developing more of the picture - Assessing the impact of sexual assault from a dvelopmental perspective. By Timothy O’Leary.
Background and Acknowledgements. 

The catalyst for this assessment model originates from a presentation by Professor Paul Mullen as a result of his research that contributed to the book, Childhood Sexual Abuse; an evidence based perspective, co-written with David Fergusson (1999).

It is also inspired by the many contributors to the field of therapy for survivors of childhood or adult sexual assault. It also emerges out of the work done principally at the South East Centre Against Sexual Assualt in East Bentleigh (www.secasa.com.au) where I worked for many years.  

The model follows five stages - 

Stage one  - safety and security; 

Stage two - charting the developmental experience ; 

Stage three - the sexual assault trauma; 

Stage four  - post sexual assault experiences, and finally; 

Stage five - concluding comments and action taken.

The philosophy that underlines the model is along the lines of Kepner's (1999) notion that therapeutic work is about the fuller engagement in or re-establishing of an individual's natural processes of growth. Furthermore the understanding of trauma is not limited to Post Traumatic Stress Disorder (PTSD), but sees the sexual assault trauma as having a developmental context whether the trauma occurred during or since childhood.  

A good assessment model will not alone guarantee the unfolding of good therapy, as good therapy also requires sound training and wise supervision. Doing good therapy is not only good for clients but is the antidote to vicarious traumatisation (VT).  One cannot work closely with traumatised individuals without some level of VT given the rigors of counter transference and the experience of hearing accounts of violation, cruelty, pain, helplessness and, given the current legal system - injustice. 

On a cautionary note I must add that this model can be a good servant but should also be considered as a poor master. Safety is the master of the therapeutic process, and Briere's (1995) self-trauma model with the therapeutic window is a sound framework for a safe. Furthermore Rothschild's 'braking' techniques assist in the maintenance of a safer therapeutic process (Rothschild, 2000). There is often much cannot be assessed but must be worked through.

Given that safety is the ongoing reference point for trauma work how are we to assess the individual's capacity to do the therapeutic work? The ongoing tensions within the therapeutic relationship exist around the handling and mishandling of disclosure and transference/counter transference material. However another tension revolves around the therapist being either too cautious and indirect around exploring the sexual assault incidents, or being overzealous in exploring the traumatic material.

This assessment model aims to assist both the client and the therapist. The touchstone in this work is to ensure that the practice of containment remains the therapeutic currency at all times along the assessment process and then into therapy. Easier said than done. Easy to forget, essential to remember if one is to ask the hard questions involved in a thorough assessment. 

The assessment model is attached in small print. 

The role of assessment in sexual assault therapy.

Given that there is no such thing as a syndrome caused by child abuse, what is the purpose or value of an assessment model? Children who have been sexually assaulted are in a high-risk population who have a vulnerability to behaviour problems, adjustment problems and mental health disorders. (Mullen & Fergusson, 1999) However whether this is entirely due to the sexual assault is another matter that should be held in mind during the assessment process.

Good assessment with victim/survivors is about mapping the work to be done and setting the therapeutic stage for this work to be done or not proceeding with the work, but making a good referral. 

The Assessment process should establish a safe client-therapist relationship that engages the client in a welcoming and respectful manner. It should also be therapeutically strategic insofar as it is a process that identifies the safety, security and suitability of the client for therapy. This involves the client's development and consolidation of self skills. 

The Assessment data should develop a picture of the person before the sexual assault; sketch the sexual assault trauma and finally; the person's psychic and actual life experiences after the traumatic incidents ended. 

Probably the most common mistake or incorrect assumption in sexual assault counselling work is in assuming that the sexual assault incidents are the client's traumatic material. Not so. The traumatic material is in and of the person's psychic, emotional and physiological fabric. It exists as part of a developmental whole for that person and exploration of the traumatic material cannot be separated from the self. (Garland 2001) 

A client's self-skills (Briere 1995) tell you as much about their object relatedness as about the trauma. For example, a man's level of homophobia may reflect the lack of an introjected caring mother part of self leaving him to tough out his pain, or waiting until  a crisis develops before 'justifying' his seeking out help.

The assessment form itself comes to have a life of its own in the way that clients look at it, or you as you write down comments. To some it is an obstacle to merging, and others a trigger for defensiveness about being the 'one with the problems'.  

Good Assessment should be the gateway to the offer of good therapy or good referral. Good referral occurs when the assessment process identifies that the client is presenting for assistance beyond the scope of the agency or individual therapist. 

There is no behavioural syndrome caused by child sexual assault ((Mullen & Fergusson, 1999) so an assessment model must be informed by an understanding of what constitutes sexual assault trauma as well as how the individual's developmental process shaped them. 

A good deal of research and activism has made it clear that the 5 to 10 % of children who are exposed to sexual victimisation do come from all socioeconomic backgrounds. However these children generally have in common family characteristics. The child most at risk of child sexual assault grows up in a home that is beleaguered by conflict and instability - the opposite of secure attachment. This is irrespective of whether the perpetrators were within the family or outside of the family. (Mullen & Fergusson, 1999) 

Furthermore children who have been sexually assaulted are more likely to have also been victims of physical or emotional abuse than other children in the community. 

As most victims of CSA are sexually assaulted prior to puberty, and mostly between the ages of 8 to 12. There is however, a question about the capacity of preschool children to disclose sexual assault.  This places most child sexual assault occurring before the turbulent adolescent years. (Mullen & Fergusson, 1999)

Thus a 'typical' profile of a victim is that of a child who has difficulties within a relational context before the sexual assault. Attributing difficulties with trust or self esteem solely to CSA is not helpful for these clients. It places too much emphasis on the sexual assault and minimises the attachment and object relations difficulties from previous years, and most likely, in the years subsequent the abuse. It is important to assess just what of the earlier impact of emotional or physical abuse was compounded by the sexual abuse and then perhaps what was again compounded or reinforced by subsequent emotional and/or physical abuse. 

The majority of offenders are males (92.5%) aged 15 to 45 years with most about 18 to 25 years. Most offenders are known to the victim but are not family members. When sexual assault is intrafamilial it is generally more likely than extrafamilial CSA to be of a severe nature.  (Mullen & Fergusson, 1999)

Thus sexual assault does not cause anorexia, bulimia, drug abuse, workaholism, or 

However CSA is more directly associated with precocious sexual behaviour and PTSD symptoms in some victims. (Mullen & Fergusson, 1999) 

The central characteristic of trauma lies in its overwhelming nature. The individual's capacity to understand and meaningfully explore the sexual assault incident(s) is diminished or lost. The therapist must be that part of the person. From the outset, the therapist must help the client to know how and when they are safe - not necessarily completely comfortable - but safe. (Garland, 1998) If therapy goes well the person will reintroject their capacity for containment.

Stage One - Assessing safety, security and suitability for therapy.

Assessment needs to identify the degree to which a person is safe and supported. A typical psycho-social assessment is carried out to establish the degree to which the client has social and internal security.

It is essential to know if there is any ongoing contact with offender/s? This may be on an annual basis, such as Christmas, or counselling may have been sought due to an upcoming school reunion. Assessment must explore the client's enactment of  'the right to feel safe all the time' - having clients is one thing, knowing them another, and enacting them another thing entirely. 

Police  - If the client has reported the sexual assault to the Police, it is important to know the current status of investigation or court process to clarify the immediate support needs of the client. All the rhetoric in the world is yet to make the court process a dignifying or just experience for most victims. 

If the client has a Copy of their Statement then this may be an unobtrusive way to assist the assessment process  - but it is not handed over to the counsellor without a sense of vulnerability and being exposed on the part of the client.
Client Rights It is the client's right to know the limits to confidentiality. These range from action the counsellor may take regarding disclosures around suicidality and plans for homocidal behaviour as well as explaining how the agency manages client information. This includes explaining that admin staff and other counsellors at the agency may have knowledge of the case via case discussion or typing of reports, etc.

It is important to assess sucidality without making it the currency of therapy (Cohen & Sherwood 1999) . One client decided to come because his toddler walked in on him standing in the shower just as he was reaching for the hairdryer. The sight of the toddler drew out a sense of purpose and a need to get some help.

Self skills - Assessing self-skills should also be about assisting the development of self-skills. It is important for both client and therapist to understand what triggers the client into feeling strong emotions or having memories and matching how the person copes. A person's range of tolerable affect and comfort seeking will reflect their attachment style and the impact of the trauma. 

In clarifying how often the client thinks of the sexual assault the therapist is not simply assessing the level of intrusion but in doing so is assessing an aspect how safe the client feels in the world ?

Authors such as Rothschild (2000) Cohen & Sherwood (1999), and Briere (1995) have insightful strategies about maintaining therapeutic safety especially in light of broader issues where client’s are vulnerable to traumatic re-enactment or passive failure of self protection (Herman 1992). 

Speak ability - It is important to clarify how unspeakable the sexual assault is and why this is the case before closer questioning about the sexual assault can occur. This is related to how safe the client actually feels about talking about aspects of the sexual assault with the therapist. 

Stability and crises By asking ‘How much are you in control of your life at the moment?’ an opportunity is created to establish the suitability of therapy for this person at this time in their lives. This question relates to both safety and security. 

If the client is using violence then that must be addressed. If there are Relationship Issues (like impending separation) Financial Issues (such as gambling or fines) or Legal Issues (like Court appearances, CBO’s or Intervention Orders) then we gain a larger part of the picture of the persons life as well as a good indication of their internal functioning, however without the specific details. If there are any Substance Abuse Issues then the addicted client is unsuitable for therapy and must, in my opinion, be referred on for treatment. 

Why now? We also have a duty to ask the client about their Reason for coming ? Furthermore about what it means to you to be coming to counselling? In short this is also about asking "Why now?" For one client it was because he was due in court on sex-offences charges and he was unsuitable for that agency. 

Health Some clients present with physical health issues that reflect why they have come for counselling or somatic conditions. While ssexual assault trauma does not generally directly cause specific muscular/skeletal complaints it is associated with somatisation. Since trauma is generally associated with somatic changes such as chronic alterations in the physiological stress response (ie, chronic arousal long after the traumatic event) somatisation reflects an individual's 'adaptation' to the trauma whereby they avoid stimuli reminiscent of the trauma and emotionally shut down. (Van der kolk et al 1996).

At the end of stage one, there may have been information supplied that can be transferred to other sections. By this stage it should be clear that the person is safe and secure and suitable for therapy.  

Stage Two - the developmental experience.

A person's life is made up of developmental stages (infancy, early childhood, pre-puberty years, puberty and early adolescence, and then mid and late adolescence that lead to the adult lifespan) that include formative experiences and formative relationships .  

Trauma then acts as another defining and formative experience  - not only because it is significant in its own right but because of how trauma dovetails into the individuals developmental context of formative issues. For example the trauma exists in its own right as a formative experience with ongoing (stressful) ramifications in the same way that an infant's first steps or a first day at school are defining and formative experiences with (healthy) ramifications for achievement of developmental milestones.

This stage begins with the client describing the family of origin with a genogram that includes current family relationships (ie partner/children)

Attachment  - The next step is to explore the client's early family experiences, in  particular their relationship with their mother, father and siblings. This may of course lead to stories ranging from infant illness to adoption, divorce and stepfamilies, etc. From an object relations perspective this helps to clarify the person's level of object relatedness and their internal objects while from a family therapy view it identifies the role they played in the family and how they knew themself within the family's dynamics.

In exploring the client's early social experiences (Mullen & Fergusson, 1999) we are exploring with the client both their attachment issues and their formative experiences during infancy, early childhood, latency and their adolescence. Obviously accounts about infancy are actually pre-verbal but clients still carry knowledge about these early years. One young man spent most of his first two years in hospital away from his parents due to various health difficulties. The key is to ask.

School Years - By specifically exploring the client's Degrees of School success whether Academic Social and Sporting (Mullen & Fergusson, 1999) we are looking at factors that promoted resilience or compounded the messages from the sexual assault trauma. 

Other Traumatic experiences - It is important to separately ask if there was any other trauma in their childhood before or after the sexual assault. One woman lost her close connection with her mother when she was 13 and subsequently could not turn to her when she was raped at a party when she was 15. This sudden withdrawal by her mother left the woman feeling abandoned and unworthy - issues that were replicated during the rape, during her the very formative adolescent years. 

Self esteem - It is typical that Victims present with low self esteem but this does not mean that they had good self esteem before the assaults. This is why it is important to ask about their self esteem before and  after the sexual assaults.  

Agency - Similarly, one cannot assume that the client's sense of mastery was stronger before but weaker after the disempowering experience of sexual assault. Many children grow up in families that dissuade using one's initiative or 'showing off' one's abilities and talents. 

Typically, after a traumatic experience, traumatised individuals tend to face very blinkered experience  - a kind of tunnel vision, that leads them to be organised around the trauma, as opposed to around the satisfaction of needs and wants that would improve their well-being. 

This effect of tunnel vision limits a sense of options and this assessment model that explores a person's life in a broad context has a therapeutic value of the very least temporarily broadening the tunnell-vision effect. At the end of this stage the client and therapist are often in a better position to see  a clearer picture of the individual's internal and external world before the sexual assault. 

Stage three - the sexual assault trauma
Up until this stage in the assessment process, the intricate details of the sexual assault trauma have generally not been discussed but the client's concerns and needs have been noted, and their developmental context clarified.  But what happened, and how can the incidents be sketched so that we can assess the impact upon the client, and use this information to place the incidents in a developmental context?

The reality is that a significant minority of children who have been sexually assaulted are resilient to the effects of CSA and this is largely due to a combination of three factors:1, less severe incidents; 2, strong family support and nurturing, and; 3, the child's robust attitudes and coping ability. Resilience comes from connectedness and attachment security - the conditions least common to most CSA victims. (Mullen & Fergusson, 1999)

I ask as few questions from section three as necessary to understand what occurred - it is not necessary, nor advised - to ask every question listed, since the client would most likely be overwhelmed and experience you as a persecutor.  The answer given to one question often supplies data to address other questions. Asking about how the client knew the offender will usually bring out more information than simply the answer of the offender being a teacher.  Gaps in the assessment form are often filled in afterwards. I have frequently abandoned using the form during sessions due to a need to create a containing therapeutic relationship, and completed it later. 

When assessing severity it is also important to remind oneself that those who have been exposed to CSA are also very likely to have suffered physical and emotional abuse. In particular, around 40% of victims of severe and intrusive CSA were also victims of physical and/or emotional abuse. (Mullen & Fergusson, 1999)

Severity, frequency and duration -The Sexual Assault trauma is often assessed from the lens of severity, frequency and duration. The exact or common understanding of 'severity' is unclear. Severity describes an external factual reality that then relates to the person's internal reality, and the developmental approach sees trauma as the combination of the severity and duration and how this taps into developmental issues . 

Further complicating this is how sexual assault sometimes occurs through two or more developmental stages. Severity also reflects a level of intrusion, (penetration and physical damage), threat (terror and/or multiple offenders) and finally sadism (not that there is a benign type of sexual assault, but sadistic offenders typically inflict a level of terrifyingly disturbed cruelty)  

Frequency relates to both severity and internal stress.  A woman who is nightly raped by her husband described her awful physical and psychic experience occurring with a relentless monotony.  Furthermore, another side to frequency is the experience of anticipation of the sexual assault occurring that fills the victim with anxiety and dread that is often too much to bear and is split off. 

However this does not allow for distinguishing between the exact nature of the relationship between the victim/survivor and the offender. The adaption of the four-point traumatogenic dynamics (Finkelhor and Browne 1985) (the inter-related areas of Betrayal, Powerlessness, Traumatic Sexualisation and Stigmatisation) allows for closer exploration of the actual sexual assault experience(s). 

To understand more about Betrayal we must understand the nature of the relationship between the victim and the perpetrator(s). What was the degree of betrayal? Why do you think he/she sexually assaulted you? How suspicious of others did you feel after the abuse? Did you feel a loss of innocence? (Finkelhor and Browne 1985)
Betrayal - Assessing Betrayal is informed by either an understanding of how sexual assault occurs - and this is either where the offender is known to the victim or is a stranger.  

1. Known to the victim. 

The targeting - accessing - grooming - tricking/coercing - abusing process occurs. If the offender was a highly trusted individual or a 'good' person such as a clergyman or doctor or social worker, then Ray Wyre argues that the counsellor must be understanding and helpful with the client's understandable wariness of the offer of being a good and helpful person. 

The grooming to abusing process is not only about betrayal but it is also a process whereby cognitive distortions occur. The paedophile frames the sexual assaults as love or games not violation. The offender gives money and gifts and in return the child 'gives' sexual activity. This leads children to feel complicit or just like prostitutes and this of course serves to keep the sexual assaults silent. Sex offenders do not fear abusing, they fear getting caught abusing. (Wyre, XXXX). 

These cognitive distortions need to be addressed early on in the counselling process because they generally act to leave the client with a great deal of self-blame and guilt that can deter them from talking about the sexual assault. I have found that by using the 'tracking the offending tool' victim's gain anew perspective and can think differently about their experiences. 

This tool is a two-way education tool. The therapist talks the client through the mechanisms of the targeting to offending process and the victim educates the therapist on the details of their experience. It is a challenging but enlightening process. It shifts self-blame but brings forward strong feelings of betrayal, powerlessness and grief. These feelings must be sensitively attended to. 

2. A stranger to the victim. 

In identifying that the offender was a stranger betrayal may then take on another set of meanings. These meanings are around a sense of safety in one's life and community that is lost and must be mourned and a new sense of safety must be identified and understood. 

It sometimes needs to be explored if the victim was consciously or unconsciously engaging in high risk behaviour. No-one should be sexually assaulted but why is it that some people place themselves in situations of high risk? If the person was behaving in a way that saboutages their own well-being or best interests, then betrayal is a complex matter relating to the internal and external world. 
Powerlessness - We need to explore How powerlessness and helplessness the individual felt. We must assess how frightened the person was. This is frequently answered in a non-verbal way that indicates terror. The threat of murder or possibility of dying is a common aspect of trauma and cannot be considered lightly. Such terror is the worst kind of fear but a victim/survivor's worst fear as a result of assault is different to their worst fear during the incidents?  The answer is usually about identity and place in the world. (Finkelhor and Browne 1985)
Traumatic sexualisation - To assess the Traumatic sexualisation we need to understand the severity of the sexual assault and just what the person know about sex before the assaults, and what was confusing, if anything, about the sexual assaults.

To the sexually naive child the sexual assault experience is an awful sexual experience that is thereafter, to some degree, associated with sexual activity. It is important to clarify what the person decided about sex during and after the assaults as well as how the abuse affected their sexual  behaviour thereafter. Often a confusing and discomforting issue is the matter of mis-understanding arousal during the assault. (Finkelhor and Browne 1985)
In addressing the question, Was there penetration? we are bearing in mind the research by Mullen and Ferguson (1998) suggests that sexual difficulties follow where there was penetration during the assault.. It is an opportunity to validate the survivor and normalise any difficulties they may experience. 
Stigmatisation - To assess Stigmatisation we can ask 'How stigmatising was the experience?' which frequently draws a blank response.  When I have (sensitively) asked about how important it was for the offender to reach orgasm and how this involved the client, this has elicited a more immediate response about being drawn into an exchange that was both unwanted and compromising.  It shifts focus to the offender as the responsible, perverted agent of the trauma but inquires into how compromised the client felt and how demoralising the client subsequently felt. Here it is important to use an understanding of 'hostage theory' regarding the need to survive as a paramount force. (Finkelhor and Browne 1985)
There is a dignity, wisdom, courage and strength in surviving that often lies uncovered beneath a canopy of shame and stigma. Many survivors carried a sense of secret stigma among their peers and this helps us understand how much shame they have about the sexual assaults?

It is important to Ask 'How much guilt did the offender make you feel about the sexual assaults?' because it opens up the possibility of taking about guilt and feeling guilty while accepting that the guilt should lie with the offender.  However we must bear in mind the lineage behind a person's guilt rather than simply thinking that shifting blame back onto the perpetrator will end guilt. Understanding and tolerating guilt will help.
Summary of the sexual assault trauma -  To summarise the conditions and relationships within which the sexual abuse we must also know How and Why the abuse ended?. A coach ceased abusing a young man once he reached about 16 years old. The young man had also found a capacity in his adolescence to avoid being alone with coach.  The difficult thing to acknowledge about this however was that the grooming also stopped. There was a sudden loss of special comments, gifts, the sense of being special and of being singled out for extra coaching advice that left him feeling the most talented one in the team. This is a difficult conflict  - he lacked any special connection with his father and during this formative time in his adolescence he suddenly felt adrift and without an older male mentor to somehow anchor him. 

A woman in her thirties ended the rape by her husband by leaving him. There was no sign that he would stop raping her (nor stop beating her) had she stayed.
The key is to not to assume anything about what went on until the client tells you, and then one must not assume that we know the client's relationship to that experience.  This takes time - this is where the assessment becomes the therapy. 

Stage four - Post-sexual assault issues.

"Things, sometimes seemingly inexplicably, may begin to go wrong after a trauma." David Taylor (1998)

The behaviour of a person after sexual assault reflects the level of trauma, issues around help seeking behaviour and responses to disclosure and behaviour.
"Speak-ableness" - The speak-ableness of the sexual assault incidents is a three pronged issue that reflects both the trauma and the person's resilience:

1. A person's memory and narrative after the sexual assault period ended can be in several forms, as described by Laub and Auerhaun ( 1992). This is like a trauma thermometer for the individual’s psychic functioning after the sexual assault. 

2. Trauma may lead to the sexual assault as being unspeakable, however the degree of trauma is not the only factor that results in the trauma being unspeakable - threats to ensure that the sexual assault remains a secret are also involved. 

3. Finally a sense of enduring closeness can sometimes prevail despite a threat or a traumatic impact on languaging the trauma itself. Resilience in as an individual exists where there is a sense of connectedness. Just as many schools have protective behaviours posters that say that there is nothing so bad that you can't talk about", so to do some families have cultures where this creed is lived. Thus whilst the incident remains unspeakable in detail, that something bad happened is sometimes uttered within families where there is protect8ive factors etc. Unfortunately most victims of CSA grow up in families where there is little opportunity to speak one's mind and be confident of a helpful response.  

Patrick O'Leary (1998) argues that non-disclosure is "an exercise of good self judgment" . He argues that many victims assess that they are unlikely to receive a helpful hearing or response to their disclosure and thus prevent adding insult to injury. When a survivor discloses what has occurred and receives an unhelpful, unprotective or blaming response, they are further abused. 

Mental health – Patients admitted to a psychiatric facility are very likely to have experienced CSA as well as physical and emotional abuse, and until recently, these experiences were unfortunately overlooked or viewed with cynicism or disbelief. That said, I think the core mental health condition (psychosis, or borderline issues) requires central focus with the trauma receiving its relative respect. Mullen and Ferguson (1998)
Pregnancy / Termination / Miscarriage / Gynaecological Problems - Sexual assault itself may well be a taboo in many ways but pregnancy following sexual assault can lead to a series of difficult and conflicted experiences. The baby born nine months after the rape is a beautiful  baby but also the result of rape. The termination following the conception from a rape can lead to a series of psychic and physical difficulties of which free discussion seems elusive and socially unacceptable. 

Bedwetting - This relates to anxiety but the anger component in being unconsciously (asleep) pissed off can be overlooked. How did the person know and express their anger - then and now?

Lifestyle and Diet changes  -  This question reflects the internal response to the trauma. Trauma reflects chronic hyperarousal long after the event. People often remain in an anxious readiness - 'on guard' - with a sense that yet again something bad is going to happen. The degree to which a person's Lifestyle is organised around this reference point reflects the traumas impact on the individual.

Nightmares - Often associated with PTSD but also, of course, reflecting unconscious activity, often in lieu of therapeutic support.  
Behavioural problems - The relations to the trauma is played out in life and this question is to clarify what followed the sexual assault trauma and whether/how this compounded the trauma. Behavioural problems can reflect severe trauma. (Mullen & Fergusson, 1999)
Anorexia Nervosa / Bulimia - This is actually more about intra-psychic structure and avoidance of the adult sexual role than sexual assault but there is often a relationship between sexual assault, the internal world and this condition. (Mullen & Fergusson, 1999) There are greater rates of CSA among sufferers of bulimia than anorexia however, there is not a highly specific relationship between CSA and eating disorders.  A disclosure of an eating disorder should be viewed more from a mental health lens than a CSA lens.
Anxiety / Panic Attacks - All victims (and non-victims) have anxiety but this is a separate question to identify just how much, how often, when and why. This relates to stabilisation and containment. 
A fear of offending - This is a way to frame the thoughts that many victims have due to cognitive distortions during the sexual assaults that led then to feel complicit or bad during the assaults. As ray Wyre says, Sex offenders don't have a fear of offending so much as a fear of getting caught. 

Most sex offenders are not victims of CSA but there are concerns for those about abusive pathways that open up when victimhood of CSA co-occurs with factors that encourage abusive behaviour. About 20 to 30% of sex offenders were exposed to CSA. (Mullen & Fergusson, 1999)
HIV / STD's - This relates to social stigma, physical wellbeing and longevity and sometimes to discrimination or shaming by partners. 

Revenge fantasies - The key here is to distinguish when this is a fantasy and when there is a risk of action. Individuals without self-skills invariably implode or explode (or both). It is important to assess if they have or are using violence and / or abuse. Safety issues extend further than just the client before us, especially when the justice system does not deliver outcomes opposite to those that a client may have longed for.  

Somatic Complaints - A young man I recently worked with was besieged with various physical aches that moved about his body and seemed to bear an ongoing level of hyperarousal and avoidance of feeling, expressed in a  crippling physical state. This reflects a high degree of trauma and a high need for containment. (Van der kolk et al, 1996)

Intimacy - It is important to know if the client is in a relationship, and what kind of one. A supportive relationship has a supportive role in the therapy process (Mullen & Fergusson, 1999). Conversely being used and abused in a relationship reflects a person's level of esteem and entitlement. 
Sex - Sexual satisfaction is influenced by two overlapping areas - sexual functioning and sexual desire. Sexual functioning is impacted when anxiety during sex is unmanageable and thus arousal functions can be impaired or sex is avoided. 

It is erroneous to assume that victims of abuse have bad associations with sex, or unpleasant sexual experiences when it is with trusted and respectful partners. But it is important to identify any difficulties in having satisfying sexual relationships and why this is the case. Whilst sex may be interrupted by flashbacks many victims adapt to create safe sex. Sexual desire is generally a reflection of difficulties with intimacy and therapeutic work here is usefully informed by ideas of Rosie King (1995) around desire enhancing. 

I also ask about aggressive sexual behaviours or confusion about sex and love and sex and abuse. Aggressive sexual behaviours often indicate a level of disturbance and cognitive distortions are often associated with a blurring of sex with love or sex with abuse. 
 

Sexual difficulties are frequently associated where there has been penetrative and severe sexual assault, which accounts for extreme anxiety and negative associations with the sex act. This is often reflected in the answer to the question, 'what is sex for?'. 

There is certainly strong evidence that exposure to CSA leaves individuals at a greater risk of precocious (unprotected) sexual behaviour with the likely results of sexually transmitted diseases, multiple sexual partners and sexual revictimisation, all of which would most likely have negatively compounding impact upon the individual. 
Identity and sexuality issues - Although the client, whether gay or lesbian may or may not, report being affected by homophobia this area of aspect  of assessment is for exploring just how rigidly the person adheres to traditional ideas of what it means to be a man or a woman. 

Homophobia not only hurts men marginalised as gay but as Flood (1996) argues, prevents them from questioning and rejecting masculinities that are harmful to themselves and others. Homophobic attitudes undermine a boy's capacity to have an internalised nurturing mother part of himself, which can lead to difficulties with self-care, help-seeking and engaging in the help-seeking process.

If the person is Gay or Lesbian, this is an opportunity to assist them to recognise their strengths and courage in dealing with homophobia and marginalisation? 

Concluding Assessment Comments:

This is the complex task of 'adding up the sum of all the assessment parts'  where the therapist has a holistic view of the client's developmental context, their self skills (Briere 1995) their life and the impact of the trauma. 

This is where the therapist can draw together themes and look at the data and their countertransference responses away from the session.  It is a thorough collection of data that can also be used in supervision or case discussion. 

In cases where the sexual assault has been severe and ongoing I tend to find that I too like the client find it difficult to see the other aspects of the assessment data. I am often distracted by the power of traumatic incidents. Often my work has been distracted from addressing the need for containment. Reflection and supervision emphasised the need for containment in order to build up reflective capacity. Most victims of severe trauma will have reacted to the trauma in fight-flight responses including numbing and dissociation. 

In short when the trauma is severe, I discover that I need to keep it simple. Something along the lines of the therapeutic object constancy described by Cohen and  Sherwood (1999),  as therapeutically 'standing still' with borderline clients.  

When the trauma is less severe I find that more complex processing work is possible however one must be careful not to assume a level of functioning on the ‘surface’ that belies a less contained self behind a mask of cognitve dissonance. 

Action taken / Goals
The action taken may vary from referral for drug and alcohol counselling to engaging in therapy for 10 weeks before the client returns overseas with the wish to tell their parents of what happened to them a s a child. It reflects the agreement made or understanding reached between the client and the therapist about the work together.  

Conclusion 

In conclusion, this model for Assessing the impact of sexual assault from a developmental perspective provides a thorough assessment framework that also sets the therapeutic stage for the ongoing therapeutic work. 

However this model, when completed has been a useful tool to use when writing reports for crimes compensation. 

It is a model that I find useful and I hope it holds some appeal for you in your work, thank you. 
tkn03@optusnet.com.au
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Assessing the impact of sexual assault from a dvelopmental perspective.

STAGE 1 - SAFETY & SECURITY

Name: …………...…………………………( Age….……(  CALD…………………………. ( Indigenous …………. ( Occupation…………………………………… Date  …/…./…

Lives: ( Family(Alone (With Partner (Shared ( Homeless          
Housing issues? Special Needs? ( Physical ( Psychiatric ( Intellectual  ( Deaf ( Blind
( Previous/Current counselling? ……………………………………………………………….

1.01 Safety : The right to feel safe all the time. Any contact with offender/s? ( Yes   ( No          

Reported the sexual assault to the Police? (  No ( Yes - When:………………………….

Who / Where:……………….. Current status of investigation?………………………………

Copy of Statement Available & OK for counsellor to read? 
1.02 Discuss limits to confidentiality? (suicidal/homocidal behaviour)………………..……  

1.03 Any suicidal/self harm/addictive issues………………………………………………..…

Risk Assessment - Plan/Means/Any Attempts? When, how?…………………………….… 

1.04 SELF SKILLS (Briere 1995) (See self skills handout ) What triggers you into feeling strong emotions or having memories? ………………………………………………

What do you do to cope? ………………………………………………………………..……

How costly is this coping style? ………………………………………………………
Range of tolerable affect? ( Numb (Crying ( Angry outbursts ( Has difficulty crying ? 

1.06 How often do you think of the sexual assault? 

1.07 How unspeakable is the sexual assault? Why? ………………………………………… 

1.08 Who else knows about the sexual assault? ……………………………………….…

1.09 Support/Connectedness: Do you have people you can be real with and can make emotional demands with? ……………………………………………………………………....
1.10 Any physical health issues? …………..…………...……………..………………………

1.11 Any mental health issues?…………………………………………………………………

1.12 Your Reason for coming ? What does it mean to you to be coming to counselling? Why now? 

1.13 Any Relationship Issues? ( Y    ( N 

1.14 How much are you in control of your life at the moment?…………Using violence? 

1.15 Any Financial Issues?…………………………………………………..………………….

1.16 Any Legal Issues? ( Court appearances? ( CBO’s? ( Intervention Order?
1.17 Any Substance Abuse Issues? ……………………………………………………….….

STAGE 2 -  DEVELOPMENTAL EXPERIENCE
2.0 Family of origin & current genogram:

2.01 Describe your early family experiences: 

- relationship with mother……….……………………………………………………………..

- relationship with father……….…..…………………………………………………………..

- relationship with siblings ……….……………………………………………………………..
2.02 Describe early social experiences (Mullen & Fergusson, 1999):

Early childhood developmental / attachment issues  

Latency …….………………..……………………………………………..

Adolescence: …………………………………….……………………………………………..

2.03 Describe Degree of School success (Mullen & Fergusson, 1999):

Academic  ………………………………………………………………………………………..

Social ……………………………………………………………………………………………

Sporting …………………………………………………………………………………………..

2.04 Was there any other trauma in your childhood before or after the sexual assault? ( No  ( Yes ………………..…………………………………………..…………...........................................

Emotional Abuse? …………………………………..…………............................................

Physical Abuse? …………………………………..…………..............................................
2.05 SELF ESTEEM - How would you  describe your self esteem?

Before the assaults:………………………………………………

After:……………………………………………………............…

2.06 SENSE OF MASTERY- Sense that I Can do it / Completion 
Before the assaults:……………………………………………………………….… After:……………………………………………………………………………………

STAGE 3 THE SEXUAL ASSAULT TRAUMA

3.0 SEXUAL ASSAULT – How old were you when the assaults began?……..

- How and Why did the abuse end? ………………………………………………….

- Was there physical damage as a result of the sexual assault? ( Yes   ( No 

3.01 Describe the offender’s process (see Handout: tracking the offending):

 -Targeting ………………………………………………………………………….
 - Grooming …………………………………………………………………………..
 - Seduction …..……………………………………………………………………..
 - Tricking ………..…………………………………………………………………..
 - Coercing ……….…………………………………………………………………..
 - Abusing …………..………………………………………………………………..
Cognitive Distortions: How did the offender 'frame' the sexual assault? (‘our game’ / a secret / your fault / love?………………………………………………………………………

…………………………………………………………………………..…………………………

3.02 Four traumagenic dynamics (Finkelhor and Browne 1985):

3.03 Describe the offender's Status:………………………………..   Offender’s Age (at time of assault/s):……………… Now:.........................................................................................................
Duration of assaults:
3.04 Betrayal (F)

What was the relationship between the victim and the perpetrator?………………….. ………………………..  What was the degree of betrayal? ………………………………..

Why do you think he/she sexually assaulted you?

How suspicious of others did you feel after the abuse? ………………………………… ……………………………………………………………………………………………………

Did you feel a loss of innocence?…………………………………………………………….

3.05 Powerlessness - How powerlessness and helplessness did you feel? (F) ……………………………………………………………………………………………………

How frightened were you?……………………………………………………………………….

3.06 Traumatic sexualisation (F)

What did you know about sex before the assaults? ……………………………………….

…………………………………………………………………………………………………
What was confusing, if anything, about the sexual assaults?

…………………………………………………………………………………………………
What did you think about sex during and after the assaults? …………………..

…………………………………………………………………………………………………
How did you understand any arousal during assault? ………………………………………

Was there penetration?..............................................................…………………………

3.07 Stigmatisation – (F)

How stigmatising was the experience? …………………… ……… ………………………

……………………………………………………………………………………………………

As a male? ………………………………………………………………………………………

As a female? ……………………………………………………………………………………
Was it important for the offender to reach orgasm and did this involve you?

……………………………………………………………………………………………………
How stigmatised did you feel after the abuse, among your peers, out socially?………..

……………………………………………………………………………………………………
How much shame do you have about the sexual assaults?………………………………
……………………………………………………………………………………………………
How much guilt did the offender make you feel about the sexual assaults?……………
……………………………………………………………………………………………………
3.08 What was your worst fear as a result of assault? What did you take on board about yourself during and after the sexual assault (s)? …………………………………………………………………………..…………………………
3.09 Summarise the conditions and relationships within which the sexual abuse occurred: ………………….....................................………………………………………………………………………

STAGE  FOUR POST-ASSAULT EXPERIENCES:

4. 01 Describe person's Memory and Narrative after the sexual assault period ended? (Laub,D & Auerhaun, N.C 1992) 

…………………………………………………………………………………………………

4.02 To what degree was the sexual assault: ( unspeakable ( a secret (  how? …

……………………………………………………………………………………………………
4.02 Disclosure/Secrecy If disclosed - what was the reaction? …………………………

 (Shaming  (Minimising Describe………………………………………..…………………

 ( Affirming & Validating  (Protective  Describe…………………………………………..

If no disclosure at the time, was the person's decision not to disclose an exercise of good judgement and self protection? (P. O'Leary)  Describe…………………………………..
4.03 Any Revenge plans / fantasies: ………………………………………………………………………..…

4.04 Pregnancy / Termination / Miscarriage……………………………………………

Gynaecological Problems? …………………………………………………………………
4.05 After the sexual assault experience did you have:
Bedwetting ………………………………………………………………………………………
Diet changes …………………………………………………………………………………….
Nightmares ……………………………………………………………………………………….
Behavioural problems …………………………………………………………………………….
Anorexia Nervosa / Bulimia …………………………………………………………………
Anxiety / Panic Attacks …………………………………………………………………………
A fear of offending?  ……………………………………………………………………………..

HIV / STD's? …………………………………………………………………………………….

Self Harm? ……………………………………………………………………………………….

Somatic complaints.............................................................................................................

4.06 ANGER & Violence (Handout triggers / cycle of violence)

( Has the person used violence and / or abuse? (Y (N.  Currently? (Y (N.

Attends an anger management / behaviour change group? (Y (N. 
What are the person's: ( Triggers?…………………………………………………………… 

(  Warning signs? (Tension Build up) …………………………………………………………


( Ways of regaining control and taking responsibility for HIS/HER abusive behaviour? (time out / getting support / prevention exercises)………………………………………… 

( Pro-violence Beliefs (he/she asked for it, etc) ……………………………………………….

( Victim Empathy (We all have the right to feel safe) ……………………………………….

4.07 CAPACITY FOR INTIMACY 

Are you in a relationship? (Y (N. ……………………………………………….
Relationship issues? Do the two of you need help with these issues?…………………… …………………………………………………………………………………………………….

Any difficulties forming intimate relationships? Why? Longest relationship? ………..……………………………………………………………………………………….

How do you fight with your partner?…………………………………………………………

Detached and/or abused in adult relationships?…………..………………………………..

4.08 SEX

How has the abuse affected you sexually and your sexual  behaviour? ………………
How did you understand any arousal during assault? ………………………………………

What did the abuse lead you to believe about what sex is for?.........................................
Difficulties in having satisfying sexual relationships: Flashbacks during sex? (F) (Y (N. …………………………………………………………………………………………………

Avoidance of sex? (Y (N. .……………………………………….…………………………
Prostitution?  (Y (N. .………………………………………..………………………………

Aggressive sexual behaviours?  (Y (N. ….………………………………………………

Arousal difficulties?  (Y (N. ….………………………………………..…………………..

Confusion about sex and love?  (Y (N. ……………….…………….…………………… 

Precocious sexual behaviour? (Y (N. ……………….…………….……………………....

4.09 IDENTITY: SEXUALITY and GENDER ISSUES 

Has the person felt affected by homophobia?…….………………..……………………….

If Gay or Lesbian, does the person recognise their strengths and courage in dealing with homophobia and marginalisation? …………….………………………………………
What did it mean to be a MAN / WOMAN when you were growing up? ……………Now? Does this notion of identity restrict you in the counselling process? How?…………………
STAGE FIVE Concluding Assessment Comments:
5.01 Comments about the process (including Countertransference information) and themes emerging :

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

5.02 Action taken / Goals……….…………………………………………………………

…………………………………………………………………………………………………

5.03  Where to from here? ……………………………………………………………..

………………………………...……………………………………………………………...

………………………………...……………………………………………………………...

5.04 Referred on? To?

………………………………...……………………………………………………………...

