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ABSTRACT

The purpose of this practicum was to enhance positive coping, reduce negative

slmptoms stemming from childhood sexual abuse and provide a safe therapeutic

envirorunent for wolnen to discuss the irnpact of childhood sexual abuse on their lives.

Feminist Therapy, Solution-Focused rherapy and cognitive Restructuring were the tb¡ee

empowennent approaches chosen for the timelimited intervention. Six wornen

participated in this l3-week $oup. The group sessions covered topics such as coping,

the irnpact of childhood sexual abuse on one's life, selÊesteem, rnanaging anxiety, shame

and guilt, loss and mourning, boundaries, anger, sexuarity, recraiming one,s body, and

iiving beyond abuse- Both quantitative and qualitative lneasu¡es \ilere used to measure

various coping behaviors and evaluate tlie gïoup sessions. The measurements indicated

an overall reduction in negative symptorns stemming frorn childhood sexual abuse, an

increase in positive coping, and a correction in distorted beliefs that the survivors had

about themselves' The group members also reported that they found the reduction in

isolation the most valuable aspect of participating in a therapeutic group.
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INTRODUCTION

Sexual abuse has a marked impact on the emotional, social, behavioral, cognitive,

physical and sexual well being of the ciients that social workers serve. The prevalence of

this problem gained wider recognition during the i970s as awareness of child abuse

grew, the roles of women in societv broadened, and the feminist movement became

widespread. The feminist movement has been pivitol in reframing sexual abuse from an

individual to a societal problem. Power differences betrveen men and women lvere

identified as a primary cause of sexual abuse. Treatment strategies have also evolved

from focusing on client's deficits and individual pathology to emphasizing client's

strengths, resources and resilience.

The purpose of this practicum w-as to provide a group intervention focused on

recognizing, honoring and enhancing healthy coping strategies utilized by adult survivors

of childhood sexual abuse. Chapter one c.onsists of a literature review of the long term

effects of sexual abuse and an explanation and description of comrnon coping strategies.

Chapter two describes the three empowerment approaches that were used: Feminist

Therapy, Solution-Focused Therapy and Cogmtive Restructuring and the research on the

effectiveness of these interventions. Chapter three provides an overview of group work

with adult survivors of childhood sexual abuse. The process of planning and

implementing a group is described. Also, the research on the effectiveness of group

therapy with surrivors of childhood sexual abuse is summarized. In addition, the stages

of group development are discussed. Chapter fou¡ describes details about the practicum

such as the profiles of the clients and each of the group sessions. Chapter five focuses on

the qualitative and quantitative rneasures sel.ected for evaluating the effectiveness of the



practicum intervention and the measu¡es' psychometric properties. Chapter six explains

and describes the results of the practicurn. Finally, this report closes wlth a selÊ

evaiu¿tion on rvhether the learning objectives were met and recommendations for

subsequent groups.

Objectives of the Practicum

The purpose of this practicum was to facilitate a 13-week therapeutic group for adult

wofilen survivors of childhood sexual abuse cornbining Ferninist Therapy, Solution-

Focused Therapy and Cognitive Restructuring.

The objectives of the practicum were:

1. To provide a safe, therapeutic environment for women to discuss the impact of
childhood sexual abuse on their ]ives.

2- To help women recognize symptoms stemming frorn childhood sexual abuse, reduce
negative or hannful symptoms and develop healthy coping strategies.

Personal Learning Obj ectives

1- To gain a better urderstanding of how to treat the long-term effects of childhood
sexual abuse.

2. To broaden my goup facilitation and leadership skills by developing and leading a
group.

3. To challenge myself to becorne well versed in the techniques and strategies of three
empowennent approaches and provide a holistic intervenfion by integrating the three.

4. To further develop skills in the area of clinical evaluation through the use of
qualitative, quantitative and self-developed measures.



CI-IAPTER 1- LITERATURE REVIEW

This chapter provides an overvierv of the long-tenn effects of childhood sexual abuse

commonly reported in the literature and how tliese effects translate into coping

rnechanisms.

The Long-Terur Effects

The long-term effects of chiidhood sexual abuse are classif,red differently by various

authors renowned in the subject. Sanderson (1995) provídes a comprehensive

classification of the after-effects as follows:

1. emotional
2. interpersonal
3. behavioral
4. cognitive/perceptual
5. physical
6. effects on sexual functioning

The research that supports, describes and explains these after-effects is summarized.

Emotional Effects

Depression

The most frequently reported emotional after-effect of childhood sexual abuse is

depression (Sanderson, 1995). Mood disturbances are coÍìrnonly linked to distorted

beliefs about the sexual abuse (Jehu, Klassen and Gazan,1988). Cameron (2000) in her

clinical study found thatTTo/o of her women survivors of sexual abuse reported syrnptoms

of depression. Weiss, Longhurst & Mazure (1999) revierved 7 studies from a community

population, 5 studies from college women and 9 nine studies from clinical populations.

With the exception of one study, all indicated the rate of depression was higher among

'women rvho have been sexually abused. Bagley and Ramsev (1986) conducted a



community mental health study of 386 women and found that those ,,vho had been

sexually abused rvere trvice as likely to have clinical depression as wolnen who had not

been sexually abused. Peters (1984) indicated similar results in a cornrnunity sample.

Jehu et al. in a clinical sarnple of 5I women rvho had experienced childhood sexual abuse

found that more than half of his sample scored in the clinically significant depressed

range. All these studies suggest that depression is comrnon and higher amongst women

who have been sexually abused in childhood

Low Self-Esteem

Most of the available literature suggests that low self-esteem is another common after

effect. According to Herman (1992), sexual abuse interferes with the individual's

development of autonomy, competence, ìdentþ and tnxt in relationships. Cameron

(2000) in a clinical study reportedgTo/o of women felt they were not good enough ,82o/o

percent felt something was \Mong with them, 82olo percent blamed their unhappiness on

their own deficiencies and72%o felt they were different from others. Russell (1986)

found in her community study of adult survivors of childhood sexual abuse that}Oo/o of

respondents reported negative feeiings, attitudes and beliefs about themselves; for

example, low self esteem, self-blame, self-hatred, shame, guitt and negative feelings

about their bodies. Feelings of worthlessness and negative self-evaluation were found in

60% of Herman's (1981) sample of incest survivors in psychotherapy. In Jehu et al.'s

(1988) study more thanT1Yo of survivors thought the statement "I am worthiess orbad"

to be true to some extent. Romans, Martin & Mullen (1996) in their community study of

childhood survivors of sexual abuse found that the use of force had a pronounced impact

on lowering self-esteem. This community study also indicated that other psychosocial

variables such as having psychiatric disorders impacted self-esteem as well. Briere



(1996) suggests that societv has the inclination to blame the sun'ivor, which in twn

causes the survivors to blame themselves.

Guilt

Guilt and low self-esteem appear to correspond with each other (Sanderson, 1995).

Jacobs (1993) suggests that perpetrators blame child victiins for their behavjor and that

the victims come to identifu and internalize this shame as their own. The development of

empathy in females causes women to assume responsibility for the perpetrator's

behavior. According to Courtois (1988), guitt is further compounded if other famity

members blarne the survivor, the survivor felt sexual pleaswe or a sense of personal

po\¡/er during the abuse, or if they thought they could have prevented the abuse. Jehu et

al. ( 1988) indicates 82% of survivors reported they felt responsible for the abuse.

Anxietv

High levels of anxiety are reported consistently in studies of childhood sexual abuse.

S}'mptoms of anxiety were indicated by 78Vo percent of Cameron's (2000) clinical study

Briere (as cited in Sanderson, 1995) fowrd that 54Yo of survivors were affected by anxiety

attacks compared to 28%;o of women who had not been sexually abused. Jehu, Gazan &

Klassen (as cited in Sanderson, 1995) found that 59Yo of their sample reported anxiety

and other phobic disorders. In a clinical sample of 125 patients with anxiety disorders, it

was found that childhood sexual abuse was higher than in the comparison group (Stein,

Walker, Hazen, Ross, Eldridge & Forde, 1996).

Briere (199ó) suggests that 3 types of anxiety are commonly manifested in survivors:

1) cognitive,2) conditioned and 3) somatic. Cognitive anxiety involves hypervigilance,

preoccupation with control, and distortion of inteqpersonal relations as threats of danger.



Conditioned anxiety develops when stimuli associated with sexual abuse evoke an

anxiety response. Somatjc anxrety means that past sexual abuse is related to somatic

complaints such as physical pain in different areas of the body.

Obsessive/Cornpulsive Di sorders

Anxiety attacks are linked to obsessive-compulsive disorders, Jehu et al. (as cited in

Sanderson, 1995). Jehu et al. found thatz7% of their sample of women accessing

services for sexual abuse had indicated obsessive-compulsive disorders. An association

between sexual abuse and obsessive-compulsive disorder has also been identifred by

subsequent studies (Neumann, Houskamp, Pollock & Briere, 1997).

Anger

Childhood sexual abuse can produce a continuum of anger reactions ranging from

feeling nothing to uncontrollable rage (Simonds, 1994). Expression of anger is

particularly difficult for women because of societal expectations that \¡/omen should not

feel angry (l^aidlarv & Malmo, 1990; Bass & Davis, 1994; Briere, 1996). Getting in

touch with anger, leaming to direct and express it constructively is beneficial for

survivors in counselling (Blurne 1990; Sturdivant, 1980; Newman & Peterson, 1996).

Interpersonal Effects

Isolation

Adult survivors of childhood sexual abuse frequently report feeling different from

others. Cameron (2000) indicated that 72oÁ of her clinical sample felt they were different

from others. Jehu et al. (1988) reported 88% of his sample felt the sarne. Herman's

(1981) sample mirrored both of these studies. The need to isolate oneself arises from

feelings of shame, anger, and depression about being a survivor and feeling responsible



for the victimization (Bell-Gadsby & Siegenberg, 1996). Isolation and lack of trust in

others makes it difflrcult for survivors to develop relationships with others.

Relationships with Men

Three common ways in which the survivor's relationships with men are affected are

fear, avoidance and idealization. According to Hennan's (1981) sarnple of incest

survivors 8% indicated they v/ere angry, afraid or avoided men. Jehu et al. (1988) found

that 68Vo of his sarnple stated they feared men. Russell (1986) found in her study that

38% of women reported negative feelings, attitudes and beliefs about men. Survivors are

also prone to overvalue or idealize men. This can result in frustration if the male does not

meet all the survivor's expectations (Swink & Leveille, 1986; Briere, 1996;Hennan,

1991). According to Briere (1996) idealization can place women at risk for

revictimization.

Revitimization

There is a significant risk of revictimization in the form of physical or sexual abuse for

survivors of sexuai abuse (Russell, i986; Srvintrç & Leveille, 1986; Briere, !996;Herman

1981). Cameron (2000) indicated thatT2o/o of her clinieal sample had been revictimized.

Russell (1986) found that 68 o/o of incest survivors in a locai community study reported

rape or attempted rape later on in their lives as compared to 38o/o of women who had not

been sexually abused. Herman found that 38% of wornen \¡iere assaulted by their spouses

or partners. Several plausible explanations are provided for this phenomenon. Briere

(1996) suggests that survivors tend to perceive men in a positive light and therefore

overlook cues of danger such as aggressive behaviors. ln addition, abusive rnales may

choose wlnerable women for relationships. Once these women are involved in these



relationships they rnay have difficulties asserting their boundaries. Darnaged self esteem

rnay also play a role in revictimization (Courtois, 1988).

Relationships with Women

There is some variability in how childhood sexual abuse affects later relationships

with women. Some studies have indicated that survivors tended to have very negative

perceptions of other women, viewing other women including themselves, with contempt

(Herman, 1981). One plausible explanation for this is that women often have residual

feelings of anger about not being protected by their mothers (Newman & Peterson, 1996).

Other studies have not found a strong correlation between the two. Although Jehu et al.

(1988) found that about haHof his sample perceived women as "weak and useless

creatures" many ofhis respondents were able to develop supportive female friendshìps

within and outside of the treatment group.

Relationships with Parents

Several studies have foturd survivors were equally angry at both parents (Newman &

Peterson, 1996; Sanderson" 1995). Other studies contradict this f,rnding (Herman, 1981;

Jacobs, 199ó). Jacobs, in her study of incest, postulates that sexual abuse severs mother

and daughter bonding, simultaneously creating traumatic bonding between the daughter

and father, thus, resulting in her identifying with the father.

Later Parenting

There is limited data on whether adults who have been sexually abused will become

abusers themselves. According to Courtois (1988) survivors are at high risk to

inadequately parent their own children if they have had unresolved issues regarding their

own sexual abuse. Furthennore, Sanderson (1995) and Gil (1938) suggest that having



inadequate parental models r'vill increase the likelihood of this occurring. However, one

longitudinal study found both positive and negative parenting among survivors

(Cameror¡ 2000).

Fear of lntimac)'

Courtois (1988) reports many survivors have diffrculties d,eveloping intimate

relationships because of trust issues. According to Hennan (1gg2)," traumatic events call

into question basic human relationships. They breach the attachments of family,

friendship, love, and comrnunity. They shatter the construction of the self that is fonned

and sustained in relation to others" (p. 51). Jehu et al. (1988) found thatg¡o/oof survivors

felt it was "dangerous to become close to others because they always betrayed, exploited

or hurt you" (p 108). Meiselmen (1978) fourd that 64Yo of her clinicat sample ièlt

discord or fear of their spouses in contrast to 40o/o of the control group. Ho$,ever,

Herman (1981) notes that many women still crave for the nurturance and intimacy that

evaded thern as children. Briere (1996) adds that it is not uncommon for survivors to use

their sexuality to attract men, while exploitative men seek out vulnerable women and

consequently negative relationships result. This cycle reinforces survivors' negative

beliefs about men.

Behavioral Effects

Eatine Disorders

Problems with compulsive eating, and anorexia and bulimia are common among

survivors of childhood sexual abuse (Cameron, 2000). A strong correlation has been

found between a history of sexual abuse and anorexia and bulimia (Gil, 1988). Other

studies indicate that childhood sexual abuse increases risk for bulimia (de Groot & Rodin,



1999). However, psychosocial variables such as family environment also cornpound the

problern. A clinical sample found that 600/0 of clients being treated for eating disorders

had been sexually abused (Swink & Leveille, 1986). According to Blume (1990) these

behaviors are best understood as overt expressions ofcontrol that can provide the

survivor with relief from negative emotions such as guilt and anger.

Addictions

There is strong support in the literatwe suggesting that ctrildhood sexual abuse and

addictive behaviors are related. Spak, Spak and Allebeck (1998) indicate that sexual

abuse increases lifetime risk for problematic alcohol use. An American national survey

on 1099 respondents found that women who had been sexually abused w-ere significantly

more likely to indicate recent alcohol use, intoxication, drinking related problems,

s)'rnptoms of addiction, or a lifetime use of prescribed psychoactive drugs and illicit

drugs (Wilnack, Vogeltanz, Klasen & Harris,l9g7). Cameron (2000) in her longitudinal

study found that drug and alcohol abuse were used as an escap e for 360/o of her sample.

ln a controlled study, Briere & Runtz (1987) found that strvivors were more than twice

as likely to have had an alcohol problem and 10 times more likely to have a drug

addiction compared to non-survivors. Peters (1984) found alcohol abuse rates were 17%o

for survivors and only 4o/o anrongst the non-survivors. In the same study, drug use was

found to be at 25o/o for survivors and l2o/o for those who had not been sexually abused.

Jehu et al. (1988) reported 37o/o of his sample to have had a history of alcohol abuse and

18% had a history of drug abuse. Blume (1990) suggests that addictions are common

because 1) they numb pain and produce euphoric feelings and 2) they provide an escape

from undesirable states ofconsciousness such as flashbacks.

l0



Self-rnutilation

Self-destructive behaviors are commonly used as coping mechanisms among surv-ivors

of childhood sexual abuse. Cameron (2000) found that 49% of her clinical sampie

engaged in self-abusive behaviors. Briere (1996) describes self+nutilation as a method

the suwivor uses to get rid of guilt and shame or selfloathing, or as a fonn of self-

punishment. Herman (1992) adds that sun ivors impose self-injury upon themselves to

relieve unbearable emotions. From these clinical petspectives, Briere recommends that

practitioners view self-mutilation as dichotomous in that it is both tife sustainine and self-

destructive.

Suicide

Suicide attempts are higher among wornen who have been sexually abused. Herman

(1981) found that 38% of incest suwivors had attempted suicide. Jehu et al. (19S8) found

that 600/o of their clinical sample indicated the same. Briere and Runtz (1986) found that

93%o of women in their study who had made a suicide attempt before age 13 had been

sexually abused. Briere (1996) suggests that suicide is an extreme form of avoiding

psychosocial pain.

CognitiveÆerceptual EfÏects

Cognitive Distortions

Jehu et al. (1988) states that some common cognitive distortions among survivors of

childhood sexual abuse are: 1) They cornplied with the abuser and therefore are

responsible for the abuse, 2) They kept the abuse a secret for some time and therefore

enabled the abuse to continue, 3) They were seductive in some way and therefore,

solicited the abuse themselves, 4) They were cwious about sexual matters and therefore

1l



invited the abuser to exploit them, 5) They experienced physical pleasure and therefore,

must have enjoyed the abuse, 6) The¡' rvanted emotional pleasure such as affection or

attention and therefore, sought out the abuse themselves, and 7) They took material goods

from the abuser thus rnaking the relationship reciprocal. According to Jehu et al. selÊ

blame is common. All of these distorted beliefs contribute to feelings of guilt, low self-

esteem and depression.

Denial

Denial that the abuse occurred could involve repressing memories, related stimuli and

feelings associated with the abuse. The number of survivors who engage in denial is

difficult to establish as it is more corrunon for these clients to seek therapy for other

symptoms (Ellensor¡ 1986). Denial is a natural response to events that are too

overwhelming for the psyche (Dinsrnore, 19gl).

Dissociation

Dissociation is defined by the DSM IV (1994) as the "disturbance or alteration in the

perception of the environment, or of the normal integrative function of identity, mertory,

or consciousness". DSM fV classifies 5 types of dissociative disorders: 1) dissociative

identity 2) depersonalization 3) dissociative amnesia 4) dissociative fugue and 5)

dissociative disorder not otherwise specified. The DSM [V criteria for dissociative

identity (formerly multiple personality disorder) is that there must be 2 or more separate

personality states each with its own unique behaviors and the impaired ability to recall

signif,rcant information not explained by ordinary forgetfulness. Freud (1997),

summarized a number of case studies, which indicated that one in three adult survivors

had some memory loss due to sexual abuse in childhood. In a case study of 100 patients

12



diagnosed with multiple personalitv disorder it r.vas found fhatgTo/o of the respondents

had ahistory ofchild abuse (Putnam 1985). The second dissociative disorder,

depersonalization, is rnarked by the persistent feeling of one's self and environment not

seeming real. Dissociative amnesia, the third group of dissociative djsorders is

characterized by the inabilif to recall significant personal information, usually of a

traumatic or stressful natwe that cannot be justified by nonnal forgetfulness. The foulh

goup, dissociative fugue, is characterized by the sudden, unexpected travel away from

one's place of residence, an impaired ability to recall one's past and confusion about

one's identity or the development of a new identitv. Finally, the last group, dissociative

disorders, not otherwise specified, is the presentation of dissociative syrnptoms, that do

not meet the criteria for any specific dissociative disorder. According to Freud (1997)

dissociation and amnesia are noÍrnative defenses to traulîatic events.

Perceptual Disturbances

Perceptual disturbances such as hallucinations linked to sexual abuse are cited in the

literature as well. Ellenson (1986) found that all sixty of her clients in a clinical sample

reported persistent hallucinations. Many of these hallucinations involve thernes of

danger.

Physical Effects

somatic complaints such as headaches, stomach pain, bladder infections,

gastrointestinal and genitourinary problems, lightheadedness, seizures and rashes are

frequently reported by survivors (Courtois, 1988). Pain in the areas of the body

associated with the abuse are not unusual (Sanderson, 1995). Pain and muscle tension

related to hypervigilance and stress is also common. Cameron (2000) found thatglo/o

l3



percent of her clinical sarnple reported at least one somatic cornplaint. Typically somatic

cornplaints are relaled to the survivor's habitual coping sti'les.

Sleep Disturbance

Russell (1986) and Bell-Gadby & Siegenberg (1996) found sleep disturbance to be

one of the most common complaints from survivors. Briere and Runtz (1987) indicate

that survivors are twice as likety to experience disrupted sleep patterns. In Sedney and

Brooks' (as cited in Briere, 1996) college sample, over half of the women indicated that

nightmares plagued their sleep. According to Swink & Leveille (19g6), dreams,

nightmares & flashbacks are all indicators that the survivor is ready to confront the abuse.

Ef-fects on Sexual Functionins

Sexual Adiustment and Dissati sfacti on

Extreme forms of sexual behaviors such as complete abstinence and compulsive

behaviors are two cotnlnon adjustment problerns (Courtois, 1988; Finkelhor, 1986;

Briere, 1996). Jehu et al. (19SS) reported that78% of the respondents in this study

indicated some history of sexual problerns. Dissatisfaction was typically rooted in

distorted beliefs about sex; for example, that sex is dirly. Relationship issues, such as

problems with tn¡st, tended to compound sexual dissatisfaction.

Impaired Arousal and Reaching Orgasms

Jehu et al. (1988) indicated that.49Vo of survivors with a history of incest had

diffrculties becomming aroused and 45Vo experienced, problems reaching orgasms.

Meiselman (1978) found thatT4To of incest survivors had orgasmic dysfunctions. These

diffrculties are typically caused by anxieties or fears about sex, physiological responses
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such as nausea and coping mechanisms such as dissociation that may have been used in

childhood (Jehu et aI.1988).

Lack of Motivation

Briere (as cited in Jehu et al., 1988) indicated that42Yo of his sarnple were

disinterested in sex. .Iehu et. ai. (198S) in this study found that 560/0 of the clients

reported impaired motivation. hnpaired motivation is closely iinked with sexual phobias

and aversions. Sex can become associated with negative emotions such as helplessness,

fear, and shame causing sexual activity to become associated, with high levels of anxiety

(Courtois, 1988).

Vagini smus and Dl¡spareunia

Vaginismus is a condition caused by phobias about sex where the vagina closes so that

penetration is difficult or painful (Sanderson, 1995). Jehu et al. (l988) found thatTyo of

his clients had this complaint. Dyspareunia is a related cond-ition whereby pain is illicited

by sex. 27Yo of Jehu et al. (1988) respondents reported this condition. Courtois (1988)

states that these problems are related to feelings of shame, selÊloathing, guilt and the

emotional or physical tauma experienced during sexual abuse.

Oversexualization

Oversexualization can be described as the tendency to believe that every relationship

must include sexual activity. Confüsion about the connection between love, sex and

approval can be felt in childhood and continue into adulthood. Jehu et al. (1983) reported

that 86%o of women felt that "no man could care for rne without a sexual relationship".

Briere (1996) indicates that sex can become a coping strategy to receive nwturanÇe,

affirmatior¡ love and power, or to reduce painfül intemal states.
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Promi scuiqv and Prostitution

Several studies indicate a strong relationship between child sexual abuse and

prorniscuity. Herman (1981) found that35o/o of her sample of sexually abused women

displayed promiscuous behaviors. Jehu et at. ( 1988) ind,icates that 60oh of his sample

stated they engaged in prorniscuous behaviors at some point in their lives. Fromuth

(1986) conducted a college study of 482 women that compared survivors with non-

survivors. Although no difference existed in behaviors, women who had had been

sexually abused tended to perceive themselves as more promiscuous.

In the .Iehu et al. (1988) study, 15% of the respondents, had a history of prostituting

themselves. Finkelhor and Browne (1985) found empirical evidence of a relationship

between child sexual abuse and prostitution. James and Meyerding (1977) in a sample of

155 prostitutes reported that 55Vo of them had been sexually abused. as children. These

findings are consistent with those of Sitbert and Pine ( 1 9S3) where 70o/o of the women

stated that sexual exploitation was a factor in their choice to prostitute. Jacobson (19g9)

also found high rates of childhood sexual abuse reported among prostitutes. Other

studies; for example, Fields (as cited in Sanderson, 1995) found prostitutes and non-

prostitutes comparable in the rate of sexual abuse.

Sexual Preference

There is no consensus on whether sexual abuse irnpacts sexual orientation. Herman

(1981) found no significant relationship between homosexual activity and sexual abuse.

Finkelhor (1984) also found no evidence of a relationship between females who had been

sexually abused and later preference for hornosexual activities; however, the reverse was
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true for boys. Unlike Herman and Finkelhor, Russell (1986) did find clinical evidence to

support the theory that wolnen incest survivors are Írore prone to homosexual tendencies.

Traumatic Stress

An additional long-term effect that is described in the literature is traumatic srress.

There are several rnodels that explain the process of trauma that occurs. Briere (1996)

uses Post-traumatic Stress Disorder as defìned in the DSM IV to explain the

psychologrcal aftennath of survivors. These sFnptoms can include re-experiencing the

event or fragments of the event in intrusive ways, emotional restraint, hypervigilance,

anxiety, guilt, memory ioss, avoidance of stimuli associated with the event, flashbacks

and sleep problems. Brown and Finkelhor (1985) broaden this perspective further in

developing the Tramagenic Dynamics Model of Child Sexual Abuse. This rnodel focuses

on how sexual abuse changes the child's cognitive and emotional outlook on their

environment and distorts the child's self-concept and expression of affect. Four

dynarnics:betrayal, irnpact on the child's sexual developrnent, stigmatization stemrning

from the abuse and powerlessness of the child will impact upon the individual's

adjustrnent. Herman (1994) describes a continuum of trauma related behaviors ranging

from a brief stress reaction that remits on its own accord to simple post traumatic disorder

to a more extreme condition called complex traumatic disorder. Cornplex traumatic

disorder acknowledges the transformation of the personality that occurs from prolonged

captivity or multipie traumas. Alterations in affect, states of consciousness, self-

perception, view of the abuser, the survivor's relationship with other systems, and

systems of rneaning are all considered in this concept.

11



Coping with the Lons-tenn Effects

The range of possible psychological after-effects makes it necessary to develop coping

mechanisms that will preserve the survival of the individual. Coping was chosen as the

focus of this group because there is an extensive body of literature that describes the

long- term effects of child sexual abuse, however, the connection between the long-tenn

effects and how these transfonn into coping mechanisms is not always recognized..

According to Briere & Elliot (1994), coping behaviors are initially utilized to ease

psychic pain during the abuse period and prior to seeking help. However, these behaviors

have the tendency to become overused and maladaptive over time. Some of these

behaviors will have developed into strengths, other behaviors witl no longer be

productive or will become harmful. Dinsmore (1991) states that coping strategies are

creative activities that enable the survivor to express their feelings about the abuse.

Bass and Davis (1988) suggest the following classification of strategies commonly used

by suwivors.

1. Minimizing
2. Rationalizing
3. Denying that the abuse occurred
4. Forgetting
5. Splitting
6. Control
7. Escape
8. Self-mutilation
9. Mental illness
10. Suicide attempts
1 1. Addiction and isolation
12. Creating safety
13. Extremes of sexual behavior.

Dinsmore (1991) adds that creative activities such as art, writing, reading, music,

photography, and caring for animals are also described as forms of coping with incest
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through expressing oneself. Inherent in each of these activities is the element of life

affirmation.

According to Dinsmore (1991):

But rvhether the coping method has a positive or negative result, the behaviors

themselves were means of salvaging childhoods. They were noñnal responses to

abnormal childhood situations, and no incest survivor can be criticized for the

specific ways in which she attempted to make the unbearable bearable. Regardless of

how these coping behaviors are perceived, they are essential components in the

ability to not grve up on life. (p.27)

Simonds (1994) suggests that identifuing coping skills early in trauma work is

beneficial to clients to help them stay grounded during periods of intense affect or a

return and/or worsening of symptoms. They also enable the client to engage in a

collaborative role in treatment.
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CI{APTER TWO _ TI{EORETICAL APPROAC}IES

This chapter provides a summary of the three theoretical approaches that rvere

utilized: Feminist Therapy, Solution-Focused Therapy and Cognitive Restructuring.

Research studies that dernonstrate the effectiveness of these approaches are presented.

As well, the compatibility of these approaches with social work practice is discussed.

Finally, the blending and irnplementation of these approaches is described.

Feminist Therapv

Feminist Therapy was the first theoretical framework chosen to address the long-term

effects ofchildhood sexual abuse and honor and enhance positive coping strategies.

Feminist Therapy evolved as a result of the Feminist Movement in the 1960's (Worelt &

Remer, 1992). Leaders of the Feminist Movement criticized traditional therapies for

encouraging women to adapt to traditional sex roles. Feminist Therapy was developed as

an alternative treattnent based on feminist beliefs. Some examples of Feminist beliefs

include: 1) Institutionalized sexism is a major source of problem for people; 2) Gender

socialization is a major source of individual pathology for both sexes; 3) Women and

men are not equal in status and power; 4) Men and women should have equal

opporrunities; 5) Men and women are socialized to have different value systems (Woreil

& Remer, 1992). According to Sturdivant (1980), Feminist Therapy must be understood

less as a theoretical orientation and more as a belief system and how to put that belief

system into practice. Brown (1994) states:

Feminist Therapy is the practice of therapy infonned by feminist political philosophy

and analysis, grounded in multicultural feminist scholarship on the psychology of

women and gender, which leads both therapist and client toward strategies and
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solutions advancing ferninist resistance, transformation, and social change in daily

personal life, and in relationships with the social, emotional, and political

environmen t (p.21 -22).

There are different types of Feminist Therapies such as Radical, Gender-Role, and

Women-Centered (Marececk & Hare-Mustin, I987). These types differ according to the

extent in which they advocate for social action and how they view the importance of

gender socialization. However, thete are common universal principles that can be used to

guide all types of Feminist Therapy. The fîrst principle is that the personat is political.

This means that personal problems that women face are related to the political and social

context (Enns, t997). Women must recognize the impact of patriarchal societal practices

and horv they relate to their current problems. Taking social action to change these

conditions are viewed as necessary to overcome the inequalities faced by women.

Egalitarian relationships between the client and therapìst are a second a principle used

in Feminist Therapy (worell & Remer, 1991; Laidlaw & Malmo, 1990). Equality is

espoused to prevent the worker from becoming a social control agent. Power differences

can be minimized if the practitioner makes their values explicitly knorvn to the client so

that the client can choose to accept or reject thern. The therapist is expected to share their

knowledge, skills and resources with the client so that the client can utilize these tools in

effecting change. In addition, the therapist uses self-disclosure appropriately, onJy when

it is of beneflrt to the client.

The third principle of Feminist Tåerapy is that it validates the unique experiences of

women- Women are encouraged to "tell their stories". Telling of what has occurred is
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believed to be therapeutic in itself as it breaks the secrecy coÍrnon in abuse situations.

According to Bell-Gadsby & Siegenberg (1996):

By telling one's personal story in the presence of other rvitnesses rvho have

also experienced abuse, the survivor can further accept the reality and

diminish the shame associated with her experience. As she tells her orvn story

and listens to others' stories it becomes evident that she is no longer alone

(p.78).

Research on the Effectiveness of Feminist Therapy

Two quasi-experirnental studies were found that demonstrated the effectiveness of

Feminist Therapy with adult survivors of childhood sexual abuse (Westbury and Tutty,

1999; Morgan,2000). In the study conducted by Westbury and Tutty (1999),lntegrative

Body Psychotherapy was used. This is an approach that accounts for the cognitive,

emotional, physical and spiritual aspects that are of concern to the client. A nurnber of

Feminist techniques were utilized such as determining personal and societal goals,

problem solving, and developing interpersonal and life management skills. The treatrnent

group improved in the measures for depression, self-esteem and trauma symptoms. The

treatment group also showed a statistically significant change on the measures of

depression, anxiety and approached a statistically significant level ofchange on a

measure of self-esteem. Although the wait list control group also showed improvement,

the changes were not as large as the treatment group.

In Mogan's study (2000), Ferninist Therapy was used in a group for adult survivors of

childhood sexual abuse. Five variables were measured: depression, social maladjustment,
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self-blame, anger about the abuse and post-traumatic stress responses. All of the

variables, wjth the exception of anger, showed improvemerf.

Finally, an expedmental researcli study u'as conducted that compared the

effectiveness of individual and group therapy using a Feminist approach. The Feminist

approach was found to be equally effective in reducing global distress, and self-blame in

both goup and individual therapy (Sralker & Fry, lg99).

Compton & Galaway (1999) identifl two essential social work values: 1) the belief in

the uniqueness and inherent dignity of the individual and 2) the belief in ciient self-

determination. According to Kirst-Ashman & Hall (1993) Feminist Therapy fits well

with the principles and values of traditional social rvork practice. Dignity is put into

practice by avoiding labeling people's behaviors, assisting clients to utilize their

strengths, encouraging clients to actively participating in their treatment planning and by

mutual client-worker accountability. Feminist Therapy adheres to all ofthese practices.

Therapists enhance self-determination by encouraging clients to make choices based

upon on their own needs, and believing in the competencies of the client. Also, Feminist

Therapy's focus on removing societal structures that limit women, paves the way for

more choices and opporfunities.

Solutior-r-Focused Therapy

Solution-Focused Therapy was the second theoretical framework chosen for this

practicurn intervention. The roots of Solution-Focused Therapy can be traced back to the

works of Milton Erikson dwing the 1950s (de Shazer et al, 1986). Erikson took a

strength-based approach that focused on the competencies of clients. This approach



continued to evolve through the work of the Mental Research Institute. This therapeutic

approach was further developed by the Brief Falnily Center in Milwaukee where

therapists analyzed treatment methodologies and obsen'ed successful outcomes (De Jong

& Berg, 1996).

Solution-Focused Therapy is based on the following assumptions (Walter & Peller,

1992). 1) Change is an ongoing process; 2) Amplifuing solutions leads to greater change;

3) There are always exceptions to a problem; and 4) Clients are experts about

themselves. de Shazer (1985) adds to this list: 5) Meaning is constructed through the use

of language in interactions; 6) There can be many ways to perceive one's environment

and 7) Solutions have little to do with the problem.

Solution-Focused Therapy is a strength-based, goal-directed therapeutic model that

focuses on the exceptions to a problem situation. Clients are asked to describe or irnagine

rvhat the future would be like rvithout the problem and also the thoughts and specific

behaviors that would occur if the problem \ilere corrected (de Shazer, & Molnar, 1987).

The primary goal of Solution-Focused Therapy is to co-construct solutions with the client

that describe an alternate story to the problem, experience and meaning (Preston, i986).

Developing a collaborative relationship with the client, discovering the client's

resources, creating a supportive environment for change and encouraglng clients to

engage in therapeutic tasks, away from the group, are recomrnended dwing the first

session with clients (O' Connell, 1998). Dolan (1991) also suggests that pre-treatment

changes, the Solution-Focused Recovery Scale, the Miracle Question, and systemic

questions provide useful tools f'or facilitating intervention. The first of these tools,

pretreatment changes, involves asking clients about the improvements that have occurred
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prior to the client corning to group. This question provides the client with information

about what is occurring that is already helpful to them. The Solution-Focused Recovery

Scale is a tool that identifies various siErs of healing in survivors of sexual abuse. The

purpose of the tool is to espouse a sense of hope and to direct the focus on healing rather

than pathology. The Miracle Question is a future oriented question that involves asking

the client to envision their lives and what they will be doing if the problem were resolved.

The first session of Solution-Focused Therapy incorporates the "formula first session

task", a common technique utilized by practitioners. This involves the therapist asking

the client "between now and the nexttime we meet I want you to observe, so that you can

describe it to us next time, what happens in your life that you want to continue to have

happen" (de Shazer et al., i986). This task is intended to have the client focus on the

worthwhile things that are occurring for them based on the belief that other worthwhile

things are to follow (O'Connell, 1998). Early in the therapeutic process goals need to be

specified as succinctly as possible so that the client can gauge throughout therapy

whether they are mobilizing closer towards their goals. Termination is considered once

objectives have been obtained.

Subsequent sessions would involve the consolidation of constructive improvements,

reviewing and monitoring the progress made in tasks, and constructing solutions by using

techniques such as scaling (O'Connell, 1998). Scaling involves having clients develop

measures for their progress (Berg & De Jong, 1996). Dolan (1991) also recommends the

use of systemic questions, which are questions that would have the client describe what

others would notice about them if the problem started to improve. This provides an

additional method to monitor ongoing progess. While systematically constructing
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solutioru, deconstructing the problem can occur simultaneously. The process of

deconsfruction involves arriving at more than one rneaning from one experience.

Examples of these techniques would be reframing or extemalizing the problem. Finally,

evaluation of the therapy provides feedback on whether the objectives have been

No published studies were located that measured the effectiveness of Solution-

Focused Therapy with adult survivors of childhood sexual abuse. However, there are a

number of studies that demonstrate the efFectiveness of Solution-Focused Therapy

working with couples and families. ln Adams, Piercy and Jurich:s (1991) controlled

study, Solution-Focused Therapy was found to be effective at improving family

compliance, clarifuing teatment goals, and improving the presenting problem. ln a

second research study on the effectìveness of Solution-Focused Therapy with famiiies, it

was found that the use of Solution-Focused Therapy improved families' perception of

problem improvement, outcotne expectancy, session depth, perceived session smoothness

and session positivity when compared to working with families using a problem solving

approach' Howevet, rvhen comparing these two approaches on other measures such as

personal attachment to the therapist, goal identification and problem improvement

optimism there appeared to be no difference between the two groups (Jordan & euinn,

1ee4).

In a third controlled study with couples, it was found that Solution-Focused Therapy

helped to improve their overall relationships when compared to a psychoeducational

group ( Zimmerman, Prest, & Westzel., 1997).

obtained.
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The results of these studies indicate that Solution-Focused Therap.v is an effective

therapy to develop rapport and engage clients in the therapeutic process. It also shor.vs

protnise in sorne, but not all outcome measures. The rationale for selecting this

therapeutic approach is its cornpatibility with social work values and my desire to test its

utility u,ith adult survivors of childhood sexual abuse

Solution-Focused Therapy aiso adheres to the two social work vaiues: belief in the

uniqueness and inherent dignity of the individual and betief in the client's self-

determination. Dignity is respected in the model's focus on client strengths, a

collaborative client-therapist approach to treatment, and the ciient's active involvernent in

goal development and evaluation. According to Compton and Galaway (1999) Solution-

Focused Therapy is proactive, efficient and practical.

Self-determination is respected in this model by the therapist encouraging the client to

create alternative solutions, possibilities, and meanings from problern situations (Miller,

1984). From these processes, ne\il ways to think and behave about a problem situation

can be augmented.

C o gnitive Restructuri n g

Cognitive-Behavioral Therapy has its roots in Behavioral Therapy, specifically,

Social Learning Theory. The premise of Social Learning Theory is that peopie leam by

their perception and thinking about what they experience. They learn by imitating the

behavior of those around them (Payne,1997). In the 1960s it became apparent that social

learning theory could not explain all human behavior. Also, during this era the

Psychodynamic Model was increasingly being challenged as it was found to be lirnited in
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outcorne evaluations. This limitation led to the development of Cognitive-Behavioral

Therapy, which incorporates thoughts as they relate to behaviors.

The 3 broad principles of Cognitive-Behavioral Therapy are: 1) Cognitive activity

influences behavior; 2) Cognitive activity can be monitered and altered; 3) Desired

behavior change can be influenced through cognitive change (Dobson, 1988).

Cognitive Restrucfuring is a class of Cognitive-Behavioral Therapy (Dobson, 19S8).

Cognitive Restructuring is the process of helping clients change the beliefs that define

themselves and their world. The individual discards old beliefs that are harmful and

counterproductive, and replaces these beliefs with more accurate beliefs about themselves

and their environment (White, 2000).

Research on the Effectìveness of Copnritive Restructurins

In a pilot project using Cognitive Restructuring as a technique of Cognitive Processing

Therapy for 15 adult survivors of childhood sexual abuse, it was found that cognitive

restructuring helped to reduce symptoms of Post Traumatic Stress Disorder and related

symptomatology. Cognitive Restructuring also helped clients to change negative

cognitions they had about themselves, others and their envirorunent. In addition, it also

assisted clients with stress management and sexual functioning in their relationships

(Chard, Weaver, & Resick, 1997).

ln a second study, utilizing a 2 group experimentai design, self-exposure combined

with cognitive restructuring was compared to progressive relaxation in victirns of sexual

aggression. It was found that Self-Exposure and Cognitive Restructuring were more

effective in treatment of fears, an:iiety, depression, and inadaptation. Inadaptation can be

defined as the extent to which different areas of daily life such as work, social life, a¡d
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relationships are adversely affected. The only symptom that did not rnaintain

improvement at a 12 month follow-up rvas anxiet¡' ( Echeburua, Corral" Zubjzaneta, &.

Sarasua, 1997).

The effectiveness of Cognitive Restructuring is also shown in several case studies. In

the first case study, Cognitive Restructuring was used as a technique withln the Cognitive

Processing Therapy Model to treat a woman with PTSD and a iengthy history of

childhood sexual abuse. Cognitive Restructuring was found to be useful in reducing most

of her s}'rnptoms stemming from childhood sexual abuse (Halt & Henderson, 1996).

ln the second case study, involving two clients, the use of Cogmtive Restructuring as a

technique of cognitive-Behavioral Therapy was found to improve trauma

symptomatology more dramatically than clients who were treated \Mith Eye Movement

Desensitization and Reprocessing (Devilly, 200 1 ).

Cognitive Restructuring and Social Work practice

Cognitive Restructuring f,rts well with social work values holding to a belief in the

uniqueness and inherent digrrty of the individual and belief in client self-determination.

These values are demonstrated by the model's collaborative approach to treatment and

client participation in goal setting (Beck, 1995).

lntegration of the Three Approaches

Feminist Therapy, Solution-Focused Therapy and Cognitive Restructuring are

compatible approaches to treatment because they are all goat driven and task oriented.

All three involve asking clients to specify desired cognitive and behavioral outcomes.

The three approaches are also similar in that they stess a collaborative, client-therapist
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relationship. Goals and contracts are expected to evolve from the continuous dialogue

between the therapist and the client (Demrer et al. 1998).

Solution-Focused Therapy and Feminist Therapy were initially chosen for this

practicum because it was felt the trvo would be compatible. They are two empowerment

models that focus on the strengths, resources and competencies of clients (Dermer,

Hernesath and Russel, 1998). Also, both rnodels address the problern in the context of

the environment. Cognitive Restructuring was added during the course of the practicum

to help further mobilize clients.

No theory and related practice approach is rvithout limitations. One limitation of

Solution-Focused Therapy is that power differences in the clients' relationships are

unaccounted for. Also, women's unique development, needs and issues are not

incorporated into this framework (Demer et al., 1999). The advantage of using a second

framework, such as Feminist Therapy is that it accounts for both of these limitations. One

of the limits that Greenspan (1983) cautions practitioners about when using Feminist

Therapy is that we cannot empower women strictly through an intrapsychic process and

ignore systemic issues. However, many Feminist writers have already considered this

limitation and stress the importance and power of women to advocate for change as a

collective group (Enns, 1997; Worell & Reirre41992).

Cogutive Restructuring was introduced as an impetus approach to help clients move

beyond their past abuse. Cognitive Restructuring, like Ferninist Therapy, helped clients to

understand they were not to blame for their abuse, thus helping them to move beyond it.

The combination of these three theoretical approaches provided a balanced, holistic

intervention.
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Summary

These three approaches were combined for this practicum because of their

compatibility with each other and social-work values. Both Feminist and Solution-

Focused Therapies amplifo the capabilities, strengths and resources of clients. Therefore,

it was feit these approaches had potential in working with suwivors of childhood sexual

abuse. Feminist Therapy was integrated into this practicum by providing clients the

opporfunity to speak about their abuse. Solution-Focused Therapy complimented

Feminist Therapy in this practicum by suggesting a transition from victim to survivor and

also a transition from the past to the present and future. The use of the Miracle-Question,

identifoing exceptions to shame and guilt, and as rvell, having clients envision themselves

in the future were exercises derived from Solution-Focus Therapy that could be used to

integrate theory into practice. Cognitive Restructuring integrated into the practicum by

having clients change inaccurate beliefs clients developed about themselves as a result of

the abuse.
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CT{APTER 3 - GROI.IP WORK W]TH SIJRVTVORS

This chapter provides an overview of group work with survivors of childhood sexual

abuse, inciuding the benefits of group intervention, the research available on the

effectiveness of group work, the role of the facilitators, considerations when interviewing

and screening potential group members, and the recommended format for effective

goups.

Rationale for Group Work

The unique benefits of group rvork are rvell docunented in the literature. Firs! group

work reduces isolation and increases social support (Rittenhouse,7997;Herman, 1992;

Briere, 1996). This occurs through the sharing of common feelings stemming from the

abuse, such as guilt and shame. A second advantage of participating in groups is that

goups provide a setting in which cognitive distortions about oneself can be challenged

and replaced with more accurate thoughts (Courtois, 1988; Hennan 1992). A third

rationale for groups is that they provide women with practice in the acquisition of new

skills such as communication, problem solving and anger management (Sturdivant, 1980;

Courtois, 1988). A fourth advantage of groups is that they can assist survivors in the

areas of learning to trust others and build healthy relationships (Herman,1992;

Sanderson, 1995; Briere, 1996). A fifth benefit of groups is that they can create an

environment to receive and give positive feedback and validation (Sanderson, 1995;

Briere, 1996). The sharin-e of ideas, resources, and strategies utilized to cope with sexual

abuse can provide a collective sense of hope (Chew, l99S).
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Research on the Effectiveness of Group Therap]¡

ln the last frve years there is an increasing body of literature that demonstrates the

effectiveness of group work. In Westbury and Tutty's (1998) revierv of 8 published

outcome studies it was found that group is consistently effective in alleviating synptoms

of depression, raising self-esteern and reducing general psychiatric symptoms. An

increasing number of these studies are utilizing a comparison group.

ln a quasi-experimental study of 115 women it was found that women rvho

participated in group therapy reported an improvement in their depression, and increased

self-esteem when compared to the waitlist goup (Richter, Snider and Gorey, 1997). A

subsequent follow-up study at 6 months indicated these changes had been maintained. A

secondary analysis was developed from the original study, which involved using selected

items to measure guilt, isolation and hopelessness. The secondary analysis results

support that group is effective in reducing all of these items (Richter et al., 2001).

In a second quasi-experirnental design cornparing women involved in group treatment

compared to a wait-list control group it was found that group treatment rvas effective in

alleviating intrapersonal symptomatology such as depression, post-traumatic stress

syrnptoms and general psychological distress; for example, anxietv (Saxe & Johnson,

1999). However, group intervention was found to be less effective in treating

interpersonal difficulties; for exampie, relations to others and perceived social support.

The researchers felt that some clients may have found it difficult to relate to others and to

gain social support outside of the group. The wait list group showed higher levels of

depression and distress.
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Finally, in a longitudinal study that compared rvomen involved in group therapy with

wolnen who received a psychiatric consultation, who served as the waitlist control group,

it was found that women involved in group improved their self-esteem, reported a

reduction in depression, experienced fewer suicide ideas and behaviors, and indicated

they felt less isolated. The control group showed no change (Bagley and Young, 1998).

Overall, group is a sound rnodality of treatment for survivors of childhood sexual

abuse. Although one study that compared individual to group therapy found both

modalities equally as effective, group treaûnent is still recommended due to its cost

effectiveness (Stalker and Fry, 1999).

Role of the Facilitators

The theoretical approaches, Feminist, Solution-Focused Therapies and Cognitive

Restructuring all stress collaboration in working with clients, assisting them to

operationalize their goals and clarif,, what they rvant in their life to be different (Dermer

et al. 1998; Berg and De.Tong, 1996). The strengths and resources that will help mobìlize

the clients towards their goals need to be identified. Walter & Peller (1992) suggest that

the role of the therapist is to facilitate conversations that open possibilities. The therapist

should also validate the client's goals and prior successes. Homework assignments should

be given based on the client goals. The Feminist literature indicates that the role of the

facilitator is diverse and can include educator (Courtois, 1988; Sturdivant, 1980;

Dinsmore. 1991), consultant (Broady, 1991) liaison with the comrnunity (Broady, 1991) .

role modeler (Courtois, 1988; Broady, 1991), bourdary setter (Courtois, 1988), and

witness to a client's experience (Dinsmore, 1991; Hennan, 1992). Herman describes the
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effective leader as an active, engaging person who structures the gïoup, creates an

enviromnent of safety and ensures all rnembers have the opporlunity to speak.

The literature recommends co-faciiitation for adult suwivor groups. Two facilitators

are advantageous in that they provide two role rnodels (Dinsmore, 1 991; Courtois, 1988,

Gil 1988), two perspectives can be provided and volatile situations can be diffused more

readily. Butler and Wintram (1991) add that having two facilitators provides a

mechanism to modifli the intensity of the group experience and ensure that nothing is

overlooked. Furthermore, the intensity of the group warrants co-facilitation (Gil, 1988;

Sanderson, 1995).

Co-facilitation also has advantages outside of the goup session; for example, planning

meetings, reviewing previous groups, setting individual and collective goals (Gil, 1988).

Having a co-facilitator can also boost a facilitator's boldness in planning higher risk and

more creative exercises and better equip them to process the reactions and responses of

group members (Butler & V/intram, 1991).

Screenine and Selection of Group Members

The purpose of screening group members is to assess the cUent's readiness for group

(Dinsmore, 1991). It provides an opporfunity for the worker to introduce the format of

the group, some of the topics that will be addressed, and goals of the group. It is also an

opportunity for clients to formulate their goals and expectations, identifr their needs and

ask questions or raise concerrìs. The decision of whether to participate in the group

should be a mutual decision made by the worker and client (Dinsrnore, 1991). Courtois

(1988) recorrmends the group facilitator consider the client's level of motivation, her
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interpersonal skills, her needs, her abilily to discuss her abuse or related issues, and her

current supports.

Clients u'ho are not recommended for group therapy include: clients rvho are paranoid

or psychotic (Courtois, 1988; Briere, 1996), survivors who have an active substance

abuse problem (Tutty and Westbury, 1999; Briere, 1996), clients rvho have poor impulse

control (Courtois, 1988), and clients who are in crisis or are acutely suicidal (Tutfy and

Westbury).

There appears to be mixed consensus on horv homogenous a group should be.

Dinsmore (199i ) and O'Hare & Taylor (1983) recornmend that the group leader consider

the characteristics of potential clients that may isolate them from the group; for example,

sexual orientation, and try to include another person rvith the sarne preference to prevent

any further isolation. Briere (1996) suggests matching group members according to their

level of functioning. Similarly, Sanderson (i995), Herman (1992) and Courtois (198S)

advocate matching group members according to where they are in the healing process.

Melnick & woods (as cited in McBride and Emerson, 1989) recommend a more

homogenous group to build cohesiveness and lower anxies.

Group Duration and Size

Timelimited groups for working with \Molnen are the recommended format of

survivor groups (Dinsmore, t99l;Herman, 1992). The advantages of time limited

groups include: quick establishment of rapport among group members (Courtois, 1.988;

Hennan, 1992), the therapeutic tasks remain the primary focus and the tendency to side

track into interpersonal issues is reduced (Sprei & Unger 1986) and the time required to

cornplete such a group is typically doable for members (Dinsmore, 1991). A time limit
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also prevents dependency on the group (Broady, 1981), and can aid in containing a g¡oup

frorn feeling overwhelmed bir the topic and intensity (Dinsrnore, 1991). The nurnber of

sessions a $oup has should match the objectives of treatment (Briere, 1996). Groups can

range from 4 sessions to 24 sessions or more. According to Courtois, groups of fewer

than 10 sessions have been found to have limited success. She recommends 10 -20

sessions as being ideal. A number of authors have identified 12-week groups as their

preference (Dinsmore, 1991; Briere, 1996). Briere states tha.t 12 rveeks provide a balance

in developing a quick cohesive group but rninirnizes the potential for intragroup conflict,

transferen ce, or chronic dysfunctional behaviors.

Six to eight rnembers are recolnmended as the ideal number of group members for this

type of group (McBride and Emerson, 1989; Dinsmore, 1991). According to Dinsmore,

less than six is too slnall if not all members attend. More than 8 may not allow enough

time for everyone to speak. Length of each session should be 1.5 to 2 hours (Briere,

1996; McBride and Emerson, 1989).

Stages of Group Development

There are a variety of models that describe the stages of group developrnent.

However, there is general consensus that groups do not always proceed in a linear fashion

and that groups can and do tend to move back and forth between different stages (Ivey &

Ivey and Pedersen, 2001; Corey and Corey, 2000). When comparing models of group

developrnent there are common threads. Each group appears to begin with some ínitial

period of goal setting and orientation. What follows is usually a period of conflict and

boundary testing. Next, there is frequently a working stage in which individual and

group issues a¡e addressed. Finally each group has some type of termination stage.
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Corey's rnodel of group development will be summarized as it is considered one of the

rnost influential in the literature (Ivey, Ivey and Pedersen, 2001).

Corey proposes there are six stages of group development: the formation stage, the

initial stage, the transition stage, the working stage, the consolidation stage and the

follow-up evaluation stage (Corey,2000). The formation stage consists of the

preparation work the therapist conducts before the commencernent ofthe group. This can

include defining the objectives of the group, recruiting and screening potential group

mernbers, and making decisions about the format of the group.

The second stage of group is called the initial stage. During this stage, group members

meet together and are oriented to the guidelines, rules and expectations for the group. As

well, goals are articulated along with fears and hopes about the group. Members start to

become acquainted with each other. The fonnulation of trust durìng this stage is crucial

to provide members with a safe, therapeutic environment to work on their concerns.

The third stage of group developtnent, transition, is characterized by anxiety,

defensiveness, resistance, control issues, conflicts among the clients, challenges to the

leader and other problem behaviors. Group members may feel anxious about how others

will perceive them and may feel anxious about the risk of disclosing. As conflict arises it

is imperative to discuss this openiy as this helps establish that group is a safe place to

share all feelings. Being able to discuss differences builds group cohesiveness. How the

leader addresses conflict, resistance and defensiveness provides an example that other

members often follow.

The fourth stage, the working stage, is characterized by group members' willingness

to take ownership of their problems as well as work on them. The level of trust and
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cohesion is high rvhich facilitates interaction, cornmunication, feedback and the

willingness of members to challenge each other. At this stage mernbers also recognize

they are not alone in the presenting problem tliat brought tiiem to gïoup. Others have

shared the same experience and have sun'ived. This commonaìity motivates clients to

progress, gain courage and hope.

The fifth stage, consolidation and termination, is a stage where members review and

consolidate the things they have acquired from the goup. This can include the sharing of

how they will apply what they've learned frorn the group into their daily lives. It is also

impofiant for participants to describe what the group experience has meant for them and

their feelings about tennination. This is also a time in which members can express their

hopes, fears and concerns for each other. This stage can also provide an opportunity to

finish any unfinished business.

The sixth stage, follow-up and evaluation, consists of the post-group activities such as

having members evaluate the irnpact group participation has had on them. As well,

arangements can be made to set up a follow-up meeting to see how members are

progressing.

Summary

Group work was chosen as the treatrnent modality because of the many benefits of

goup work outlined in the literature. The stages of group development were considered

rvhen planning and implementing the group sessions. It was decided that a co-facilitator

was imperative as suggested by the literature. A pre-group screening interview was

developed with the aim of selecting members who were "ready'' for group therapy and

who were homogeneous enough to be able to work together. Based on the literature
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regarding effective groups, it was decided the group would be 13 weeks in duration and

consist of 6-8 members.
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CHAPTER 4 - METHODS AND PROCEDI]RES

This chapter sumrnarizes details about the group such as the use of a co-facilitator, the

setting, and the process of group mernber selection. A brief profrle on each group

participant is provided. As well, a sunmary of each group session describing the content

and the process that evolved is included.

Co-facilitator

This group was co-facilitated with Dorothy Strang, RPN, BA. Dorotþ is colleague

and a Psychiatric Nurse at the Mood Disorders Program. She has been a psychiatric

nurse for 40 years. She has extensive training in groups and over 20 years experience in

facilitating $oups. She is also a member of the Canadian Group Psychotherapy

Association. Previously, I.had facilitated some psychotherapy groups rvith Dorothy at the

Mood Disorders Program and felt that we worked well together. i felt very comfortable

and at ease working with Dorothy throughout the process. I found our styles to be

cornpatible. I felt it was a good opportunity to rnodel a collaborative relationship.

Setting

The practicum was held at the Psychealth Center located at the Health Sciences Centre

in Winnipeg, Manitoba. Psychealth is made up of 5 psychiatric programs. This location

was chosen because it was practical for both facilitators. Also, the hospital is located

downtown, and therefore, easily assessable for potential clients. Finally, the office space

is professional looking.

The limits to the choice of setting were that clients might not want to attend a $oup

located in a building providing services to psychiatric patients, and the group was not
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offered as a service from a community agency or program, therefore people might feel

more hesitant to attend.

Recruitment and Screenins

Recruitment was done by contacting and distributing posters to agencies and

educational institutions throughout the city (Appendix A). This process drew enough

responses that no further recruitment strategies were necessary. Fourteen people

responded to the advertisement. Several decided they were not ready to participate in the

goup. The remaining clients were screened. The screening consisted of a series of

questions to determine whether the client was appropriate for group (Appendix B). The

purpose of the group was explained. A consent for treatment form which outlined

relevant details about the myself being an MSW student and consent for videotaping was

signed by each client (Appendix C). Also, a consent for the release of conf,rdential

infonnation was signed by the clients so I could correspond with other agencies/service

providers involved in treatment as needed (Appendix D). Group members were shown a

tentative outline of the group topics, which was later revised according to the groups'

collective goals identified at the start of the group, and during the midway evaluation.

Ten women rvere interviewed. One woman did not attend a second screening. One

woman was a survivor of domestic abuse only and she was encouraged to contact Klinic,

where she had gone for previous counselling. A third \iloman was referred back to her

private counsellor in the community as it was felt other concerns were more prevalent

than her childhood sexual abuse. She was also referred to the University of Manitoba

Counselling Services, but she was not interested in attending. The remaining seven

women made a commitment to attend.
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Client Profrles

Client #1

Client #1 was a 30 year-old homemaker. She had been rnarried for 5 years. She had

good supports in her life, her husband and friends. She was sexually abused by her

brother from ages 7-13. He threatened to kill her if she told anyone about the abuse. In

adulthood she told her parents her brother sexually abused her. She still saw him at

family functions and found this very uncomfortable.

She cornpleted group counselling at another agency a number of years ago. She

indicated she wanted to improve her self-esteem and continue to address the anger she

felt towards her brother.

Client #2

Client #2 was an employed 54 year-old. She was unable to recollect lnost of her

chjldhood. She remernbered being sexually abused by a farnily friend. She thought she

was sexually abused by her father. At the age of 18 she was gang raped by several men

and felt she needed to rvork through this issue. She reported she had attended counselling

for different concems but felt it was time for her to address the past sexual abuse.

Client #3

Client #3 rvas a37 year-old student. She had been married for 1 year and reported

this was the first tìme she had been in a healthy relationship. She had an l8 year-old

daughter from a previous relationship. She lived on a reserve until the age of 13. She

was sexually abused by 3 of her grandmother's friends at the age of 4. Also, on different

occasions family friends tried to sexually abuse her, but she was successful at flrghting off

her perpetrators. She was later sexually assaulted by a boyfriend and subsequently left

him.
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This client attended group counselling previousl¡r, but did not complete the program.

Client #4

Client #4 was a 47 year-oiti homemaker. She rvas married and had 5 grown children.

She was sexuail¡, abused by her grandfather until age 13. The abuse stopped after she

disclosed to her aunt. She was later sexually assaulted by a man she rvas dating at the age

of18.

Previously, she attended counselling and it was evident that she had worked through a

nur¡ber of issues.

Client #5

Client #5 was a 36 year-old, single, employed professional. She rvas sexually abused

by her father in the 4'h grade. She also recalled being sexualiy abused by an uncle during

kindergarten.

She was seeing an individual counselor concurrent with group attendance and had

found this to be useful.

Client #6

Client #6 was a 42 year-old homernaker. She had a common-law spouse and 2

children who resided with her. She was able to recall sexual abuse by her grandfather

from a very young age until age 4. From ages 6-12 she was sexu¿1ly abused by a

teacher's husband.

This client was currently seeking mental health services for depression.

Client #7

Client #7 was a 47 year-old student She had been separated from her partner for 1.5

years. She had 5 children. She recalled being fondled by a family friend at age 7. She
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was later sexually assaulted by a partner in adulthood. She indicated that anxiety and

depression were concerns. She rvanted to participate in group so that she could rvork on

her self-esteem.

Demosraphic Sumrnary

" The seven women who participated in the group ranged in age from 30-54.

ø Four rvere caucasian, two were Aborjginal and one was of Asian descent.

t Three of the women rvere married, two rvere involved in common-law relationships,

and two were single.

o Four of the seven women had children.

t Three of the women were homemakers, two were mature students, and two were

employed outside the home.

e Two of the \À/omen were sexually abused by their grandfather, three \ilomen were

abused by family friends, one woman was abused by her father, another women was

abused by her older brother.

ø An estimate of the age of onset of abuse would be 5.6 years.

o Two clients indicated they were sexually abused in childhood by an additional

person, an uncle and a trusted adult.

u Four of the seven women reported revictimization in adulthood by a trusted person in

their lives.

Surnmary of the Group Process

The group ran for 13 consecutive weeks for 2 hours in the evening, from 7-9 pm, rvith

a ten minute break midway through. Over the course of 13 weeks, different topics

relevant to coping were covered (Appendix E).
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Each group opened with a check-in and closed rvith a check-out. During the check-in,

members described hou,they tvere doing that evening and hou,the week rvent for thern.

Next' the homervork from the previous rveek rvas reviewed. This rvas follorved by either

a psychoeducational componenl, discussion, role play, or visualiz¿tion exercise. Each

group closed with a check-out. The check-out consisted of each member describing how

they felt about Soup that evening. Handouts and homework assignments were given out

to facilitate learning and stimulate thought. A midrvay evaluation rvas conducted after

the cornpletion of the sixth meeting. This feedback was used to plan and revise the

remaining group sessions.

Attendance

The group began with 7 group members. One group rnember stopped attending after

session three. A follow-up call was rnade and the gtoup member said she would colne

out for the next session; horvever, she did not attend. Other members continued to ask if
the facilitators had heard from her. Another group member missed almost every other

session. She did call on each occasion. Two members attended ali 13 gïoups. Two other

members missed two sessions each. The absences made the writer uneasy and concerned

about people potentially dropping out and the therapeutic value of the group being lost.

Fortunately, at the end of the group six members remained.

Group Sessions 1-13

Activities
-lntroductions
-Create ground rules
-Identi$ goals
-Develop safety
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The purposes of group session number one were to have members and facilitators

introduce themselves, create ground rules, identifo theìr goals and develop a sense of

safety. Each member introriuced herself. Confidentiaiity rvas the only ground rule

suggested by one group member. Further ground rules such as attending on time, and

regular attendance etc. rvere suggested by the group facilitators to provide a safe,

predictable structure to the group. Many goals were articulated by group members

(Appendix F). Common goals included: raising self-esteem, dealing with shame and

guilt and expressing anger. Participants \¡/ere asked to identi$r people, places or things

associated with comfort and safety and it was suggested that remembering these things

could help ground members during the course of group if the material and content was

too overwhelming (Chew, 1994). Every p€rson came up with items. When I asked group

members horv these could be utilized to assist them in a healing context in the present, no

one responded. I provided examples to assist group members in understanding how the

things they associated with safety; for exarnple, a spiritual item, could help ground them

if they were feeling unsafe. However, no one said anything further. I thought they might

have needed more time to think about this.

The homework rvas a Solution-Focused assignment, the "formula first session task".

This assignment involved having clients identi$ what was happening in their lives that

they wanted to continue to have happen. This assignment \¡/as given to help clients

identi$ their resources and strengths.

This session went smoothly. All goals were accomplished. Many of the tasks of stage

fwo of groups such as goal setting, articulating hopes and fears, and members becoming
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oriented with each other rvere accomplished. The group members appeared to be

developing a good rapport with each other.

#2 -T f Sexual Abuse on and

Activities
-Relaxation exercise
-sharing the impact of sexual abuse on one's life and how you coped

The purpose of group session number two was to have group members begin to share

the impact of sexual abuse on their lives and honor the ways in which they coped.

Having \ryomen share their stories is part of what Feminist Therapy advocates as it

validates the client's experience and reduces their isolation (Bell-Gadsþ & Siegenberg,

1996). When the homework assignment from the previous week was reviewed, many

had not completed this exercise. A number of group members said they simply did not

have time. I didn't pwsue why the homework was not completed because I did not want

the group process to take on a punitive nature.

A relaxation exercise was conducted which involved members visualizing a safe place

that they could return to at a later time. Both Chew (1994) and Herman (lgg¡)stress the

value of creating safety early in the therapeutic process. This activíty was followed by

asking members to describe the impact of sexual abuse on their lives. The first two

volunteers spoke briefly. The third member took quite a lot of time and disclosed many

intimate details. Afterwards, she said she felt vulnerable. There was not enough time for

the remaining three goìlp members to share because of the tirne taken by the third group

member. As a result, several of the group members expressed concerns and anxieties

about having to wait for the next week. One group member stated she was afraid to

speak about what happened to her, and she said felt ashamed. Another group member
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said to her, "you don't have to spill your guts out like other members". I did not say

anything to address the statement and I felt uncertain of how to proceed. I was concemed

about how this comment rvould affect the group member who had the iengthy disciosure.

Dorothy and I discussed this iater and she said that she thought it would be valuable

feedback for her to be challenged on her boundaries by a fellorv peer. There was

insufficient time to facilitate a detailed discussion on honoring coping, and to focus on

increasing positive coping behaviors and therefore this was moved to group session 3.

Also, a Solution-Focused homework assignment was planned but eliminated from the

agenda due to the unexpected amount of time group members took to describe the impact

of childhood sexual abuse on their lives. The homework assignment involved asking

members if they were coping as well as possible what would they be thinking, doing and

feeling. The second part of the homework asked clients about their supports and what

their supports rvould notice about them as they continued to move forward. The impact

of omitting this homework assignment was that members did not have the opporfunity to

imagine themselves functioning at their optimum. Aiso, one of the theoretically based

exercises did not get incorporated.

This group did not go entirely as planned. The goal of having members share the

impact sexual abuse had on their lives rvas only partially accomplished. The conflict

between the two group members as well as the reservations the one group member

expressed about disclosing were characteristic of the third stage of group, the transition.

Both of these events seemed to test the group boundaries, trust and safety.

Activities
-Continuing to describe the impact of child sexual abuse
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-Managing arxiety, flashbacks and stress
-Coping

A new member joined us for this group. The other group members were receptive

towards the new member. The purpose of group #3 rvas to have the remaining group

members describe the impact of sexual abuse on their lives, identiÛ, their coping

behaviors and develop ways to increase healthy coping. During the check-in the client

who had disclosed many details about her abuse, stated she rvas offended by one

member's comment last week about her "spilling her guts". The other group member

responded quite well and said that these comments were not made to hurt her, but that she

felt everyone was at a different place and that she should not expect people to disclose as

much detail as she did. The offended group member said she was contemplating

dropping out of the group. She was encouraged her to make a decision about this that

would best meet her therapeutic needs. I also stated that it rvas important for each person

to have the opportunity to tell their story in a \ilay that was meaningful for them, for sorne

that might mean many details, for others that could mean few details. After this group

member confronted the other member, they each appeared to be mutually supportive and

respectful towards each other for the duration of the group.

The second half ofthis group was spent brainstorming shategies to manage anxiety,

flashbacks and sfress. Not all members had flashbacks. One group member said much of

her childhood she was unable to remember. However, she found pictures and letters at

different points in her life that indicated she had been sexually abused. One member

mentioned she was starting to have nightmares since the start of this goup, so some time

was also spent sharing strategies to cope with these times. She also said her studies

required her to read books on sexual abuse which triggered anxiety. A Solution-Focused
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approach was taken by asking her how she might f,rnd exceptions to this probìem. She

replied that not looking at pictures in the books and reading at different times and places

rnight help. She appeared satisfied by her own solution.

The coping strategies shared by group mernbers during the second and third g¡oup

were srunmanzed (Appendix G). Group members identified both positive and negative

coping strategies. It suggested that some coping strategies could be both; for example,

relying on yourself is good, but relying on oneself alone can lead to complete isolation.

When goup members rvere asked about the consequences of continuing the negative

coping, one member stated she needed to start trusting people, otherwise it would be

impossible for her to be involved in a relationship and have a family of her own. The

members did not appear to tre interested in exploring the topic of coping in further detail.

This may have been due to the emotional intensity of the earlier portion of the goup.

The homework assignment asked people to identifu things they did to iook after

themselves. According to Dolan ( I 99 I ) an agreement to be self-nurfuring strengthens the

client's implementation of that plan, as does the group support. Aiso, a handout on

flashbacks was distributed (Appendix H).

The goal of having the remaining members describe the impact of sexual abuse on

their lives was completed dwing this goup. Group members were quite affected by the

sharing of abuse experiences, and seemed to need more time to digest tlús portion of the

group. However, I quickly moved into changing the group topic into coping, as I was

concerned this topic would be further delayetl. What was probably lost in the process

was the opportunity to intensify the group cohesion, characteristic of stage fow, the
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working stage of group. Horvever, I felt that it was more important to cover the topic of

coping, as this was the main focus of the practicrun.

Group #4 - SelÊEsteem

Activities
-Looking after oneself
-What is healthy self-esteern?
-Changing negative self statements to positive ones

The purpose of group #4 was to raise awareness of the gontext in which self-esteem

develops and to enhance self-esteem by using Cognitive Restructuring. The group opened

with reviewing the homework assignment on how people looked after themselves, as this

seemed like a logical precursor to enhancing self-esteem. The group came up with plenty

of definitions for self-esteem. As well, the group identifîed that self-esteem was

influenced by many factors, upbringing was only one. When I associated gender

expectations with selÊesteem, that was done to raise awareness about how gender

socialization affects women's self esteem. I anticipated that would prompt a discussion

on how gender role expectations lecl to certain behavioral traits in wouten. The exarnple

was given that women were expected to be less successful in their careers than men.

However, one woman said the reverse held true in her family. Women were expected to

excel in their careers, the men rvere not. No one brought up the salary differentials in

men and women. No one else added anymore to this discussiorq therefore, gender roles

as they relate to self-esteem \¡/as not explored further.

The next activity in the group involved having participants use cognitive

Restructuring to change 10 negative self-statements to 10 positive ones, and identifying

an action to support the positive self- statement. This discussion evoked a lot of emotion.

One group member stated her inaccurate messages were all about her body and these
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statements \vere all toid to her by her family. Slie started to 'oreathe heaviiv, as if she r.r,as

hyperventilating. She stated, "sometimes the body takes over". Alother group member

said when she was in grade 3 she recalied her father rvas fondling her and saying "you

like that don't you" and that she said "yes" because she was so scared. A nunber of

group members seemed upset. The remaining agenda item, a Solution-Focused question,

asking clients to identifli ways to continue to create a positive self-image was eliminated,

so that more time could be spent processing how participants were feeling.

Consequently, I felt members did not get the opportunity to contemplate themselves in an

affrrming manner- I also thought the Solution-Focused questions did not fit with the level

of emotionality the clients were feeling.

The homework assignment was another Cognitive Restructuring exercise asking

clients to change three statements from why they were at fault to why they were not at

fault (Bass & Davis, 1990). The handouts for this group were on self-esteem (Appendix

I) and the stages of recovery (Appendix J). The "stages of recovery" handout was

included to normalize some of rvhat group members might be experiencing as one

member stated dwing the last group session she was unsure if what she was experiencing

during the group was nonnal. She mentioned she felt worse at times and was reassured

that this was quite normai and that utilizing healthy coping mechanisms should help her

during these times.

Most of the goals for session four rvere accomplished except for the Solution-Focused

question on creating a positive self-image. I was somewhat surprised by how emotional

the group members felt when they were asked to share their Cognitive Restructuring
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statements. Cognitive Restructuring appeared to be a useful tool for thern. i also felt the

level of sharing indicated a high level of trust group members had in each other.

Group # 5 - Shame and Guilt

Activities
-Secrecy
-Exceptions to shame and guilt
-Reducing shame and guilt

The purpose of group #5 was to alleviate some of the shame and guilt stemming from

the sexual abuse. When the homework assignment on asking clients to change

statements on why they rvere at fault to why they were not at fault was reviewed,

members came up with reasons why they were not at fault very quickly. Several

members stated they were coerced into secrecy by threats of hann to themselves or their

families. The review of the homework assignment seemed to reinforce that the members

were not blame for their abuse.

Two group members also shared that they were revictimized in adulthood. One

member, who was sexually assaulted when she was 18, stated that she was told by the

man who sexually assaulted her that it was her fault because of the way she dressed.

Another member stated that her parents mocked and blamed her for being gang raped

when she was 18. I offered a Feminist perspective and suggested that women were often

blamed for their victirnization and that society reinforced this by not holding men

accountable for their actions. I was uncert¿in as to whether the group members found

the societal context in which I framed the problem as helpful, as they did not say much.

The participants were also asked to identiff exceptions to guilt or shame, a Solution-

Focused question. One member shared that writing a letter to her abuser was very

helpfrrl. Another member stated that recognningrape as an act of violence was another
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solution. I thought that this connection would benefit other members of the group, as at

least 3 of the 6 rvomen had been revictimized. Several themes emerged when the topic

of u'hat people needed to do to lift the shame and guilt rvas introduced. Being nurtured

and rvorking wíth their anger were suggestions voiced by several group members.

Another group member stated she needed to accept her sexuality as a normal part of her

being.

The homework assignment involved having clients identify the losses they

experienced as a result of the sexual abuse and ways to grieve and moum those losses.

The goals set out for this session were accomplished. Once again the members

seemed to find the Cognitive Restructuring useful. Also, I felt the feminist interpretation

by one of the group members, that rape was an act of violence, may have helped other

goup members to understand that sexual assault was not their fault. The discussion on

secrecy went rvell, followed by the disclosure of revictimization. I thought that being

able to discuss these openly, once again required a high level of trust among group

members. I felt these discussions really increased the group's cohesiveness, rvhich is

characteristic of the third stage of group, the workjng stage.

Activities
-Grief and loss
-Boundaries
-Personal rights

The purpose of group session #6 was to assist clients to grieve the losses that

occurred as a result ofthe past sexual abuse and to educate clients on the concept of

boundaries. Grief and loss was chosen as a topic because both Courtois (1988) and

Dolan (1991) suggest that ìt is valuable to have clients grieve the losses they experienced
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as a result of their childhood sexual abuse to help them move forward, or in some

situations recover those losses. During the check in, one client stated she had been

recently discharged from the hospital and that she had been touched inappropriately by

another client. The discussion went on for a while which did not leave enough time for a

planned visualization exercise on nurhrring the inner child. According to Dolan (1991),

nurturing the inner child can assist clients to enjoy some of the experiences they rnay

have missed out on. As a result, the group members did not get an opportumty to

experience some of what they rnay have missed out on as children.

When the homework assignment was reviewed, the group was slow to identify losses

accrued as a result of the sexual abuse. Holever, the losses that were identified were

profound. One client stated, "I choose not to have children in fear of bringing them into

an ugly world". The loss of relationships with others appeared to be a common thread.

The group did not generate many ideas when asked about how to go about grieving their

losses. I was uncertain as to whether this topic was not useful or if particìpants were not

ready to consider their losses.

A handout was distributed on loss and grief (Append,ix K) and boundaries (Appendix

L). The information on boundaries facilitated an excellent discussion. Several group

members stated they had a hard time saying "no" to people, rvhich is characteristic of

how women are socialized to behave. Also, several gloup members expressed confi;sed

feelings about relationships with men and what constituted "normal". Group members

were asked to identifu their personal rights as people to help them define healthy

boundaries. A role-play was also conducted which provided members with the

opportunity to practice appropriate boundary setfing. A group member rehearsed being
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able to say "no" to her mother. Everybody participated and seemed interested in the

process. After all the group members left, one melnber of the gïoup stayed and stated

that she was angry at another group member for monopolizing the check in. I told this

group member I thought she needed the extra time that day. i do not think my response

satisfied her. I became aware that it is not easy balancing the needs of six g-oup

members.

The homework assignment involved 1) having people describe what they leamed

about anger from their family of origin 2) describing safe and healthy ways to express

anger and 3) describing unsafe and unhealtþ ways to express anger and 4) identifying

whom they have anger towards. Clients were asked to describe what they learned from

their family of origin in anticipation that gender dif[erences in expressing anger would

become apparent.

The goals for this group were not all accomptished due to the check-in having gone

on too long. The dìscussion on grief and loss did not go quite as expected as I had

anticipated members would identi$ more losses than they did. However, the discussion

on boundaries took up the remainder of the goup time, making it unnecessary to add

any additional content.

Group #7 - Anger

Activities
-Components of anger

The purpose of group session #7 was to help group members use their anger

effectively and to discuss strategies to work with their anger. Dwing the review of the

homework assignment people expressed varying degrees of anger at their abuser. One

group member stated she rvas angry with her grandfather and that there was a passage in
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the Bible that talked about how people rvho harmed children would be punished. One

client expressed rage at her abuser and stated, "i'd like to bash his brains out',. Another

person suggested that turning her anger into forgiveness was liberating for her. Another

group member saíd she was out of touch completely with her anger. No one mentioned

the differences between how the men and women expressed anger in their families.

Although each member expressed their anger differently in the present, there appeared to

be a consensus that anger was an emotion to be feared.

This discussion was followed by a psychoeducational component. I explaíned the

dif[erent components that make up anger. I also suggested that anger could be a useful

emotion' Members appeared to have difficulties perceiving anger as a useful or positive

emotion. However, one group member offered a Feminist viewpoint and said she

thought that engaging in some type of social action would constitute an effective way to

use anger. She did not elaborate on this. The group was also given the opportunity to

express their anger at their abuser. Dorothy volunteered to sit in a chair to represent the

abuser. Guidelines were suggested; for example, no touching the person in the chair.

However, no one volunteered. One member stated she was afraid she wouldn't know

where to stop. It is possible that others felt the same.

The homework assignment was to have clients distinguish healthy relationships from

unhealthy ones. A handout was given on expressing anger (Appendix M). Also, a group

member shared a brochure she had on expressing anger.

Some of the goals for this group were accomptished- I was surprised that no one

identified any gender differences when clients described how anger was managed in their
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family I had anticipated this would lead to a discussion about how power and control

were factors jn sexual abuse, but this did not happen.

Group #8 - Relationships and More on Self-Esteem

Activities

-Healtþ and unhealthy relationships
-Putting improving self esteem into action & integrating thoughts, feelings and behavior
-Things to do when I feel negative about myself
-Positive rvays to overcome low self esteem

The purpose of the first hour of group session #8 was to help people to distinguish

between healtþ and unhealthy relationships. The theme of relationships was chosen

because writers such as Herman (1992) identi$ the development of new relationships

and connections as an essential component of healing. Clients appeared to have a good

understanding of the difference between healthy and unhealtþ relationships.

The second hour was spent further assisting group members to work on improving

self-esteem. In revisiting self-esteem, the content of group session #4 was sumrnarized.

"Thought stopping" was shared as a technique used by one group member. Another

group member stated that she understood intellectually how to improve her selÊesteem

but putting it into action \ilas more diffîcult. Therefore, some time was spent

brainstorming actions to support positive beliefs about oneself. Throughout this topic,

one group member was particularly usefi.rl in challenging others about their concepts of

themselves. She articulated the strengths she saw in others. She pointed out that she was

older than most of the group members and that self-esteem takes time and perseverance.

To illustrate her growth she shared her recent accomplishments in her workplace. She

said she sur¡ounded herself with positive supports, rvhich helped her immensely. When
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other tnembers stated they felt alone anci badly about themselves, she said ..I,ve 
been

rvhere you've been and i believe that there is hope for everyone".

The homework assignment asked participants to name things they did to look after

their bodies.

All the goals set out for this group were accomplished. This group session was

characteristic of the working stage of group. Members really seemed to work hard at

improving their self-esteem and identified the challenges. They were willing to challenge

each other, while being supportive and hopeful.

Group #9 - Reclaimine your Body

Activities
-Relaxation exercise
-Negative feelings about one's body
-Healing your body

The purpose of group #9 was to reclaim one's body. Reclaiming one's body is a often

identified as an issue in the Feminist literature (Chew, lggl,Laidlaw & Malmo, i990).

Reclaiming means that someone recognizes that her body belongs to her. When the

homework assignment was reviewed, everyone was able to name something that they did

that made their bodies feel good. A relaxation exercise followed that focused on positive

sensuality. This exercise was used to help members get in touch with positive feelings in

their bodies. According to Dolan (1991) reestablishing a positive connection with one's

body tends to assist clients to stop any harmful behaviors, for example, self-mutilation.

lVhen the topic of negative feelings about one's body was addressed one member

remarked "my grandfather said I had big feet, I was too skinny and no one would want

me after he was done with me". Other members of the group relayed that they had been

told negative things about their bodies by other family members. I suggested that it is
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difficult for women to be accepting of their bodies when they are criticized for being too

skinny, too heavy etc. One membe¡ offered a Feminist perspective and stated that..this is

what society does to women". It was nice to see a movement from focusing on the

individual, to frarning the problern in the context of society.

The next activity in the group involved a variation of a Solution-Focused/Ericksonian

exercise developed by Dolan (1991) using symbolism to heal the body. An outiine of a

person's body was drawn on the flipchart, and then women were asked to think about the

parts of their body that needed healing. People appeared reluctant to comment. Also, the

women were asked to name symbols, tokens or colors associated with healing. They were

also asked about ways they made their bodies feel safe. The ideas generated tended to be

very safe; for example, one member said she put on underwear before going to bed as this

gave her a sense of protection. When the group was asked what it was like to explore the

topic of body image, one group member said, "it's embarrassing" and chuckled- Overall,

the group was fairly quiet in exploring this topic.

The homework assignment involved asking members to: 1) define healthy sexuality

and 2) list the type of sexual problems that are conìmon among survivors of sexual abuse.

A handout was distributed during this group (Appendix N) on reclaiming one's body.

Although the goals for this session were accomplished, I thought it was difficult for

women in the group to talk about their bodies. I thought the women had a diffrcult time

discussing this topic because it was very personal. Not all members contributed to the

discussion. This topic may have been to large of a shift in focus from the content so far

and needed some linkages with other topics.
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Group #10 - Sexualitv

Activities
-Healthy sexuality
-Common sexual problems
-Consenting sex
-Saying "no"
-Resolving sexual issues

The purpose of group #10 was to raise awareness on what healthy sexuality is and to

encourage group members to begin to establish healthy boundaries regarding their

sexuality. Many ideas were shared regarding what healthy sexuality is about. When

members were asked to identify sexual problems common among survivors, one woman

identified a host of common difficulties. No one else said, much, but a lively discussion

ensued. One woman stated she had gone to counselling to address sexual issues but felt

ambivalent about her real ability to enjoy sex. She also said she could do without sex. A

number of the women stated that they felt guilty about saying "no" to their partners.

Several women were able to make a societal connection and acknowledged that society

expects \ryomen to be readily available to men. One woman stated " I believed that sex

was all I was good for". Another participant added, " I used. to dress in ways that would

draw attention to myself. All I thought about \ryas sex',.

The women were asked about how they resolved sexual issues. The question was

framed in a Solution-Focused way to emphasize that change was already occurring.

Several women commented that having a supportive partner who they could

commrmicate with and was respectful of times they did not want to engage in intercowse

was beneficial in helping them to resolve sexual issues.
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The homervork assigrunent was a Solution-Focused exercise asking clients to talk

about what it lneans to live beyond abuse (Chew, 1gg4). Also, a handout on healing

sexuality was distributed to members (Appendix O).

I rvas pleasantly surprised by how well this $oup session rvent. All the goals were

accomplished. Once again, the level of disclosure regarding sexuality indicated that the

goup was cohesive and had a built a high level of trust, consistent with the working stage

ofgroup.

Group #l I - Living Be)¡ond Abuse

Activities
-Living beyond abuse
-Draw a picture of yourself picking an apple from a tree
-Hopes for the future

The purpose of this group was to help group rnembers to integrate the past and the

present and look at the future. When reviewing the homework assigrunent jt became

evident that the question of "what it means to live beyond abuse" was interpreted by

group members quite differently than what was intended. Several group members stated

that they interpreted the question as what their lives may have been like had they not been

abused- One group member stated that she thought of all she could have been and found

the homework assignment quite depressing. She appeared sad about her losses. The

group as a whole acknowledged the impact sexual abuse had on their self-esteem. One

group member was particularly optimistic dwing the group and mobilized others by

stating," I've been where you are and that recovering your selÊesteem is still possible".

Her comment appeared to uplift the atrnosphere of the group and prevent them from

resigning into a state of hopelessness.
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The second half of the group involved a drawing exercise (Simonds, 1994) that u,as

intended to get people to envision themselves in the future. People were able to interpret

their own drawings quite easily. They also came up r,l'ith some interesting artwork, aski¡g

relevant comments and questions of each other's drawings, which I thought was

indicative of the rapport the group had established,. When group members were asked

about their hopes for the future, they seemed fairiy quiet. Possibly, members had a hard

time discussing future plans with each other. Sadness was expressed that the group was

terminating soon. One member asked what would happen if she needed help later or

someone to talk to, and another group member stated she could call her anytime. It was

agreed that members would enclose their phone numbers on the last homework

assignment if they desired out of group contact.

The homework assignment was to summarize what members learned about

themselves and what they learned from others. They were also told to include anything

else they wanted to say to others. They were also asked to identify sornething they

enjoyed, appreciated or learned from each group member to be distributed to each group

member for the next group.

A handout (Appendix P) on "Living Beyond Abuse" was given out to group members.

Some of the goals for this group were accomplished. The one goal that was not

accomplished was people being able to articulate their hopes for the future. Yet, group

members seemed to have no difficulties drawing pictures of themselves in the future. I

was surprised by the fact that group members had interpreted the Solution-Focused

homework assignment on "what is means to live beyond abuse", so diversely. They
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seemed to have difficulties recognizing their strengths and capabilities, which was not

unusual considerìng they identified low selÊesteem as a problem.

Activities
-Complete standardized measures & final evaluation
-Useful resources for later
-Exchange of homework assignment
-Any unfinished business

The pu¡pose of group session #12 was to give e'erybody the opportunity to

summarize what they had learned, and share their thoughts and feelings about the group

ending. The concern raised by the group member last rveek about gettin-e assist¿nce at a

Iater time resulted in time being allocated to share resources members had either used or

had heard about.

Several of the group members gave out the written comments they had for each other.

Each group member appeared to enjoy reacling their feedback. A number of the goup

members thanked each other. Each member shared their feelings about termination.

Sadness combined with relief were common feelings expressed that the goup \À/as over.

Everyone reported that they learned something new. People also seemed very grateful

for the peer support.

All of the goals intended for this group were accomplished. Many of the tasls

completed during the termination phase of group development were completed during

this group such as reviewing and consolidating leaming. The group atnosphere felt

positive and cohesive.
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Group #13 - A Celebration

The purpose of group session #13 was to celebrate the closing of group. All six group

members attended. Each participant brought appetizers and snacks to share with each

other. It was very informal, comfortable and relaxed.. No one talked about the content

that was covered during the course of the group, instead, people talked about different

aspects of their lives. No one app€ared to have reservations about the group terminating

which indicated that 13 weeks was a sufficient length for the group. The ease of the

celebration I thought was indicative of group members' consolidation and acceptance

about terminating. I thought they felt a sense of accomplishment in completing the

group, which satisfied them. The group members stayed the full two hours. They

appeared to leave in good spirits.

Supervision

Supervision involved a mid-way meeting with my advisor, Kim Clare and committee

metnber, Margaret Tobin. During this meeting, how the group was evolving was

discussed. Also, concerns about the group process were addressed. The attendance of

the group members was a concern raised and it was decided that I could only encourage

members to attend consistently. It was decided that if too many members dropped out

that the committee would meet again to discuss this filther.

The second form of supervision was the taping of the 12 groups. The thirteenth group

rvas not taped because it was a celebration of the closing of the group. Kim Clare, rny

advisor viewed a number of the initial tapes and. provided feedback and supervision. I

also selected sections of the group sessions for Kim to view for the same. Several

suggestions were made. The first suggestion was that I facilitate more communication
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and interaction among the group members, rather than have them refer to me with

questions. It was also suggested that I nonnalize the feelings and experiences of goup

members. Two taped sections were viewed. The f,rrst one involved one member raising

issues that took an extensive amount of tirne to process during the check-in. It was

suggested that she be asked to summarize her feelings in a few words, so that the check-

in would be kept brief and that the group could stay on track. The other section involved

one member making comments about another member's disclosure. lt was suggested that

this conûontation was not threatening and that there was not a need to pursue this further.

Missed Opporrunities

The group did not evolve completely as planned. When each member described the

impact of sexual abuse on their lives it consumed much more time than antjcipated. It

also set a different tone to the group, and made the individual issues more prominent than

the societal and macro context of abuse. I found it difficult to use Solution-Focused

Therapy at times because I was concerned. it would minimize the strong emotions that

goup members expressed. A number of exercises such as building a collage, and a letter

written from the future had to be eliminated as I became aware that there would not be

enough time to process these exercises. As a result, members did not get the opportunity

to creatively envision themselves in the future to the extent I would have liked. Also,I

made the decision to add Cognitive Restructuring during several group sessions as it

appeared to mobilize group members in the therapeutic process.
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CF{APTER 5 - CLIMCAL EVALUATION

This chapter describes the clinical evaluation design selected for evaluating the

effectiveness of the intervention. As weli, the research available on the chosen

standardized measures and their psychometric properties are summarized.

Clinical Evaluation Design

A baseline intervention (AB) design was utilized to evaluate the effectiveness of the

intervention. The rationale for selecting this design was that it was simple, practical,

feasible and provided plenty of information about the client's level of functioning prior to

the intervention. In addition it was felt this design was appropriate for a timeJimited

intervention. A baseline intervention follow-up (ABA) design was not selected because

this group was not offered as a service connected with a community agency and it was

felt that this would make the response rate for a future follow-up poor. The main

disadvantage of the AB design is that it does not control for threats to internal validiw

such as maturation.

Measurements

The Trauma Symptoms Inventory, and the Belief lnventory were the two standardized

measures used. In addition, a Coping Scale was developed by the student to measure

coping behaviors not measured by the standardized measures chosen. These three scales

were selÊadministered by the clients during the screening. The post-group scales were

self administered by clients during group session 12. 
^midway 

evaluation was used to

enswe the group members' needs were being met and as a measure of quality assurance.

Clients took the evaluation form home to fill out after the completion of group 6. A final
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evaluation was administered to f,rnd out how this group could be more effective. This

was completed by clients during group 12.

The Trauma S)¡mptoms Inventory

The TSI (Briere, 1996) is a standardized, multidimensional tool that evaluates the

affective, postlraumatic, sexual, behavioral, and self-related systems associated with child

sexual abuse in adults. The TSI was standardized on a representative sample of 836 adult

males and females from the general population. Controi variables such as age and sex

have been irnplemented to ensure its validity. The impact of culture on its validitv has

also been taken into account.

The inventory shows internal consistent reliability on the general population, clinical,

university and military samples. The measure also shows convergent, predictive and

incremental validity. A clinical sample of 391 subjects showed that sexual abuse

survivors scored higher on all scales. The rationale for using this measure is that it is

specifically designed to measure symptoms of trauma, such as childhood sexual abuse.

Also, I expected to see changes in all ten clinical scales as a result of the discussion,

exercises and topics covered for the twelve-week group.

The items booklet consists of 100 questions about the frequency of trauma symptoms.

The scale is a 4 point likert scale, values ranging frorn 0-3. Zero represents never. Three

represents often. Clients were asked to circle the value that best described how often they

experienced these symptoms. A sample of questions in each of the clinical scales is

shown (Appendix Q). Their responses were self- reported on an ans\iler sheet. I then

completed the TSI critical items and TSi scoring worksheet. The critical items consisted

of recording client scores for selected individual questions. The scoring worksheet

69



consisted of adding the sums of questions that represented the corresponding clinical

scale. Each of the clients' scores was then taliied on a scoring sheet. The raw scores on

the bottom of the scoring sheet were then transferred to a client profile forrn The profile

fonn consisted ofthe T scores for each value on the clinical scales.

The Belief Inventory

The second quantitative measure is ttre Belief Inventory (Appendix R). This measure

was deveioped by Jehu, Klassen, & Gazan(1985/86). This inventory was made to

measure some common distorted beliefs related to child sexual abuse. Psychometric data

shows the test re-test reliability at .93; a strong inclicator of the instrument's reliability.

The measure shows concurrent reliability with Beck's Depression lnventory. Jehu et al.

(1985) also indicates that this measure has face validity as it is logical to infer that

distorted beließ will correspond with mood disturbances. A Pearson's correlation of .55

occurs between these two measures (p< 01). The original inventory consisting of the fîrst

17 questions was used rather than the revised version because the revised, version has not

been standardized.

This scaie was chosen because there is a strong emphasis on selÊblame, and the

Feminist perspective throughout this group focused on alleviating the client's self-blame.

The Copine Scale

The third measure administered was the Coping Scale. The Coping Scale is a Likert

type of scale developed by myself to measure 6 relevant areas on how well the client is

coping with their sexual abuse (Appendix S). Coping behaviors that rvere not measured

by the Trauna S¡rmptoms Inventory and the Belief Inventory were used on the Coping
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Scale as additional ways to detennine the effectiveness of the intervention at increasing

positive coping.

Question #1 was aimed at measuring self-care behaviors. Session #3 involved

developing a plan for self-care, therefore, clients vr,ho implernented this plan should have

showed an overall increase during the posttest. Question #2 was asked because many

survivors appeared to have diffìculties choosing healthy relationships. Group session # g

was intended to assist survivors to define and. differentiate healthy from unhealihy

relationships and help them choose more satis$ing relationships. Question #3 was

designed to measure the group member's ability to set boundaries in relationships. The

plan for group #6 was to help group members gain a better understanding of what

boundaries are and to increase appropriate boundary setting. Question #4 was added to

measure the extent to which group participants looked after their bodies. Session # 9

focused on increasing positive care of one's own body. Finally, question #5 was added to

gauge the extent to rvhich participants felt comfortable with their own sexuality. Group

#1 1 was designed to bring the topic of sexuality out in the open and address questions

members had, which hopefully irnproved the comfort level members had with their own

sexuality.

Midway Evaluation

The fourth measure was the midway evaluation (Appendix T). The midway

evaluation was developed to ensure the ongoing goals and needs of group members were

being met. The feedback also was useful in identifuing any problems group members

had that they had not spoken openly about. The rernainder of the group was tailored to

meet the needs of the group members.
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Final Evaluation

The last measurement was the final evaluation (Appendix U). The purposes of the

final evaluation were to get feedback on members' subjective experience of group and to

find out whether their goals and needs were met. Also, the evaluation provided usefgl

information for planning and irnplementing subsequent groups.
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CT{APTER SD( _ THE RESULTS

This chapter provides the individual and group results of the qualitative and

quantitative measures and the implications of the overail results. The three quantitative

measures were the Trauma S1'rnptoms lnventory, the Belief Inventory and the Coping

Scale. The two qualitative measures were the midway and final evaluations.

Ouantitative Results

For the Trauma Syrnptoms Inventory the first three scales, the atypical response

(ATR), response level (RL), and the inconsistent response (INC) are the validity scales.

An atypical response of70-90 indicates respondents' tendency to report statistically

unusuai trauna symptoms inventory items. The report of statistically unusual trauma

symptoms is common among extremely traumatized individuals. An ATR score of more

than 90, an RL score of 73 or higher or a INC of more than 75 would make the inventory

invalid. The T scores are the level of sl.rnptomatology. Any clinical scale scores above

65 are considered clinically significant.

The TSI has 10 clinical scales: anxious arousal, depression, anger/irritability, intrusive

experiences, defensive avoidance, dissociation, sexual concerns, dysfunctional sexual

behavior, impaired self reference and tension reduction. The critical items scale provides

information on clinical problerns needing follow-up.

For the Belief Inventory a score of 15 or more is considered a clinically significant

level of distorted beliefs.
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Client 1

The results of the Traurna Symptoms lnventory for client 1 is presented in frgure 1.

This client showed clinically significant levels on all 10 scales. The ATR indicated this

client had reported statistically unusual symptoms, and rvas extremely traumatized, but

her score was still valid. During the post-test this client still scored in the statisticallir

significant level on all scales except for the dysfunctional sexual behaviors. The post-test

also showed a modest reduction in most T scores, except for the anxious arousal (AA)

and depression (D) where the client indicated a modest increase, both of which were

associated with a dysphoric mood.

Figure 1

The Trauma Symptoms Inventorv Results
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The results of the Belief Inventory for client I are shown in Table 1. This client

índicated a large itnprovement in her distorted beliefs rvhen cornparing the pre and post-

test resuits.

Table l

The Belief Inventory Results

Client 1

Pre-test mean Post - test mean

3s 17
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The results of the Coping Scale for client 1 are displayed in table 2. She irnproved o¡

all the coping measures.

Table 2

The Coping Scale Results

Client 1

Pre-test score Post-test score

Question 1- I find rime ro
attend to my own needs

I 4

Question 2 -I am confident I can
choose healthy relationships

I 4

Question 3 - I can set limits in
relaúonships

I 5

Question 4 - I take good care of
my body

1 4

Question 5 - I am comfortable
with my sexuaüty

1 4

Question 6 - I am able to control
any addictive behaviors that I
have used in the past

4 5

Overall scale score 9 22
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Summary of Results for Client 1

overall' this client showed a high level of symptomatology on the Trauma symptoms

lnventory on both the pre and post-test. i thought this was indicative of the struggles she

had with depression- Also, when I conducted the initial screening with her she described

a lot of acting out behaviors and harmful coping strategies that she engaged in.

She improved noticeably on both the Belief Inventory and the Coping Scale. The pre-

test Belief Inventory indicated low selÊesteem and self-blame for her abuse. I felt

Cognitive Restructuring assisted her to understand that she was not to blame for her

abuse' Although she described her coping strategies as all negative, Solution-Focused

Therapy was used to draw out, and emphasize the positive coping that she did use.
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Client 2

The results of the Trauma Sy'rnptoms lnventory for client 2 are represented in figure 2.

During the pre-test she reported clinically significant levels on 7 of the 10 clinical scales.

During the post-test there was a slight improvement on six of the 10 clinical scales in the

areas ofdepression, instrusive experiences, defensive avoidance, sexual concerns and

tension reduction behaviors. A slight elevation was seen on the impaired self-reference

scale.

Figure 2
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The results of the Belief Lnventory for client 2 are shown in table 3. A large change

can be seen in the client's distorted beliefs at the post-test.

Table 3

The Belief Inventorv Results

Client 2

Pre-test mean Post - test mean

25 4
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The results for client 2 are presented in Table 4. She reported improvernents on all 6

Coping Scales items.

Table 4

The Coping Scale Results

Client 2

Pre-test score Post-test score

Question l- I find time to
Attend to my own needs

1 4

Question 2 - I am confident I can
choose healthy relationships

a
J 4

Question 3 - I can set limits in
relationships

2 4

Question 4 - I take good care of
my body

1 2

Question 5 - I am comfortable
with my sexuality

I 2

Question 6 - I am able to control
any addictive behaviors that I
have used in the past

i 7

Overall scale score I ¿J

80



Summary of Results for Client 2

This client also showed a modest improvement on the Trauma Syrnptoms lnventory,

Her greater gains rvere on the Belìef inventory and the Coping Scale. I felt the Belief

Inventory post-test reflected her understanding that she was not to blame for her abuse.

thought the Coping Scale post-test reflecting a geater understanding of her boundaries

with others in relationships and also the desire to look after her own needs.

8i



Client 3

The results of the Trauma Sy.rnptoms Inventory for Client 3 are shown in Figure 3.

Her ATR score indicated that she has the tendency to report statistically unusual

slnnptoms, and was extremely traumatized, but her score was still valid. Seven of the ten

clinical scales scored in the clinically significant range, the anxious arousal, depression,

intrusive experiences, defensive avoidance, dissociation, sexual concerns and tension

reducing behaviors. This client endorsed all three symptoms associated with post-

traumatic stress. The post-test indicated an overall reduction in syrnptomatology with

only one item scoring in the clinically significant range.

Figure 3
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The Belief Inventory results for Client 3 are shown in Table 5. Client 3 shows a

marked decreased in the post-test lnean score for the Belief lnventory indicating that she

had a reduction in distorted beliefs once she completed the group.

Table 5

The Belief Inventory Results

Client 3

Pre-test mean Post - test rnean

2t 6
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The results of the Coping Scale for client 3 are presented in Table 6. During the pre-

test she shorved a high level of coping on all the variables. She appeared to attend to her

own needs often and took excellent care of her body. She was confident she could

choose healthy relationships, was comfortable with her sexuality and was able to control

addictive behaviors moderately.

This client showed a slight improvement in her confidence to choose healthy

reiationships, boundary setting, and comfort with her own sexuality and a larger

improvement in her ability to control addictive behaviors. She showed a slight increase

in how she felt she looked after her body.

Table 6

The Coping Scale Results

Client 3

Question 1- I find time to
attend to my own needs

Question 2 -I a¡n confident I can
choose healthy relationships

Question 3 - I canìet limits in

Question 4 - I take good care of

Question 5 - I am comfortable
with my sexuality

Question 6 - I am able to control
any addictive behaviors that I
have used in the
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Summarv of Results for Client 3

I was surprised to see this client score so high on the clìnical scales as she appeared to

be high functioning, engaging in self-care behaviors and having a solid support system.

She showed a moderate improvernent on the Trauma Symptorns Inventory especially in

the areas of dysphoric mood and post-traumatic sfress. I thought this may have been

atlributed to how accepting and, supporting the gtroup rnembers were of her and her depth

of sharing' she also showed a large improvement on the Belief inventory. Her coping

Scale pre-test reflects a high level of coping. The post-test reflects a slight improvement.
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Client 4

The results of the Trauma Symptoms Inventory for client 4 are displayed in figure 4.

She indicated no symptoms scoring in the clinically significant range during the pre-test,

or post-test- Overall, holever, a decrease in symptomatolory was seen in 9 out of the 10

clinical scales when comparing the pre and post-tests.

Figure 4
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The results of the Belief Inventory for client 4 are presented in table 7. Her post-test

mean shows a large itnprovement in her distorted beließ compared to her pre-test pean.

Table 7

The Belief inventory Results

Client 4

Pre-test mean Post - test mean
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The results of the coping Scale for client 4 are represented in Table g. She reported

gains on a1l 6 coping measures. She appeared to make pro$ess in setting boundaries

and choosing healthy relationships.

Table 8

The Coping Scale Results

Client 4

Pre-test score Post-test score

Question l- I find time to
Attend to my own needs

aJ 6

vuç TI I can
choose healthy relationships 6

Question 3 - I can set limits in
relationships 4 6

Question 4 - I take good care of
my body

2 4

=5
Question 5 - I am comfortabG
with my sexuality

2

Question 6 - I am able to control
any addictive behaviors that I
have used in the past

2 5

Overall scale score
16 32
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Surunary of the Results for Client 4

Interestingly, this client did not score in the clinjcally sigruficant range on any of the

ciinical scales of the Trauma s¡rmptoms Inventory. She stated that she had some mernorv

loss in childhood and it is possible that this contributed to the lack of reported

symptomatology. She also indicated she had accessed previous counselling for different

concerns, rvhich may have lowered her baseline syrnptoms.

For the Belief Inventory this client showed a marked reduction in distorted beliefs that

she was to blame for her abuse after the intervention. This score corïesponded with an

increase in coping behavio¡s which also corresponded with her weekly check-in. As the

group progressed she reported an increase in accessing supports, and more appropriate

bounda¡ies in her relationships.
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Client 5

The results of the Trauma Symptoms lnventory for client 5 are shown in figure 5. Her

ATR score showed she had the inclination to report statistically unusual symptoms,

indicating she was extremely traumatized, however, her score was still valid. She

indicated thatT of the l0 clinical scales scored in the clinically significant range, anxious

arousal, depressior¡ intrusive experiences, defensive avoidance, dissociation, sexual

concerns, and impaired self-reference. She scored in the clinically significant range for all

3 clinical scales associated with post-traumatic stress: intrusive experiences, defensive

avoidance and dissociation. Dwing the post-test she showed an overall improvement,

with only two symptoms scoring in the ctinicaily significant range.

Figure 5

The Trauma Symptoms Inventory Results
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The results of the Belief Inventory for client 5 are shown in Table 9. This client
reported a moderate improvement during the post_test.

Table 9

The Belief Inventory Results

Client 5

Pre-test mean Post - test mean
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Client 5 is presented in Table 10. She indicated a modest overall improvement on the

Coping Scale. She indicated slight improvements in choosing heaithy relationships,

boundary setting, comfort with sexuality and add.ictive behaviors.

Table 10

The Coping Scale Results

Client 5

Pre-test score Post-test score

Question 1- I find time to
attend to my own needs

4 4

Question 2 -I am confident I ca¡r
choose healthy relationships

J 4

Question 3 - I can set timits in
relationships

2 4

Question 4 - I take good care of
my body

2 3

Question 5 - I am comfortable
with my sexuality

I J

Question 6 - I am able to control
any addictive behaviors that I
have used in the past

2 .J

Overall scale score T4 2T
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Sumrnary of Results for Client 5

This client shorved a lot of improvement on the Trauma Synptoms Inventory on the

post-test especially on the measures for post-traumatic stress. I thought her syrnptorns

may have been reduced by her sharing with other group members that she had been

abused, rather than denying that this occurred, which she identified as a coping

mechanism' Although she also showed improvements on the other two measures, they

were not as large, perhaps in part because she continued to struggle with blaming herself

for her abuse. The Coping Scale post-test indicated she had started to utilize more

healthy coping mechanisms.
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Client 6

The results of the Trauma Symptoms lnventory for client 6 are represented in Figure

6. During the pre-test she scored 4 items in the clinically significant range. Three of the

items are symptoms of post-traumatic stress. During the post-test she shorved a slight

improvement with 2 items scoring in the clinically significant range. Her

anger/irritability was slightty elevated during the post-test.

Figwe 6

The Trauma Srnnptoms Inventory Results
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The results of the Belief lnventory for client 6 are displayed in Table 1 l. This group

member showed a large impro'ement in her distorted beliefs.

Table 1i

The Belief inventory Results

Client 6

Pre-test mean Post - test mean

25 4
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The results of the Coping Scale for client 6 are presented in Table 12. She also

indicated a strong levei of coping. Alnrost no change was indicated rvhen cornparing the

pre and post-test results. Tu'o areas that she felt she could improve during the pre-test

were attending to her own needs and looking after her body. She indicated a rnarginal

improvement in looking after her body and control over addictive behaviors. During the

course of group she was able to articulate concerns over body image. When comparing

the results of the pre and post-test she indicated during the post-test that she fett slightly

less confident about her ability to choose hearthy relationships.

Table 12

The Coping Scale Results

Client 6

Pre-test score Post-test score

Question 1- I find time to
attend to my own needs

4 4

Question 2 -I am confident I can
choose healthy relationships

6 6

Question 3 - I can set limits in
relationships

6 5

Question 4 - I take good care of
my body

4 5

Question 5 - I am comfortable
with my sexuality

6 6

Question 6 - I am able to control
any addictive behaviors that I
have used in the past

6 7

Overall scale score J¿ JJ
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This client shorved a moderate level of symptomatology during the pre-test and a

slight overall improvement on the post-test for the Trauma Symptoms rnventory. She

showed almost no change on the coping scale, but indicated a fairly high level of copin_e

at baseline to begin with. These results indicate she has coped well with her trauma

symptoms' thus, is able to manage them. The Belief Inventory indicated she had many

distorted beliefs, most of which were modified after the intervention.
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Group Results

The group results of the Trauma syrnptorns Inventory are presented in f,rgure 7 Half
of the clients indicated they rvere extremely traumatized by their childhood sexual abuse.

Four of the six clients endorsed symptomatolory in the clinically significant range on
more than half of the clinical scales during the pre-test indicating that rnany experienced

frequent symptoms associated with trauma. All clinical scales showed an overall

improvement at post-test, most of the clients had slight to moderate changes. The most
improvement was achieved in reducing depression. The least improvement was found in
the anger/irritability scale.
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The group results for the Belief lnventory are disptayed in Table 13. All six group

members had scores above 15 during the pretest. The mean score during the pre-test was

26'3. The mean score during the post-test was r 1.33. only hvo group members had a

score above 15 during the post-test. All members had lorver scores on the Belief

Inventory during the post-test indicating a reduction in self-blaming and selÊdenigratory

beheß after the intervention.

Table 13

Post-test mean
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The group results for the Coping Scale are shown in Table 14. Overall, the clients,

mean score improved on all six scales rvhen comparing the pre and post-test results. Most

of the clients improved a siight to moderate amount. The most change rvas found in

question 6, the use of addictive behaviors. The least change \¡/as found in question 4,

looking after one's body.

Table 14

Question 1- I find time to
attend to my own needs

Question 2 - I am confident I can
choose healthy relationships

Question 3 - I can set limits in
relationships

Question 4 - I take good care of
my body

Question 5 -I am comfortable
with my sexuality

Question 6 - I am able to control
any addictive behaviors that I
have used in the oast
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Oualitative Results

The midway evaluation and the final evaluation were the tno qualitative measures

utilized. Four clients completed the midway evaluation. One client did not return the

evaluation- The sixth client did not attend. All four gïoup members who completed the

evaluation commented on the value of knowing they rvere not alone. Two group

members requested more group time being allocated to working on self-esteem, which

was done during session 8. Two members felt the duration of the group was too short.

One group member wanted more discussion on certain topics. One group member also

said she felt certain goup members monopolized too much time. An effort was made by

the facilitators to ensure everyone had the opportunþ to speak. overall, the group

members indicated that the group experience was valuable, even if the subject of child

se¡rtal abuse was painful.

All six members completed the final evaluation. Once again members commented on

the value of knowing they were not alone. All members felt they had made progress

towards the goals they identified during group session 1. Several members commented

that the size and mix of participants was comfortable.

Several criticisms and improvements were recomrnended by the group. First, several

members stated a lengthier group was needed. Another group member said she also felt

restrained by the camcorder. Three of the group members found the pace of the group

too fast at times. Another group member said she would have liked more handouts and

diverse activities. Finally, one group member said she would have liked an additional

follow-up group.
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Implications

A variety of exercises and techniques were used throughout the gïoup sessions. It is

difficult to ascertain rvhether the improvements on the measwes were due directly to the

exercises and techliques or other processes that evolved during the group such as peer

support' AIso, the theoretical framework did not get implemented into the practicum as

planned as explained in the missed opportunities sectioq making it diffrcult to tell what

aspects of the intervention \ryere most effective. However, the intervention still indicates

the group was useful in enhancing coping. The implications of the results are:

i. survivors ofchildhood sexual abuse can enhance positive coping.

2. It is possible for women survivors to mod.iÛr/change self_blaming beliefs about

themselves.

3' An overall reduction in common symptomatology stemming from childhood trauma

is possible with intervention.

4' Group work is beneficial in reducing the isolation that adult survivors feel.
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CTIAPTER SEVEN _ CONCLUSIONS

This chapter begins with an overview of how the practicurn objectives were achieved.

Also, the personal learning that evolved over the 13 week duration is summarized,

including the challenges and highlights experienced. This chapter closes with a number

of recommendations made for implementing subsequent groups based upon the feedback

provided by group members and subjective experiences. These wrll provide the

foundation for an even more dynamic group.

The objectives of the practicum project: 1) providing a safe, therapeutic environment

for women to discuss the impact of childhood sexual abuse on their lives and 2) helping

women to recognize symptoms stemming from childhood sexual, reducing negative

symptoms and developing healthy coping \¡/ere accomplished. The first objective was

accomplished early in the 8roup by providing each member the opportunity to voice the

irnpact of sexual abuse on their lives. During the midway evaluation 3 of the 4

participants made reference to the most helpfrrl part of the group being ..knowing 
they

were not alone"' During the final evaluation three of the six participants commented on

the same' These comments indicated that a reduction in isolation and stigmatization had

a profound impact on members. Two members thought the personalities and size of the

group felt comfortable and safe. Members were willing to challenge each other in their

$owth and healing, while offering support, empathy, and validation to each other,s

experiences. They were also able to ampli$ each other's strengths.

The second objective of the practicum, helping women recognize symptoms sternming

from childhood sexual abuse, reduce negafive or harmful symptoms and develop healthy
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coping strategies was accomplished throughout the group sessions. The sharing of stories

summarized many of the symptoms experienced by group members. Additional

syrrnptoms were identified through a discussion on coping strategies utiiized and as

different topics rvere introduced. The reduction of negative syrnptoms can be

demonstrated by comparing the pre and post-test scores of the Trauma Symptoms Index

Inventory. An increase in positive coping can be demonstrated by the post-test scores on

the Coping Scale. Group participants did not comment on any of the test score changes.

Personal Learnins

My personal learning objectives were to gain a better understanding of how to treat

the long term effects of childhood sexual abuse, to broaden my group facilitation and

leadership skilis by developing and coleading a group; to integrate three theoretical

frameworks, and to develop skills in the area of clinical evaluation. Gaining a better

understanding of how to treat the long term effects of child sexual abuse was done by

conducting a literature review, having members describe the impact of sexual abuse on

their iives and relating this to their therapeutic goals identified during the screening and

first group session. Observing the group's interaction amongst themselves and with the

facilitators was also very telling at times and provided usefirl information about the

impact sexual abuse had on their lives. A good example of this was that one group

member directed anger towards me, telling me that I should have stopped another group

member from taking up so much time. Although this provided a useful opportunity to

understand and work with this anger, there were times vr.here this was just not easy.

I felt my group facilitation skills were challenged throughout the group duration. I

discovered that there needs to be a balance between following an agenda and having
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enough time to process immediate issues. Both flexibility and structure are needed. I had

too much content pre-plamed for each session and this became evident early on in the

group' Covering a relevant area of a topic is sometimes better than trying to rush through

too much.

I also found it very valuable to have an experienced co-facilitator to debriefthe group

with and discuss concerns. Having a compatible, supportive co-facilitator increased my

confidence level, and willingness to take risks and left me feeling less vulnerable during

the moments I didn't have all t'he answers. Two perspectives on group dynamics gave me

direction in planning the next group and putting my mind at ease when things did not go

as planned.

I felt I was well versed in the techniques and strategies of my theoretical frameworks.

Yet, to translate them into practice was not as easy as I had anticipated- The emotionalitv

of some of the group sessions prevented me from using the framework more

comprehensively for fear that members would feel I was minimizing the enormous

impact sexual abuse had had on their lives. Also, I had reserved many of the Solution-

Focused questions for the end of the group and often ran out of time before I could get to

them. The use of Solution-Focused Therapy rvas very efÏective when clients appeared

"stuck" and unable to resolve a specific issue. A good example of this was when one

client said she experienced anxiety at having to read material on abuse for her studies.

She felt that an exception to this problem was to change the time and setting in which she

had to do this.

The Feminist framework evolved throughout the group. Initially when I introduced

Femjnist ideology, the group members appeared disinterested. They were more
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concerned with the interpersonal and micro impact of abuse. Surprisingly, not all

members could recall patriarchial power imbalances in their families of origin, even in

situations where there was incest. However, as the group progressed, Feminist themes

began to emerge- Some exarnples of thjs are: one rnember made reference to societal

expectations of women as they pertain to body image, another member stated that rape is

an act of violence and a third women stated that instigating political action could better

the lives of women. It is possible that as women began to externalize the problem they

were able to look more broadly at the social, cultural and political factors that perpetuate

abuse.

Both Feminist and Solution-Focused Therapy appeared to be usefut throughout the

goup as mentioned. However, i expected group members to be much more engrossed in

the ideology and beliefs of each of the approaches; for example,I thought the macro

context of the abuse would be of interest to group members. Instead, group members

held a much greater interest in the micro context of abuse. Similarly, with Solution-

Focused Therapy, goup members were less interested in expressing their strengths and

capacity to survive and felt a greater need to share their emotions about their abuse such

as anger and pain. The group rnembers really seemed to need time to process the stories

shared by each other. According to Dolan (1991) people need to express their feelings

and pain and to feel understood before they can move on.

The addition of Cognitive Restructuring as a therapeutic approach appeared to be very

useful for group members in addressing shame and guilt. I felt the abundance of guilt

and shame were quite pertinent in lowering the self-esteem of group members. Many
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could cognitively understand that they were not to blame for their abuse and this provided

a foundation for developing positive feelings about themselves and behaviours ahke.

Conclusions and Recommendations

Overall, the group was successful in reducing the isolation of group members,

challenging their beliefs and increasing positive coping behaviours. The isolation of

group members was reduced by the Ferninist technique of telling one's story. Ferninist

perspectives also emerged as group members began to view a number of their problems,

for example; sexual assault, as societal problems. A shift in their beiiefs also occurred

when they changed distorted beliefs they held about themselves and their abuse through

the use of Cognitive Restructuring. Subsequently, it was thought that a change in beließ

would lead to more positive coping behaviors. Solution-Focused Therapy was

particularly useful in amplifuing the client's positive coping, finding exceptions to

problem situations, and reinforcing the progress and growth they had already made.

Solution-Focused Therapy was also helpñrl in mobilizing clients to think about the future

and living beyond abuse.

Although the integration of the theory did not evolve completely as planned, the

implementation of the three approaches were helpful to group members. For a

subsequent group I would use the same theoretical approaches. To integrate the

approaches more effectively the content should be shortened. As well, the group time

should be changed from 2 to 2.5 hours, as several members commented that the group

felt rushed and not long enough at times. ln addition, the check-in should be kept to no

more than 15 minutes by letting group members know the time frame expectation to

prevent side tracking. ln a later group, I would also reorganize the l3-week group by
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eliminating any topics that group members did not request to be addressed; for example.

relationships, so that more time could be spent processing the individual stories, and

topics that were of interest. More experiential exercises could be used to provide variety

as one member commented that she enjoyed this. As well, if the group tirne rvere

lengthened there would be more time to provide this variety. The need for a follow-up

group was also identified by several group members and a subsequent goup should

incorporate this.

Overall, this practicum was rich with learning opportunities from the beginning to the

end. I thought the women showed great courage in discussing the impact of childhood

sexual abuse on their lives, which reduced their isolation. As the group progressed the

members were able to challenge each other in their growth. Sirnultaneously, they were

empathic and supportive towards each other in trying to overcome the negative long-term

effects while embracing how far they had come. I feit the connection they established

with each other instilled a sense of hope about the future and pride that they were

survivors.
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Appendix A

Poster

Coping and Living Bevond ,{buse

A thfuteen week group for adult women survivors of childhood sexual abuse

will be held at the Health Sciences Centre. The group will be facilitated by

two experienced goup facilitators, Virginia Wong, BSW, MSW candidate,

Social Worker for the Mood Disorders Day Hospital Program and Dorothy

Strang, RPN, BA, Nurse Therapist for the Mood Disorders Day Hospital

Program. This group will run Tuesday evenings from 7-9pm. The start date

for this group is Sept 26, 2000. The focus of this group will be on

understanding the impact of childhood sexual abuse on the lives of

women, developing healthy coping sfategies, integrating the past into the

present and envisioning the future. Some topics that will be covered are:

e Self-care
o Self-esteem
o Anger
a Bounda¡ies
a Shame and guilt
rÐ Relationships
ø Sexuality

For further information and to register please call Virginia Wong at

787-7885.



Appendix B

Screeninq Questions

The foilowing screening questions were developed based upon my past experience

with groups and questions recommended by Courtois (1988):

1. What are your reasons for wanting to participate in this group?

2. Tell me about yow cunent life - family, school, rvork and friends.

3. Although the primary focus of the group won't be on tetling your story some of the

topics that are discussed may involve disclosing aspects of your abuse experience.

What do you think this might be like for you? How would you feel about listening to

the abuse experiences ofothers? Any fears about groups?

4. Have you told other people about your abuse? How did they react? What impact did

their re¿ctions have on you?

5. Would you be comfortable at this time telling me about your abuse? Who were you

abused by? How did the abuse begrn and end? How old were you? What type of
abuse took place? What do recall being told by the abuser? How did the abuse impact
your life? Did you disclosure the abuse to anyone? How did they react? What impact

did this have on you? What is it like to be asked all these questions about the sexual

abuse?

6. Can you describe the impact the sexual abuse has had on your life? Has this changed

over time?

7. Are you currently seeking help from any service at this time to address the abuse?

What has that been like? What have you found helpful about that process?

8. Any mental health problems?

9. Have you got any addictions?

10. Any suicide ideation at this time?

11. Tell me about your strengths

At the end of the screening a decision was made and any concerns were addressed.

Clients not appropriate for group were referred to more appropriate community resources

contingent upon their individual needs.



Appendix C

Consent for Treatment

Client Consent for Treatment

I agree to participate in the group: Coping and Living Beyond Sexual

Abuse. I understand that participation is entirely voluntary and that if I
decide to withdraw from this group that this will not effect any services I

may be receiving elsewhere. I have been informed about the purpose and

objectives of the g.oup. I am aware that the group is 13 weeks long. I
understand that it is important for me to make the effort to attend all

sessions.

I have been told that Virginia Wong is a Master of Social Work student at

the University of Manitoba and that she will be writing up a report on the

process of this g.oup as part of the requirement for her completing this

degree. I understand that the report will not include the names of any clients

or any specific identifying information. I have also been informed that this
goup will be videotaped and viewed for the purposes of supervision by the

student's primary advisor or one committee member of the student's

practicum committee. I understand that the videos will be kept in a locked
place and destroyed after the group is completed.

Client Signature Date



Appendix D

Consent for the Release of Information

Date

hereby authorize the release and exchange
of information between Virginia Wong and the following people/agencies
(including agency staff) :

Signahre of client Witness



Appendix E

Group Outline

Group i - Introductions, group rules, and goal setting

Group 2 - Jmpact of sexuai abuse on lives & coping strategies

Group 3 - Impact of sexual abuse on lives & coping, managing flashbacks and anxiety

Group 4 - Self-esteem

Group 5 - Shame and guilt

Group 6 - Boundaries, loss & mourning

Group 7 - Anger

Group 8 - Relationships and more on self-esteem

Group 9 - Reclaiming your body

Group 10 - Sexuality

Group 11 - Living beyond abuse

Group 12 - Endings and Beginnings

Group 13-Acelebration



Appendix F

Group Goals

1. Talk about the "taboo" subject & explore

2. Trust in others

3. Gain self respect

4. I want to like myself more

5. i want to decrease the shame

6. I want to be more confident

7. I need someone to listen to me to let me know that I'm okay

8. So much of my life is blocked out - I \¡iant to count & not be so alone

9. Get rid of some of the anger
-decrease selfhatred
-increase inner peace

-increase happiness

10. Get rid of the fear of the anger
-find a middle ground for the anger
-to be more perceptive

11. To be able to stand up for myself - so I don't feel like I
deserve to be punished

12. To deal with anger rather than always be the peacemaker

13. My perpetrator is dead - now what do I do with the anger

14. To feel better about myself & my body.

15. To feel at inner peace - tranquility

16. To learn to say "no"
I get taken advantage of. My needs don't count

17. I need healing

18. Work on managing stress, anger, sleep walking.



19. Recover childhood



Appendix G

Coping Strategies

1. fighting back/ assertiveness/ identifying rvhat you need

2. dissociation
3. adapting
4. relying on self - in moderation
5. not trusting
6. spacing out
7. spiritual
8. eating * or -
9. caregiving
10. humor
11. not being alone
12. seeking out friendships
13. suicide
14. seeking out positive relationships
15. outward appearance that all is well



Appendix H

Flashbacks

Flashbacks are:

1. A recollection of emotions and sensations associated with the past sexual abuse and a

dissociative state from the present reality.

2. Although flashbacks may appear to come from nowhere they are usually

triggerJd by a sensory .ip.ri.n.. (sight, sound, taste, smell or touch) that reminds the

person ofthe sexual abuse.

3. A normal reaction to trauma.

What to do about flashbacks

1. Identify & verbalize you are having a flashback.

2. Talk about what you are experiencing & tetl yourself you are safe and not actually in

the situation.

3. Reorient yowself to the present to regain a sense of control. What do you see, hear or

smell in the present.

4. Take action - once triggers have been identihed they can be modihed, or avoided, for

example, modify the way you have sex-

(Courtois, 1988; Dolan, 1991)



Appendix I

Self-esteem

ln childhood, being able to trust others, enables one to develop secure attachments-

Secure bonding helpJthe child to develop a positive self-concept. When child sexual

abuse occurs the survivor's attachments io family, friendship, love and community are

disrupted. A safe connection with canng people is essential for personality development-

When this connection is severed by sexuai abuse, the survivor loses their sense of self.

The survivor is given the message that they cannot exist as independent person in relation

to others, that their body does not belong to them.

One way of improving self-esteem involves looking at the context in which the abuse

occuned, iâentifuíng theìnaccurate messages told to you by the person that sexually

abused you and ðttunging these inaccurate messages to more accurate messages about

yourself.
Most negative feelings are set off by something. Whenever you have a negative

feeling about yourselftry to flrgure out the events and thoughts that triggered that feeling.

Once J,ou havê identified the event and thoughts ask yourself "Have I felt this way

before"? "'Was I told things about myself that were not true", for example, one may

have been told you were to blame for your abuse. Identifuing things that were told to you

that are not trué will help you begin to get challenge these negative messages, and replace

them with more accurate beliefs about yourself. Beliefs about yourself will influence

your feelings towards yourself and the actions you take.

(Bass & Davis, 1988;Herman, 1994)



Appendix J

Stases ofRecovery
These stages are common stages that group members go through. No recovery occurs in
a linear \¡/ay, you may find that some stages may not be appiicable to you.

Staee 1 - Rapid svmptomatic improvement
Anxiety is lowered as gtroup members ñnd they are not alone in having been sexually

abused in childhood and do not have to keeptheir child sexual abuse a secret.

Stase 2 - Return and rvorsening of symptoms
This stage often follows the initial personal disclosure of childhood sexual abuse. It is

conìmon for intrusive symptoms to occur due to the emotions reexperienced dwing the
disclosure. Coping mechanisms, for example, numbing, that may have been used during
childhood may resurface and serve to help you maintain a sense of control. Keep in mind
that the worsening of symptoms is temporary. Grounding techniques are recoûrmended
when you feel overwhelmed.

Stage 3 - working on eoals and developine a new perspective on past
sexual abuse

New and different perspectives on the past sexual abuse are possible because you are
an adult and have the support and encouragement of other group members. As work is
done around self-blame, responsibility, members come to sèe they are not at fault.
Acknowledging the losses is also useful in geüing you to move forward. Part of moving
forward is taking action. You may have been limited as a childo but can still achieve y;ur
goals in the present.

Staee 4 Termination and future plans
There may be ambivalent feelings towards the end of the group. Group members may

feel anxious and sad at the group s¡ding, but simultaneously,theènding óf a group also-
motivates people to work towards the goals they set out for themselvesãt ttte beginning
of the group. Every end is a ne\¡r beginning.

(Adapted from Courtois, 1 988).



Appendix K

Loss. Grief and Mouming

Naming and grieving the losses you experienced is an important part of the healing
process. Validating the losses from the past will assist you to move forward.

When you were a child expressing grief was most likely unsafe. As you express your
grief, you will reexperience some of the emotions you may have felt as a child. This is a
good time to use the things that you associate with a safe connection in the present to
help yow regulate your emotions and not become overwhelmed by them. It is common
for survivors' anger to surface after they've acknowledged and grieved their losses.

When a family member dies, there are grieving rituais that can assist the remaining
family members to express that grief. When a child is sexually abused, there are no
gneving rituals for their loss. That means you will have to exercise your creativity in
making or inventing a ritual for your loss.

So when is mourning complete? The time frame various from person to person.

However, each time one tells the story, it will most likeþ be told a little differently each
time. When the story no longer triggers such intense feelings as it used to this is a sign
that one is moving beyond the mourning stage. One will think about it less, and other
aspects of one's life in the present will be become a greater focus. Focusing on the future
plans and goals is also an indication that one is moving forward.

(Bass & Davis, 1988; 1990)



Appendix L

Boundaries

Boundaries are the imaginary fences that divide where I end and you begin.
Boundaries define who we are, our rights and needs. Healthy boundaries are based on
choice and can adapt according to the environment.

Survivors of sexual abuse are brougþt up in an environment that cannot be trusted,
where their autonomy, beliefs and thoughts are controlled by others. Children who are
sexually abused have their boundaries violated. Their needs are secondary to those of
others; they are taught that what they want does not count.

Part of repairing boundaries is recognizing that you do count, that your needs are
important, and that you do have rights. Healthy boundaries involve maintaining our
autonomy, while being able to coexist and maintain a safe connection with people around
us. Healthy boundaries involve being able to set limits.

(Herman 1992)



Appendix M

Expressine Anger

Anger is an emotion. Anger can be felt when one perceives an event, person or object
as threatening. Anger can also stem from the frustration of an unmet need. lt can be a
reaction to stress. When a child is sexually abused, often there is not the opportunity to
safely express anger. For a person who is an incest survivor, it may have been hard to
express their anger as they may have loved/hated the abuser simultaneously.

When anger is not expressed openly, people tend to turn their anger inward eg.
depression. Anger turned inward can include self-blame, self contempt, self defeating
and selÊabusive behaviors.

Anger when expressed can be a motivating, positive healing force. It does not have to
involve the act of harming oneself or others. Aggression is only one behavioral response
to anger. Several healthy ways to express anger have been mentioned by group members
so far:

1. using a punching bag
2. writing a letter to the abuser
3. hitting a punching bag with a stick
4. stomping on the abuser's grave site

Keep in mind the basic components of anger;

L physiological arousal eg. Rise in blood pressure
2. cognitive component (perception of event)
3. behavioral response (action)

Putting your anger into a healtþ behavioral response will help you to express your anger.

(Herman 1992)



Appendix N

Reclaiming your body

It is common for survivors of child sexual abuse, and women in general, to feel

negative about their bodies. Being able to like, enjoy and appreciate yow body is an

important part of healing. Also, being able to identiff positive feelings in your body will
asslst you as well. A positive identification with your body will strengthen your self

esteem. Some women who have been sexually abused have a hard time listening to their

bodies. To cope they may have used splitting; numbing; addiction; self mutilation or

eating problems to deal with emotions. Emotions are often felt in the body. An increased

body awareness will assist to use these emotions in your daily lives in ways that are

useful; for example, if you feel chest pains from stress, your body is sending you are

message about how you are feeling. One action that you decide to take is exercise to

lower your stress level.

(Dolan, 1991; Bass & Davis, 1988)



Appendix O

Sexualitv

Healing sexuality involves integrating one's body, mind and emotions
simultaneously. To heal, it is essential to have choices about when and how to explore
sexuality. The survivor needs to do this for themselves and at their own pace when they
are ready. A good place to start is to work on body acceptance. This will assist you with
the expression ofyour sexual energy.

Some things that women who are survivors themselves have done that have helped
them to resolve sexual issues are:

1. Reading and learning about incest
2. Practicing relaxation exercises
3. working on self confidence and assertion
4. reading about sex, relationships and self esteem
5. talking with their parfner and letting them know what was uncomfortable for them
6. learning to be vulnerable
7. learning to choose a partner
8. ending abusive sexual patterns
9. taking a break from sex for a while
10. learning to relate emotionally with a partner
I L being patient and taking their time
12. developing sexual boundaries and limits; for example, deciding what they were

comfortable doing and what they rvere not, being able to say "no" even after sex has
begun are healtþ assertions of boundaries.

Keep in mind that sex is one way of expressing intimacy. There are many other ways to
be intimate with a partner without being sexual.

(Maltz & Holman,1987; Bass & Davis, 1988; Davis, 1990)
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Livine Beyond Abuse

Resolution of trauma is an ongoing process. Life transitions have the tendency to
reawaken old feelingslhat may be asioliated with the past trauma. Some examples oflife transitions are birth of a new baby, marriage, divoåe or any other significant event
over your life span. S¡rmptoms stemming from child sexual abuse also tËnd to occur
during times of stress. 

-If 
this happens, itls a good time to fall back on the healthy coping

mechanisms that have helped.you progress so fur. Grounding yourself to the present will
also help' Recovery is best viewed as a spiral rather than a linear process whereby you
may rework some of the same issues over again, but each time that you do so, you are
reworking these issue^s.at a higher level, and continuing to grow in tir. pror"rs.

When you think of integrating the past sexual abuse- intõthe pr.r.ni consider the
following questions:

1' Who you were before theabuse. (Ifyour abuse began at an early age this may mean
imaging who you were prior to the abuse). what ñ.r, yo* values?

2. Next, how did you change as a result of the trauma? what parts of
yourself formed as a result of the trauma; for example, do you
experience chronic fear as a result from the sexual äb*.. what are wa)¡s
you can address these issues?

3. who are you today and what hopes do you have for the future? A¡e
there any positive things that you could do that would help you feel
empowered ?

As you look at the future, consider the dreams and hopes that you may have. Focus your
life on aspects you are proud 

9-{. The past sexual abuse is only on. purt of your life.
There are many others, that-will help provide you with a sense of bálance in your life.
Exercising your right to make choices that will bring you pleasure will reinfórce your
capacity to heal.

(Chew, 1998)



Appendix Q

Sample Items from the Trauma S),,rnptoms Inventory

0123
Never often

In the last 6 months how often have you experienced:

1. Nightmares or bad dreams
2. Trying to forget about a bad time in your life
3. Initabiliry
7. Sadness
9. Not being satisfied with your sex life
i6. Feeling like you really didn't know who you are
18. Having sex with someone you hardly knew
20. Your mind going blank
23. Pushing painful memories out of your mind
35. Starting arguments or picking fights to get your anger out

"Reproduced by special permission of the Publisher, Psychological Assessment
Resources, Inc., 16204 North Florida Avenue, Lutz, Florida33549, from the Trauma
symptom Inventory by John Briere, Ph.D., copyright rggr,1992, by pAR, lnc. Further
reproduction is prohibited without permission of PAR,Inc."
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Belief Inventorv

rIï::r.:r_rg,,rr"nÏ?:JJ,'"ilïo"*1ïH,:"l"wstrong,yyoube,icvceach statemcn¡ to bc true in vo
b"Ë ;;Ë, ü r ä ii'. lïåii':If fi i; fiiñïîlüil acto ra i n g ro öÉ ai vo u i"ãrì v

NAME:
DATE:

Panly
Truc
Partly
Untruc

z

Ab3olurcly
Truc

4

Absolurclv MosrlvUntruc Unrruc0¡
Mostly
Truc

1

ll7. l'vc alrcady tr""n ur".l-*ii
I docsn'r marrcr oJ orhcr nr..n
I me- rl
t-___

l. I must bc an c¡trcmclv ¡a¡c
wo¡¡an ro havc crpcriänccd scr
with an oldcr pcnon whcn t s,æ
¡ child.

2. I åm wonhles end b¡d.

3. You can'a dcpcnd on womcn-
thcy arc all wea\ and usclÈss
cfcaturcs.

¡1. No man can bc trusrcd-

I mur havc pcrmittcrJ rcx to
happcn bceusc I wasn.r forccd
¡nto tt-

I donl havc rhc righr ro dcnv my
body to sny man who dcmindl

7. Anyonc who knows whar
happcncd io mc sxuâlly w¡ll
nor want an¡hing lo do wi¡b
mc.

8. I must havc b€cD scductivc and
provocâùvc whcn I wat young.

9. I¡ docsn'! mattcr whal haDÞcns
to me in my lifc.

No man could carc for mc

It is dangerous ¡o gct close ¡o
anyonc bccausc thcy alwavs
bctray. cxploit. or hun vou-

I mus¡ havc bccn rcsponsiblc for
¡hc scx whcn I wss young
bccausc it wcnt on rc lor4.

13. I will ncvcr bc ablc ¡o lcad a
norma¡ lifc. thc damage is
pcrmancnt.

Only bad. wonhlcss gu¡s would
bc intcrcstcd in me-

5. lt musr bc unnatu¡al lo fcÈl any
plcasurc during molcsra¡ion.

I am infcrior ro orhêr pcoplc
bccausc I did not h¡vc nornrrl
cr[Ericnccs.

Reprinted with permission from Derek Jehu



Appendix S

The Copine Scale

The purpose of this scale is to measure different coping behaviors that may have been
affected by past sexual abuse. Please circle the answer"which best describes you.

1. I find time to attend to my own needs

1234s67
Never Sometimes Always

2. I am confident I can choose healthy relationships

1234567
Never Sometimes Always

3. I can set limits in relationships

1234567
Never Sometimes Always

4. I take good care of my body

t234567
Never Sometimes Always

5. I am comfortable with my sexuality

1234567
Never Sometimes Always

6. I am able to control any addictive behaviors that I have used in the past

1234567
Never Sometimes Always



Appendix T

Midrva]¡ Evaluation

1. What has been the most helpful part of this group so far?

2. What have you liked the least about this group so far?

3. What would you like to see covered inthe remainder of the group?

4. Please comment on how you are finding the facilitators of this group

5. Any additional comments about this group so far?



Appendíx U

Final Evaluation

1. Please comment on what has been most helpful to you overall during this
grouP?

2. What have you liked the least about this group?

3. To what extent d9 vou feel the goals you identified at the beginning of
group were met ?

4. How did you find the pace of the group - eg. too fast, too slow or about
right?

5. What changes would you recommend to improve this group?

6. Any additional comments?


