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This project is dedicated with gratitude and love to - 

Joseph - The first person to whom I told my “secret”. For 
your caring, compassion and support. 

The Group - My constant companions in our struggle to be 

whole. For your presence, your sharing and your 

friendship. I could not have come this far on my 

journey without you. 

Kevin - My therapist and friend. For your willingness to 

make the long and difficult journey with me. And 

for teaching me the meaning of Grace. 

GRACE 

From the beginning 

He gave of himself that I might grow. 

Slowly at first 

Until I learned to give bits of myself back. 

Things I had been taught could never be shared, 

Could never be known, could never be articulated. 

Infinitely patient, gently challenging, always encouraging. 

I noticed that as he gave pieces of himself 

He did not diminish, but continued to grow. 

This insight gave me courage; 

Courage to talk, courage to feel, 

Courage to heal. 

And the knowledge that Grace brings Hope.  
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INTRODUCTION 

The concern to be addressed in this project is pastoral 

care for adults who are survivors of childhood incest/abuse; 

specifically addressing how their incest/abuse experience 

affected their experience of and relationship to/with God. 

Issues integral to this concern include one’s personal image 

of God, spirituality, forgiveness, prayer/meditation, 

scripture, and one’s experience of organized religion. 

The study of human development, usually presented in 

terms of life crises or stages of personal growth, makes it 

clear that one must successfully move through the components 

of one stage in order to advance to the next stage of 

development. As is the case with other forms of trauma, 

childhood incest/abuse prevents successful movement through 

necessary developmental stages. This results in emotional 

disturbances including, but not limited to, inability to form 

intimate relationships, depression, anxiety, guilt, fear and 

low self-esteem. 

The study of religious/spiritual development is also 

presented in growth stages and is comparable in many ways to 

the stages of human development, often interrelated with 

mutual experiences determining the level of growth. Sandra 

Flaherty explains that beyond the sexual, relational and 

emotional dysfunctions, as well as the self-destructive 

behaviors, survivors also experience difficulty in 

relationship to their spiritual lives. Since the spiritual 

1  



life has much to do with relationship to the world, others, 

self and God, sexual abuse can have long-term effects on a 

survivor's ability to enter into any of these kinds of rela- 

tionships (Woman Why Do You Weep?: Spirituality for 

Survivors of Childhood Sexual Abuse, p. 4). 

For survivors who were raised as Christians the 

discrepancy between what they were taught about God and what 

they experienced as victims has drastically affected their 

ability to enter into a relationship with God. Many 

survivors abandon the practice of organized religion while 

many more struggle along trying to live their faith while 

continuing to blame themselves for their inability to grow in 

their relationship to God and others. This project is 

addressed to those wishing to build, improve or re-establish 

their faith, spirituality and relationship with God. 

The process of recovery for survivors often causes a 

spiritual crisis. Flaherty points out that the struggle 

through the pain and suffering of grief may raise theological 

questions about the meaning and purpose of life and the 

nature of God (p. 8). Although the last several years have 

produced a focus on spirituality/faith issues in the 

treatment of survivors, historically the focus has been on 

treatment of physical and emotional issues. Current research 

documents the desire of survivors to receive direction and 

guidance in the areas of spirituality and faith. Many 

secular therapists feel that their training and expertise do  



not include these issues and a trend is developing of 

referral of clients to trained ministers to deal specifically 

with these issues, while the therapist retains responsibility 

for general treatment. 

It has been my experience through the Rape Crisis Center 

in Paducah, KY and as a member of a support group for Adult 

Survivors, that survivors have a need for guidance and 

direction on these issues. God, faith and spirituality 

issues are routinely discussed at group meetings and the 

frustration at the lack of direction is evident. lt" is 

particularly notable in contrast to other treatment issues 

discussed where there seems to be an abundance of proven 

methodologies for dealing with the various issues of 

recovery. 

In an informal survey of ministers and therapists in the 

area, there was much interest expressed in the development of 

a resource that deals specifically with the faith and 

spirituality issues that confront survivors. The ministers 1 

spoke with, while comfortable in dealing with faith and 

spirituality issues in general, agreed that a basic under- 

standing of the dynamics of how the incest/abuse affects 

these particular issues for survivors would be helpful and 

often necessary for them to be effective in their ministry to 

this population. During these discussions and subsequent 

research it became apparent that a group format would be the 

most effective way to facilitate this process, as the  



interaction and sharing promotes further understanding of 

one’s experience. 

"The life of faith is an ongoing task of building and 

rebuilding. The process of reconstructing begins when the 

question of God is asked. This process of rebuilding has 

been labeled conversion by those interested in the spiritual 

life. The process of questioning transforms our former ways 

of seeing and relating to God and invites new images and 

modes of being. It is a recreation of our relationship with 

God and a healing of the wounds which have kept us distant” 

(Flaherty, p. 9). 

Developing the format for this group process involved 

four major components: research of available material 

pertinent to this project, attendance at selected seminars on 

sexual abuse, six group sessions for the purpose of 

theological reflection on this pastoral concern and 

professional review and feedback on the information compiled. 

To evaluate the project, this format was then used to conduct 

a series of groups with individuals who had not previously 

dealt with these issues. 

It should be noted that, while this writer is very much 

aware that survivors of incest/abuse are both male and 

female, the participants in this project were all female. 

Although much of the information would be relevant to every 

survivor, including the issues of feminine images of God and 

sexism, there are important issues relative to male survivors  



that are not addressed in this project. Both the theological 

reflection group and the evaluation group consisted of women 

belonging to various religious denominations as well as women 

who did not belong to any organized religious group. 

The Group Format Outline (Appendix B) was developed 

based on the theological reflection of the survivor's group 

convened for that purpose as well as the research of 

available material. The seven members selected for the 

theological reflection group had been in recovery/treatment 

for at least two years and had dealt, to varying degrees, 

with the issues pertinent to this project. All but one of 

the women are members of the ongoing support group to which I 

belong and were chosen based on their level of healing and 

their willingness to participate. I feel they are 

representative of survivors’ experiences in general. Further 

information obtained from the reflection group and the 

evaluation group are also presented in this project. 

As this project was developed for use by ministers and 

therapists in conducting group sessions with survivors, it is 

important that those intending to implement this process 

become familiar with the resource literature used in the 

development of the process. Therefore, a large portion of 

this project summary is devoted to an overview of the 

research literature. This includes the books assigned to 

group participants as well as those used to present 

information to the group.  



This project has a great deal of personal meaning to me 

as an incest survivor. I chose this project because of my 

own need to examine these issues as well as the apparent need 

of other survivors to do the same. During the process of my 

personal therapy and recovery work, I have done extensive 

reading on these issues over the last three years. There 

seems to be a lot of religiously oriented material that advo- 

cates prayer and "giving our past to God" as the only 

necessary methods for overcoming incest/abuse experiences. 

have come to refer to this type of literature as the "pray 

yourself well” series. I not only find this approach offen- 

sive, but actually damaging in some cases. It almost com- 

pletely ignores all scientific research in the areas of 

psychology and human development as well as minimizing the 

need of survivors to work through the stages of healing 

necessary to place their experiences in a healthy perspec- 

tive. As a result, some survivors who read this type of 

literature and attempt to implement its methods, feel they 

are incapable of healing because they continue to experience 

difficulty with their faith and spirituality. 

Although no method is totally inclusive and issues will 

continue to arise that need to be addressed, I feel that the 

study of the recommended material in this project provides a 

thorough overview of the main issues involved. Survivors who 

choose to do individual study on these issues will also find 

these resources helpful.  



11. SYNOPS1S OF PROJECT LITERATURE 

This section will address the primary books and articles 

used to prepare for facilitating and participating in the 

project groups. Although the bibliography found at the end 

of this project paper lists additional resources, the 

references found to be most helpful in addition to those 

summarized below, are noted. 

Resources for Incest/Sexual Assault Treatment Issues: 

Jackson, Thomas L., Randal P. Quevillon and Patricia A. 
Petretic-Jackson. "Assessment and Treatment of Sexual 
Assault Victims.” (Appendix A) 

This article presents most concisely an overview of 

assessment and treatment of sexual assault victims. 1t is 

included as an Appendix for those pastoral counselors or 

ministers who do not have a background in sexual abuse 

issues. 

Sanford, Linda T. Strong at the Broken Places: Overcoming 

the Trauma of Childhood Abuse. 
  

Linda T. Sanford is a psychotherapist who had worked 

with adult survivors of child abuse for more than 10 years 

when she wrote this book. She studied adults who had 

survived extensive child abuse (often including sexual 

abuse), worked on their issues in therapy, and gone on to 

become strong productive adults. The focus of the book is 

what went right in these survivors’ lives and what they had  



done to accomplish this level of healing. The approach is 

positive and realistic and not just another "depressing book 

about child abuse. 

Strong at the Broken Places is a summary of Sanford’s 

extensive interviews with 20 healthy and successful adult 

survivors, age 36-60. Interspersed with the survivors’ own 

stories are facts and quotations from child abuse experts 

that support the survivors’ experiences. This information is 

helpful in providing a framework for understanding the 

survivors’ stories and supplying widely accepted, basic 

information about the effects of child abuse. 

Having researched a number of these types of books for 

use in this project, I found this one helpful in summarizing 

what healthy survivors have in common. These common factors 

can be used as a basis for assisting individuals in setting 

priorities in treatment. Particularly relevant was the 

discussion of belief systems and their relationship to the 

abuse. 

None of the survivors interviewed felt that they 

deserved the abuse they received. None believed that their 

abuse was the will of a god, punishment for their sins, or a 

“choice” the victim made in order to learn spiritual lessons. 

They recognized such belief systems as yet another elaborate 

control mechanism in which inappropriate guilt masquerades as 

faith. 

Another common factor in Sanford’s findings is the  



ability of survivors to stop denying their abuse. Refraining 

from denial is a very difficult step for survivors. Many 

that were interviewed for the book had to choose literally 

between being alienated from themselves and reality or being 

alienated from family members who still denied the abuse. 

Corresponding to much of the other serious literature on 

this subject, Sanford’s findings validated the need to work 

through the grieving process. Those interviewed saw their 

recovery as a grieving process and accepted that they had to 

go through the phases of grieving: denial, anger, 

bargaining, sorrow (and perhaps depression), and acceptance. 

I have always been more comfortable viewing recovery from 

abuse as similar to recovery from other losses and tragedies 

of life, which require working through the phases of grief. 

Those who felt they had successfully recovered were able 

to say that they had become comfortable with their feelings 

and had restored the interpersonal ability to confide in and 

trust others. They were able to both give and receive love. 

It is generally agreed that learning to receive love 

comfortably is one of the more difficult tasks of this type 

of recovery. This ability directly affects one’s 

relationship with God and is a major point of discussion in 

the group process. 

Although there were many other common factors explored 

in this volume, one final one that I consider to be of 

extreme importance is the ability of a survivor to see  



herself as being more than just a survivor of abuse. Those 

in recovery spend massive amounts of time and energy learning 

about trauma and expressing their feelings in therapy. This 

should be seen as an intermediate point on a continuum; not 

the final destination. Each one has an identity beyond that 

of a “survivor.” It has been my experience that this concept 

must be stressed repeatedly in order for those in recovery to 

maintain a perspective on their situation. 

I found this a very useful book. It is well-written and 

will be helpful to survivors who are well along in their 

process as well as to those just beginning. I think it would 

also be a good book to give a friend or family member who 

does not understand the issues involved in this process. The 

extensive use of references to and quotations from the pro- 

fessional literature in the field validate both the author’s 

opinions and the survivors’ personal experiences. 1 

appreciated Sanford’s realistic approach and her compassion 

for survivors. An interesting note: The title of this book 

comes from Ernest Hemingway, who wrote, "The world breaks 

everyone and afterward some are strong at the broken places.” 

Lison, Karen and Carol Poston. Reclaiming Our Lives: Hope 

for Adult Survivors of Incest. 

This book was written by an incest survivor (Poston) and 

a therapist specializing in treatment of survivors (Lison). 

This book is excellent; well written and concise. It adds 

further verification to the already considerable amount of 
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research I have done on the common issues of survivors. 

Chapter 1 begins with the presentation of statistics and 

a discussion of myths commonly held about incest survivors. 

Even though each person’s history involves an infinite com- 

bination of factors, those that researchers are investigating 

include degree of violence used, age difference between 

perpetrator and victim, closeness of the relationship, 

frequency of abuse, and availability of stable role models 

outside the family. Biologically predetermined personality 

characteristics are also taken into account. 

The information in the book is based on this research as 

well as information obtained from in-depth interviews, 

conducted jointly, of nearly fifty survivors and several 

therapists who specialize in treatment of survivors. They 

found that the type of damage was reasonably predictable and 

that there was a surprising consistency in the problems 

incest survivors had all struggled to overcome. Portions of 

these interviews are interspersed throughout the book. 

The first issue discussed was the sheer survival 

(emotional and physical) of the actual incidents. The 

central issue faced as an adult is that of trust. Next on 

the continuum came self-esteem/self-confidence, followed by 

some degree of sexual dysfunction and attitude toward one’s 

body (including physical problems). 

Chapter 2 investigated the survival tactics of children. 

These responses were divided into three categories: 
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psychological, physical and manipulative. The point of 

looking at a survivor's tactics as children is that survival 

techniques learned in childhood can become disabilities in 

adulthood. The learned functional adaptations are not 

appropriate in adult situations. Survival tactics explored 

included dissociation (psychological), avoidance and running 

away (physical), and making deals or accepting bribes (man- 

ipulation). 

Chapter 3 deals with the issue of one’s "lost child- 

hood.” Common occurrences reported in the interviews 

included social isolation and being forced into adult care- 

taker roles and adult sexual roles. 

The significance of trust is the subject of Chapter 4. 

Based primarily on psychiatrist Erik Erikson’s research in 

child development, the authors contend that basic trust is 

the cornerstone of personality development. Aside from de- 

bating the specifics of personality development, I do agree 

with the authors that the most significant and deep-rooted 

violation the incest survivor faces is the betrayal of trust 

in her childhood. It seriously affects all other aspects of 

a survivor's life including her ability to trust her own 

perceptions. 

This chapter also deals with the subject of the mother’s 

involvement and the survivor's relationship to the mother. 

In all of the available literature as well as personally 

talking to many survivors, it has become clear that there is 
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very little agreement on this subject. Opinions range from 

believing that any mother can discover the incest if she 

chooses to acknowledge it to believing that some mothers 

truly do not have a clue about what is occurring and deserve 

no blame. I feel that the authors fairly presented a 

balanced overview of this issue. 

In Chapter 5 the reasons why power and control become 

major issues for a survivor are examined. Pertinent to this 

project were the findings from the author’s case studies that 

showed a high percentage of clergy have been party more to 

stigmatizing than healing. It seemed to me that this finding 

was based mainly on survivors’ experiences of being urged by 

clergy to forgive their abuser and to consider their “role” 

in the offense. Although this has not been my personal 

experience, 1 have also heard this many times from the women 

involved in the groups I conducted for this project. If this 

is in fact true, there is a serious need to educate clergy on 

this topic. 

Chapter 6 addresses the subjects of sexuality and 

intimacy. Included are discussions on power and control 

issues, body image and experiencing flashbacks during sexual 

activity. Education of survivors about healthy sexuality is 

important. The flashbacks, the overlay of past memory on 

present sexual functioning, the confusion between being 

sexual and being attractive, and the tremendous distortion of 

the world that incest survivors must live through make sexual 
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intimacy an intricate maze, confusing in its twists, turns, 

and blind alleys (Poston & Lison, p. 178). 

Chapters 7 and 8 deal with recovery and the healing 

process. Poston and Lison developed "The 14 Steps of Growth 

for Survivors of Incest” and this is now widely used in 

treatment programs. They also provide an excellent summary 

of "recovery tips” that have been compiled through their many 

interviews. There is an excellent section on forgiveness, 

which is also a much debated topic in this process. 

Recovery literature in general always refers to God or 

spirituality as a "higher power.” The authors’ research 

showed that some survivors are firm believers in 

Christianity, Judaism, or another major religion while others 

do not name a divinity but depend on a Supreme Power outside 

themselves. Many survivors listed spirituality or a belief 

in God as the single most important element that helps them 

to heal. 

In trying to answer the question about why most 

survivors want to believe in a Supreme Power, the authors had 

this to say about Christianity: 

In the case of those drawn to Christianity, one 

reason is the power of the figure of Christ. Many 

survivors identify with His suffering, His com- 

passion for others, and His triumph over sin and 

death. They are confident that He can understand 

their pain, having suffered the cross. There is 

nothing remote or cold about the figure of Jesus 

Christ (pp. 243-244). 

Daily prayer, meditation or reflection is commonly mentioned 

in most all of the literature on this subject as an important 
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part of recovery. 

Other helpful resources: 

Bass, Ellen and Laura Davis. The Courage to Heal: A Guide 

for Women Survivors of Child Sexual Abuse.   

Finney, Lynne D. Reach for the Rainbow: Advanced Healing 

for Survivors of Sexual Abuse.   

Resources for Presentation and Discussion (Section II, A., 

B., C.; Group Format Outline; Appendix B): 

Oser, Fritz and Paul Gmunder. Religious Judgement: A 

Developmental Approach. 
  

This theory of a developmental perspective of religious 

judgment addresses those factors which pattern behavior in a 

religious relationship. It deals with the relation of 

persons to an Ultimate in concrete situations and investi- 

gates how persons integrate this Ultimate into these concrete 

life-situations and how they attempt to comprehend it 

symbolically and conceptually (Oser & Gmunder, p. 4). The 

authors’ concern is to emphasize the distinct differences 

between the philosophy of religion and the psychology of 

religion. Only the former can supply a normative and 

principled framework, while only the latter is able to 

validate it empirically (Oser & Gmunder, pp. 6-7). 

Chapter 1 begins with an explanation of the stages of 

religious judgment. The authors use five stages, beginning 

with what is typically considered a child's view of the 

Ultimate and how the Ultimate relates to the world. Each 

stage is qualitatively more complex and more integrated than 
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the one preceding it. The main thesis is that religious 

identity/personality is a reflective process that develops 

primarily from important life experiences, incorporating 

previous experiences as we progress in this process. 

The authors then proceed to define the term religious 

judgment. In a general sense the term refers to persons 

processing their life experiences in a religious mode, 

assimilating narrative texts, such as the Bible, in a 

religious mode and participating in the life of a religious 

community. The authors then go on to discuss the many facets 

involved in determining the structure of religious judgment. 

This structure involves what is referred to as a 

person’s regulative system, which is the capacity for 

differentiating and integrating elements such as freedom, 

faith, hope and sacredness. The religious judgment is the 

expression of a person’s regulative system which, in certain 

situations, evaluates the individual’s relation to the 

Ultimate (Oser & Gmunder, p. 20). The relational reasoning 

is the decisive element of stage determination. 

What follows is a very lengthy discussion of six sets of 

polarities that are described as substantive elements which 

belong to the description of religious judgment: freedom vs. 

dependency, hope vs. absurdity, trust vs. anxiety, eternity 

vs. ephemerality and functional transparency vs. opaqueness 

(magic). The aforementioned dimensions determine the 

religious judgment of people in such a way that a higher 
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stage facilitates a qualitatively better, more adequate 

equilibrium between the conceptual pairs. In the end, the 

process of constructing an equilibrium between the various 

polar dimensions constitutes the religious construction of 

reality (Oser & Gmunder, DP. 32). 

A very interesting point was made about the difference 

between knowledge-structures and deep-structures. Religious 

judgment is a deep-structure. A person can possess a 

substantial amount of religious or theological knowledge 

while, nevertheless, being incapable of coping with critical 

life-situations. This is a very important distinction for 

abuse survivors as they retain information but have 

difficulty applying it to life situations. 

This chapter ends with an overview of previous research 

on the development of religious judgment. Of particular note 

are the discussions of Fowler's stages of faith and 

Kohlberg’s theory of religious development. The authors are 

critical of Fowler's work as they feel his theory is too 

closely correlated with physical maturation and is more 

concerned with holistic faith and not with general 

religiosity. These authors build their theory on Kohlberg’s 

work (as did Fowler) and Chapter 1 ends with a summary of 

Kohlberg’'s major principles. 

The first chapter of this work was the most relevant to 

this project and provided a basis for discussion of many 

issues which were presented to provide a framework for under- 

standing the process of religious/spiritual development. Of 
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particular import to this group was the concept that coping 

with serious life contingencies results in significant growth 

in our relationship to an Ultimate. OQur relationship with an 

Ultimate does not happen only in coping with contingencies, 

although these situations cause it to surface more. 

Chapter 2 deals with the term mother-structure. The 

authors contend that religious identity, including religious 

judgment, constitutes its own essential, independent life 

category. Religious judgment/identity is not a sub-structure 

of another category; it is its own independent domain. The 

religious mother-structure represents, therefore, a unique 

form of knowing of concrete situations with the aid of the 

seven polar dimensions. This form of knowing cannot be 

reduced further, and it does not refer to morality (Oser & 

Gmunder, PP. 53). It is how we construe all of life's con- 

tingencies in relation to an Ultimate. 

The essence of Chapter 3 consists in the depiction of 

the developmental logic of the stages of religious judgment 

(Oser & Gmunder, p. 57). This chapter presents the research 

used by the authors in arriving at their stages of religious 

development. There is a discussion about the difference 

between content and structure. The structural religious 

dimensions are distinguished by content determinations. This 

then leads into a discussion of stages, which is the movement 

from one step to the next. The formal qualities which 

describe the individual stages are: qualitative differen- 
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tiation, sequentiality, holism, and the incorporation of 

lower stages into higher ones (Oser & Gmunder, p. 63). Each 

of these qualities is then presented relative to each of the 

stages of religious judgment. What follows is a technical 

description of the content of the stages as derived from the 

research of the authors. Reference to the incorporation of 

previous research in this area and the use of graphs and 

matrices are helpful in understanding the material. 

Chapter 4 is an explanation of the methodology used 

the authors to measure religious judgment. The method 

consists of a clinical interview utilizing standardized 

questions and nonstandardized questions relating to the same 

religious dilemma presented to each person. The person’s 

system of religious reasoning is then measured by their 

responses. Excerpts from actual interviews are presented as 

a means of explanation as well as the mathematical formula 

for calculating the scores. 

Chapters 5 and 7 continue the technical explanation of 

the methodology of this research project, i.e. how to 

validate empirically the stages postulated. As I am not 

interested in learning how to conduct a research project of 

this magnitude, I found the relevant text to be the summary 

of findings. For example: the majority of the population 

remains at stages 1-4, no denominational differences were 

discovered, persons in old age seem to judge again at lower 

stages and members of the middle and upper classes seem more 
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likely to develop higher stages of religious judgment than 

members of the lower class. 

The authors summarize: "If theology wants to unearth 

the possibilities for future faith education, it becomes 

necessary to do theology decisively from the perspective of 

structural development.” This is the main point of Chapter 

8 which presents the educational implications and 

applications of the theory of religious judgment as 

postulated by the authors, especially in the teaching of 

moral and religious texts. Specific biblical texts are 

presented as examples of how the various stages of religious 

judgment affect one’s interpretation of the text. 

I found this to be an interesting and helpful book which 

adds additional depth and understanding to the previously 

studied patterns of religious faith development. 

Johnson, Elizabeth A. She Who Is: The Mystery of God in 

Feminist Theological Discourse. 

This volume consists of four parts. Part I provides 

context and background for establishing the need to examine 

the issue of speech to and about God. Part II gathers assets 

from women's articulated experiences, from Scripture, and 

from classical theology, which can serve as resources for an 

emancipatory pattern of speech about God. Using these 

resources, Part III explores a theology of God starting out 

from below, beginning with the vivifying and renewing Spirit 

as God’s presence in the world and then exploring in 
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succession speech about each of the “persons” of God's 

Trinity (Johnson, p. 13). In Part IV female symbols are 

explored, including continued discussion about God's Trinity 

and the relationship of female symbols of God to suffering in 

the world. Johnson's hope is that the path ventured upon in 

this book will be suggestive of lines of thought and action 

that proceed deeper into justice toward women and right 

speaking about God, which are inseparable (p. 12). 

The emphasis of Chapter 1 is that speech to and about 

God is a key activity of a community of faith. The phrase, 

"The symbol of God functions. , is used numerous times in 

this chapter to stress that our way of speaking about God is 

a crucial theological question. Johnson provides a 

historical perspective of how references to God have changed 

with time and culture as has all human speech. 

In Part I Johnson presents the basis of feminist 

theology and the focus of this movement. She speaks of the 

global intent of feminist theology and the call for a 

transformation of the whole community. Based on the fact 

that sexism is sinful, Johnson provides a historical analysis 

of the subordination/oppression of women. In explaining how 

sexism expresses itself in social structures and personal 

attitudes and actions, Johnson focuses on how androcentric 

thought has promoted patriarchy. The process of incultura- 

tion is presented as a means by which all sins of exploita- 

tion have been promoted.  



Relative to this project, there 1s an excellent 

discussion about the demise of theism that has arisen from 

the protest against the occurrence of radical suffering in 

history. In response to the insufficiencies of classical 

theism, many theologians have been seeking other ways of 

speaking about God. These theological efforts are leading to 

discourse about the liberating God, the incarnational God, 

the relational God, the suffering God, the God who is future, 

and the unknown, hidden God of mystery (Johnson, p. 21). 

The remainder of Chapter 2 deals with the work feminist 

theology engages in, with the critical principle being the 

promotion of the full humanity of women. Johnson refers to 

the essential relations of all persons as anthropological 

constants which mutually condition one another and are 

constitutive of the humanity of persons. This discussion 

ties in well with the analysis of sexism and the historical 

perspective of dominance/subordination. 

Chapter 3 deals with the actual use of the term "God," 

and feminine symbols and images of God. Johnson endorses the 

ideal of language for God in male and female terms used 

equivalently, as well as the use of cosmic and metaphysical 

symbols. The main point is, however, that male and female 

images have not been, nor are they now, equivalent. 

In Part II, Chapter 4 is about the resource of 

experience in providing ways of speaking about God; and more 

specifically the experience of feminist conversion. The 
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Christian tradition as it relates to feminine experience and 

our experience of self are major topics of discussion in the 

group project, and this section was very helpful. Personal 

development of the self also constitutes development of the 

experience of God; loss of self-identity is also a loss of 

the experience of God (Johnson, p. 65). The relationship 

pattern of mutuality is consistently promoted and for many 

women is a new way of analyzing relationship experiences. 

Chapter 5 is about the use of Scripture as a resource 

for emancipatory speech about God. Johnson discusses the 

three major biblical references used as female symbols when 

speaking about the mystery of God: spirit, wisdom and 

mother. The major focus is on wisdom, or Sophia (Greek 

translation), as Johnson refers to it from this point 

forward. Johnson also presents the veneration of Mary in a 

positive light. She says, "In devotion to Mary as a 

compassionate mother who will not let one of her children be 

lost, what is actually being mediated is a most appealing 

experience of God." 

Chapter 6 is basically an historical overview of 

classical theology as a resource for developing speech about 

God. It presents an overview of Jewish and Christian 

traditions as well as the development of Catholic doctrine. 

I think the main point was to show the necessity of many 

names for God in the process of "'doing” theology. 

Part III is about the three persons of the Trinity 
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referred to by Johnson as Spirit-Sophia, Jesus-Sophia and 

Mother-Sophia. Chapter 7 discusses how the presence and 

absence of the Spirit is mediated; through the natural world, 

through personal and interpersonal experience and through 

macro systems that structure human beings as groups. The 

Spirit signifies a power that does not arise from human 

initiative and is an important concept to individuals with 

control issues. As compared to the other parts of the 

Trinity, language about the Spirit is most commonly full of a 

wide range of metaphors. 

The remainder of the chapter is about the use of Spirit 

throughout Scripture. Feminist metaphors for Spirit that are 

addressed include friend, sister, mother and grandmother. 

Chapter 8, "Jesus-Sophia’, starts out by addressing the 

touchy issue of the maleness of Jesus and what this implies; 

i.e. more of an affinity between maleness and divinity which 

is the basis for androcentric anthropology. Johnson's 

response to this issue relates back to the discussion of 

anthropological constants which are constitutive of all 

humanity. If you change any one of the constants, a 

different person results. Johnson refers to this as a 

multipolar anthropology. Amid a multiplicity of differences 

Jesus’ maleness is appreciated as intrinsically important for 

his own personal historical identity and the historical 

challenge of his ministry, but not theologically determina- 

tive of his identity as the Christ nor normative for the 
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identity of the Christian community (Johnson, p. 156). This 

was a very interesting discussion! 

The remainder of this chapter deals with the message of 

Jesus’ ministry and its meaning for all humanity. 

Specifically highlighted are stories of the women disciples 

in Jesus’ life. 

Chapter 9 is about how we speak of God relative to our 

existence. The most fundamental human relationship of parent 

and child is the analogy most commonly used. Although women 

have the primary role in bringing new life, Christian speech 

refers to the origin and care-giver of all things as Father. 

Although use of either gender would be appropriate, the point 

seemed to be that such language should not be taken 

literally. However, the chapter then proceeds to justify use 

of the mother symbol for God! The material is useful in 

expanding one’s concept of the transcendence of God, but 

somehow doesn’t fit with Johnson's main point (with which I 

agree). 

Part IV again takes up the symbol of the Trinity. In 

addition to critical concern about the Trinity's loss of 

connection with religious experience and its overliterali- 

zation in Christian imagination, feminist theology raises 

another critique; that this symbol is used to sustain the 

patriarchal subordination of women through both its male 

imagery and the hierarchical pattern of divine relationships 

inherent in the structure of reigning models of the symbol 

25  



itself (Johnson, p. 193). Chapter 10 then examines ways of 

freeing the Trinity symbol from literalness through changes 

in imagery and structure. This is a very compelling 

discussion which offers alternative ways of viewing the 

Trinity, all of which seemed to me to be appropriate. 

Chapters 11 and 12 deal with the many ways of speaking 

about God from a feminist perspective, particularly in 

relation to suffering and evil. Mutuality and equality in 

relation to God is stressed, and the development of a more 

inclusive way of speaking is the main premise. 

This is an excellent book and should be required reading 

for anyone brave enough to debate the issues of inclusive 

language and the need for equal and just images of God! 

Other helpful resources: 

Fowler, James W. Stages of Faith: The Psychology of Human 
Development and the Quest for Meaning. 
  

Wicks, Robert, Richard Parsons, and Donald Capps, eds. 
Clinical Handbook of Pastoral Counseling. (selected essays) 

Resources Assigned to Group Participants (Section II, D., E., 
F.; Group Format Qutline; Appendix B): 

Flaherty, Sandra M. Woman, Why Do You Weep?: Spirituality 
for Survivors of Childhood Sexual Abuse. 

The contents of this book are arranged in seven chapters 

which parallel the stages of grief; remembering (shock, 

denial), sorrow, depression, fear, anger, acceptance and 

forgiveness. These grief stages are related to the process 

of recovery for victims of childhood sexual abuse with 

26  



special attention given to the spiritual aspects of each 

stage. The main purpose of the book is to offer guidance to 

survivors in developing their own spirituality and relation- 

ship with God. The premise is that survivors of sexual abuse 

were not only violated physically and emotionally, but were 

wounded spiritually as well and therefore healing must 

include spirituality as well as emotions. 

Ms. Flaherty uses Scripture passages throughout the 

book, both to support her premise and as part of exercises 

and activities suggested to facilitate healing. I found the 

Scripture to be very carefully chosen and appropriate to the 

theme being addressed. She shares personal stories of her 

own recovery and frequently cites recognized professional 

sources regarding generally accepted basic information about 

sexual abuse and the process of recovery. Thus, although it 

is not the intent of the book, Flaherty manages to present a 

brief but thorough outline of the effects of sexual abuse as 

well as proven treatment modes. 

This book is easy to read. Ms. Flaherty’'s explanations 

are clear and understandable and for the most part, don’t 

require any prior education in sexual abuse issues or 

religion/theology in order for them to be helpful. The one 

exception to this might be the section where she suggests 

visiting stations of the cross and adapting the stories to 

our own trials, yet she does not explain what the stations of 

the cross mean in their traditional form. The book is 
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written from the perspective of being raised in a Catholic 

tradition and several references to this can be found. For 

example, there are references to the rosary and Church 

teaching on forgiveness, reconciliation and sexuality. I 

personally found that helpful, but can see where that could 

be confusing for someone of another religious tradition. 

This volume was assigned reading for the reflection 

group and the evaluation group. Included in Flaherty's 

discussions are hopeful and practical exercises for helping 

readers to re-establish a positive connection with God as a 

source of healing strength. Flaherty encourages readers to 

pray, to vent our entire range of feelings with God, and to 

listen intently for a response. Her practical suggestions 

for clearing and quieting the mind, her healing meditations 

and her suggestions for positive ritual were very helpful for 

the group. It is a book that makes survivors feel more 

“normal” about why we feel and respond the way we do and 

provides a format for examining these feelings. 

Ms. Flaherty also touches on the issues of feminine 

images of God and women in Scripture. This topic is pursued 

in a more in-depth manner through Elizabeth Johnson's book, 

She Who Is. 

Although this book is not addressed specifically to 

spiritual directors, pastoral counselors, or therapists 1 

think it can be quite useful to anyone working with survivors 

in this context. The chapters on forgiveness and anger are 
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particularly helpful, judging by my own experience and the 

response of the members of the project groups. This book 

accurately acknowledges the perspective and feelings of abuse 

survivors and offers a practical format for working on these 

18s8uUues. 

Duke, Horace. Where Is God When Bad Things Happen? 
  

Horace Duke is a pastoral counselor and adjunct pro- 

fessor who holds a doctorate of ministry degree in pastoral 

counseling. This book was assigned reading for members of 

the reflection and evaluation groups. 

The book was, of course, immediately compared to 

Kushner’'s book, When Bad Things Happen to Good People. 

Kushner’s premise is that God does not cause or allow evil 

things to happen; that is just the way life is. This book 

accepts that premise, but actually addresses the issue of 

where God is in the experiences of tragedy and loss. Duke 

says it is a book about faith. I see it as a book that 

encourages us to consider a different approach to the way we 

view faith and God. Duke's book is based on his work with a 

spiritual values therapy group on a mental health ward of a 

hospital and his experience with individuals suffering from a 

terminal illness. 

Duke begins by providing an excellent discussion about 

our need to make sense of suffering and evil in an attempt to 

accept it. Asking “why” is one way to express the pain felt 

in the aftermath of tragedy. He refers to Paul Tillich’'s 
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writings in The Courage To Be, where Tillich speaks of the 

"why" kind of question. Such a question does not make a 

request for information; it is an expression of one’s state 

of existence rather than a formulated question. Tillich 

calls the state of existence expressed in the question of why 

a "state of estrangement.” This sense of estrangement indi- 

cates some level of awareness that one is estranged from 

others and self and from God. This sense of estrangement is 

very acute in those who have suffered serious abuse and/or 

loss. 

Another important point of discussion in this book dealt 

with the relationship between faith and feelings. Faith and 

feelings are not synonyms. The core of what one believes 

must be a commitment to faith, not feelings (Duke, p. 32). 

Faith is the dynamic that allows one to overcome feelings. 

Faith keeps a person from being totally limited by facts. 

The essence and meaning of faith is the capacity to live 

empowered by a relationship with “something” or “someone” in 

whom I believe, regardless of what I know by fact or accept 

by feeling (Duke, p. 32). I think this is a vital 

distinction, particularly in my work. Survivors become 

overwhelmed with their strong feelings and these feelings, in 

a sense, become their beliefs. 

Much of the book entails discussing and dispelling 

inaccurate assumptions we have been taught. For example, 

basing our belief about God on a retribution theology, 
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viewing tragedy as a means for God to test us or believing 

that God controls all human behavior. These discussions are 

illustrated by actual interviews with patients and ring true 

when compared to my experiences and study. 

There is a discussion about the experience of prayer and 

the use of Scripture to validate our beliefs. There is also 

an excellent chapter exploring the meaning of grace. Duke's 

conclusion is that grace is God present and alive. Grace 

does not mean that God changes things but that God is with us 

whether things change or not. Grace is the power to see life 

as it is, admit it is wrong at times and still know in the 

core of our being that it is all right. In the mystery of 

grace, God and humanity are compelled to rely, in faith, one 

on the other (Duke, p. 118). 

Duke ends with a discussion on the generally recognized 

phases involved in recovery from significant abuse. I have 

found these phases to be basically consistent throughout all 

of my research, however, the labels have been varied. Duke 

outlines four major phases; the decision, the re-engaging, 

the restructuring and the integration. The decision 

acknowledges the event and accepts responsibility to deal 

with it. The re-engaging is the part of the therapy process 

where one deals with memories and suppressed/repressed 

feelings. The restructuring is the main therapy process of 

learning to integrate what happened. The integration is 

continuing the gradual process of psychological and spiritual 
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integration. 

I think this is an excellent book and I prefer Duke's 

"theology" of God's presence to any I have encountered to 

date. His basic theory of God’s whereabouts during tragedy 

or loss is that God is within us, with us and in us. The 

following section of Chapter 4 summarizes what I believe to 

be the premise of the entire book: 

Considering new possibilities concerning God's 

presence in our life and how God is the ground and 

source of our being does not change the reality of 

God. Rather, it expands one’s understanding of 

how God relates to us. This view 1s grounded in 

the message of grace and the progressive under- 

standing of the nature of God as recorded in the 

Bible and the experiences of men and women of all 

times. Concisely, God is unwilling and thus unable 

to control human experience. God is unable to control 

human experience because of the Divine choice to enter 

into a creative process with the creation. God is 

not some existential remoteness who has wound up the 

world like a toy and is out there somewhere watching 

to see how it will run. Nor 1s God a master manipula- 

tor, playing with the world like a kid with a remote- 

controlled robot. God has chosen to relate to our 

world in a creative process where Divinity can be a 

part of humanity. Creation is the expression of the 

Divine choice to enter into an ongoing process as 

opposed to accomplishing a single act. God chooses to 

be with us, 1s willing and able to enter into human 

experience, is living with us. God's "with-us-ness’ is 
uniquely exemplified in the life, death and resurrec- 

tion of Jesus of Nazareth. It is ultimately expressed 

in the daily life and death of individual persons. 

Rupp, Joyce. May I Have This Dance? 

This book is divided into twelve chapters, one for each 

month of the year. Each month, or section, explores a 

different topic relative to developing one’s spirituality and 

relationship with God. Included in each chapter are prayer 
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suggestions, guided meditations and exercises for reflection 

and journal keeping. This book was assigned reading for 

members of the reflection and evaluation groups. 

The prayers at the end of each section were useful for 

those who have trouble with spontaneous prayer and need 

something other than the "old stand-bys’; something that says 

what they really mean. Reflection and journaling are 

integral parts of therapy for survivors which makes Rupp’s 

use of these methods familiar territory for survivors. 1 

provided us with a comfortable format to deal with new 

issues. The use of Scripture passages and suggested 

Scripture readings is very helpful for those who have no 

background in Scripture study and have a need to find 

relevance to their own situations in Scripture. 

January's chapter, "The Road of Life,” deals with an 

assessment of the key events and experiences of the previous 

year and reflection on priority needs for the coming year. 

Suggested Scripture passages which use the road as an image 

of the spiritual journey are very well chosen and easily 

applied. 

The February chapter, "Dry Bones, was the most relevant 

to our group work. This theme focused on the deadness of 

spirit that one experiences during difficult times and the 

effort it takes to move toward hope and life. It deals with 

the issues of questioning God and the need for a relationship 

with God. Meditations are based on Ez 37:1-14; the breath of 
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God giving us life. 

This need for a relationship with God was continued in 

the March chapter, "Leaning on God." It discusses the 

necessity of needing others to lean on during the difficult 

times of our lives and also being that person for others. 

Learning to lean on God requires knowledge of God and trust 

in God. Being vulnerable and learning to trust are major 

stumbling blocks for survivors. Accepting the truth of 

needing others is often quite difficult. 

June's chapter on seeking and finding God was useful in 

helping to recognize that we may have been active in seeking 

God even if we were not aware of or were unable to 

acknowledge this activity. The same is true of God seeking 

us. We need to take time to be aware of God's presence. 

"The Playground of God, which is the theme for July, is 

about our inner child and the need to be more aware of our 

senses and the joyful side of God. Again, this was familiar 

ground for group members because they are accustomed to doing 

inner child work as part of their incest therapy program. 

The ability to relate work in therapy to other life areas is 

very important. One of the major goals of this therapy is to 

integrate who we are, as a result of the incest, into our 

everyday life experiences. Survivors tend to separate that 

part of themselves and work toward not allowing those issues 

to affect their daily life. 

This theme is continued in September’s chapter, 
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"Instruments of God." This section is about being mindful of 

God in our everyday life and work. Making our relationship 

with God a part of who we are and what we do is how we become 

an instrument of God in our world. 

November's chapter, "Faithful Love," covers two major 

topics of our group format; our expectations of God and how 

our experiences of human behavior affect our perceptions of 

God’s faithfulness. 

The December topic of “Homecoming” addresses the season 

of Advent and discusses our spiritual and psychological 

separation from our self, our God and our place in the 

community. It presents very specific incidents that con- 

tribute to this separation and reminds us of God's promises. 

This book touches on many important issues, although not 

in any great depth. I see it as beneficial in providing 

prayer and Scripture guidance, as mentioned previously, and 

in reinforcing concepts already learned in the general 

therapy process. In this respect it is a useful supplement 

to the group process. 

Other helpful resources: 

Smedes, Lewis B. Forgive & Forget: Healing the Hurts We 
Don’t Deserve.    



111. THEOLOGICAL REFLECTION 

Group 

As noted in the Introduction, a group of seven women 

were chosen to participate in a series of six group sessions 

for the purpose of doing theological reflection on the topic 

Or this project. All of the women have been in treatment/ 

recovery for 2-3 years, as I have, and have read extensively 

on the topic of incest/sexual abuse as well as the books 

chosen for assigned reading. The Tripolar Model of Theologi- 

cal Reflection, which addresses the areas of personal 

experience, culture and sacred Scripture and tradition, was 

used in this process. 

Personal experience was the starting point for the 

group's theological reflection. This corresponds with 

Section I. of the Group Format Outline (Appendix B), as these 

are the questions the group decided were most important in 

determining one’s initial point of reference. 

All group members expressed a belief in God or a higher 

power that they are comfortable referring to as God. Those 

who had previously been in alcohol/substance abuse treatment 

programs frequently used the term "higher power.” Except for 

one member, they all labeled themselves as Christians, but 

were quick to point out that they didn’t mean this in the 

sense of the traditional definition. To them, "Christian 

did not mean going to church and to some did not even include 

the necessity of believing in God. Most did not feel 
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comfortable with organized religion and preferred a system of 

finding their own spirituality. Only two members currently 

attend a church on a regular basis. 

Four of the seven group members were raised in a home 

where they went to church on a regular basis. All of them, 

however, had a concept of God when they were children. Most 

had an image, either throughout their childhood or at some 

point in their childhood, of a male God with a beard sitting 

on a throne (chair), judging and dispensing punishment and 

provoking fear of retribution for not obeying. They recalled 

much confusion as children due to being told by adults that 

God would punish them for being "bad, and then observing the 

adults doing the "bad” things they were warned about. Being 

taught that God loved them had little impact on them as they 

were being abused by adults who also claimed to love them. 

It only succeeded in distorting their concept of love and 

contributing to an already ingrained image of themselves as 

bad. As noted in the project literature synopsis, the 

ability to receive love comfortably is a major problem for 

survivors. 

Two members talked of a point in their life as they 

reached adulthood where they became agnostic, due in part to 

their experiences of hypocrisy in organized religion. 

Several members had abusive experiences with people who 

justified their actions based on Scripture. They feel this 

caused them to loose faith in a good and loving God. 
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In discussing their current concept of God the terms 

“power”, "energy, “light”, "love", "guidance and 

"conscience were used. Even though comfortable with these 

other images, the idea of feminine images of God had not been 

explored. Many expressed anger at having been misled as a 

child because they now realize that God was what helped them 

survive their abusive experiences. Although they accepted 

the label "Christian in what they called a non-traditional 

sense, many expressed belief in some basic Christian tenets. 

They all believed in Jesus and the concept that Jesus was 

created by God to help us better understand God. They 

believed that God was the creator of "all things good and 

were accepting of the mystery of God in terms of not knowing 

"why" things happen the way they do. Everyone, without 

exception, believed in an afterlife of some sort. 

Everyone in the group was of the opinion that prayer and 

meditation was a very important part of recovery. This group 

was comfortable in viewing prayer in many forms including 

reading, singing, working and simply thinking. They spoke of 

being afraid to pray when they were children because they 

felt they were not worthy of having their prayers heard or 

they could not "do it right.” 

Everyone, without exception, believed that God was not 

the cause of nor had anything to do with their abusive 

experiences. This was not the case with members of the 

project evaluation group, which points up the progress made 
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when one has worked on these issues in treatment. One group 

member expressed her premise that we are born spiritual; God 

created good and we have to make a commitment to choose good. 

It was noted also that feelings change daily as 

experiences develop and what we think today may be different 

tomorrow. We have to learn to feel legitimately, without 

drugs, alcohol, food, etc. Our feelings are so strong that 

they become our belief system and we're afraid to feel 

because when we feel, it’s bad. Learning to feel legitimate- 

ly is a day by day process that takes a long time. Specific 

feelings can become a habit and we can learn to change our 

feelings, which in effect changes our belief system. 

Knowledge is a big factor in changing harmful beliefs and 

thus access to information is vital. 

Only a small amount of time was spent on discussing the 

cultural information relative to this topic as this is 

already familiar territory to these group members. Most 

every survivor who has been in treatment for a length of time 

has read extensively about the topic of incest/sexual abuse. 

I know from my own personal experience that reading about 

this topic becomes a compulsion because you feel as though if 

you can amass enough information you will be able to finally 

understand your experiences. Although this is not entirely 

true, the benefits for a survivor of being well versed on 

this topic cannot be overstated, especially in the area of 

validation of feelings and responses. The discussion of 
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cultural information in the evaluation group was much more 

detailed as these women were not as far along in their 

recovery process as those in the reflection group. 

In the area of sacred Scripture and tradition the group 

seemed to come alive. The combination of the three assigned 

books could generate many more hours of discussion that what 

was available to us as a group. (Refer to Section II., 

Synopsis of Project Literature). I also presented my 

summaries of Religious Judgement and She Who Is, which were   

well received. Several group members requested access to She 

Who Is so that they could read it also (the aforementioned 

compulsion!). This volume was very useful in providing an 

overview of the place of women in history, social structures 

and Christian tradition. 

To facilitate the discussion on the place of Scripture 

in this reflection, I utilized the Scripture references in 

May 1 Have This Dance? and Woman, Why Do You Weep? 1 was   

surprised at the extent of the group's knowledge about 

Scripture. Several of the women were able to discuss 

Scripture passages that are meaningful to them and many of 

those corresponded with my list of scriptural references from 

my research. 

The Scripture passages discussed and referred to the 

most often were those about God's presence in our lives, 

particularly in times of trouble, and those that were 

symbolic of life journeys. Some of the Scripture passages 
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discussed about God's presence included: Dt 31:6, Acts 17:24~ 

28, Mt 11:28-30, 2 Tm 2:1-13, and many of the Psalms about 

God being our strength and refuge, i.e. Ps 48. 

The book of Exodus, as a symbol of a Journey to freedom, 

was discussed and Psalms about God's guidance on the journey 

of ‘life were read, i.e. Ps 25, Ps 27, Ps 143. The plight of 

Job was reviewed and reference was sought to the acceptabil- 

ity of justified anger in the story of the money changers in 

the temple (Mt 21:10-17). 

In Woman, Why Do You Weep?, Flaherty offers a reflection 

based on the book of Genesis that links the spirit of 

creation with the journey of recovery. This was an excellent 

exercise in learning to adapt the Scriptures to our own life 

experiences. 

A main point agreed upon in our final session is that 

our relationship with God and our spiritual life can be of 

significant help in our recovery, but only if we make the 

effort to build on this relationship and take the time to 

pray, meditate, reflect and study the Word of God. 

Individual 

As I was also involved in the group theological reflec- 

tion process, the above summary is a part of my own story. 

However, I, along with the other members of the group, spent 

time reflecting on how this process changed us individually. 

Despite all the commonality, we each have our own issues that 

affect us in our search for a meaningful faith/spiritual 
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life. 

I was raised in a home where we attended church weekly. 

My father, the perpetrator of my abuse, was the music 

director at the Church we attended which was Baptist. 

Appearances were quite important and my sisters and I were 

expected to behave perfectly while in Church. I can remember 

that being the overriding concern as opposed to any thought 

about why I was in church. I also held the child view of God 

mentioned in the group reflection with the emphasis on 

obeying one’s father. 

Following my father's death in an auto accident, my 

mother remarried and we began attending the Lutheran church 

were my step-father was a member. As 1 got older I basically 

dealt with church the way I did the other aspects of my life. 

I tried to do the "right" thing; always what was expected. I 

absorbed knowledge about God and religion on an intellectual 

level, never feeling any spiritual connection to my church or 

God. I married a man who was Catholic and two years after my 

marriage I converted to Catholicism. This was the ideal 

denomination for me because all of the rituals and "rules 

made it even easier to go through the motions without any 

emotional investment. 

Several factors combined to initiate my efforts to 

search for more meaning in my faith life: the death of my 

mother (which was quite traumatic for me), my children be- 

coming old enough to start asking questions about God and 
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church and beginning therapy for my incest issues. I have 

always been very involved in church activities, partly 

because it was the "right" thing to do but also because I 

truly like the people in my parish. When my work required 

that I obtain a Master's Degree, I chose to pursue theology. 

This decision was motivated in part by my desire to examine 

the issues addressed in this project. ] also feel very 

strongly about the issue of lay persons being educated in 

Church doctrine and theology and wish to contribute to that 

effort locally. 

Working through my therapy process and this educational 

endeavor at the same time was very difficult. However, in 

retrospect, 1 can see how they complemented each other. It 

has been a struggle to learn to acknowledge feelings and 

relate learning to actual life experiences. This project has 

prompted me to examine these same issues in my own life and 

begin to work toward a more meaningful spiritual/faith life 

of my own. 

As mentioned previously, the literature studied had a 

significant impact. It was very helpful for me to understand 

the concepts of religious development and feminist theology. 

The Scripture component of this project’s theological re- 

flection has helped me to grow considerably in relation to 

the impact Scripture has on my life. Instead of just reading 

for information, I now make an effort to look for meaning. 

Having not been very adept at that in the past, 1 began by 
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using the "Suggested Scripture Passages for Daily Prayer’ 

found in May 1 Have This Dance?     

I was particularly touched by reading the psalms of the 

exiles (Ps 126, Ps 42-43, Ps 107, Ps 137) which was an 

exercise relating to homecoming from our inner exile. I also 

found comfort when dealing with fear by using the readings 

from Isaiah (Is 43:1-5, 44:1-5, 46:1-4). The major benefit, 

however, was in learning to look at Scripture in a different 

way. 

I feel as though I have a very long way to go, but at 

the same time I think I have made remarkable progress in 

nurturing my own spiritual connection. I still have times 

when I doubt God's presence in my life. I think our 

expectations often keep us from being aware of God's presence 

and love. Trust is difficult for survivors and in our desire 

for security we often rebel against the need to grow and 

change. We don’t want to be vulnerable, even to God. This 

project has taught me that it is worth taking the risk. 

 



IV. EVALUATION OF LEARNING 

Evaluation Group   

Using the Group Format Outline (Appendix B) developed by 

myself and the theological reflection group, a series of six 

groups were conducted with six women from the Incest Support 

Group at the Rape Crisis Center. This group basically 

followed the same format as the reflection group with some 

minor changes. As noted previously, more time was spent on 

the cultural information about incest/sexual abuse and on 

discussion about God’s place in the abuse. The changes were 

necessary due to the make-up of this group, which consisted 

of women who were fairly new to the recovery process and 

therefore, were not as well read on the subjects or as 

advanced in their treatment goals. 

Even though they freely chose to participate, half of 

the group members seemed resistant to the idea that a rela- 

tionship with God or a spiritual life would be helpful in 

their recovery. They stated they were present to "explore 

their options, which is a perfectly acceptable reason for 

being there. I felt that the others had already made a 

decision to work on this issue and were there for informa- 

tion and guidance. 

Although, again, all group members expressed a belief in 

God or a higher power, four women were still struggling with 

anger at God and confusion about God’s “role” in their abuse. 

Duke’s book, Where Is God When Bad Things Happen?, seemed to 
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provide much comfort for these women. Often its a matter of 

wanting to believe that God is not responsible for our abuse 

but being unable to formulate a basis or understanding for 

that belief. I think that is one of the main purposes for 

this group. 

Another difference noted with this group was the diffi- 

culty in keeping them on subject. It is very easy to become 

involved in discussing someone's story at length, even when 

the discussion is not relevant to the topic at hand. I think 

this is also attributable to the fact that these women are 

relatively new to the treatment process. It also points up a 

need for me to develop better group facilitation skills. 

The same presentation of information and Scripture 

resources for prayer and meditation were used in this group. 

I was again surprised at how literate the members were about 

the Bible. There was an added discussion about the 

difference between relating Scripture to life experience and 

taking Scripture references out of context. Several of these 

women, as well as other survivors I am acquainted with, had 

perpetrators who justified their actions based on Scripture. 

Some had also been counseled by ministers to do things, 

contrary to proven treatment methods, based on Scriptural 

references. This topic of discussion should be added to Part 

III. C. of the Group Format Outline, "Methods of assimilating 

literature/information on this topic.’ 

All members of this evaluation group stated that this 
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process had an impact on their perception of their relation- 

ship with God and their feelings about spirituality; mostly 

in the sense of giving them much new information to reflect 

on. This led me to conclude that the most effective way of 

evaluating the impact of this project would be to do a follow 

up group with these individuals after a period of six months 

to determine if there was any lasting benefit to this 

process. 

Ideally, completing this process would give members the 

tools they need to actively pursue their own journey in 

developing or re-establishing their spiritual connection. 

Obviously, that takes time, and a true measure of the 

effectiveness of this process would need to include evaluat- 

ing a group member’s perspective of their journey after a 

specified period of time. This is something that will be 

included in the future use of this format. 

Project Plans 
  

i. With the changes noted in the group evaluation 

section, this project will be used to conduct 

additional groups. 

A copy of this project paper will be made available 

to interested ministers and therapists, with train- 

ing provided through the Rape Crisis Center. 

Individual survivors who have requested a copy of 

this project to further their own study will be 

provided with such. 

Volunteers affiliated with the Rape Crisis Center 

are required to receive 40 hours of training prior 

to working with individuals at the Center. This 

project will be submitted for inclusion, if 

approved, in the Center’s training format for 

continuing education. 
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ASSESSMENT AND TREATMENT 
OF SEXUAL ASSAULT VICTIMS 
Thomas L. Jackson, Randal P. Quevillon, 
and Patricia A. Petretic-Jackson 

Our purpose is to acquaint the clinician with the assessment and treatment of sexual 
assault victims. Since the vast majority of victims are women, we will only deal with 
female sexual assault victims. In addition, this contribution is designed to familiarize 
the clinician with definitional issues, incidence and prevalence figures, characteristics of 
the sexual assault syndrome, and how we as professionals attribute blame in sexual 
assault. 

As you relate the contribution to your clinical practice, we ask you to consider five basic 
points. First, the typical clinician has more sexual assault victims in his or her case load 
than is often believed. Second, there are potentially severe, long-lasting effects of sexual 
assault that may not be initially presented in therapy. Third, beliefs about sexual assault 
affect behavior. Thus, clinicians must become aware of their beliefs and attitudes about 
sexual assault. Fourth, in light of the specific symptoms which characterize sexual 
assault victims, problem-specific assessment and treatment methods appear most 
efficacious. Fifth, the literature on assessment and treatment of sexual assault victims 
has only developed within the last few years. Consequently, there is a need for the 
continued development of the data base regarding sexual assault. With these five points 
in mind, the clinician should be aware of the extreme seriousness of the situation, and 
the importance of eliciting sexual assault history data from the majority of clients 
presenting for therapy. 

Sexual assault is a major and apparently growing problem in today’s society. For the 
purposes of this contribution, sexual assault includes the crimes of rape and incest. Rape 
includes the subgroups of stranger rape, acquaintance rape, date rape, and rape in 
marriage. Incest laws and definitions vary from state to state, with age of the victim 
and degree of consanguinity representing the key variables. While separate statistics and 
specific symptom clusters may be presented for the different crimes in this contribution, 
they will all be subsumed under the rubric of the "sexual assault syndrome." 

DEFINITIONAL ISSUES 

The main difficulty in defining sexual assault involves the differences among legal, 
professional, societal, and offender and victim attitudes toward the specific behaviors 
and circumstances involved in sexual assault. The FBI defines forcible rape as "the 
carnal knowledge of a female forcibly and against her will," (U. S. Department of 
Criminal Justice, 1983, p. 13). Incest, usually a felonious sexual offense, is generally 
defined as sexual contact between two-people too closely related to marry legally. In 
addition, one of the individuals typically must be under the age of majority. An 
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essential feature of either definition is the use of force or coercion, or when the victim 
is incapable or unwilling to give informed consent for the-interaction. 

While the above definitions have legal and statistical utility, they are lacking in clinical 
meaning. The legal definitions use a dichotomy where a woman either is or is not a 
sexual assault victim. A much improved definitional system would allow a continuum of 
sexual assault behavior with rape being one end point. This would then allow for a 
range of sexual assault victimization and add legitimacy to the trauma suffered by many 
women who, while having been assaulted, do not meet the legal definition of rape (Koss, 
1983; Koss & Oros, 1982). 

In addition to the above definitional difficulties, societal notions of victimization may 
further inhibit the reporting and treatment seeking of sexual assault victims. Survey 
data have revealed that, of women who legally qualified as having been raped, over 40% 
did not acknowledge they were rape victims (Koss & Oros, 1982). Kilpatrick noted 

several reasons for a victim not disclosing her status to a psychologist. Among these are 
fear of retribution, desire to avoid the stigma attached to rape, a lack of perceived 
relationship between the assault and her presenting complaints, failure of the clinician to 
ask about rape, failure to perceive herself as having been raped, and finally, fear of 
negative consequences following the disclosure stemming from victim blame attitudes of 
the professional (Kilpatrick, 1983). 

INCIDENCE AND PREVALENCE 

The FBI Uniform Crime Reports for 1983 estimate that 77,763 forcible rapes occurred in 
1982. While these figures are quite high, it is universally accepted that they are a gross 

underestimate of the frequency of sexual assault. Sexual assaults are thought to be the 
most underreported of major crimes. It is believed that sexual assaults are not reported 
due to fear of retribution, embarrassment, denial, victim mislabeling, and insensitive 
treatment by legal and health care professionals (Jackson & Sandberg, in press; 
Kilpatrick, 1983; Koss, 1983). 

The estimates of the actual rapes range from 2.5 times the nationally reported figure 
(Chappel, 1976) to as high as 10 times the nationally reported number of cases (Koss, 

1983). The percentage of women reporting sexual victimization through survey 
interviews appears to vary with the survey and the type of assault. Koss (1983) reports 

37% of 2,016 women surveyed reported prior assault experience. Kilpatrick (1983) 
reported a 14.5% sexual victimization rate from a sample of 2,004 women. Sandberg, 

Petretic-Jackson, and Jackson (1984) reported 22% of a small sample having been 

involved in date rape, while 54% of their sample reported being held or kissed against 

their will. 

B. Justice and R. Justice (1979) maintain that incidence figures for incest were one per 

million in 1940, one per hundred in 1950, and one per twenty in 1970. Further, it has 

been estimated that one out of four females in the United States is a victim of sexual 

abuse and molestation by the time she reaches the age of majority (Forward & Buck, 

1978). Finally, Forward and Buck maintain that the 10 million Americans who have 

been or are involved in incestuous relationships span the entire range of economic, racial, 

educational, and religious backgrounds. In spite of our inability to accurately estimate 

the incidence of incest, the literature suggests that it is a much more prevalent crime 

than is generally acknowledged, and that the actual numbers of case reports are 

increasing at an alarming rate. : 

Because of the many reasons that sexual assaults are substantially underreported, we will 

- never accurately estimate the magnitude of the problem. It should suffice to say that 

sexual assault is a problem of national scope that demands the careful attention of 

clinicians. The nature and quality of professional attention must be carefully examined 

if we are to provide effective services. 
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ATTRIBUTION OF BLAME 

Several authors have maintained that prevalent attitudes towards rape and incest serve to 
kcep sexual assault one of the most underreported crimes in existence (Jackson & 
Ferguson, 1983; Resick & Jackson, 1981; Schwendinger, J., & Schwendinger, H., 1974; 
Spencer, 1978). 2 

A scries of studics relevant to the attribution of blame in sexual assault presents some 
disturbing validation for the above contentions. Brodsky (1976) posited that attribution 
of blame is distributed across offender, victim, societal, and situational factors. Using 
the Attribution of Rapc Blame Scale (ARBS) (Ward & Resick, 1980) and the Jackson 
Incest Blame Scale (JIBS) (Jackson & Ferguson, 1983), studies have confirmed this 
distribution of blame in sexual assault with several populations. Both the ARBS and the 
JIBS are 20-item, factor analytically sound questionnaires reflecting common beliefs 
regarding the precipitants of sexual assault. 

Attribution of rape blame has been found to conform to Brodsky’s (1976) hypothesis in 
samples of college students (Ward & Resick, 1980), mental health professionals (Resick & 
Jackson, 1981), and rural and urban women (Kenning & Jackson, 1984). Analogous incest 
blame has been found in college students (Jackson & Ferguson, 1983), mental health 
professionals (Jackson & Fischer, 1982), attorneys and judges (Jackson & Sandberg, in 
press), and police officers (Prentice & Jackson, 1984). All of these studies found 
distribution of sexual assault blame across the four clear factors of offender, societal, 
situational, and victim blame. The presence of the victim blame factor is difficult 
enough to accept, but the majority of these studies also found a sex effect, with males 
blaming the victim more than females. While victims are always the least blamed in 
these studies, the finding that male mental health professionals, attorneys, and judges 
significantly blame the rape and incest victim more than their female professional 
counterparts is disturbing (Jackson & Fischer, 1982; Jackson & Sandberg, in press). 

From a more positive perspective, Holtz and Jackson (1984) found that attribution of 
blame in incest can apparently be modified by education and empathy training. The 
ma jor issue, however, is that of the apparent multidimensional nature of sexual assault 
blame, the sex effect, and how these affect treatment of victims. It should be clear that 
clinicians and other professionals must clarify their values regarding sexual assault if 
they are to treat victims. 

In line with this, we have included the JIBS and scoring guidelines at the end of this 
contribution. Before you read further, please take a few minutes and assess your current 
attribution of incest blame by taking the JIBS. 

The scoring guideline will enable you to arrive at totals for Offender, Victim, Societal, 
and Situational Blame factors. If you wish to compare your factor scores with the JIBS 
standardization sample please refer to the obtained means and variance figures in 

Jackson and Ferguson (1983). More significantly, we consider any score above one (1) on 
the Victim Blame items to be a cause for concern in terms of therapist values. This is a 
consonant with our belief that no one desires or invites sexual assault. If you or your 
colleagues have scored any Victim Blame items above one (1), we hope that continuing 
cfforts to become well-informed in this area will have the result of prompting shifts in 
thinking about sexual assault and its causes. 

THE SEXUAL ASSAULT SYNDROME 

A variety of different terms, symptoms, and syndromes have been ascribed to individuals 
who have experienced a sexual assault. Although the term incest or rape "survivor" has 
been preferred by many (Becker & Skinner, 1983), we will continue to use the term 
victim to describe those women who have been sexually assaulted. 

53  



Innovations in Clinical Practice: A Source Book 

It has been argued that incest is a distinct form of scxual assault. Certainly this is true 
from the standpoint of the degree of familiarity with the offender. Since the focus of 
this contribution is on adult, female, sexual assault victims, incest discussion will be 
limited to issues relevant to retrospective incest victims. Retrospective incest victims are 
those adult females who relate incest experiences at some time during the course of 
trcatment. It is difficult to delincate the actual long-term consequences of incest in 
rctrospective victims in light of the time that has typically passed since the assaults. 
Nevertheless, strong correlations appear to exist between incest experience and symptoms 

presented during therapy. Incest victims have reportedly exhibited guilt, low self-esteem, 
and depression (Boatman, Borkan, & Schetky, 1981; Herman, 1981). In addition, victims 
have shown somatic complaints, self-destructive behaviors (Carper, 1979; Nakashima, 

1979), sexual dysfunctions (Brownmiller, 1975; Tsai & Wagner, 1978), and sexual fears 
and hostility (Dixon & Jenkins, 1981). Obviously, different victims will manifest 
varying levels of some or all of these symptoms. 

Given that incest is a form of sexual assault, it has been argued that retrospective incest 
victims should be treated in much the same manner as rape and other sexual assault 

victims (Courtois & Watts, 1982). Sexual assault victims in general have been found to 
exhibit depression (Atkeson, Calhoun, Resick, & Ellis, 1982), anxiety (Burgess & 
Holstrom, 1974a), lowered sexual satisfaction (Feldman-Summers, Gordon, & Meagher, 
1979), rape-related and more generalized fears (Burgess & Holstrom, 1974a; Kilpatrick, 
Veronen, & Resick, 1979), sexual dysfunctions and heterosocial adjustment difficulties 
(Becker & Skinner, 1983; Burgess & Holstrom, 1979), and anger and hostility (Burgess & 
Holstrom, 1974a). The consistency of the findings across studies argues for the 
assessment of such symptoms with sexual assault victims. 

Either two or three phases have been identified in the sexual assault syndrome. There is 
generally agreement about an acute phase, characterized by somatic complaints, sleep 
disturbances, fear, and anxiety. While most clinicians posit only two phases, some believe 
a middle phase exists, during which the victim appears well adjusted, but is actually 
repressing anger over the loss of control that the assault represents. The final phase may 

be long term in nature and is characterized by depression and a working through of the 
emotional issues involved in the assault (Burgess & Holstrom, 1979; Lenox & Gannon, 
1983). Whether one adheres to the two or three phase process in sexual assault seems of 
little import when dealing with individual victims. 

It is important to understand that sexual assault victims can show complex symptom 
pictures. Further, symptoms may appear in a straightforward time sequence or may 
incubate for several years before emerging. This final point is relevant to diagnosis of 

the sexual assault victim. The typical DSM-III diagnosis applied to sexual assault victims 

appears to be Post-traumatic Stress Disorder. The possible incubation of symptoms is 
discussed in regard to Post-traumatic Stress Disorder in that it is not out of the ordinary 
for the symptoms to emerge after a latency period of months or years following the 

trauma (American Psychiatric Association, 1980, p. 237). A thorough knowledge of the 

above definitional issues, incidence and prevalence rates, attribution of blame factors, 

and symptom picture will aid clinicians in their real tasks, the assessment and treatment 

of sexual assault victims. 

ASSESSING SEXUAL ASSAULT VICTIMS 

ISSUES 

Several factors make the assessment of sexual assault victims particularly challenging. 

These issues and their implications will be outlined prior to coverage of specific 

instruments which have proven to be useful in providing data for this treatment 

population. Also included is an Interview Guide for use with sexual assault victims. 

Symptom Complexity. While the case for a sexual assault syndrome has already been 

made, it is important to note the variations in the specific symptoms across time within 
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individuals, across individuals, and across types of sexual assault. The clinician must be alert to the varied symptom picture in order to know what to look for in his or her 
clients. In the vast majority of syndromes, individuals differ substantially in their exact 
Symptom picture and in the severity of the syndrome’s features. While the typical 
symptoms of anxicty, specific fears, depression, sexual problems, denial, anger, somatic 
difficulties, and heterosocial impairments have becn identified, individual victims 
present with widely varied clinical pictures. Accurate generalizations are difficult to 
generate, but we make the following suggestions: 

l. Attend to the client’s symptom phase. While individuals vary, placement within the 
acute phase of the sexual assault syndrome or at a later period provides a 
conceptual framework from which to operate in directing assessment. For 
cxample, investigations of symptom course have underlined the importance of 
time since an assault. Frank and Stewart (1983) suggest that depression has its 
clearest emergence slightly later than that of fear and anxiety (2 weeks to 3 
months post-assault) (sce Atkeson et al, 1982). Besides depression, symptoms of 
assault-induced fears and anxicty may diminish after the 3-month post-trauma 
period (Kilpatrick et al, 1979). Disruptions in social adjustment generally remit 
within 4 months, though work adjustment may continue to be affected for twice 
as long (Resick, Calhoun, Atkeson, & Ellis, 1981). In short, there is a rather 
optimistic trend for many symptoms to be subject to remission (or, at least, 
repression). Nevertheless, there remain many persons for whom symptoms in any 
of the categories can persist. For instance, Becker, Skinner, Abel, and Treacy 
(1982) found sexual dysfunctions of up to 35 years’ duration. Thus phases, 
fluctuation, remission, or possible incubation of new symptoms make continued 
tracking important with those victims engaged in extended contact with mental 
health professionals. : 

Note possible distinctions among forms of assault. While few studies compare 
different assaultive circumstances in terms of victim response, some tentative 
distinctions in symptom emphasis are suggested. For example, Ellis, Atkeson, and 
Calhoun (1981) found that victims of stranger rape had a much higher initial fear 
level and more continued fears of rape-related and vulnerability cues than victims 
who knew the offender. For incest victims, several factors appear related to the 
degree of trauma. Our experience suggests that consanguinity of the perpetrator, 
number of assaults, and degree of legal involvement all tend to be negatively 
related to the victim’s level of adjustment. Our experiences further suggest that 
the type of offense (fondling, penetration, etc.) does not predict the degree of 
initial distress or the process of later adjustment. 

Repeated assessment is bene ficial. Not only do the phasic nature of symptoms and 
the remissions and possible incubations of problems necessitate repeated 
assessment, but sympathetic attention in assessment may be therapeutic as well. A 
study by Kilpatrick, Veronen, and Resick (1980) found that repeated assessment 
produced treatment gains superior to a brief (4 to 6 hour) behavioral intervention. 

Undisclosed Sexual Abuse. Sexual assaults often go unreported to clinical assessors just 
as they do to police. Indeed, some of the reasons are the same. These might be fear of a 
poor response on the part of the authority, or perhaps a failure on the part of the victim 
to recognize the assault, or a perception that the assault is not connected to the 
presenting problem. Whatever the reason, it is extremely important for the clinician to 
be able to facilitate disclosure of assault - in so doing, one may solve the mystery of a 
puzzling client’s "hidden agenda" or elucidate "resistance." Kilpatrick (1983) discusses 
this topic as well as how to encourage clients to discuss assaults. Most clinicians are well 
versed in building rapport and in establishing with their clients an atmosphere of trust 
and open communication. More direct encouragement is needed, however, if the 
nondisclosing victim is to be able to bring the subject forward. 

One major means of facilitating disclosure involves including sexual assault questions as 
a routine component of the initial interview. The questions should not be phrased in 
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general terms, such as "Are you a rape or incest victim?" Oftentimes women who have 

had experiences that qualify as incest or rape may not identify the experiences as such. 

Routinely gathering data consistent with the symptoms of the sexual assault syndrome 

will increase the probabilitics of future sexual assault disclosure on the part of your 

clients. 

A second way to facilitate disclosure is to provide explicit pernrission and support with 

such statements as "Many women have, as children or adults, had unwanted sexual 

experiences, and often these are difficult to talk about." Further, use of demand 

characteristics and direct prompts and questions can help the client make a start in 

disclosing the incident(s): "It’s important to know about these events because they can 

produce many long-lasting concerns,” or "Has anyone tried to have sex with you when 

you didn’t want to?" (sec Kilpatrick, 1983). It is also important to teach some clients that 

an assault need not have been accomplished via physical force or threat thereof, but that 

verbal threats such as ending a relationship, verbal badgering or browbeating can 

produce victimization. Further, some clients profit from learning that the assault need 

not have been "completed" in the legal. sense or by popular definition to produce feelings 

of victimization or post-trauma symptoms. 

For some individuals, it may be easier to disclose an assault via a paper-and-pencil 

format rather than face-to-face. A self-report scale was developed at the University of 

South Dakota for the assessment of date rape (Sandberg et al., 1984). This measure is 

available from the authors and, while still in the preliminary stages of development, it 

may pick up some victims who would not otherwise disclose their status. The scale 

covers a wide range of victimization from violent assault to having felt a dating partner 

was excessively jealous or possessive. In some cases, women that deny sexual 

victimization during an initial assessment may disclose such experiences later in the 

therapeutic process when a sufficient level of trust has been obtained. 

If clinicians are to be able to approach even the fairly complete assessment of sexual 

abuse in their clients, they need to know when to look especially closely for undisclosed 

incidents. If a client shows most, or even some of the symptoms of the sexual assault 

syndrome, careful investigation is clearly warranted. Since some clients think that an 

event several months or years prior to symptom onset is irrelevant, it is up to the 

clinician to look sufficiently backwards in time. This is obvious in the case of 

retrospective incest victims, but similar long-standing problems or new-appearing, 

incubated symptoms are common enough in all sexual assault victims that most clinicians’ 

case loads likely do include some undisclosed victims. 

Another group for whom the clinician should be particularly alert may be what 

Kilpatrick (1983) has described as high risk or high vulnerability women. It should be 

emphasized that membership in a high-risk group in no way indicates any form of 

collusion in being assaulted or provocation of an assault. However, actuarial predictors 

can be of some benefit in identifying cases of undisclosed assault. Base rates for 

reported assaults are higher for black women, individuals who do not drive, and persons 

with a history of depression, suicidal attempts or previous psychiatric treatment. 

Assessing the Incident(s). Another assessment issue is the process of obtaining specific 

information on the assault. There is a need to proceed carefully in detailing the events 

and circumstances as well as the client’s affective, cognitive, and behavioral reactions to 

the assault. The reactions of others (friends, family, authorities, and so on) are 

important, particularly in the client’s perception of them. The client’s cognitive 

construction of the incident(s), her attribution of blame for the assault, and her notions 

of the link (or lack of one) between the event(s) and subsequent adjustment are factors 

for the clinician to consider. It appears likely, for example, that increased self-blame 

might prompt feelings of depression and perhaps increased adjustment problems in 

general. Also, the client who does not associate her symptoms with the prior assault may 

profit from education and treatment exploration in this area. It is important to look for 

temporal contiguity of the onset of problems and assaultive incidents or other life 

stressors. An Interview Guide is included on pages 69-70. 
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As noted earlier, assault victims are frequently subject to ambivalence and inconsistent 
behavior in their professional contacts. The act of assessing the assault is more likely 

than any other contact to produce resistance on the client’s part. The clinician must be 
aware of this "naturally occurring" resistance and avoid attributing it to long-term 
personality characteristics. We believe that the resistance is symptom specific and should 
disappear following initial disclosure of the assault experience. 

‘Broad-Band Assessment. The identification of a specific sexual assault syndrome and the 
presence of problem-specific assessment devices and treatments can easily mitigate 
against the conduct of an adequate full assessment. Assessment attention needs to be 

given to clients’ stylistic tendencies, general strengths and weaknesses, difficulties 
unrelated to assault, and broad life circumstances. Omission of these areas is a mistake 
for several reasons. First, many common sexual assault syndrome symptoms such as 

depression and sexual dysfunction are not unequivocally tied to sexual assault 
experiences as a specific etiology. It is possible to myopically misdirect treatment efforts 
based on a too narrow assessment and an assumption that ,symptoms must be always 

attributable to the assault. Consistently monitoring self-reports of symptom onset can 
clue the clinician to extra-assault symptoms (i.e., those which predate the assault or are 
clearly attributable to other factors). We recommend that the majority of effort go into 
problem-specific assessment, but a healthy minority go into the general area. The 
recommended assessment instruments reflect this pattern of emphasis. 

INSTRUMENTS 

Our stance in evaluating sexual assault victims stresses a multiple-assessment, problem- 

specific approach. A secondary emphasis involves more global personality issues. Several 
instruments have proven useful. The ARBS described earlier, and JIBS included in this 
contribution are moving toward the status of clinical assessment devices. Besides 
therapist self-assessment, we have found them to be useful in highlighting treatment 
issues when given to the client (e.g., to assess self-blame) and to significant others (to 
assess the victim’s environmental support). Ongoing work has produced a number of 
samples for normative comparison (see "Attribution of Blame," above), but the major 
current utility of the scales lies in their ability to help the clinician generate hypotheses 
to pursue further. Both the ARBS and the JIBS are available from the first author of 
this contribution. 

One widely used assessment device which is also employed by us with sexual abuse 
victims is the Minnesota Multiphasic Personality Inventory (MMPI). While individuals 
vary and specific victim profiles have not been documented to date, the MMPI is a 
generally useful tool in assessing victims’ personal characteristics. We have noticed a 
substantial number of victim profiles which are similar to other post-traumatic stress 
disorders (2 to 7 elevations, sometimes accompanied by scale 1 elevations as well). It 
should be noted, however, that degree and type of elevations vary widely, with some 
clients producing profiles indicating defensiveness, while others fall within normal 
limits. We believe that varied profiles reflect differences in current symptom phase, 
premorbid adjustment, time since assault, type of assault, and overall level of post- 
traumatic stress. The other instruments which we have found useful are less widely 
known and will be explored in more detail here. 

Beck Depression Inventory (BDI). The BDI is a 21-item scale in which respondents pick 
the statement which best applies to them (e.g., "I do not feel sad" vs. "I feel sad" vs. "I am 
sad all the time...," etc.). Responses are scored on a 0 to 3 scale per item, with higher 
scores indicating increased depression. Scores of 11 and above can be viewed as 
indicative of mild to moderate depression, while scores over 20 are judged as severely 
depressed. The BDI is recommended here due to its wide use in general, and with 
victims per se, and because of its sensitivity to change (Kunde, Quevillon, & Snowden, 

1985). The BDI’s items are quite transparent, making the instrument subject to faking. 
The BDI can be reviewed in Beck, Rush, Shaw, & Emery (1979).  
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Derogatis Symptom Checklist (SCL-90-R). The SCL-90-R is a 90-item scale in which 
symptoms arc rated on a scale of 0 (not at all) to 4 (cxtremely) as to how much 
discomfort they have caused in the past week. Subscales scored are somatization, 
obsessive-compulsive, interpersonal sensitivity, depression, anxiety, hostility, phobic 

anxiety, paranoid ideation, and psychoticism. The advantages are that many subscales 
are relevant to sexual assault, and others broaden the assessment base. The SCL-90-R is a 
scale copyrighted by its author and is available from Leonard R. Derogatis, PhD (sce 
Derogatis, 1977). 

Veronen-Kilpatrick Modified Fear Survey (MFS). The MFS is a 120-item scale in which 
the authors added 42 items to the original Fear Survey Schedule of Wolpe and Lang 
(1964). Respondents rate stimuli on a 5-point scale (not at all to very much) as to 
whether these objects or experiences produce fear or unpleasant feelings. The added 
items provide for a rape subscale to augment pre-existing animal, interpersonal, tissue 
damage, failure-loss of self-esteem, classical phobia, and miscellaneous fears subscales. 
Advantages of the MFS include its research base with rape victims and its thorough item 
pool. It is subject to bias with deviant response sets. - Permission to use the MFS can be 

obtained from Lois Veronen, PhD, Department of Psychiatry and Behavioral Sciences, 
Medical University of South Carolina (see Veronen & Kilpatrick, 1980). 

TREATMENT OF SEXUAL ASSAULT VICTIMS 

Any clinician actively engaged in the practice of psychotherapy is likely treating victims 
of sexual assault, although the specific issue of assault may never have been openly 
discussed in therapy (O’Hare & Taylor, 1983). There is a substantial body of literature 
delineating the nature, course, and symptom picture of sexual assault. There is relatively 
little known, however, about such aspects as the probability of treatment seeking by 
sexual assault victims, the patterns of successful coping strategies employed by untreated 
victims, and the comparative effectiveness of various treatment strategies. 

In treating the incest or rape victim, the clinician should have several concerns, 
including identification of behaviors and values that are particularly salient to the client- 
therapist relationship, and issues specific to the development of an individualized 
treatment package, given the nature and circumstances of the assault as well as the 
client’s current functioning and symptom picture. Because values and attitudes play 
crucial roles in perception and treatment of sexual assault victims, the clinician must be 
aware of a variety of therapist and client variables. 

THERAPIST ISSUES 

First among therapist issues is the matter of gender. While some individuals who work 

with assault victims claim that males cannot be effective therapists with such clients, we 
do not concur. What appears to be more important than gender of the therapist are the 
therapist’s attitudes with respect to the phenomenon of sexual assault and victims. Some 
male therapists may have difficulty validating the experiences of a victim if they 
identify with the male offender. Likewise, the efforts of some female therapists may be 

countertherapeutic if they overidentify with the female victims. Gender alone does not 
necessarily determine treatment success or failure with an assault victim. A male 
therapist who holds a feminist perspective with regard to sexual assault victims might be 
preferred to a female therapist who ascribes to stereotypic notions regarding sexual 
assault, victims, and victim blame. However, in the case of the female victim -who 
expresses a preference for a female therapist, such a preference should be respected. 

Of greater relevance than gender is a consideration of therapist values. A clinician must 
cxamine and be aware of his or her own biases with respect to the myths and stercotypcs 
associated with sexual assault before beginning a therapeutic relationship with a sexual 
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assault victim. The therapist must not contribute to the victimization of an assaulted 
client by placing himself or herself in the role of assessing whether a reported rape or 
incest experience was "real," or whether the client was "provocative," "overreacting," "self- 
destructive,” harbored "incestuous longings," or "enjoyed the experience" and is now 
cxpressing "guilt." 

The clinician must also bc on guard against responding -with defensiveness or 
personalization to a varicty of maladaptive client bchaviors, including ambivalence about 
therapy, power issucs, sexism, and attempts to sexualize the therapeutic relationship. 
Particularly with respect to the issuc of sexuality, the clinician must recognize that such 
a personal rclationship would be both patently unethical as well as recreating the 
incestuous experience. 

The clinician must also maintain a realistic perspective and not become "caught up in the 
pain" of the scxual assault cxpericnce. A useful perspective to maintain is that of the 
sexual assault victim as a "survivor." It is productive for the therapist to remind the 
client that while she has experienced a trauma, surviving it has necessitated her using a 
variety of coping skills and demonstrates that she possesses considerable strengths. 
Feclings of rage, disgust, or even sexual arousal are commonly experienced by therapists 
working with sexual assault victims. While the clinician’s empathic expression of anger 
over client victimization can be quite therapeutic, it is important not to burden the client 
with excessive anger or rage expression. Our experiences suggest that it is essential that 
clinicians working with sexual assault victims, most particularly with victims of incest, 
use peers and supervisors for support. Networking may allow therapists to develop a 
strong support system. ; 

There is also a need to "strike a balance" between recognizing that the sexual assault 
victim may present unique needs in treatment (perhaps requiring additional support and 
attention), while avoiding any reinforcement of the client’s feelings of "differentness" 
(also termed "specialness"), an attitude that something special about the victim made her 
a sexual abuse target. Such an attitude serves to reinforce the victim-blame stereotype. 
Therapist behaviors and strategies which reflect acceptance of the "specialness" label 
include frequent referrals of assault victims or steering the topic of therapy away from 
assault concerns because of therapist beliefs that the very special or complicated needs 
probably cannot be adequately met. Another consequence of adherence to a "specialness" 
label is the myopic perspective that results in the clinician viewing incest or rape as the 
only problem. Other contraindicated responses to this issue have included altering the 
usual boundaries of therapy by extending the length or frequency of therapy sessions. 

The clinician should strive to promote client control and autonomy, and be sensitive to 
any behavior on his or her part that would reflect a "controlling" attitude. Such behavior 
may make the clinician appear too similar to the offender to be helpful to the client. It 
is important to be aware of client cues and behaviors throughout the course of therapy 
which would help the clinician gauge his or her behavior in this respect. The major 
expression of this issue is the clinician’s "timing" of interventions, which may be too 
quick for the clicnt.- Generally, sexual assault victims make extremely slow progress in 
therapy and require considerable patience. The client should be encouraged to set 
treatment goals, make decisions when alternative treatments are possible, and give the 
clinician feedback on the pacing of interventions. The clinician could profit from 
asking such questions as, "Are you ready to try (intervention xX)? 

CLIENT ISSUES 

Treatment of the sexual assault victim should also reflect attention to the issues which 
arc relevant to the particular client’s assault experience and her unique response pattern. 
Client issues may pertain to both self and relationship concerns. Self-issues would 
include concerns pertaining to identity and self-esteem, as well as physical and sexual 
functioning. Relationship issues encompass concerns with relationships in general (i.e., 
trust, isolation, sexism), those with a partner, and the current relationship with the 
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family of origin and the victim’s children. The parent and child relationship issues are particularly salient in the case of incest victims. 

Scveral client variables are particularly relevant. The first is client ambivalence toward trcatment and how such ambivalence is expressed. The phenomenon of second-order conditioning (Kilpatrick, 1983) is recognized as a frequent occurrence in sexual assault treatment. The client may cxperience anxiety in the presence of those with whom she discusses the assault. This occurs even though the others are supportive or empathic. However, the clinician also has positive value, so that the client desires therapeutic contact (an approach response) while simultancously experiencing negative, therapeutic- 
distancing emotions (an avoidance response). While the ambivalence is most intense during the initial phases of assessment, it can remain a continuing conflict through the carly and middle stages of therapy. It is often expressed in apparently inconsistent 
behavior, such as urgently requesting a therapy session which is subsequently missed, or by the presence of fluctuating levels of defensiveness on the part of the client. It is 
important for the clinician to understand the dynamics of such behavior. The clinician 
must avoid taking the inconsistencies personally and responding with anger, or drawing 
the unwarranted conclusion that such behaviors on the part of the client indicate a 
simple lack of motivation for therapy. 

The second issue, one which is especially salient for incest victims, is that of trust. 
There may be "testing" of the therapist, often expressed as concern with confidentiality. 
Trust is related to several "family" issues, among which are concerns with power, control, 
sexism, and intimacy. Sex may be confused with affection, sex roles may be interpreted 
in a stereotypic fashion, and feelings of powerlessness and lack of control may inhibit 
development of self-management skills. More direct issues with the family of origin may 
involve the need to "mourn" the loss of the family in those cases in which adaptive 
family interactions cannot be worked out. A frequent first step in the mourning process 
for the family of origin is confrontation of the offender and disclosure to the family. 
Some women may find this encounter to be important as it relates to power and control 
issues for them, while others do not find the experience as either necessary or desirable. 

The third client issue involves emotional expressiveness and is often related to early 
coping strategies. The child or adolescent sexual assault victim learns to detach herself 
from her feelings as a survival strategy. Although such detachment strategies are 
difficult to overcome, movement in therapy is enhanced when expressions of fear and 
anger are allowed. Occasionally, women who "tell their story" in therapy may experience 
physical reactions like vomiting and fainting, as well as the more common reactions of 
crying and body tremors. This issue can be related to the treatment goal of emotional 
catharsis, in which facing and working through feelings relating to the sexual assault are 
encouraged rather than denying or repressing such feelings. Gestalt exercises may be 
used to both identify and express such feelings. 

The last client issue is self-blame and involves not only self-esteem issues but the view of 
"specialness" and self-abuse as well. The client who engages in self-blame may express 
directly and indirectly the question, "Why work with me?" Self-blame issues are related 
to the treatment goal of client self-management. Therapist strategies for working with 
self-defeating self-blame attitudes include a focus on client strengths and use of 
cognitive techniques such as self-monitoring of negative self-statements and substituting 
of positive self-statements. To counteract the self-perception of specialness as related to 
self-blame for the assault, the clinician can "predict" high probability thoughts, feelings, 
and behaviors that the victim is likely experiencing fairly early in the process of 
therapy. Statements concerning identified client process can be prefaced with statements 
such as "Frequently, women who were incest (rape) victims say they experience a problem 
with trust, expressing anger, and so on. You may or may not have similar feelings, but if 
you do, recognize that they are not unusual given the circumstances." Also useful is the 
experience of a support or therapy group. A group allows the victim to encounter other 
women who have experienced many of the same feelings, thoughts, and beliefs that she 
has. g 
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PATTERNS OF TREATMENT SEEKING BY SEXUAL ASSAULT VICTIMS 

The clinician must be aware of the obstacles to successful treatment of sexual assault 
victims. Perhaps the greatest obstacle is getting victims identified and committed to 
treatment in the first place. Many sexual assault victims fail to seek treatment 
immediately following their assault. Only 1 in 10 will utilize some type of crisis 
intervention service (e.g., rape crisis center, hospital. As few as 1 in 20 adult female 
rape victims will seek out a counsclor during this period. Of those women identified 
through the crisis intervention process as appropriate candidates for continued treatment 
by a mental health professional, less than half will consent to enter short-term therapy. 
Most victims of acquaintance rape are unlikely to seek treatment at all. With adolescent 
incest victims we are less certain of the numbers receiving immediate intervention 
because of the vast number of undetected cases assumed to exist. Given their status as 
minors, most identificd adolescent victims are referred for some type of mental health 
intervention through the court or social service system. It has been our experience that 
while referral is more likely to occur in detected cases of adolescent assault, the same 
problems that exist with rape victims and adult retrospective incest victims are present. 

There is less movement in short-term therapy when the motivation is external, as opposed 
to those instances where the victim has opted to seek services on her own. Most 
interventions in the immediate post-assault stages end in premature terminations, due in 
part to client issues of ambivalence or denial. However, we have observed two positive 
trends. The first is that many assault victims will seek treatment at a later date, either 
for issues identified as assault-related or for presenting problems not directly related 
(Koss, 1983). A second observation, is that, as the social climate surrounding sexual 
assault undergoes continued change (reflected in part by increasing media attention and 
public education or prevention efforts), increasing numbers of women are presenting for 
treatment and doing so at an earlier time in the post-assault period. 

With the knowledge that the number of women seeking treatment for assault-related 
issues is likely to increase over the next several years, it is essential that the clinician be 
familiar with effective treatment packages for short- and long-term interventions. Given 
that the training of most clinicians has not included course work in intervention 
strategies appropriate with sexual assault victims in general, and incest victims in 
particular, clinicians may feel they possess limited knowledge of the issues and strategies 
needed to adequately assist such women. 

CRISIS INTERVENTION 

For recent adolescent and adult rape victims who choose to seek immediate treatment, 
there appear to be an increased number of well established, short-term intervention 
programs. The typical intervention used with women in the period immediately 
following a rape is the crisis intervention (CI) model (Burgess & Holstrom, 1974b; 
Halpern, 1978). A more recent trend to provide CI services for adolescent incest victims 
follows the model used for rape intervention. 

Three types of victim reactions need to be attended to in providing short-term crisis 
intervention: (a) emotional responses, (b) disturbances of functioning, and (c) changes in 
lifestyle. Rape and incest victims may exhibit different priorities with respect to these 
factors. For example, victims of stranger rape show fears as the most prominent 
emotional response, while feelings of anxiety, shame, loss, worthlessness, and self-blame 
are an intervention focus for both incest and rape victims. Although appetite 
disturbances, sexual dysfunction, social withdrawal, and sleep pattern change are present 
in both rape and incest victims, appetite disturbances are more common in incest victims, 
while social withdrawal is a predominant symptom for rape victims. Rape victims 
demonstrate more dramatic lifestyle changes (e.g., moving to a new residence, changing 
jobs, avoiding contact with males, and refusing to go out alone). Incest victims face 
lifestyle changes associated with family cohesion (e.g., separation, rejection, and blame 
attributed by other family members). 
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Victim responses, while similar to a symptom picture of depression, are conceptualized as 

the responses of a healthy, functioning person to extreme environmental trauma (e.g., post- 

traumatic stress syndrome). The approach taken by the clinician should be an active one. 

There should be an emphasis on assisting the victim in regaining control over her life. 

Treatment focus is on developing crisis-related problem-solving skills (i.e., preparation for 

medical and possible legal procedures, evaluation of options, etc.), and identifying a 

personal social support network for the sexual assault victim. A final emphasis in the 

crisis intervention model is assisting the victim to develop an adaptive perception of the 

rape or incest experience through cducation. This is facilitated by reframing the sexual 

assault in terms of societal issues and effecting a shift in victim-perceived blame from 

herself to the perpetrator. 

Guidelines for Crisis Intervention, with an emphasis on specific problem-oriented 

strategies, are provided on pages 71-74. 

A SHORT-TERM BEHAVIORAL INTERVENTION PROGRAM 

The Brief Behavioral Intervention Procedure (BBIP) (Kilpatrick et al, 1980) is a 

multicomponent treatment package combining both behavioral and feminist treatment 

strategies for recent sexual assault victims. The BBIP requires 4 to 6 hours of client 

contact. It involves three separate components. The first component, consisting of an 

induced affect interview, requires the victim to describe the assault in detail. An 

educational component deals with explanations of the origin of assault fear 

(conceptualized as a learned response), various assault myths, including the victim-blame 

myth, and a description of typical fear and anxiety reactions common to many victims. 

This component, which integrates a feminist philosophy, allows for reframing and 

facilitating the normalization of assault responses for the victim. The third component 

of the BBIP consists of training in specific coping skills (e.g., techniques of deep muscle 

relaxation and deep breathing, guided self-dialogue, and strategies for coping with 

avoidance responses, which tend to be a maladaptive coping response with respect to the 

assault). : 

TREATMENT OF LONG-TERM ASSAULT-RELATED SYMPTOMATOLOGY 

Long-term problems following assault have received increasing attention by clinicians in 

the last several years. A real need exists to move beyond a crisis intervention model. 

The major emphasis in developing treatment packages designed to deal with long-term 

treatment issues common to assault victims has been to devise problem-specific programs. 

The three areas defined as conducive to long-term intervention are (a) fears and phobias, 

(b) depression, and (¢) sexual dysfunction. 

Fears and Phobias. A useful treatment package for clients who have resolved many 

assault-related problems yet continue to exhibit severe fear responses involves stress 

inoculation training (SIT). A cognitively and behaviorally based anxiety management 

approach, SIT is designed to assist the client in actively coping with target-specific, 

assault-related anxiety. The general procedure (Veronen & Kilpatrick, 1983), based on 

Meichenbaum’s (1977) model of self-control, is discussed in greater detail in an article by 

Martin (1982), which appears in the first volume of this series. Similar to Meichenbaum’s 

model, the SIT package includes educational, skill acquisition, and application phases. 

However, specific trauma induced fears are emphasized in this modification. In the 

initial education phase, the rationale for the procedure and an explanation of the 

etiology of fears (i.e, a learned response to a threatening stimulus involving cognitive, 

behavioral, and affective or autonomic components) is provided for the client. In the 

second phase of treatment, deep muscle relaxation, role-playing, and covert modeling are 

employed as specific coping strategies. The cognitive component is emphasized through 

teaching of thought stopping and guided self-dialogue skills. ie 

The dialogue component is a crucial component in the promotion of successful coping. 

Victim generated self-statements in this component emphasize the four sequential aspects 

of a successful coping sequence: (a) preparing for the assault-induced fear situation or 
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stressor, (b) confronting of the fear situation or stressor, (¢) coping with feelings of being 
overwhelmed by the situation, and (d) providing self-rcinforcement for coping. It is 
neccessary to determine specific sclf-statements that will meet the needs of a particular 
victim, her unique sct of life circumstances, and targeted assault-induced fears, as may 
be identificd by sclf-report or responses to the Modified Fear Survey (MFS) (Veronen & 
Kilpatrick, 1980). 

The third phase of the SIT trcatment package involves generalizing coping responses to 
real world circumstances. In vivo practice of coping skills acquired in the second phase 
of the program is encouraged, using a graduated exposure to client specified targeted 
fears in the environment. The rate of progress is a function of the number and severity 
of specific assault-induced fears, as well as the client’s premorbid adjustment. 

Systematic desensitization (SD) has been promoted as the optimal treatment for rape- 
induced fears and anxicties by some clinicians (Frank & Stewart, 1984). The technique 
appears to have greatest utility in cases where the client’s fear and anxiety cues can be 
clearly specified. The Target Complaints Assessment (available on request from the 
author, Ellen Frank, PhD, Western Psychiatric Institute, Pittsburgh, PA 15261) is used to 
first identify specific fear or avoidance behaviors in a client. The client typically learns 
progressive relaxation procedures in the first three sessions and begins systematic 
desensitization following selection of three problem behaviors designed to be the focus of 
treatment. Most frequently reported target complaints include fears of being alone, 
insecurities in social situations, and fear of men. Specific scenes are created for each of 
the sclected target complaints and are then rated on a scale from 0 (no anxiety) to 10 
(intense anxiety). Component scenes are then arranged in a hierarchy, and systematic 
desensitization is implemented. If necessary, scenes can be rearranged on the hierarchy 
to reflect a client’s changing perceptions. 

Interestingly, Frank and Stewart (1984) report that while they never suggested clients 
attempt in vivo exposure to stimuli from the session, many clients reported such 
spontaneous efforts on their part. It would appear, given the favorable treatment 
outcomes reported by Frank and Stewart, that in vivo exposure could be successfully 
integrated into a treatment program. 

In sum, stress inoculation and systematic desensitization can be recommended for treating 
fears on the basis of proven success with assault victims. For more global fears and 
anxieties, cognitive techniques may also be employed. Thought stopping procedures may 
be useful in treating both rape and incest victims’ feelings of guilt, shame, and self- 
blame focused around the assault. Altering a victim’s negative self-statements may also 
prove useful. However, cognitive techniques would appear to have even greater utility in 

the treatment of a second, frequently reported client problem with both rape and incest 
victims - depression. 

Depression. The use of cognitive therapy (Beck et al, 1979) in the treatment of sexual 
assault victims is described in several recent articles (Frank & Stewart, 1983, 1984) in the 
sexual assault literature. The reader is referred to an article by Harrison and Beck 
(1982), in the first volume of this series, for additional information regarding cognitive 
therapy concepts and procedures. 

The clinician should be aware that while fear and anxiety are the predominant symptoms 

present immediately following rape, the primary period for depressive symptomatology is 
from 1 or 2 weeks, to 3 months post-assault. In some victims depression may not be 
cvident until a much later date, consistent with a picture of post-traumatic stress. 
Depression among incest victims can be present at any time following initial sexual 
contact, and is a predominant symptom with these women. 1 

Cognitive therapy as a modality of treatment for depression in assault victims has several 
advantages. First, it allows the victim to develop confidence that she can control her 
thoughts and, through them, her feelings and behaviors. Promoting such a sense of 
control in sexual assault victims can be highly therapeutic. Second, the approach can be 
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applied to the treatment of anxiety or fear as well, giving the treatment plan consistency 

and continuity. Finally, it is a direct, active treatment in which the mechanisms for 

change are made explicit at the onset of therapy. Each treatment session reinforces the 

client’s knowledge of how the trcatment works. = 

When the efficacy of cognitive therapy and systematic desensitization have been 

compared (Frank & Stewart, 1983), scxual assault victims receiving either treatment 

showed significant improvement in the areas of depression, fear, anxiety, and self-esteem, 

as well as in general social adjustment. This finding suggests that desensitization does 

more than just reduce anxiety in assault victims, it also validates the efficacy of 

cognitive therapy for these women. 

Sexual Dysfunctions. A sophisticated bchavioral treatment package that is time limited 

and appropriate for use with a wide variety of sexual dysfunctions for both incest and 

rape victims has been recently developed by Becker and Skinner (1983, 1984). Their 

approach is flexible and can be used with sexual assault victims individually or in 

groups. Preliminary results support the efficacy of the model. 

GROUP PROCESS WITH VICTIMS OF SEXUAL ASSAULT 

Group treatment of sexual assault victims is appropriate for both rape and incest victims. 

While a discussion of group treatment is not a major focus of this contribution, we do 

have some basic suggestions for the clinician interested in considering this option as an 

adjunct to individual treatment. : 

In addition to a specific symptom focus, a group format allows the opportunity to deal 

with certain processes such as emotional catharsis, confrontation-assimilation, self- 

identification, and self-management. An advantage of the group format is that it may be 

especially well suited, and preferable to individual treatment, for handling such issues as 

dispelling the "specialness" notion and the problem of emotional isolation frequently 

encountered by assault victims. 

Because of the power and intensity of sexual assault groups, it is generally advisable that 

there be prior or concurrent individual treatment of group members. This insures that 

each woman has access to an individual therapist as she begins group therapy. 

A manageable size for a group appears to be between 6 and 10 women. It is our policy to 

place rape and incest victims in separate groups. While there is no empirical evidence to 

suggest that separation is a necessity, we feel that group cohesiveness is increased by 

patient homogeneity. To date, client preference and anecdotal client comments have 

validated this decision for separation. We advise that the potential group members 

participate in a screening interview involving the clinician who will lead the group. 

This procedure serves to reduce the likelihood of one woman in the group feeling 

isolated because of a particular characteristic she alone possesses (i.e., being the only 

adolescent, ethnic minority, etc.). She may believe this makes her "different" from other 

group members and it may reinforce her sense of emotional isolation. A screening 

session also allows future group members to make an initial contact with the therapist 

prior to the first group session. We believe such contact serves to reduce group attrition. 

Another strategy we use to facilitate early development of the client-group therapist 

relationship is the procedure we have developed to handle all referrals to the group. In 

response to a referral by an individual therapist or the person herself, the woman is 

immediately referred to one of the group’s co-therapists. All personal and telephone 

contacts prior to the start of group therapy are made by the co-therapist. 

We strongly advise the use of co-therapists due to the great emotional demands placed 

upon a therapist leading a group for sexual assault victims. While a co-therapist who has 

herself been a sexual assault victim can prove to be an excellent model of successful 

coping for the women in the group, it is our policy that at least one co-therapist should 

not be a sexual assault victim. This emphasizes that not all women are assault victims. 

Although we do not discourage the use of a male therapist, we do not subscribe to the 
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notion that it is important, especially for incest victims, to recreate a family-type 

situation through the usc of one male and onc female therapist. Use of a male therapist 

should be discussed with potential group members, since one or several women may have 

strong objections to joining a group with a male co-therapist. 

It is suggested that 8 to 10 group sessions be planned, each lasting 1.5 to 2 hours. The 

option to renegotiate additional sessions at the cnd of the scheduled period can also be 

offered to the group. We also suggest using a closed group format to facilitate group 

cohesion and identity. A clinician may choose to begin with a smaller group (perhaps 6 

members) if it is anticipated that additional referrals may soon follow. This would 

permit a second group to be started so that a long waiting period for subsequent referrals 

would be avoided. 

Clients are asked to make a commitment for 10 group sessions. Treatment can be divided 

into two stages. The first stage is educational in nature with the second stage involving 

a theme-centered, problem-solving format. During the initial group sessions, material 

presented by the therapist regarding sexual assault (including the impact and 

consequences) and group member self-identification and "telling the story" of her assault 

and the aftermath (including coping strategies) should be included. This process usually 

requires two to three sessions. Also, during this period the co-therapists can have the 

group members contribute to a list of problems frequently experienced by sexual assault 

victims (e.g., for incest victims, a list of symptoms present in young children who are 

being abused; for rape victims, information about post-rape coping strategies and 

problems). This exercise can serve to facilitate group members’ disclosure of their own 

experiences. 

Subsequent topics for group discussion can be selected from a list prepared by the co- 

therapists. Such a list could include the following topics: self-blame, guilt, depression, 

anxiety, relationships with and mistrust of men, sexual dysfunction (e.g., flash-backs, 

combining sex and affection, incompatibility, orgasmic dysfunctions), emotional isolation, 

self-abuse (e.g., drugs, alcohol, obesity, anorexia), child rearing (for incest groups), family 

of origin issues (for incest groups), current involvement in a physically or sexually 

abusive relationship (for incest groups), and disturbed trust in ongoing relationships (for 

rape groups). Group members are also asked to add any additional topics to the list. 

Termination should be discussed no later than the third from the last scheduled group 

session. 

Other group options to consider include an open-ended, self-help group, particularly for 

incest victims who have completed group therapy. Such a group can be modeled along 

the lines of Daughters United. A group for rape victims and their partners is another 

possibility suitable for a group format, as is a group for spouses of rape and incest 

victims. Another use of this format is a group consisting of an incest victim and her 

family of origin. While a detailed review of family-oriented group therapy for 

incestuous families is beyond the scope of this contribution, such information is available 

from several sources (Dixon & Jenkins, 1981; Giarretto, 1982) for the clinician who might 

be interested in this treatment option. 

SUMMARY 

The present contribution represents an attempt to consolidate the issues regarding 

assessment and treatment of sexual assault victims. It should be clear to the reader that 

the issues regarding definition, incidence, blame, symptoms, assessment, and treatment 

are quite complex. It is our opinion that problem-specific assessment and treatment 

techniques are currently the most effective approaches to sexual assault. In addition, 

therapist attitudes are a critical factor to be aware of if the victim is not only to benefit 

symptomatically, but also consolidate her gains by removing blame for the assault from 

- herself and shifting it to the offender and societal issues.  
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JACKSON INCEST BLAME SCALE" 

In this scale incest is defined as sexual intercourse between two people too closely 

related to marry legally. In addition, one of these two people must be under the age 

of majority. The minor will be referred to as the victim in this scale while the 

individual over the age of majority will be referred to as the offender. Listed below 

are several statements sometimes used to account for incest. Please indicate your 

agreement or disagreement with these statements on the six-point scale accompanying 

each item. If you agree with the statement, place an X over the blank that 

corresponds with your degree of agreement. If you disagree with the statement, place 

an X over the blank that corresponds with the amount you disagree. For example: 

A. Most tooth decay is caused by lack of careful brushing. 

Strongly Disagree. : X Strongly Agree 

1 2 3 4 5 6 
  

An X above the five would indicate a strong amount of agreement. Please answer the 

following questions based on your opinion only. There are no right or wrong answers. 

There is a strong connection between the current morality and the crime of 

incest. 

Strongly Disagree : Strongly Agree 

1 2 3 4 5 6 
  

The amount of sex and violence in the media today strongly influences the 

offender to commit incest. 

Strongly Disagree Strongly Agree 

2 3 4 
  

When incest occurs, it is the offender's fault. 

Almost Never Almost Always 

} 2 3 4 5 6 

There is a strong relationship between people being regarded as sex objects by 

our society and the crime of incest. " 

Strongly Disagree Strongly Agree 

1 2 3 4 5 6 

The prevalence of incest is directly related to our societal values. 

Strongly Disagree Strongly Agree 

1 2 3 4 5 6 

A person who commits incest should be locked up for the act. 

Almost Never Almost Always  
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People who commit incest are "mentally 111" or psychologically disturbed. 

Strongly Disagree Strongly Agree 

1 2 2 4 5 6 

Incest can be mainly attributed to peculiarities in the offender's personality. 

Strongly Disagree Strongly Agree 

1 2 3 4 5 6 

It is the victim who entices the offender to commit incest. 

Almost Never Almost Always 

1 2 3 4 5 6 
Incest is a product of a sexually unhealthy society. 

  

Strongly Disagree Strongly Agree 

1 2 3 4 5 6 

Victims provoke the act of incest by using bad judgment, acting seductively, and 

So on. ; 

Almost Never Almost Always 

2 3 4 5 6 

are victims of incest because they deserve it. 

Almost Never Almost Always 

2 3 

Incest can be avoided by the victim. 

Almost Never Almost Always 

1 2 3 4 5 

Incest is more likely to occur in broken homes. 

Strongly Disagree Strongly Agree 

1 2 3 4 5 6 

Alcohol and drugs are significant factors in the occurrence of incest. 

Almost Never - Almost Always 

1 2 3 4 5 6 
  

Incest is more likely to occur in families with poor interpersonal relationships. 

Strongly Disagree Strongly Agree 

1 2 3 4 5 6 

There is a certain kind of person who becomes a victim of incest. 

Strongly Disagree Strongly Agree  
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18. Incest is more likely to occur in slum or "bad" areas. 

Strongly Disagree Strongly Agree 

1 2 3 4 5 

. Offenders are driven to incest by internal factors. 

Strongly Disagree Strongly Agree 

1 2 3 4 5 6 

Incest is more likely to occur in families that are socially isolated from the 

community. 

Strongly Disagree Strongly Agree 

3 

SCORING 

Sum item scores within each factor to obtain factor totals. 

Offender Blame Factor Societal Blame 
  

Item No. Score Item No. Score 

3 1 

2 

    

        Total Total 
  

  

Situational Blame Victim Blame 
  

Item No. Score Item No. Score 

14 3 

15 11 

16 > 12 

18 13 

20 17 

  
  

        Total Total 
  

  

  

*Thomas L. Jackson, William P. Ferguson, and Suzanne M. Fischer, University of South 

Dakota, vermillion, SD, 57069. 
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SEXUAL ASSAULT VICTIM INTERVIEW GUIDE 

This guide is not designed-to be a specific set of questions, but rather a set of issues relevant to sexual assault victims. The guide should be viewed as a flow chart. The absence of findings in an area would allow the clinician to move on to a new issue. The presence of findings in an area would compel the clinician to investigate and assess in more detail. The degree of defensiveness and reticence to discuss specific issues will dictate the order in which these topics are broached. The clinician is urged to utilize the client's nonverbal cues as well as attend to self-report of discomfort during the interview sessions. 

NATURE OF ASSAULT AND CIRCUMSTANCES AT THE TIME OF ASSAULT 
Circumstances of assault: who; what; when; where; how. 
Attribution of blame: The victim's "why" of assault. 
Degree of familiarity or consanguinity with the assailant. 
Single vs. multiple assaults. 
Degree of coercion: verbal threat; physical force. 
Type of assault: psychological abuse; fondlings; penetration; violence. 
Legal involvement: minimal; lengthy. 
Attribution to legal-medical-psychological community: supportive; accusing. 
Time between assault and help-seeking. : 
Who did you tell first? How did they react? 
If in relationship at time of assault, partner's reaction: sensitive; 
blaming. 

Family reactions: appropriate family coping; dysfunctional style. 
Significant others' reactions: social support network. 

A
R
O
 
I
T
O
T
M
O
O
O
D
D
 

VICTIM'S INITIAL REACTION 

In your own words, describe your initial reaction. 
Symptoms: anxiety, depression, denial, anger, fears, sexual dysfunctions. 
Sex history.! 
Symptom picture: supplement data from instruments. 
Initial changes in daily functioning: job performance; relationship; social 
life; future plans, and so on. 
Vegetative function changes: sleep, appetite, weight, menstruation, 
elimination. 
Mental status changes: judgment, orientation to person, place, time, 
memory, affect, cognitive functions. 
Changes in personality or behavior reported by others. 

CURRENT STATUS 

A. Current mental status.2 
B. Coping efforts and strategies: 

1. Life changes. 

2. Reorganization efforts. 

3. Cognitive/affective coping (intellectual insight with/without emotional 
working-through). 

Tose 
Symptom expressivity: Is there more to come? 
Self-reported nightmares, fears, sexual acting-out, sexual dysfunctions, 
depression, anxiety, hostility, heterosocial impairments. 
Self-perceived strengths and weaknesses.  
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Changes in lifestyle, life events, social surroundings. 

Current feminist perspective. 

Behavioral coping: self-defense courses, and so on. 

COURSE 

A. Detailed premorbid psychological history: 

1. Previous psychiatric treatment: hospitalization, medications. 

2. Depressions and suicide attempts. 

3. Dating history, social functioning, assertiveness. 

4. Educational, occupational, social, and familial adjustment. 

B. Symptom fluctuation: graph symptom course. 

ATTRIBUTION 

A. Attribution of blame. 

B. Attribution of treatment responsibility and effectiveness. 

C. Self-efficacy rating. 

FUTURE 

Plans and goals. 

Self-statements. 

Optimism regarding relationships. 

Pessimism regarding future attacks. 

Has victim put assault in a perspective to allow for growth? Self-efficacy 

forecast. 

  

lseveral guides for sexual histories are available. For example: LoPiccolo, L., & 

Heiman, J. R. (1978). Sexual assessment and history interview. In J. LoPiccolo & L. 

LoPiccolo (Eds.), HANDBOOK OF SEX THERAPY (pp. 103-112). New York: Plenum. 

2yhile many guides for the conduct of mental status exams are available, an excellent 

outline is included in the below-cited chapter by Johnson. The present authors do not 

recommend a full mental status exam be given each time, but rather, use the outline as 

an interviewer reminder and sample when an area appears fruitful. Johnson, W. R. 

(1981). Basic interviewing skills. In C. E. Walker (Ed.), CLINICAL PRACTICE OF 

PSYCHOLOGY (pp. 83-128). New York: Pergamon. 

>The graphic representation of symptom severity can be accomplished by drawing simple 

X/Y axes and listing Pre-, Assault, and Post-phases. Then, with the -client, symptom 

severity is drawn in across time. Interviewers should assist the client in anchoring 

the Y axis so that they can retrospectively rate the degree of the symptom at any 

given time. This also illustrates for the client that symptoms are not constants but 

that they do change over time. One or several graphs can be so generated.  
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GUIDELINES FOR CRISIS INTERVENTION 
WITH SEXUAL ASSAULT VICTIMS 

It is useful for the clinician to recognize that a sexual assault victim shares common 
features in the process of her adjustment to her sexual assault with individuals who 
face other types of life crises. What is unique to the sexual assault victim as she 

moves through the various stages of readjustment is the nature of issues she must cope 

with which are specific to the assault experience. Many of the problems are similar 

for both rape and incest victims. Independent of the particular type of assault, the 

clinician can estimate the severity of the crisis response by considering three 
variables: (a) premorbid adjustment of the victim (e.g., adult victims of rape are 
more "at risk" for greater severity of reaction if they were child victims of sexual 
assault); (b) nature of the assault (e.g., the amount of violence, prior relationship 

with the perpetrator, the extent of injuries sustained, etc.); and (c) coping 

mechanisms of the victim (e.g. her responses during and after the assault). 

Certain elements are likely to be associated with a particular crisis response as a 

function of the type of assault. For example, a rape victim seen for crisis 

intervention is typically seen immediately following the assault. Severity of 

symptomatology is typically quite intense. There is typically medical and legal 

intervention which may serve to mediate the stress level. An adolescent incest victim 

seen in crisis intervention will not typically be seen in the immediate post-assault 

period, although this may occur. More likely the crisis precipitating the 

intervention with the clinician will be the crisis associated with detection of the 

assault relationship by the authorities. Crisis responses of the victim may focus on 

the family relationship and separation concerns. The crisis experienced by the 

retrospective incest victim may involve the stress of a confrontation with the 

perpetrator, sharing of information after many years with a family member or current 

partner, a flash-back experience, her own child's assault which serves to exacerbate 

guilt and anxiety at her inability to protect her child, or entry into therapy for 

another presenting problem and dealing with assault issues at this time. 

In providing guidelines for crisis intervention, shared crisis intervention tasks and 

techniques will be provided which are applicable independent of the type of assault. 

Following this will be specific suggestions which may be appropriate to rape, 

adolescent incest, or retrospective adult incest victims. 

Tasks to be accomplished in initial stage of crisis intervention: 

l. Develop a supportive relationship. The physical safety and integrity of the 

victim should be assured. This can be accomplished by clinician reassurance and 

empathic listening. 

Respond to the victim's unique immediate concerns and needs. This can be 

accomplished by attending to the victim's verbal and nonverbal cues. 

Anticipate a variety of physical and emotional responses on the part of the 
victim. Common physical responses include crying, shaking, rocking, staring, 

fidgeting, chain smoking, or "swings" between different responses. These 

responses will be seen if the woman is responding in an "expressive" mode. "If she 

appears calm and composed, check to see if this is her typical method of coping. 

If so, she may be responding using a "controlled" coping style. Common emotional 

responses include fear (the most common response), shame, shock, anger, guilt, 

embarrassment, self-blame, or helplessness. Assure the victim that her responses 
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are normal under the circumstances and are common to many women who have 

experienced similar trauma. 

Educate the victim regarding the various legal and medical procedures she may be 

about to face. Information regarding such matters reduces anxiety about the 

unknown and allows the victim to consider alternatives and make informed 

decisions. 

Encourage victim decision making. To regain a sense of control, she should be 

supported in making decisions and plans for the post-assault period. Referrals 

for specific assistance (e.g., legal, medical, temporary child care, etc.) can be 

considered. 

Educate the victim with respect to the various physiological and psychological 

sequelae she may encounter. Describe possible physical and emotional responses, 

so that she may anticipate them if they occur. 

Begin a psychosocial assessment. Note predominant mood, lability, defenses, 

environmental supports, inner resources and strengths, coping style, family and 

significant other response and level of support. Also, take a crisis history to 

assist the victim in anticipating possible reactions. Consider general life stage 

and nature of assault issues. 

Techniques useful in crisis intervention with victims: 

l. Focus on immediate affective experiences. Use reflection of the victim's 

emotional responses. 

Present a calm, professional, and supportive demeanor. 

Avoid the temptation of being controlling; facilitate victim decision making as an 

alternative. 

Progress from a general to a more specific focus in information gathering during 

the interview. 

Use clarification, labeling, and generalizations to convey understanding of the 

victim's situation. Statements can be prefaced with statements such as, 

"oftentimes women who have been assaulted are concerned that (specific issue). 

Perhaps you might be concerned about this as well." 

Let the victim set the tone and pace of the intervention. Do not "push" her to 

discuss topics too soon. Allow her to retain control of the interaction. 

Be problem oriented. List the various options which are open to her. List things 

she must attend to in the near future and encourage her to prioritize events. 

Suggest that she make a schedule or a detailed plan of her activities for the next 

several days. 

offer hope. Suggest that she will feel in greater control of her life as time 

progresses. Use the concept of life crisis to explain her thoughts, feelings, and 

attitudes. It is useful to remind her that although she has undergone a severe 

trauma, the assault does not preclude her being able to return to normal 

functioning in the future. T  
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In addition to these general guidelines, each type of assault situation offers aspects 
which merit special attention on the part of the clinician. They include: 

Rape: 

l. Rape offers special challenges for the male therapist. Although most rape victims 
report a preference for dealing with female professionals, the nature of crisis 
intervention will not always allow for this. A major obstacle for the male 
clinician dealing with rape victims is coping with anxiety over acceptance by the 
victim. Such anxiety may cause the clinician to alter his interaction and 
demonstrate behaviors which could be interpreted as seductive (e.g., he uses a 
softer tone, increased touching and physical proximity to convey a caring 
attitude) or distancing (e.g., he is technical, hypervigilant to body boundaries, 
"stiff") in his attempt to demonstrate to the victim that not all males are "bad." 
Another problem is the male clinician's overzealousness to prove he is effective 
with rape victims, which may result in a patronizing, oversolicitous attitude. A 
final error on the part of male therapists, which tends to be subtle, is a focus 
on the sexual aspect of the assault to the exclusion of its violent aspects. It 
should be remembered that a woman's most common fear reported after a rape is that 
of fear for her life. This aspect of the assault should never be overlooked. 

A family-based intervention is critical to the optimal adjustment of the rape 
victim. The family should be encouraged to be emotionally available to the 
victim, to encourage her to utilize her own coping strategies and express feelings 
openly, and to take action to strengthen the victim's resources. Avoidance, 
attack, or indifference should be discouraged. The family should be reminded that 
the rape is a shared life crisis they are faced with. They should be educated by 
the clinician and prepared for victim responses. Ventilation of their own 
emotional responses should be encouraged to occur when the victim is absent, since 
she requires their support, empathy, and reassurance at this time. 

Life stage of the victim can influence the salience of issues she must cope with 
in the aftermath of the rape. Young women are concerned with issues of separation 
from the family and ability to be independent and take care of themselves. There 
is often concern over how this experience will influence later relationships. A 
divorced woman may be subject to greater blame and may be concerned about who to 
tell, when to tell, and how much to tell. A married woman who is middle-aged will 
be concerned with vulnerability and perhaps her ability to protect her children 
from potential future assaults. Control of her life may be a concern as may be 
the issue of spouse support. The older woman may find that the assault has raised 
issues of increased vulnerability and physical safety for her. 

Incest - adolescent victim: 

1. Family concerns, including family support or blame will be of greatest importance 
to the adolescent victim. If the family is not supportive, the issue of legal 
emancipation and arrangements for housing may be concerns. The issue of whether 
to prosecute a family member may create high levels of anxiety and ambivalence. 

Family integrity cannot be assured. While crisis intervention and support of the 
victim should take precedence over family issues, the mother-daughter relationship 
should be evaluated. It has been determined that the mother's reaction to the 
incest determines the adolescent's adjustment more than any other factor. 
Following individual crisis intervention and short-term work with the adolescent, 
mother-daughter therapy should be planned as the next step. 
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The complicating factor of pregnancy or venereal disease may be involved. Medical 

follow-up 1s critical. 

Adolescent victims should be availed of the services of a victim advocate, who may 

be better able to coordinate services. A separate victim advocate will insure 

that the client-therapist relationship is not threatened by concerns with 

confidentiality. A dual relationship of therapist and advocate for the adolescent 

‘may be potentially volatile, given adolescent concerns with privacy. 

Incest - retrospective adult victim: 

1. Given that current relationships may experience difficulties based on issues 

resulting from the earlier incest experience (e.g., sexual dysfunction, trust, 

combining sex and intimacy in a relationship, etc.) it is advisable to consider 

couple sessions at some point. Spouse education can facilitate support and may 

reduce anxiety. 

Strike a balance between recognition of the possible impact on the current 

functioning of the woman of the earlier experience and interpreting all current 

problems as due only to the incest. Examine concurrent life stressors. 

Be prepared to help the woman in evaluating the effect on her functioning of 

disclosing the incest information to the family of origin or confronting the 

offender. Advantages and disadvantages for each woman's adjustment should be 

considered. 
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GROUP FORMAT OUTLINE 

Establishing the Baseline (where we are now) 

A. Do you believe in God or a higher power? 

As a child, what was your image of God? 

Are you aware of how/why this image has changed? 

B 

C. At this time, what is your personal image of God? 

D 

E How do you view God in relation to the incest/abuse 

you suffered? Where was God when you were being 

abused? 

Do you pray/meditate? How do you define prayer/ 
meditation? 

Are you currently a member of an organized 

religion? What are your feelings about that? 

Did you participate in organized religion as a 

child? 

Is the issue of forgiveness a part of your 

religious belief system? If so, how do you view 

forgiveness? 

Presentation and Discussion of Information 
(Assigned reading for group members: Where is G When se od 

Bad Things Happen? by Horace O. Duke; Woman, Why Do 
Weep? by Sandra M. Flaherty; May I Have This Dance? by 

Joyce Rupp) 

A. Human development and stages of growth as they 

relate to religious development/development of 

spirituality. 

Christian tradition as it relates to feminine 

experience and our experience of self. 

Alternative ways of imaging God. 

Resources for prayer and meditation. 

Forgiveness as part of the Christian tradition. 

The presence of God in suffering/tragedy.  



Group Format Outline: Page 2 

111. Reflection on Information and Discussion 

A. How has this information and discussion changed 

your current perception of your relationship to God 

and your feelings about faith and spirituality? 

What issues were not included that you feel are 

relevant to this topic? 

Methods of assimilating literature/information on 

this topic. 

 


