centers resembling the original feminist collectives of the early 1970s, (b) centers resembling more mainstream social service programs, (c) centers embedded in other social service or mental health agencies, and (d) programs based in hospitals or emergency departments. These structural differences accounted for differences in practice. Independent centers were more politically active than affiliated centers. Additionally, collectively run centers were more service oriented than hierarchical centers.1,12 In addition to differences in structure accounting for differences in practice, there are differences between centers formed during the peak of the anti-rape movement, in 1978 or earlier, and centers formed after that time. Campbell et al.11 found that the older centers were more likely to participate in activities that aimed to make “big picture” change, or social change, such as marches where women reclaim their right to walk alone at night or education initiatives that encourage people to challenge the way things are. These centers were also more likely to practice participatory decision making. Older centers also had larger budgets and more staff. While younger centers were less likely to engage in public demonstrations, such as taking to the street for a march or protest, they were more likely to be involved in political lobbying. All of this seems to suggest that RCCs have adapted their strategies, structure, and function to the times so as to ensure survival.6

				Rape Crisis Centers as Service Providers

				While there have been many changes to the structure, strategies, and function of RCCs over the years, their direct services have essentially stayed the same. Most RCCs provide free, short-term crisis intervention services.15 Current funding sources (e.g., state Victims of Crime Act funds) often require that three basic services are offered: (a) 24-hour crisis hotline—trained volunteers and staff provide crisis counseling, information, and referrals to a wide variety of community resources via telephone, 24 hours a day; (b) counseling (group, individual, support groups)—licensed professionals, paraprofessionals, and volunteers provide counseling services to address the sexual violence experienced by survivors; and (c) legal and medical advocacy—trained volunteers and staff accompany and assist survivors as they obtain emergency medical care, report their assault, and move through the criminal justice system.15 Even if RCCs do not receive such funds, it is likely that they offer the same services. In Campbell et al.’s11 study of 168 RCCs in 1995, all had a rape hotline and almost all (95%) offered medical, police, and court advocacy even though they were not receiving any assistance or funds from the Violence Against Women Act of 1994. Additionally, most all of the centers offered crisis intervention and individual short-term counseling with nearly half providing long-term counseling and counseling in group settings. Both volunteers and paid staff work together to provide these services. Volunteers frequently staff crisis hotlines and provide some advocacy, while counseling services are most frequently provided by licensed professionals.11 Of the three basic services offered, legal and medical advocacy prove to be the most challenging for center staff and volunteers.6,16,17 Advocacy will be discussed in more depth in the next section, where we take a critical look at what it entails, its effectiveness, and its impact on survivors and partnering agencies. Additionally, we will return to counseling in the final section of this chapter to discuss different techniques or strategies and their effectiveness in working with rape survivors.

				In addition to providing direct services to survivors and their families, RCCs engage in community organizing and help communities become active to make larger social change and spread awareness within their communities. Many of these efforts serve two main purposes, education and action. RCCs engage in many different activities in an attempt to educate. First, they assist mainstream organizations with training. RCCs assist in training police recruits on rape, visit schools to teach sections of health education courses, and train prosecutors on questioning perpetrators and victims.6 Second, RCCs create and distribute materials on rape and related topics to the media and the community at large.6 These materials cover a variety of topics and can be created for survivors (e.g., list available resources and natural reactions to rape), for their loved ones (e.g., how to be a supporter), and for a variety of other stakeholders. Third, RCCs engage in community outreach. For example, RCC staff attend community events where they can interact with and provide community members with information and resources. Finally, many RCCs provide prevention programming. Many times, this programming is offered in schools and other institutions.6 As opposed to risk reduction programming or direct service, prevention programming can target the root cause, including gender roles and gender inequities. While older RCCs (i.e., centers established before 1979) are more likely to provide programming that focuses on the underlying causes of rape, such as gender inequities, it is found across RCCs.11

				While many of these educational efforts are taken on with the end goal of action, many RCCs also take direct action. First, RCCs work to build community connections and partnerships to improve the response to rape. RCCs help to create or collaborate with sexual assault nurse examiner (SANE) programs to improve how survivors are treated and responded to when they access medical care.6,18 Additionally, RCCs frequently help organize sexual assault response teams (SARTs) that engage different community members from different backgrounds (e.g., nurses, lawyers, police officers, advocates, etc.) to create a community-wide response to rape, improve existing services, or develop new programs.6 Second, RCCs participate in or help organize social change activism and public demonstrations. Campbell et al.11 found that nearly three-quarters of the 168 RCCs surveyed participated in events like the Take Back the Night March, the Clothesline Project, or victim rallies. Finally, RCCs take action by lobbying elected politicians, thus affecting policy outcomes and creating legal reform.6,11,19,20,21,22

				The steady increase in the number of RCCs in the United States and the funds supporting these centers suggests that these centers and their valuable services are not likely to fade out.6,23 The research to date has not yet examined how RCC services are responsive to the needs of women of different races, ethnicities, cultures, abilities, and other facets of social location. As this literature develops, RCCs must be ready to develop their services accordingly. Next, we will turn our attention to specific services, their effectiveness, and their impact on survivors and communities.

				Medical Advocacy Services

				Providing medical advocacy for survivors remains one of the most challenging tasks for RCC staff and volunteers.6,16,17 Rape victim advocates assist survivors as they seek services following their assault. Through this work, rape victim advocates aim to prevent “the second rape,” or secondary victimization—insensitive, victim-blaming treatment from system personnel that mirrors and elevates the trauma of the initial rape.2,6,24,25,26,27,28,29,30 The rape victim advocate’s job is twofold—improve direct service delivery and stop secondary victimization.

				While rape victim advocates can work with survivors as they navigate different social systems, their work within the medical system will be of primary focus here. Following a sexual assault, rape victims may need emergency medical care for a number of reasons. Victims may have suffered physical injuries during the assault such as cuts, bruises, or lacerations. A medical exam can help to detect and treat these injuries. Semen, blood, hair, fiber, or other forensic evidence can be collected during the exam (often termed a “rape kit”) to aid in later prosecution if desired. Additionally, many women have concerns regarding sexually transmitted infections (STIs) and pregnancy. Hospital staff can provide information and preventive treatments to attend to these concerns.31 

				Rape victims often experience long waits in hospital emergency departments for these services, and during that wait, they are not to eat, drink, or urinate as it can destroy evidence of the assault.32,33,34 When finally seen by medical personnel, survivors often receive very brief explanations of what will occur and why.31,32,35 Frequently, evidence collection procedures are performed incorrectly, as hospital emergency department personnel do not receive adequate training, while those with training do not conduct exams frequently enough to maintain their aptitude.32,33,36

				Most rape survivors seeking medical services receive a medical forensic exam and forensic evidence collection kit (70%–81%), but fewer receive comprehensive health care services.37,38 For example, less than half receive information of the risk of pregnancy (40%–49%).38,39 Additionally, between 20% and 43% of victims are able to gain access to and obtain emergency contraception to prevent pregnancy.37,38,39,40 Approximately one-third of victims receive information on the risk of STIs and HIV from the assault and between 34% and 57% actually receive medication to treat and/or prevent STIs.37,38,39,40,41

				In addition to the invasive nature of the exam and gaps in service delivery, many victims report the experience as cold, impersonal, and detached.2,37,42 While medical personnel may find questions regarding prior sexual history, sexual response during the assault, what they were wearing prior to the assault, and their actions prior to or during the assault necessary, rape survivors find them very upsetting, and they can result in a negative impact on victims’ mental health.37,42 As a result of contact with medical personnel following an assault, most rape survivors reported feeling bad about themselves (81%), guilty (74%), depressed (88%), violated (94%), nervous or anxious (91%), distrustful of others (74%), and reluctant to seek further help (80%).37,42 Rape survivors who place their trust in the medical system, only to experience a “second rape,” risk the possibility of additional distress.43

				Rape victim advocates can be instrumental in preventing many of these common problems and gaps in medical services for victims. Studies show that RCC victim advocates increase the likelihood victims will be able to obtain needed services and that advocates prevent secondary victimization. In terms of medical service delivery, Campbell and Bybee25 found that 82% of survivors who had the assistance of an advocate during their hospital emergency department care received an exam, 70% of those working with an advocate received information on pregnancy, 38% received emergency contraception, 67% received information on STIs, and 79% received STI-preventive antibiotic treatment. These rates are higher than what is typical in the other studies of victims’ experiences in hospital emergency departments. Additionally, Campbell2 found similar results when comparing survivors who worked with an advocate to those who did not work with an advocate at two different hospitals during the same six-month period. Women who had the assistance of a rape victim advocate were significantly more likely to receive information on STIs (72% versus 36%), were more likely to receive information on HIV (47% versus 24%), were more likely to receive STI prophylaxis (86% versus 56%), and were more likely to receive emergency contraception to prevent pregnancy (33% versus 14%) than women who did not have the assistance of an advocate. Both of these studies suggest that advocates improve medical service delivery for rape survivors.

				As previously mentioned, the advocate’s role is not only to improve service delivery, but also to prevent secondary victimization. Wasco, Campbell, Barnes, and Ahrens44 found that survivors who worked with an advocate reported less distress after contacting the medical system, as compared to survivors who did not work with an advocate. Similarly, Campbell,2 in comparing the experiences of survivors who had the assistance of an advocate with survivors who did not have the assistance of an advocate over the same six-month period, found that hospital staff were more likely to refuse to conduct a medical exam and/or evidence collection kit when the survivor did not have the assistance of an advocate (36% versus 36%). Additionally, survivors who did not have the assistance of a medical advocate were more likely to report being treated coldly or impersonally (69% versus 36%), were more likely to be asked how they were dressed at the time of the assault (48% versus 28%), were more likely to be asked about their prior sexual history (73% versus 44%), and were more likely to be asked if they responded sexually to the assault (20% versus 3%) than survivors who did work with an advocate. Finally, survivors who did not have the assistance of an advocate were more likely to report blaming themselves (82% versus 54%), and to state that they were reluctant to seek further help (91% versus 67%). These studies, combined, suggest that RCC medical advocates not only improve service delivery but also decrease survivors’ experiences of secondary victimization.

				While medical advocates improve survivors’ interactions with medical system personnel, their work cannot be done alone. It is crucial that RCC advocates create and continue to develop partnerships with medical care providers. SANEs are specifically trained to attend to the medical and psychological needs of rape survivors. SANE programs were designed to avoid the problems of traditional emergency medical care by having specially trained nurses who provide twenty-four-hour-a-day, immediate-response care to sexual assault survivors in both hospital and nonhospital settings.43 Many SANE programs work with their local RCC so that RCC medical advocates can be present during the exam to provide support to the survivor.33,34,45,46,47,48,49 Additionally, SANEs frequently are called upon to provide factual witness testimony or expert testimony.50,51 When a SANE provides testimony, they act as a witness, not as an advocate. For this reason, having both a SANE and RCC medical advocate working together to attend to the needs of a rape survivor resolves any role conflict.43

				Counseling Services

				RCCs frequently provide counseling services to help survivors, and sometimes supporters of survivors, address the sexual violence they have experienced.6,15,32 RCCs are perhaps the most visible and accessible source for rape survivors’ mental health services, as they frequently provide both individual and group counseling free of charge and do not require health insurance.6,32,52 While little is known about the types of counseling/therapy offered by RCCs, recent literature notes the prevalence of both cognitive-behavioral therapy (CBT) and a feminist and/or empowerment theoretical orientation.32

				The ways in which sexual assault affects women’s well-being is diverse—quite simply, there is no “one way” victims react to such a devastating crime. While psychological symptoms vary during recovery, many victims experience guilt, shame, fear, embarrassment, tension, crying spells, anxiety, an exaggerated startle response, depression, anger (both generalized and directed toward men), discomfort in social situations, rapid mood swings, and/or impaired memory and concentration.52 Years later, survivors are more likely to have a serious psychiatric diagnosis such as major depression, drug abuse and dependence, generalized anxiety, post-traumatic stress disorder, and obsessive-compulsive disorder.53,54,55 All of these responses may prompt a survivor to seek out counseling services. They may also seek such services as they begin to disclose their experience to others and as they attempt to build new and foster old relationships.

				Having identified survivors’ needs for counseling services, we can now turn to frequently used approaches. As mentioned, little is known about RCC counseling practices. However, CBT and feminist therapy emerge as the most commonly used approaches. CBT involves systematic exposure to traumatic memories and cognitive reinterpretation of the events.56 It can include systematic desensitization, flooding, prolonged exposure treatment, and stress inoculation training. CBT works on the assumption that remembering and visualizing feared situations can help to gradually reduce anxiety.57 CBT techniques demonstrate effectiveness in reducing fear-related symptoms; however, other factors critical to rape recovery, such as reducing self-blame and increasing social support, are not focused upon in CBT, and their effectiveness in attending to these issues is not known.58,59,60,61

				Feminist therapeutic approaches, alternatively, focus on longer-term symptoms like guilt, shame, and self-blame. They employ shared goal setting, the identification of rape as a social issue as opposed to a personal problem, and focus on gender inequities.15,62,63,64,65 Because feminist therapy places a focus on self-blame, guilt, and shame, group therapy is often preferred.13 This setting can break down feelings of isolation, help to develop supportive relationships, and promote sharing of experiences. This, of course, may not be ideal for all survivors, as preexisting psychological problems may interfere with their ability to participate in a group.66 In comparing those in feminist therapy to those in traditional counseling, Hutchinson and McDaniel67 found that those in feminist therapy showed larger improvements in regard to feelings of guilt and self-blame. Morgan68 found similar results among a group of female survivors of childhood sexual abuse as compared to a control group. CBT and feminist therapy do not need to be used in isolation. Rather, it is common for practitioners to combine different models and techniques to attend to immediate and long-term effects of rape.

				While the specific techniques and orientations employed by RCCs are not always explicitly identified, they seem to be working. Wasco and colleagues15 aimed to evaluate RCC services in Illinois. Seventy-six recipients of RCC sexual assault counseling services completed a survey before and after counseling. Survey results indicated an increase in well-being and coping and lower levels of post-traumatic stress symptoms from the precounseling survey to the postcounseling survey. Additionally, Howard et al.,64 in comparing post-traumatic stress disorder symptoms before and after counseling among victims receiving rape crisis counseling services, found reductions in distress levels and self-blame over time and an increase in social support, sense of control, and self-efficacy. These studies are promising and indicate that RCC counseling services are working. However, additional research further exploring the techniques and methods employed is necessary.

				Looking Forward

				The changes in RCCs over the years may initially suggest that they aren’t working, that something is amiss. However, this is not the case. RCCs’ continuous change and adaptation illustrates their ability to evolve with the times and to maintain their role in supporting and serving survivors of sexual assault and their communities. When RCCs emerged, they aimed to provide direct services to survivors of sexual assault. Through the decades, they have continued to place survivors and their needs at the center of direct service, and they are making a difference. Historically, the number of RCCs and the funds supporting these centers have typically increased over time, but more recent data suggest that many agencies still identify funding as the single most important challenge, and some RCCs are experiencing financial cutbacks.6,23,69 It is likely that we will see additional change. RCCs may undergo another wave of transformation in their organizational structure, or we may see changes in funding sources or financial dependence. RCCs will take these changes in stride, as they always have, and will continue with their commitment to survivors of sexual assault, to their communities, and to making change.

				Case Study

				Lisa just got to the hospital. She’s not exactly sure of what she just experienced, but she knows it didn’t feel right. She decided to come to the hospital just to get checked out, to make sure that everything is okay, and maybe to get a better understanding of what happened. After checking in at the emergency department, Lisa is taken to private room in the back of the emergency room. As she waits for the nurse, a woman with a bag walks into the room.

				The woman explains to Lisa that she is an advocate from the local RCC. She tells Lisa that she is there to provide her with information and resources, to answer any questions she has, and to support her through the process. She then asks Lisa if she would like her to stay. Lisa says yes. The advocate pulls up a chair next to Lisa and asks her if she needs anything, perhaps a warm blanket. Lisa nods, and the advocate leaves the room, shortly returning with the blanket. The advocate then asks Lisa if she wants to talk while they both wait for the nurse to come in. Lisa agrees, and the advocate takes out an envelope that has pamphlets from different organizations in their community that provide services to survivors of sexual assault. The envelope also contains a pamphlet on victims’ rights and crime victim compensation. There are handouts that Lisa can give to close family and friends to help them understand how they can support her and what she might be feeling. Lisa tells the advocate that she’s not exactly sure what happened to her and she might not need all of that. The advocate tells her that either way, she can take it with her just in case she needs it; these services are always available and she can choose to use them in the future, or not.

				The nurse comes into the room and gives Lisa an overview of the medical forensic exam, explaining step-by-step what she will do and why. As she finishes explaining the exam, the advocate interjects and tells Lisa that she can do all of the exam, parts of the exam, or not do it at all if she’s not comfortable with part of it, and that she has the right to say no to any of it. Lisa feels okay with this. She’s hesitant about the exam, but decides to go ahead with it because she knows she can stop at any time.

				The nurse then asks if Lisa would like to talk to the police and file a report of what happened. Lisa turns to the advocate. The advocate tells Lisa that there is no mandatory reporting in her state, that it is absolutely her decision if she talks to the police. The advocate further explains that this would be the first step in the legal process. Filing a police report does not mean that Lisa has to pursue prosecution, but it makes it a lot easier if she decides to later. Still, it is Lisa’s decision. Lisa decides that she does not want to file a report, and the advocate tells her that’s fine. She tells Lisa that if she changes her mind later, the RCC can provide an advocate to go with her to the police station.

				The exam then begins. The nurse does a good job of explaining to Lisa each thing she is doing before she does it. If she forgets, the advocate reminds her and asks her to explain it to Lisa. There are some parts of the exam that Lisa doesn’t like, but decides that it is okay to do them. Other parts of the exam are too much and Lisa decides she does not want them done. The advocate tells her that’s fine, and the nurse respects her decision. After the exam, the advocate gives Lisa some new clothes to wear home because Lisa decided to let the nurse collect her clothes as evidence. The advocate asks Lisa if she has any final questions. Lisa says no. After Lisa is discharged, the advocate walks out with her, and Lisa returns home.

				Several months later, Lisa has put the experience behind her. While it is still very much a part of her, she doesn’t think about it quite as much and feels as though she has moved on. She never found a need to go to counseling or use any of the other services the advocate told her about. She recently started a new job. She’s looking forward to the change. Some of her old coworkers were there the night it happened. Even though they didn’t say anything to her about what happened that night, she knew that they knew and was sure that they talked about it sometimes.

				The first few weeks at her new job are great. She is meeting new people and learning a lot. It’s challenging, but in a good way. One afternoon, her coworkers invite her to happy hour. She declines, saying she has plans already, and says that she’d love to go next time. Lisa is surprised by her own response. She doesn’t have plans. She’s not quite sure why she responded the way she did. When she gets home that night, she is still thinking about what happened. She realizes she’s worried about getting close to coworkers again and felt like she had to do this to keep herself safe. Lisa didn’t like feeling this way and wasn’t sure if it was normal. She continued to think about this over the next few days and finally decided to call the RCC. She remembered the advocate telling her that people use their services even if they aren’t exactly sure what happened to them and that she should contact them even if she’s not sure what she needs. Lisa calls the RCC and sets up an appointment with a counselor there. She is nervous but decides it can’t hurt to go.

				At the first session, Lisa is a bit uncomfortable talking about what happened. She still feels it was her fault, that she should have done something differently, and that perhaps she was making a big deal about nothing. She feels as though there is something wrong with her, that she’s not normal now. The counselor listens to her and together, they work through many of these things over the next couple of weeks. After several sessions, the counselor asks Lisa what she would think about attending a support group. She tells Lisa that she is not alone in how she is feeling and thinks she may benefit from hearing other people’s stories. It might help her to understand that she is having a perfectly normal response for what she experienced. Lisa decides to give it a try.

				Lisa is nervous for the first session and a bit uncomfortable. She doesn’t know if the other women will have similar stories. She worries that what she experienced isn’t “real” enough. Through the group sessions, she learns that she is not alone. While she is saddened to hear that other women had to go through this too, it helps her to understand that she is not the problem, that she is not broken. Lisa starts to understand that she did not choose what happened to her and it is not her fault. Going to group therapy has helped Lisa understand that the process of healing will take time, but now she is going with others instead of alone.

				What Can You Do?

				• Locate your local RCC. Your local RCC operates to serve survivors, supporters, and their communities. They are only effective if people are aware of and access their services. RAINN, the Rape, Abuse, and Incest National Network, is a great place to start. RAINN is the nation’s largest anti–sexual violence organization. You can visit their website, www.rainn.org, to find your local RCC. Additionally, you can call their national sexual assault hotline at 1-800-656-HOPE. You will be directly connected to the RCC closest to you.

				• Call your local RCC’s hotline. The hotline is there for you. Staff and volunteers cover the hotline twenty-four hours a day to provide crisis intervention and information. Many people that call the hotline aren’t quite sure how to label their experience. That’s okay. If it didn’t feel right, it probably wasn’t. Hotlines are for supporters too.

				• Schedule a counseling appointment. Recovery takes time, and healing is possible. RCC counselors are there to support you as you begin this process.

				• Attend a support group. You are not alone. Support groups provide a safe space for people with similar experiences to come together, talk, process, and support one another. Many RCCs provide support groups for survivors, loved ones of survivors, and other supporters. Contact your local RCC to find out if and when they host support groups.

				• Participate in community events. RCCs began as grassroots organizations and still thrive on community involvement and activism. Many RCCs hold multiple community events throughout the year—Take Back the Night marches, Clothesline Projects, 5K races—contact your local RCC to find out what events are coming up and how you can get involved. It’s okay if you’re not ready to lead the march; simply showing up is more than enough. In coming together, we can make change.

				• Volunteer. RCCs still depend on the commitment and passion of dedicated individuals to provide services and make change. They are always looking for volunteers to provide advocacy services for survivors, to work the crisis hotline, to help out at community events, to provide education and outreach services, and to staff their resource libraries. Contact your local RCC to find out how you can help. Working with sexual assault survivors is both rewarding and challenging. Volunteering with your local RCC may be an empowering experience, but it should not be used in place of therapy or counseling. Taking care of yourself is most important. If you choose to volunteer, collaborate with others at your RCC to develop self-care techniques and ways to support one another.
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				Eye Movement Desensitization and Reprocessing for Sexual Assault

				Diane Clayton

			

			
				“Pain in this life is not avoidable, but the pain we create avoiding pain is avoidable.”

				—R.D. Laing, M.D.

				Victims of Sexual Assault

				In a traumatic event, the body’s natural reaction is the “fight, flight, freeze, or collapse” response. Memories of sexual molestation affect the victim’s behavior, self-esteem, motivation, and general beliefs they have about themselves. It is not unusual for untreated sexual assault victims to use avoidant behaviors to inhibit these overwhelming and disturbing memories. They often engage in compulsive behaviors and may turn to substance abuse.1

				In my thirty-two years of treating recovering female addicts, I have observed that 75% had a history of sexual abuse. These victims feel dirty, think of themselves as unlovable, and may experience some form of sexual dysfunction, ranging from lack of sexual desire to compulsive sexuality. The younger and more chronic the sexual abuse, the more fragmented and fragile is the victim’s personality structure. 

				Using eye movement desensitization and reprocessing (EMDR), the therapist is able to guide the client through these painful memories. Thoughts and feelings of worthlessness and powerlessness are replaced by those of worth and dignity. The victim stance is replaced by healthy self-awareness and stability.

				What Is Eye Movement Desensitization and Reprocessing?

				In this chapter we are going to explore the complex model of EMDR. It is a phase-oriented approach to therapy based on principles and protocols designed to move the recipient of treatment through a process that is extremely prescriptive, and empowering.

				EMDR is a rapid, safe, and effective psychotherapeutic modality when used in the treatment of sexual assault and other trauma-induced pathologies. It was discovered in 1987 by Francine Shapiro, Ph.D., while she was researching ways to reduce stress. Dr. Shapiro noticed that after rapid eye movements a disturbing event in her own life was no longer as disturbing. She believed she had tapped into a natural healing process much like the body’s attempt to heal a wound.2

				It was initially named eye movement desensitization. After further research, Dr. Shapiro published the first study3 addressing symptoms of post-traumatic stress disorder found in combat veterans and rape victims. This study revealed that after only three to five sessions the symptoms of post-traumatic stress disorder (hypervigilance, flashbacks, and nightmares) were extinguished. 

				For these tortured souls, the war was finally over and the rape had finally ended. This was as important a discovery for mental health counseling as the laser had been for surgery. From these humble beginnings EMDR has evolved into a therapeutic modality that is effectively used in treating everything from anxiety to dissociation. 

				In 1990, Dr. Shapiro noticed more was happening than just desensitization. It was as if a digestion of the memory had taken place. The participants had stopped reacting to the event with overwhelming anxiety but had metabolized and integrated the experience. The name was changed to eye movement desensitization and reprocessing.2 

				EMDR has many components of other therapies: cognitive, behavioral, psychodynamic, family systems, and experiential, just to name a few. All of these components are found in the procedures and protocols in EMDR and work faster than any of the therapies do individually. EMDR is combined with other modalities in the treatment of complex post-traumatic stress disorder such as ego state therapy.4

				It has become one of the most researched psychotherapies. Most research has been on simple trauma as opposed to complex trauma. Information regarding research can be found on the website of the EMDR International Association at http://emdria.org and the Francine Shapiro Library at http://emdr.nku.edu. The Journal of EMDR Practice and Research is dedicated to publishing EMDR’s newest findings. 

				How Does Eye Movement Desensitization and Reprocessing Work?

				Despite its proven effectiveness, EMDR has been criticized by some, perhaps because it is not known exactly how it works. Several theories have been postulated. Dr. Shapiro uses the language of neuropsychology to explain her theory. Her explanation is called adaptive information processing (AIP) theory. The AIP model proposes that the unconscious is composed of stored memories that guide us automatically like a well-worn path. These unprocessed memories are networked with or linked to certain other memories, emotions, and distorted thoughts and beliefs, and they elicit physiologic sensations. These emotions, thoughts, and feelings then arise in the present and cause disturbances. 

				Processing these memories frees the individual to respond more appropriately in the present. How EMDR accomplishes this “processing” is still a matter of debate in the scientific community. However, this therapeutic model guides treatment planning and predicts clinical outcome consistently in EMDR. The client is able to connect to more positive information that was previously blocked from awareness by traumatic memories. 

				Researchers have referred to EMDR as going beyond a talking cure and checking into emotions and bodily sensations while noticing mental content.5 EMDR gets behind words and taps into the unconscious. PET scans after EMDR showed an increase in prefrontal lobe activity. Before EMDR, PET scans revealed more activity in the limbic system. These results indicate that the client is functioning in the present rather than reacting from emotionality and events from the past.

				Laboratory studies of eye movements6 have revealed effects on memory components. These studies have revealed that the following changes take place after eye movements:

				• Decreased vividness of memory images and related thoughts

				• Decreased emotionality related to memory images

				• Physical changes such a lowering of the heart rate, skin conductance, and increased heart rate variability

				• Increased cognitive recall of words and early childhood memories

				• Increased episodic memory

				The Eight Phases of Eye Movement Desensitization and Reprocessing

				The “treatment goal for the individual is to get the most profound and comprehensive results in the shortest period while maintaining a stable client within a balanced family and social system.”7

				EMDR is a client-centered, complex, eight-phase approach to psychotherapy. The more extensive the abuses, the more extended are the different phases. The sessions are generally ninety minutes long. The following description characterizes the EMDR protocol, though the particulars are unique to each individual. 

				Phase I: History and Treatment Planning

				During the first phase of treatment the therapist takes an extensive history, if this is not too overwhelming for the client. It is essential to establish rapport and build trust in this phase. When someone has had an extensive sexual abuse history, they may have difficulty talking about the event or in some cases remembering the event. The psyche protects itself by creating amnesia barriers when an event is too overwhelming.8

				Many victims blame themselves instead of their abuser and feel shame and humiliation about what has happened to them.9 They may experience self-loathing and have difficulty talking to anyone about such a traumatic, life-changing event. The therapist may get only parts of the story at this time if the client is too overwhelmed. 

				The therapist then determines if the client is appropriate for EMDR and if the client is emotionally stable enough at this point for processing. Stable implies that the client is functioning and living in a stable environment. The client is screened for dissociation. According to Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV), “the essential feature of dissociative disorders is a disruption or alteration in the usually integrated functions of consciousness, memory, identity or perception of the environment. The disturbance or alteration may be sudden or gradual, and transient or chronic.”10

				Dissociation is a defensive pattern used by victims of complex trauma that enables the blocking of memories that are too overwhelming. While EMDR does not cause dissociation, it does bring it to the forefront if it exists in the individual. Using the standard protocol in EMDR with this population will destabilize and open up an overwhelming response. Screening is a safety precaution. The client may need more rapport building and be resistant to working on these memories immediately.

				Phase II: Preparation

				Trauma is stored in fragments in the memory and locked in with the feelings, sounds, smells, and body sensations, as if frozen in time. EMDR processing releases a lot of emotional tension, and the client may abreact during processing. 

				Phase II prepares the client for processing. A concise but thorough consent briefing is completed in which the client is carefully informed of what to expect in treatment and reassured that control over the process rests entirely with them. Self-control techniques are taught. When processing, the client will experience the trauma again, but in a very short period of time, while being oriented to safety in the present.

				The method of bilateral stimulation (BLS) is chosen. BLS is one of the features that make EMDR a unique therapy. Bilateral eye movements, hand taps, or sounds are employed while the client assesses the disturbing memories. The client follows the therapist’s fingers or a light bar designed to move the eyes rhythmically back and forth. Tapping or sounds may also be used to stimulate processing. The therapist chooses the type of BLS most fitting to the client’s individual needs. 

				If the client has had extensive abuse, the preparation phase will be extended and ego-strengthening exercises will be used to prepare the client and help establish the courage to face their trauma. 

				Phase III: Assessment

				The goal of this phase is choosing the target memory to be processed first. There may be several targets, but the first is chosen based on what the client feels ready to process. Generally the earliest memory that started the negative beliefs about the self, known as the touchstone event, is identified with the present triggers and symptoms. Beliefs often espoused by sexual assault victims are “I am not lovable” or “I am not good enough.” 

				The client identifies a memory and brings forth the image that represents the worst part of the memory. The negative belief about the self is contrasted with what the client would like to think about the self and compared to how true the positive statement is in the present. 

				The client is asked to identify the emotions associated with the memory and how disturbing these emotions are in the present. This is rated on a scale of 0 to 10, referred to as the subjective units of disturbance scale.11

				The client then focuses on the body sensation associated with the memory. After this baseline information is gathered the client is ready to move to the fourth phase, desensitization.

				Phase IV: Desensitization

				This is the phase where processing begins. The client holds the disturbing memory, the negative cognition, and body sensations in mind while the therapist starts the bilateral stimulation (BLS). 

				The client allows whatever internal experience is happening for them to emerge as they hold the memory. Through observing the client’s face while processing, the therapist determines when is a good time to give the client a break from processing by saying, “Take a deep breath and blank out the memory.” The therapist requests that the client share their experience. There are no right or wrong answers. The client shares what they have experienced internally and then returns to the last part of the memory, processing more with BLS. 

				When the client starts processing the event or events, the individual focuses on what happened but does not remain fixated on the event while processing. Information may emerge that the client had forgotten. Positive connections start to occur. The client moves through the different memory channels related to the event. Processing may plateau at different points, and the client is taken back to the target memory. 

				The therapist acts as a facilitator and stays out of the way of the processing. Only if the client gets stuck or derailed does the therapist intervene. The goal is to move the processing along until the memory channels are cleared and the disturbance is brought down to 0 or 1. 

				The client is taught to just observe and let whatever happens happen, like watching the scenery from a train. The processing follows, using targets from the past, present and future. Anticipatory anxiety about the event in the future is processed along with the past and present targets. Much of what happens for the client is free association. This is where tapping into unconscious material allows the client to get beyond words and make a connection, giving insight not readily achieved through talk therapy. 

				Phase V: Installation

				Installation involves taking the positive belief identified in the assessment phase and pairing it with the identified trauma memory. Bilateral stimulation is added to reinforce the positive belief changed from the negative cognition. 

				The client holds the original image and the positive belief about the self before starting the eye movement sets. The installation continues until the client feels that the positive cognition is true. The client is asked to rate their belief on a scale of 1 (false) to 7 (totally true). This is referred to as the validity of cognition scale. 

				Phase VI: Body Scan

				After the desensitization of the negative cognition and the installation of the positive belief, a body scan is taken. It consists of having the client scan down their body mentally, noticing any residual tension while thinking about the original target and the positive belief about the self. If tension exists, it is processed with bilateral stimulation. 

				Phase VII: Closure

				This is the last phase completed before the client leaves the session. The client is instructed to keep a log of memories along with the cognitions, emotions, body sensations, and level of disturbance. This teaches the client that they are larger than the events in their lives and to observe themselves without acting. The log is used to determine the direction of the next session.

				If the client is continuing to experience some disturbance at the end of the session, then a full debriefing is completed. The client uses self-control techniques and is grounded to the present. The goal is always to have the client leave in better shape than when they came into the session.

				Phase VIII: Reevaluation

				When the client returns for the next session, the processing that was completed in the previous session is evaluated. If the positive cognition has continued to be valid and the memory is no longer disturbing, then the log may be used to determine a new target for processing.  

				Research has shown that fidelity to the protocol is necessary to get the desired results in treatment. One should seek a therapist trained in programs approved by EMDR International Association. This serves as the governing body overseeing the training and education in EMDR. New and innovative strategies are researched as part of their mission. 

				Ongoing Impact of Sexual Assault

				Sexual assault victims may experience anxiety, phobias, panic, and/or depression. The longer an individual goes without treatment, the more impact the trauma and avoidance behavior will have on the victim’s life and affect the decisions they make in the present. 

				The victim engages in self-defeating behavior with unintended negative consequences. Processing allows new connections to be made so decisions in the present are clear and not colored by the past trauma and avoidance. Failing to attend treatment creates a domino effect, creating more pain and low self-esteem. 

				Sexual assault is so much more than the event itself. The person is left with feelings of helplessness, powerlessness, self-blame, and shame. Bad choices after the event create more feelings of self-loathing. 

				Post-traumatic stress untreated can last for a lifetime, leaving the victims with chronic symptoms and loss of potential for a happy life. The following case is an example of the effects of delayed treatment.  

				The Case of Emily

				In 2006, Emily was drugged and kidnapped by a sexual predator and raped repeatedly for two days. The drug left her paralyzed for a period of time. After escaping from the predator she felt dirty and blamed herself. Emily is a white, middle-class, female, thirty-six years old, and divorced; her life changed overnight from this event.  

				She had met the man in a restaurant on a date, and while she was in the bathroom, he put something in her drink that caused her to feel disoriented. He then offered to give her a ride home. Unable to drive, she accepted his offer. While unable to move from the effects of the drink, she was trapped in her house with this man.

				After the terror and repeated rape, she blamed herself and started acting out her feelings of self-blame and -loathing. For two years after the event Emily used alcohol and drugs to numb her pain. She was arrested numerous times over a two-year period. On the last occasion of her arrest, she was kept in jail for a month. After this happened she sought treatment. 

				The psychiatrist recognized that Emily was not alcohol dependent but suffering from post-traumatic stress disorder. After six sessions of EMDR, Emily processed through the rape, her feelings of being dirty, and the humiliations of being arrested. She stopped drinking and using drugs and returned to her former functioning self. She had been competent and successful before the rape. The two-year delay in treatment had been costly both emotionally and financially to Emily. From a recent contact she reports her life is going well. The treatment effects have held over time.

				Early-Life Impact of Sexual Abuse

				Ongoing sexual abuse before the age of six, mixed with other life instabilities, may lead to complex post-traumatic stress disorder.4 The personality fragments into different ego states to accommodate the needed duality of existence. This may happen when sexual abuse is perpetrated by unstable parenting figures. 

				A distant mother and raging alcoholic father that sexually abuses create overwhelming fear, insecurity, and confusion in a child, creating inadequate attachment.

				Children often identify with their parents, and if one is an abuser, the child’s survival is dependent upon the abuser. The child labels itself as bad, rather than the parent, to ensure its own survival. The child will punish itself. Ironically, in order to feel safe from harm, the child may abuse herself. The child often experiences emotional deregulation and may engage in self-harm such as cutting. 

				Dissociation runs on a spectrum. Splitting of the personality may result. To protect itself, the psyche may develop alternative ego states. The following case is an example of ego splitting.

				The Case of Maria

				Maria is a forty-two-year-old divorced female of first-generation Spanish/Italian descent with a sixteen-year-old son. She is an educated businesswoman, beautiful and bright. She began experiencing flashbacks and terrible nightmares six years ago. When the flashbacks occurred, she thought she was losing her mind. She started seeking treatment, and over the course of four years, she received many different diagnoses, depending on how she presented at the time of her appointments. One diagnosis was attention deficit disorder, and she was placed on medication. Several more diagnoses followed. None of the treatments she received improved her hopeless mood or improved her ability to function. She had shut down and isolated herself. 

				Due to nightmares and flashbacks, Maria became fearful of staying in her home. She spent a good deal of her resources staying in hotels to feel safe. After four years of missed diagnoses and failed treatment, she entered EMDR treatment.

				In the flashbacks were childhood memories of being sexually fondled by her father for as long as she could remember. He had been a “gypsy” and was raised in a culture where he had learned to steal and had been sexually molested himself. Maria’s abuse was ritualistic in nature. Objects had been inserted into her vagina. She remembered the pain being so unbearable that she would escape into a fantasy in her mind. It was like she would leave her body and look down upon the event. Her parents had told her she was special and that she would be ahead of the other girls her age. Her father was an erratic alcoholic, and her mother was rejecting and emotionally distant. 

				The memories of the molestations had been buried. Maria had difficulty sleeping for most of her life. She did not understand why she had such difficulty. When the memories started surfacing, she asked her parents, who denied any such thing ever happened. This further reinforced her fear that she was losing her mind. Her parents cut off their relationship with her after the confrontation. She felt abandoned and had little reason to live. After doing some research, she found her suspicions were well founded. Her father had been arrested for fondling another child. Other buried memories returned. 

				When she was a child, because of her father’s erratic behavior, the family was ostracized by the community where they lived. Other children were not allowed by their parents to play with Maria. She had attended many schools, never able to maintain friendships. She felt alienated and rejected. Her friendships would abruptly end as people in the neighborhood witnessed her father’s behavior. As a small child, she recalled being taken to many different hospitals on numerous occasions for urinary infections. Most of the abuse occurred before the first grade.

				After some time in treatment Maria started to trust her judgment that her flashback memories were real. Because of her dissociation, she had memory lapses and would often awaken in a childlike state. This was terrifying. Sometimes she would find work she had done that she did not remember doing. She felt very young and small and did not remember how to use phones or computers or respond to e-mails. Awakening from the nightmares was difficult. She knew she was not herself and struggled to get back to her normal functioning. Aware of her condition, she understood when she switched from an adult to a childlike state. 

				After Maria was stabilized and was taught grounding techniques, she started EMDR processing. For the first time in her life she started sleeping through the night. She processed old memories, and the pieces of her life started to make sense, like pieces in a puzzle. She started to feel more control over her life. She became more hopeful.

				Prior to treatment she had planned to commit suicide when her son completed high school. After two years of treatment she had worked thought much of the painful memories. 

				Because of the insecurity she felt in the attachment and bonding experience with her parents, she has not yet overcome her fear of connecting to people. She has difficulty in relationships. Either she tends to cling or run away from them. Her attachment is a disorganized one. She is now working on this problem and is more hopeful about her future. 

				Utilizing grounding techniques and orienting herself to be present most of the time, she has realized her potential to be a high-functioning adult. 

				Complication in Processing

				Victims while in processing often get stuck around beliefs regarding responsibility, safety, and choices.2 A cognitive interweave is brought into EMDR processing when the client has difficulty in these areas. A cognitive interweave created by Dr. Shapiro may be a statement or giving of information to the client needed to move the processing. 

				The therapist integrates the new information with BLS. Clients have difficulty feeling safe in the present, particularly sexual abuse victims. Many were threatened at the time of the assault and may feel that if they disclose what happened, they will be harmed. Victims, particularly children, have fear of disclosure. Although the person may be an adult now, the fear of disclosure is still locked in the body and psyche. 

				Victims of pedophiles experience confusion in processing regarding responsibility because pedophiles groom their victims before abuse. The pedophile may be generous financially, provide nurturing, and make the child feel special. A loyalty and bond develops between the victim and predator.

				The experience of an assault combined with having their abuser provide positive things for them creates a trauma bond.9 The victim may willingly participate, feeling they owe the perpetrator. Reenactment is a common behavior for the victim. The female victim may compulsively go from one abusive relationship to another if treatment does not occur.

				Because of the developed loyalty to the perpetrator, the child fails to disclose, feels confused about their participation, and blames herself. This creates a “double bind” for the victim. Processing is more difficult because of these confused feelings. Psychoeducation for the victim regarding grooming behavior relieves some of the confusion. The following case is an example.

				The Case of Sara

				Sarah is now in her twenties, a white, single, poor female from a southern state. She is experiencing anxiety and depression. She grew up in a single-parent family where her mother was weary with two jobs and had little time to spend with her. She had experienced emotional deprivation and loneliness as a child and teenager. When she was in high school, her gym teacher had taken some interest in her. The teacher would invite her to her home and showed special interest in her. 

				After a while the teacher started soliciting sexual favors from Sara. It left her with feelings of self-loathing and self-hatred. She started cutting herself. Later, when in EMDR therapy, she was stuck feeling that the gym teacher was the only one who had cared about her. To give up the belief meant that she was unlovable and unworthy. Sara could not win with either cognition. It took months for the client to work through her stuck processing.

				EMDR with Complex Trauma

				EMDR can be very powerful in moving the victim to trauma resolution. It can also be destabilizing if processing ensues too quickly and the standard protocol not modified. Complex trauma with EMDR has not been researched as completely as single events. The current research indicates that using Resource Development installation, titrating the trauma in processing, and extending the preparation phase produces the best results.12 Hypnosis, ego state therapy, and cognitive therapy combined with EMDR strategically helps the client to develop a higher level of affect tolerance. This is needed for the client to tolerate the abreactive responses commonly experienced in EMDR processing. 

				More research is needed on complex trauma and EMDR. Many pioneer therapists are forging ahead and developing techniques in stabilization and processing with EMDR, keeping the client oriented to the present. Dr. Shapiro initially recognized the EMDR Dissociative Disorder Task Force13 to make recommendations and guidelines outlined in her second-edition text.2 

				Theory of Structural Dissociation of the Personality

				Theory of structural dissociation of the personality (TSDP) postulates that the personality of traumatized individuals is unduly divided in two basic types of dissociative subsystems or parts. One type involves dissociative parts primarily mediated by daily life action systems or motivational systems. The other type involves dissociative parts, fixated in traumatic memories, primarily mediated by the defense action system. The more severe and chronic the trauma, the more dissociative parts can be expected to exist.8 This theory helps to guide the use of EMDR with complex trauma and dissociative disorders.

				In sexual assault the victim attempts to integrate the experience. The ability to integrate preserves their mental health and guides them in an action plan. When integration is unsuccessful, the survivor may split off the emotional part of the self from what presents as the apparent normal part. The greater the trauma, the more fragmented are the parts of the self.8 This means in treatment that longer preparation is required to not overwhelm an already-stressed system that could totally decompensate without creating a structure for treatment.  

				Structural dissociation is found to exist in different categories: primary, secondary, and tertiary. Primary dissociation involves all forms of trauma and includes post-traumatic stress disorder. There is some splitting of the apparent normal self and emotional parts. In secondary dissociation there are more emotional parts and one apparent normal self. In tertiary disassociation there are many parts of self as a result of more traumas.8 An incorrect diagnosis and premature processing can be a disaster for the client. While EMDR is very effective, a healthy respect for its impact is important for the therapist and the client. Treatment must be phase oriented with much preparation and stabilization. The standard protocol described above must be altered to accommodate the complexity of the individual.

				In summary EMDR is a powerful, effective psychotherapeutic modality that is still evolving with new research for treating all traumatic disorders. There is hope for those that prior to EMDR had poor prognosis for recovery. With EMDR used by a well-trained therapist there is a light at the end of the tunnel. The client can hope to have a full recovery and have the quality of life possible before trauma. Fidelity to certain phases of the protocol is important. The client must be ready to face their trauma and prepare to be empowered by the process. 
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				Family Systems and Recovery from Sexual Violence and Trauma

				Amy Tuttle

			

			
				The core experiences of psychological trauma are disempowerment and disconnection from others. Recovery, therefore, is based upon the empowerment of the survivor and the creation of new connections. Recovery can take place only within the context of new relationships; it cannot occur in isolation. In her [his] renewed connections with other people, the survivor re-creates the psychological facilities that were damaged or deformed by the traumatic experience (p. 133).1

				. . . Relationships are central to health and key to treatment (p. 391).2 

				Multisystemic, resilience-oriented practice approaches help families and communities expand their vision of what is possible through collaboration, not only to survive trauma and loss but also to regain their spirit to thrive (p. 224).3 

				The fields of psychotherapy and psychology have provided survivors and mental health professionals with unique and multiple paths to recovery and healing. Though many of the “paths” and approaches have traditionally focused on healing the survivor, family-oriented treatments and interventions have provided a multisystemic, relational approach to facilitating this process. This chapter will examine a family systems understanding of the process of recovery from sexual violations and traumas. A family systems perspective and the systemic effects on the individual, couple, and family will be explored, and strategies for healing, case examples, and recommendations for survivors, family members, and mental health professionals will be presented. 

				Family Systems Orientation

				A family systems orientation supports the notion that families are “causative in generating or maintaining symptoms,” a perspective that facilitated the development of the field of family therapy (p. 12).4 Differing from traditional psychodynamic approaches that focused on the intrapsychic, the past, and the individual, systemically orientated approaches conceptualize change and healing from an interactional, process-oriented perspective. 

				From a family systems perspective, every individual is relational; “a competent identity does not develop in isolation, but in constant relationship to others,” and when an individual experiences trauma or violence, others, including family members, are impacted (p. 27).5 Several characteristics highlight how a family systems–oriented perspective serves to describe problem development, change, and healing. These include (a) recognizing processes of overt and covert forms of communication, (b) viewing interactional dynamics from a process-oriented perspective in which patterns and structure are highlighted, and (c) attending to the connection between social context and the interaction and interrelatedness between individuals and the family. 

				Early family researchers, such as Don Jackson and Jay Haley, contended that instead of examining only the intrapsychic and biological contributions to problems, one must consider interactional, process, and relational-related dynamics; specifically, how one communicates. For instance, in their early studies on schizophrenia, they challenged the perspective that biological and other internal processes supported the diagnosis and in turn developed interventions that addressed family roles, rules, and structure. They asserted that “one cannot not communicate,” as communication is essential to understanding the system, and thus, “communication implies a commitment and thereby defines the relationship” (p. 51).6 Similarly, family scholars, such as Jay Haley and Salvador Minuchin, highlighted the interactional characteristics of systems. They supported the notion that problems develop and are maintained in the relationships within families, and therefore, solutions and change are managed by reorganizing family structure, power, and hierarchy; altering communication patterns; and identifying alternative meanings and perspectives. 

				Lastly, interactions and relationships are connected in a social context. The self is social and exists in social interaction with others; thus the mind is inseparable from the context around it. This socially constructed idea of self cannot be thought of as residing within an individual, but rather is created and maintained between people. From this perspective everyone is inherently relational, and models of therapy emphasize the interpersonal and interactional creation of meaning and experience. Thus, individuals and families may also be viewed as functioning within larger social systems (e.g., family of origin, communities, and larger systems), and they are impacted by dominant social discourses.7,8 This view of self is popular among contemporary family therapists who base their work on social constructionist theories.9,10,11 

				Families, Larger Systems, and Sociocultural Contexts

				During the late 1970s and early 1980s, issues of gender and culture began to emerge in the field of family therapy, and family scholars began to acknowledge that all families are influenced and reliant upon other systems as well as sociocultural and political contexts.12 Not only are we challenged us to re-vision family systems theory, but we must also address and revise how we are defining and describing a family. Traditional notions of family and family intervention must “make room for the unspoken structures, the cultural, racial, class- and gender-biased hierarchies that are the underpinnings of our society” and “think of families in terms of the communities they live in” (p. 6).12

				By expanding our vision of families and acknowledging the realities in which families exist, it is important to integrate contextual issues into conversations, treatment, and healing practices to enhance the change process. For instance, Minuchin and Aponte highlighted intervention with diverse and poor families, Boyd-Franklin and Lindblad-Goldberg published literature on multisystemic and ecosystemic approaches and interventions, and Hare-Mustin, Walters, Carter, Papp, and Silverstein published on gender and feminist critiques of the field. These family scholar pioneers opened the space to integrate issues of spirituality (e.g., Walsh), immigration (e.g., Falicov), cultural and family of origin (e.g., Garcia-Preto, Moore Hines), and diverse family structure (e.g., Nealy) into healing from multigenerational trauma, sexual violence, and other forms of abuse.

				Changes within society and family therapy opened the possibility for inclusion of the cultural aspects of the family into healing from sexual violence and trauma. In this process, families and mental health professionals may consider sociocultural and political forces that impact the recovery process and work to expose “dominant cultural norms that have contributed to the client’s abuse and oppression” (p. 15).13 Further, issues of gender, culture, sexual violence and trauma, and sociocultural implications and meanings of victimization must be considered, and issues of masculinity and sexuality ought to be considered to avoid dominant social discourses leading to isolation and oppression. 

				Family Systems and Recovery from Trauma

				Consistent with family systems theory, trauma and violence inflicted on an individual impacts not only that individual, but the immediate family members, extended family members, and future generations.14 Researchers13,15,16 have addressed reactions of family members and a disruption in the structure of the family when a child experiences physical and medical traumas, and literature17,18 has highlighted the influence of childhood sexual abuse on trust and intimacy in relationships with family members and friends. These researchers have supported the idea that though one individual may directly experience a violent or traumatic incident, family members and others may be affected by the event, thus resulting in a form of secondary trauma. Secondary trauma may be experienced by an individual whose family member (or significant other) is violated or has experienced some type of traumatic event.19,20 Barnes (1998, 2005)19,20 and Pfefferbaum (1997)21 have addressed the systemic nature of trauma response and experiences of parents when a child is violated or traumatized. This notion of systemic traumatic stress results from the “sudden demands imposed on each member of the family system and the resultant change in relationship patterns” (p. 83).20 This secondary trauma not only affects the parents, but other members of the family, family structure, roles, and organization. Therefore, intervention and healing invites a family systems orientation and involvement and support of the entire family and community.22  

				Family Systems Recovery Process

				Survivors, families, and communities must develop more effective strategies for navigating through the healing process to develop alternative, family-oriented ways to relate to the sexual violence and trauma. Integrating literature from a family systems perspective and supporting inclusion of family in the healing process,19,20,23,3,22 family systems recovery from sexual violence and trauma invites two core areas of exploration: (1) sharing experiences related to the violence and abuse and (2) identifying the role of culture and context. 

				Stories of trauma. Consistent with a family systems perspective, survivors and family members are impacted by the trauma of sexual violence and abuse. Survivors experience the direct emotional and physical symptoms, and family members experience secondary trauma; thus, the system experiences systemic related trauma.20 For instance, those in relationship with one who has been sexually abused or violated may experience guilt, fear, and helplessness related to the inability to protect another and prevent the violent act or abuse. Therefore, each member of the family system may experience the negative emotional and psychological consequences of the traumatic event. 

				Sharing stories and expressing experiences about the traumatic event and related emotional and psychological symptoms assist the survivor and family members in healing by acknowledging and processing their experiences related to the event.23,3,22

				When painful or unacceptable feelings can’t be expressed and supported, or when differences are viewed as disloyal or threatening, there is a higher risk of somatic and emotional disturbance, destructive behavior, and substance abuse (p. 214).3 

				Further, Johnson (2004) writes that expression of emotion organizes “interactions between the couple [and family] as music organizes a dance” (p. 500).24 Therefore, sharing stories and experiences of the violent, traumatic event open up possibility for a deeper level of trust, intimacy, and connection in relationships while creating alternative meanings and ways to understand the trauma or abuse incident.

				As noted above, expression of experience is important to the healing process. However, how survivors and family members communicate their experiences and the effects of a traumatic event provide insight into the organization and structure of the family, highlighting possible destructive relational patterns. As literature on the impact of child trauma and violence contends, the family structure and roles may be impacted by the traumatic event. Thus, as experiences and stories are shared, how the family communicates and interacts is important to address. For instance, if a member of the family is distant and aloof, the traumatic event may shift or even highlight their role in the family. A shift in role or structure has the potential to reengage the distant, aloof member in the family system. On the other hand, if a shift doesn’t occur, additional intervention may be initiated to increase family support and connection. Sharing experiences and stories of the effects of the trauma provides family members opportunity to engage and support all members. 

				Just as sharing stories of how the survivor and family members have managed through the crisis is important to healing and recovery, so is the process of sharing stories and experiences of how the family and survivor have developed the courage and strength to cope with the trauma. Themes of hope, resilience, and strength are important to examine25,26,3 and may be introduced and explored in the conversation. Stories of resilience and courage provide opportunities to further explore the meaning of the event and develop healing family rituals and resources. 

				Role of sociocultural and contextual issues. Sociocultural and contextual issues are a significant part of a survivor’s and family member’s experience.23,3,22 Sociocultural influences provide insight into how the survivor and family members approach, understand, and thus heal from the trauma, highlighting the influence of gender, culture, and dominant social discourses on each person and the family. Further, sociocultural influences on the structure of the family and roles of individual members may be explored to assist with the healing process. 

				Sociocultural issues may provide the survivor and family with ways to understand the effects of the trauma and assist in the identification of internal and external resources. Further, survivors and family members may reflect on relational connections and possible opportunities to strengthen and reconnect with their sense of spirituality, extended family members, supportive systems, and community resources. 

				Family Systems Recovery Process: Tasks

				Family members and survivors’ collaborative recollection of the effects of violence and trauma on the family and related sociocultural issues rebuild and strengthen relational connections in family relationships. These connections not only increase support, but also provide opportunity to further examine individual and family resources, acknowledge the event and the resilience of the family, and identify possibilities for the future. To facilitate this process of healing, survivors and family members may work toward (a) identifying, exploring, and integrating internal and external individual, family, and community resources; (b) acknowledging the event and resilience of the family to utilize in the healing process;23,3 and (c) extending resources, strengths, and family stories of resilience into the future. 

				Internal and external resources. Mental health clinicians and family members must provide opportunities for exploration of individual, family, and community internal and external resources. By providing a safe place to express memories and experiences of the trauma, as well as inviting exploration of strength, courage, and resilience, family members, friends, mental health professionals, and members of the community can assist in the healing process and expose the internal and external resources required for change and recovery. 

				Individual and family system internal resources and strengths assist with building resilience in the family system. These may include courage, hopefulness, faith, and spirituality. In addition to internal resources, external resources and relationships or connections with extended family members, friends, and the community are important to identify and utilize. External resources may include relationships with others or involvement in a faith or spiritual community. Possible questions to access internal and external resources include:

				1. How have you (survivor and family members) managed to get to this point? 

				2. Tell me about your (survivor and family members) courageous attitude in getting you here?

				3. What do you and your family members do when things aren’t going well? What do you and your family members do in time of crisis? 

				a. Have you or family members turned to religion, faith, spirituality, and/or a higher power? How has this helped in the past? How can it help now? 

				4. What strengths do you (survivor and family member) have that have assisted in this situation? 

				a. How have you used it? How did you get it? 

				b. Who helped to notice that strength? Who was the first to notice this strength in you? 

				c. Who else in the family has that strength? How does that strength show itself in the family? 

				d. What strengths have others noticed? 

				5. Who do you (survivor and family members) turn to in time of crisis? 

				a. Why did you turn to this person or group? How were they helpful? How can they be helpful now?

				Acknowledge the event and the family’s resilience. As survivors and family members share their experiences and stories of abuse and trauma, it is important to listen for internal and external resources that may highlight individual and family resilience. Family resilience may be acknowledged in stories of survival and strength and through the development of family healing rituals. Family healing rituals, for example, are structured actions or activities that highlight a developmental or family transition or transformation.27,28 They may be developed to acknowledge and heal from a trauma and may integrate the family’s cultural heritage and customs. For instance, communities and families celebrate holidays and participate in activities, such as candlelight vigils, funerals, and memorial services, to remember an event. These ritualized activities provide opportunities to remember the positive and negative effects of an event. The following questions may be introduced to assist families in developing family healing rituals:

				1. What are some of the customs or rituals your family uses to acknowledge important events or holidays in the family? How does your family celebrate and remember events?

				a. How can you and your family use this custom/ritual to remember this event? 

				b. What are the positive aspects or areas of growth and strength you and your family can acknowledge? Are there negative aspects or stories you’d like to “remember” during the ritual? 

				c. How can you use parts of your cultural heritage to develop a family activity or ritual? 

				2. How and what would you like to remember (positive and negative aspects) next month? Next year? In the future?

				Extending meaning and connection into the future. Survivors’ and family members’ healing process may include identifying how they can grow and possibly learn from the events and effects of the trauma and violence. Deeper meanings and relationships can result, thus increasing support and understanding. Families may draw upon internal and external resources, strengths, and relationships to facilitate this process. Examining alternative ways to understand the violent, traumatic event may expand meaning and consequences of the event and invite a more fulfilled future. Questions to access possible alternative meanings and envision these alternatives in the future include:

				1. What have you (survivor and family member) learned? How do you see yourself and your family using this in the future?

				2. How are you (survivor and family member) and your family members different? Given these differences, how do you see yourself and your family members in a year from now, five years from now, etc.? 

				3. Who have you (survivor and family member) felt most supported by? Who have you reconnected with? Who has surprised you with their support?

				Family Healing Activities

				Family healing activities support the family recovery process and promote healing for the survivor and family. These activities and exercises may be initiated and performed by the survivor, family member, mental health professional, or community member. Further, these activities highlight the impact of the traumatic event on family relationships, interactions, and communication and attend to the influence of the social context. 

				Assess the Role of the “Family” Members and Community

				As we consider a family systems understanding of sexual violence and trauma, we need to remember that “children [and families] need more than one or even two adults to raise them, and adults need more than one or two close relationships to get them through life” (p. 7).12 Therefore, it is important to consider who else may be involved in the healing process, including extended family members, friends, and others in the community. These others may serve as witnesses to the stories of resilience and provide insight into other strengths and resources the individual or family may be unable to notice.

				For instance, a European American single mother, Carol, entered therapy to address the sexual abuse of her two daughters, Anna, age thirteen, and Beth, age fifteen. The girls were sexually abused by their stepfather for over ten years, and he was recently convicted and incarcerated for the abuse. As the therapist explored the reason for treatment, the family’s support network was explored. The therapist learned that Carol was very connected to her church “family.” The therapist and family members explored how the church “family” supported them before and after the abuse was disclosed. Each person in the family reflected on feeling “better” when they ask their faith community to pray for their strength and healing. Carol stated that she often meets for Bible study on Thursday nights and the girls shared their experiences in the weekly youth group. Specifically, Anna said that there are times at the end of the youth group meetings in which the youth director asks for prayer requests. Anna and her family suggested that Anna ask the youth director to pray for strength and healing in her family. Together, the family identified the people in the church they can “lean on” for continued support. 

				Construct a Trauma, Resources, and Recovery Family Genogram

				Family scholars, such as Murray Bowen and Monica McGoldrick, provide a visual method of exploring and documenting intergenerational trauma and resilience within the family. The genogram, family diagram, or family tree provides families with visual representation of who is in the family, including important events in the family and identifying intergenerational patterns of trauma, abuse, and violence.29 In addition to documentation and assessment of trauma, a genogram may include strengths and resources and may invite opportunities for sharing stories of strength and resilience. 

				Alicia, a Mexican American woman in her late fifties, was struggling with her fifteen-year-old granddaughter, Bernadette. Alicia stated that she has cared for “Bernie” since she was three because her daughter was heavily involved in substance abuse. In the last three years, Bernadette became involved in substance abuse, and Alicia, a devout Roman Catholic, attempted to implement and enforce strict rules; however, Bernie continued to “rebel.” 

				Alicia and Bernie met with a family therapist at a community mental health agency to address Alicia’s concerns, and the therapist initiated a family genogram. The therapist began the interview by asking questions about who was in the family, characteristics of members, relationships and interactions, immigration and racism experiences, crises and traumas, abuse, and resilience and strengths. Questions asked included:

				1. Who is in your family? What are their names, ages, occupations, and three characteristic of each person?

				2. Who is closest in the family? Most distant? Is there conflict in the family? 

				3. What types of abuse were/are present in the family?

				4. When did the family immigrate to this country? What stories have been passed down about this experience?

				Alicia and Bernie were very engaged in constructing the genogram, as it provided an indirect way to discuss their family’s challenges and strengths. Specifically, the genogram provided a way for the family to identify, acknowledge, and discuss several family patterns, including an intergenerational pattern of domestic violence, substance use, sexual abuse, and relationship violence. The recognition of the family’s intergenerational patterns of sexual violence and the relationships between traumas and negative coping strategies provided insight, relational connection, empathy, and healing in Alicia and Bernie’s relationship.

				Share Stories of the Experience and Stories of Resilience and Survival 

				Survivors and families may build support and connection between one another as they share their individual and family experiences of the trauma.23,3 These stories may be shared in a formal setting, such as in a family or group therapy session, or informally at the family home or other appropriate location. Some prompts to begin the storytelling process may include:

				1. How has the sexual violence or trauma impacted you and the family? 

				2. What do you recall about your experience and the experience of other family members? 

				3. Is there a feeling or memory that seems more significant than others? 

				4. How has this event changed your family, positively and negatively? 

				5. What have you and your family learned about yourself? Others? The strength of your family? 

				6. If you were going to give this entire experience (highlighting the negative effects as well as what was learned and how you and the family have grown) a title, what might it be? 

				7. What are you most proud of in yourself and others in your family?

				8. What would you share with another family going through something similar about your experiences?

				Develop Family Rituals

				Family rituals may serve as powerful tools in the healing process to acknowledge the negative effects of the trauma, as well as the individual and family strengths, resources, and processes of resilience.27,28 Survivors and their families may draw upon cultural and spiritual values to assist with mourning losses, expressing emotions, and creating a new path or vision for the future. These rituals may be celebrated or memorialized by extended family members, friends, and those in the community. When developing family rituals, it is important to consider intervals that are most appropriate and convenient for the family (e.g., monthly, annually, or once). Some family rituals created by families include: 

				• Sara and her partner Jennifer remember sexual assault victims at a monthly “ceremony.” Sara was sexually assaulted three years ago by a former partner. Sara’s physical scars healed after a few weeks; however, the emotional and psychological effects continue to remain a part of her relationships. Specifically, Sara and Jennifer and their “family” (friends, not biological family members) meet once a month to remember Sara’s assault and the sexual assault of unnamed others. They memorialize the assaults by lighting candles at sundown at the local park. Several survivor stories are read and the ceremony concludes with a moment of silence.  

				• The Nakamura-Ito family meets annually to remember the internment of the Japanese Americans during World War II at the eldest son’s home during the first weekend in December. The family members sit around the dining room table and recall the positive and negative stories passed down from their parents about their experiences in “camp.” Each year, new stories and recollections seem to emerge. After the conversation and storytelling, the family members pass around pictures of their parents in “camp.” This time of sharing is followed by a traditional Japanese meal and games and activities initiated by the children.

				Seek Family and Couple Therapy

				Survivors and their families may engage in many healing activities; however, there are some instances in which additional support will enhance the healing process. In these situations, it is suggested that family and/or couple therapy is initiated. To access resources for family systems–related therapy, families may visit http://www.therapistlocator.net/index.asp. 

				“We Can Do This”: From Stories Dominated by Abuse to a Family Story of Resilience

				The following clinical excerpts apply a family systems orientation when encountering issues of sexual violence and trauma. The case descriptions are not an exhaustive review of the therapeutic process; instead highlights of treatment are included to demonstrate how this clinician approached sexual violence and trauma from a family systems perspective. The treating clinician worked with the family for a total of five years and met with the family in different contexts, including couple and family therapy. Information has been changed to protect the identity of the family members.

				A biracial, heterosexual married couple, Arturo, a Latino male age forty-seven, and Kim, a Korean American female age thirty-two, were referred for couple therapy and parenting skill building by their county caseworker after their three children (Alex, age thirteen; Kara, age eleven; and Martha, age ten) were removed from their care due to suspected physical and sexual abuse and neglect. Arturo and Kim agreed that they would benefit from couple and parenting skill building; however, they specifically complained of problems in their intimate relationship and struggles with physical and emotional intimacy. “We don’t have enough sex” was Arturo’s complaint, while Kim expressed wanting to feel “closer” to her husband and children. 

				Couple/Intimacy Issues

				The therapist utilized the family genogram to access historical, relational, and trauma-related information. The family genogram exposed abuse and violence in Arturo’s and Kim’s families of origin. Arturo reported growing up in an intense, hostile family. He disclosed that he was exposed to violence between his parents and, as the oldest, took the “brunt” of it. He was often the “scapegoat” among his siblings to receive “beatings” by his father. “When my dad was angry, we all knew it. He took it out on my mom and me, but we were all afraid. He yelled, swore, threw things, and hit and beat me and my mom. She took it, though . . . and so did I. We took it for the others. If he was hitting us, he wasn’t hitting the younger kids.” 

				Patterns and themes in Arturo’s family of origin reflected hostility and violence. Arturo recalls memories of his grandfather speaking harshly to his grandmother and states, “I was scared of him. He wasn’t a big man, but he was powerful. We [siblings] tried to keep our distance.” He added that besides the hostility he witnessed, his grandparents didn’t express much emotion; “they didn’t even seem to like each other.” Arturo shared stories of his family’s immigration to the United States, stating, “We were always running scared, from our parents, from immigration. . . .” 

				Kim, on the other hand, told stories of her Korean-born parents and their immigration to the United States. She stated her family was best described as a “reserved, passive” family; “we are quiet and pretty unassuming.” Kim stated that oftentimes her father would not overtly express his happiness or even his disappointment, but she “just knew” what he was experiencing, and thus, she “just knew” how to respond appropriately. Kim’s grandparents lived in Korea, and she knew very little about them. Kim recalls her mother talking about her immigration to the United States: “Mama [Kim’s grandmother] was sad when we left. She wanted us to stay in Korea, but she knew Daddy [Kim’s father] had a good opportunity to build the business.” Her mother and father didn’t share many stories about their parents, and there were few pictures. In addition, Kim rarely witnessed her parents showing affection toward one another, stating, “I just knew they loved each other. I mean, Daddy worked so hard for us and Mommy was always making sure me and Daddy were cared for.”

				As the genogram process continued, additional themes of violence and abuse emerged. Kim stated that when she was in junior high school she was sexually assaulted by a “family friend,” her father’s business associate. She was afraid to disclose the abuse to her family for fear of not being believed, and she doubted her role in the event, feeling like it was “my fault.” However, Kim wrote about the incident in her diary. While cleaning Kim’s room, her mother found and read her diary. Kim’s mother confronted her about the “story” in her diary, and Kim “broke down” and told her what had happened. Initially, her mother seemed to doubt Kim’s account of the abuse; however, she became upset and tearful as Kim disclosed the details. Later that evening when Kim’s father arrived home from work, her mother told him about the abuse. He “refused” to believe the sexually violent event occurred. “I was sitting at the kitchen table and he kept asking me, ‘Why would he do this? He’s a good man. If this happened, why would he do this to you?’” After the intense “questioning,” the family never spoke of the incident again. 

				Kim and Arturo engaged in the family genogram process and shared their stories and experiences of the traumatic abuse and violent events of their childhood, many of which the couple had never discussed. Kim shared stories of family silence around issues of abuse and violence, while Arturo reflected on his parents’ intense and oftentimes hostile interactions. Conversations about their own abuse histories opened the door to explore the abuse and violence within their immediate family system. Specifically, Kim talked about the hostility and violence between her and Arturo, Arturo disclosed his role in physically abusing the children, and Kim shared her reaction to the sexual abuse of her daughter. Kim said, 

				“When the social worker told me Martha was molested by the babysitter, I was horrified. I didn’t want to believe it, I wanted to question her. [tearful] But it happened to me . . . it happened to me . . . I haven’t talked or even thought about this for so long . . . I remember when I was raped . . . I remember being scared . . .I  remember Daddy . . . I remember feeling so alone . . . I think I still feel so alone . . .”

				Through the genogram process, the therapist identified several patterns of abuse and Arturo’s and Kim’s struggles with trust and intimacy. In an effort to explore these issues and begin the healing process, the therapist utilized the genogram to open conversations about how their abuse histories impact current functioning. The therapist also facilitated alternative, more effective ways for the couple to communicate and express their emotions. For instance, the therapist encouraged Kim to express her emotions and experiences related to the sexual assault while Arturo actively listened. The therapist supported Arturo in reflecting what he heard, paying particular attention to Kim’s emotions and his reaction to her disclosures. His empathy and validation of her experience invited compassion, and “compassion begins to act as an antidote to negative emotions like shame and validate the worth of the wounded partner” (p. 500).24 Further, the therapist and couple explored structure, roles, and communication styles in their families of origin and how these patterns replicated themselves in their immediate family. Many conversations, insights, and reenactments were initiated to facilitate shifts in how they related to and communicated with one another, and they were able to experience alternative, more effective ways of communicating and relating. 

				Though the genogram promoted insight and understanding, the therapist referred Kim for specialized treatment to address her response to the trauma, referring her for eye movement desensitization and reprocessing treatment, and they continued to explore their struggle with intimacy and trust in relationships. 

				Parenting

				The family of origin patterns of abuse and violence shaped and influenced how Kim and Arturo functioned as a couple and as parents. These intergenerational patterns of abuse were transmitted to the family they created, resulting in a conflictual couple relationship and a parenting style that included the use of physical violence and abuse. Due to family of origin patterns and struggles in their couple relationship, Kim and Arturo were challenged in how they parented their children. Their lack of connection and fear of intimacy created distance and distrust in the couple and parenting relationship. 

				As Kim and Arturo began to trust themselves and each other and heal from the abuse and violence in their pasts, they began to reconnect and strengthen their couple relationship and enhance their ability to tolerate and engage in an intimate relationship. This process invited new possibilities for parenting, and Kim and Arturo were able to confront the physical and sexual abuse of their children. Through their healing, rather than avoiding, denying, or becoming intensely emotional, they developed several strategies to utilize when dealing with their children. Some of these strategies included:

				1. Providing a safe, supportive, nonviolent home for their children. Clearly communicating expectations (verbally and in writing on behaviors charts) and creating nonviolent forms of discipline. 

				2. Allowing their children to share their stories, experiences, and emotions related to the abuse without interruption or “trying to clarify why it happened.” Instead, letting the child share their account. 

				3. Acknowledging and showing compassion and empathy toward their children. For instance, as the child shares his/her experiences or emotions, parents turn and face them, reflect back what was shared, highlight their emotions, and comment on a specific strength or resource (internal and/or external). 

				4. Highlighting and ensuring their children’s sense of safety by saying something such as, “You are safe, we are safe, and Mommy and Daddy are here for you.”

				5. Listening for and verbalizing their individual strengths and courage. 

				6. Focusing on where to go from here and what they can do about the situation now. 

				7. Identifying systems of support and specific people/places to go to for strength and support. 

				8. Inviting others to witness their courage and strength. The child identifies those who may serve as witnesses (e.g., family members, friends) and, with the child’s permission, she/he is invited to share their successes and courage.

				Family Treatment 

				As couple therapy progressed, Kim and Arturo increased their levels of intimacy and trust and developed more adaptive communication styles and parenting techniques. This progress facilitated family therapy interventions that supported healing from the effects of past as well as more recent incidents of violence and abuse. The couple was able to “practice” new strategies and interventions with their children and reorganize interactions around support and safety, versus violence and abuse. The parents initiated activities and games that opened the space for emotional expression and conversations about “how things used to be.” Thus the children began to trust the parents and openly communicate their experiences, fears, and hopes for the future. As time progressed, the family stories shifted from those of the negative effects of the trauma to stories of how the family copes, their strengths, and the resilience in each member. For instance, in the later stages of therapy, the family engaged in a mutual family drawing. In this intervention, each family member contributed to a “picture” of the family, each taking a turn to add to the “family portrait.” Martha drew her parents sitting at the table playing a game and Kara drew her brother helping her with her homework. The drawing highlighted the themes of increased cohesion and trust within the family, and a shift from a family saturated in abuse and violence to a resilient, connected family. 

				Termination

				At the end of treatment, the family and therapist engaged in some discussion of their progress and healing process. The therapist assisted in developing a family ritual and asked how they might “remind” each other of what they’ve learned. Together, the family members discussed ways to “remember” their progress and strengths when things “got tough.” They decided that they would write down family and individual strengths on small pieces of paper. These pieces of paper would be placed in a jar labeled “Being Strong.” They decided that additional “strengths” could be added at any time. On Sunday nights before bed, the family agreed to sit at the dining room table and take turns reading several “Being Strong” statements.  

				Recommendations for Survivors and their Families

				Sexual violence and trauma not only impacts the individual, but the family system, relationships, and communication. Therefore, when a family member discloses a sexually violent/abusive experience, there are several recommendations as to how to cope with and heal from the violation. 

				1. Provide emotional support and empathy. 

				2. Contact local law enforcement. 

				3. Seek professional psychological services. 

				4. Ensure victim(s) and others are safe from harm. 

				5. Enlist support of family members. 

				6. Engage in family healing recovery processes and activities as described in the above sections.

				Conclusion

				Recovery from sexual violence and trauma is essential to the continued growth and development of individuals, families, and communities. A violent act, traumatic experience, or abusive relationship not only impacts the oppressor and oppressed, but it impacts the whole, including those with whom the persons interact and future generations. Therefore, mental health professionals, communities, and families must identify ways to assist in healing to ensure all become survivors of trauma and violence. Further, communities and families must unite to influence those in positions of power to create systemic changes in public policy and legislation related to consequences of violent and abusive acts, treatment and intervention programs, and support for individuals, families, and communities. 

				Families and communities play a significant role in healing and recovery from sexual violence and trauma. Embracing a systemic, family-oriented perspective serves to engage others in the healing process for the survivor, family, and community. “. . . In struggling to make meaning, in reaching out to others, and in active coping efforts, people [families and communities] tap into resources that they may not have drawn on otherwise, and gain new abilities and perspectives on life” (p. 218).3 
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				Feminist Counseling as a Pathway to Recovery

				Carolyn Zerbe Enns

			

			
				Feminist therapy is an approach to recovery that emphasizes an egalitarian counseling relationship, goals that are consistent with achieving equality in the full range of human relationships, and a perspective that explores the sociocultural, ecological context in which life issues are experienced. Feminist counseling highlights the “personal as political,” which means that personal issues are seen as connected to the social structure in which we live and have implications for social as well as personal change. This set of assumptions has significant implications for how healing after sexual violence is viewed by feminist counselors.

				Feminist therapists think of symptoms of individual distress, including the consequences of sexual violence, as survival mechanisms. They see clients who have experienced violence as coping with their life challenges to the best of their ability, and the psychological challenges associated with the aftermath of sexual violence represent “normal” reactions to abnormal circumstances. In other words, feminist therapists believe that “not all symptoms are neurotic. Pain in response to a bad situation is adaptive, not pathological” (p. 90).1 This perspective means that the therapist treats the client as her (or his) own best expert, and together, a counselor and client work as partners to uncover issues and promote healing. The client’s efforts to contend with the consequences of violence often appear as disorienting symptoms. The job of the client and counselor is to sort out how to transfer or redirect the personal energy that results in these symptoms toward methods of achieving health and resolution. 

				The words feminist or feminism are sometimes assumed to be relevant only to women, and even more specifically, white women. As black feminist bell hooks’s2 book title notes, however, Feminism is for everybody. Inclusive feminisms involve a commitment to ending all forms of oppression and are attentive to the intersections of racism, classism, colonialism, heterosexism, ethnocentrism, ageism, ableism, sexism, and other forms of inequality. Although sexual violence is disproportionately perpetrated by men against women,3 both men and women can be survivors of sexual violence and both men and women can be perpetrators of sexual violence. These understandings are central to the content of this chapter.

				Case Study: Why Feminist Therapy?

				The following personal experience conveys why I believe a feminist approach is a necessary option for healing. Shortly after I identified myself as a feminist counselor, I worked with a woman who had been raped and then revictimized in an unequal psychotherapy experience. Some weeks into our work together, my client (who I will refer to as Anne) disclosed details about a previous experience with therapy that Anne had initiated after she had been raped by someone who had broken into her home. Her traditional psychoanalytically trained therapist suggested that at some deep and nonconscious level, she had experienced a type of masochistic pleasure during the rape. Although this psychotherapy had occurred about ten years prior to our work together, it was still very much on her mind. Anne was confused and angered about the feedback she had received, and mystified about how an event that was so devastating could have been construed by her therapist as an act that gave her masochistic satisfaction. Rather than helping her cope effectively with the aftermath of sexual violence, her psychotherapist had contributed to self-blame and self-questioning attitudes that had kept her in a state of psychological paralysis. I was shocked and appalled by Anne’s story and conveyed my distress that a therapist would propose such an outrageous hypothesis. During the ensuing weeks, we spent much time challenging the rape myths that had been reinforced by this experience. Her trust slowly increased as we challenged myths, worked to understand her experience within the context of a culture that supports blaming victims, and developed new and productive tools for reaching her goals.

				The therapist my client had seen worked from a classical psychoanalytic model that viewed women as passive, narcissistic, and masochistic. This triad of “feminine” traits had its origins in Sigmund Freud’s4 views about the differences between the sexes and was further developed by some of his followers, including women psychoanalysts such as Helene Deutsch.5 With regard to masochism, this approach proposed that women may unconsciously seek out pain and suffering, and may become attuned to these experiences of pain through childbirth and other life experiences. Freud’s original ideas about women were not the only ones to support negative views. In the area of intimate violence, an influential article from the 1960s was titled “The Wifebeater’s Wife”6 and proposed that a husband’s aggression fulfilled the wife’s masochistic needs to maintain equilibrium through a relationship that cycled between passivity and aggression. It is important to note that since the 1960s, feminists have worked to correct these biases and have proposed psychoanalytically informed feminisms that are compatible with feminist counseling practices.

				The views described in the previous paragraph reveal the biases embedded in early psychological theories. In her groundbreaking book titled Women and Madness, Phyllis Chesler7 compared the traditional therapy relationship to that of a patriarch and patient. She described the traditional psychotherapy encounter as “just one more instance of an unequal relationship, just one more opportunity to be rewarded for expressing distress and to be ‘helped’ by being (expertly) dominated” (p. 140). The client’s belief in her helplessness and dependency on an all-knowing figure is reinforced in such a relationship. This scenario is consistent with the negative therapy experience I summarized in the case study, in which a therapist imposed a narrow view of sexual violence on his client by suggesting that she had at some level seen her rape as fulfilling a masochistic need. To counteract these views, feminist mental health workers who were influenced by the women’s movement of the 1960s and 1970s proposed new forms of therapy and recovery. These feminist therapies emphasized the importance of consciousness-raising about how inequality influences problems. They also proposed healing approaches that valued women’s perspectives and empowered them to take control of their own lives as well as change social systems that serve victims of violence. 

				In response to the efforts of feminists, rape crisis centers and domestic violence shelters also emerged as places where victims of violence could experience validation and recovery in safe environments. Feminist mental health workers identified acts of sexual violence as events that traumatize and challenge one’s sense of meaning and safety in the world, and labeled predictable patterns of symptoms as rape trauma syndrome8 and battered woman syndrome.9 These descriptions connected the personal and political by showing how violence, which is learned by the perpetrator from the culture, can shatter an individual’s sense of safety and trigger disorienting personal symptoms. More specifically, the survivor’s personal pain is not the result of some type of inner weakness or pathology, but the consequence of a society that tolerates violence. The personal repercussions of violence tell us about the need for political and social change. Early activists also clarified how violence can lead to changes in a person’s internal self-structure and result in learned helplessness, avoidance behaviors, emotional numbness or other distortions of emotions, jarring nightmares or flashbacks, or disrupted cognitive experiences such as self-blame and confusion. Many of these reactions are now reflected in the diagnostic category of post-traumatic stress disorder (PTSD),10 which identifies patterns of emotions, cognitions, and behaviors that often follow traumatic events of many types. 

				Feminist approaches have grown in influence and diversity over the past forty years. The following sections focus on the social context of violence, phases of trauma and recovery, the feminist counseling relationship, assessment in feminist counseling, and feminist interventions.

				The Social Context of Sexual Violence

				Sexual violence is a global issue, and survivors of sexual violence live in societies in which sexual violence myths are rampant and permeate popular culture. Survivors are at risk for internalizing these messages, often at an unconscious level. Challenging these social beliefs is a major aspect of working toward wholeness. These myths include the belief that victims secretly desire to experience sexual violence, that women “ask” for assault by acting or dressing in seductive ways, that sexual assault is primarily a consequence of men’s stronger desire for sex, or that the perpetrator didn’t really mean to assault the victim. Other myths include notions that victims exaggerate the impact of sexual assault, that victims should be able to “get over it” quickly, or that only strangers can be perpetrators of sexual violence. Furthermore, those who do not fight back physically but seek to survive assault through other methods are not seen as “real” victims, and victims who bring charges against perpetrators are often defined as trying to get back at men for various imagined wrongs from the past.11,12,13,14

				The first myth on the list, the belief that women secretly desire to be violated, is consistent with the rape myth held by the therapist I described in the case study, pointing to the degree to which myths are widespread and can revictimize those who experience assault and other forms of sexual violence. The presence of these myths also underlines the reason a sociocultural, ecological perspective is central to recovery from sexual violence. During feminist therapy, therapists typically explore the ways in which the victim/survivor has internalized negative beliefs about sexual violence, and help the client challenge these beliefs. Therapists may also counter these myths by providing information based on research about the realities of rape. Unfortunately, the legal system and even well-intentioned persons in one’s support system often convey victim-blaming attitudes that make it difficult for survivors to transcend the power of sexual violence myths.15,16,17

				Patricia Rozée18 identified “normative” or condoned rape in 97% of the thirty-five societies she examined. Normative sexual violence takes on a variety of different forms such as marital rape, exchange rape (rape as a bargaining tool), punitive rape (rape designed to punish a family or group), ceremonial rape (e.g., rape as an introduction to womanhood), rape as a weapon of war, and acquaintance or date rape.19,20 Sexual violence may also reinforce male status over women or the power of one ethnic group over another. Although the right to experience freedom from violence is recognized as a fundamental human right, evidence indicates that sexual violence is a global health burden21 with major implications for both physical and psychological health. In other words, the personal act of violence has political implications. Thus, feminist therapy, which recognizes the link between the personal and political, is an important foundation for working toward healing. From a feminist perspective, change needs to occur at individual, interpersonal, family, community, national, and global levels.22,23,24

				Phases of Recovery from a Feminist Perspective

				Recovering from sexual violence often involves a long-term process. Survivors often (but not always) experience a series of predictable stages during their journey toward wholeness, and knowledge of these common experiences may decrease self-blame and increase patience toward oneself.25 As noted in the previous section, sexual violence occurs in a social context in which myths about sexual violence are widespread. Thus, the first phase represents presexual violence events and sociocultural beliefs. These realities may contribute to women’s fears about freedom of movement even before acts of sexual violence occur. Given the power of this cultural climate and the fact that those who experience sexual violence are also likely to be revictimized by inadequate legal, medical, and social support services, this social context represents the first phase of a phase approach to understanding sexual violence and its impact on individuals. 

				The second phase consists of acts of sexual violence, including the specific sequence of events that occurred before, during, and after sexual violence.26 At this point, immediate survival and escape are the central concerns of the victim/survivor. In the case of a specific incident of rape, these events tend to occur over a relatively circumscribed time span. In contrast, when the individual is a victim of long-term sexual harassment or intimate violence, physical escape may not be possible, and mental coping skills for dealing with ongoing violence may become priorities. The different interpersonal contexts of long-term and shorter-term interpersonal violence have an impact on the nature of a survivor’s immediate coping needs and symptoms. 

				Crisis and feelings of disorganization typically follow sexual violence. Although reactions to violence vary, one early study found that 94% of all rape victims experienced significant traumatic stress symptoms in the immediate aftermath of sexual violence.27 Acute reactions of distress are common, and a recent study found that three months after surviving rape, 45% of victims met PTSD criteria.28 Another study found that among women survivors who experienced PTSD, 52% also experienced depression.29 

				Following an acute phase, individuals tend to cope by getting back to “normal” life as quickly as possible. This period may be marked by efforts to avoid thinking about violence by practicing forms of denial or minimizing the impact of the violence.30 However, the types of coping mechanisms used by victims/survivors vary substantially, with some individuals more likely to use adaptive, problem-focused coping than avoidance or denial.31 When individuals experience long-term sexual violence, they are more likely to experience dramatic, complex changes in self-image or emotional experience or idealize perpetrators in order to cope with violence from which they were/are unable to escape physically.32 

				Although denial and pretending that nothing has happened are frequent coping mechanisms, they are difficult to maintain for long periods, in large part because of the psychological and stress-related costs of these alternatives. As a result, victims often find themselves reliving scenes related to violence or finding that it becomes more difficult to control or “contain” their reactions.33 It is not unusual for individuals to avoid seeking counseling until they experience the disorienting symptoms associated with this phase. During this phase, the counselor and client work on remembering and processing the fragments and details of sexual violence for the purpose of creating a new story in which the survivor gains increasing control and perspective.34 A final phase can be referred to as resolution and integration. The survivor finds ways to place sexual violence within a larger perspective, often making a transition from feeling victimized to experiencing a sense of greater empowerment. Survivors may also find meaning and purpose by engaging in prevention, social change, and activism that contribute to a safer world for others.35 

				The past events, current circumstances, and learned patterns of behavior of a woman contribute to significant diversity with regard to how women react, cope, and experience distress and recovery. The “phases” described in this section provide only one example of how crisis and healing may unfold. Some phases may not be present, and the ordering of typical reactions may vary, reflecting the many individual and cultural differences among victims and survivors. The following sections provide greater detail about the type of counseling relationship, assessments, and interventions that help individuals move effectively through these phases of recovery.

				The Feminist Therapy Counseling Relationship

				During the twenty-first century, a wide range of counseling approaches have emphasized the importance of a collaborative partnership as a foundation for successful psychotherapy and recovery. Feminist therapists were some of the first mental health workers to identify an egalitarian relationship as central to successful recovery. In order to counteract the negative impact of sexual violence, a counseling relationship marked by safety is essential.

				To convey respect for their clients, feminist therapists believe that it is important to be aware of their personal values and to be well informed about the potential life experiences of diverse groups of women, such as women in poverty, lesbians, adolescent girls, women of color, and older women. Feminist therapists typically communicate their feminist values to their clients while also conveying their respect for a client’s worldview, personal experiences, and values. More specifically, feminist counselors convey their belief that persons working toward recovery from violence are competent and capable persons who, despite current coping difficulties, have many insights that will contribute to their healing. Although clients have often learned to question their competence or defined their own behaviors as “crazy,” the therapist helps clients to gradually redirect their energies from battling symptoms toward enhancing positive coping. The role of the therapist is to act as a knowledgeable guide and resource person to clients as they eradicate “patient identities,” redirect perceived weaknesses into strengths, and generate plans for building new skills. 

				The feminist counselor seeks to model communication skills such as genuineness, confrontation, self-disclosure, empathy, and congruence as methods for establishing egalitarian relationships. When clients enter counseling, they often feel isolated and inadequate and may believe that the counselor is an all-powerful expert. In such instances, the counselor may use brief self-disclosure statements to communicate that she (or he) is a human being who must also work to resolve problems and difficulties or who may have worked through the effects of violence or broken trust. When a client has the opportunity to see the counselor as a coping role model, psychotherapy is demystified, and an egalitarian climate is reinforced.36,37 In addition to being a coping role model, the therapist provides a climate of safety and one in which the client can express the full range of her or his emotions without needing to fear that his or her reactions and feelings may overwhelm the counselor. Given the fact that disconnection and disempowerment are major markers of sexual violence, a therapeutic relationship that supports open expression, relational support, validation, and safety is central to the healing process.

				In general, feminist therapists work toward implementing a reciprocal model of influence in which counselors share power, avoid making decisions for the client, and communicate confidence in the client’s decision-making skills.38,39,40 The counselor participates as a colleague in order to ensure that the client develops problem-solving skills that will help her (or him) become her (or his) own therapist in the future. Although the feminist counselor works toward eliminating artificial boundaries and models egalitarian behaviors that support a client’s negotiation of effective relationships both within and outside of counseling, the feminist counselor remains mindful that she or he brings skills and expertise to the relationship and shares these skills generously and respectfully.41,42,43

				As part of the egalitarian relationship, the feminist counselor works together with the client to clarify goals, ensure that the client and counselor maintain a clear focus in their work, and minimize the risk of misunderstandings. When goals are clearly specified, clients are able to take greater responsibility for their change and evaluate progress regularly. Clients have more information about what they can expect from the counselor and what the therapist expects of the client.44 This predictability can also help the survivor recover from the disorientation and violation associated with sexual violence. As the counseling relationship evolves, the client is likely to assume a more active and collaborative role in decision making and is able to take higher levels of responsibility within counseling and within their daily lives. 

				Many feminist counselors also provide their clients with written rights and responsibilities statements, which include descriptions of their approach to counseling, areas of strength or expertise, views about how feminism influences their counseling practice, as well as expectations about the client’s role in counseling. Depending on a client’s specific needs, expectations for the client may involve participating in homework assignments, trying out specific types of coping skills, disclosing intense or suicidal feelings if they emerge, or raising questions on occasions when the client disagrees with the counselor. An important aspect of informed consent involves creating an environment in which the client can feel comfortable about asking questions about the direction and focus of counseling. To counteract the disempowerment they experienced as victims of violence, clients need to know that “they have rights and privileges that do not disappear no matter how frightened or vulnerable they feel” (p. 166).45 In addition, “the therapist is committed to the protection of those rights and sees the empowerment of the client as integral rather than incidental to the therapy process itself” (p. 166). 

				Assessment in Feminist Counseling

				Comprehensive assessment allows the counselor and client to gain a complete sense of the client’s background and history, symptoms, and coping skills and strengths. It is crucial for the counselor to understand the symptoms that disrupt survivors’ experiences as well as the resources and strengths they have used to cope with life difficulties. Knowledge of coping resources provides a foundation for building confidence for the future and supports a growth-oriented approach.

				Feminist counselors are likely to ask questions about the various ways in which the client has experienced empowerment and disempowerment. Gaining information about the impact of race, culture, social class, ethnicity, disability, sexual orientation, and gender on a person’s life is important for understanding the impact of trauma as well as supporting successful coping. Abuses of power and experiences of oppression in a person’s past may contribute to personal vulnerability as well as provide clues about how sexual violence myths may have an impact on survivors. 

				Revealing sexual violence to a stranger is difficult, and survivors may choose to disclose “safer” problems when they first enter counseling. Given the high frequency with which violence is related to psychological coping difficulties, feminist counselors are likely to ask all new clients whether they have experienced sexual violence. When appropriate, therapists may also use various trauma assessment questionnaires to gain a more complete sense of the types of symptoms that are disrupting the clients’ equilibrium.46 The feminist counselor will typically ask about any history of sexual violence within the context of a comprehensive social identity analysis.

				Social identity analysis, the cornerstone of feminist assessment, can be defined as a variety of activities designed to explore a person’s multiple identities related to gender, culture, race, religion, class, sexual orientation, and other personally relevant domains. The purpose of this assessment is to understand a client’s life challenges and sources of empowerment or support, as well as their implications for change at personal, interpersonal, and institutional levels. One of the goals of these activities is to explore and raise consciousness about how a person’s membership in these categories affects her or his life experiences and worldview. For example, the counselor explores the costs and benefits associated with these identities, as well as their implications for personal, interpersonal, and institutional change.47,48 Knowledge of the person’s cultural socialization and multiple identities reveals information about her or his experiences of disempowerment (e.g., being a member of a sexual or ethnic/racial minority group) or privilege (e.g., white or male status) and can be central to understanding the impact of sexual violence.49 

				Social identity assessment includes efforts to clarify the “rules” and expectations connected to various identities and how they affect the client’s approach to the world and the challenges she or he faces. For example, women receive a wide variety of messages about what it means to be a woman, as well as what roles and behaviors are “appropriate.” Families, friends, teachers, and other significant others convey a wide variety of “shoulds” about being a woman or man. Exploring these “shoulds,” which are often subtle and unspoken, can provide insights about how women and men have been taught to cope with gender role expectations. As another example, women are often taught to be “nice” rather than assertive, to blame themselves for not fulfilling traditional gender roles adequately, or to question their realities when challenged by persons with greater power. These “rules” for behavior can interact with sexual violence myths and complicate healing from sexual violence experiences. Sexual violence can also illuminate or sensitize the survivor about how the culture supports sexual aggression or promotes dichotomized views of women as “virgins” or “whores.”50 Following sexual violence, survivors may be acutely aware of how gender socialization and other social identities are related to feelings of disempowerment associated with sexual violence as well as to other experiences of gender or racial discrimination. As they become sensitized to how sexual violence has reinforced other aspects of discrimination and social control, they may gain heightened access to strong feelings of anger. During feminist counseling, finding ways to channel this anger into productive healing and social change activities is a priority. 

				The gender role training of men can also contribute to coping difficulties and distortions. For example, men are encouraged to be powerful, controlling, and aggressive. These socialization messages and popular culture may lead some men to believe that paying for a date entitles them to sex. They may have learned to believe that a “no” from a woman means “maybe” or “yes.” Although the focus of counseling is on healing for the survivor, there is value in exploring how a male gender-role conflicts and beliefs about power and dominance may have contributed to a victim’s (either male or female) vulnerability. Gaining insight about these attitudes may also help reduce a person’s self-blame and provide a foundation for feminist prevention training with men.

				Stereotypes associated with diverse groups of women can be especially harmful and complicate healing. For example, Asian women are often placed into the polarized categories associated with the “China doll,” which signifies subservience, compliance, and passivity, and the “dragon lady,” which conveys a sexually opportunistic and cunning image.51 For African American women, the Jezebel stereotype, which dates back to slavery eras, portrays Black women as hypersexual, promiscuous, and seductive. This image in combination with general rape myths contributes to invalidation and a lack of sensitivity to African American women’s experiences.52,53 Exploring and challenging the impact of these types of stereotypes may be crucial to social identity analysis and healing. The cultural, ethnic, and familial backgrounds of victims can also represent powerful sources of support and resilience. Assessing these strengths provides a foundation for building positive coping skills.

				To summarize, social identity assessment is used to place sexual violence within a larger social context. It helps individuals (a) identify socialization, expectations, privileges, and oppressions related to multiple identities; (b) clarify the ways in which these messages and associated behaviors are reinforced or punished; (c) consider the costs and benefits of expectations attached to various social identities and gender roles; and (d) understand areas of resilience and strength associated with multiple social identities. This reflection phase is followed by decision making about challenging restrictions, and constructing new expectations and behaviors that are supportive and empowering. The final phase of gender and social identity analysis focuses on developing strategies for enacting changes.54

				Interventions in Feminist Counseling

				Prior to the emergence of feminist counseling approaches, most models of psychotherapy focused primarily on the importance of removing pain and helping clients adjust to existing realities, even if they were embedded in unjust circumstances. Although removing pain is a crucial step to healing, feminist counselors emphasize the value of transformative change for the individual as well as the culture. As noted by Mary Ballou and Carolyn West,55 “The goals of feminist therapy are not about achieving a better, a quieter, a more compliant fit within a system that oppresses” (p. 275). Feminist therapists work with their clients to build personal resources to challenge the social attitudes and expectations that have contributed to their pain. Many of the specific interventions that feminist counselors use resemble those used by other therapists who do not refer to themselves as feminists. The tools used by the counselor depend, to a large degree, on the phase of recovery that is most relevant to the client. Distinctive to a feminist approach are its dual emphases on personal as well as social change and its philosophical assumption that equality is an important goal for all types of counseling issues. In other words, feminist counseling is concerned with all forms of social justice and seeks to eradicate multiple forms of oppression at personal and social levels.

				Many clients seek counseling when they are feeling paralyzed by a variety of traumatic memories and reactions. In this case, one of the first goals of feminist therapists is to help their clients work through the disorienting symptoms that may limit their ability to function effectively. A variety of studies show that exposure to painful memories and symptoms is crucial for decreasing the intensity of traumatic memories, gaining new perspectives, decreasing anxiety, increasing mastery, and developing skills for reorganizing one’s life and moving forward.56,57 Interventions that help clients work through traumatic symptoms and memories focus on a variety of tasks including writing about trauma or visualizing trauma, challenging distorted thinking patterns about trauma, developing breathing and other skills for coping while processing painful memories, and reorganizing one’s thinking about traumatic events. The feminist counselor is attentive to the timing and pacing of exposure to traumatic experiences and also helps the client develop self-nurturance and coping skills for dealing with occasions when disruptive memories or traumatic symptoms emerge outside of the safety of the counseling relationship. The goal of these techniques is to reestablish a client’s sense of safety, trust, power, esteem, capacity for intimacy, and a sense of personal efficacy and competence, control, and meaning. 

				Self-care and self-nurturing skills are also important tools for this phase of work. Self-nurturance involves affirming one’s value as a person, gaining awareness of personal goals and desires, considering new options, and transcending old roles. Self-nurturing activities often help the person experience a sense of pleasure and/or mastery and may include fantasy and goal-setting exercises, physical exercise, personal care, stress-management techniques, or classes that focus on building new skills. For sexual violence survivors, self-defense or martial arts training may also help increase a sense of bodily confidence and competence.58,59

				As survivors explore the impact of sexual violence, social power differences, and socialization relevant to their social identities, they are likely to gain awareness of denied, buried, or distorted emotions. Survivors who have learned to use numbing, suppression, or denial to cope with pain may find that feelings of anger become more accessible and prominent. As a part of feminist counseling, clients learn to communicate their anger effectively so that it is not internalized or expressed haphazardly or indiscriminately. Instead, it is channeled in direct, constructive, assertive ways that decrease self-blame, redirect responsibility for violence on perpetrators, and facilitate personal efficacy and power.60

				Sexual violence often contributes to one’s sense of isolation and aloneness. Support groups and feminist group counseling are useful for decreasing feelings of isolation as well as counteracting negative and self-blaming thoughts. Participants realize that others have also survived sexual violence, and this commonality helps them place sexual violence within a more complete context. As members of a safe community, group members can facilitate trust, challenge each other, support each other’s coping skills, and practice new skills. Group members may find that by supporting each other, they are also able to gain new perspectives on their own pain, thus helping them transcend personal circumstances. Support groups that make connections between sexual violence and the larger social context that condones victim blaming are likely to be especially helpful to recovery.61

				Within feminist therapy, empowerment includes analyzing power structures in society, building awareness of how individuals are socialized to feel powerless, and discovering how clients can achieve power in personal, interpersonal, and institutional domains.62 In light of these goals, feminist therapists are aware of the importance of linking personal empowerment and social change. 

				Many feminist therapists become involved in prevention, education, and social change activities related to sexual violence. As survivors develop greater confidence and feelings of personal power, feminist counselors may also encourage them to consider becoming involved in advocacy or social change roles. These activities may include participating in grassroots antiviolence community organizations, educational and prevention programs, local sexual assault coalitions, or online forums that combat violence.63 One example of an influential social action program is INCITE!,64 a multiracial, grassroots, feminist organization that has also published writings of activists. Too frequently, survivors are encouraged to see recovery as an individual experience alone. A feminist activist approach helps survivors envision and work toward a hopeful future for themselves and others.

				Conclusion

				Although this volume emphasizes recovery from sexual violence, it seems productive to conclude by highlighting the value of prevention and education activities. Although rape-supportive beliefs are deeply embedded within the culture, there is also evidence that well-structured, sustained, personally relevant, and well-timed interventions can lead to productive conversations about sexual violence and changed attitudes.65 Educational interventions from the elementary school through college levels and in work settings can help potential victims become aware of circumstances associated with higher risk of sexual violence. More specifically, programs directed at college students can increase awareness of myths and facts about sexual assault as well as gender-role socialization relevant to sexual assault and can help individuals deal more effectively with risks related to sexual violence.66 Feminist counselors and activists as well as survivors of sexual violence can play central roles in developing and supporting social change activities that educate potential victims, perpetrators, and those who provide services to victims/survivors. 

				Suggestions for Those Who Have Experienced Sexual Violence

				1. Feeling safe and free of danger, both physically and psychologically, are crucial to achieving health. Surround yourself with people, activities, and environments that increase your sense of safety. This foundation is important for helping you explore and resolve the painful aspects of sexual violence. If you are in a relationship in which violence occurs, create a specific plan to ensure that you can get to safety when in crisis.

				2. Coping with disorienting symptoms and impulses is a major challenge for survivors of sexual violence; these symptoms can surface at unexpected times. It is tempting to deny symptoms or to mask them through the use of alcohol or self-destructive behaviors. Instead, make a list of healthy coping options and develop a plan for implementing these healthy coping skills. The acronym CARESS can be used to organize adaptive options.67 CA stands for communicate alternatively, and is especially useful when you feel like expressing or dulling pain in a self-harming or self-blaming manner. Methods for communicating alternatively may include writing a poem, creating a collage, or journaling. RE stands for releasing endorphins, and may include activities such as running, hiking, yoga, or even hugging a stuffed animal. SS stands for self-soothing, which can include a variety of self-nurturing and pleasurable activities such listening to soothing music, taking a warm shower, cooking a healthy and nutritious meal, or reading poetry.

				3. Expressive writing is useful for regaining perspective after traumatic events, and many psychotherapists integrate writing activities with other activities. Typically, the first step involves writing about the factual aspects of the violence in as much detail as possible; during later stages of recovery, write down your thoughts, feelings, and as many sensory details as possible (e.g., sounds, smells, imagery). If, while writing, the intensity of emotions becomes difficult to manage, set aside the task and come back to it later. Before writing, make plans for implementing methods for coping with the intense feelings and thoughts that might emerge. Writing helps overcome avoidance forms of coping and can help defuse feelings of danger. Placing events, feelings, and thoughts on paper and “in the open” can help decrease rumination, brooding, and repetitive thinking patterns that reinforce depression and trauma symptoms. Writing allows you to break up overwhelming events into manageable parts and to reorganize your thoughts, feelings, and experience so that you can engage in greater closure and problem solving. It is often optimal to participate in writing and expression tasks under the guidance of a trusted counselor.

				4. List some of the messages and myths about violence that you have seen in media or encountered from others. After listing the specific incident or myth, identify your feelings and personal reactions to the myth or stereotype. Now write an assertive challenge to the myth, validating your experience and clarifying how the myth is hurtful.

				5. Create a list of your strengths and sources of resilience. When feeling paralyzed and unable to move forward, act “as if” you are feeling healthy and whole, and choose to act on a strength. It is not essential to feel good in order to cope effectively. Behaving in a way that allows you to achieve a goal, even a small one, is likely to provide momentum and energy. Even small successes can help you get “unstuck” and serve as reminders of your potential. Feminist therapists emphasize resilience and growth as well as removing symptoms, and post-traumatic growth can be one outcome of surviving trauma. 

				6. Purchase a self-help guide that will assist your self-help recovery. One example is The Rape Recovery Handbook by Aphrodite Matsakis.68

				7. Overcome feelings of isolation by staying engaged with people and trusted support systems. Joining a sexual assault survivors group within a local community or mental health service organization can facilitate insight about how the “personal is political.” Support groups and sexual violence survivor groups can increase understanding that you are not alone. Within groups, members can listen and learn from others about coping while also giving back support and guidance to peers. Participating in a self-defense class or a program that focuses on physical strength and skills can also increase personal safety awareness and confidence in physical strength and resistance skills.

				8. When ready, consider participating in some form of social change. Survivors of sexual violence have been major contributors to social activism projects that have increased social awareness of the culture of violence, supported prevention and education in schools and communities, and led to sexual violence advocacy services. Social activism can help survivors redirect anger in positive directions and contribute to more complete personal healing. Participation in social change activities may not be advisable during early phases of healing when feelings are raw, but can emerge and expand over time. A first step may involve becoming informed about sexual violence at local community or national levels and learning about existing organizations involved in combating sexual violence. Social change may encompass many types of activities such as providing material support or child care to victims/survivors, participating in victim advocate programs, cofacilitating a sexual assault education group, or providing leadership for community-wide programs. Self-monitoring of personal readiness and volunteering for smaller and then larger tasks helps to ensure that one’s involvement will support personal growth and limit the likelihood of becoming overwhelmed.
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				Restoring Relationships: Group Interventions for Survivors of Sexual Traumas

				Shannon M. Lynch

			

			
				Trauma isolates; the group recreates a sense of belonging.

				Trauma shames and stigmatizes; the group bears witness and affirms.

				Trauma dehumanizes . . . the group restores humanity (p. 214).1

				An act of sexual violence represents a clear betrayal of the recognition that we, when we are developmentally and psychologically ready, decide how and when to share our body with another. This is true in the case of childhood sexual abuse, adult rape, sexual assault, sexual harassment, sexual violence by a partner, sex trafficking, gang rape, and rape in the context of war. In each instance, at least one other individual has chosen to violate our basic assumption that we have the right to consent to sexual intimacy. When we are deprived of the right to consent (or dissent) via a perpetrator’s use of manipulation, threat, physical violence, status as a caregiver, parent, or authority figure, or any exploitation of power, we experience a sense of loss of control and predictability over ourselves and our environment. Subsequently, many of us will develop feelings of shame and guilt as well as trauma-related distress. It is critical to understand that these reactions are in fact normal responses to extreme situations that compromise our understanding of who we are and what we can expect from others. 

				Common responses to sexual traumas in childhood and adulthood include substantial psychological distress such as post-traumatic stress disorder (PTSD), depression, anxiety, sexual confusion and risk taking, self-harming behaviors, and substance use.2-3 While some individuals who experience a sexual trauma will recover without experiencing long-term psychological distress,4-5 many individuals will struggle with trauma-related distress, feelings of shame, confusion about responsibility for the traumatic event, and difficulty trusting others or feeling safe. Furthermore, sexual traumas often result in an individual feeling isolated and alone. The survivor can be the carrier of a secret that is a heavy burden or unwelcomed disclosure. It is too easy to forget that sexual traumas, by definition, are interpersonal and require at least two people to occur. 

				The betrayal by the perpetrator or perpetrators, the feeling of being different and/or carrying the stigma of being a sexual trauma survivor, and the sense of powerlessness of an individual in the aftermath of a sexual trauma are most likely to be repaired in the context of positive, restorative connections with others. In other words, just as a sexual trauma represents betrayal by at least one other, recovery is facilitated by remembering or discovering, in interactions with others, that we are deserving of nurturing and caring relationships. Numerous studies have shown social support from others is a strong predictor of recovery from experiences of interpersonal violence.6 Some individuals will find these connections without the structure of a psychotherapy group. For others, group therapy offers the opportunity to be safe with others, to relearn how and when to trust others and oneself, to work on regulating intense affect, to see oneself as effective and able to help others, and to develop and/or repair relationship skills.7 

				Irvin Yalom has written extensively about the theory of group therapy and why group treatment can be effective.8 Yalom describes processes that occur in group therapy that provide opportunities for healing and gaining both a stronger sense of self and greater trust in others. First, Yalom identifies universality of experiences as a key component of a group experience. Talking about one’s experiences and feelings with others allows group members to recognize what is similar about their experiences as well as common reactions (guilt or self-blame) to sexual traumas. Recognition of shared experiences can begin to degrade the sense of stigma and differentness associated with sexual trauma. A feeling of belonging to the group can allow individuals to begin to decrease the sense of secrecy and shame that often surrounds sexual trauma.1

				Next, by seeing and hearing other survivors’ stories in group, one is exposed to others’ experiences of failure and success. Meeting with others and learning about their day-to-day coping often creates a sense of hope that distress will eventually lessen, that relationships can be safe, and that one can be successful in a variety of ways. Monitoring one’s own progress is often challenging as we continually remind ourselves of ways we are either not successful or not good enough. Observing others’ small victories offers a mirror that suggests the importance of recognizing and celebrating accomplishments, often first the accomplishments of others and then our own. Meeting with other survivors also offers a source of information. Group members can share information about functioning in general as well as resources within the community: ways of coping with triggers in public, which service providers work well with trauma survivors, what places feel safe and offer support, et cetera. Sharing knowledge about coping strategies and the community increases survivors’ sense of control and ability to shape their future experiences. 

				Finally, the experience of offering others support and suggestions creates an opportunity for the survivor to recognize that she or he has something of value to share with the group. Acceptance of the supportive comments or information we offer results in a feeling of not only belonging but also having something to contribute. These experiences, multiplied over time, begin to counteract the sense of oneself as bad, unworthy, or undeserving of the support of others. Helping others increases our ability to see our own worth and deservingness.8

				For a group to create a sense of safety, belonging, and hope, the environment of the group has to welcome and value all members. Sexual trauma survivors represent a diverse array of peoples of different cultures, spiritual beliefs, sexual orientations, socioeconomic status, ability and disability. Group facilitators and members are charged to create an environment that acknowledges and celebrates differences even as they strive to recognize shared or common experiences. Part of what a facilitator must strive for and a survivor must evaluate is whether each group member’s perspective can be visible and respected in a particular group. Facilitators should express recognition that the impact of sexual traumas is heightened by the social context in which they occur. Many trauma survivors must cope with not only the trauma itself but also the meaning it holds for their identity as an individual and a member of a community. Individuals who belong to communities that experience discrimination and prejudice must take this sociopolitical reality into account as they work on creating a meaning for their own experience. Facilitators also must include recognition of the sociopolitical context of group members to create safe, respectful environments. It is critical that survivors evaluate the environment created by the group facilitator(s) and seek out a group where the facilitator explicitly strives to welcome and affirm everyone.

				Group Therapy for Sexual Trauma Survivors

				The research literature on group therapy is limited compared to the substantial research on the effectiveness of a variety of individual treatments for trauma survivors. In addition, the majority of the published literature in the area of sexual traumas is focused on female survivors of childhood sexual abuse (CSA) or adult rape. Discussion of group treatment interventions for survivors of other sexual traumas or for male survivors is very sparse. For female survivors of CSA, brief and long-term group treatments have been shown to be effective in reducing trauma-related distress, in particular symptoms of PTSD and depression.9 Other studies have found decreases in shame, anxiety, and fear and increases in self-esteem after completion of group treatment.7,10 

				The variety of types of group interventions for sexual trauma survivors can be categorized as support groups; structured, skill-based groups; and semistructured and/or process-oriented groups. The length and goals of groups vary significantly. Groups may be open, inviting new members at any time, or closed, maintaining a consistent membership for the term of the group. These characteristics of a group are most often determined by the goals and orientation of the group facilitator(s). I will provide examples of groups in each of these categories shortly. First, it is critical to discuss key aspects of a group that should be present regardless of group type. 

				Qualities of Successful Therapeutic Groups

				Sexual trauma survivors’ basic sense of safety has been violated, often multiple times. A critical component of any trauma treatment therefore is the creation of a safe and respectful environment. Groups must have explicit rules as well as procedures for how to handle a situation when a rule is violated. While most therapy groups have an expectation of confidentiality, the belief that one can share one’s experiences and know who is hearing them and that they will be held in confidence is particularly critical for the trauma survivor’s ability to feel safe and trust others in group. Confidentiality rules should be clearly stated and discussed by the group in the first meeting.

				Survivors often join groups to decrease their sense of isolation. However, groups will vary in the extent to which they limit relationships among group members outside of group meetings. First, once the group has ended, many group facilitators will encourage members to maintain contact with one another to the extent they wish to do so. However, some groups will specifically request no outside contact among group members while the group is actively meeting. Others will utilize group members as buddies to contact in times of high stress, while still others will encourage group members to develop supportive relationships with one another outside of group. The extent of group member contact outside of group while the group treatment is ongoing should be discussed and agreed to by all group members at the start of a group. Again, the most critical issue here is explicit communication about expectations and a sense of fairness for all involved. However, all groups should unambiguously ask group members to abstain from engaging in sexual relationships with one another for the duration of a group to avoid retraumatization of group members. We cannot predict the outcome of a relationship. Becoming intimately involved with a group member or a facilitator represents a risk of new hurt or betrayal for the individuals involved as well as divisiveness among group members as a whole if the relationship is unsuccessful. This threatens everyone’s sense of safety in the group. In addition, becoming involved with a group member, or especially a facilitator, introduces questions about power and control that can negatively influence all group members, reminding them of their prior experiences of helplessness. 

				Next, an overarching goal in any group with survivors of sexual traumas should include empowerment of group members. Oftentimes facilitators will ask participants to discuss and establish rules for the group in the first or second meeting. Participation in identifying and defining the rules of a group intervention increases group members’ sense of control and predictability. Another method of empowering group members is to involve them in setting the goals and tasks for the group. Group members may develop individual goals to pursue within the group or agree to goals for the group as a whole. It will depend upon the nature and time limitations of the group. If group members are not yet able to set specific goals, then to increase control and predictability, the facilitator should, at a minimum, communicate group goals and tasks. 

				Facilitators must also be prepared to address and manage conflict in the group. The safety of the group members and a respect for all members is vital to creating and maintaining therapeutic progress. An unpredictable group with unclear rules represents a high risk for retraumatization for group members. Groups may be semistructured or unstructured, but group members must be able to refer to clear rules, control their participation, anticipate that facilitators will address and contain conflict, and understand the rationale for the group and group processes. 

				Next, groups vary in the extent to which group members are expected to share specific details about their sexual traumas. Present-focused groups tend to emphasize the here and now and individuals’ coping strategies and relationships and to discourage detailed descriptions of the abuse. In contrast, trauma-focused groups often include a focus on current coping and relationships but also discussion and detailed review of past traumatic experiences. Research comparing trauma- and present-focused treatment groups suggests both types of group treatment lead to decreases in interpersonal problems and/or trauma-related symptoms.11-12 However, it is important to note that in some instances trauma-focused/exposure group treatments have led to higher dropout rates than the present-focused, problem-solving-focused groups.12 

				Participation in a present-focused versus trauma-focused group typically depends on the readiness of the survivor to share his or her story with others. Most facilitators will talk with group members prior to starting a new group to discuss the way the group is structured, goals for the group, and expectations for group members. Part of this conversation is often a screening process to determine whether the individual would benefit most from a highly structured, present-focused group or if he or she appears ready to engage in trauma-focused work. If a group facilitator does not ask questions about readiness to discuss traumatic experiences, it is essential that the survivor asks about who will be in the group and the expectations for sharing traumatic material.  

				Choosing a Group

				Where you live and the extent of available resources will impact what choices you have regarding participation in group psychotherapy. If there is a trauma center or a variety of trauma experts working in your area, then there is a greater likelihood of being able to choose from among different types of groups. In more rural areas, the range of group interventions is likely to be more limited. Regardless of your location, learning about the variety of groups described in the literature can help you to identify the different types of services generally available and provide you with information that you can use to ask questions and to evaluate the kinds of groups offered in your own community. 

				Many practitioners will suggest participation in a group depending on your stage of recovery. Stage of recovery is a general way to describe where a survivor’s energy is focused. Stages are not linear steps that, once accomplished, remain forever left behind. Instead, stages suggest a general location on the path of recovery. In stage one, the survivor is working on basic safety and restoring a sense of control over the self, and then the environment.1 Individuals in this stage are often struggling with severe symptoms of distress, they may be engaging in self-harming or other risk-taking behaviors, or they may simply feel out of control. Groups for individuals in this stage are generally present-focused and time limited. They typically aim to provide education about symptoms and/or teach coping or affect regulation skills. In addition, many areas will have support groups aimed at helping individuals in this stage with safety planning and coping with current stressors and by providing information about resources. Practitioners often recommend that stage one groups have members with similar experiences to help facilitate a sense of belonging and trust.

				Stage two recovery work is focused on remembrance, integration, and mourning.1 Practitioners in the field disagree about exactly when an individual is ready to work on remembering and integrating specific details of sexual traumas. Most agree, however, that the individual should have skills that allow him or her to cope with intense emotions that can be evoked by a focus on remembering traumatic experiences. Individuals in this stage may still be struggling with trauma-related distress, but generally they have established a basic sense of safety, engage in self-care, and have some strategies for managing symptoms. Most stage two group facilitators will ask potential participants about current substance abuse, suicidal ideation or intent, self-harming behavior, current safety from revictimization, and co-occurring mental health problems. Many practitioners suggest that an individual who is actively using substances to cope, self-harming or considering self-injury, in an unsafe living situation, or seriously mentally ill (e.g., experiencing delusions) should not do trauma-focused or exposure work. 

				Stage two groups often include both present- and trauma-focused components. These groups may be structured, semistructured, or unstructured process-oriented groups. Once again, particularly in groups with substantial trauma focus and remembering, these groups often consist of individuals with more similar trauma experiences. Some practitioners believe that initial remembering or exposure work should take place in individual therapy, while others argue that for some populations, remembering in a supportive group situation (e.g., group for combat veterans) is more effective at reducing distress. In the end, this is generally the decision of the survivor and his/her assessment of his/her own readiness, in conjunction with a group facilitator, for the content of a trauma-focused group. 

				In stage three, recovery is essentially about reconnecting with others. At this point, sexual trauma survivors may choose to be in a more heterogeneous group; a group with individuals with a variety of experiences.1 Groups at this stage tend to be interpersonal or psychodynamic, with a focus on understanding patterns in relationships with others, both within and outside of the group. These groups are often ongoing, with members remaining active for several months to a few years. The group leader in this type of group facilitates group members’ discussions but does not tend to structure the group via the presentation of topics or educational materials. Participants in stage three groups challenge and confront one another with the explicit intent of helping one another to see what each individual contributes to their interactions with others and how their expectations of others shape the responses they receive. 

				Support Groups

				Support groups are usually targeted at individuals in stage one of their recovery. They often are provided via community agencies such as domestic violence family services, battered women’s shelters, rape crisis centers, or local organizations (e.g., Veterans of Foreign Wars). Support groups typically are organized with the primary goal of creating the opportunity to talk to others with similar experiences and share coping strategies as well as providing information about relevant community resources. Most support groups are present-focused, usually on helping participants with safety planning when applicable, and coping with current stressors. Group time is spent primarily on members checking in about current stressors and offering suggestions and support to one another. Many support groups are open, “drop-in” groups that invite individuals to attend as they are able. Most shelters and crisis centers provide intensive trainings for their volunteers and staff but do not necessarily have trained, licensed mental health professionals to facilitate the groups. Support groups offered by community or nonprofit organizations are often led by a survivor or survivors who have progressed in their recoveries and are committed to helping others with experiences similar to their own but who may not have any formal training as a counselor or mental health professional.

				Many community agencies and organizations have information and brief descriptions online of the groups that they offer. There are also websites developed by national organizations or nonprofits that offer information for survivors and, in some cases, locations of support groups. Some are listed at the end of this book. In addition, there are a growing number of online support groups. Many appear to be forums for individuals who identify as survivors to talk with one another. These groups may offer an opportunity for connection to individuals who are seeking social interactions with others with similar experiences, but remember that in most cases, participants are not screened and posts may not be monitored. 

				Although support groups are among the most common type of group offered to survivors of interpersonal violence, there is very limited research on the effectiveness of support groups. Tutty and colleagues assessed outcomes for seventy-six battered women who attended support groups that meet weekly for ten to twelve weeks.13 They found that the women reported increased self-esteem, belonging, support, and sense of control, and decreased stress. While there is little empirical research on support groups, they continue to be one of the most readily available forms of group interventions for trauma survivors. These groups are most often useful for individuals who are struggling to be safe and/or to cope with everyday stressors, who feel alone or unique in their experiences, and/or who are in need of information about area resources. 

				Structured Groups

				Structured groups usually have a present focus and the goal of teaching a specific set of skills, such as stress management, relaxation training, emotion regulation, or assertiveness training. Generally, structured groups have a topic per meeting. Often members are provided with handouts that are reviewed and discussed by group members. Groups are usually structured with a brief check-in by group members (e.g., progress on identified goals since the last meeting or a brief update about how one is coping with current stressors), introduction of the topic, group member discussion (e.g., shared stories, role plays, etc.), and then a check-out (e.g., brief statement by each group member about a goal they intend to work on, a coping strategy they will practice, or an acknowledgment of feelings in response to the content of the session). These groups are usually time limited (e.g., three to six months in length). Many structured groups are open to new members for a few weeks and then closed for the duration of a group. However, structured groups can be open to new members throughout the group or closed, depending on the goals and needs of the group. These groups can be present- or trauma-focused. Present-focused groups typically work to decrease behaviors developed after the sexual trauma that result in avoiding rather than resolving problems. These groups are often offered for survivors of interpersonal violence in general unless the practitioner offering the group specifies that it is for survivors of sexual traumas. Many of these groups are also focused on stage one goals, such as increasing self-care, safety, and stabilization on a day-to-day basis. 

				One example of a structured, stage one group for trauma survivors is dialectical behavior therapy (DBT).14 DBT is primarily focused on helping individuals develop better emotion regulation and tolerance for intense feelings. Feelings such as shame, grief, guilt, anxiety, and self-blame are very common in sexual trauma survivors and can be so intense that individuals feel out of control and day-to-day functioning is impaired. DBT is a therapy that can be provided in a group format to assist participants to learn distress tolerance, mindfulness (focusing on being aware and accepting rather than judging oneself), emotion regulation, and relationship skills. In a twelve-session DBT group adapted specifically for battered women, the thirty-one participants demonstrated improvements in depression, hopelessness, psychological distress, and social adjustment.15 In addition, the majority of the group members (93%) reported being highly satisfied with their experience of the group.

				There are also trauma-focused, structured groups. These groups often combine teaching coping skills with specific, focused remembering tasks or exposure to the traumatic events. These groups typically exclude individuals who are using substances, suicidal, or in unsafe living situations.16 A number of groups combine coping and specific focus on traumatic experiences that have been demonstrated to be effective. For example, participants with histories of childhood sexual abuse and adult rapes have shown decreases in symptoms of PTSD and depression in cognitive processing groups.17-18 Cognitive processing therapy (CPT) is a time-limited intervention (e.g., twelve sessions) that is based on reviewing the traumatic experience(s) and challenging negative or inaccurate thoughts (e.g., self-blame) associated with the trauma. Many times, we develop beliefs subsequent to a traumatic event that are based on our experience of that event (e.g., I cannot trust anyone, I was powerless to protect myself, or I deserve to be hurt by others) that we then apply to our general experiences. 

				CPT aims to identify maladaptive thoughts commonly developed after a traumatic experience, such as distorted beliefs about our safety, ability to trust others, self-efficacy or competence, and self-esteem, and to challenge these negative beliefs as they apply to one’s life and abilities in general. A central, early component of CPT is writing out a detailed account of one’s traumatic experiences, including all the sensory details and emotions related to the experience that one can recall. Next, the idea of “faulty thinking” is introduced, and group members learn about ways in which individuals often develop maladaptive beliefs subsequent to the sexual trauma in regard to safety, trust, power, esteem, and intimacy. Group members also learn about how prior positive beliefs can be disrupted by sexual traumas and prior negative beliefs can be confirmed by traumatic experiences. Then they listen to one another’s accounts and point out maladaptive beliefs, challenging one another to have compassion for oneself and one’s experiences.18 

				Dialectical behavior therapy and cognitive processing therapy are two examples of structured groups that have been tested and appear to be effective.15,17-18 If you are interested in participating in a structured group, it is important to ask the facilitator about the nature of the group, to determine if it is present-focused or trauma-focused, how similar the members will be regarding their trauma histories, and what the facilitator knows about how effective the intervention is (e.g., whether it has been tested empirically). Most structured groups that have been assessed for effectiveness have treatment manuals with materials/handouts that the facilitator can share with participants. Many trauma treatments have not yet been empirically tested or have only been assessed with limited populations (e.g., female CSA survivors). Knowing what questions to ask about the structure and goals of the group, the focus and format, and the group leaders’ qualifications will help you to determine if the group is a good match for you. 

				Semistructured Groups

				Stage one semistructured or process groups typically include a combination of sharing coping strategies; validation of feelings and experiences; and opportunities to reframe ways of thinking about sexual traumas themselves, one’s sense of self, and perceptions/expectations of others. Semistructured groups that are focused on stage one recovery will generally have a present focus and explicit tasks or aims for the group members as well as a predictable session structure: check-in, review of progress toward goals, and check-out. These groups differ from structured groups in that there is not usually an identified topic (or handouts) per session and the focus is not on decreasing specific symptoms or teaching specific skills, but rather group members are encouraged to use the group time to discuss their current experiences and to help one another in making progress toward their identified goals. The underlying aim of semistructured groups is to foster trust and cohesiveness among participants in order to change both how individuals see themselves and how they interact with others. Semistructured groups differ from support groups in that the group membership is usually more stable than a support group (e.g., closed), the group itself has a specific focus or task, participants are encouraged to have specific goals they are working on, and the group is more likely to be facilitated by a trained mental health professional. 

				An example is a semistructured, process group focused on stabilization such as the “Safety and Self Care” group described by Harney and Harvey.19 This group is for individuals struggling with risk taking, self-harming urges, or self-destructive behaviors. Participants in this group set goals regarding safety and self-care and attend meetings for twelve to fifteen weeks to share progress on their goals as well as acknowledging and working on setbacks and difficulties. Facilitators help participants to set goals and identify incremental steps toward achieving their goals, and work with group members to maintain safety in the group. 

				Many stage two recovery groups are semistructured groups. These groups are often psychodynamic or interpersonal in orientation and focus on expression of emotion and identifying and understanding past and current patterns in relationships, thoughts, and feelings. Group members are encouraged to share common experiences and try new ways of interacting with one another. Reviews of studies of process-oriented groups for adult sexual abuse survivors suggest process groups are effective at decreasing symptoms of trauma-related distress and increasing social adjustment and relationship quality, with greater improvement in those groups that are semistructured rather than unstructured.20

				The quality and nature of the therapy group will be determined in large part by the facilitator(s). It is critical that survivors ask about the qualifications of the facilitator(s), including their training to provide trauma-related or trauma-focused treatment. It is also important that facilitators are able to describe the group goals and rules clearly. Groups offered by practitioners who describe the treatment as behavioral or cognitive behavioral usually have a focus on symptom reduction and teaching new skills and/or ways of thinking about one’s experiences. These are most likely to be structured groups. Practitioners who describe the group as interpersonal or psychodynamic will place more emphasis on the relationships among the group members and typically rely on group processes (increased sense of belonging, hope, and deservingness) as agents of change and recovery. They are more likely to offer semistructured or unstructured groups. Some practitioners may describe the interventions they offer as an integration of the approaches described above. 

				An additional orientation that facilitators may use is a feminist approach to trauma therapy. Group facilitators who identify as feminist will place an even greater emphasis on empowering the group members in their recovery, placing control of many tasks and decisions in the hands of group members (though still remaining active enough to maintain safety of the group). Oftentimes, feminist groups will explicitly acknowledge the ways in which the sociopolitical environment that we live in increases our risk for sexual victimization. For example, a feminist-identified facilitator is likely to explicitly encourage a discussion of the variety of ways in which gender oppression, or the devaluing of women and girls in society, as well as the narrow view of masculinity with which many men and boys are socialized, contribute to increased risk of sexual assaults. An additional component of feminist therapy often includes encouraging members to consider taking social action on behalf of themselves or others as part of their recovery.

				Recognizing the Diversity of Survivors

				Though my description of group types has been general, it is likely you have noticed that the references to research have been focused on women, particularly battered women, female adult rape survivors, or female survivors of childhood sexual abuse. Literature about groups for adult male survivors or survivors of other types of sexual traumas is very sparse. In addition, much of the research on the effectiveness of groups described above excludes individuals who are experiencing multiple forms of psychological distress or struggling with substance abuse. Very little programming is available that was developed specifically for people of color or other minority group populations (e.g., gay/lesbian/bisexual individuals). Finally, there is a dearth of information regarding groups for the supporters of adult survivors (e.g., caregivers, partners, or others), who are also often deeply affected by what has happened to their loved one(s). The following information is based on select studies or articles describing interventions for specific populations. Again, this literature is limited, so many survivors of sexual traumas will be in the position of reading about groups that have been helpful to individuals who are like them in some ways, even if aspects of their experiences are very different. 

				Male Survivors

				Literature on treatments specifically for male sexual trauma survivors is very limited. One recommendation is that male survivors participate, at least initially, in all-male groups given the pervasive silence about sexual traumas to males. Although male and female survivors of sexual traumas have many similar responses, men are more likely to react with greater confusion about how the sexual trauma affects their gender identity and/or sexual orientation, anger dysregulation, and shock that they could be the victim of a sexual attack.10 Others suggest male survivors of childhood sexual abuse, in particular, struggle with shame and ambivalence about being sexual (which conflicts with societal messages about being male), emotional and sexual distance from others, and difficulties as adults in intimate relationships.21 

				Although there is comparatively little literature and research on male survivors of sexual traumas, there is growing recognition of males raping males in military organizations. In 1994, Congress amended a law requiring Veterans Affairs to provide services for sexual assault or harassment that occurred while on active duty to male as well as female soldiers. In response, some veterans’ centers have begun offering groups for veterans who are male survivors of sexual traumas. Psychologists affiliated with a VA in Minnesota describe a process group for male veterans who were survivors of sexual assault while on duty or childhood sexual abuse that appears to have reduced participants’ distress. They describe several stages of a long-term group therapy.10 

				During the first few months, group members worked on establishing trust and clarifying boundaries. For these men, part of getting to know one another was describing details of their military service to help them to recognize similarities and differences in their general experiences. At this time, group members were discouraged from describing their traumatic experiences in detail. Approximately three months into the group, group members began to discuss coping with current symptoms and to connect past traumatic events to current functioning. During this phase, they began to share more specific aspects of their experiences of sexual trauma with one another and to recognize similarities in their experiences. At approximately six months, the group began to work more on interpersonal goals and issues, including confronting and challenging one another, working on safely expressing anger and addressing conflict. In the third phase of the group (months seven through nine), members discussed gender identity and confusion about sexual orientation. In the final phase of the group, members focused on who was responsible for the sexual assaults and discussed the possibility of forgiving perpetrators. The authors/facilitators do not describe any specific outcomes of improvement that they measured for participants of the group. They do note, however, that the group was created in response to veterans’ requests for a group for male sexual trauma survivors, and they offer their observation that the group participants seemed more able to recognize their individual strengths and contributions to relationships both within and outside of the group after several months of group treatment.10 

				A very different example of a group for male sexual trauma survivors is a short-term group treatment for gay male survivors of CSA who also were living with HIV/AIDS. Masten and colleagues describe a fifteen-week group that emphasizes building a safe and cohesive environment, teaching coping skills, and trauma exposure content.22 Groups consisted of six to eight members for a total of forty-nine group participants in six groups. Individuals with cognitive impairments or severe depression were excluded. Group members began by sharing reasons for participating in the group, telling the story or stories of their sexual traumas, and identifying similarities in their experiences. Sessions five through eight focused on teaching members about models of coping and providing examples of alternative/adaptive coping skills. The final sessions focused on discussing expectations and perceptions in relationships and engaging in self-care (e.g., getting regular medical care, treatment adherence). Although these groups were structured by topic, the facilitators also emphasized building relationships among group members, encouraging members to share details of their traumatic experiences and to offer one another support throughout the sessions. This coping-focused, interpersonal group intervention demonstrated greater reduction in intrusive and avoidance symptoms of PTSD than a support group focused on trauma and HIV or a waitlisted comparison sample.23 Group members were diverse: six identified as Caucasian, twenty-nine African American, eleven Latino, and three as multiethnic individuals. The coping groups were also offered and evaluated for heterosexual female survivors of CSA with HIV/AIDS and showed similar positive results. Very few heterosexual male CSA survivors with HIV/AIDS were referred, and thus there were not sufficient numbers to offer them a group.

				The descriptions of the two groups for male survivors above give you an idea of the types of group interventions available and issues addressed in a group format. The availability of all-male groups is likely to be more limited in some geographic areas. There are websites that offer information specifically for male survivors, such as malesurvivor.org and aardvarc.org, both of which list resources/agencies providing services by state. 

				Survivors of Sexual Traumas and . . .

				Many survivors of sexual traumas have serious concerns or difficulties in addition to substantial trauma-related distress. Individuals with symptoms of PTSD also often struggle with depression, other forms of anxiety (e.g., panic attacks), self-harming behaviors, and substance abuse.24-25 However, many groups for survivors of sexual traumas will exclude potential participants if they show evidence of severe depression, serious mental illness, suicidal ideation, and/or current substance use.

				To address these clear gaps in treatment, some mental health professionals have worked to develop groups specifically for trauma survivors that recognize and attend to the complexity of their experiences. For example, Seeking Safety is a present-focused, structured cognitive-behavioral intervention developed to address co-occurring PTSD and substance use disorders (SUD).26 Seeking Safety is a stage one trauma treatment that provides education about the consequences of trauma and links between trauma and substance use and teaches specific cognitive, interpersonal, and behavioral coping skills. This group explicitly does not include detailed discussion of past traumatic events. The group can range from twelve to twenty-five sessions. Seeking Safety has been employed with male and female survivors in a diverse array of settings (community and outpatient settings, inpatient settings, prisons, residential substance use facilities, etc.) and is effective at reducing symptoms of PTSD and SUD.26-27 Seeking Safety is one example of an intervention for co-occurring PTSD and SUD with empirical support for its effectiveness, but there also are other group interventions aimed at helping individuals who are struggling with both symptoms of PTSD and substance abuse or dependence.27 

				Another group of individuals who frequently have been excluded from trauma-focused group interventions are survivors with chronic and/or severe mental illness. However, some groups have been developed to provide support and therapeutic interventions to individuals with these additional challenges. The trauma recovery and empowerment model (TREM) is a structured, twenty-four-session group intervention for females with severe mental disorders, including women with significant substance abuse problems.28 TREM combines cognitive restructuring techniques, skills training, psychoeducation, limited exposure to traumatic memories, and peer support to foster recovery and improved functioning. TREM includes eleven areas of skill development: self-awareness, self-protection, self-soothing, emotion regulation, developing mutual relationships, accurate labeling of self and others’ behaviors, sense of agency, problem solving, judgment and decision making, reliable parenting, and developing a sense of purpose and meaning. TREM is not the only group intervention designed for survivors with co-occurring serious mental illness. Other groups such as Women’s Safety in Recovery,29 which combines psychoeducation, problem solving, and skill building but prohibits explicit trauma disclosure, have been tested in various settings and have shown effectiveness at decreasing trauma-related distress. Trauma-related treatment for individuals with complex needs is a growing area of theory and research, but at this time, survivors and their advocates will have to use the information they have gathered from this source and others to determine what type of group best meets their needs. 

				Groups for Partners/Support Persons

				Sexual traumas also affect intimate others of survivors—caregivers, partners, and other important supporters. Very little is written about treatment interventions for support persons of adult trauma survivors. One area that has received limited attention is the topic of support groups for partners of sexual trauma survivors. Barcus described a group for male partners of female childhood sexual or physical abuse survivors that focused on offering support and educating partners about the effects of trauma on the individual and their family as well as teaching about the recovery process.30 Generally, group interventions for partners, caregivers, and other supporters of survivors will combine support and validation of the challenges they face with information about the needs and struggles of trauma survivors as well as ways to assist survivors in their recovery. A safe and respectful environment also is critical for these supporters of survivors as well as confidentiality and clear expectations regarding group content. 

				Case Example

				Nila was a nineteen-year-old African American woman who was in individual, trauma-focused treatment but decided to also seek out group therapy to help her to decrease her suicidal ideation and risk-taking behaviors and increase her ability to make healthy connections with others. Nila was sexually abused by her stepfather from the age of twelve until she left home at sixteen. Nila obtained her GED and was attending college classes, but her ability to succeed academically had been hampered by difficulties focusing in class, her feeling that she was different from everyone else, and suicidal ideation/attempts. Nila decided to participate in a stage one, process-oriented stabilization group for survivors of intimate interpersonal violence. She worked with the facilitators to identify the following goals: (1) to develop alternative coping strategies (decreasing risk taking and suicidal ideation), (2) to learn how to identify characteristics of healthy relationships, and (3) to decrease her sense of shame and responsibility for the abuse. She attended a weekly semistructured group where she reported on her progress toward achieving her goals, helped other group members to develop new coping strategies, identified barriers to carrying out her goals, and recognized common experiences and feelings held by many of the group members (e.g., the idea that she should have been able to stop/prevent the abuse, worry that she “asked for” or provoked the sexual abuse, concern that speaking out divided the family, and the feeling that she is now “damaged goods”). After completing a three-month semistructured process group, Nila joined a sports team at her community college, began attending church again, reestablished contact with some family members, and secured a more stable living situation. She reported less frequent suicidal ideation as well as feeling like she felt she had “something to contribute” and deserved a chance to make a better life for herself. 

				Conclusion

				At this time, general reviews of the research suggest that group interventions can be effective and beneficial for survivors of sexual traumas, including survivors with complex needs.9 The majority of group interventions that have been evaluated have included adult, female sexual assault or childhood sexual abuse survivors. The literature about survivors of other forms of sexual trauma and/or male survivors is much more limited. This small body of literature does, however, also support participation in group treatment to decrease trauma-related distress, shame, and interpersonal difficulties, and to increase general functioning. 

				The groups described in this chapter are provided as examples to assist you to consider what type of treatment might be most useful to you and to evaluate what is currently known about the effectiveness of different treatment approaches. In many geographic areas, there will be limited options for group treatment. Sharing this material with providers in your area may assist them with learning about the variety of interventions that can be useful to sexual trauma survivors. Many times, the survivor will be put in the position of deciding whether a treatment will be helpful to him or her. It is my hope that by reading about what is known more generally about group treatment as well as the range of possible interventions, you as a survivor and consumer can make a more informed choice about what is most likely to help you on your path toward recovery. 

				The following questions have been formulated to help you consider whether you are ready for and would benefit from group work: 

				1. Are you ready to share your experiences, either in the here and now or past experiences, with others? 

				• Individuals who rated group experiences positively indicated that they valued the opportunity to share experiences and feelings, improve self-understanding via role plays and other structured activities, and feel accepted by others.31 In contrast, group participants who rated groups poorly did not feel ready to hear others’ stories and felt overwhelmed by participating in group. While it would be normal to experience both positive and negative feelings about participating in a group, it is important that you consider what you are ready to share and hear, so that you can identify the type of group most appropriate for you. 

				2. How well do you tolerate intense feelings that you are experiencing? What about others’ expressions of intense feelings? 

				• If it is very difficult for you to regulate your feelings or to tolerate others’ expression of intense affect, you should consider a structured, present-focused group. If it is hard for you to have empathy for others’ experiences and feelings, then it may be best to start with individual therapy. 

				3. How safe are you? Are you at risk of revictimization? Do you think about engaging in self-harming behaviors? Are you actively using substances? 

				• Many treatment groups will not allow participants who are currently at risk of future assaults, self-harming, or abusing substances to cope. If you are struggling with one of these issues, most often a support group or present-focused, stage-one treatment group is your best option. 

				4. What have your past disclosure experiences been like? Are you ready to talk about your experiences of sexual trauma with others? 

				• Most of us have told someone what happened to us, and many of us have had negative experiences with disclosing our traumas to others in the past. Some of us have told no one. If you are considering participating in a group for trauma survivors, it is important to recognize you can tell your story in stages. Group should be a safe, respectful environment. However, starting by sharing discreet amounts of information and determining what that feels like and what the level of support is for you is an excellent way of engaging in self-care and feeling in control as you work toward your recovery. 

				5. Does the group you are considering have clear rules? What are the goals of the group? What are the expectations regarding discussion of traumatic experiences? How similar or different are group members? 

				• It is critical that a group facilitator indicate general expectations for group content, how the group is structured, typical rules for this type of group, and who will be included in the group. Survivors early in recovery generally benefit from being in groups with others with similar experiences, groups that are more structured, and with a present focus. 
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				Mind-Body Practices for Recovery from Sexual Trauma

				Patricia L. Gerbarg and Richard P. Brown

			

			
				Nowhere is the link between mind and body more evident than in the experience of abuse. This connection gives us a unique opportunity to employ body-centered methods to heal emotional scars. While talk-based and cognitive therapies can be of great benefit, there are situations in which mind-body approaches, such as yoga, qigong, tai chi, breathing practices, and meditation can be extremely beneficial and sometimes necessary for full recovery. 

				Victims of abuse, especially children, are often unable to talk about what happened either because they are too young to have words to describe the experience or because the perpetrator has frightened them into permanent silence. When they reach adulthood, the prohibition against telling may still prevent them from talking about the assault, even to their therapist. Neuroimaging studies suggest that when a person with post-traumatic stress disorder (PTSD) is reminded of the traumatic event, there is a decrease in activity within the speech areas of the brain.1 Moreover, the victim may need to avoid talking or thinking about the assault because just remembering can evoke painful or revolting physical sensations. 

				Mind-body practices provide a therapeutic approach using the body’s own internal communication network, a system that does not require words. Learning how to use the body to speak to the mind circumvents the prohibition against talking and can be more effective than relying solely on verbal, cognitive, or intellectual approaches. 

				Dr. Susan Franzblau and colleagues2 studied the effects of yogic breathing and testimony (disclosing the abuse to a nonjudgmental receptive listener) on forty women who reported intimate partner abuse. The women were randomly assigned to four groups: yogic breathing only; testimony only; yogic breathing plus testimony; and no intervention. They were given two forty-five-minute sessions on two consecutive days. Testing revealed improvements in self-efficacy in the three intervention groups, but women who received both yogic breathing and testimony improved the most, including four out of five factors assessing self-control, security, fear, and confidence. 

				Dr. Sharon Sageman3 described her work with seven women in spiritually oriented group therapy. All of the participants had severe, chronic mental illness and histories of abuse. The group expressed interest in working with a yoga teacher. Dr. Sageman arranged for them to be taught a basic breathing practice for thirty minutes at three of their group meetings. They learned to do a resistance breathing called Ujjayi in Sanskrit, also known as Victory Breath or Ocean Breath. Resistance to airflow is created by a slight tightening of muscles at the back of the throat, producing a soft sound like the sound of the sea or the inside of a seashell. The women learned to breathe at about five breaths per minute. Combining slow breathing with airway resistance further stimulates the vagus nerves and the relaxing, soothing part of the autonomic nervous system. The result is a state of calm alertness.4 Dr. Sageman observed striking improvements in mood and interactiveness after the group did the yoga breathing. Relieving depression is particularly important because it can seriously interfere with engagement and recovery.

				While mind-body programs have been recognized for their ability to relax the mind and body, and to relieve symptoms of anxiety, depression, and post-traumatic stress disorder (PTSD), their potential to induce deeper changes in trauma formations is not as well known.5-12 We will start with the story of a woman who was sexually molested in childhood. Six levels of trauma healing will be explored. This will be followed by a discussion of abuse during mass disasters and genocide. Along the way, we will offer basic techniques the reader can start at home along with resources and recommendations for further healing and thriving.

				Susan—“I can’t stop crying and I don’t know why.”

				Susan was repeatedly molested from the age of three until puberty by a middle-aged male cousin. He had frightened her into silence by convincing her that if she told about it, her family would throw her away. Although she suffered severe night terrors during childhood and anorexia during adolescence, no one suspected sexual abuse, she never spoke about it, and she never received treatment. Susan felt there was something defective about her buttocks (the focus of the molestation), and she worried that people could see what was wrong with her body. After two years of intensive psychotherapy, three times a week, she was finally able to tell her parents about the abuse. 

				On the outside Susan appeared well adjusted, an excellent student and an outstanding athlete. Although she had friends, her relationships were superficial. She developed an impenetrable façade, appearing poised and aloof while living in constant fear that someone would discover her secret. Susan never dated. She could not allow anyone—male or female—to become close to her. Any attention from men made her panic and freeze. She lavished her love on animals. 

				Susan started therapy with me (Dr. Gerbarg) at age twenty-five, saying, “I can’t stop crying and I don’t know why.” She refused medication because to her it meant she was weak and defective. During eight years of intensive psychotherapy three times a week, she developed more self-confidence, overcame depression and many of her fears, formed deeper friendships with both women and men, and was able to tell her parents about the abuse. She stopped relentlessly criticizing and punishing herself, started her own business, and bought her dream house in the country. In many respects, she was happy, but she longed for an intimate relationship with a man, marriage, and children. Unfortunately, paralyzing fear of men still stopped her cold. At the age of thirty-three, she had not been on a single date. Week after week she expressed frustration, loneliness, and desire for a life partner. I suggested Susan try a yoga breathing course to help reduce anxiety, perhaps enough to enable her to start dating. 

				I recommended a yoga breathing course with an atmosphere of safety, caring, and understanding. During her first course, Susan told other participants about the abuse, and they responded supportively. This course included slow resistance breathing, brief rapid breathing, and cyclical breathing at varying rates. The first time Susan tried the breath practices she cried uncontrollably. Nevertheless, afterward she felt unusually calm and relaxed. The second time, she actually enjoyed it and wanted to do more. For the next eight months Susan practiced yoga breathing every day and attended group sessions twice a month. She repeated the breathing course. One month later during a group yoga breathing session, she had a healing experience:

				“I felt a warm sensation in my uterus and genitals.” She reflected, “I knew it was good for me, a healing sensation. And then it felt like an opening-up and I thought that it was just what I needed, that what had happened to me as a child, the molestation, would no longer have such an effect on my life.”

				Two weeks later, Susan went on her first date. Although she felt some anxiety, she neither panicked nor froze. The relationship ended after three dates, but she promptly started seeing another man, Jason. As their relationship developed, Susan felt ready for her first sexual experience as an adult. She had read many books about post-traumatic stress disorder and how difficult it can be for abused women to engage in sexual activities. After eight years of therapy, she felt mentally prepared for any reaction that might occur. Would it trigger a flashback? Would she panic or freeze or dissociate? She discussed her concerns with Jason, who was totally supportive. The first time they made love, Susan’s sexual response was completely normal. She had no fear, no anxiety, no panic. She enjoyed sex with Jason, and her positive responses continued as they engaged in sex almost every day. Now Susan and Jason are together in her country house, where they plan to live happily ever after.

				Although Susan made considerable progress in talk therapy, there were three problems that were not responding: (1) a distorted image of her body as defective; (2) defensive closing off of her genital area; and (3) panic and freeze reactions to men. How did yoga breathing change her body image, genital sensations, and fears of sexual intimacy? 

				Research on the effects of mind-body practices on trauma formations is preliminary. At this time we have more questions than answers, but we do have some viable theories based on neuroscience and physiology. We know that messages are constantly sent from the body to the brain carrying information about the internal state of the body. This process is called interoception. Much of this sensory information, including pain, pressure, temperature, air hunger, genital sensations, and information about respiration as well as all the internal body organs is carried by the vagus nerves, the main pathways of the parasympathetic nervous system, the calming, healing, recharging part of the nervous system.13 This information goes to a part of the brain called the interoceptive cortex, where it becomes part of the body image and is interconnected with centers of emotional regulation, emotional reactions, decision-making, and behavior.14 The physical sensations, reactions, and emotions associated with sexual abuse are processed in these networks and can become frozen in time, like a fly in amber, unchanged by subsequent experiences, for years. Such locked-in trauma formations are called schemas.15 

				It can be extremely difficult to access trauma schemas through verbal therapy alone. However, we can log on to the interoceptive network using mind-body practices to send therapeutic messages to penetrate schemas that may be resistant to verbal interventions. The fastest and most powerful way to do this is by changing the patterns of breathing. The pathways between the respiratory system and the brain are very strong and very rapid because breathing is our most vital function. When we change the pattern of the breath, tens of thousands of receptors throughout the lungs and respiratory passages change the messages being sent to the brain.4 So, for example, by deliberately breathing very slowly the body can tell the brain that we are safe and no longer need to worry, be hypervigilant, or react with fear.9 The ideal breath rate for balancing the stress response system and calming the mind is between 3.5 and 6 breaths per minute for most adults.16-19 In Susan’s case, yoga breathing began to help her feel calm and relaxed the first day she tried it. However, it took months of daily practice for it to penetrate and ultimately transform the trauma schema to restore a healthy body image with normal genital sensation and emotional reactivity. 

				

				Six Levels of Healing with Mind-Body Practices

				Level 1—Change Starts at the Cellular Level

				Changing the mind-set of trauma involves changing the connections among brain cells (neurons) and thereby changing patterns of interaction among neural pathways where trauma memories are stored and PTSD symptoms are generated. Plasticity refers to this complex process of changing how the brain works. There are many ways to induce plasticity. Whenever we learn something new, somewhere in the brain, plasticity is occurring. The challenge in post-traumatic conditions is to access the problem areas, disrupt trauma-related connections between neurons, sprout new connections, and guide the course of reconnection toward healthy transformation. 

				Among the many elements that can influence this process of change are the following:

				1. the intensity of input through the nerve networks and the repetition of input

				2. the balance of excitatory and inhibitory (calming) neurotransmitters

				3. the frequency, amplitude, and coherence of brain waves

				4. the emotional state and the emotional meaning of input from other people and the environment

				5. neurohormones such as oxytocin and prolactin—antistress, social bonding hormones that increase feelings of love and connectedness

				Mind-body practices can disrupt trauma formations, stimulate neuroplasticity, and steer the system toward healthy recovery. Yoga breathing and movement stimulate interoceptive input to neural networks. We have already discussed ways that this interoceptive messaging can access and alter trauma formations (schema). We recommend daily practice because the repetition is necessary to bring about changes over time and to maintain improvements. Evidence suggests that yoga can reduce excitatory and increases inhibitory (calming) neurotransmitters toward a healthier, more stable balance.20,21 Studies have shown that slow yoga breathing and resistance breathing can shift brain-wave frequencies toward more synchronous relaxed alpha rhythms associated with states of relaxation. They also increase coherence and synchrony, which further enhance plasticity and learning.22,23

				Through yoga, an anxious, fearful, defensive person can become calm, unafraid, more trusting, and open. When in this more receptive state, they are better able to experience positive emotions (their own and those of others), to internalize positive messages, to learn from their therapy, and to incorporate all of this new information into their emotional and psychic reconstruction. 

				Although there have not yet been any studies of the effects of mind-body practices on levels of the bonding hormone, oxytocin, there is reason to think that it probably plays a role in the increased capacity for feelings of love, bonding, and connectedness many people describe when they engage in yoga. Also, the pathways of the parasympathetic system stimulated by yoga breathing are rich in oxytocin receptors. We hope to see studies measuring oxytocin levels in yoga practitioners someday.

				Level 2—Tension Release

				Mind-body practices release tension, relieve stress, and induce a calm state. This is crucial for trauma victims, who often hold a lot of tension in their bodies, causing muscle aches, back pain, shallow breathing, and headaches. Being in an acute or chronic state of stress and tension has negative effects on mood, physical health, relationships, and the ability to think clearly and make good decisions.

				Level 3—Sense of Safety and Personal Boundaries

				Trauma survivors need to lower anxiety and feel secure to engage in therapy and to develop trust in their therapist as well as other people they want to be close to. Yoga breathing, movement, and meditation engender feelings of safety and calmness. Movement practices help develop better awareness of the body and its boundaries. Mastery of physical postures with increasing strength and balance helps to build confidence.

				Level 4—Restoring Balance in the Stress Response System

				The sympathetic nervous system has both activation components (getting ready to fight or flee) and inhibition components (to hold us back when necessary for survival). Trauma and stress can cause either or both components to malfunction. The use of mind-body practices can strengthen both components and shift them back into proper balance. By correcting imbalances in the sympathetic nervous system as well as between the sympathetic and parasympathetic systems, mind-body practices reduce hyperarousal, hypervigilance, overreactivity, irritability, anger, impulsivity, and inappropriate fight, flight, or freeze reactions. This enables the survivor to respond more appropriately to people and situations based on the here-and-now reality rather than on impressions from the past.

				Level 5—Self-Awareness and Reconnection with One’s Body

				During sexual trauma, victims are helpless, unable to stop the abuse or to run away. They describe feeling like they are going crazy, losing their mind, being destroyed, or exploding. Sometimes the only way out is to disconnect the mind from the body, which is being abused. Once this occurs, the victim may feel permanently disconnected, unable to experience the body as her own. This can lead to neglect of the body, fear of physical experiences, hatred of the body, self-inflicted injuries such as cutting or burning, and abnormal reactions to physical sensations. By focusing attention on the experience of gentle movements and breathing, yoga slowly reintroduces the survivor to her body as a source of comfort, pleasure, strength, and self-efficacy.

				Mind-Body Practices for Trauma Recovery

				Hundreds of mind-body practices for health and healing have evolved over the last 8,000 years in countries all over the world.24 Although there is very little research on mind-body practices specifically for sexual trauma, a number of studies show that yoga, qigong, and tai chi can reduce the physical and emotional symptoms of PTSD, which in many ways overlap with symptoms related to sexual assault.7,25-29 

				We are going to focus on a simple set of practices that are easy to learn, safe for everyone, and that have been shown in clinical research to relieve symptoms related to stress, anxiety, trauma, and depression. In applying these techniques to victims of sexual trauma, the sensitivities of the individual must be anticipated and taken into consideration. Precautions must be taken to protect against overwhelming experiences such as flashbacks. Therapists should be knowledgeable in methods to assist victims who may be triggered into such distressing experiences despite the best precautions during any treatment, whether standard therapies or mind-body practices. While we offer basic practices that anyone can do at home, we recommend working with a certified yoga or qigong teacher who has experience with trauma victims for more advanced work. Establishing a safe environment is essential. The teaching and class atmosphere should be gentle, kind, gradual, supportive, noncompetitive, and nonjudgmental. Attention and awareness should be focused on the practices. The most effective programs include movement, breathing, and meditation. Here is a simple sequence to get you started.

				Movement

				Grounding helps restore the sense of being stable, centered, in the here and now. It is widely used at the beginning of yoga practices as well as to help abuse survivors stay in the present when they are being pulled into the past by trauma memories or flashbacks. 

				Grounding can begin in a comfortable standing position with feet shoulder-width apart. The chin should be slightly down and the knees kept soft. Gently shift your weight from side to side and back and forth to find your center of gravity. Come to rest with weight evenly balanced on both feet. 

				Become aware of your feet in contact with the floor. Notice how your body feels. 

				The Four Golden Wheels by Master Robert Peng

				This is the first of the Four Golden Wheels of qigong. Letting your arms hang loosely at your sides, start to gently bounce up and down, keeping your feet on the floor and your knees loose. As you bounce, allow your arms to flop like wet noodles and let your head bob. Close your eyes if you are comfortable doing so. Continue gently bouncing for one, two, or three minutes. You may wish to enhance this practice by imagining a waterfall starting at the top of your head and flowing down through your body, flowing in steps with each bounce all the way down and out through the soles of your feet, washing away all negative emotions. 

				When you stop, notice the change in how you feel. This releases the first level of body tension. If you want to learn more about Four Golden Wheels from a course or videotape, you may visit www.RobertPeng.com. 

				Breathing—Breath Awareness, Belly Breathing, Coherent Breathing

				Sit in a very comfortable chair or lie on your back on a bed or the floor with whatever pillows you need, under your legs or head, to feel relaxed. Close your eyes if you are comfortable doing so. Closing your mouth, breathe through your nose only. 

				Breath awareness. Become aware of your breathing. Feel the rise and fall of your belly and chest, the movement of your ribs. Next focus your attention on the feeling of the air as it moves in and out of your nose. Breathing deeply but without any straining, feel the air move through your nose and down into your lungs, then feel it move out again. 

				Belly breathing. As you take a deep breath in, relax your belly muscles so that your belly rises with each inhalation. Rather than actively pushing your belly out, just let the breath fill you up, causing it to rise naturally. Then let your belly come down naturally as you breathe out. Repeat this slowly several times. Take these deep belly breaths in and out two more times as you relax the muscles of your face and let your whole body relax. 

				Coherent Breathing. Focus your attention on the sensation of air moving in and out through your nose and airways to your lungs. If other thoughts enter your mind, just notice them and let them float through. Refocus your attention on the sensations of your breath. All breaths should be comfortable, not forced in any way.

				Breathing through your nose with your eyes closed . . .

				Taking your time, count slowly and silently in your mind: As you breathe in, count 1 . . . 2 . . .; as you breathe out, count 1 . . . 2 . . . for two breaths.

				Taking your time, count slowly: As you breathe in, count 1 . . . 2 . . . 3; as you breathe out, count 1 . . . 2 . . . 3 for three breaths.

				Taking your time, count slowly: As you breathe in, count 1 . . . 2 . . . 3 . . . 4; as you breathe out, count 1 . . . 2 . . . 3 . . . 4 for four breaths.

				Taking your time, count a little more slowly: As you breathe in, count 1 . . . 2 . . . 3 . . . 4; as you breathe out, count 1 . . . 2 . . . 3 . . . 4 for four breaths.

				Work on this until you are able to breathe at a rate between five and six breaths per minute. This is called Coherent Breathing. The best way to do this is to use the Two Bells chime track on Steven Elliot’s Respire-1 CD available at www.coherence.com, or download the chime track onto an MP3 player. Listening to the chime track, just breathe in with one tone and breathe out with the next. You won’t have to count and you can relax even more.

				Start with five to ten minutes of coherent breathing once or twice a day and gradually increase up to twenty minutes at a time. Once you master Coherent Breathing, you can go right into it without having to slow your breath in stages. Whenever you feel stressed or anxious, use Coherent Breathing to stop worrying and relax. If you have difficulty falling asleep, just get into bed, turn on the chime track, turn out the light, and breathe yourself to sleep.

				After two months of practicing with your eyes closed, you may also do Coherent Breathing with your eyes open. Just play the chime recording and breathe along with it as you putter around the house, commute on the train, or take a walk. You can even breathe coherently while working on the computer, doing paperwork, taking tests, or any other anxiety-provoking activity. No one will know how slowly you breathe or how you manage to stay so calm when all around you people are stressing out. 

				Meditation

				Meditation allows the effects of movement and breathing to be integrated or stored in the mind. In this way, meditation takes the healing even deeper. This is a simple body-scan meditation. It can be used by itself or as preparation for other meditation practices. 

				Keeping your eyes closed, relax your eyelids, your eyebrows, and your forehead. Relax your cheeks, jaw, chin, and mouth. Then relax the muscles of your shoulders, arms, and hands. Relax all the muscles of your back, starting at the top of your spine and going all the way down your back. Relax the muscles of your chest, belly, and pelvis. Relax your legs starting at the top and going down to your calves and feet. Relax all the muscles of your body from your head to your feet. 

				Positive Affirmations

				Now that you feel relaxed, you may give yourself a positive message, either one of your own or one you have read and found to be especially meaningful for you. Let this positive message sink deep into your mind.

				Finishing

				Roll over onto your right side. Lie still, curled up and cozy. Use a blanket if you feel cool. Just rest for a while. 

				Before you open your eyes, notice how your mind and body are feeling.

				Then slowly and gently open your eyes.

				For those of you who want to learn more movement and breathing practices, we suggest taking classes such as our Breath~Body~Mind workshops, using our new book and CD set, The Breathing Cure, or finding instructional videotapes. Master Robert Peng offers Elixir Light Qigong classes and his DVDs are available at www.robertpeng.com. Many women enjoy Amy Weintraub’s program, LifeForce Yoga. Her courses and DVDs can be found at www.yogafordepression.com. Heather Mason trains yoga therapists in her Yoga for the Mind sequence and teaches trauma-sensitive yoga; see www.yogaforthemind.info. See the resources section at the end of this chapter for information on finding programs and teachers in your area. 

				Yoga Postures for Empowerment as taught by Amy Weintraub

				Yoga postures can help develop a sense of empowerment. Here is a sequence of yoga postures that Amy finds helpful in working with sexual abuse survivors30: Five-Pointed Star, Victory Goddess, Victory Goddess with Lotus, and Warrior Pose. Amy uses sounds to enhance the effects of movement. The a sound is pronounced like the a in the word calm. As you make each sound, feel the vibrations resonate within your body, providing more interoceptive stimulation to the healing parts of your nervous system.

				Before you begin, think of an image that represents strength to you, perhaps an image from nature. Then choose an intention for your practice this day. For example, your intention could be self-healing or any other goal for your personal development. When repeating or holding poses, do only what is comfortable for you. 

				Five-Pointed Star

				Stand straight with feet about twenty-four inches apart and turned slightly outward. Raise arms to shoulder level, held straight out on each side. The head, hands, and feet create the five points of the star. Bring into your mind an image for strength. With your feet grounded firmly in the earth, radiate strength out through your fingertips and up through the crown of your head. Take five full breaths through the nose, and then hold the last breath with your image for strength in your mind. Using your imagination, move the image for strength from your mind into your heart. From the Five-Pointed Star, move into Victory Goddess.

				Victory Goddess

				Exhale forcefully while making this sound loudly, “di-ri-hah!” as you bend your knees into a partially squatting position with your tailbone tucked while bending your elbows with arms and hands pointing upward. Inhale through your nose as you rise back up into Five-Pointed Star. Repeat this squatting and rising sequence five to ten times. On your final round rise to Five-Pointed Star and hold the breath as you see your image for strength. Exhale with “di-ri-hah!” moving back into Victory Goddess. Hold the Victory Goddess pose with your body while you hold your image for strength in your mind and heart, and breathe slowly and deliberately for five more breaths. Say to yourself, “I am that.” Relax standing for a moment, feeling your feet on the earth.

				Victory Goddess with Lotus

				Inhale to Five-Pointed Star one more time, holding the breath for five counts, and think of your intention. Exhale into Victory Goddess with Lotus by bringing arms to your sides with elbows bent and hands moving toward the center of your chest. Bringing the base of the palms, the pinkies, and thumbs together near your heart, form a lotus cup. Hold your intention close to your heart and nourish it with this sound softly: “yyyyyam.” 

				Warrior Pose

				Raise arms above your head, bringing palms together as you step your left foot forward and bend your front knee, squaring your hips toward the front. Take five deep breaths as you hold the pose. You may wish to repeat the word “rrrrram” to energize your solar plexus, the seat of identity and self-esteem. Repeat on the right side. When you finish, close your eyes and stand straight and tall with your arms at your sides and your palms open and facing forward. Feel your own healing energy vibrating through your arms, your legs, the palms of your hands, awakening your spiritual warrior. 

				Mind-Body Programs for Mass Disasters, War, and Genocide

				During mass disasters such as war and genocide, women and children suffer extreme physical and sexual abuse complicated by witnessing the murder of loved ones, loss of community, displacement into refugee camps or foreign countries, and the stress of an ongoing life of poverty, deprivation, and grief. Sexual abuse may involve permanent internal damage or external mutilation. 

				After peace is established, some countries, such as Kosovo, have managed to provide large-scale public mental health services that incorporate mind-body programs. Dr. James Gordon and colleagues26 of the Center for Mind-Body Medicine found that mind-body practices significantly reduce symptoms of post-traumatic stress disorder and depression in postwar Kosovo. However, there have been no published studies of mind-body practices that focus specifically on sexual trauma related to genocide. It is extremely difficult to do treatment studies soon after natural or man-made disasters, particularly in remote areas and in countries lacking resources and infrastructure. 

				In one yoga study for relief of trauma in survivors of the 2004 Southeast Asian tsunami, we (Dr. Brown and Dr. Gerbarg) worked with Teresa Descilo, traumatologist and director of the Trauma Center of Miami. We collaborated with the National Association for Mental Health and Neurosciences of India and the International Association for Human Values.25 Symptoms of PTSD and depression were measured before and after an eight-hour yoga breathing and movement program created by Sri Sri Ravi Shankar. The program included Ocean Breath (Ujjayi), brief rapid breathing (Bhastrika), and cyclical breathing (Sudarshan Kriya). Within one week of doing this program, scores for PTSD fell 60%, while depression scores dropped 90%. The benefits were maintained throughout the six-month follow-up period.

				Starting in 2007, working with the nonprofit Serving Those Who Serve (www.stws.org), we have been using a two-day, twelve-hour workshop, called Breath~Body~Mind, to relieve symptoms of anxiety, depression, and PTSD in people affected by the September 11 World Trade Center attacks in New York City. Two open studies in collaboration with Dr. Martin Katzmann and Dr. Monica Vermani found significant reductions in measures of anxiety, worry, depression, and PTSD among those who completed our workshop.31,32,33 

				Many African nations, ravaged by war, are unable to provide mental health care to vast areas, leaving tens of thousands of survivors without treatment. Moreover, thousands of sex slaves captured during wars are still being held and abused. Among the numerous organizations working with survivors of genocide and sexual abuse in Africa, Global Grassroots and Christian Solidarity International have focused on assisting women survivors. Global Grassroots integrates mind-body practices, consciousness training, and nonprofit start-up skills to help village women become social change leaders within their communities. Christian Solidarity International raises money to purchase freedom for enslaved women and return as many as possible to their homelands. 

				Gretchen Wallace, president of Global Grassroots, and Ellen Ratner of Talk Radio news service (working with Christian Solidarity International, www.csi-int.org) asked us (Dr. Brown and Dr. Gerbarg) to create a mind-body program that they could implement in disaster areas. We had to take into account the strengths, limitations, and coping methods of each culture. For example, among African survivors, most women cope by not thinking about the past and by suppressing their feelings, because the pain from the past is so overwhelming that it can render them unable to function. Therefore, the program had to be gentle enough to reduce stress without opening the floodgates to painful memories and unbearable emotions. Also, we had observed that rapid or forceful breath practices sometimes trigger panic attacks or flashbacks. Consequently, we only used slow breathing techniques. Based on our research and experience, we developed the following guidelines for the disaster relief program:

				1. portable, inexpensive, requiring no equipment and no electricity 

				2. easy to teach and learn in one short session (no more than two hours)

				3. effective in providing immediate relief the first time it is practiced

				4. effective with less than ten minutes of daily practice and increasing benefits the more it is used

				5. safe for everyone, causing no adverse physical or emotional reactions regardless of age or health status

				6. containing no religious words or elements that could offend or frighten people of different cultures

				7. containing no physical movements that could make abuse victims feel unsafe

				8. sustainable in the community by training of local leaders

				By selecting four simple qigong movements (derived from the Four Golden Wheels of Master Robert Peng) and Coherent Breathing, we created a mind-body intervention that fulfilled our guidelines.

				Having taken several of our Breath~Body~Mind courses, Ellen Ratner was able to teach Coherent Breathing to Sudanese survivors of war, abduction, and slavery. She reported that they responded well with rapid relief of stress symptoms. The women continued doing the Coherent Breathing regularly on their own with a village matron keeping time with a chime bowl. A program evaluation of nineteen Sudanese women documented that those who did the Breath~Body~Mind practices for twenty minutes a day five days a week for eighteen weeks had a mean improvement of 71% in PTSD and 66% in mood on test measures.33

				Gretchen Wallace taught the qigong and Coherent Breathing to Haitian women two weeks after the January 12, 2010, earthquake. She observed immediate improvements in anxiety and physical discomforts. Women being trained in the Global Grassroots Academy for Conscious Change in Rwanda also responded well. Now Global Grassroots is incorporating these practices into all of their disaster relief and women’s empowerment programs. 

				When Gretchen teaches a group of disaster survivors, she first explains that stress and trauma can cause the symptoms the women are experiencing, such as fear, anxiety, shaking, inability to sleep, fatigue, and physical pains. This explanation provides relief because many survivors mistakenly interpret their symptoms to mean that they are crazy. Naturally, they feel reassured to find out that they are not. Next, she invites them to learn practices to calm the stress reactions and restore balance to their nervous system. She leads them through four qigong movements (Four Golden Wheels) standing up. Then, the women sit or lie down for breath practices. First they learn to inhale slowly, letting their bellies rise, just as we described above. Then, listening to a small handheld bell, they breathe in with one ring and out with the next. Within ten minutes, most of the women feel relaxed, and some fall asleep. They wake up feeling better and notice that some of their aches and pains are gone. The women can do the practices on their own, but they particularly enjoy meeting to breathe together as a group.

				Self-Healing the Mind-Body Way

				Because breathing is automatic, we tend to take it for granted, not realizing that within our own bodies we have a profound healing potential. Anyone who has suffered abuse or trauma of any kind can use breathing and movement practices to cope with immediate symptoms, to enhance recovery, and to continue to thrive despite the inevitable stresses life brings. We believe that these programs should be an integral part of any therapeutic plan.

				Understanding the scientific basis for the effects of mind-body practices and reading about the success stories of other survivors may help to convince our doubting minds that this is something worth trying. We can only give you a small sampling of the many techniques and programs available. The next steps, actually starting some simple practices, and finding a teacher or therapist to help you get the most out of the techniques will make a real difference in your life. We hope that the resources listed below will help you take those steps.

				Resources

				The Breathing Cure, Richard P. Brown, M.D., and Patricia L. Gerbarg, M.D., Shambhala Publications (in press).

				www.haveahealthymind.com. Dr. Patricia Gerbarg and Dr. Richard P. Brown provide information, courses, updates, and a free newsletter on complementary and alternative treatments.

				Organizations

				The following organizations can provide information on how to find yoga teachers, courses, and resources in your area. 

				International Association of Yoga Therapists, www.iayt.org

				International Yoga Teachers’ Association, www.iayt.org.au

				Yoga Alliance, www.yogaalliance.org

				The Center for Mind-Body Medicine, www.cmbm.org

				International Association for Human Values, www.iahv.org

				Mind and Life Institute, www.mindandlife.org. 

				Yoga Websites, CDs, and DVDs

				Coherent Breathing, www.coherence.com. Offers Respire-1 CD with tracks for pacing at five breaths per minute. 

				Yoga for Depression, www.yogafordepression.com. Amy Weintraub’s Life Force Yogaâ site offers videotape programs at all levels, courses, newsletter.

				Yoga for the Mind, www.yogaforthemind.info. Heather Mason offers classes, private consultations, a CD set of breathing practices, and a YouTube video on how to do ocean breath (Ujjayi): http://www.youtube.com/watch?v=PqR_HSDXuEk.

				Elixir Light Yoga, www.robertpeng.com. Master Robert Peng provides qigong teachings, courses, videotapes.

				Kripalu Yoga Center, http://www.kripalu.org, yoga courses in Massachusetts

				Yoga Journals

				International Journal of Yoga Therapy, www.iayt.org/site/publications/journal.php

				The Yoga Journal, www.yogajournal.com

				Yoga Magazine, www.yogamag.netsubs.shtml
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				An Integration of Narrative Therapy and Positive Psychology with Sexual Abuse Survivors

				Z. Seda Sahin and Melissa L. McVicker

			

			
				The impact of sexual abuse may vary, depending on the individual’s perception of the experienced abuse. The experienced trauma can influence beliefs about oneself, life experiences, and relationships, often creating abuse-dominated stories laden with generalizations of helplessness or sense of lost agency. The use of narrative therapy in aiding sexual abuse recovery may not only support survivors in exposing the stories around the abusive experience, but encourage the creation of new, personal meanings and preferred stories of strengths, competence, and resilience. In addition, integrating positive psychology with narrative therapy can build on the individual’s resources and strengths in overcoming adversity and building on discourses of hopefulness and healing.

				Sexual Abuse

				The impact of sexual abuse can be influenced by many factors, including the survivor’s perception of the abuse and causal attributions around the experience. Experiences of trauma can inform or challenge individuals’ beliefs about themselves, their life experiences, and even their relationships. The narratives that are developed around significant life events can include causal explanations and evaluations of losses and changes.1 The perception of the experience of sexual abuse, and the meanings attributed to the experience, may change over time or as a result of other life events and experience of relationships.2 Often the themes or meanings given to specific traumatic experiences need to be narrated for the individual’s recovery or resolution, not only to facilitate the expression of these narratives but also to place them in perspective for the individual.1

				Survivor Narratives

				While sexual abuse experiences may be ignored, minimized, or even denied, feminists and systems theorists have challenged these responses—insisting that the voices of survivors be heard and acknowledged.3,4 However, while the development of the survivor narrative can encourage people to speak out about abusive sexual experiences, it can also lead to survivor blaming and be potentially stigmatizing for the individual who experienced such experiences.4,5,6 As such, victim stories have begun to be replaced by survivor narratives in the last twenty years.4,7 Replacing a story of victimization with one of being a survivor may allow a focus on strength, courage, and resilience of those who had overcome adversity. In addition, survivor narratives portray an individual who has overcome adversity and been transformed in the process.4 This narrative offers survivors a sense of power that may be absent from victim stories and can offer hope of healing and recovery to those that have experienced sexual abuse.4

				However, narratives, whether victim or survivor stories, still may connect an individual’s identity to the abusive experiences, which may be rejected by the individual or seen as different types of stigmatizing identities.7 In addition, narratives, such as those of transcendence, support a social constructionist approach, which challenges both the victim and survivor narratives.4 Therefore, for the purpose of this chapter, narrative therapy will be introduced as a tool to encourage the creation of preferred stories of strengths and resilience in sexual abuse recovery. 

				Narrative Therapy

				Don’t we all write stories about life—stories about how we have experiences with other people, places, sounds, and smells? While we live in our own worlds, do we not sometimes forget that there are other realities? We give meaning to the world, and that meaning becomes the reality. So are there multiple realities? Whose reality is the real reality? How much of our reality is shaped by our society, our family, and our relationships? 

				Imagine two people sitting on a bench, looking at the lake in front of them. Let’s say that each of them comes and sits there for a half an hour. Both of them look at the same image but experience something very different. They narrate their experiences in a different way. Here are two excerpts from their minds:

				It was boring sitting there. Crickets annoy me, too. The lake was a fake one anyway; just filling spaces with water does not make it real. I do not understand why people have to imitate everything. Why can’t people just be satisfied with what they have? I would rather sit on my comfortable couch at home and read my book. It is really sunny today; even this breeze is not helping. In addition, the sun is burning my skin. I should have grabbed the sunscreen before I left. It is becoming more like a habit of forgetting things these days. Why can’t I remember anything? God, how am I going to finish all those tasks at work? I can’t wait to retire.

				Here is the second experience:

				Sometimes a half an hour helps me to refresh myself. I sometimes get sucked into the craziness of the world, but it is good to take a break. I love this breeze. It makes me feel like I am part of something, like I am sharing this piece of wind that is coming from the other side of the world. It is really easy to forget to appreciate life these days. I am trying to make it a habit to remind myself to be grateful and recognize the beauty of this world, how everything is connected and how magnificent every piece of life is. I am amazed by how we even see this world. I mean literally, don’t you get shocked about the incredible mechanisms that allow us to see the light and transform the light into images in our brains? I thank God every day for that.

				Is it not the same image that these two people are looking at? Why do they narrate their experiences so differently?

				Narrative therapy argues that our worlds are constructed by how we give meaning to our experience; therefore, there are multiple explanations for any event, experience, or memory. Narrative therapy approach adopts a worldview that an individual has a multistoried life. It is a social constructionist therapeutic model that argues that we cannot have direct knowledge of the world, and we can only know life through experience. White and Epston (1990) state that “persons organize and give meaning to their experience through the storying of experience, and in the performance of these stories they express selected aspects of their lived experience. It then follows that these stories are constitutive—shaping lives and relationships” (p. 12).

				Narrative therapists allow the individual to deconstruct his/her problem-dominated stories. Problem-saturated story has a focus that does not allow the individual to tell any alternative story.8 During therapy, narrative therapists highlight the life events that were formerly untold and create space through reauthoring.9 Monk et al. explain reauthoring as “developing an alternative story in therapy” (1997, p. 305). 

				In order to develop alternative stories, problem-saturated stories need to be altered. Problem-saturated/dominated descriptions are narratives that focus on the negative aspects of their life explanations. The dominant story can be reauthored, and an alternative story can be created through externalization and finding unique outcomes. White and Epston (1990) describe this process: 

				The identification of the unique outcomes can be facilitated by the externalization of the dominant “problem-saturated” description or story of a person’s life and relationships. The externalization of the problem-saturated story can be initiated by encouraging the externalization of the problem, and then by the mapping of the problem’s influence in the person’s life and relationships. This is begun by asking persons about how the problem has been affecting their lives and their relationships. By achieving this separation from the problem-saturated description of life, from this habitual reading of the dominant story, persons are more able to identify unique outcomes. (pg. 16)

				By viewing the problems as existing outside them, the individuals are empowered through narrative therapy.10,11 In this therapeutic process both the therapist and the individual contribute and are responsible for the construction of the reality. Externalization distances the individual from the problems and creates space for him or her to reflect on the influence of the problems.9 Through this process, the individuals are encouraged to find unique outcomes, representing the untold stories in their lives. In this new space that has been created by acknowledging these unique outcomes, individuals have more power to come up with alternative solutions and to regain their sense of self-agency. The reauthoring process allows the clients to discover their hidden strengths and use their skills to create a storyline that is more in line with them. 

				Narrative therapists map the influence of the problem on the individual’s life and relationships by asking about the effect of the problem. These are questions that can help the clients discuss the psychological, physical, and behavioral aspects of the influence of the problem on their lives.11 This step is called mapping the influence of the individual with the problem. It includes asking questions related to how the individual has been trying to cope with the problem, amplifying the recognition of strengths, and nurturing the alternative story. During this process, unique outcomes are identified that enable new meanings. Figure 15.1 provides a visual representation of this process.

				The Use of Narrative Therapy in Sexual Violence Recovery

				From a narrative therapy perspective, knowledge is understood as being socially constructed, with individuals creating a personal narrative about themselves and their interactions with others—describing and understanding their experiences while being influenced by the dominant discourses of society.12,14 Stories around sexuality and sexual experiences may be particularly sensitive to social influences, as social context and changes in norms may influence the meaning attributed to such concepts and experiences.
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				In addition, reality is not seen as something that is objective or permanent, but is viewed as being constructed by the exchange and interaction between the contributors. Narrative therapy expands the possibilities of this reality, allowing the creation of new constructions and meanings around abusive experiences.15 

				Dominant Stories of Abuse

				The experience of the abuse, specifically if the individual feels responsible for the abusive experience, continues to victimize the survivor by becoming the dominant story for the individual.16 Narratives that may emerge in therapy could include those of silence (a form of denial or coping); ongoing suffering; transformation or survivorhood; or transcendence.4 Characteristic of those who experience sexual abuse, the individual may feel powerless to resolve the problem (or to modify the dominant story), especially as the abusive symptoms and effects continue to take away the individual’s sense of control.15 Individuals who identify themselves as victims or as being responsible for the abuse are at risk of developing abuse-dominated narratives.17

				Furthermore, abuse-dominated narratives can also involve disqualifying stories, in which a person is unable to recognize experiences or events that reflect talents, accomplishments, positive values, or competence of the individual.12 Disempowering stories may also occur when the individual’s sexual abuse experience is denied by others, blamed on the individual who experience the abuse, or defined as not abusive. If one of these beliefs is accepted, the individual may have difficulty trusting one’s own experience of the abuse, thus possibly maintaining the strength of the dominant story of being responsible for the abusive experience.17 

				Narratives that overlook strengths and positive experiences, focusing instead on the negative aspects of a person’s life, are problem-dominated narratives.12 These narratives can often surface in therapy with sexual abuse survivors, offering an opening for therapists to address them. 

				Developing Alternative Stories

				Narrative therapy considers both the therapist and client as contributors, each responsible for the construction of reality. However, a narrative approach emphasizes the client (in this case, the survivor) as the expert on his or her experiences, emphasizing the strengths, resources, and self-perception of the individual.9 The therapist assumes a nonexpert stance (a “not-knowing position”), not intending to solve the survivor’s problems or repair the survivor from abuse, but rather supporting the client to modify and explore stories and meanings.15 This not-knowing position encourages the development of the client’s sense of competence and empowerment, promoting an atmosphere in which the client is considered the expert on the abusive experiences.12,18

				In the process of narrative therapy, the client and the therapist expose the dominant discourses around the experience of abuse—exploring such aspects as what supports the problem or who benefits from the problem.9 The mapping of the problem not only exposes the dominant stories around the abuse, but in this way, creates space for new stories to develop. Furthermore, the therapist and client can map the negative influences of the abuse through relative influence questioning, establishing that the person is not the problem, but rather the person has a relationship with the problem.9 In addition, the therapist and client can map the times when the client, or others, have refused to give in to the effect of the abuse, such as refusing to maintain the secrecy or accept blame for the abuse having occurred.9,14

				Through this collaboration, questions are asked to increase the understanding and awareness of the resources and strengths of the client. The conversation generated between the client and therapist can open up opportunities to discuss and identify times when the client has been successful in controlling the effects of the abuse, with the therapist building on the strengths and resources of the client in doing so. In this way, preferred stories, and a preferred way of living, can be facilitated through organizing and examining the client’s experiences and successes.10 Narrative therapy can assist the sexual abuse survivor in recognizing the personal power to recognize and create new stories.15 In addition, through the use of narrative techniques, the client and therapist can modify narratives that are ineffective or unhelpful for the client, opening up the abuse-dominated stories.19

				Without having to directly challenge the dominant story, a narrative approach guides the individual to focus on indications of alternative stories already occurring. The client is supported in broadening the possibility of new, preferred stories through deconstructing the dominant story of being a victim.15 Through developing different, more functional, narratives around the sexual abuse, individuals can be assisted in making meaning of their experiences, which do not necessarily have to focus on the traumatic events the individual experiences.20

				Narrative therapy can encourage the client to explore the possibility of moving on in life in a preferred way, empowering the client to not focus on the abuse as the problem (which cannot be undone) but rather to view the problem as existing outside him- or herself.10,11 Narrative therapy has demonstrated the effectiveness of externalizing conversations in generating individuals’ sense of responsibility for behavior.9 Through externalizing the problem (and seeing the self as separated from the problem), the client then has the responsibility for the interactions with it and can see more possible ways to change their situation.14 Importantly, sexual abuse (as the problem) should not be externalized; it is the attitudes, beliefs, and effects of the violence that are externalized, such as the imposition of isolation or secrecy on individuals who were abused.11

				Through reauthoring conversations, the individual develops and tells his/her story but also can begin to incorporate some of the neglected, or subjugated, events or experiences not present in the dominant stories—referred to as “exceptions” or “unique outcomes.”14 Reauthoring conversations begin with identifying these unique outcomes, which may include experiences in which the client refused to be defined by the abusive experience; made the decision to disclose the abuse; resisted fear in telling about the experience; or acted in a way to protect someone else from harm.12,13 Through identifying a unique outcome, the client is able to realize the control he or she has over the effect of the problem, and in this way, the power to change it.12

				Consideration of Client Values, Resources, and Strengths

				Treatment for sexual abuse survivors often encourages the individual’s movement from “victim” to “survivor,” supporting a nonobjectified status.15 This process facilitates the sexual abuse survivor regaining control over his or her life and defining the self by a reality that is self-determined—developing self-affirmation and a sense of competence.15,19 In addition, when working with an individual who has experienced trauma, the therapist should be attuned to the client’s responses to the traumatic events, as responses are often based on what the individual gives value to in life.12,13 Therapists should not only hear what the individual feels is important to share about the experienced trauma, but also should notice opportunities to recognize responses to trauma, specifically identifying what the client has continued to value despite what he or she has experienced.13 Through the practice of double listening, the therapist can listen to the story of the trauma experience but also attune to indicators of the client’s ability to find, and maintain, values in spite of the trauma.13 Furthermore, combined with positive psychology, narrative therapy allows a more preferred, perhaps even optimistic, way of storying the client’s past, present, and future experiences. 

				Integrating Positive Psychology

				To help the sexual abuse survivor to realize their abilities, talents, and competencies, the positive psychology approach can be integrated with narrative therapy. The client’s skills and knowledge are the resources that can be built on and use while creating the alternative stories. 

				Positive psychology is the science of positive subjective experience, which studies concepts such as well-being, contentment, hope, optimism, flow, and happiness.21 Positive psychology examines the circumstances that strengthen the performance of individuals, families, and groups, reinforcing the good things in life as well as repairing the worst. It also focuses on what makes life fulfilling as well as on helping the distressed.22 In the last ten years, research about positive psychology interventions started to underscore the efficacy of this field. A meta-analysis of fifty-one positive psychology interventions indicated that these interventions significantly enhance well-being and decrease depressive symptoms.23 Positive psychology relies on empirical research, which distinguishes it from the positive thinking movement.24 

				Building positive emotions with sexual abuse survivors is a goal that should be pursued in therapy, as desensitization work with the survivors is not enough to build back their strengths. Individuals who have experienced sexual abuse may also have a poor self-image, lower self-esteem, relationship difficulties, and other characteristics that can affect their sense of self and their interactions with others.25,26,27 Helping clients who have experienced sexual abuse to construct positive emotions could support them in communicating differently with themselves and with others. 

				According to Fredrickson (1998), negative emotions constrict the individual’s “thought-action tendencies.” This is an adaptive function, considered as a response to dangerous circumstances. When faced with risky situations, we need to make decisions quickly to stay alive. This narrowing process for giving automatic responses such as fight, flight, or freeze is not true for the positive emotions. Thus, this researcher suggests a different interpretation of positive emotions’ function as broadening the “thought-action” range for the individual.30 By experiencing positive emotions, the individual does not get hooked to the evolutionarily appropriate limited responses. Instead of being limited, he or she actually experiences the expansion of new, different, inventive routes of reactions. Fredrickson (1998) discusses four different positive emotions (joy, interest, contentment, and love) to show how these emotions enable the individual to make creative, novel, and explorative decisions that broaden their “thought-action” possibilities. This process also builds individuals’ personal coping skills and reserves. 

				Fredrickson (1998) also reviewed the research of Isen (1987) and his colleagues (1984) and states that “these and other findings have led Isen to conclude that positive affect leads people to see relatedness and interconnections among thoughts and ideas and to material in a more integrated and flexible fashion.28,29 Expansion of thinking and solving problems also broadens the possibility of taking action and makes the individual more flexible. Positive emotions also build physical, intellectual, and social resources, which increase survival. 

				Promoting positive feelings enables the individual to develop psychologically and physically.31 This process facilitates growth and broadens the response repertoires, which can be beneficial for the sexual abuse survivors in their recovery. Thus, therapists should underline the importance of cultivating positive emotions to help to cope with life stressors and to improve life satisfaction. Positive emotions not only indicate but also produce well-being.30 The well-being is also accompanied by widening of cognitive and social resource–building abilities. 

				Positive psychology concentrates on three main areas: the study of positive subjective experiences, the study of positive individual traits, and the study of institutions that allow positive subjective experiences and positive traits.22 The study of character strengths and virtues is an effort to understand positive individual traits. Peterson and Seligman (2004) state that a person’s character can be fostered, but psychology needs empirical ways to achieve this. To answer the question of “how can we measure good character among youth?” Peterson and Seligman developed a categorization called VIA (Values in Action) Classification of Strengths. This scientific effort focuses on what people’s strengths are and how to categorize them. Interventions related to character strengths and virtues can be a different avenue for therapists to increase individuals’ life satisfaction and life meaning. Narrative therapy highlights the importance of strengths and assets of individuals and helps the survivors to construct a more positive perception of themselves.9 Cultivating character strengths might be another avenue to enable sexual abuse survivors to build their alternative stories. Let us describe character strengths and give an example about the application with a sexual abuse survivor. 

				Character Strengths

				Character strengths began to be classified to help create common vocabulary in positive psychology in regard to defining positive traits. According to Peterson and Seligman (2004), virtues are the characteristics that are valued by moral philosophers, religious thinkers, psychologists, psychiatrists, and other youth development researchers. The researchers identified six virtues: (a) wisdom and knowledge, (b) courage, (c) humanity, (d) justice, (e) temperance, and (f) transcendence. These six categories of virtues seem to be consistent across culture and history.32 Virtues are defined by twenty-four character strengths, which include creativity, curiosity, love of learning, open-mindedness, perspective, bravery, persistence, integrity, zest, kindness, love, social intelligence, citizenship, fairness, leadership, forgiveness, humility, prudence, self-regulation, appreciation of beauty and excellence, gratitude, hope, humor, and spirituality. 

				According to Park and Peterson (2006),33 character is “a multidimensional construct comprised of a family of positive traits manifest in an individual’s thoughts, emotions, and behaviors” (p. 891). Thus, a quantitative measure plays an important role in assessing and helping to enhance character strengths. These character strengths are measured by a free Internet-based questionnaire called the VIA Survey of Character, which was created by Dr. Christopher Peterson, and the VIA Survey for Youth, which is for ages ten through seventeen and was authored by Dr. Nansook Park. VIA Survey has acceptable internal consistency and test-retest reliability and has been taken more than 1.5 million times.34 

				The next and final section is devoted to representing our integration of narrative therapy and positive psychology with sexual abuse survivors and self-help recommendations used in a case study.

				Case Study

				Lily was a fifteen-year-old teenager who was brought to therapy by her mother for help getting through the residual effects of trauma. She looked more mature than her age group, had a lot of makeup on, and dressed provocatively. Lily’s mother, Emma, was a lawyer, and her father worked for the government. She had two younger siblings, Russ (ten) and Jim (seven). 

				Lily had gone to therapy for a year, but due to her therapist leaving town, she was transferred to me (ZSS). According to her mother, Lily’s previous experience in therapy was not very successful; she continued lying and was very distant from her family. Lily was very quiet in the initial session. Her mother did most of the talking and informed me about what Lily has gone through. Lily was sexually abused from ages twelve to fourteen by Lily’s father’s friend, who was also their neighbor. The abuser was arrested and sentenced to prison. Emma struggled with much guilt and shame at the same time. She disclosed that she was also raped when she was a teenager. After learning about the assault, Emma became overly protective and was not allowing Lily to have a personal life, which frustrated Lily extremely. While Emma was explaining how learning about her daughter being molested affected her, Lily was staring at the floor and had no emotional response to what was being shared in the session. 

				I saw Lily alone the rest of the initial session and tried to get more information about the assaults. Lily started sharing her “problem-saturated” description of her story in the first session. In the next couple of sessions, through externalization and finding unique outcomes, I tried to alter this problem-dominated story and create an alternative story. To start the externalization process, I started by asking Lily how this abuse affected her. 

				Seda: From what I am hearing from you, I understand that you would like to get some help with how to deal with these traumatic events. Can you tell me more about how this abuse had an effect on you? 

				Lily: I don’t trust people now, and I don’t care if I have friends or not. 

				Seda: So the abuse that you have experienced made you not trust people and not worry about if you have close friends or not. How else have these traumas played a role in your life?

				Lily: I can get any boy in the school I want. I don’t care if they like me or not but when we go to the bathroom, I can make them happy and get attention from them. 

				Seda: It sounds like the abuse has affected your sexuality and how you relate to the opposite sex. How did these traumas affect other aspects of your life or your relationships?

				Lily: It definitely made my mom stricter. She does not let me hang out with friends or stay over at any friends’ houses. She checks my cell phone and does not let me go on the Internet. So it really affected how she treats me. It was not this bad before. 

				Seda: Has your father been affected by your traumas?

				Lily: I think it made him feel very guilty. Since it was his friend who made me touch him, I think he feels that all this is his fault.

				Here I realized that Lily was having a hard time externalizing the abuse and putting a name to it. She was also having a hard time naming her feelings when I asked about the effects, and it seemed that she was very numb about how these abusive experiences affected her. She was very withdrawn and mistrustful of adults.

				Problem-saturated stories have become like her identity, and it was hard for her to see any alternative stories being created. At this point, I decided to ask her to take the character strengths questionnaire online. Previous research shows that integrating character-strengths assessment and recovery work with veterans has been a successful avenue for specifying and promoting the goals of recovery.35 Therefore, we suggest that it would be beneficial for the therapists to integrate the character-strengths work while working with sexual abuse survivors in the narrative therapy approach. 

				Lily came the following week with the results of the questionnaire. The top five character strengths of the VIA inventory are called the signature strengths. Here is how we started talking about them and integrating them with narrative therapy. 

				Seda: So how has taking this test been for you? What do you think about the results?

				Lily: It was pretty cool. I like taking tests online. It’s fun. 

				Seda: What have you learned from the results? What were your top five strengths? We will call them “the signature strengths,” okay?

				Lily: Okay. I had love of learning, bravery, curiosity, humor, and kindness as my top five.

				Seda: That’s great. Do you think that your friends would use similar words to describe you if I asked them to talk about you?

				Lily: I guess so, I love reading books, and they always say I am funny, so I guess they would agree.

				Seda: Well, for the next five weeks what I would like you to do is to practice using these top five strengths in different ways. 

				Lily: What do you mean in different ways?

				Seda: That is a great question. The reason that you have these signature strengths as your top five is because you use them more than the other strengths. So it doesn’t mean that you don’t have the strengths that are in the bottom, you just don’t use them as your signature strengths. I would like you to try using your signature strengths in different ways than you usually do. To help you to do this I am going to give you a print-out, which is going to give you some ideas as well . . .

				Here, the purpose is trying to step away from the problem-saturated story of her life and explore some untold aspects of her. Research has shown that identifying character strengths and using them in new ways had long-term positive effects on happiness.36 Here is the link to the 340 Ways to Use VIA Character Strengths exercise.37

				With the help of using character strengths, it was easier to identify unique outcomes and clearer for Lily to see that she had so many strengths, which would assist her with forming her alternative story. I shared with her research about trauma survivors following the national crisis on September 11. We talked about how these individuals demonstrated an increase of gratitude, hope, kindness, leadership, love, spirituality, and teamwork after the attack.38 

				Adding character-strengths perspective to the existing narrative therapy approach also can reduce negative family interactions. Since both authors are family therapists, we propose to use character-strengths work in the family context. The following is an excerpt from the sixth session with Lily, where I invited her mother, Emma, her father, Greg, and her brothers, Jim and Russ, for a session. 

				Seda: I bet you are all wondering why I brought all of you guys here. Today I planned a different and fun activity for all of us. It is pretty simple. We will take turns pulling a piece of paper from this bag. Each paper has words written on it, and we are going to read them out loud. There will be explanations of the words, which are actually the strengths that we use in our lives. So, when we read the strength and the explanation, I will ask each one of you who uses this strength the most in the family. I think it will be pretty fun. Shall we start? Okay, why don’t you go first, Jim, and pick a piece from the bag. 

				Jim: “Curiosity: Taking an interest in all ongoing experiences, finding all subjects and topics fascinating, exploring, and discovering.”

				Seda: So, who do you think uses their curiosity strength most in this family, Jim? 

				Jim: I guess Russ is very interested in video games. He always wants to find new games and learns them very quickly and teaches me. 

				Seda: That is a great example, Jim. Thank you very much. Does anyone have any other ideas about who uses their curiosity strength in the family? 

				Greg: I think Emma is pretty curious about cooking and trying new recipes, which I really like (laughs), and Lily has an interest in mascaras. I think she has tried every one of the brands in the market (laughs).

				Seda: Thank you very much, Greg. How about you choose the next strength?

				Greg: “Open-mindedness: Thinking things through and examining them from all sides; not jumping to conclusions; being able to change one’s mind in light of evidence; weighing all evidence fairly.”

				Emma: I think most of us do not use this strength much. Everybody here thinks they know it all, and nobody changes their minds no matter how much we argue. 

				Seda: That is a very good point, Emma. Thank you very much for bringing that up. Actually, we all have all of these strengths, but what makes us different is the amount we use them. I hear that you are saying you do not use your open-mindedness strength as much as the other strengths you have. Is that correct? 

				Emma: Yeah, we jump to conclusions about what the other thinks and stop listening to them. 

				Greg: I agree with Emma. I think that is something we need to work on. 

				Seda: That is a great goal as a family—to focus on the strengths that you do not use as much as the other ones. We can come back to this and decide how you can work on the strengths that you want to cultivate more. How about you choose another one, Lily?

				Lily: “Humor: Liking to laugh and tease; bringing smiles to other people; seeing the light side; making (not necessarily telling) jokes.“ Oh, this is totally dad. He teases us all the time. And I think Russ is picking up on it and sometimes can be pretty funny. 

				Jim: I know, he told me a joke the other day, and when I told it in school, the boys really liked it a lot. 

				Seda: I can see that as a family, you use humor a lot and there is a very playful approach to life. After we finish picking from the bag, we can talk about how we can use the strengths that we already use more. In addition, at the end of the session, I am going to give you homework, which will be to use one of your own strengths during the next week.

				During the family session, Lily was very engaged, enjoyed herself, and saw that her family was very supportive. Recruiting other family members in the creation of an alternative story by using character strengths has been very successful in our practices. 

				In another session, Lily shared with me about being anxious and not being able to relax. An intervention that can be used in therapy sessions with sexual abuse survivors is teaching mindfulness meditation to let them to take charge of their breathing. Research shows significant positive changes in the brain and immune system as a result of eight weeks of mindfulness meditation training.39 In this randomized, controlled study, results indicated that “meditation can produce increases in relative left-sided anterior activation that are associated with reductions in anxiety and negative affect and increases in positive affect” (pg. 569). In a three-year follow-up study, scientists showed that mindfulness meditation has constructive long-term effects on individuals, such as improvements in symptoms of anxiety and decreases in depressive symptoms.40

				Mindfulness Meditation Exercise

				Here is a beginner’s mindfulness meditation exercise that we teach our clients; we ask them to continue doing the exercise at home as well. We do this exercise in the session with them to show them how to apply it.

				 I would like you to sit in a comfortable position and place your hands on your lap. Please close your eyes fully or partially, however you like, and take a couple of deep breaths to relax.

				• Now I’d like you to bring your attention to your breathing and just to your breathing. Turn your attention to how your belly and chest are filling with air . . . where the air is traveling. 

				• I’d like to you to think about how a bottle is filled, starting from bottom to top, and how it gets emptied, from top to bottom. This is how you are going to try breathing.

				• Start with the expansion of your belly with every in-breath and then moving to your chest. With every out-breath the contraction starts from your chest and then moves to your belly.

				• Now try inhaling and exhaling, paying attention to your breath. It might feel a little different than your typical breathing pattern, which will take some time for you to adjust.

				• Pay attention to your breathing. Different thoughts will arise and distract you from paying attention to just your breathing. This is very normal. What I want you to do is just gently bring your attention to your breathing. This is our exercise. Exercise bringing the attention to breathing.

				• Your mind might start wandering away; just gently bring your attention back to your breathing.

				• I’m going to do this with you for the next ten minutes, breathing in and out. My mind will wander away, and I’ll be trying to bring my attention back to my breathing. At the end of ten minutes, I will ask you open your eyes when you are ready.

				Lily said that she felt relaxed after doing the meditation, and I advised her to practice this two times each day. In the following sessions, we continued to deconstruct her problem-saturated story by emphasizing her strengths and creating a survivor narrative. Focusing on strengths has allowed her to find unique outcomes more easily and reauthor her alternative story. 

				Conclusion

				When individuals experience trauma, a shift to their perception of themselves and the world is likely. It is an extensive therapy process to view oneself as a survivor rather than a victim. A narrative therapy approach allows individuals to rewrite their experiences by enabling them to create a new personal narrative, outside being a “victim of abuse.” Integrating character-strengths work allows the individuals to look at what is working in their lives and what they are good at. Using narrative therapy, clients can deconstruct their problem-saturated story through externalization and mapping the influence of the problem. When individuals can separate from the problems, they can explore unique outcomes and reauthor their alternative story. Incorporating character-strengths investigation and cultivation into the narrative therapy process can make the results more efficient and supportive of clients. In conclusion, combining narrative therapy with positive psychology can allow individuals to externalize their problems and internalize their strengths. 

				Recommendations

				As previously mentioned in this chapter, the mindfulness breathing exercise and completion of the strengths inventory can be useful in managing the sexual abuse symptoms and exploring aspects of the self unrelated to the abusive experience. In addition, the integration of the narrative component with the character strengths can be practiced and supported by creating a “strengths scrapbook.” Survivors can build a scrapbook album depicting the times and experiences in which they used their strengths, including images, words, and drawings to capture their stories. Through this activity, the survivors can identify their values that have continued despite what they have experienced, as well as acknowledge the positive traits and qualities in themselves over time and in experiences not related to the abuse. The pages then become artifacts of the recovery process, documenting the alternative stories and highlighting the demonstrated strengths of the survivor. In this way, the survivor’s journey can be visualized and complemented by the created pages, signifying successes and progress in recovery and hence, further empowering survivors.

				References

				1. Krause, E., DeRosa, R., & Roth, S. (2002). Gender, trauma themes, and PTSD: Narratives of male and female survivors. Gender and PTSD (pp. 349–381). New York: Guilford Press. Retrieved from PsycINFO database.

				2. Leahy, T., Pretty, G., & Tenenbaum, G. (2003). Childhood sexual abuse narratives in clinically and nonclinically distressed adult victims. Professional Psychology: Research and Practice, 34, 657–665.

				3. Breckenridge, J. (1999). Subjugation and silences: The role of the professions in silencing victims of sexual and domestic violence. In J. Breckenridge & L. Laing (Eds.), Challenging silences: Innovative responses to sexual and domestic violence (pp. 6–30). St. Leonard’s, Australia: Allen & Unwin.

				4. Hunter, S.V. (2010). Evolving narratives about childhood sexual abuse: Challenging the dominance of the victim and survivor paradigm. The Australian and New Zealand Journal of Family Therapy, 31, pp. 176–190.

				5. Dunn, J. (2005). ‘Victims’ and ‘survivors’: Emerging vocabularies of motive for ‘battered women who stay.’ Sociological Inquiry, 75(1), 1–30. Freedman, J. & Combs, G. (1996). Narrative therapy: The social construction of preferred realities. New York: W.W. Norton & Company.

				6. Jenkins, P. (1998). Moral panic: Changing concepts of the child molester in modern America. New Haven, CT: Yale University Press.

				7. Phillips, A., & Daniluk, J.C. (2004). Beyond ‘Survivor’: How childhood sexual abuse informs the identity of adult women at the end of the therapeutic process. Journal of Counseling & Development, 82(2), 177–184.

				8. Monk, G., Winslade, J., Crocket, K., & Epston, D. (Eds.). (1997). Narrative therapy in practice: The archeology of hope. San Francisco: Jossey-Bass.

				9. Freedman, J., & Combs, G. (1996). Narrative therapy: The social construction of preferred realities. New York: W.W. Norton & Company.

				10. McKenzie, A. (2005). Narrative-oriented therapy with children who have experience sexual abuse. Envision: The Manitoba Journal of Child Welfare, 4, 17–29.

				11. White, M., & Epston, D. (1990). Narrative means to therapeutic ends. New York: Norton.

				12. Brooks, G. (2010). Creating a narrative therapy workbook for children who have experienced extra-familial sexual abuse and their parents. Dissertation Abstracts International, 70, Retrieved from PsycINFO database.

				13. White, M. (2006). Working with people who are suffering the consequences of multiple trauma: A narrative perspective. In D. Denborough. (Ed.) Narrative responses to traumatic experiences (pp. 25–85). Adelaide, S. Australia: Dulwich Centre Publications.

				14. White, M. (2007). Maps of narrative practice. New York: W.W. Norton & Company Inc.

				15. Baird, F. (1996). A narrative context for conversations with adult survivors of childhood sexual abuse. Progress-Family Systems Research and Therapy, 5, 51–71.

				16. Reavey, P., & Warner, S. (2001). Curing women: child sexual abuse, therapy, and the construction of femininity. International Journal of Critical Psychology, 3, 49–72.

				17. Adams-Westcott, J., & Dobbins, C. (1997). Listening with your “Heart’s Ears” and other ways young people can escape the effects of sexual abuse. In C. Smith & D. Nylund (Eds.), Narrative therapies with children and adolescents (pp. 195–220). New York: The Guilford Press. 

				18. Durrant, M., & White, C. (1990). Ideas for therapy with sexual abuse. Adelaide: Dulwich Centre Publications.

				19. Sahin, Z.S., & McVicker, M. (2009). The use of optimism in narrative therapy with sexual abuse victims. Journal of European Psychology Students, 1, 1–6.

				20. White, M. (1989). Negative explanation, restraint, and double description: A template for family therapy. In M. White (Ed.), Selected papers (pp. 85–100). Adelaide: Dulwich Centre Publications.

				21. Seligman, M.E.P., & Csikszentmihayli, M. (2000). Positive psychology: An introduction. American Psychologist, 55, 5–14. doi:10.1037//0003-066X.55.1.5

				22. Seligman, M.E.P. (2002). Authentic happiness. New York: Free Press.

				23. Sin, N.L., & Lyubomirsky, S. (2009). Enhancing well-being and alleviating depressive symptoms with positive psychology interventions: A practice friendly meta-analysis. Journal of Clinical Psychology: In Session, 45, 467–487. doi:10.1002/jclp.20593

				24. Peterson, C., & M.E.P. Seligman. (2004). Character strengths and virtues: A classification and handbook. Washington, D.C.: American Psychological Association.

				25. Kendall-Tackett, K.A., Williams, L.M., & Finkelhor, D. (1993). Impact of sexual abuse on children: A review and synthesis of recent empirical studies. Psychological Bulletin, 113, 164–180. 

				26. Swenson, C.C., & Hanson, R.F. (1998). Sexual abuse of children: assessment, research, and treatment. In J.R. Lutzker (Ed.), Handbook of child abuse research and treatment. Issues in clinical child psychology (pp. 475–499). New York: Plenum Press.

				27. Zurbriggen, E.L., & Freyd, J.J. (2004). The link between childhood sexual abuse and risky sexual behavior: The role of dissociative tendencies, information-processing effects, and consensual sex decision mechanisms. In L.J. Koenig, L.S. Doll, A. O’Leary, & W. Pequegnat (Eds.) From Child Sexual Abuse to Adult Sexual Risk: Trauma, Revictimization, and Intervention (pp. 135–158). Washington, D.C.: American Psychological Association.

				28. Isen, A.M., & Daubman, K.A. (1984). The influence of affect on categorization. Journal of Personality and Social Psychology, 47, 1206–1217.

				29. Isen, A.M., Daubman, K.A., & Nowicki, G.P. (1987). Positive affect facilitates creative problem solving. Journal of Personality and Social Psychology, 52, 1122–1131. 

				30. Fredrickson, B.L. (1998). What good are positive emotions? Review of General Psychology: Special Issue: New Directions in Research on Emotion, 2, 300–319.

				31. Fredrickson, B.L. (2004). The broaden and build theory of positive emotions. Philosophical Transactions of the Royal Society of London, 359, 1367–1377. doi:10.1098/rstb.2004.1512

				32. Dahlsgaard, K., Davis, D., Peterson, C., & Seligman, M.E.P. (2003). Do character strengths really matter? A prospective longitudinal study of signature character strengths and adolescent development. Poster presented at the 2003 Biennial Meeting of the Society for Research in Child Development, April 10, Tampa, FL.

				33. Park, N., & Peterson, C. (2006). Moral competence and character strengths among adolescents: The development validation of the Values in Action Inventory of Strengths for Youth. Journal of Adolescence, 29, 891–909. doi:10.1016/j.adolescence.2006.04.011

				34. VIA Strengths Inventory. (2010). Retrieved September 28, 2010 from http://www.viacharacter.org/Surveys/SurveyCenter.aspxfgfg

				35. Resnick, S.G., & Rosenheck, R.A. (2006). Recovery and positive psychology: Parallel themes and potential synergies. Psychiatric Services, 57, 120–122. doi: 10.1176/appi.ps.57.1.120

				36. Seligman, M.E.P., Steen, T.A., Park, N., & Peterson, C. (2005). Positive psychology progress: Empirical validation of interventions. American Psychologist, 60, 410–421. doi:10.1037/0003-066X.60.5.410

				37. Rashid, T., & Anjum, A. (2010). 340 ways to use VIA character strengths. Retrieved September 28, 2010 from http://education.ucsb.edu/janeconoley/ed197/documents/WaystouseSignStrengthsFilms.pdf

				38. Peterson, C., & Seligman, M.E.P. (2003). Character strengths before and after September 11. Psychological Science, 14, 381–384. doi: 10.1111/1467-9280.24482

				39. Davidson, R.J., Kabat-Zinn, J., Schumacher, J., Rosenkranz, M., Muller, D., Santorelli, S., et al. (2003). Alterations in brain and immune function produced by mindfulness meditation. Psychosomatic Medicine, 65(4), 564–570.

				40. Miller, J.J., Fletcher, K., & Kabat-Zinn., J. (1995). Three-year follow-up and clinical implications of a mindfulness meditation-based stress reduction intervention in the treatment of anxiety disorders. General Hospital Psychiatry, 17(3), 192–200.

			

		

	
		
			
				16

				A Psychodynamic Approach to Recovery from Sexual Assault

				Pratyusha Tummala-Narra

			

			
				The long-term implications for sexual assault, such as risk of anxiety, depression, suicidal ideation, eating disorders, substance abuse, and sexual dysfunction, have been documented by researchers and clinicians working with survivors.1,2,3 The internal life of survivors is often marked with feelings of shame, self-blame, and powerlessness, all of which contribute to challenges in self-care and establishing safe and fulfilling relationships.2 Sexual violence further involves stress that is rooted in social injustice and requires attention on individual, community, and societal levels. Despite these challenges, survivors find ways to cope with the extraordinary demands of the aftermath of sexual violence.

				As traumatic experiences such as childhood sexual abuse, incest, and adulthood rape have highly complex and individualized effects on survivors’ lives, various approaches to recovery need to be considered in attending to the unique needs of survivors. This chapter will address a psychodynamic approach to recovery from sexual violence that is based on contemporary theory and practice integrating individual, relational, and sociocultural contexts of survivors. Psychodynamic theory with its close relationship with psychoanalysis expands on particular aspects of traumatic experience, such as the relationship between external traumatic events and internal processes related to these experiences. The ways in which sexual violence overwhelms the sense of self and the relationship between the individual and his/her environment (family, community) will be explored through a psychodynamic lens, informed by trauma theory and research. A clinical case example will be discussed to illustrate the contributions of psychodynamic theory to an understanding of traumatic experience, resilience, and recovery. First, I will provide a brief overview of psychodynamic psychotherapy followed by a discussion of specific aspects of psychodynamic psychotherapy related to recovery from sexual trauma, including attachment and relationships, affect and memory, real and symbolic features of trauma, and the social context of trauma. 

				Overview of Psychodynamic Psychotherapy

				Psychodynamic psychotherapy includes treatments based on psychoanalytic concepts. In a recent review of the efficacy of psychodynamic psychotherapy, Shedler4 highlighted empirical evidence supporting psychodynamic psychotherapy for clients coping with a range of psychological concerns. While psychodynamic therapies vary to some degree with respect to specific foci, some common features of these approaches include an attention to affect and expression of emotion, exploration of attempts to avoid distressing thoughts and feelings, identification of recurring themes and patterns, discussion of past experience as it may influence present challenges, focus on interpersonal relations, focus on the therapy relationship, and exploration of fantasy or symbolic life.4 Psychodynamic psychotherapy emphasizes moving beyond relieving immediate crisis or symptoms and helping the client additionally through self-reflection or introspection within a safe therapeutic relationship. As such, the process of psychodynamic psychotherapy may be either short-term, lasting several weeks, or long-term, lasting several months or years. 

				With respect to trauma, various short-term and long-term models of psychodynamic treatment for post-traumatic stress disorder have been developed.5,6 For example, Krupnick6 developed a twelve-session treatment approach for a single event of trauma that focuses on the traumatic experience and related intrapersonal (e.g., self-concept) and interpersonal (e.g., typical ways of relating with others). Long-term models of psychodynamic psychotherapy usually address complex post-traumatic stress disorder or complex PTSD,2 which is experienced in cases of chronic, repeated trauma. These models emphasize the relationship between the therapist and client to help the client better understand his/her interpersonal patterns and their connection to childhood relationships with significant people, such as caregivers.7 The role of developmental stress, such as life transitions, losses, and separations, as it intersects with traumatic experience is a focus of psychodynamic approaches to trauma. 

				Much of traumatic and nontraumatic stress, in a psychodynamic perspective, is conceptualized as located in the individual’s unconscious, and the concept of bringing unconscious material to conscious awareness in a safe therapeutic space is thought to be central to effectively and accurately discovering connections between past events (traumatic and nontraumatic) and present day-to-day struggles. Psychodynamic psychotherapy is further concerned with defenses or ways of dealing with painful and/or conflictual needs, feelings, wishes, or impulses that often become compromised under traumatic conditions. This approach focuses on helping a survivor develop the meaning of the trauma itself and how it may fit with his/her sense of self. Finally, psychodynamic psychotherapy is concerned with the ways in which traumatic events interact with an individual’s broader personality and development.7

				Trauma theory, such as that developed by Judith Herman,2 involves psychodynamic ideas such as the use of defense mechanisms, such as repression and dissociation, in coping with traumatic experience. However, Herman2 emphasizes the feminist concepts of empowerment and reconnection as central parts of the recovery process, which is conceptualized as involving three stages, including the establishment of safety, remembering and mourning traumatic events, and reconnection or the establishment of intimacy in safe relationships. The idea that the survivor be the “author” of his/her own recovery is central to the recovery process.2 In the sections that follow, I will describe in more detail some central aspects of recovery from sexual trauma from a trauma-informed, psychodynamic perspective. 

				Sexual Assault and Relational Life

				Sexual violence in childhood and adulthood contributes to significant challenges in survivors’ ability to establish safe, trusting relationships. Childhood sexual abuse, including incest, is especially fraught with betrayal and boundary violations that have lasting impact on the child’s attachment with significant people in his/her life such that the child comes to expect into adulthood that relationships will be abusive. Psychodynamic theorists, such as Davies and Frawley,8 similar to feminist trauma theorists, value the importance of validating the survivor’s traumatic experience. It is often the case that the therapist is either the only person or among the few people with whom the survivor has discussed his/her sexual trauma. A trauma-informed, psychodynamic approach entails bearing witness to the survivor’s narrative of traumatic experience. 

				A focus on developmental issues related to traumatic experience is especially helpful in clarifying how early attachments and traumatic experience shape one’s identity. The adverse effects of traumatic experience on attachment are well documented. Studies in developmental psychopathology have found not only that insecure attachment resulting from trauma and severe neglect is connected with difficulties in regulating emotions, attention, and self-control, but also that insecure attachment is a relatively stable problem for individuals, particularly in the face of ongoing negative life events.9,10,11

				Fonagy and Bateman9 suggest that trauma in early or late childhood causes disruption in one’s capacity to understand and differentiate one’s own experiences as well as those of others. They point out that a child who is sexually violated may identify with the aggressor or perpetrator in order to gain or maintain a sense of control over the abuser and abusive conditions. In this case, the child internalizes the “intent of the aggressor in an alien (dissociated) part of the self,” (p. 5), and while this internalization is an adaptation to the trauma, it can contribute to feelings of self-hatred and self-blame. Psychodynamic theorists, focusing primarily on childhood sexual abuse, further conceptualize dissociation in traumatic experience to be unavoidable as a survivor attempts to integrate contradictory images of the self and abusive adult. Dissociation in this sense can be a positive adaptation when an individual is experiencing trauma as he/she copes with overwhelming feelings of terror and helplessness, and may later continue to persist as an individual copes with new traumatic and nontraumatic stress. New experiences, both positive and negative, intersect with old images of self and other, consciously and unconsciously, to form self-concept in the present day.12,13 Internalizing aspects of the abuser and the abuse are thought to be rooted in the experience of powerlessness and loss of hope, both of which are central parts of traumatic experience.14 In other words, internalization is a way to maintain connection in the face of loss of personal control and safety. Even in situations when a maltreated child defies the abuser, he/she may internalize negative attitudes of the abuser, such as feeling like he/she is a bad person, characterizing a traumatic bond that may be resistant to change.2,14 Marjorie, a thirty-five-year old survivor of childhood sexual abuse by an uncle, stated in a psychotherapy session, “I just avoid him (uncle) most of the time, but when I saw him at my sister’s wedding, it felt like his opinion matters to me. I used to look up to him. I hate him, and I want him to leave me alone.” Deidre, a twenty-seven-year-old survivor of rape in adulthood, stated, “I still think that sometimes that I let this guy do this (rape) to me, like he saw something about me that was vulnerable. I’m not a strong person, and maybe he could see that about me.” These struggles with emotionally separating oneself from the abuser and the abuse characteristic of traumatic bond are especially difficult in the case of sexual abuse in childhood, which involves distortion and overstimulation of bodily sensations without boundaries between the abusive adult or older child, and the child who is violated; the confusion of loving and hostile feelings; the betrayal of trust; and the secrecy imposed by the abuser.13,15

				In addition to internalization of negative attitudes, sexual violation contributes to confusion about sexuality. Trauma research has indicated an association between trauma and sexual risk behaviors.1,16 For example, women of diverse ethnic backgrounds (White, African American, Hispanic) who experienced sexual trauma were at greater risk to use substances at the time of sexual intercourse with partners, and to have two or more sexual partners at the same time.17,18 Additionally, sexual violation can contribute to confusion concerning sexual orientation and identity, even though the experience of sexual violation does not determine sexual orientation. While both men and women who have been sexually abused may experience post-traumatic symptoms, such as flashbacks, loss of trust, depression, feelings of shame, dissociation, addictive behaviors, and boundary violations, sexual abuse may have different meanings for boys and girls.19 For example, men tend to underreport experiences of sexual violation and may experience sexual trauma as undermining or challenging a sense of gender identity and sexual orientation. James, a twenty-five-year-old gay survivor of childhood sexual abuse by a male “friend” of the family, stated in a psychotherapy session, “I don’t think that I’m gay because of what happened to me, but I think that he (abuser) might have figured out that I’m gay. Maybe this is why he kept pursuing me and just spending so much time with me. I’ve realized that I’m like him in that I try too hard to pursue other men now.” My client’s experience of being chosen for this abuse is common to both female and male survivors. James’s struggle with being “too pushy” at times in finding a sexual partner in his adult life reflects his struggles with his early experience with his abuser. For male survivors, the difficulty with negotiating differences between sex, love, affection, and abuse may be pronounced as they cope with traditional expectations of masculinity.19 

				One of the most salient consequences of sexual violation on relationships involves the degree to which external validation and supports are available to a survivor. Smith14 has described the intense emotional aloneness that characterizes traumatic experience, which can exacerbate difficulty in revisiting or talking about the trauma. Psychodynamic therapy approaches the experience of emotional isolation through the survivor’s connection with the empathic presence of the therapist.15 Just as the survivor’s interactions with the abuser hold significant meanings for the survivor’s relational life, the experience of neglect or parental absence in the case of childhood sexual trauma can be equally important. For example, when a survivor of childhood sexual abuse is not protected by the other parent or caregivers or when an adult survivor of sexual assault is told by a family member or a friend that the assault was provoked by the survivor, the capacity to establish trust and self-esteem is compromised. A nonprotecting bystander who does not bear witness to the survivor’s experience or trauma contributes to ongoing emotional costs to the survivor.20 A survivor may feel distrustful and become hypervigilant to his/her surroundings or maintaining safety in relationships. This may be true in the case of psychotherapy, as well. The lack of safety in relating to others can be reexperienced in psychotherapy, as the therapist may be experienced unconsciously by a survivor as an abuser, victim, rescuer, or nonprotective bystander at varying times in the course of psychotherapeutic work. This type of traumatic transference is worked through and discussed with the survivor, as healing from trauma requires that sexual violence be revisited through talking.2,21 The role of the therapist as bearing witness to the trauma story and holding hope for the survivor is a central part of the healing from the relational challenges implicated in sexual trauma. 

				Sexual Assault, Affect, and Memory

				Sexual assault occurring in childhood and adulthood contributes to important changes in one’s emotional functioning. Children need emotional signals to be accurately mirrored by their caregivers to develop a positive, coherent sense of self. Recent research in neuroscience indicates that the experience of early childhood abuse and neglect has adverse effects on the nonverbal right hemisphere of the brain, which is involved with regulation of emotions and dissociation.22 When traumatic experience is invalidated by parents in the case of sexual abuse in childhood, or by significant others in the case of sexual violence in adulthood, the survivor’s self-perceptions and his/her ability to identify and label emotions are compromised.9 When a safe emotional environment is unavailable, an individual’s sense of self or ego is overwhelmed with the cruelty of abuse, and self states or fragmented aspects of the self can form as a way of coping with unbearable emotional pain.8,23,24 These self states are thought to function independently and can remain disconnected from each other even when the abuser is no longer a threat to the survivor. The survivor then faces difficulty with feeling his/her experience as “multidimensional, layered, conflictual, and contextual,”23 and may find that he/she cannot access internalized anger, sadness, or shame. 

				In the case of childhood sexual abuse by a caregiver, the need to stay connected with the abusive parent perpetuates these dissociative processes, in which affect or emotional experience is disconnected from conscious-level experience. Trauma experts2,15 have pointed out how child survivors of sexual abuse experience internal splitting as they face separate realities, including the reality of abuse and the minimization or denial of the child’s experience by the abuser and/or family environment. In such cases, affect, memory, meaning, and fantasy remain dissociated from conscious awareness and remembered only as isolated parts of the trauma. Dissociation is experienced by children and adults who suffer sexual trauma and tends to persist in cases of chronic or repeated abuse, particularly when the experience is not discussed or validated.2,15,25 One of the most pronounced ways in which dissociation is evidenced in survivors is the disconnection between cognition and affect, where a survivor becomes numb or talks about the abuse in a way that is only factual. 

				Psychoanalytic scholars have written about the concept of “unformulated experience,”26 or the way in which dissociated, traumatic material remains closed to elaboration and symbolization, such that this aspect of the experience is not connected with verbal language.27 As separate self states are formed in the case of sexual violence, memories of abuse may resurface unconsciously as nightmares or flashbacks, somatic or physical distress, and through reenactments or repetitions of abusive or destructive relational patterns.2,8 Traumatic experience expressed and remembered through physical distress may be particularly salient in the experience of survivors whose cultural backgrounds may emphasize the expression of psychological distress through physical symptoms, such as headaches and gastrointestinal problems, rather than verbal expression of distress.28 

				An example of the way that trauma is remembered behaviorally is evident in the case of a survivor who engages in risky sexual behavior, perhaps as a way to regain control and mastery over past abusive experience, only to experience fear, sadness, and aloneness. The recovery from sexual trauma necessitates that a survivor discloses his/her story gradually in psychotherapy, and while revisiting the traumatic past, address feelings of shame, guilt, loss of control, and conflicts related to one’s own aggressive thoughts and impulses. Psychodynamic approaches to recovery emphasize the unique meanings of the trauma to the survivor, and related affective and memory processes that are shaped through past and ongoing interpersonal contexts. As such, the survivor faces his/her ambivalence, confusion, and doubt about the traumatic memories and works toward a more coherent, meaningful narrative of his/her traumatic experience and its place in present-day life. 

				The Real and Symbolic Aspects of Trauma

				Psychodynamic approaches to recovery from sexual assault address the ways in which external realities of sexual violence are experienced by an individual in the context of his/her unique developmental and interpersonal contexts. This intersection of external events and internal life, as evidenced in psychodynamic concepts such as internalization of traumatic experience, is the basis for attending to the real and symbolic features of trauma. Maureen, a forty-six-year-old survivor of sexual violence by her former husband, expressed in a psychotherapy session, “I hated it when he would drink. This pretty much meant that he was going to rape me. I was scared that he would kill me. He just saw me as a thing to control, like a nobody. I think I felt like this even before I got married to him, but he just made it worse. I guess I didn’t accomplish what he did professionally. I thought I was nobody for a long time.” Maureen’s statement concerning the meaning of her husband’s aggression against her speaks to not only the actual sexual violence, threat to her life, and related dissociation from the rape, but also the symbolic meaning of her traumatic experience, which involved feelings of worthlessness or like a “nobody,” a feeling she described as a familiar one that dates back to her life prior to marriage. The ways in which this external traumatic event is processed in the context of her life preceding her marriage (childhood, adolescence, early adulthood) and following her divorce is a focus of psychodynamic psychotherapy.

				Maureen’s internalization of feeling like a “nobody” is an aspect of her trauma that has implications for her personality. Mathews and Chu15 highlighted the way in which actual trauma and the memory of trauma are composed of external and internal elements. One example of this intersection of the external and internal aspects of trauma occurs when an adult survivor of childhood sexual abuse remembers being threatened by an abusive parent, and at the same time remembers his/her own imagined or fantasied feelings of terror, guilt, or rage. A fantasy of feeling guilty or responsible for the abuse is then met with the terrible reality of abuse. These interactions between the abuse and beliefs about the self in relation to the abuser become components of personality functioning, as evidenced in vulnerability to fragmentation, dissociation, feelings of self-blame, helplessness, problems in forming and maintaining supportive relationships, limited range of defenses and positive ways of coping with stress, and difficulty with authenticity and positive life change in adulthood.15

				Psychodynamic approaches conceptualize psychological distress, including that resulting from trauma, as involving a narrative of the self and the external world as evolving.2,29 How trauma is experienced for a survivor changes with time, as new experiences influence self-image and interactions with others. Additionally, the therapeutic relationship contributes to these evolving narratives, as trauma may be understood and experienced differently by a survivor as he/she works through enactments within the therapy that reflect aspects of the traumatic experience. For example, Malcolm, a thirty-eight-year-old survivor of rape in his early twenties, stated, “I want to start trusting you (the therapist), but it still feels like if I start talking about more details, then you might see me as weak or something.” At this point in his treatment, Malcolm acknowledged the importance of trusting me, which he was unable to do early in our work, as he worried that trusting me would signify weakness or vulnerability. 

				Over the course of several months, he was able to share with me his concerns about trust more explicitly and how this difficulty fits with the actual rape. In the second year of psychotherapy, he expressed in one session, “I’ve told you what happened to me (the rape). You seem like you can handle it. I’ve always been a strong person, independent. This feels different in here to talk about this stuff. Maybe this is being strong . . . I don’t know.” Malcolm’s statement indicates a movement toward a possibly different narrative of his internal experience of the actual traumatic experience and specifically his self-image as someone who is still strong and independent even when he feels vulnerable. Psychoanalysts such as Davies and Frawley8 have also suggested that different self states or ego states experienced by the survivor should be explored in psychotherapy as a way of ongoing elaboration of narrative of trauma and of the self. In other words, psychodynamic therapy involves the therapist and client to explore fully the various aspects of the self that have been shaped by the traumatic experience, how constructions of the self may change with context and time, and eventually how an individual makes meaning of his/her trauma and develops new safe and fulfilling relationships. 

				Attending to Sociocultural Context

				In recent years, psychodynamic approaches have increasingly considered the role of sociocultural context to be a critical element of understanding the effects of traumatic experience on survivors of trauma. Traumatic experience and expression of distress are influenced by cultural beliefs, sociocultural histories, and community of reference. A survivor of sexual assault who has been raised with a cultural value on modesty of clothing style may experience a sense of guilt and wonder whether or not she had somehow provoked the assault. In another instance, a survivor of sexual abuse who strongly identifies with a religious belief that denounces premarital sex may feel that she is damaged or dirty. In a different example, a survivor for whom it is more culturally compatible or congruent to express psychological distress through physical symptoms may find it challenging to talk about the sexual trauma in psychotherapy. Sociocultural context further involves the issue of language. For bilingual or multilingual survivors, memories may be processed in the first or native language, contributing to varying experiences of sexual trauma in each language. Some of my clients who are bilingual have expressed that it is easier to talk about their childhood sexual abuse in English rather than a native language, as the abuser was someone who spoke the native language and the abuse “occurred” in the native language. For other clients, the reverse is more compatible with their experience, when it is important to talk about the traumatic experience in the native language. In some cases, speaking in one’s own native language can facilitate a more immediate connection to and accessibility to a wider range of feelings associated with the traumatic experience. These variations in sociocultural context hold important meanings for the ways in which social roles and identifications shape aspects of self-experience in the case of sexual trauma.30,31

				Social structures such as racial hierarchies evident in many societies, including the United States, further engender experiences of good and bad self states, involving feelings of devaluation and shame imposed by dominant society to members of racial and ethnic minority groups.30,32 Racial identity and ethnic identity have important implications for survivors’ constructions of sexual violence, and their identifications with and relationships with their communities of reference. Daniel33 has written about the negative impact of racial and sexual trauma directed against African American women. She highlighted the problem of negotiating identity in the context of historical and ongoing racial injustice and sexualization of African American women by dominant society. In such instances, survivors of sexual violence cope with multiple burdens imposed by social context, contributing to silence and invisibility of traumatic stress.31,34 The invisibility of traumatic stress experienced by many ethnic minorities contributes to the perpetuation of stereotypes and racially driven trauma perpetrated by abusers from both within and outside the survivor’s racial and/or ethnic group. 

				The experience of homophobia in conjunction with sexual trauma is further reflective of how social context can influence traumatic experience. Gay, lesbian, and bisexual (GLB) survivors of sexual violence remain largely neglected in the research literature. Russell, Jones, Barclay, and Anderson35 pointed out that GLB survivors are often blamed for their abuse by others, contributing to feelings of powerlessness, shame, and fear. The lack of acceptance and homophobic reactions of significant people in a survivor’s life can engender confusion about sexual, gender, and social identity and complicate the coming-out process.35 Different forms of oppression such as racism, homophobia, sexism, and poverty compound the effects of sexual violence and are sometimes used to shift blame to the survivor.36 Psychodynamic approaches to sexual assault consider the ways in which a survivor makes meaning of his/her social context as it shapes and informs his/her experience of trauma, and how social difference between therapist and client may influence the therapeutic relationship.31,37

				Recovery as Complex and Multidimensional

				Recovery from sexual trauma, from a psychodynamic perspective, is conceptualized as complex, involving multiple dimensions of exploration. A trauma-informed psychodynamic perspective focuses on the ways in which sexual trauma interfaces with internalized aspects of the trauma to give meaning to one’s experience of the self, and therefore addresses conscious and unconscious dimensions of trauma. Similar to trauma theory, psychodynamic theory conceptualizes recovery from trauma as involving validation of the survivor’s experience, integration of self-identity, improvement in affect tolerance, impulse control, organization of defenses and coping, and supportive interpersonal relationships.2,38,39 Additionally, the role of bearing witness and sharing power in the therapy relationship is a central goal of trauma-informed psychodynamic psychotherapy.40

				The recovery process from a psychodynamic perspective is thought to be “structured and paced”15 such that traumatic experience is discussed in the context of a safe therapeutic space. The initial stages of therapy involve the development of safety and trust, and the pace of therapy is largely directed by the client. Many survivors who enter psychotherapy are coping with significant difficulties with trust, and through developing a safe and consistent relationship with a therapist, develop an increasing capacity to trust others and recognize and tolerate their own feelings of anger toward others and themselves. During the early phase, the therapist validates the survivor’s intense emotional suffering connected with the traumatic event and facilitates the survivor’s attempts to tolerate and accept these painful feelings. A major goal of this initial stage of recovery involves improving one’s self-care and safety in areas such as substance abuse, self-injury, and high-risk or dangerous situations where a survivor could be victimized. Safety and self-care are achieved through a growing awareness of the impact of trauma on one’s life, mobilizing resources to increase day-to-day functioning, developing strategies to express one’s feelings more effectively, and encouraging one’s connections to others who are supportive.2,15

				As a survivor develops adequate safety in his/her life, therapeutic work increasingly involves a more in-depth discussion of traumatic history, at a pace that is tolerable and therapeutic. As this exploration can be experienced as retraumatizing, it is critical that safety and supports are well enough established for this work to proceed in an effective way. An important aspect of this phase of treatment is the exploration of the details of the trauma and what may be fantasy connected with and produced in the context of trauma. Mathews and Chu15 suggest that the middle stage of psychodynamic psychotherapy entails a period of mourning of both the sexual trauma as well as what was lost as a result of the sexual trauma, such as the wish for a loving parent or a trusted significant other. Additionally, this phase of recovery involves remembering and reconstructing traumatic experiences into a more coherent narrative than what previously was remembered by the survivor. Traumatic memories that were previously dissociated may emerge in the context of the interaction between the therapist and the client, in which the therapist may be experienced unconsciously by the survivor as a loving parent or friend and at other times as an aggressor or perpetrator. The therapist may also develop a wide range of feelings, such as anger, helplessness, and sadness, as the survivor discusses traumatic experiences. It is by working through the transference and countertransference that traumatic memories and reconstruction of these memories gradually inform the survivor’s present experience and understanding of the traumatic event(s). This process of remembering and reconstruction typically involves grief and mourning in which a survivor may experience intense feelings of loss connected to the trauma, as he/she begins to make sense of what has happened in his/her life.2,8,15

				The final stages of trauma recovery involve the consolidation of new insights, practicing new skills, developing new relationships, and transforming identity.2,15 In this phase, a survivor actively seeks to confront and engage with his/her fears and seeks positive, mutual relationships with others. For example, a survivor of rape may work more actively to experience sexual pleasure with a partner, something that he/she felt was impossible or difficult to attain following the rape. In other cases, survivors are engaged with social action as a form of empowerment and healing. One recent example of this type of engagement involves the survivors of sexual abuse by priests who have spoken out about their experiences of sexual trauma and its impact on their lives. A survivor’s public expression of these experiences can help to transform the stifling and sometimes debilitating silence of sexual trauma for the survivor and other survivors and raise societal awareness of sexual violence directed against children and adolescents. While recovery from trauma has been described in the language of stages or phases, it is clear that recovery does not follow a linear path and that each phase may be revisited throughout one’s life, particularly during important life transitions. 

				Psychodynamic perspectives further consider the centrality of resilience in the trauma recovery process. While this approach is deeply concerned with the losses incurred in sexual trauma, it also attends to how a survivor has coped with and adapted to unbearable circumstances and betrayal. This approach honors survivors’ ability to not only survive the trauma but also to create stability in various aspects of their lives. Most of my clients who are survivors of sexual assault have mobilized their internal strengths and capacities and external resources to achieve success in important areas of their lives, such as academic achievement and raising children in a safe environment. Lily, a forty-year-old survivor of rape, stated, “I don’t think anyone now could guess that I was raped. I know I come off strong because I’m a leader at work. I wonder sometimes, though, if someone can tell.” Lily’s comment speaks to the complex nature of trauma, resilience, and recovery, in which parts of her experience are separated from each other. Nonetheless, her ability to transform her traumatic experience is evident. 

				Resilience in the face of sexual trauma can be conceptualized as multidimensional, including individual, family, and community levels.39 While individualistic notions of resilience tend to focus on an individual’s personality traits or achievement as characterizing resilience, collective resilience is defined through positive connections with family members and larger communities.31 Engaging in groups for the purpose of social action and change compose other ways of mobilizing one’s supports and resilience. Herman,41 in a study of restorative justice among victims of violent crime, found that the role of community support is critical in helping a survivor who chooses to take legal action against the perpetrator, as the survivor’s anger toward the perpetrator is often stigmatized in the legal system and more generally in society. The wish for communities to take a stand against the offense was clearly voiced among the participants in Herman’s study.41 

				Psychotherapy can be one critical means through which a survivor accesses his/her resilience, as the therapeutic space is one in which the survivor feels empowered and gains a sense of agency in his/her own life. A trauma-informed psychodynamic approach to recovery considers the importance of addressing sexual violence on multiple levels, all of which may help a survivor to engage with unique and multiple layers of traumatic experience. This approach seeks to facilitate the ability of the survivor to voice his/her own narrative and aims to help the survivor to gain insights that he/she will integrate with new relationships and a transformed sense of self. Such work requires attention to both what is lost and sustained in the traumatic experience. The following case example illustrates the way that a trauma-informed, psychodynamic approach to recovery from sexual assault contributes to the changes that I have mentioned. 

				Case Example

				Lorna is a thirty-two-year-old single, second-generation Chinese American woman, who sought psychotherapy to cope with increasing anxiety in her relationships with her family and her boyfriend. I worked with Lorna for three years in weekly individual psychotherapy. When I first met Lorna, she was enrolled in a graduate program in a finance-related discipline. Lorna had seen a therapist in her third year of college when she had experienced recurrent nightmares about being locked in a room by her paternal aunt. While working with a female therapist for four months in college, she disclosed to her therapist that she had been sexually abused by her paternal aunt, who was in charge of taking care of her periodically throughout her childhood (ages five through nine). Lorna had not told anyone other than her best friend in college that she had been abused in childhood. After learning that her therapist was relocating, she decided to end psychotherapy, although she reported feeling helped by her therapist. Approximately five years later, she was raped by a former boyfriend whom she had dated for a year. The rape occurred after he had followed her home after a party at a mutual friend’s home. Lorna expressed that she had ended the relationship because she felt “emotionally and financially controlled” by him. After the rape, she called a friend who helped her access medical care. Lorna decided to not press charges against her former boyfriend. Other than speaking with her physician about the rape, she has not discussed it with anyone in depth. 

				Lorna was born and raised in a poor, urban neighborhood in the United States. Her parents immigrated to the United States prior to her birth and worked in a family business owned by her father’s older brother. Lorna has a younger brother who apparently did not suffer any sexual abuse, although she recalls that both she and her brother were often left alone to care for themselves for long periods of time. Her parents worked long hours and had minimal financial resources to access child care. Lorna’s paternal aunt was one of their relatives who was apparently available to take care of her and her brother while her parents were working. Her aunt sexually molested her and threatened to hurt her, her brother, and her parents if Lorna ever revealed the abuse to anyone. The abuse continued until she was nine years old, after her paternal aunt and uncle divorced and relocated to different parts of the country. Lorna remembered that she did not sleep or eat well throughout her childhood and adolescence. When she was an adolescent, her parents tried to establish a closer relationship with her and her brother as they attained financial stability. However, she remembers feeling lonely and tended to withdraw from them when they tried to become more involved in her life. 

				Lorna enjoyed attending school, as she felt that this gave her a “break” from her home life. She excelled academically and studied dance for several years. At the same time, she experienced difficulty with fitting in socially with the other children at school. She described herself as shy and feeling as though she was different because of her Chinese background. While school felt like a place of respite in some ways, Lorna continued to feel lonely. In college, she developed a few close friendships and attempted to create an identity that was separate from her parents and from other Chinese Americans. After graduating from college, Lorna worked in a bank for several years and then decided to pursue a graduate degree. During her years of working at the bank, she began to use marijuana regularly to cope with her feelings of loneliness, depression, and anxiety. The substance use increased in frequency after she had been raped. She eventually decided to seek help from a therapist to address her long-standing distress, after one of her professors noticed her anxiety in interacting with others. 

				When I first met Lorna, she talked about her difficulty in talking openly about the sexual abuse and the rape. She was unsure of whether or not talking about the sexual trauma would be helpful to her. Our initial work focused on establishing her personal sense of safety, as she joined Narcotics Anonymous to help address her ongoing substance use. Lorna and I also worked on breathing and relaxation exercises to help her cope with her immediate feelings of anxiety. As our work progressed, we talked increasingly about the ways in which she coped with her traumatic experiences, including her tendency to avoid painful memories by disconnecting herself through substance use. Over the next several months, Lorna spoke more about her family life, and eventually details of her sexual abuse and rape. She tended to focus primarily on her feelings of shame and self-blame concerning the sexual abuse and often wondered why she was chosen by her aunt to be abused. She was not able to imagine the possibility of telling her parents about what had happened to her, as she continued to feel distant from her family and worried that they would blame her for the abuse. At the same time, Lorna hoped for a closer relationship with her parents, particularly since her relationship with her boyfriend had deepened. She was also concerned about telling her boyfriend about her sexual trauma both in childhood and adulthood. While exploring details of her trauma in therapy, Lorna stated, “I always wanted to hide what had happened to me, maybe so that I wouldn’t have to believe that everything actually happened. Now, it feels like I can’t escape it. It keeps creeping up no matter how much I want it to go away.” 

				Lorna further struggled with her Chinese American identity, as she associated intensely negative feelings about her heritage with her abusive aunt, whom she remembered as a “traditional Chinese woman,” at least in the perception of others in the family. She also had mixed feelings about speaking in Chinese, as she simultaneously wished to distance herself from her painful traumatic memories and connect with positive aspects of being of Chinese heritage. When her boyfriend who is White, European American, urged her to teach him more about Chinese culture, Lorna reacted with ambivalence even though she appreciated his efforts to build intimacy with her. As their relationship deepened, Lorna became increasingly anxious about her intimacy with him and worried that he may leave her if he learned about her sexual trauma. In a session during the second year of psychotherapy, she stated, “I don’t know how I’m going to talk about the rape with him. I think he would think the sexual abuse was weird but not my fault. It might not be the same with the rape. He might think I did something to provoke this.” I asked her if these concerns were more reflective of her own view of herself, and not only her concerns about her boyfriend’s perspective. Lorna responded, “I feel like this could be me—someone who is responsible in some way. Maybe I could have stopped it. I don’t want to think about losing him (boyfriend). He is the first person I feel safe with.” We continued to discuss the ways in which Lorna was both traumatized by her aunt and her former boyfriend, how she had internally constructed her trauma, and its implications for her image of herself and for what was possible for her in the future. 

				As Lorna’s work progressed further, she began to talk with her closest female friends about her sexual trauma and her concerns about her relationship with her boyfriend and was no longer using marijuana. She also began to explore friendships with a few Chinese American peers and to attend cultural events, such as Chinese music and dance programs. During this time, she also wondered about her attachment to me. She stated, “I’m feeling like I rely on you a lot more than what I thought when I first started seeing you.” She talked about her concern that we would end the treatment before she felt ready. We discussed the ways in which our relationship at times felt as though she had little power, and we agreed that our work would end when she decided that she was ready to end it, and when we had adequate time to talk about ending the work. We also talked about the ways in which she may have experienced having a female therapist who is of a South Asian background, particularly when considering her abuse by a female caregiver. The issue of power in our relationship was critical to Lorna’s feelings of safety and to addressing her anxiety, substance use, and loneliness, all of which were directly related to her sexual trauma. 

				Concluding Comments

				Lorna’s case illustrates some basic foundations of trauma-informed, psychodynamic psychotherapy as a path to recovery from sexual violence, including attending to the horrible realities of her sexual abuse and rape, her coping with these experiences, her ongoing concerns about safety, her internal constructions about the abuse and about herself, her resilience, and her relational life both within and outside of psychotherapy. While Lorna’s recovery extends beyond our work together, my hope was that she is able to integrate her new insights to her life in an ongoing way. She decided to end treatment as she relocated out of the area to begin her career. Lorna stated in our last sessions that she would resume psychotherapy with another therapist when she felt that she could benefit from this work again in the future. Lorna’s recovery, as with many other survivors of sexual trauma, is one that will involve continued negotiation of her traumatic past and internal struggles throughout life transitions, as she moves toward a more coherent sense of self and a more satisfying relational life. 

				While a psychodynamic path to recovery typically entails a survivor’s engagement with psychotherapeutic treatment, aspects of this perspective can be integrated with other forms of healing from trauma. In particular, the psychodynamic focus on safety in relationships, coping and defenses used in the face of trauma, emotions and memory, internal constructions and meanings of traumatic experience, social context, and individual strengths are all relevant to healing from sexual trauma. Each of these aspects of trauma is especially important to explore in recovery, in light of the complex and multidimensional nature of sexual trauma. 

				Strategies for Self-Care

				1. Increasing safety

				A. Identify and record in a journal people, places, and situations that are emotionally and physically safe.

				B. Attend to your physical needs, such as eating a balanced diet, exercising, and getting adequate sleep.

				C. Read literature informing you about the effects of trauma on the individual and/or his/her family. 

				D. Identify and engage in activities that decrease stress. These activities might include physical exercise (walking, jogging, yoga), dance, listening to music, playing a musical instrument, painting, watching a movie or a show that is a comedy, meeting with a supportive friend or family member.

				E. Identify triggers (people and surroundings) that increase stress. What is a typical way that you would manage this stress? Write down in a journal or tell a supportive person in your life how you may try to use a positive coping strategy to deal with this stress.

				2. Coping with traumatic memories

				A. Write down in a journal memories of the traumatic event. If and when you feel that you want to read what you have written, read your journal. 

				B. Talk about your memories in a pace that is comfortable for you with a trusted friend or family member. 

				C. Allow yourself the time and space to think about the memories. You may choose to schedule a specific amount of time in the day or evening to reflect on the memories, so that you feel more in control of your memories. 

				D. Practice relaxation strategies, such as yoga, meditation, quiet reflection, and breathing. 

				3. Forming positive connections

				A. Identify and write in a journal what you hope for in your future.

				B. Identify your major goals in a relationship with a significant other. What is it that you hope for in a relationship with a family member or a romantic partner? What are your expectations? Write your thoughts in a journal or talk with a trusted friend or family member.

				C. Continue engaging in activities that relieve stress as you take new risks in building new, positive relationships. 

				D. Discuss your concerns about your relationships with someone whom you trust.

				E. Explore ways in which you may connect with broader social action. One example is to volunteer your time in an effort to promote safe and healthy relationships. 
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				Psychoeducation to Reduce Distress and Promote Adaptive Coping among Adult Women Following Sexual Assault
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				According to a national survey, approximately 18% of American women will experience an attempted or completed rape in their lifetime.1 The course of recovery following a sexual assault may vary across individuals as a function of different factors including individual, event-related variables, pre- and postassault stressors, social support, and prior learning history.2 Some people may experience few symptoms until days, weeks, or months after the assault. Some people may naturally heal from a trauma and not ever experience more than transient adverse reactions, while others may develop symptoms of psychological disorders.3 However, when someone experiences a traumatic event and resulting symptoms, she may wonder “Is this normal?” “Will I get better?” “Do I need to get some help?” or “Am I alone?” She may believe that life will never be the same again or not know what to expect in terms of recovery, or if recovery is even a possibility. The survivor may wonder if there is anyone out there who can help her through this difficult situation. 

				Psychoeducation provided after a traumatic event can help answer these and other questions for the survivor, as well as her friends and family. Psychoeducation also can provide information about adaptive coping strategies that can be utilized to minimize some of the naturally occurring post-traumatic distress.4 According to Phoenix, such strategies can also be used to avoid maladaptive strategies such as substance use that might lead to increased symptoms or adverse long-term consequences.4 While psychoeducation has the potential to provide benefits to survivors of sexual violence, limited research has examined the efficacy of psychoeducation alone to impact short- and long-term outcomes in terms of symptoms and functionality following sexual violence. Our chapter focuses primarily on the use of psychoeducation as a component of secondary intervention approaches in which information is delivered relatively soon after a highly stressful event (e.g., assault) has occurred. In addition, our primary focus is on effects of sexual violence occurring to adult women. It should be noted, however, that psychoeducation content describing possible reactions following a traumatic event, the theories behind development and maintenance of such reactions, and strategies for successful coping and related rationale are also integral components of traditional (e.g., tertiary interventions) treatment for post-traumatic stress disorder (PTSD) and other psychological disorders,5,6 as well as included within multiple-session early interventions that also include additional treatment strategies such as imaginal and in-vivo exposure to trauma-related cues.7,8 

				What Is Psychoeducation?

				Psychoeducation is considered delivery of information aimed at preventing or reducing problems following exposure to a potentially traumatic event and that may be used with individuals prior to exposure to an event or as secondary intervention to prevent or reduce problems that may develop after an event has occurred.9 The content may include information about psychological or behavioral reactions that may occur, as well as coping strategies that may be helpful. As noted by Wesseley and colleagues, information may be provided in different ways, and these might include written materials, direct verbal communication, or other media such as video, audio, or web-based delivery.9 These methods may vary from purely informational, or passive, approaches to more active therapist-led interventions.10 For example, one might hand out pamphlets or brochures. The Internet is now an easily accessible way to distribute large amounts of information. Help lines and call centers may be able to provide information to someone in crisis, and widespread media outlets such as television or radio are efficient ways to disseminate information. Self-help books attempt to provide step-by-step guidance through a crisis. In addition, some counselors are trained to provide psychoeducation either as stand-alone services or as part of larger interventions. Psychoeducation provides information but may also include additional components, such as teaching cognitive behavioral tasks.10 It is important that content and delivery modes be evaluated in terms of possible efficacy and effectiveness of information delivery. Additional information will be provided later in this chapter regarding extant knowledge about efficacy of these various techniques. 

				Important Elements of Psychoeducation

				Phoenix discussed several key content areas that are often included in psychoeducation programs for trauma survivors.4 First, information may be presented on the body’s natural responses to stressful situations. This information can help normalize reactions that the individual may be experiencing, as well as provide information regarding what to expect in the future. Second, information may be discussed regarding trauma history and previous attempts at coping with stressful events. Third, general information related to the traumatic event or common reactions that may follow exposure may be presented. Fourth, the survivor may be taught new skills for coping with negative reactions (e.g, relaxation exercises, deep breathing, and ways to manage stress). Of course, this type of skills training is also part of various treatment approaches (e.g., cognitive-behavioral therapy), and as previously discussed, the literature is not always clear regarding what falls under the broad umbrella of psychoeducation. 

				Another important element to include is information identifying which reactions to trauma may benefit from more formal help seeking. Teaching an individual when to ask for help can be invaluable, as many people do not seek help following a traumatic event.11 They may be afraid that they will be stigmatized for admitting that they were the victims of a trauma or that they need help. People may believe that they can handle it on their own, or they might believe that no treatments are available to help them with their symptoms. Educating survivors on the range of treatments available for common post-traumatic symptoms, such as PTSD, depression, or increased anxiety or substance use, might empower them to seek help. Psychoeducational materials could provide referrals to local clinicians or agencies along with specific information regarding available resources in the community. While many elements of post-trauma recovery are similar across types of traumatic events, the following provides information specific to sexual violence.

				Psychoeducation Specific to Sexual Violence

				Whether provided as a stand-alone intervention or part of a broader treatment intervention, a number of areas of information may be helpful to discuss with survivors, and potentially family members and friends, including facts about sexual violence, common immediate and long-term effects, positive coping skills, and times of high risk for relapse. 

				Facts about Sexual Violence

				Survivors of sexual violence may often feel that they are alone in their experience because they are not aware of how many other women have had similar experiences. It may be helpful for survivors to know that, unfortunately, sexual violence is far too common in our society. In addition to forcible rapes that include physical force or threat and that may include injuries related to assault, another type of rape occurs when a woman is incapacitated due to alcohol or drug use (incapacitated rape, or IR) and incapable of consent or control of the situation or when a drug is administered without knowledge or permission of the victim (drug or alcohol facilitated rape, or DAFR).12 Kilpatrick and colleagues found that 14.6% of women in a general population sample reported a lifetime history of forcible rape while 5% reported a history of DAFR/IR.12 Kilpatrick and colleagues also studied the prevalence of these types of rape within a college sample of women and found that 6.4% reported a lifetime history of forcible rape and 6.4% reported a lifetime history of DAFR/IR.12 

				Sexual violence that entails unwanted sexual contact or attempted sexual assault, whether due to force or threat or incapacitation of the victim, is not the fault of the victim. Unfortunately, however, victims of sexual violence often blame themselves for the assault.13 It is important that the survivor receive the message from friends, families, and professionals that regardless of what she did or did not do during the assault, it is not her fault. People do what they need to do during an assault to survive it—sometimes this may be attempting to fight the attacker off, sometimes this may be acquiescing to the perpetrator’s demands. Whatever the survivor did may have helped her live through the experience. 

				Common Effects: Immediate and Long Term

				People respond to sexual assaults in a number of ways. Some feel acute distress, while others may feel little distress at first or may be in a state of shock or feel numb, then experience more difficulties later on, sometimes even years after the event. Still others report experiencing few difficulties at all.2;14 Recovery may also seem like a “one step forward, three steps back” kind of process at times, which can be very frustrating and may increase feelings of hopelessness and distress. Some individuals may be at higher risk for experiencing significant distress following a sexual assault. For example, research finds that individuals who have a previous history of trauma, which is not uncommon among victims of rape,15 may experience a cumulative impact of these events and experience more symptomatology than someone without a previous history.16;17 Individuals whose lives were threatened or who perceived life threat may also be at greater risk for significant distress.18 

				Most individuals who report experiences of sexual violence to police, rape crisis, or other authorities appear to experience initial symptoms of PTSD,19 although not everyone will meet criteria for the disorder. PTSD includes three categories of symptoms including reexperiencing symptoms (e.g., flashbacks, nightmares, intrusive thoughts), avoidance symptoms (e.g,. not talking or thinking about the assault as well as avoiding people, places, and situations that remind them of the assault), and hyperarousal symptoms (e.g., always feeling on guard, difficulty falling or staying asleep).20 

				At first, these symptoms may be helpful—indeed acute responses of physiological arousal, hypervigilance, and so on, may have been what helped survivors to make it through the experience. They become problematic, however, when they keep occurring, after the danger is gone. Also, survivors may begin to be afraid of and react to things, people, and situations that are similar to the assault but were not present during the assault. For example, rape victims may grow to fear men who look like the perpetrator, then perhaps most men. When survivors fear an increasing number of people, places, or things, they are likely to experience physiological and psychological responses to these stimuli and begin to avoid them. Not only will this restrict a person’s life considerably, but it will keep the survivor at a high state of arousal, which may wear her down psychologically and physically.17

				Other consequences after a sexual assault may include feeling confused, angry, sad, anxious, and afraid, having panic attacks, interpersonal problems, self-destructive and impulsive behaviors, dissociative symptoms, somatic complaints, feelings of shame, despair, and hopelessness, and social withdrawal.23 Experiencing a sexual assault can also change how we think about ourselves, other people, and the world.21 This may happen particularly in the areas of powerlessness, esteem, safety, intimacy, and trust.22 In fact, these areas have been called “stuck points”25 and may be related to significant negative emotions and behaviors during wake time and may also show up in bad dreams and nightmares.

				Coping Skills

				As noted above, psychoeducation also may involve information on coping skills. Although this may overlap with more in-depth therapeutic interventions, many coping skills do not require the assistance of a mental health professional. If survivors have not had an occasion to develop such skills in the past, however, the assistance of a mental health professional may be useful. Coping strategies generally fall into one of two categories—adaptive or maladaptive. Adaptive strategies include those that will draw on the survivor’s natural strengths and help her to feel mentally and physically better. In the days and weeks following the sexual assault, self-care is very important, especially making sure that basic needs are being met, particularly for those areas comprising three primary indices of health: healthy eating, exercising, and sleeping well. 

				Many resources are available to help survivors cope with the experience of sexual violence. Maintaining a routine as much as possible including attending school, work, and social activities is important. While survivors may feel like isolating and withdrawing from others, it is important to utilize those social supports and activities that have helped in the past. These natural resources often include social supports that the individual typically turns to in times of stress: family, friends, community, and spiritual connections. While survivors may not wish to disclose everything about their experience to everyone, it may be important for them to let some people know that they are going through some hard times and need extra support. 

				If survivors do choose to disclose their experiences, they will likely come across a variety of responses. People often do not know how to respond to disclosures of sexual violence and reactions may range from support and love to anger at the perpetrator and desire for revenge to disbelief. Negative reactions to sexual violence disclosures are not uncommon.23 There are numerous reasons why people have negative reactions, and even those who are generally supportive may have a difficult time coping with and understanding this event.16 While there is little information on why others may react negatively, we do know that negative responses may be related to increased symptoms for the survivor and self-blame.16 If survivors are struggling with sexual violence and have had difficulty with others’ responses, it may be helpful for them to attend a support group of sexual violence survivors. 

				Many survivors benefit from engaging in activities to help themselves feel mentally and physically stronger. Some activities include working out at a gym or at home, taking a martial arts class, and learning other means of self-defense. Another way for survivors to feel empowered is to identify those situations or places that are not actually dangerous, but in which they feel afraid and try to face those head-on. This is generally called exposure and involves gradually facing fears until the situation no longer produces feelings of anxiety. Exposure is a key component of many of the best treatments available for PTSD, and some people will feel more comfortable trying this technique with the assistance of a mental health professional.

				Many also find healing and empowerment from giving their time, money, or attention to others who have been through similar experiences. Generally, survivors would not do this until they have experienced significant healing and recovery from their own experiences. There are a number of ways to give back, including volunteering for agencies that target sexual violence, becoming a sexual assault advocate, working to raise awareness of the issue, and helping community efforts to fight crime in general. 

				Other potential coping strategies include finding ways of reducing one’s overall level of physiological and psychological arousal, becoming more relaxed and calm. Yoga, meditation, or progressive muscle relaxation may be helpful in learning new strategies for achieving relaxation in this stressful time. Bookstores often sell audio versions of relaxation scripts that survivors can listen to and follow along with when feeling distressed. It is important to keep in mind, however, that while many of the strategies mentioned above may be helpful, there is limited evidence to indicate that they will lead to long-term recovery on their own. Recovery will likely take engaging in a number of these strategies, the support of others, and possibly the help of a mental health professional who specializes in treating survivors of traumatic events. 

				Following a highly stressful or traumatic event, people may also engage in maladaptive coping strategies, especially if they have not learned adaptive coping strategies. Maladaptive strategies include drinking alcohol, using illicit drugs or misusing licit drugs, smoking, isolating from others, over- or undereating, and over- or undersleeping. Some of these strategies may be comforting and provide short-term relief from or avoidance of distress but are unlikely to be helpful in the long term and may actually be quite harmful. In general, attempts to escape from or avoid talking about or working through the assault for extended periods of time are associated with greater, not lesser distress.24 Thus, psychoeducation can address these pitfalls and provide information about strategies to counteract such behaviors. 

				When to seek additional help. Knowledge can be very empowering, and understanding the facts about sexual violence and its aftermath, engaging in coping strategies that are based on empirically supported cognitive behavioral approaches, seeking help and support from friends and family, and taking care of themselves may be sufficient for some people to alleviate some distress and/or promote adaptive coping following an assault. For others, this may not be sufficient, and further help may be needed. Typically individuals choose to seek professional help when they are having a hard time doing things they used to do, including attending school, working, and engaging in social activities. While it is not unusual for these “normal” activities to be interrupted in the immediate aftermath of sexual violence, if the survivor continues to experience difficulties a few weeks following the event, she may want to talk to a mental health professional. Even if the survivor has made significant progress, there may be times when she may experience an increase in her distress level. New experiences of significant life stressors or additional traumatic events, anniversaries of the sexual assault, or encountering trauma-related stimuli may lead to increased distress.

				This book describes a number of treatment options that exist for individuals who may be struggling to cope with the sexual assault on their own and want to seek professional help. Many of these treatments have been tested by researchers. The treatments have varying levels of study and support. A number of manuals are also available for use by practitioners and some for use by survivors themselves and are identified at the end of the chapter. Most approaches will include psychoeducation as well as in-depth intervention content.

				Evidence for Use of Psychoeducation

				A recent (2008) series of articles in volume 71, issue 4, of the journal Psychiatry raised key issues about psychoeducation, including how to define it, limitations of existing data about its efficacy, and recommended future research questions and approaches. As noted by Wesseley and colleagues, research is needed to determine which types of information might be helpful, harmful, or have no appreciable impact.9 They suggested that a potential negative consequence of psychoeducation is that symptoms might be prescribed or suggested when they otherwise might not be problematic and that psychoeducation might interfere with other naturalistic approaches to recovery such as use of existing social support networks. 

				Potential benefits of psychoeducation and risks of not providing information that might be helpful were also discussed,5;6;25 as was the need for theoretical underpinnings, broader conceptualization of what might be included,26 and questions of what might constitute sufficient and ecologically valid approaches.27 The need for evaluation of psychoeducation was consistently recognized, and suggested factors to be controlled for or further studied included content, context of information delivery, targeted population (e.g., all exposed or those with risk factors that might include symptoms predictive of later problems, prior history of victimization), timing relative to event, duration, and depth of focus. The suggestion by Wesseley and colleagues to tailor content in ways that are designed to foster resilience was consistently noted as an optimal approach.9

				Three studies cited by Wesseley et al.9 evaluated the use of psychoeducation booklets given to individuals who had experienced a variety of traumatic events that led to injury28;29 or automobile accident victims30 who sought emergency hospital treatment. These studies, as well as a fourth study that included education alone as a condition compared with debriefing and assessment only in a mixed group of violent crime victims,31 are reviewed here. Psychoeducation content in all cases appeared to include information about symptoms and possible help available. Content beyond that was difficult to determine across studies without more information. The content in the booklet used in the Scholes et al.31 study may have been most comprehensive and was briefly described as including information about cognitive behavioral strategies to prevent or reduce symptoms associated with traumatic events. 

				The time of delivery of content across studies ranged from an average of three weeks postevent,33 at least two weeks but within one month,31 approximately one month,32 or six to eight weeks postevent.30 Participants in two of the studies were prescreened as either having symptoms indicative of acute stress disorder and increased risk of subsequent PTSD31 or meeting symptom criterion score after an initial three-week assessment period.32

				Results of two studies indicated significant reductions in symptoms of PTSD, depression, and/or other anxiety across time, with no differences as a function of psychoeducation as compared to assessment only or debriefing33 or similarly high risk control.31 Results of Ehlers et al.32 were that attending multiple sessions of cognitive behavioral therapy was associated with significant reduction in PTSD, depression, anxiety, and disability compared to assessment only or self-help booklet. They also found that the self-help booklet did not appear to be more helpful than assessment only and was associated with poorer end state functioning and lower prevalence of asking for treatment. Findings from the Turpin et al.30 study indicated reduced symptoms over time and few differences associated with psychoeducation. They reported that those in the control group were less depressed at follow-up and that there was a nonsignificant trend for higher reduction of PTSD cases in the control group as well. The authors raise the issue of potential lack of representativeness of recruited participants (approximately 10% of those who were eligible to participate). Those assigned to treatment and control groups did not differ on baseline measures of functioning; however, the extremely low recruitment rates in some studies call into question representativeness and make it difficult to evaluate utility of information that may be targeted broadly to the population seen in specific settings.

				A limitation of the studies reviewed above is the lack of information about potential utility of psychoeducation delivered much sooner after an event has occurred. If information might usefully prevent or reduce symptoms of PTSD or other problems such as potential for alcohol or drug use as an avoidant coping strategy, it would be important to evaluate such strategies at earlier time points following a potentially traumatic event. As suggested by Kilpatrick, Cougle, and Resnick,27 research that evaluates specific psychoeducation content in the early aftermath of traumatic events is warranted to answer questions about the utility of specific content of information as a preventive intervention. Such data would be useful in terms of evaluating types of informational messages, if any, in the shorter-term aftermath of specific stressor events. It is also important to consider the representativeness of samples included in such studies, whether or not they are selected based on additional risk characteristics.

				Evaluation of Psychoeducation Implemented Following Rape or Other Sexual Assault

				Psychoeducation alone or as part of multiple-session treatment has been evaluated within studies of early post-sexual-assault interventions designed to reduce acute distress and prevent or reduce longer-term problems such as PTSD. Mixed findings have been observed related to psychosocial early interventions that include psychoeducation as one component among cognitive behavioral approaches delivered within one month after a sexual assault. For example, Kilpatrick and Veronen found symptom improvement among victims of rape who received four to six hours of an early cognitive behavioral skills–based intervention between six and twenty-one days postassault, but improvement was not greater than that seen in the control group.32 Foa and colleagues found that a brief multisession cognitive behavioral intervention delivered within one month postassault (including rape) was associated with reduced prevalence of PTSD post-treatment but not at a follow-up at 5.5 months postassault.33 A subsequent study found reduced symptoms of PTSD and general anxiety associated with cognitive-behavioral treatment relative to supportive counseling at three months postassault but not at longer-term follow-up.34 Foa and colleagues noted that finding may be consistent with cognitive behavioral intervention affecting earlier recovery postassault.35 

				With regard to interventions that may be more consistent with psychoeducation delivered apart from additional intervention components directed by a therapist, Resnick, Acierno, and colleagues developed a psychoeducational cognitive-behavioral intervention delivered in a video format titled Prevention of Post-Rape Stress.35 The video comprises two major components: 1) Medical Exam Preparation, which includes information about the medical exam, supportive messages from health care providers and rape crisis advocates, and a woman modeling positive coping (not blaming self, positive statements about care seeking) during the exam; and 2) Steps to Recovery, including description of reactions that may occur during (e.g., panic or other physiological, cognitive, or behavioral reactions) or in the days and weeks after an assault, modeling of coping strategies in the aftermath of assault that are based on cognitive-behavioral approaches including in-vivo graduated exposure, behavioral activation, identification of cues or situations that may be associated with drug or alcohol use, and promotion of activities and contexts that do not involve substance use. A learning theory model of possible later reactions to reminders of assault is presented to promote a sense of understanding of how reactions may be maintained over time and to provide a rationale for in-vivo exposure exercises and strategies to counter potential avoidance behaviors including use of drugs or alcohol.

				Extant studies of the Prevention of Post-Rape Stress intervention have been conducted with samples of those consecutively seeking post-rape medical care, without screening to identify individuals at additional high risk based on initial symptom profile. It should be noted, however, that over 90% of such patients may report symptoms sufficient to meet PTSD criteria at two weeks post-rape,22 and as such they may be considered fairly high risk across the board. Preliminary data reported by Resnick and colleagues indicated that women who were shown the video were less distressed immediately following the medical exam, controlling for pre-exam self-reported distress.37 Results indicated differences between women who had experienced prior sexual violence and women who had no previous history of sexual violence. Specifically, women who had experienced previous sexual violence showed positive effects of the treatment video in that they endorsed reduced frequency of PTSD and depression symptoms at a six-week follow-up. At the six-week follow-up, women in the video condition with no history of sexual violence had a higher PTSD symptom frequency count, but this effect was no longer statistically significant by the six-month follow-up.20 A second report of findings with a larger sample of 268 participants found that among women and adolescents who reported recent preassault marijuana use, those who were in the intervention condition reported significantly lower frequency of marijuana use at each assessment point through six months postassault than preassault marijuana users who received standard care alone.36

				Current research is ongoing to evaluate potential effects of the two-part Prevention of Post-Rape Stress intervention (NIDA, R01DA023099; PI Heidi Resnick and Patricia Frazier). Another study is currently evaluating the Steps to Recovery component only. While previous research examined the use of the full intervention shown prior to the sexual assault exam, a study currently under way is evaluating implementation of only the Steps to Recovery component of the video shown immediately after the sexual assault exam has been completed (OCAST HR-08-017, PI Joanne L. Davis). There are several potential advantages to such an approach, including shortening the amount of time needed to deliver the intervention by almost half and allowing for further refinement and focus on potential key psychoeducation elements. The advantageousness of this approach, of course, also hinges on demonstration that the shorter Steps to Recovery component delivered postexam is efficacious in terms of reduced distress at the medical exam time frame and/or reduced frequency of psychological reactions and targeted behaviors at later follow-up assessments.

				Despite potential limitations in terms of longer-term effects (six months postassault) with regard to PTSD and depression symptoms, and limited extant research in general, whether psychoeducation delivered at early points or in specific contexts such as postassault medical care is beneficial in terms of prevention, early reduction of symptoms, or as a means of increasing knowledge about and accessing more in-depth services if needed, remain questions of interest with broader implications. Sexual assault victims who seek immediate postassault medical care are a high-risk group in terms of PTSD and other potential problems such as substance abuse. The medical exam is conceptualized as a potential stressful experience, and there may be benefit to providing information about adaptive coping skills, understanding of potential reactions, and supportive information. The focus at the medical exam is on compassionate and professional care as well as gathering forensic evidence in cases in which a criminal case is being investigated. Thus, complementary information about psychological reactions and ways to achieve a successful recovery may be feasible to incorporate if accepted by medical personnel and patients alike. If such content is helpful for some women in the medical exam context and in the initial weeks postassault (particularly women who may be most vulnerable in the aftermath of assault), the benefits of including it may outweigh the risks. The data from one study indicate that there may also be longer-term positive effects in terms of some behavioral outcomes.38 

				In addition, based on the extant literature, it would be expected that inclusion of additional, more in-depth content and multiple delivery or access opportunities would enhance efficacy and perhaps be associated with longer-term effects. It is possible that early psychoeducation may be beneficial as part of a more stepped approach in which booster content and integration with subsequent additional sessions or content is delivered. Such an approach was used by Zatzick et al., who implemented a motivational interviewing treatment targeting alcohol abuse at a hospital trauma unit for accident or assault victims who were positive for alcohol use and who were randomly assigned to treatment.43 Booster sessions and case management were conducted over the course of follow-up, and empirically supported treatment for PTSD was offered for those who met criteria at three months postinjury. Those assigned to treatment were less symptomatic on measures of PTSD and less likely to meet criteria for alcohol abuse than those receiving standard care at long-term follow-up. Additional research is needed to evaluate whether psychoeducation is beneficial, optimal timing of delivery, coordination with other treatment components, and specific populations and contexts in which it might be helpful or potentially harmful. Future research might usefully explore whether psychoeducation at an early post-treatment time point would enhance efficacy of components delivered subsequently.

				How Does It Work?

				This section is somewhat limited, given the few studies that find support for early, brief psychoeducation designed to promote recovery and to prevent or reduce PTSD symptoms or other problems that may occur following sexual assault. Theoretically, the research reviewed in the preceding section (with regard to psychoeducation integrated within multiple-session cognitive-behavioral therapy or as a more stand-alone approach) is conceptualized within behavioral and cognitive frameworks, and the psychoeducation content reflects an emphasis on nonavoidance of realistically safe cues, and other positive coping strategies such as engaging social support, maintaining positive activities, and not using drugs or alcohol to cope with distress. As such, the content included may be consistent with recommendations for promoting resilience, rather than symptom prescription, by fostering adaptive coping. The findings reported by Resnick et al.20 indicated a significant moderating effect of prior history of rape on reported psychological distress outcomes. It was hypothesized that women with a prior history of assault, who were also at risk of more severe problems following a new assault, might have more of a range in terms of functioning such that the intervention could be helpful. It was also suggested that they might better understand the content of the intervention, and it may have been more salient given their prior history of assault and/or subsequent reactions including PTSD. Further examination of prior assault history or other factors that may relate to positive or negative effects of psychoeducation are critical to explore in additional research and have implications for future use of such interventions as broad based or restricted to groups that are high risk or most likely to benefit.

				Given the potential for negative experiences or negative perceptions related to medical or legal service interactions by some sexual assault victims,37 content promoting a supportive response on the part of health care and other service providers as well as content addressing blame attributions may positively impact the experience of women or adolescents at the time of the medical exam and/or help to promote cognitive interpretations about the incident that would be consistent with adaptive perspectives of perceived blame and/or control. Other possible factors include potential reduction of acute distress that may then affect strength of conditioned cues or avoidance behaviors.7 

				As noted by Resnick et al.,38 there is empirical support for use of brief intervention strategies for substance abuse targeting both drug and alcohol abuse.38,39, 40,41 Such brief interventions include individualized assessment and targeted feedback or strategies. The psychoeducation intervention reported in Resnick et al. was broad based, and thus content was not tailored based on individual history or attitudes regarding problem use or behavior change.38 Information was presented that “some” women or girls may use more alcohol or drugs after an assault. Specific brief content was included that was designed to promote identification of situations that may be high risk for use of drugs or alcohol and engagement in activities in which drug use was not a component. In addition, discussion of avoidance of painful emotions via use of drugs or alcohol was included with disadvantages noted (potential for prolonged recovery period and risk for safety). It is possible that content directly related to potential disadvantages of drug use and strategies for coping or activities that do not involve drug use was helpful. In addition, content related to acceptance of emotional reactions such as sadness as painful but not dangerous may also decrease avoidance. 

				As suggested by Ruzek28 and emphasized by Feldner and colleagues,7 research that includes development and clarification of theoretical rationale underlying proposed intervention and careful measurement of potential effects is needed. Thus, research should move beyond assessment of symptoms over time. As they noted, measurement strategies should include evaluation of change in variables that are proposed as critical or important and that are targeted by intervention content. Examples may include knowledge change based on content delivered, changes in physiological arousal, use of social support, as well as changes in beliefs and/or changes in behaviors that are specifically addressed and that may mediate observed differences in functioning or quality of life. Measures of positive functioning as well as distress would also be consistent with evaluation of psychoeducation content designed to promote resilience.

				Sources and Tools

				The information above may be helpful for the survivor to understand in order to move forward and continue on their road to recovery. Often, simply “knowing” this information is not enough—many people need to talk about what they are going through, read about the issue, or talk to others who have gone through similar experiences. Luckily, there are many resources that survivors can access for information on sexual assault and recovering from sexual assault. Survivors may want to speak to a mental health practitioner. A psychologist, psychotherapist, or counselor is someone with training in helping people with many different types of problems and issues. An important consideration for sexual assault survivors who may be interested in seeking help from a mental health practitioner is whether or not to find someone who has specialized training in issues of trauma and victimization. While many mental health practitioners have skills and knowledge that can be helpful, not all are familiar with the specific struggles facing survivors of sexual assault. Survivors may request the name and contact information for trauma specialists in their area from their primary care physicians, spiritual leader, the local mental health association, or state licensing boards for psychologists, social workers, and counselors. There are also databases established by professional organizations that list professionals and their stated areas of expertise by location (e.g., the American Psychological Association: www.apa.org; the Association for Behavioral and Cognitive Therapies: www.abct.org). 

				Many communities also have rape crisis centers that can provide a wealth of information and resources and may also provide counseling services. One service often provided is an advocate to accompany the survivor to the initial forensic exam and subsequent court appearances (if appropriate) and to provide important information about sexual assault. Many communities also have specially trained nurses to conduct the postassault forensic medical exams, sexual assault nurse examiners, who may also be a source to receive psychoeducation about sexual assault. Unfortunately, little information is currently available to determine the efficacy of information provided in this way. The few studies that have compared services as usual with services as usual plus a psychoeducational video–based intervention suggest that there may be an advantage to including the video intervention. 

				Medical personnel who conduct post-rape medical exams or mental health practitioners who see sexual assault survivors soon after the assault or at later points in time may consider providing handouts or pamphlets during the initial visit. They may also consider showing the brief video developed by Dr. Resnick, Dr. Acierno, and colleagues as a means of providing information and as a starting point for discussing other assault-related issues that the survivors may be struggling with. It is recommended that the efficacy of this video be evaluated by programs that use it and that they understand that research to evaluate its efficacy is ongoing. Current studies are under way to evaluate whether findings from the prior studies are replicated. In general the use of video to deliver psychoeducation content may have benefits over self-help booklet content since it does allow modeling of behaviors by individuals who might be relatable. It is possible that learning may be enhanced with the added component of being able to visualize implementation of skills. There is some support for use of video modeling as an efficacious tool to increase patient self-care behaviors as well as to educate and/or reduce anxiety or distress related to medical procedures.42 As part of a Substance Abuse and Mental Health Services and Administration grant project (PI, Benjamin Saunders), the video has been made available for training and education purposes, as it is still undergoing evaluation. Additional potential use of the video is for training with medical professionals and rape crisis advocates. Thus, this information might be helpful for such professionals or volunteer advocates to get a better understanding of possible psychological reactions postassault, behavioral conceptualizations of reactions, and behavioral strategies that may promote adaptive coping and reduce distress and problematic coping strategies. The video is available for programs or researchers to view at www.musc.edu/saprevention. The site also includes a collateral brochure and instruction manual for the video, which are available for download. 

				A number of websites exist that provide information and psychoeducational resources related to experiencing traumatic events including sexual assault. It is important to note that all websites are not created equal and may not be reviewed for accuracy or based on scientifically derived information. The National Crime Victims Research and Treatment Center [NCVC] in Charleston, South Carolina, has been an important leader in research and clinical developments in the area of traumatic experiences broadly. The website of the NCVC includes a number of resources for clinicians and the public, including a four-page handout describing common reactions to experiencing a sexual assault [Victim Reaction to Sexual Assault; http://academicdepartments.musc.edu/ncvc/resources_prof/reports_prof.htm]. The International Society for Traumatic Stress Studies [www.istss.org] also has a number of resources available for practitioners and the lay public. 

				Numerous support groups exist for survivors of sexual assault. These may be conducted through or in affiliation with rape crisis centers. There also may be support groups run by independent practitioners or survivors themselves. While the nature of support groups varies from group to group, they generally consist of a group of same-gendered individuals who have all experienced some form of sexual assault. Many survivors take comfort in knowing that they are not alone and in the support they receive from some group members. Others may not be comfortable sharing their story within a group context or hearing other people’s stories. 

				A number of self-help books or books about rape and sexual assault may also be of help for some survivors. Again, the quality of these is likely to vary considerably. It may be helpful to get some recommendations from a mental health practitioner for specific books. A number of treatment options exist for individuals who may be struggling to cope with the sexual assault on their own and want to seek professional help. Many of these treatments have been tested by researchers. The treatments have varying levels of study and support. A number of manuals are also available for use by practitioners and some for use by survivors themselves (e.g. Treating Post-Trauma Nightmares: A Cognitive Behavioral Approach [Davis, 2009]; Prolonged Exposure Therapy for PTSD: Emotional Processing of Traumatic Experiences Therapist Guide (Treatments That Work) [Foa, Hembree, & Rothbaum, 2007]; Reclaiming Your Life from a Traumatic Experience: A Prolonged Exposure Treatment Program Workbook (Treatments That Work) [Rothbaum, Foa, & Hembree]; Cognitive Processing Therapy for Rape Victims: A Treatment Manual [Resick & Schnike, 1993]; Cognitive-Behavioral Therapy for PTSD: A Case Formulation Approach [Zayfert & Becker, 2008]). Most approaches will include psychoeducation as well as in-depth intervention content.

				Case Example

				Evyn was brought to the emergency room by her sister after disclosing that she had been raped the previous evening in a parking garage at the airport. A sexual assault advocate met them in the waiting room. The advocate provided Evyn basic information about the process and purpose of the forensic exam as they waited for the sexual assault nurse examiner [SANE] to arrive. Evyn was visibly distressed and nervous but appeared to relax a bit as she was able to ask questions of the advocate. Evyn’s sister asked about her options for legal action; Evyn turned away during this discussion and stated she did not want to talk about whether she planned to report the assault or not. The advocate provided a brochure to Evyn’s sister that outlined the different legal options and procedures that Evyn would need to consider. The SANE nurse arrived and reiterated the information about the exam provided by the advocate. Following the exam, the SANE nurse showed a video to Evyn, her sister, and the advocate that described some common symptoms that some rape victims experience and various ways of coping with those symptoms. A month following the assault, Evyn was struggling with returning to work. In particular, she had trouble parking in the parking garage next to her office building, instead parking several blocks away and subsequently being frequently late for meetings. She discussed her distress about getting in trouble at work for being late with her sister. Evyn remembered part of the video describing how a woman had taught herself to not sleep with all the lights on in the house. She and her sister described how they might do something similar to help Evyn face her fear of the parking garage. They decided on a plan, which included calling the rape crisis center to talk to a counselor about their ideas. 
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				The Benefits of Self-Defense Training for Sexual Assault Survivors

				Leanne R. Brecklin

			

			
				Introduction

				Between 13% and 20% of adult women experience rape in their lifetime, according to data from both community and college student samples.1,2,3,4 Rape has been linked with several negative consequences including post-traumatic stress disorder (PTSD), depression, anxiety, fear, suicidal ideation, alcohol/substance abuse, poorer physical health, lower self-esteem, and sexual dysfunction.5,6 Efforts to reduce these negative effects and prevent repeat sexual victimization need to be made a priority, given that prior victimization is such a strong predictor of future victimization.7,8,9,10,11,12,13 According to a recent literature review, two of three sexually victimized women will experience sexual revictimization.14 Traditional rape risk reduction programs (without self-defense training) targeting college women have typically been unsuccessful at reducing the revictimization of sexual assault survivors,15,16 even when specifically targeting women with victimization histories.15 

				Self-defense training is an additional option that sexual assault survivors may seek out in the hopes of reducing their risk of revictimization. Even though it is always the offender who is to blame for committing sexual assault, it is still key to educate women about how they can effectively respond to and hopefully avoid potential assaults. Self-defense training prepares women both mentally and physically for potential assaults17 by providing them with opportunities to learn, observe, and practice physical, social, and cognitive skills through the use of role-plays, discussion, and simulation exercises.18,19,20 This training gives women access to a new set of assertive and combative responses to various forms of intimidation and threat along the continuum of sexual violence.21,22 

				Are Self-Defense Techniques Effective?

				Are the techniques taught in self-defense classes actually effective at reducing the sexual victimization of women? Prior research studies suggest that participation in self-defense training may be related to rape avoidance for participants.23,24,25 In addition, several empirical studies of the role of victim resistance strategies in rape incidents have demonstrated that victims’ use of forceful physical resistance (e.g., hitting, kicking, biting), nonforceful physical resistance (e.g., fleeing, hiding, blocking blows), and forceful verbal resistance (e.g., screaming, yelling at, or threatening offender) are typically related to avoiding completed rape and unrelated to physical injury. On the other hand, nonforceful verbal resistance (e.g., pleading, begging, or reasoning with the offender) has been found to be related to greater severity of sexual abuse but not related to physical injury. For a more in-depth review on resistance strategies and rape outcomes, see Ullman’s (2007) article.26 In sum, more physical and assertive responses seem to be related to less severe sexual assaults.

				Based on the above research, it appears that the techniques taught most often in self-defense training (e.g., hitting, kicking, yelling) are related to rape avoidance, implying that participation in self-defense training may reduce women’s severity of sexual victimization and may be a fruitful avenue for the prevention of revictimization of sexual assault survivors. Prior research has demonstrated that previously victimized women are less likely to report that they would use verbal assertiveness and physical defense strategies (strategies related to rape avoidance) and more likely to use indirect methods of resistance in response to an assault compared with nonvictimized women.27,28,29,30,31 In addition, Gidycz, Van Wynsberghe, and Edwards (2008) discovered that women with sexual victimization histories were more likely to either be immobile or use nonforceful verbal resistance when actually faced with another assault compared to women without a victimization history.32 

				Thus, it would appear that sexual assault survivors would benefit from participation in self-defense training where they could learn not only self-defense skills but also about the skills’ effectiveness in reducing victimization severity. Evaluations have demonstrated that training participants do increase their self-defense skills and perceive themselves to be more physically competent after course completion (see Brecklin, 2008 for a review of women’s self-defense training evaluations).33 With training, perhaps sexual assault survivors would be able as well as more willing to effectively fight back and avoid revictimization. Teaching survivors effective resistance strategies is especially important in light of research showing that women who intend to use assertive resistance strategies actually do use these strategies when faced with an attack.32 Based on this result, Gidycz and colleagues (2008) suggested that women need to be knowledgeable about effective resistance strategies while at the same time practicing and planning to use them in a potential assault situation.32 In addition, victims who feel future rapes are avoidable report fewer psychological symptoms and disruptions in their beliefs,34 a feeling that could be affected by participation in self-defense training.

				Characteristics of Sexual Assault Survivors

				Because victimization can shatter women’s assumptions of personal invulnerability and positive views of themselves,35 sexual assault victims frequently suffer long-lasting fear, anxiety, and helplessness in addition to lower levels of assertive communication, self-esteem, perceived control, and self-efficacy.5,6,36,37,38,39 All of these detrimental attributes have been shown to be positively affected by self-defense training participation in several evaluation studies (see Brecklin, 2008 for a review).33 Increasing survivors’ assertiveness skills is especially important in light of a prospective study showing that low assertiveness specific to situations with men and prior victimization were consistent predictors of future sexual victimization in a sample of 274 college women.9 In addition, studies have shown that successful rape resisters were more assertive, confident, perceived more control over their lives, and showed more initiative, persistence, and leadership compared with women who were raped,40,41,42 demonstrating that psychological changes due to participation in self-defense training may have substantial implications for subsequent rape avoidance.

				Not only are there differences between sexual assault victims and nonvictims in psychological outcomes, revictimized women experience more distress, depression, PTSD, and feelings of shame and powerlessness than women with only one victimization.14 Furthermore, research shows that women with a history of child sexual abuse and current PTSD who were revictimized in the previous six months described themselves as overly responsible, socially avoidant, and nonassertive compared with nonrevictimized women.43 Vanzile-Tamsen, Testa, and Livingston (2005), using a sample of 318 community women, found that women sexually victimized in both childhood and adulthood were less likely to say they would use direct verbal resistance if faced with another attack compared to nonvictims and women victimized in a single life phase.44 In addition, women without a sexual assault history intended to use the highest level of sexual refusal assertiveness, while revictimized women demonstrated the lowest level. Lower assertiveness was then related to a lower likelihood of using direct resistance against an attack. Based on results from their experimental study, Wilson, Calhoun, and Bernat (1999) suggested that women with multiple victimization experiences may show delays in recognizing and responding to cues of sexual assault.45 Women with multiple victimization incidents may particularly benefit from participation in self-defense training.

				Characteristics of Survivors Who Participate in Self-Defense Training

				Little research has been conducted on why certain women choose to take self-defense training after assault experiences. According to DeWelde (2003-b), one of the main reasons why recently victimized women reported enrolling in feminist self-defense training was so that they could be better prepared in case they were faced with another assault.46 Various studies have shown that the majority of self-defense training participants (44%–90%) have been physically or sexually abused in their lifetime.38,46,47,48,49,50,51,52,53 A prior study using a sample of 3,187 female college students found that women who took self-defense/assertiveness training were more likely to have suffered adult sexual victimization as well as both child sexual and physical abuse than women without training.54 Furthermore, Follansbee (1982) found that almost one-third (30%) of women taking self-defense were victims of rape compared with only 12% of subjects from a general studies course.17 However, one study of women found that this relationship was only true for the offense of attempted rape,50 and three other studies found no significant differences in sexual assault history between women with and without self-defense55,56 and martial arts training.57 

				A study of 1,623 sexual assault survivors showed that victims who took self-defense/assertiveness training after their assaults were more likely to have experienced completed rape with more offender aggression than did victims without training.58 Therefore, it is possible that more severe assaults may lead to self-defense training enrollment. Because another study demonstrated that greater sexual victimization severity in the past increased the chances of future victimization,8 it may be especially important for women with severe assault histories to participate in self-defense training as a way of reducing revictimization.

				Brecklin and Ullman (2004) also discovered that victims with postassault training were more likely to have used forceful physical resistance (e.g., hitting), nonforceful physical resistance (e.g., fleeing), and forceful verbal resistance (e.g., yelling) during their assaults than victims without training.58 This finding can possibly be explained by the higher levels of offender aggression in the assaults experienced by training participants, because victims typically match their degree/type of resistance to offender level of aggression.32,59,60,61,62,63 Even though victims with postassault training were more likely to use resistance, they were actually less likely to report that their resistance was effective compared to nonparticipants.58 Women may choose to enroll in postassault training because their past resistance was unsuccessful at preventing the rape. If rape survivors enrolled in postassault self-defense training more frequently, it is possible that the cycle of revictimization could be broken for at least some women. For example, Bart and O’Brien (1985) reported that one rape survivor learned judo after her sexual assault and subsequently was able to avoid a second attack.23 

				Therapeutic Benefits of Self-Defense Training for Assault Survivors

				Women’s self-defense tactics are meant to be practical, simple, and effective in common situations so that all women can learn them regardless of age, size, previous experiences, or physical strength.64,65,66,67,68 Many different types of self-defense training are available to women, including brief single-session classes, twelve-hour Rape Aggression Defense courses, twenty-two half-hour padded attacker courses (e.g., Model Mugging), semester-long college courses, and multiyear martial arts training degree programs. These courses also vary in philosophical foundation. However, for most women, self-defense courses with a feminist philosophy are recommended,18,69 as they demonstrate how gender socialization inhibits women from fighting back against assault and teach participants that they have the right to act in their own defense.18,70,71,72 

				In addition, female instructors of courses can serve as models of strong, confident, and capable women to their students.18,68,69,71,72,73,74 However, male instructors can also be useful, especially as mock offenders in self-defense classes with simulated attacks, which dramatically increase the perceived reality of the attack situations and allow female participants to successfully defend themselves against powerful attackers.75 Evaluations have shown that participants in programs with simulated assaults and padded attackers have stronger self-defense skills49 and moderately higher self-defense self-efficacy76 than participants in programs without these simulations. 

				Similarly, researchers have strongly advocated women-only self-defense classes,18,71 as they provide a more supportive environment where women can be more open about their past experiences and fears of sexual assault. After women-only self-defense courses, participants have commented on the importance of the group environment for encouragement, emotional support, bonding, and sisterhood both in semistructured interviews48 and qualitative questionnaires.38,77 This emotional support may be particularly important for sexual assault survivors, which will be discussed more in a later section of this chapter.

				According to Stevenson (2006), “A self-defense class is not only an opportunity to learn a practical, physical skill; it is an opportunity for connection and healing” (p. 213).75 Self-defense training can have several positive benefits for sexual assault survivors. Two prior studies reported that, before enrollment in self-defense training, women with assault histories had lower self-efficacy, felt more vulnerable to assault, and perceived less personal control over their lives than women without an assault history.38,78 Victims and nonvictims no longer differed on these traits immediately after the training38,78 and at a six-month follow-up.78 Ozer and Bandura (1990) argued that self-defense classes might be able to override preexisting adverse effects of abuse and instill enhanced perceptions of control in survivors.78 Moreover, McCaughey (1998) stated that child sexual abuse survivors in her self-defense classes had to overcome their tendencies toward helplessness.74 

				In addition, Shim (1998) discovered a significant increase in the physical self-efficacy of participants, regardless of assault history, after participation in Model Mugging.52 Qualitative statements from the survivors of physical and sexual abuse show that Model Mugging participation helped to increase their self-awareness, assertiveness, confidence in ability to handle potential assaults, and appreciation for their physical and emotional strength.52 Furthermore, another study’s multivariate results demonstrated that women who took self-defense/assertiveness training after their assaults exhibited less current anxiety than nonparticipants.58 As a psychiatric nurse who previously experienced victimization, Ellensweig (1997) reported the following about her participation in Model Mugging: “I experienced a letting go of a feared event. I now could and would defend myself in a similar situation. This experience had a positive effect on my self-esteem, self-reliance, and self-assurance” (p. 44).79 

				A seventy-two-year-old Caucasian woman who participated in the Rape Aggression Defense course reported similar positive changes, according to my post-training interview with her. She had been victimized in the past and stated, “I lived in fear, there was buried fear for years and years and years, and I was able to deal with a great deal of that. Today I still have fear, but it’s a manageable fear and I feel like I can take care of myself.” She also spoke of increased confidence as a result of the self-defense course. When asked about any changes within herself as a result of participating in Rape Aggression Defense, she declared, 

				A lot more confident, I feel a lot more confident about myself. When one is attacked, I lost a part of myself. A lot of that was buried deep within me. And, there were years that I could hardly talk above a whisper and being empowered of learning to use my voice gave me so much confidence . . . it was like that inner spirit of mine began to blossom again and to be able to say I am okay. I am just like anyone else. I cannot speak too highly of how empowering it was for me, an old lady (laugh) . . . .. And, I know that it helped me back in many areas of my life. It doesn’t matter when you get it back, you get it back.

				Clearly, this self-defense course benefited her in many ways. 

				Peretz (1991) conducted an evaluation of a self-defense training program and a psychotherapy group, each targeting women who had experienced rape at least three months prior to the study.19 She randomly assigned rape survivors to three groups of twenty-four each: self-defense, psychotherapy, and wait-list control, and both treatment strategies lasted for eight 1 1/2-hour sessions. Peretz (1991) found that both treatment groups significantly reduced their levels of psychological distress, fear, and vulnerability compared with a wait-list control group at an immediate post-test.19 She argued that the two treatments were effective because they both discussed issues of control, vulnerability, trust, and the impact of rape myths, and provided support and validation for survivors’ experiences. 

				Gidycz et al. (2006) evaluated a sexual assault risk reduction program (including 2 1/2 hours on self-defense) for college women.37 The authors randomly assigned participants to either a treatment (N = 234) or wait list control group (N = 266). Six months after the program, participants exhibited significantly more protective behaviors than the control group. The program participants also reported several instances of actual use of self-defense techniques taught in the course since program completion. Unfortunately, the program was not successful in reducing women’s sexual victimization at a three- or six-month follow-up. Because the study also found that treatment group participants demonstrated more accurate knowledge on sexual assault and were more likely to report sexual victimizations on a survey after the program than the control group, Gidycz and colleagues (2006) maintained that this may have affected results pertaining to program effects on victimization.37 Women in the treatment group may be labeling experiences as rapes that they wouldn’t have prior to the program and may be more likely to report them in a research study. In another evaluation of a slightly revised version of this sexual assault risk reduction program with 300 college women, Orchowski, Gidycz, and Raffle (2008) found that the incidence of rape was lower among program participants over the two-month follow-up than the control group.80 The program participants also used more self-protective behaviors and assertive sexual communication compared to the control group. 

				Brecklin and Ullman (2004) found that survivors with postassault training felt less responsible for their previous assaults than victims without training.58 Similarly, in an evaluation of a sexual assault risk reduction program including a self-defense component, the women who were sexually victimized after participating in the program were less likely to feel responsible for their assault and were more likely to place responsibility on the attacker compared to the victimized control group participants.37 This is consistent with self-defense evaluations that found that sexual assault survivors who took self-defense came to understand that they were not to blame for the incident.38,81 Research has shown that decreasing behavioral self-blame is important for sexual assault victims’ recovery.82 Furthermore, using structural equation modeling with 415 college women who experienced some form of sexual victimization by a male acquaintance, Nurius, Norris, Macy, and Huang (2004) found that reduced self-blame predicted more assertive responses and less diplomatic responses and immobility during victimization.83 

				Based on her participant observation of a feminist self-defense course, DeWelde (2003-a) reported that some survivors were able to determine where their loss of control in past victimization experiences occurred.84 Furthermore, in another study, a female martial artist stated that martial arts helped her not to be a victim anymore.57 Similarly, according to women enrolled in Model Mugging, several abused women felt the training helped them to become angry about the victimization,48,52 which is important because past research has shown that women who reported feeling more anger during their attacks were more likely to avoid rape.23,42,85 This may in part be explained by the fact that feelings of anger are often related to more physically assertive responses to sexual assault.60,83 

				A common thread noted in several self-defense evaluations was the importance of the group dynamic in facilitating the survivors’ healing process.19,52 DeWelde (2003-a) used participant observation in a self-defense course and discovered that many of the women shared their personal victimization experiences with the rest of the class.84 In fact, the female instructor shared her own experience with violent crime at the start of the course, which may have encouraged the students to do the same. Discovering this commonality of victimization experiences can help survivors to combat isolation and stigma and to confront challenges presented by the course.75 According to a Model Mugging participant, 

				Every woman that takes that class, there’s some importance for them to take this class, because they’ve been violated, because they are afraid of being violated. And that’s the bottom line . . . We were all real unified in that goal . . . to learn how to defend ourselves (p. 408).73 

				In addition, several Model Mugging participants reported that the group process was therapeutic and provided them with support and a sense of belonging.48,52 Many of the fifty-nine Model Mugging graduates in Fraser and Russell’s (2000) study stated that the self-defense group was their primary source of emotional support for their intense feelings developed during the course.73 

				Some sexual assault survivors choose to act out past assault experiences in self-defense classes so that they can fight back against the offender and be victorious.38,73 It is “important for women to see how the same bodies that they believed once betrayed them can now be transformed to help keep them safe” (p. 115).86 This helps victims to overcome their fears, reclaim the power that their offenders took away, and increases their determination to fight back in the future.22,87 According to a Model Mugging participant who acted out a past victimization in a mock simulation, “I realized how powerful it was when I looked down and I saw several people crying . . . it was an incredible validation for how I had been feeling and what I had been experiencing” (p. 412).73 Fraser and Russell (2000) discussed how the group allowed women to face experiences they couldn’t alone.73 As explained by the following participant, “The emotions stirred up . . . were such that no one person could contend with it. So you had to have this clump . . . You’re limited if you contain within yourself, limited in a way that you are not with a group” (p. 410).73 During the mock attack simulations, the female participants cheer each other on, which also encourages the women to keep fighting even when faced with emotionally difficult scenarios. 

				On the other hand, simulated assault scenarios in self-defense training may remind female participants of repressed traumas,48 which may make the training more emotionally difficult. One-quarter of participants in a mastery-modeling self-defense program remembered an assault during training; however, their statements demonstrated that the supportive environment helped them to explore these memories and led to healing.38 At the same time, women who participate in training may expand their definition of victimization, resulting in more women recognizing themselves as survivors.84 In another study, a female Model Mugging participant reported disliking the class because the assault scenarios triggered bad memories, while another participant felt too overwhelmed by reminders of past abuse to complete her survey packet.77 According to Anderson (1998), most self-defense courses are not structured to help women with abuse histories to process their intense memories.81 Perhaps therapy or referral programs are needed for sexual assault survivors enrolled in training with simulated assaults. Courses combining self-defense training and therapy are discussed next. 

				Self-Defense Training and Therapy for Assault Survivors

				Traditional psychotherapy can be effective in treating the long-term symptoms resulting from either child sexual abuse or adult sexual assault, but this form of treatment often fails to address the physical aspects of healing and the prevention of revictimization.81 Victims of sexual abuse have stated that healing through martial arts training is qualitatively different than healing from traditional therapy, mainly due to the physical component of martial arts.88 Fifty-eight percent of the assault survivors enrolled in self-defense training in Lidsker’s (1991) evaluation were also in therapy, and all of these women said that the self-defense training was complementary to their therapy.38 Several of the participants noted that their therapy helped them to deal with the emotions brought up by their participation in self-defense training.38 The combination of self-defense training and therapy may offer both treatment for the long-term symptoms of abuse and opportunities for survivors’ empowerment. 

				In her dissertation, Daniels (2001) created a template for a treatment program for female child sexual abuse survivors incorporating self-defense training and traditional group therapy techniques; however, this program had not been implemented.87 She argued that therapy would allow the abuse survivors to discuss any feelings and reactions surfacing from their self-defense training. Because several evaluations have noted the importance of group interactions and discussion for assault survivors,19,52,89 it is believed that group therapy (when composed only of female sexual assault survivors) would be more effective than individual therapy. These group therapy sessions could offer survivors support, normalization for their experiences and reactions, and a safe place to explore their feelings about their abuse histories as well as the self-defense training.19 These groups may even form their own support networks; for example, rape survivors enrolled in Peretz’s (1991) group psychotherapy continued to meet weekly on their own after the sessions ended.19 

				Anderson (1998) conducted an evaluation of an eight-week program with both self-defense training (one hour each week) and group psychotherapy (1 1/2 hours each week) for eight female survivors of childhood incest recruited through newspaper ads and mental health professionals.81 Whenever possible, the topic of the group therapy was coordinated with the self-defense topic for that week. Program participants were asked to describe their experiences in two-hour focus group sessions one month after the program (N = 8) and individual interviews immediately (N = 8) and one year after the program (N = 5). Participants found the experience to be both empowering and healing. The combination of self-defense and therapy deepened the experience for all eight participants, with therapy helping them to process their emotional reactions to the self-defense training. One survivor commented on the importance of the order of the sessions; participating in therapy right after the self-defense gave her time to calm down.81 

				All of the women commented on the supportive group environment and participant bonding, and in fact, one year after the program, several members were still in touch with each other.81 For many participants, telling the story of their victimization to the group was cathartic, and they also mentioned the importance of a female-only setting. Several of the survivors commented that they saw other group members as role models and that watching other survivors perform the self-defense techniques was helpful. The eight participants also appreciated learning that their experiences were not unique and that others were facing similar problems, feelings, and symptoms. Seven of the participants specifically stated that the sessions advanced their healing.

				Furthermore, survivors reported increases in self-confidence, self-care, assertiveness, perceived control, self-efficacy, and feelings of anger due to the sessions. The participants commented on an increased physicality and connection with their bodies, and many women saw themselves as more capable of defending themselves and believed now that they had the right to do so after the training sessions. The opportunity to physically fight back against attackers helped them work through some of their traumas.81 Some participants mentioned that hitting the punching bag helped them to release their anger.81 

				Schuiteman (1990) used participant observation and post-treatment interviews to examine a course combining self-defense training and therapy for sixteen sexual assault survivors (two classes of eight).68 The first class (pilot study) included eight two-hour sessions, with one hour each of self-defense and unstructured group therapy. Using the pilot study’s results, she improved on the second class, by expanding each class session an extra half-hour, adding four extra sessions, and adding structure to the group therapy sessions (e.g., themes). After the class, participants reduced their helplessness and increased their confidence to defend themselves and their ability to set boundaries.68 Similar to Anderson (1998),81 the physicality of the self-defense training was an important component of the healing process, helping them to feel more in touch with their bodies and to integrate their mind, body, and spirit. Several participants mentioned that self-defense helped them to feel empowered. Expressing anger was an emotionally freeing experience for many of the women. As in Anderson’s (1998) study,81 participants remarked on the sense of community and trust in the group, due to the commonality of experience, and they also mentioned that the other class members and instructors served as role models.68 

				David, Simpson, and Cotton (2006) created a pilot therapeutic self-defense course “for women veterans who were sexually traumatized and who had PTSD” (p. 557).90 Of the twelve women in the pilot group, ten participated in the research study. The program lasted twelve weeks for a total of thirty-six hours and was led by three psychologists and two martial artists. In each session, the first hour included sexual assault facts and role-plays involving assertive behavior, while the second hour focused on the actual self-defense training. In the final hour of each session, group debriefing took place, with an emphasis on supportive psychotherapy. All twelve program participants successfully completed the program. 

				Results demonstrated that the participants were less fearful of assault immediately after the program compared to their pretest levels, but this reduction was not maintained at the three- or six-month follow-ups. The women’s perception of general assault risk did not change as a result of the program, but they demonstrated significant improvement in identifying risky situations at immediate and three-month post-tests. In addition, the participants exhibited less PTSD symptom severity at the three- and six-month follow-ups (but not immediately after the program), primarily due to decreased avoidance and hyperarousal symptoms. The female veterans also exhibited less depression and increases in interpersonal, self-defense, and activity self-efficacy immediately, three months, and six months after the program. David et al. (2006) concluded that a therapeutic self-defense course was a viable treatment for sexual assault survivors.90 

				In a case study of a participant in the program described above,90 “Phyllis,” a Caucasian woman in her late sixties, initially had some skepticism about completing the program at her age.91 At first, she had difficulty with some of the self-defense moves, as they “were highly triggering for her as they reminded her of past traumas. She worked hard on grounding, breathing, and concentrating throughout these lessons, and ultimately, was able to execute all moves effectively without panicking.” (p. 117).91 She successfully finished the program, gained confidence, and found the training empowering. Upon graduating from the self-defense course, “Phyllis” proclaimed, “I feel I can go places, do things, live again. I got my life back” (p. 117).91 It is likely that without the therapeutic component of this self-defense program, “Phyllis” wouldn’t have successfully completed the course. 

				Similarly, in both Anderson’s (1998)81 and Schuiteman’s (1990)68 evaluations, participants said that they would not have been able to complete a regular self-defense class, as they would have been too overwhelmed by the realism of practice situations. All of the participants in Anderson’s (1998) study remarked that the self-defense training brought back memories of their abuse but did help them learn how to defend themselves.81 However, one participant limited her involvement in the self-defense training due to her memories. Schuiteman (1990) discussed her dilemma in balancing the use of realistic simulated assault scenarios while still trying to help the survivors’ healing process.68 Overall, the combination of self-defense training and therapy provided abuse survivors with a safe place to process their feelings. 

				Sexual assault survivors may enroll in training as a way to exercise control over future assaults and work through some of the trauma. Based on past research, it appears that self-defense training is effective in decreasing sexual assault survivors’ feelings of vulnerability, anxiety, and use of avoidance behaviors, while at the same time increasing their self-efficacy, assertiveness, and perceived control over their environment.19,38,52,58,78 Because the risk of revictimization is higher shortly after the initial assault,14 it may be beneficial for sexual assault victims to enroll in self-defense training soon after an attack. Unfortunately, many survivors may not feel psychologically ready to take a self-defense course so soon after the assault.87 In fact, in two qualitative evaluations of programs combining self-defense training and therapy for assault survivors, several women remarked that they wouldn’t have been able to take a regular self-defense course, as they needed help processing their feelings and dealing with the realism of the assault scenarios.68,81 According to past studies, women who take self-defense training after sexual assaults typically experienced more brutal attacks and have more severe victimization histories than women without training.54,58 Due to their more severe victimization histories, these survivors might benefit more from programs combining self-defense training and therapy, which may increase their capacity to successfully defend themselves and simultaneously ameliorate their psychological distress. As Stevenson (2006) stated, self-defense training should not replace other forms of psychotherapy but rather should be used as a complement.75 Ellensweig (1997) suggested that “psychiatric nurses can use (“Model Mugging”) as a resource along with psychotherapy to increase a client’s sense of self-esteem and self-defense skill level” (p. 42).79

				Efforts to expand the combined offerings of group therapy and self-defense training to female sexual abuse survivors should be a priority of the anti-rape movement. A sample of sixty-seven female veterans with physical or sexual assault histories receiving outpatient mental health services thought self-defense would be a suitable addition to their treatment, and 91% stated that taking self-defense would increase their ability to defend themselves against future attacks.92 Because sexual assault survivors often turn to rape crisis centers for counseling, these centers might be the ideal setting for this undertaking. In addition, some states’ victim assistance programs reimburse victims for self-defense training,46 a reimbursement that should be offered by more states, given the therapeutic benefits of this training for assault survivors.

				Self-Defense Training Recommendations for Survivors

				Sexual assault survivors interested in enrollment in self-defense training should look around their communities for course opportunities; rape crisis centers, therapy groups, colleges, and friends may be able to provide suggestions. If a survivor is reluctant to enroll in a self-defense course alone, they should consider taking the course with a friend or family member who can offer extra support and comfort. In addition, concurrent therapy may help survivors to deal with any emotional stress brought up by training participation. Sexual assault survivors should only enroll in training when they feel emotionally ready. Survivors should also try to assess whether a particular self-defense course is a good fit for them prior to enrollment, which will also help them to know what to expect and how to prepare themselves. According to Stevenson (2006), some questions that should be asked prior to selecting the right self-defense course include, “Do the members participate in role-plays while in an adrenalized state?” “What type of helping relationship is established between the members?” and “How does the first class differ from the last class?” (p. 213–214).75 Self-defense programs that include practical techniques and hands-on repetitive training are recommended, in particular those that offer multiple mock simulations for feedback and eventual perfection of skills,93 but as stated earlier, these may be more difficult for sexual assault survivors to cope with. However, these mock simulations, by offering participants the chance themselves and to see other women successfully fighting off attackers, instills in participants that they too can be victorious. In addition, women should practice moves outside of (and after) the course, and some programs like Rape Aggression Defense offer free refresher training sessions across the United States after initial completion of the course. 

				Conclusion

				More research clarifying why prior sexual victimization is such a strong predictor of future victimization is imperative, as this would help practitioners design more effective treatment and prevention programs for these women. Self-defense training may be one avenue for preventing repeat sexual assault victimization; however, more research is needed on how the effectiveness of self-defense training might differ by prior sexual victimization history.20 In addition, the therapeutic benefits of self-defense training for survivors may depend on the type or severity of past abuse, time since the assault, or current social support systems, all variables that should be examined in future research. Very few longitudinal studies on the effectiveness of self-defense programs for sexual assault survivors exist, which clearly should be a priority for future research, along with larger sample sizes and longer follow-up times. In addition, because the majority of participants in past studies were Caucasian, more research needs to be done on the effectiveness of self-defense training with more diverse samples of survivors. 

				As shown in this chapter, self-defense training offers a variety of benefits and may be therapeutic for rape survivors. For example, according to a female Rape Aggression Defense participant I interviewed about program benefits, “Life is just more joyful. I feel confident, I feel like I could whip the world.” A combination of therapy and self-defense training may offer sexual assault survivors additional psychological healing as well as strategies to prevent revictimization.68,81,87 Furthermore, self-defense can provide much-needed emotional support and validation for sexual assault survivors,19,20,52,73 especially if combined with traditional group psychotherapy.68,81,87,88 In summary, self-defense training holds promise for sexual assault risk reduction in women and improved mental health, but sexual assault survivors may require more intensive interventions to reduce their risk of revictimization than women without sexual assault histories.
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				Social support plays a central role in breaking the connection between sexual abuse and trauma symptoms. To illustrate this role, various scholars have argued that the existence and severity of negative outcomes among abuse survivors result from two different webs of events. The first web is concerned with the stressors among survivors, where the severity, frequency, duration, and timing of sexual abuse determine the intensity of the resultant psychological and social stress.1-3 The second, and more important, web shows how this stress can be buffered if the survivor has social support, positively appraises the abuse, and develops active coping mechanisms.3-6

				The stress-buffering potential of the second web of influence is particularly important because it can empower survivors and the people who care about them. Social support, in the form of both emotional support and tangible support, can directly lead to positive outcomes among survivors. Emotional support constitutes showing care or concern, and tangible support represents the provision of information or resources to help survivors navigate their situation. Both of these types of support have the potential to sway survivors toward positive appraisals and active rather than avoidant coping, thus indirectly buffering the effect of initial abuse.4 When all of these considerations are combined, the role of social support can be depicted by figure 1. This model makes it clear that the amount of social support itself is partially dependent on the severity of abuse exposure and the age of onset of abuse.7-9 Nonetheless, social support primarily serves as a safeguard in the nexus between sexual abuse and quality-of-life issues.

				For this reason, Prati10 discusses social support as an important precursor to both post-traumatic general growth (e.g. an alteration of priorities, spiritual development, etc.) and personal growth (in the form of adaptation and coping). A variety of empirical investigations establish social support as a significant factor in the progression from sexual abuse victimization to positive psychological adjustment.11 For example, at the most basic level, family connectedness is associated with half the odds of suicide attempts among sexual abuse survivors.12 Furthermore, social support from family and/or others erases the association between sexual assault and outcomes like loss of self, loss of childhood,11 depression, low self-concept,2 and post-traumatic stress disorder.13 In this way, social support empowers the survivor and those close to him/her to positively affect their outcomes. Consequently, it also empowers professionals to assist survivors because it is related to two factors that can be modified through clinical intervention: appraisals and coping.
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				Appraisals refer to an individual’s understanding of an event (especially concerning the cause of the event). There is strong evidence that internal causal appraisals (i.e., self-blame) of sexual abuse are associated with negative symptoms and behavioral outcomes, including post-traumatic stress disorder (PTSD).14-16 Additionally, negative appraisals are connected to coping strategies that lead to undesirable outcomes.4 Thus, when social support leads to more positive appraisals, it can decrease the odds of negative outcomes associated with both appraisal and coping. 

				Two styles of coping are primarily associated with sexual abuse. The first, engagement (or active) coping, involves problem solving, expressing emotions, cognitive restructuring, and so on. The second, disengagement coping (or avoidance coping), is characterized by problem avoidance, wishful thinking, social withdrawal, and so on. Engagement coping leads to more beneficial social and mental health outcomes than disengagement coping.13,17 Furthermore, a large amount of research suggests that individuals with more social support are more likely to exhibit engagement coping behaviors.4,5,17

				In Domitrz’s Voices of Courage,18 one survivor, Shirley, provides a short description of the forty-fourth year of her life: the year when she found and utilized the social support she needed to deal with sexual abuse experienced during childhood.18 Her writing is indicative of the power of social support:

				Forty-four—I discovered where my childhood went. I discovered that my father is a pedophile. Beyond difficult. But supportive people were in my life. Gone were Shame, Depression and Anger. Everything I needed to recover had been put in my path. I was told, “You are only as sick as your secrets.” And out they poured. A turning point: I gave up the hope of a different childhood. Why do we hold on to such things? I have discovered what nourishes me. I have learned to release that which does not serve my highest good. I have learned that I can be open and honest and still be loved.

				Shirley’s experience reinforces research indicating that the general path between social support and positive outcomes is both direct and indirect. Yet the specific aspects of this process of recovery largely depend on survivors’ social situations. For example, boys and men survivors who report seeking out emotional support are actually less likely to engage in positive coping behaviors.6 In the next sections, we investigate this and other subgroup-specific relationships between social support and paths of recovery. We first turn to life course considerations and show that the social networks that are most salient to everyone in that particular stage—parents/family during childhood, peers and schools during adolescence, friends and intimate partners during adulthood, and social services during late adulthood—also have the greatest effect on sexual abuse survivors’ outcomes. We then move on to discuss gender and the ways that social support systems are altered yet can be responsive to masculinity issues. We end with a brief consideration of the way in which racial and ethnic context modifies the effect of different sources of social support.

				Life Course Considerations

				Childhood

				Research indicates that between 12% and 35% of girls and 4% and 9% of boys are sexually abused during childhood.1 There is no officially recognized disorder specific to the aftereffects of childhood abuse, but aggressive behavior, social isolation, anxiety, depression, and inappropriate sexualized behaviors are some of the most commonly reported symptoms. Many of these items are similar to symptoms of PTSD, and it is estimated that around 40% of sexually abused children exhibit PTSD symptoms.1

				Seventy to eighty percent of these children disclose the abuse before they are adults, but typically less than half of cases are acted upon.19 Parents and family members are the most likely recipients of these disclosures,19,20 despite some children’s fears that sharing the information with others might break up the family or lead to the loss of a parent.6 Actually, a substantial amount of research shows that disclosure and the associated support from family protects childhood sexual assault survivors from various negative psychological responses.1,2,20-22 Although various other factors—including cognitive variables, family stability, and neighborhood characteristics2,23—interact to ultimately determine children’s outcomes, parental support may be the key factor associated with positive outcomes.

				Various studies show that the large majority of mothers are supportive following a child’s disclosure of sexual abuse.6 However, these studies differ in their definition of “support.” In general, parental support encapsulates four factors: (a) believing the allegations; (b) providing emotional support (e.g., showing the child that the parent wants to hear about their problems, cares about their feelings, etc.);2 (c) seeking out professional services such as therapy; and (d) acting against the perpetrator.21 The first three types of support are especially important, as they can defend against the potentially negative responses of the child’s personal involvement in the fourth form: taking action against the perpetrator.2,20 Again, despite these high standards of support, most mothers are found to be supportive of their children, even if that support is inconsistent.6,24

				Parents’ ambivalence toward their children’s experience should not be confused with lack of support. Ambivalence is recognized as “a phenomenon that occurs when one is conflicted, either consciously or unconsciously, in attitude or thought.”24 It is a normative expression of internal conflict that—at some point—manifests among nearly all parents. For example, many parents who value spending time with their children need “adult time” on occasion. In a similar way, ambivalent parents of sexual abuse survivors might have moments when they fail to provide emotional support, doubt their child’s allegations, fail to enforce action against the perpetrator, or miss a therapy session. As long as these thoughts or feelings are recognized and addressed in a safe manner (e.g., discussed with other adults, do not lead to contexts that place the child in further danger, etc.), ambivalence does not constitute neglect. 

				A possible explanation for this ambivalence may be that the mothers’ level of support is often influenced by their social situation at the time when the abuse is disclosed. Because of psychological and social constraints, mothers tend to offer less support if they are financially dependent on the perpetrator, live in the same house as the perpetrator, when the abuse involves penetration, or if the abuse is not confirmed by other sources.2 It is understandable, then, that levels of support would vary if and when these social factors change; for example, if the mother becomes gainfully employed or if another survivor reveals abuse from the same perpetrator. More typically, overall inconsistency takes the shape of gradually increasing support, strengthening as parents have more time to psychologically digest their child’s reports.20,21 Given government agencies’ oversimplified conception of “guardian support” as present or lacking,6 it is important to recognize this convincing empirical evidence that nonoffending parents can be both ambivalent and supportive.24

				Also related to ambivalence is the common feeling of incompetence among parents. Many parents and their children feel that parents are emotionally overwhelmed by information about the abuse or just do not have the training and knowledge to help their children.8 There have been efforts (called filial therapy) to train parents as therapists,8 but placing parents in the role of therapist may not relieve their anxiety about dealing with their children’s experiences.25 Instead, professional intervention that trains parents in supportive responses26 and/or includes parents in their child’s therapy sessions8,27 seems to increase parental supportiveness.

				However, the strongest and most influential parental support seems to originate from parent and child attachment. Bowlby28 argues that the bond formed between a parent and child in the first several years of a child’s life determines his/her level of security and affects his/her future social ties and relationships. Securely attached children have a caregiver (and in the long term other friends and family) to whom they can turn for care and protection.22 Thus, secure attachment can facilitate resilience following abuse in several ways. For example, securely attached children are more likely to disclose sexual abuse.20 This disclosure is likely to be directed toward a parent, but securely attached children are also more likely to develop social skills that lead to strong peer friendships and positive relationships with nonfamilial adults (especially within the school setting).22 Finally, strong attachment to parents may even lead to more successful therapy, as parents may be able to help children feel secure and safe before, during, and/or after sessions.8

				In this way, attachment is a powerful form of social support for child survivors of sexual abuse. However, all is not lost if a child does not form attachment to his/her parents in the early years of life. Positive, supportive relationships with nonfamilial adults29 or nonabusing siblings23 are also associated with resilience. Similarly, living in a stable situation—regardless of whether that is with biological parents or a foster family—increases an abused child’s odds of resilience threefold.23 In the end, despite the extensive documentation of the importance of parental (or more precisely, maternal) social support, the key factor that seems to buffer negative outcomes among child sexual abuse survivors is support from a consistent caregiver.

				Adolescence

				Whereas the literature on childhood sexual abuse is dominated by research on maternal support, the resilience perspective is salient in scholarship on adolescent sexual abuse. In general, the concept of resilience describes positive adaptation among adolescents who are faced with significant hardships,30 such as sexual abuse. Originally, resilience was thought of as a personality characteristic, but more recent scholarship has shown that it is better described as a continual developmental process that is affected by the adolescent’s personality, his/her family, and his/her social environment.30 Three types of resilience are generally acknowledged: performing better than expected, adapting well when faced with challenging circumstances, and recovering after experiencing trauma.31 The third type of resilience is most applicable to survivors of sexual abuse. Although their levels of resilience may grow and wane over time,23 adolescent survivors of sexual abuse report that they view their recovery process as an ongoing progression that is often spurred by a “second chance” provided by someone in their support network.32

				Compared to other teens, adolescent sexual abuse survivors have higher rates of mental health and behavioral problems such as anxiety, post-traumatic stress disorder, and substance abuse.30 However, if adolescents have access to social support, traumatic experiences like sexual abuse can also spur emotional growth.33 Actually, research shows that, although they have higher rates of problematic outcomes, the majority of adolescent survivors of sexual abuse are resilient. In one study, over half of the adolescents had no psychiatric disorder, two-thirds had no alcohol or drug dependence, and more than 80% had never participated in violent behavior.23 

				Parents and other caregivers may play a significant role in placing adolescents on the path toward resilience,12 but the evidence is not as clear cut or consistent as that regarding the influence of parental support on child survivors.30 In line with the ecology of the life course, supportive relationships with other social contacts seem to be particularly important for adolescents. Teen sexual abuse survivors with strong connections to school personnel tend to have lower levels of stress or mental health problems.30 These survivors report less negative trauma effects if they receive support from friends and/or professionals.6 Finally, strong associations with and support from church or religious organizations are also likely to be a vehicle toward resilient growth.10,30 In general, adolescent sexual abuse survivors have the opportunity and likelihood to follow a developmental path toward resilience if they become involved in various socially supportive relationships outside the family.

				Adulthood

				In the United States, it is estimated that approximately 1.5 million women fall victim to sexual abuse by an intimate partner each year.17 In addition to these women, many other women begin to deal with sexual abuse from earlier in their lifetime, as many disclosures of child sexual abuse occur in adulthood, not childhood.6 These women who delay disclosure are at increased risk of revictimization by the same or different perpetrators.32 This issue of revictimization is important, as more frequent and intrusive abuse is more likely to result in negative outcomes.19 Regardless of whether or not the victimization is repeated, adult survivors have to deal with issues that do not apply to other groups such as a decline in work productivity and/or increased economic pressures due to health care costs.17 Due to the direct trauma from abuse, as well as these increased economic pressures, adult survivors of sexual abuse are especially likely to suffer from depression and suicidal behavior.19

				However, as in all life stages, the effects of trauma can be buffered by social support. For adult survivors of sexual abuse, both emotional support (perceived availability of others to participate in social activities) and tangible/instrumental support (availability of material resources) are related to more positive outcomes among survivors, with emotional support being particularly important during the early crisis stages.10,17 Some adult survivors of sexual abuse have reported feeling distressed or anxious because of having no one to confide in and are especially relieved when someone—even a professional—validates their choices and feelings.19 Complementarily, tangible support seems to empower adults to take criminal action against their perpetrator.17

				Adult survivors of sexual abuse are distinct from children or adolescents in that the reciprocity of supportive relationships becomes significant. For these survivors, “communal mastery”—shared connections that lead to a sense of self-competence—is of principal import.32,34 Adults are more likely to disclose abuse to friends than to family, and a positive response from these friends seems to be less important than a shared sense of experience (Ullman, 2003).

				Various adult survivors of sexual abuse report that helping others through community involvement or peer groups played an important role in their paths toward resilience.32 Women who have been subjected to sexual abuse have more access to resources and/or are empowered to change their situation if they are part of a strong community of peers.17 Yet this community of peers, especially if it consists of other survivors, also provides the opportunity for advocacy efforts that can build survivors’ self-esteem.6 Thus, it may be particularly important for adult survivors of sexual abuse to actively engage in peer relationships that require and/or establish a sense of community. 

				In addition to these community ties, relationships with intimate partners are essential to the adult experience of sexual abuse. The effect of intimate partner relationships is obvious when one partner serves as the abuser. In these cases, the survivor may find it difficult to leave the situation because of financial dependence, fear, and/or love.20 However, the relationship between a nonabusive partner and survivor particularly shapes the relationship between social support and outcomes. Often, the intimate partner fails to provide social support by responding negatively to instances of disclosure—e.g. displaying sexual intrigue, replicating dynamics of the sexual abuse, or pressing sexual interaction.35 In this and other ways, disclosure of sexual abuse leads to more relationship stress than social support, and there is evidence that subsequent breakups serve as triggers for negative behaviors among sexual abuse survivors.19 

				Other studies show that a positive response to disclosure from a romantic partner is one of the key determinants of positive adult health.9 These positive responses may be most impactful if they take on the form of communal experience as discussed above. For example, reactions could take the form of sharing previous struggles with addiction, disclosing family members’ experiences with abuse, or relating to the experience through their own professional training. Regardless of the method, this support from romantic partners plays a pivotal role in the healing process of adult survivors.32,3 

				Seniors

				Elder mistreatment can be divided into six categories: sexual abuse, physical abuse, psychological abuse, financial exploitation, neglect, and violation of rights. Despite the fact that many of these forms of abuse overlap, sexual assault is the least common form.36 Various sources estimate that around 6% of the senior population falls victim to elder sexual abuse, the large majority being women.37-39 Romantic partners are unlikely to be the perpetrator of these assaults (less than one-third of the abuse is committed by these individuals),37 perhaps because seniors’ physical and social situation places them at risk from various assailants. Declining health, financial struggles, and housing situations make seniors vulnerable to abuse from individuals outside of intimate partner relationships.40

				Declining physical condition also amplifies the consequences of sexual assaults, as they have more severe physical ramifications for elderly survivors than other age groups.41 Depression and shame/guilt is also amplified within this population, perhaps because of the cultural and social standards of the time in which they grew up.37 Of course, mistreatment and these additional, negative outcomes are less likely to occur among seniors who are involved in systems of social support.42 Low social support triples the likelihood of victimization among the elderly. Social and physical isolation can also contribute to the continuation of abuse, as survivors may be reluctant to leave an abusive caregiver if they perceive no other available support.38,43 These social factors can exasperate existing limitations—for example, physical disabilities, mental limitations, residence in unsafe neighborhoods—on seniors’ ability to take actions to end sexual abuse.40,43,44

				In all, studies indicate that elder sexual abuse relies heavily on the disempowerment that results from the social isolation of seniors in U.S. society. Sexual abuse from marital partners may be influenced by the historic sense of male privilege and wives as sexual property that dominated cultural beliefs at the time of seniors’ unions,43 but this is probably not dominant because of the previously noted low rate of abuse originating from the spouse. Instead, it is more helpful to recognize the deterioration of elders’ social networks—due to mortality, retirement, relocation, and so on—that leads to disempowerment directly and also indirectly by contributing to cognitive and functional decline.39 Along these same lines, the seniors’ location within social networks and cultural depictions may also weaken survivors’ voices. Given that sexual abuse is often misunderstood by professionals and laypeople alike as an act of sexual desire (instead of as a weapon of violence to establish power) and our culture does not consider seniors as sexual or sexually attractive, senior sexual abuse is likely to go unrecognized and untreated.39,44

				The cultural myth that seniors are unlikely to be victims of sex crimes makes their family members and other informal support groups unlikely to recognize abuse when it occurs.37,44 Furthermore, this misunderstanding extends to medical professionals—often the only other consistent social connection for many elderly individuals—who may not think to look for signs of abuse nor recognize their responsibility to report the abuse in the same way they would for child abuse.37,39,40 Given that seniors may have definitions of abuse that do not match present-day standards37 and that they may be conflicted about reporting victimization if they have a dual role as victim and caregiver (in the case of being victimized by individuals who were previously their dependents),43 the most prevalent and most empowering form of social support is likely to come from senior services professionals. 

				Senior service providers are the professionals most likely to recognize the fact that—due to growing up in a time where there was no permission to discuss sexuality or sexual activity—elders may feel more shame and guilt than any other group of sexual assault survivors.40,44 Given that our society has moved toward institutionalized support of the elderly in the form of nursing homes, assisted living facilities, Social Security, and so on, these individuals are most likely to have consistent, meaningful social interactions with senior sexual assault survivors.39 They are, therefore, in the position to provide the most meaningful and effective social support for senior survivors. 

				At the same time, the tangible resources that they provide as part of their agencies’ mission serve as an additional source of social support that buffers the trauma associated with sexual assault. Addressing transportation problems, assisting with hearing or vision issues, and fixing problems with the built environment (e.g., lighting, door lock, and window issues) can serve to decrease fear and anxiety after an assault.40 Providing opportunities for community interaction as well as initiating public awareness campaigns can alleviate associated distress and increase the likelihood of reporting/recognizing sexual assault.37,42 In sum, due to the social and cultural situations of seniors in our society, adult service providers may be the most likely and most effective sources of social support.

				Hence, it is important to recognize the various sources of adult services for sexual assault survivors. Adult protective services (APS) is perhaps the most commonly recognized and easily accessible service, but it came to focus on sexual assault late and is underfunded relative to child protective services.37,39 Today APS can provide various, tangible forms of social support from securing housing to serving as a client advocate. In addition to APS, several national agencies, including the National Center for Elder Abuse, Clearinghouse for Abuse Neglect of the Elderly, and the National Clearinghouse on Abuse in Late Life, can provide information and materials necessary for outreach campaigns. These elder-focused agencies may be more helpful in providing social support specific to the senior context than the typical social services agencies geared toward sexual abuse. (Women’s shelters have staff with expertise in domestic and intimate partner abuse, but shelters specifically for abused elders are rare and therefore may lack specialized resources and accessibility.37,39) The rape crisis movement has yet to fully incorporate seniors’ unique situation as adults who may not have the agency to fully adhere to professionals’ or organizations’ recommendations and requirements.44

				On a final note, if we are going to rely on senior service providers for the tangible and emotional support of sexual abuse survivors, the potential deleterious effects on this population should be recognized and addressed. Familial caregivers of victimized seniors have been known to display anxiety and depression,36 and professional caregivers are not immune to these effects. APS agents, social workers, and nurses can fall victim to “compassion fatigue” if faced with being the only form of social support for many survivors of these crimes.45 Although all individuals providing social support to survivors run this risk, the nature of these occupations means that these agents are more likely to support more individuals simultaneously and/or deal with these issues more often than other, informal sources of support. If they are not integrated into their own system of social support, they can fall victim to the same negative outcomes of many sexual assault survivors—PTSD, depression, anxiety, and so on.45 If this occurs, it not only leads to a new set of negative outcomes among an additional population; it also erodes the primary source of social support that can buffer traumatic effects of sexual abuse on senior survivors.

				Gender Considerations

				Men as Survivors

				Women and girls are 7.5 times more likely to be sexually abused or assaulted over their lifetime than men or boys, and therefore much of the information discussed to this point has focused on the experience of women.19,44,46 However, recently scholars have established the existence and importance of sexual assault among men and boys. Much of this literature focuses on men’s victimization in prison or in childhood sexual assault,47 but this focus does not capture the experience of all male survivors. According to official statistics for 2006, 26% of the rapes/sexual assaults reported to police involve a male survivor.47 In the United States, one out of every seven boys can expect to be sexually assaulted by the age of 18;6 furthermore, one study found that in one year, 3,635 adult men sought professional help for sexual assault.47 These statistics indicate that male survivors of sexual assault are neither rare nor abnormal.

				The long-term implications of experiencing sexual abuse are generally similar for men and women, but they show some important marked differences. There is consensus that men share the risk of mental health problems (e.g., low self-esteem, decreased self-worth, emotional maladjustment) with women survivors.13,48 Yet perhaps due to influence on their masculine identity and the experience of severe guilt, men are more likely to use avoidance coping such as substance abuse and to exhibit aggressive behaviors.13,49 Of particular concern is suicidal behavior. Due to many of these gender-specific responses, men survivors of sexual abuse are more likely to successfully commit suicide (although suicidal behavior is more common among women survivors of sexual abuse).12,19,47 These differences in coping and the associated outcomes lead to a greater probability of resilience among women.23 Nonetheless, there is strong evidence that young men survivors who receive social support can enter into a positive emotional growth path. 

				The first step toward this path involves disclosing the abuse. Disclosure is simply the process of attempting to convey the experience of abuse to another person;49 yet research shows that this process is anything but simple. The process of disclosing sexual assault involves a difficult choice: go without social support in order to avoid possible negative reactions and additional distress, or tolerate some negative reactions in a continued effort to find that support.6,35 Similar to so many other aspects of surviving sexual abuse, disclosure should not be considered a one-time event, but a complex, continual process of reaching out for support.

				Our societies’ gender norms make it difficult for both men and women to disclose abuse. Women and girls who attempt to disclose abuse may run the risk of being labeled a tease or be accused of playing games. Thus, disclosure may not be more difficult for men than women, but men face unique barriers applied due to gendered social messages. First, masculine socialization leads to expectations of enjoying sexual experiences, acceptance of precocious activity as “initiation,” and a demand for stoicism and strength; all of which make it more difficult for men and boys to disclose their abusive experiences.46,49 Second, for some of these same reasons, men are less likely to be supportive if they are the recipient of disclosure.6,23 Men’s socialization teaches them to devalue relationships and intimacy,49 so this limits the possibility of disclosing or being supportive of disclosure. Third, these cultural issues mean that men risk being labeled homosexual or being accused as the perpetrator to a greater extent than women survivors.49 Fourth, and finally, because of men’s physical strength and the cultural myth that they should be able to protect themselves, they may be accused of not trying to avoid the victimization.23,47,48 The effects of all of these aspects of gender socialization may be even further enhanced within the senior population, as these cultural beliefs and standards were even stronger during their childhood.44 For all of these reasons, boys and men may be reluctant to disclose abuse and start the process of obtaining social support.

				Few victims are likely to report a sexual assault, but men are 1.5 times less likely than women.50 It becomes increasingly disheartening, then, when men report feeling abandoned or judged by members of the medical profession. Male sexual abuse survivors state that they are met with disbelief from some medical professionals, reprimands from others, and are discouraged from reporting the abuse by still others.47 At the same time, these boys and men may be unable to turn to parents or family members to adjust for this lack of support. Boys who experience sexual abuse are likely to come from dysfunctional households and/or family relationships where they feel unsafe and isolated.46,48 Depending on the cultural beliefs about male roles and responsibilities, the family members may discourage boys and young men from discussing these issues and even punish them when they do.49 These experiences with physicians and family members contribute to a sense of isolation among male survivors.47,48

				Other social connections, then, become markedly important for male survivors of sexual abuse. To compensate for these familial relationships, recovery is often facilitated by the initiation of “safe” relationships where the survivor feels empowered.46 Sometimes these relationships are with children or pets because they are nonthreatening. More often, men survivors are greatly (and positively) affected by gentle, caring adults. These relationships are often with individuals who have maternal characteristics and can even be characterized by seemingly mundane behaviors (e.g., providing chicken soup or brushing a child off after he falls).46

				While individual relationships may help men survivors feel secure, belonging to a group allows these survivors to address their feelings of isolation. Sharing and interacting with other individuals who are survivors of sexual abuse provides men survivors a sense of belonging and connectedness to a community.48 However, these connections do not have to be specific to sexual abuse. Men who survive sexual abuse can also develop positive, influential relationships with survivors of other violent or traumatic events.46 In these situations, men might find a way to rectify their masculinity with their past experience because men are socialized to be providers and protectors.43 Thus, if men are able to (eventually) take the role of counselor or sponsor, for example, they are especially likely to benefit emotionally and mentally from the situation.46

				Race and Ethnicity Considerations

				The available information regarding racial and ethnic differences in exposure to sexual abuse is inconsistent, leading some scholarly reviews to determine that no particular race is at increased risk of sexual abuse,51,52 while others suggest otherwise. For example, one study finds that white women are most likely to be the victim of forcible rape at very young ages,51 but African American women experience forcible rape at a rate of 50% higher than white and Latina women.53 This type of nuanced difference is common in the literature on sexual abuse according to race and ethnicity, providing very detailed depictions of sexual abuse events by race and ethnicity. Thus, the literature indicates that young black girls are more likely to be subjected to abuse by family members and perpetrators of the same race.54 White women are more likely to experience noncontact abuse in public and prolonged contact abuse.55,56 Asian and Hispanic women are more likely to experience abuse at older ages.57 

				Scholars suggest that some of these differences are related to ethnic variations regarding the definition of sexual abuse and also are influenced by whether researchers take socioeconomic status into consideration.58 Regardless of these differences, survivors of all races encounter physical and psychological coercion as part of the experience of sexual abuse,56 and this commonality in experience leads to few differences in response to abuse incidents.51 Yet the differences that do exist have important implications for the role of social support. Research has progressed substantially from initial studies finding that “non-white” survivors have higher rates of depression and negative behaviors, and lower rates of self-esteem59 to disentangle the effects of minority status from race and ethnicity. As a result, we have come to understand that all survivors of sexual abuse run the risk of these outcomes, but symptoms seem to vary according to cultural context:

				• Asian survivors are less likely to externalize (exhibit developmentally inappropriate sexual behavior and anger), and instead tend to internalize (have suicidal thoughts and attempt suicide) more often than other groups.57,60

				• The magnitude of severe abuse (e.g., penetration, victimization by a stranger, etc.) is consistently greater for Latinas (specifically Mexican women) than any other group and is more likely to be manifested in depression and behavioral problems.2,55,61

				• For African American survivors, sexual abuse is less likely to result in psychological problems (e.g., depression and PTSD) than are other forms of abuse such as physical or emotional abuse from an intimate partner.61 Instead, black sexual abuse survivors are more likely to experience problems with sexual functioning, to engage in high-risk sexual practices, and to participate in problem drinking behavior.51,62,63

				These specific manifestations of the abuse experience highlight the need to take into account the culture-specific norms, values, attitudes, expectations, and customs of each group before potential sources of social support can be properly identified.65

				For this reason, the sociopolitical and cultural context experienced by ethnic minority women is an important factor in understanding domestic violence and sexual assault victimization. As was previously discussed, the highest levels of social support are unattainable if the abuse is not disclosed. Therefore, the risk factors associated with abuse among minority women and the internal and exterior barriers to help-seeking behavior are especially important for social support.58 

				The external barriers can be best understood in the sociopolitical environment, which places all minority groups in a historical context of oppression and makes minority women more vulnerable to negative reactions to their abuse experience. Scholars suggest that the history of racial oppression is unique for minority women for a number of reasons. Their bodies have been systematically and routinely objectified and devalued,66 and the interaction of multiple oppressions of race, ethnicity, and class make them more vulnerable to more lethal forms of violence and greater severity of violence than other groups of women.58 

				Their structural circumstances also place greater limitations on their abilities to disclose sexual abuse. For example, African American girls are more likely to have a stepfather (or stepfather figure) in the home, and stepfathers have been associated with greater risk of victimization and a lower likelihood of maternal support.56,67 Similarly, traditional Asian family roles dictate an unquestioning respect for elders and men, which may help to explain high rates of abuse by male relatives and lower rates of reporting the abuse to authorities.60 

				Furthermore, when they become adults, evidence suggests that minority women are more likely to have their children removed from the home, and some even experience discriminatory treatment during the intervention.68 Scholars have also noted that Asian American women are discouraged from disclosing, hold negative attitudes toward seeking help from formal services, and are more likely than white women to believe that women are responsible for preventing sexual assault.58 If early in the acculturation process, distrust of the government and limited English language skills and education must also be taken into consideration;69 and these issues tend to extend to other ethnic groups such as Native American tribes and immigrant Latinas.58 Thus, the ways that disclosing sexual abuse is contextualized for minority girls and women is important in addressing the availability of social support mechanisms.

				Yet these constraints and the experience of oppression are not completely owned by women. One influential study reports that men survivors’ sources and extent of social support are also shaped by their racial and ethnic context.70 Specifically, the study finds that parents of young men often worry that sexual abuse will compound the amount of discrimination facing their child. Fathers of various ethnicities support their male child survivor by encouraging them to re-create their masculinity through athleticism, emotional detachment, and heterosexual behavior. Yet, African American and Puerto Rican parents emphasize this re-creation of masculinity more than any other group and see their sons’ racial authenticity as inseparable from their masculinity.70

				As a result, parents of these young men take action—initiating play dates, joining clubs, even moving residences—to increase same-race interaction between their sons and other boys.70 These efforts at providing social support are evidence of a larger phenomenon. Latino and African American communities are similar in that that both rely on informal support networks in response to family crisis and their cultural norms foster a strong sense of communalism and familism.69 While white, adult survivors are likely to utilize friends and authority figures for support,51 their Latina peers are likely to seek maternal support, and their African American peers are more likely to reach out to extended family members.57 Because of the previously discussed social, political, and cultural contexts, members of these ethnic groups are more likely to use informal sources of social support even though they may be aware of formal sources. Informal sources of support are by far the most helpful and protective factors for African American trauma survivors.58,62

				In contrast, formal sources of support may be most helpful for Asian American survivors of sexual abuse. Even when experiencing emotional distress, members of Asian cultures tend to underutilize mental health services because mental illness is seen as less legitimate than physical illness. For this reason, mental health services are underutilized, but not physical health services.60 Thus, medical doctors may be an important source of social support for Asian American survivors of sexual abuse. 

				For all minority groups it is important to utilize culturally sensitive methods and programs, which will take into account their unique experiences and worldviews. Whether minority groups distrust formal social services or have a preference for medical doctors, each community has unique needs when seeking social support to deal with sexual violence. Furthermore, it should be recognized that survivors in every culture have developed systems of social support to buffer the effects of sexual victimization. One study finds that the large majority of adult sexual abuse survivors report high levels of nonpartner social support (76% of white, 77% of African American, 71% of Latina, and 79% of other races).71 Efforts to improve the quality of that support should recognize these existing assets and develop culturally relevant programs to enhance these formal or informal resources.

				Conclusion

				Social support can serve as a powerful buffer between the experience of sexual abuse and negative emotional, psychological, and behavioral outcomes. Providers of social support help to shape survivors’ appraisals of the experience as well as their coping strategies. Various survivors report that these individuals’ and/or groups’ actions can represent an important juncture that leads survivors toward resilience trajectories. Thus, all sources of social support—whether emotional or tangible—are potentially beneficial, yet the potency of specific types of sources depends on the survivor’s social characteristics. 

				The previous review reveals that the survivor’s gender, ethnic/racial background, and location in the life course help to determine the salience of certain sources and types of support. It is important for the survivor, as well as their potential sources of support, to recognize these cultural-specific considerations and use them to guide help-seeking and help-providing efforts. It is equally important for interventionists and policy makers to be aware of these cultural-specific sources so they can bolster, augment, and/or further develop existing assets. 

				To recap, we provide the following brief overview of sources of social support that are most salient to subpopulations.

				Children: Child survivors of sexual abuse respond most positively when they are in a prolonged, caring relationship with a primary caregiver. Most of the literature focuses on mothers, but there is strong evidence that any stable, caring adult who provides both expressive and instrumental support can have a strong positive effect.

				Adolescents: Adolescence represents the first time in the life course when the power of the familial social setting is rivaled by other social groups. For adolescent survivors of sexual abuse, support from community members—schools, churches, and so on—may be as important as support from family members.

				Adults: Adult survivors are most heavily influenced by support from their peers and nonabusive romantic partners. Communal mastery—shared connections that lead to a sense of self-efficacy—seems to be the defining characteristic of these relationships, as adult survivors (compared to children or adolescents) benefit from the associated feeling of self-competence and empowerment.

				Seniors: In U.S. society, we have developed institutions—Social Security, Medicare, nursing homes, and so on—that serve to formalize the care of seniors. As a result, formal forms of social support are particularly important for seniors who experience sexual abuse. It is very important, then, to support senior service providers so they do not succumb to compassion fatigue.

				Men: Boys and men who survive sexual abuse benefit greatly from nonthreatening sources of social support, especially if these sources help them to tackle a daunting hurdle for this group: disclosure. The essential element seems to be social relations that do not challenge their physical or masculine power (e.g., relationships with children, pets, and caring adults).

				Race/ethnicity: Different worldviews and access to resources serve to influence the forms of support that minority survivors are likely to recognize, appreciate, and benefit from. For example, Latino and African American sexual abuse survivors find informal support to be particularly beneficial (for Latinos, this tends to originate with mothers, but for African Americans it involves the extended family). Yet the cultured worldview of many Asian Americans makes formal support—especially from medical doctors—more desirable and influential.

				Thus, anyone attempting to provide social support to sexual abuse survivors—whether a family member, friend, or practitioner—should take the survivor’s social location into consideration. Of course, these categories are not mutually exclusive, and many survivors may simultaneously fall into several categories. This fact should be seen as a benefit, increasing the number of potential sources of support for any individual survivor. If there is one consistent finding across all of these subpopulations, it is that more social support will increase the already large percentage of survivors who report positive life outcomes following their experience of sexual abuse. 

				Survivors of sexual abuse can draw strength from this fact. Sexual abuse is painful and can be quite challenging; however, if you are in this situation, you have choices:

				1. Understand sexual violence is sex obtained without the other person’s consent. There is no justification for violence.

				2. Choose to disclose your abuse. You are not being disloyal to anyone if you report abuse. It is common to feel anxious about the possibility of a negative response, but the value of potentially positive responses is tremendous.

				3. Seek assistance from at least one member of a support system. Social support can provide an outlet for expressing emotions and can educate you in different coping mechanisms. Even untrained friends and family members may be able to provide the support that you need.

				4. Do not hesitate to utilize formal support services. Formal support services may be obtained from a variety of locations: local hospitals, clinics, schools, shelters, places of worship, and so on. Approach a professional you trust and he or she may be able to provide or direct you to appropriate sources of support.

				5. Consider joining a support group. These groups improve self-esteem, help you feel empowered, provide a supportive environment, and encourage relationships with others in similar situations. These groups also foster an environment of respect and freedom of expression and allow you to learn new strategies for dealing with issues.
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				Introduction

				Many survivors of sexual violence face a journey of negative psychological consequences.1 However, depending on factors existing before, during, and after the trauma, many survivors experience healing. Two factors that have provided a pathway to healing for some survivors of sexual violence are spirituality and religion. This chapter discusses the role of spirituality and religion in the healing process. Definitions for spirituality and religion and distinctions between the two concepts will be provided in section one. Section two will present a review of the literature on spirituality/religiosity as coping strategies that promote healing. In section three we will acknowledge the recent emerging literature that explores the reciprocal impact of sexual abuse on spirituality as well as negative forms of spiritual coping. Additionally, we note the implications for mental health interventions, describe a case example of a survivor whose use of spirituality was central to her recovery, and summarize the major points made throughout the chapter. Finally we will conclude with a few exercises for survivors who would like to connect with their spirituality as a part of their recovery.

				Spirituality versus Religion

				Spirituality and religion have been defined as similar yet separate multidimensional concepts in psychology. Spilka highlighted three conceptualizations of spirituality: (1) a form of spirituality that is God-oriented with thoughts and practices rooted in theologies; (2) a world-oriented spirituality that emphasizes the individual’s relationship with ecology or nature; and (3) a humanistic spirituality highlighting human potential and achievement.2 LaPierre noted that a spiritual experience may have several components including a search for meaning and ultimate truth, sense of community, and personal transformation.3 Similarly religion assists individuals in finding meaning and community as well as addressing their ultimate concerns. However, religion is often viewed as an institution that encourages certain behaviors and practices based on doctrines, creeds, and values.4,5 A person’s religious experience might be organized (e.g., attending church services) or nonorganized (e.g., praying at home).6 Although many psychologists distinguish between religiosity and spirituality, some argue that the separation might be artificial7 and insignificant since the majority of Americans maintain active religious beliefs and practices8 and consider religiosity and spirituality to be interchangeable.7 In the U.S. population estimates of the distribution of groups related to faith are 82.3% Christian, 11.2% agnostic, 1.8% Jewish, 1.6% Muslim, and 0.9% Buddhist.9 

				Healing Pathway

				Several research studies have highlighted spirituality/religiosity as a coping strategy that promotes healing in general and specifically among victims of sexual violence. As stated in prior chapters, sexual violence results in short-term and long-term consequences for many of its victims. Valentine and Feinauer interviewed twenty-two women with childhood sexual abuse histories who in adulthood were able to maintain stable relationships, successful careers, and healthy personalities.10 These women reported that spirituality/religiosity contributed to their recovery from sexual abuse in several ways. First, through their religion and church they found a supportive network of people with whom they were able to interact. Second, it gave them faith, which helped them to find meaning and purpose. Third, they gained the understanding that they could survive the hard times and God would help to make things better. Fourth, spirituality/religiosity gave them the insight that they were of worth despite the adversity they were experiencing. 

				Chandy, Blum, and Resick found that among adolescent girls who were victims of childhood sexual assault, those who viewed themselves as religious/spiritual were less at risk for psychological or interpersonal problems.11 Similarly in a sample of 653 men and women it was found that victims of childhood sexual abuse who engaged in more religious practices reported fewer symptoms of depression and higher self-esteem.12 Among twenty-five men sexually abused in childhood, some men reported using spirituality to make meaning of the abuse and also entering professions to help others.13 Bryant-Davis (2005) conducted a retrospective study among seventy African American adult survivors of childhood violence (25% of whom survived childhood sexual abuse) to explore the use of various coping strategies.14 Her findings were that both males and females in the sample utilized spirituality as a coping strategy in the form of beliefs, prayer, and attending pastoral counseling. In general spirituality/religiosity has been recognized as an important coping strategy in the African American community.15 

				In a naturalistic study on the experiences of fourteen women healing from childhood sexual abuse, some participants described that they found support in “relationships with God, church, religion, angels and nature.”16 In interviews with ten women who survived childhood sexual abuse, Bogar and Hulse-Killacky found that spirituality was a common aspect of their recovery from the abuse.17 

				Knapik, Martsolf, and Draucker developed a theoretical framework to explain how survivors of sexual violence utilize spirituality to respond to the abuse on their path to recovery based on interviews with twenty-seven women and twenty-three men.18 The framework consists of the core category of the Being Delivered and categories of Spiritual Connection, Spiritual Journey, and Spiritual Transformation. Being Delivered captures the participants’ experience of being set free or rescued from the aftermath of the sexual violence by a spiritual power. Spiritual Connection reflects the participants’ description of a connection or attempt to connect with a higher power via activities such as prayer or worship. Having a strong spiritual connection laid the foundation for some participants to begin on a Spiritual Journey on which they are strengthened and supported; develop a greater sense of awareness and insight from a divine perspective; and/or experience trials and tribulations from God that help them grow stronger. A few participants’ spiritual journey led them to Spiritual Transformation as they began to view their sexual violence in a spiritually meaningful way and experienced a deep sense of divine intervention in their lives. Knapik et al. quoted one of their participants to illustrate spiritual transformation.18 

				It was a healing process. You know, sometimes, you don’t know you’re hurting. Sometimes you don’t know you are a wounded person, but what is that scripture “a new being in Christ, he’s a new creature, the old things have passed away and behold all things become new.” And that’s basically the truth, I had a new way of doing things, a new way. (p. 345)

				Reciprocal Impact of Sexual Abuse on Spirituality

				Although studies described previously have found spirituality/religiosity to contribute to healing for victims of sexual violence, the negative impact of sexual abuse on spirituality/religiosity must also be acknowledged. Among a sample of 150 college students Reinert and Edwards19 found that verbal, physical, and sexual abuse during childhood correlated with views of God as controlling, distant, and unloving. Similarly in a sample of 150 Mormon women who were sexually abused during childhood, abuse was associated with lower spiritual well-being as well as viewing God as more punitive and distant.20 The severity and frequency of sexual abuse have also been associated with lower spiritual well-being.21,22 

				One can also imagine how damaging sexual abuse committed by members/leaders of the church might be to the spirituality of the victim. Isely et al. conducted interviews with nine men who were sexually abused by members of the Catholic clergy, and the men reported feelings of guilt, confusion, and anger.23 Studies have found individuals are more likely to disclose childhood sexual abuse when the perpetrator is a stranger and not a family member24,25 and take longer to disclose when it is a member of their family.26 The extent to which the church represents a pseudofamily to its members may further complicate the challenges to disclosure27,28 by victims of sexual violence within the church. For instance, in the Black community churches play important supportive roles such as caring for children after school.29 Recently a lawsuit was filed against a bishop of the New Birth Missionary Baptist Church, a predominantly Black congregation in Georgia, by two young men who claimed that they were sexually abused by a bishop who gave them gifts such as expensive cars and free hotel stays.30 There were also allegations that officials of the church knew of the sexual acts but concealed them. Besides having their crimes concealed, some convicted sex offenders may seek restoration in churches and be embraced and forgiven by some church members.31 These occurrences may further exacerbate the anger and confusion of victims toward the church and religion as well as place other members at risk. 

				Given the fact that sexual violence may negatively impact the survivors’ religiosity/spirituality, reconstructing or maintaining a sense of spirituality may be significant and beneficial. For instance, Gall et al. found that victims of long-term abuse viewed God as less benevolent, but participants who reported a more positive relationship with God reported fewer symptoms of depression, anger, and anxiety.32 Elliot reported similar findings among 2,964 professional women (918 CSA).33 Among those from conservative Christian backgrounds, abuse survivors were less likely to participate in organized religion in adulthood; however fewer post-traumatic stress symptoms were reported among those who practiced organized religion as adults. 

				Negative Spiritual Coping Strategies

				While the distinction between positive and negative spiritual/religious coping strategies is not always made by researchers, it is important. Pargament et al. explored positive and negative religious strategies among individuals coping with the Oklahoma City bombing, college students dealing with major life stressors, and patients coping with medical illnesses.34 He found that positive religious coping consisted of religious forgiveness, seeking spiritual support, collaborating with God to solve problems, spiritual connection, searching for purification through religious activities, and religiously viewing the stressor as potentially benevolent. Negative spiritual coping strategies included spiritual discontent, viewing the stressor as a punishment from God because of their sins, dissatisfaction with religious leaders and members, appraising the stressor as the devil’s doing, and reappraisal of God’s powers. Gall examined the role of spiritual coping in addressing current life stressors for adult survivors of child sexual abuse, and in doing so he distinguished between negative and positive spiritual coping strategies.35 Negative spiritual coping includes anger, detachment, and personal discontent in the relationship with the higher being or church community. Examples of positive forms of spiritual coping are reliance on the security and comfort of a higher being, and during stressful events seeking support from the higher being. Gall’s study found that negative spiritual coping (e.g., discontent) predicted greater depressive mood while positive spiritual coping (e.g., seeking God’s support) was related to lower levels of depression.35 

				Implications for Mental Health Providers

				Given that spirituality/religiosity may help survivors as they strive to heal from sexual violence, mental health providers may consider incorporating discussions about spirituality/religion into the therapeutic process based on the client’s interest. However, in broaching the subject of religion/spirituality therapists cannot assume that spirituality/religion will be eagerly welcomed by the survivor, because as stated above, sexual trauma can be related to negative views of religion (e.g., God as distant and unloving). Likewise not all forms of spiritual coping are positive, and therefore if a client utilizes spirituality as a coping strategy, the therapist is advised to gain an understanding of how the client conceptualizes spirituality in their life. As with all values, it is critical that the therapist be aware of their own spiritual/religious or nonspiritual ideologies and be mindful not to use these beliefs to guide their decision in whether they explore spirituality as a coping strategy if the client wishes to do so. 

				Case Example

				A nineteen-year-old African American female presented for therapy with complaints of nightmares, disrupted sleep, flashbacks, and hypervigilance. She wanted to learn ways to alleviate her symptoms, but initially she was reluctant to disclose or revisit the traumatic events that caused her symptoms. After two months of increasing her trust in the therapist and the process the client shared that her virginity was stolen and she had been violently raped by a family friend as her male cousin looked on and yelled at her to stop resisting. The client reported that after the assault she was in disbelief, especially because of her relationship with the perpetrators. Prior to the rape the client was raised in a Christian home and had been a frequent churchgoer. When she disclosed the trauma to a female relative, who was a devout Christian and sibling to the brother who looked on, she was told that she should get baptized and give her life over to the Lord. The client expressed outrage at the emphasis that was placed on her doing something to heal and the lack of discourse about the perpetrators. For months the client felt isolated and alone in her struggle. She distanced herself from church members and stopped attending church because she feared that their reaction would be similar to that of her female relative who centered the conversation on the client trying to get better and dismissing the role of the perpetrators. Following her sharing of the trauma in therapy, sessions were spent addressing themes of anger, trust, and spirituality. The client questioned the idea of a “just God” because although she called on him for help during the assault and the aftermath, she felt that her prayers went unanswered. The therapist acknowledged and empathized with the client’s shattered view of God and members of her religious community. The therapist also suggested an activity in which the client could choose a story of suffering and healing from her religious doctrines and share it with the therapist in the following session, in which they would discuss the themes of the story and how the person healed. Forgiveness was a significant theme in the first story, and the client was adamant that she was not ready to either forgive or forget. The therapist again validated her emotions and reassured her that healing was a process that she could take at her own pace. After a few months of sharing and discussing stories of suffering and healing in Christianity the client explained that she was still disappointed that God did not prevent the rape from occurring, but she believed He helped her to survive and make it to where she is today. She also believed that God could help her on her journey as she moved forward. The client expressed that she missed praying, listening to gospel, and attending church. The therapist helped her explore her desire to engage in those activities as well as her ambivalence. For instance the client shared that she wanted to pray, but she feared that God would sense her remaining anger toward him and she had never expressed negative emotions toward God in prayer before. Through exploration of the issues that arose around spirituality for this client she gradually returned to praying, listening to gospel, and attending church, all of which contributed to her healing. 

				Chapter Summary

				Sexual violence is widespread and can result in short-term (e.g., fear) and long-term consequences (e.g., post-traumatic stress disorder, substance abuse) for many of its victims. Spirituality/religion is a coping mechanism that provides a pathway to healing for some survivors of sexual violence. Throughout this chapter we (a) compared the definitions for spirituality and religion; (b) reviewed research studies that support spirituality/religiosity as coping strategies that promote healing; and (c) acknowledged the recent emerging literature that explores the reciprocal impact of sexual abuse on spirituality as well as negative forms of spiritual coping. Lastly, based on the presented information, we noted a few implications for mental health providers. 

				Further research is needed for practitioners to have a more nuanced awareness and understanding of spirituality/religiosity. The exploration of the intersection of spirituality/religiosity with variables such as race/ethnicity, gender, sexual orientation, disability status, immigrant status, socioeconomic status, and development (emotional, cognitive, and social) may provide additional insights for both researchers and practitioners regarding spirituality/religiosity and other coping mechanisms as strategies for coping with and healing from sexual violence. 

				Exercises for Survivors to Consider

				For survivors who are interested in utilizing spiritual/religious coping strategies as they heal from sexual abuse, several activities might be beneficial. Defining what spirituality/religiosity means in their personal life is the first step. Some individuals might adhere to specific doctrines and practices as recommended by a religious denomination, but for others spirituality might entail believing in a higher power and engaging in explorations of nature and meditation. Once survivors have began to clarify the meaning of spirituality in their lives, engaging in applicable activities such as prayer, meditation, relaxation exercises, and so on, might be helpful. Other activities include reading spiritual/religious writings about healing and growth and listening to related music. Many spiritual/religious activities can be done in solitude or with groups. Private activities may help a survivor to strengthen their personal sense of spirituality, while attending groups (e.g., church ceremonies, meditation groups, and prayer groups) also offers a community of members who can be a source of support. In seeking support from members/leaders of spiritual/religious groups survivors may wish to disclose their sexual abuse history; however, survivors must be careful in seeking out members/leaders who are non-victim-blaming and nonjudgmental. If a survivor is engaging in therapy and desires to have their spiritual/religious thoughts and practices integrated in the treatment, survivors should broach the topic with the therapist. Some therapists are trained and comfortable addressing issues around spirituality, while others are not. Those who are not trained may be able to provide referrals to counselors who are. Healing after sexual abuse is a challenging journey, and spirituality/religion can be a source of strength along the way. 
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				Writing Your Way to Peace and Power: Empowerment Journaling as a Pathway to Healing and Growth

				Shelly P. Harrell

			

			
				Release your pain.

				Express yourself.

				Free your mind.

				Find your voice.

				Speak your truth.

				Connect to your spirit.

				Tell your story.

				Process your experiences.

				Gain understanding.

				Make your action plan.

				Focus your energies.

				Bear witness to your own transformation.

				Let your creativity break through.

				These are pathways to healing, empowerment, and transformative growth that I have observed among men and women who have experienced sexual violence. Writing is a vehicle that can be used to travel these pathways. Sexual violence can create internal unrest and lessen the feeling of personal power. This chapter will introduce you to a journaling method and offer strategies that can become important tools for the journey to peace, power, and transformation. Survivors of sexual violence often struggle with issues of shame and guilt. Trusting other people, feelings of safety and security, and self-esteem are frequently threatened by experiences of sexual violence. Withdrawing from or avoiding relationships and shutting down emotionally, or increased conflict in relationships and trouble controlling one’s emotions are other common consequences. Sometimes these factors prevent the survivor from disclosing the experience or sharing what they have gone through in the aftermath.1-3 Unfortunately, this way of coping can prolong the time it takes to fully emerge from living in the shadow of sexual violence. Journaling allows you to process your experiences, thoughts, and feelings so that you can emerge strengthened with increased clarity and positive feelings about yourself and your purpose.4-7 Through a process that can happen in your own time, with your own voice, in your own way, writing can forge a path to come into the light. Empowerment journaling is offered here as an approach to writing that focuses on methods that can help you find your peace and claim your power. 

				Psychologists have done decades of research providing strong evidence that writing helps to decrease distress over time, improve physical health and immune system functioning, increase working memory, and enhance positive well-being.8-13 The research supports what everyday people have known for centuries—that writing heals, empowers, and transforms. From keeping a daily diary, to documenting a trip in a travel log, to reflecting on happenings in the world, to telling one’s life story, to expressing feelings through lyrics and poetry, to composing a love letter, writing has always served important personal, social, and cultural functions. Writing is a powerful opportunity for personal expression that emphasizes freedom, choice, and self-determination. Writing interventions have been used by therapists in the form of journaling, poetry, and structured “homework” exercises. Writing is used in education to teach critical thinking and reflective practice and encourage self-evaluation. Writing is an active, creative process that happens at the intersection of internal processes, external experience, and the culture and context in which experience occurs. Journaling is a vehicle for self-expression that differentiates itself from other forms of expressive arts therapies because the act of writing, which requires language and cognitive functions, provides an opportunity to integrate thinking and emotional processes in a holistic process. Lepore and Smyth suggest that writing has a powerful role “to positively shape, or reshape, human experiences, in the context or aftermath of stressful life experiences” (p. 3).14 

				So how does writing help? Writing helps by opening an opportunity for you to clear your mind and release built-up feelings. Writing helps by providing a place to express yourself and speak your truth freely, without interruption or judgment. Writing helps by integrating your thoughts and your emotions so that you can feel whole. Writing helps by setting aside time to organize your thoughts, set goals, and figure out how you are going to achieve them. Writing helps by allowing you to actively process something that can lead to insights, revelations, and new understandings. Writing helps by giving you space for your creative self to break through. Writing helps by documenting your journey so that you can see how far you have come. Writing helps by providing a safe space where you are in control. Research studies are increasingly adding knowledge that is giving us better clues on the multiple mechanisms involved in the pathway between writing about something personal and the beneficial outcomes that studies consistently find. These include catharsis, exposure, emotional regulation, self-affirmation, narrative coherence, meaning making, benefit finding, broaden-and-build theory of positive emotions, insight and reflexivity, self-understanding, experiential learning, identity stabilization, and the integration of emotional and cognitive processes.14-22 For readers interested in the theoretical and empirical foundations for writing as an effective element of the healing process, I particularly encourage you to explore work by James Pennebaker , Gillie Bolton, Stephen Lepore, and Joshua Smyth.8-9,12-14,18-19

				A JOURNAL ENTRY YOU CAN DO RIGHT NOW

				Visualize and Mobilize

				Purpose: To provide a space to identify your wants and needs and begin making steps toward fulfilling them.

				What is something that you would like to see manifest in your life? 1. Write it down. Example: “I want a car so I don’t have to take the bus to work anymore.” Close your eyes and transport yourself to your life with the change you want. Visualize it. 2. Now write a description of a snippet of a day in your life with this change. Example: “I wake up in the morning and . . ..” 3. Finally, make a list of three things you can start doing right now that will move you toward the change. Example: “1. Save $100 out of every paycheck; 2. Research cars and prices; 3. Identify cars within my budget to test drive.” Activation of the behaviors you identified in the third step may require assistance or further planning. Moreover, the specifics of what you want may change as you get more information or as your priorities shift. Flexibility in the target outcome is important. The healing process is the use of writing to increase the intentionality of your behavior and to direct cognitive and emotional energy toward mobilizing yourself to action that reflects your values.

				Incorporating writing into your healing process can be done in several ways. Writing can be guided by a therapist or counselor as part of treatment. Writing can be used as an adjunct to therapy through workbooks17 or writing groups.18 Most commonly, however, writing is a self-guided activity. Many, many journaling and writing strategies have been developed.7,18-19, 23-24 Journal therapists and writing coaches agree that there is no single “best” way to journal. There is only the best way for you. The following three examples provide illustrations of how these clients found their way to journaling.

				Kayla: “But I don’t like to write”

				Kayla was thirty-two years old when I met her. She had been sexually abused by her uncle from age nine until she ran away to live with her boyfriend when she was seventeen. By the time she was twenty-five she had been beaten, thrown down steps, strangled, and raped by this boyfriend too many times to mention. After a brief period of homelessness, she was hired by an elderly woman as a live-in caregiver. She hasn’t been in an intimate relationship since then and has steadily gained weight over the years, reaching her highest weight of 314 pounds when I started working with her.

				“That’s not going to work for me,” Kayla stated emphatically.

				I responded, “How do you know?” 

				“Because I don’t like to write, it gives me a headache.”

				“Okay. I hear you. Do you have a notes function or notepad in your phone?”

				“Yeah.”

				“How about if you just type in a note with just one word each day that describes something about how you are feeling or something that happened. If you sat on the couch all day watching TV you could write bored or couch or TV. 

				“That seems stupid.” 

				“It may feel stupid too. But what will it hurt to try it?” I smiled.

				“Alright. Whatever.” Kayla smiled back.

				“Let’s start right now. Take your phone out and type in just ONE word that describes something about how you are feeling or what you are thinking now.”

				Kayla typed the word nothing. For three weeks she either input the word nothing or didn’t input anything at all. Then one day she typed the word mad. And she typed mad every day for a week, sometimes more than once a day. The last input she made in her phone was the word mad . . . twenty-seven times with no spaces. She then sent me a text and said she was ready to write. Kayla’s been writing ever since. She told me writing still gives her a headache . . . but that it’s the good kind of headache.

				Freddie: “It happened so long ago, what’s the big deal?”

				A friend told Freddie about me. He didn’t want to come to therapy; he just wanted to “ask a few questions.” I told him that I could do a single consultation and evaluation session. Twenty-six years old, married, with a one-year-old son and a successful restaurant business, he shared with me that when he was seven years old, his swimming teacher at summer camp had molested him. He found out that the man had died recently, and since then he had not been able to get what happened out of his mind. His “just a few questions” started off with wanting to know if there were exercises he could do to get certain thoughts out of his mind and what the formal criteria were for being considered a homosexual. Although experiencing distressing symptoms, Freddie did not meet criteria for any major mental illness and said that he didn’t have the time or money to come to therapy regularly “unless he had to.” Since he was a veteran, I told him about a strategy that some VA hospitals were doing with veterans that involved writing and asked him if he wanted to try it. We went over a handout together, and he was willing to give it a try. Writing served as a stepping-stone to subsequent psychotherapy for Freddie who, a couple of years later, pursued therapy with a colleague to whom I had referred him.

				Julie, Kim, and Gail: The Scarlet Letter Club

				Sharing and connecting with others who have had similar experiences is an important pathway to healing and empowerment.18 A few years ago I had the opportunity to advise the start-up of a journaling group for three college women who were close friends. Julie, my client, had recently experienced date rape and described the reactions when she disclosed it to her two best friends. Kim shared that she had never been raped but remembered her teenage cousin making her sit on his lap and look at pornography on the Internet with him while he “rocked” back and forth. Gail disclosed an experience during high school of partially stripping at a party, exposing her breasts in video chats, and the fear she felt when she began being “cyberstalked” by boys who became obsessed with her. Though they had different experiences, these young women found commonality in their feelings of shame, guilt, and fears that a “normal” man would not want them if he found out about their experiences. They felt like they were somehow “marked” and damaged. Julie joked about them forming a “Scarlet Letter” club, and the journaling group evolved from there.

				Empowerment Journaling

				“One writes out of one thing only—one’s own experience.” 

				—James Baldwin

				What does the term empowerment mean? Empowerment can be defined at many different levels of analysis including internal, behavioral, interpersonal, and community. At all levels it refers to a process where people gain mastery over their own situation.20 The emphasis of the journaling approach presented here is to first enhance empowerment at the internal, psychological level of analysis. It is my experience that this can then extend to the actions one takes, the quality of relationships, and involvement in addressing issues (such as sexual violence) in one’s community or society as a whole. The central purpose of empowerment journaling is to utilize writing as a method of self-expression to help you gain greater awareness, knowledge, and compassionate understanding of yourself, including your thoughts and feelings, your needs, and your life experiences. Just as knowledge is power, self-knowledge is self-empowering. The experience of sexual violence involves someone imposing their will on you without regard for your feelings or needs. It is an act where the intention is to take away your power and dominion over your own body. For many survivors, the lasting effects of sexual violence are rooted in the ways that the experience increases separation from a sense of empowerment over one’s self and life circumstances. Healing must involve reclaiming your own power and gaining control over your own well-being. Writing is a useful vehicle for traveling the path of healing and empowerment because it allows you the freedom to exercise your power to determine when, where, what, and how you write. 

				Some readers may already journal regularly. The empowerment journaling approach can be incorporated into or expand your current journaling repertoire. Some readers may have journaled in the past or tried journaling but felt it did not work. Empowerment journaling is likely a different approach from the journaling that you have tried previously. Trying something new or with a fresh perspective can be tremendously helpful. For those readers who have never kept a journal, empowerment journaling allows you start from wherever you are and go where you need to go. The method is quite flexible and is compatible with many different writing approaches and strategies. There are only three guidelines:

				1. Write when and where you choose.

				2. Write what and how you choose.

				3. Stop when you choose.

				The core process is choice. Nothing is forced upon you. There is no single way to do it right and there is no way to do it wrong. There are no hard-and-fast rules for how often you write, how much you write, or how long you write. You can write daily, weekly, randomly once a year, or somewhere in between. No one is going to give you a grade or impose their opinion on what you have written. Penmanship, grammar, punctuation, and spelling are not important. It doesn’t have to happen in a bound leather book with lined pages. You can journal on a napkin or on a Post-it or in your smartphone. You can use a calendar, a composition book, a binder, or even keep journal entries in a file folder. If you like electronic media, you are free to use a word processing program or a private account with a blogging platform such as LiveJournal, Blogger, or WordPress. You can choose to use specific structured journaling strategies or just write freely. The primary goal of the empowerment journaling approach is liberation from what is keeping you chained to your past and blocking you from the life you are capable of living. Empowerment journaling promotes freedom from the “should,” the fears, and those critical and judgmental voices in your head. The only requirement is that you make an effort to open your mind and your heart and let your truth guide your hand. 

				The Core Empowerment Journaling Methods: Free Writing, Flow Writing, Expressive Writing, and Integrative Writing

				“Fill your paper with the breathings of your heart.”

				—William Wordsworth

				The common element in the core empowerment journaling methods is the process of writing your “stream of consciousness” as it occurs from moment to moment. In free writing you simply write your thoughts and feelings of the moment and follow where the writing takes you. Adams offers a variation on free writing that she calls flow writing.23 Flow writing is inspired by an initial image or metaphor that can emerge during meditation. Ira Progoff, a psychologist and pioneer in the use of journaling, refers to these prewriting meditations as entrance meditations.7 The purpose of flow writing is to help you connect with your truth in the process of making meaning of your thoughts, feelings, and life experiences. It enables you to access your intuitive knowledge and your survivor’s voice and to uncover meanings through the associations you make with the stimulus. A guided meditation is often helpful to bring you to a relaxed and open state of mind where the image or felt sense of what you need to write about emerges. However, just closing your eyes and taking a few deep breaths can help you to visualize or discover the stimulus for your writing. The basic process is that you start with the image or metaphor and then just “go with the flow,” letting the authenticity of your thoughts and experience guide your hand. With both free writing and flow writing you can choose to set a timer to establish some boundaries for how long you write, which can serve to increase feelings of safety and containment. The timer creates a writing context that balances freedom and safety. An example of flow writing would be to start with an entrance meditation that transports you to a place or time where you have felt safe and peaceful, such as a comfortable chair or a stream in the forest or during a hymn at church. You would begin by writing about the place and just go from there. There are endless possibilities of where the writing takes you, and your task is just to create an opening to allow what needs to be expressed or explored to come through you to your journal.

				One specific, evidence-based, and well-researched application of stream-of-consciousness writing was developed by James Pennebaker and is sometimes referred to as the expressive writing paradigm. Pennebaker’s expressive writing method has been extensively researched with multiple studies finding support for its use in helping with the trauma recovery process.9 The process is described in detail in James Pennebaker’s book, Writing to heal: A guided journal for recovering from trauma and emotional upheaval.19 Basically, the instructions are to write for twenty to thirty continuous minutes for four consecutive days, describing a traumatic or stressful event as well as your thoughts and feelings about the event. It does not have to be your experience of sexual violence, and you can write about different events on different days. The requirement is that you write about some stressful experience, situation, or circumstance. Expressive writing is a powerful process that sometimes results in a short-term increase of negative emotional experiences.9 However, research has consistently demonstrated that these initial feelings subside and most people experience longer-term symptom relief and an increased sense of well-being. The process may be best used if you have previous experience writing about painful thoughts and feelings. For newcomers to journaling, I recommend using this process with Pennebaker’s book or guided by a therapist. Recent research has explored modifications to the initial written expression paradigm instructions, and initial results suggest that writing for briefer period of time (e.g., two minutes) has positive effects. This suggests that a good entry point to expressive writing may be to keep writing times initially very short and monitor how writing about stressful or traumatic events affects you.

				Writing freely about whatever comes to you is a time-tested approach with the evidence-based strategy of expressive writing serving as a prototype. However, the unstructured nature of flow writing or expressive writing is not everyone’s cup of tea. Sometimes it is helpful to use a specific structured process so that your writing feels more directed and the purpose and value are clearer to you. It is always important to center yourself in the core element of the empowerment journaling method: choice. Even when you use a structured journaling process, you are making an intentional choice to follow a particular strategy. If you decide to push yourself to write in a way that is outside of your comfort zone, make sure that you are actively choosing the strategy and not doing it because you feel that you have to. 

				The signature writing strategy for empowerment journaling is a structured three-phase variation of flow writing I have developed with my clients over the years, which I am calling integrative writing. Integrative writing is best used when you are feeling overwhelming emotions, when your mind is racing, or when you feel that you are about to lose control. It is those times when you have lost touch with your own power, and writing can help you to channel and focus your energy toward psychological empowerment, particularly at those times when you have impulses to engage in risky or self-sabotaging behavior. While integrative writing shares common ground with the previously discussed methods by emphasizing free writing, or writing whatever comes to you, it is more comprehensive and involves more structure than flow writing or expressive writing. The intent of the structure is to provide a process that allows you to work through the intensity of your thoughts and feelings of that moment. A guiding principle of the integrative writing process is “this too shall pass,” which means that you center yourself in the knowledge that you can and will get beyond what you are going through. This strategy involves your taking an active role in the process of connecting to your power rather than giving your power over to the thoughts and feelings of the moment. There are three writing phases: release, recognize, and reset. 

				Release. When you first start writing, the goal is just to get it all out, to release it. Write with as much vivid detail about what you are experiencing, thinking, and feeling. Write about what you feel like doing at the moment or what you might want to say to someone. You can write the same thing over and over if you choose. The important thing is to write until the intensity of your emotions lessens. It is important to remember that overwhelming or negative thoughts and feelings are not the enemy. Having them does not make you “bad” or “wrong” or “weak.” However, they also don’t define you or an ultimate truth, only the truth of your experience in that moment. Think of your emotions as providing a signal that something within you needs attention. The pathway to relief from distress is to choose to accept intense emotional experiences as part of the scenery of your healing journey so that you can see them clearly. What you don’t see can take you by surprise. Writing is a safe method for releasing your emotions from the darkness and shining a light on them so that you can see them more clearly and engage with them proactively. Writing them down is also a way of demonstrating that your thoughts and feelings of that moment don’t define you, but rather you have the power to name and define them. Sometimes it can feel like waves of intense feelings are taking over, and you may initially try to just push them out of consciousness. However, trying to suppress them lessens your ability to see them clearly and increases the likelihood that they will control you. Releasing intense emotions in writing helps to place them in the scenery rather than allow them to be the driving force. The distressing thoughts and feelings are only what you are experiencing in that moment; they need your attention and compassion, but they are not YOU. This first stage of the integrative writing method facilitates empowerment by releasing some of what may be blocking you from experiencing and living from your own power. Once you have released the intensity of your thoughts and feelings onto the paper and see them clearly, it is time to attend to them.

				Recognize. What is it that you are recognizing during this phase? Basically you are recognizing the meaning and function of the intense emotions that you just released. Writing has given you the opportunity to look at them clearly and with compassion. You can recognize them by writing about your understanding of where they come from and the consequences they have had for you. You can recognize them by writing about ways that they have helped you, as well as ways that they have potentially hurt you. You can recognize them by writing about their relationship to aspects of your identity development including gender, race/ethnicity, sexual orientation, and religion/spirituality. It is important to engage in a process of actively seeking to understand your emotional experience in the context of its origins, how its presence is a normative response to the sexual violence and related situations that you have survived, and how they have contributed to the person you are becoming. This is a very important phase of the integrative writing process. Some people may want to stop after they have experienced the initial catharsis of the release phase. However, ongoing healing and empowerment comes from actively engaging with the thoughts and feelings that were just released. Of course you should take a break if you need one, but it is strongly recommended that you come back to this next phase of the integrative writing process as soon as you can. The complete process is not optimally effective without the recognition phase. Flow writing can be incorporated during this phase, as imagery and metaphor can facilitate the recognition and meaning-making process. You can also engage the recognition phase by speaking directly to a feeling or problem. The journaling strategy of dialogue writing is often very helpful during this phase.7,23 For example, you can write a dialogue with your anger by taking on the voice of caring and compassion toward “anger.” Externalizing the feeling or problem through dialogue reinforces your position of power to name and proactively construct its meaning in your life. However, you can also recognize other significant representations and internalizations that are relevant to the intense emotional experiences you may have. Progoff’s Intensive Journal Process workshop offers an in-depth description of multiple ways of utilizing this method to dialogue with persons, activities or projects, the body, events and circumstances, society, and even your inner wisdom.7 These written dialogues can help you understand, accept, and feel more in control of your emotional experience. Recognizing these emotional aspects of your internal world involves relating to them with affirmation and compassion as you explore them through writing.

				Reset. The final phase of release writing is to reset your emotional equilibrium by creating a role for the distressing thoughts and feelings in the form of an empowerment story. Writing is a documentation of your healing process, and each time you write you are establishing elements of your unique empowerment story. Current research suggests that expressing experience in the form of a coherent narrative has psychological benefits.22 Therefore, writing a reset narrative involves telling the story of your emotional experience (that includes a beginning, a middle, and current endpoint) by incorporating the understandings that you developed in the previous recognition phase. The theme of the reset narrative is related to survival, growth, lessons learned, healing, power, voice, and/or transformation. The story can be quite short or it can be a longer and more autobiographical. An example of a brief reset narrative might look like this: “I started hyperventilating and I really thought I was going to die. But I didn’t. I survived that like I have survived so many things in my life. Hyperventilating is my body’s way of making me stop and pay attention to my feelings. It reminds me that something is not working and I need do something different. I used to ignore my fear but now I know that it is a message I have to listen to.” Writing a reset narrative related to a particular overwhelming or distressing emotional experience establishes a reset point that you can return to as documentation of your healing and empowerment story. This phase of the writing does not have to be done immediately but is ideally done within twenty-four hours of the release writing. More importantly, if you are unable to construct a reset narrative on your own, it can be very helpful to talk it through with someone. Others can often see our strengths and our progress when we cannot. 

				The integrative writing process, like the written expression paradigm, is often best begun with some level of guidance from a qualified therapist, counselor, life coach, or journal therapy facilitator. While many clients have reported positive experiences with the three phases of integrative writing, it is a depth-oriented process, and each person should evaluate issues such as appropriateness, timing, and the availability of a support system. This is particularly important since the process is just beginning to be subjected to a systematic evaluation of its effectiveness through research. Also, keep in mind that empowerment journaling is ultimately about choice and freedom. You can experiment with parts of the integrative writing process that appeal to you, just as you would experiment with different journaling strategies so that you can find the best fit for you in terms of characteristics such as degree of structure, depth of emotional processing, and your personal goals and objectives for writing.
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				As mentioned above, many different strategies can be found in books on journaling and writing.5-7,23-30 Different strategies will work for different people at different times, and the empowerment journaling approach, with its emphasis on choice, is compatible with multiple approaches. I encourage you to try out several strategies so that you will have multiple resources for journaling to fit different moods and needs. There are also many variations of journaling with respect to style and atmosphere. Writing is both an expressive and a creative process; however, it is not only the content that involves personal expression. Choices that you make with respect to what you will write on, where you will write, what you will write with, and how you will write are all expressions of you at that moment. You can choose to write in a particular place in your home, or in a café, in nature, with music or candles or incense, or sitting at the kitchen table. You can write with a pencil, a ballpoint pen, or a marker. I sometimes like to write with a set of colored pencils and choose different colors to express the various thoughts and feelings that I have as I am writing. With respect to how you write, you can choose to use one of the core empowerment journaling methods described above (i.e., flow writing, expressive writing, integrative writing). However, you can make other choices regarding how you write and the approach that you take. I have selected five strategies to present here that are particularly compatible with common challenges experienced by sexual violence survivors. These are strategies where many of my clients have reported experiencing an increase in psychological empowerment as a common result of the writing. All are flexible and meant to be modified to fit the style and needs of the writer. As you experiment with different approaches, you will likely find ways of journaling that are a particularly good fit for you in their ability to facilitate your healing and transformation process. I also encourage you to explore some of the resources at the end of this chapter for additional ideas for journaling.

				For many people, getting started is the hardest part. The “one-word” prejournaling method that I used with Kayla is a very effective way to gently break down barriers to writing with people who don’t like to write or are resistant to the writing process. For some survivors of sexual violence, emotions and needs have been held in and blocked off for many years. It has been a way of coping with pain and an effective way of keeping up with the demands of daily life. Over time, however, a person can come to believe that their feelings are dangerous, that they will fall apart if they look within. The more the feelings are held in, the more reinforcement the person gets for their belief that their feelings will destroy them. It is like the monster under the bed. The monster gets bigger and bigger and scarier and scarier because as long as you don’t face it directly, your mind can create the scariest of monsters. However, if you push through your fear and get down on the floor and peek under the bed, you will never find a monster that is quite as scary as what you had imagined, and you can sleep much easier. The one-word prewriting method gives you an opportunity to peek under the bed while still honoring the coping and the strength you have demonstrated throughout your life. Diving into the depths of your feelings may not be the best way to begin. The following five supplemental strategies describe journaling alternatives when there is a specific writing goal or when the core empowerment journaling methods seem too big or daunting.

				Empowerment Journaling Strategy #1: List Writing

				Making lists is a familiar activity for most people. Grocery lists, to-do lists, Christmas gift lists, baby name lists, and lists of pros and cons are among the most common. Lists are a way for us to organize, evaluate, and modify something we want to accomplish, as well as a way to get that feeling of accomplishment when an item has been completed and can be checked off. A list allows us to see something in a comprehensive way, to get “the big picture.” However, lists are not only helpful for their functionality, but the process of creating and making a list also has value. The brainstorming process involved in list writing can be an empowering experience. List writing can also facilitate empowerment through the identification of elements of the target issue that leads to greater clarity and understanding. Adams suggests making long lists (e.g., 100 items), writing quickly, and not evaluating along the way for phrasing or even to determine if it makes sense. She emphasizes that it is fine to repeat items, because the emphasis is the continuous listing of the next thing that comes to mind even if it has appeared previously.23 As an empowerment journaling strategy, topics that are related to clarifying thoughts, venting feelings, or developing coping skills can be particularly helpful. Here are some example lists that I have found to be useful journal entries for survivors of sexual violence. 

				1. 100 things I want to say to the person(s) who perpetrated violence on me

				2. 100 reasons why I avoid commitment in relationships

				3. 100 ways that I have demonstrated my inner strength

				4. 100 ways to nurture and take care of myself

				5. 100 things I can do when I am feeling distressed about the sexual violence experience

				Empowerment Journaling Strategy #2: Positivity Writing

				Recent research has demonstrated the benefits of writing about something positive. Keeping a “gratitude journal” was popularized several years ago by Oprah Winfrey and is a well-supported intervention to enhance positive emotions and decrease negative emotions.31 Research conducted by Fredrickson and colleagues has found support for what she calls the broaden-and-build theory. Positive emotional states create expanded cognitive processes and create opportunities for additional positive experiences.32 This means that intentional focus on positive aspects of life can contribute to the development of cognitive and emotional strengths and resilience. 

				A JOURNAL ENTRY YOU CAN DO RIGHT NOW

				Simply Positive

				Purpose: To practice directing your attention to what is good and documenting it so that you can remind yourself later.

				Think of one positive thing that you have seen, done, or heard about within the last twenty-four hours. It should be something simple like hearing a favorite song on the radio, or someone letting you merge in front of them in traffic, or finding out that your favorite team won last night’s game. Your journal entry is a simple, but detailed, description of what happened. Example: “I went grocery shopping after work and my absolute favorite orange juice was on sale. I bought four of them.” That’s all. No reflections or feelings; the description is your entry.

				Empowerment Journaling Strategy #3: Daily Monitoring

				The daily monitoring strategy focuses on a specific behavior or feeling that you want to understand better or modify in some way. The purpose of the monitoring is to heighten your awareness of the behavior or feeling so that you can better target how and what you might want to change. For example, I worked with a client once for whom the use of foul language was woven into his everyday speech. He recognized that this was not appropriate in some situations and decided that he needed to modify how he expressed himself. I suggested daily monitoring of the times he used curse words in an inappropriate situation supplemented by reflections every few days on what he observed from the monitoring. This meant that he noted the time, place, and words that he used in his calendar. The process of monitoring disrupts the “automatic pilot” that we often function on, where we just do what we have always done. Many people tend to operate in a default mode rather than making conscious and intentional choices. The activity of monitoring serves to maintain constant conscious awareness of the target behavior. For my client, monitoring strengthened his ability to pause and think before speaking and ultimately resulted in a decrease in his cursing. This is a natural journaling strategy for people who regularly keep a calendar anyway. However, a pocket-sized calendar can easily be purchased, or you can use the calendar function in your cell phone. Through increased self-awareness and consciousness, as well as observation of positive changes, daily monitoring can contribute to greater psychological empowerment.

				Empowerment Journaling Strategy #4: Springboard Writing 

				This is an in-between kind of writing that merges structure with a free-writing approach. It is one of the strategies I use most frequently. Adams describes the springboard approach as most commonly centered on a sentence stem or question.5,23 Examples include prompts like “I remember the time when________” or “What masks do I wear?” This is a very flexible writing strategy that can be tailored to the issues or themes you want to explore. She suggests quotations and song lyrics as extensions of this strategy.23 The guiding idea is that a springboard is anything than can serve as a jumping-off point and launch your writing in a particular direction. In addition to sentence stems, questions, quotations, and songs, a journaling springboard can also come from a book you are reading, a movie you just saw, an observation you made in nature, a conversation you had with someone, a current event, or just about anything else. The springboard is whatever catches your attention and gives you pause. A song that you find repeatedly going through your mind can serve as a great springboard for writing.

				Example: “I can’t get M.C. Hammer’s song ‘Can’t Touch This’ out of my mind. I don’t really know the words, so I just kind of hum it in my head and then say, ‘can’t touch this.’ Why is this song in my head? I really don’t even like it. But it makes me kind of laugh because since first hearing it, I always respond to the lyric ‘can’t touch this’ with ‘don’t want to.’ I feel good when I say this, so maybe it has something to do with being able to be clear about my wants and needs. . . .” 

				I love quotations and proverbs and often use them as a springboard for encouraging clients to explore the ideas or wisdom in the quotation in terms of how it applies to their own life experience and self-understanding. I developed a process for working with quotes called QQM (quotation, question, mantra/affirmation) that is available on my daily quotation website, www.empoweredeveryday.com. You can search for a quote by keyword that focuses on a theme that you want to explore, or just choose a random date from the archives and use the associated QQM. Some clients have found it useful to subscribe to a daily quote site such as mine and write a few minutes every day on the application of the quote to their own lives. Springboard writing contributes to empowerment by providing a forum to actively process a focus issue that can create a greater sense of self-understanding. Self-knowledge is an important foundation for the development of psychological empowerment. The more one knows and understands themselves, the more empowered and confident one feels to manage life’s challenges. 

				Empowerment Journal Strategy #5: Mindful Writing

				Mindfulness is a particular kind of awareness that involves the self-control of attention toward being fully present in the experience of the immediate moment with openness, acceptance, and compassion for the thoughts, feelings, and sensations that arise from one moment to the next.33-35 Mindfulness exercises are integrated into a number of evidence-based therapies that target stress and overwhelming emotions.36-37 Training in mindfulness meditation, or insight meditation, is becoming more commonly available as numerous books and research studies are being published that provide support for its multiple benefits and basis in neuroscience (the science of the brain). Available research suggests that some of the benefits of mindfulness practice include increased concentration, positive emotional experience, improved immune functioning, decreased distress, and better regulation of emotions.34 Powerful stuff. Mindful writing is a way of bringing yourself into present-moment awareness by describing your environment, body sensations, passing thoughts, and moment-to-moment distractions in a way that does not judge the acceptability of anything that enters your awareness. Mindful writing can be empowering through its effects on the ability to practice intention, attention, and awareness. Mindful writing can be done with your eyes open, closed, or a combination of both. Recommendations for closed-eye mindful writing include using unlined paper and just writing freely without concern about neatness or accuracy. Open-eye mindful writing can be done immediately after meditation or prayer to document your process. The following example is from a combination open- and closed-eye mindful writing session.

				“I am laying in my bed propped up on my elbow so that I can write. The only light is coming from my bedside lamp and when I just looked at the light I spun off into thoughts about how it is good that I am conserving electricity . . . good for the environment and good for my bank account. I’m closing my eyes and getting centered now. I’m trying to just observe those thoughts passing by and bring my attention back to my awareness of myself, my breathing, and this moment. My dog is barking . . . again I’m trying to bring myself back to the present moment as I let the sound of the barking fade into the background. In this moment I am focusing my awareness on the feeling of the sheets and the pillows and the mattress of my bed. The sheets feel . . . .”

				A JOURNAL ENTRY YOU CAN DO RIGHT NOW

				Quick Body Scan

				Purpose: To establish awareness and connection to your body in the service of cultivating mindfulness and empowering you to listen to what your body tells you.

				Take a deep breath and place your attention on the physical sensations you are feeling right now. How is your body positioned? What is the temperature of your body? Notice any particular sensations, good or bad, in your body starting with your head, moving to your neck, shoulders, arms, and hands, to your chest and abdomen, to your back and hips, and down through your legs, knees, and feet. Just write what you notice. Example: “I am sitting slightly hunched over in my computer chair with my legs curled under the chair. I am neither hot nor cold but maybe a little clammy. My head feels like it’s swirling . . . etc.” The body scan is a technique to develop mindfulness. If you choose to do this exercise, remember that sensations in our body change constantly and the scan is less for evaluation (i.e., positive or negative) but to heighten awareness, practice self-regulation of attention, and lessen any disconnectedness from your physical body.

				Important Considerations

				Journaling is not the best healing pathway for everyone. Some people find it too difficult to write without evaluating and criticizing themselves. Sometimes people may truly not be able to write more than a few words. For others, writing raises anxiety or is a negative experience for one reason or another. If you feel strongly that writing is not for you then you should not do it. Period. While it is sometimes important to push yourself beyond your comfort zone, this should be done carefully and with full respect for your needs at any given point in your healing process. It may not be the right time to travel the journaling pathway. Or writing just may not be a strategy that works for you at all. Acceptance of yourself and your needs is an important element of empowerment, and that may mean that one of the many other healing paths may be more effective for you. 

				Exploring painful experiences and feelings is difficult in any mode of expression, and some discomfort should be expected. However, it is important to be mindful of what Pennebaker calls the flip-out rule. The rule states, “If you feel that your writing about a particular topic is too much for you to handle, then do not write about it. If you know that you aren’t ready to address a particularly painful topic, write about something else. When you are ready, then tackle it. If you feel that you will flip out by writing, don’t write.” (p. 23)19

				Some days may be good writing days and other days may not. The bottom line of the flip-out rule is that you are in control and you don’t have to write. Adams offers a wave-riding metaphor for journaling that is very appealing. Think of the journaling process as an experience riding the waves of your inner world, and if you get a sense that you have gotten too far from the shore, then you just bring yourself back. Finally, if you do find yourself too far from shore and you are having trouble getting back to safety, it is time to find someone who can travel the healing pathway with you.23 Seeking help from a therapist or counselor can be an important step in the process and is strongly recommended at some point in your journey to well-being and empowerment.

				Conclusion

				“Be patient toward all that is unsolved in your heart.”

				—Rainer Maria Rilke

				There are multiple pathways to healing and empowerment for survivors of sexual violence. Many sexual violence survivors just want to get past what happened and live a “normal” life. The desire to put it behind you is natural. However, part of the process of getting to the life you want is to accept where you’ve been, face where you are now, and make movement toward transformative growth. I often tell my clients, “you have to go through it to get to it.” This means that the path to getting beyond the experience of sexual violence and its effects may not be smooth or easy. There will likely be rough terrain, obstacles blocking your way, and storms that slow you down. Journaling can take you “through it” and help you get closer to an optimal place of well-being and empowerment.

				With the growing body of research documenting the positive effects of writing on health and well-being, journaling is a method of intervention that is increasingly evidence based.13 Journaling can be a helpful addition to your toolbox of resources for your healing journey. The empowerment journaling approach described here is an orientation that places emphasis on the freedom and choice aspects of journal writing. Four core journaling options are variations and modifications of stream-of-consciousness writing, and five supplemental methods are more structured and give you additional options. It is recommended that you experiment with different strategies and assess which ones are a good fit for you. Journal writing can be thought of as an act of empowerment that essentially and fundamentally involves your voice speaking your experience in your own way at your own time. As you travel the path where journaling takes you, it is important to establish an internal foundation of compassion for and patience with yourself and your process. Ultimately, journaling requires a leap of faith—faith in the writing process and faith that there is a peace and power within you that wants to emerge and become stronger. Journaling is a process that can help you connect to and live from that peace and power.

				Suggested Online Resources

				www.empoweredeveryday.com (Dr. Shelly Harrell’s daily quotations with journaling prompts)

				www.journaltherapy.com (Kathleen Adams’s site, The Center for Journal Therapy)

				www.createwritenow.com (Journaling ideas and tips)

				www.peerspirit.com (Christina Baldwin’s site for writing workshops and circle groups)

				www.lifejournal.com (LifeJournal software for electronic journaling)

				www.davidrm.com (The Journal 5 software for electronic journaling)
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				Conclusion

				Thema Bryant-Davis

			

			
				Sexual violence is pervasive across demographic lines and can have long-term psychological, social, physical, economical, and spiritual consequences. The contributors have provided a wide range of potential pathways to recovery and empowerment. These pathways cover a range of issues that survivors of sexual violence are often left to confront, including the survivor’s thoughts, feelings, behaviors, and relationships. Included in the described recovery pathways are those that focus on challenging unhealthy thinking, uncovering unconscious thoughts, learning new coping strategies, developing positive spirituality, building helpful relationships, regulating a range of emotions, caring for one’s body, and expressing the unspoken experiences. These recovery processes have empowered numerous survivors to move from victim to survivor and even from survivor to thriver.

				It is important for therapists, survivors, and their support persons to gain a more inclusive view of the possibilities that may enhance the recovery process. While this focus on intervention is highly important, it is also critical for the reader to remember the necessity of prevention. There is a need to prevent first-time violations and also to prevent the repeated violations that survivors often experience across the life span. In other words, although there are pathways to recovery, this does not eliminate the need for the eradication of sexual violence. The larger aim is to empower survivors such that their risk for future violation is reduced and to intercede such that potential perpetrators do not engage in violent and abusive behaviors. 

				I would like to mention the limitations of this text. There are actually numerous healing pathways and, due to space constraints, I could not include chapters on all of them. There are three that I believe warrant your attention and consideration that are not included in this text: psychopharmacology, wraparound services, and expressive arts therapies. Medication has been an integral part of the recovery process for many survivors and is one pathway that survivors should be open to considering when needed and under the care of a psychiatrist or primary care physician. For those who make use of psychotropic medications, I would recommend their use in conjunction with therapy, not as a replacement for therapy. The second important approach is the use of wraparound services. This is especially beneficial for survivors of human trafficking and intimate partner violence. In addition to counseling, one may be in need of residential, vocational, legal, medical, and educational services. It is very difficult to get to a place of empowerment when one’s basic needs are unmet. Getting assistance with these needs while in a therapeutic environment is a core component of recovery for many survivors. Finally, while this text includes the use of expressive writing and yoga, there are a number of expressive arts therapies that survivors should consider. These include, but are not limited to, poetry therapy, drama therapy, dance therapy, art therapy, and music therapy. If you do not find the pathway that works for you in this text, it doesn’t mean that there is not a pathway for you. Continue to research and engage in different processes until you find one that is helpful for you.  

				Survivors have also healed through activism and social justice work. There are survivors who find empowerment in part by working to combat sexual violence. These survivors may work as rape crisis counselors, neighborhood watch volunteers, therapists, advocates, police officers, educators, or engaged parents. It is important to recognize that while social justice is laudable work, it is not a substitute for doing one’s personal work. After one has worked through their personal experience (possibly through one of the pathways described in this book), a next step to consider may be working to eradicate sexual violence in its various forms. This is one example of post-traumatic growth. The trauma or violation does not make us become better people, but the choices we make in our recovery can help us to grow and facilitate growth in the communities around us.

			

		

	
		
			
				

				General Sexual Violence Recovery Resources

			

			
				In addition to the books and journal articles mentioned in the chapters of this guidebook, please consider the following resources:

				Websites

				➢ National Sexual Violence Resource Center

				http://www.nsvrc.org

				➢ Sexual Assault Training and Investigations

				http://www.mysati.com/resources_new.htm

				➢ The National Child Traumatic Stress Network

				http://nctsn.org/nccts/nav.do?pid=hom_main

				➢ Rape, Abuse, and Incest National Network

				http://www.rainn.org

				➢ Prostitution, Research, and Education

				http://www.prostitutionresearch.com

				➢ Human Trafficking

				http://www.humantrafficking.org

				➢ Office for Civil Rights: Addressing Sexual Harassment

				http://www2.ed.gov/about/offices/list/ocr/sexharassresources.html

				➢ Feminist Majority Foundation: Addressing Sexual Harassment

				http://www.feminist.org/911/harass.html

				➢ National Coalition Against Domestic Violence

				http://www.ncadv.org

				➢ An Abuse, Rape and Domestic Violence Aid and Resource Collection

				A not-for-profit volunteer organization dedicated to fighting partner and family violence; includes resources for male survivors and partners of sexual assault survivors and lists of support services by state. 

				http://www.aardvarc.org

				➢ Hot Peach Pages

				An international directory of domestic violence agencies

				http://www.hotpeachpages.net

				➢ Male Survivors

				Information and resources for male survivors of sexual traumas, including locations of support groups by state

				http://www.malesurvivor.org/default.html

				➢ Office of Veterans Affairs: Veterans’ Support Groups

				Information about different veterans’ organizations and services for veterans

				http://ova.dc.gov/ova/cwp/view,a,1403,q,635841,ovanav,|32451|,.asp

				➢ Office for Victims of Crime

				Description of national organizations and services they provide for survivors of violence 

				http://www.ojp.usdoj.gov/ovc/help

				➢ Women’s Law 

				A list of organizations and groups, predominantly based in the United States, who provide services to individuals after sexual exploitation/prostitution/sexual trafficking  

				http://www.womenslaw.org

				Films

				➢ Rape is… (An educational film about sexual assault including personal testimonials)

				http://www.cambridgedocumentaryfilms.org/rapeis.html

				➢ No!: The rape documentary (A dynamic film about rape in the African American community)

				http://notherapedocumentary.org

				➢ Born into Brothels (and nine other recommended films on human trafficking)

				http://humantrafficking.change.org/blog/view/10_human_trafficking_films_to_watch
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