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Series Introduction

In 1960 Elizabeth Elmer said of child abuse “little is known about any facet of the problem and that methods for dealing with it are random and inadequate.” She spoke of a “professional blind-spot” for abuse and of “the repugnance felt by most of our society for the entire subject of abused children.”1 Two years later, Dr. C. Henry Kempe and his colleagues brought national attention to the problem of child abuse with their article, “The Battered-ChildSyndrome.”2 Prior to the publication of that landmark article, the literature on child abuse was almost non-existent. In the three decades since its publication, the research and literature on child abuse have become vast and daunting.

Social workers, psychologists, psychiatrists, counselors, and doctors have studied child abuse in great detail. As a result, we know that child abuse includes physical, emotional, and sexual abuse as well as neglect. Researchers have studied the causes of abuse from both the individual and societal perspectives. There are effective interventions for tertiary remediation of the problem, and there are many prevention models that hold out hope that child abuse can be stopped before it starts. Studies of the short-and long-term effects of child abuse show a range of maladies that include infant failure-to-thrive, learning disabilities, eating disorders, borderline personality disorders, violent behavior, delinquency, and even parricide. We now recognize the need for treatment of child victims, adult survivors, and adult perpetrators of all forms of abuse. Lawyers, legislators, and judges have grappled with the profusion of legal problems raised by protective services and proceedings, foster care, and the termination of parental rights to free abused children for placement in permanent homes. Legislatures have passed and amended statutes requiring various health, education and child care professionals to report suspected abuse, and they have dealt with the difficult problem of defining abuse and determining when the state should intervene to protect children from abusive parents. They have also struggled with the legal and psychological issues that arise when the child victim becomes a witness against his or her abuser. Even the Supreme Court has been called upon to sort out the constitutional rights of victims and criminal defendants and to determine the extent of government liability for failure to adequately protect children from abuse.

The articles in this series document our passage through five of the six stages that C. Henry Kempe identified in his 1978 commentary “Recent Developments in the Field of Child Abuse” as developmental stages in addressing the problem of child abuse:

Stage One is denial that either physical or sexual abuse exists to a significant extent… Stage Two is paying attention to the more lurid abuse … Stage Three comes when physical abuse is better handled and attention is now beginning to be paid to the infant who fails to thrive… Stage Four comes in recognition of emotional abuse and neglect… and Stage Five is the paying attention to the serious plight of the sexually abused child, including the youngster involved in incest…


In spite of the voluminous research and writing on child abuse, the sixth and final of Kempe's stages, “that of guaranteeing each child that he or she is truly wanted, is provided with loving care, decent shelter and food, and first class preventive and curative health care,” remains elusive.3 There are many explanations for our inability to conquer the problem of child abuse. In reality, the explanation for our continued inability to defeat this contemptible social problem is as complex as the problem itself.

We continue to sanction the use of violence in the name of discipline. We put our societal stamp of approval on “punishment inflicted by way of correction and training” and call it discipline. But discipline also means “instruction and exercise designed to train to proper conduct or action.”4 It is not difficult to see the inherent conflict in these two definitions when applied to child-rearing. How can we “train to proper conduct or action” when we use physical punishment as a means of training, punishment that we would not inflict upon an adult under the same circumstances?

The courts and legislatures have been unable to find the correct balance between a family's right to privacy and self governance and the need of children for protection. We are unable or unwilling to commit sufficient revenue to programs that combat abuse.

There is also the tendency among many professionals working with abused children and abusive parents to view the problem and solution through specialized cognitive lenses. Doctors, social workers, lawyers, psychologists, psychiatrists, counselors, and educators are all striving to defeat child abuse. However, for the most part, these professionals focus on the problem of child abuse from the perspective of their own field of expertise. The literature on child abuse is spread throughout journals from these fields and in more specialized journals within these fields. It would be impossible for any single person to remain abreast of the developments in all other disciplines working toward a solution to child abuse. But it is also patently clear that the solution to the problem of child abuse is not going to come from any one individual or discipline. It is going to take professionals and lay people from all disciplines, working with knowledge from all disciplines.

An interdisciplinary examination is important in the fight against child abuse. The more professionals know about all aspects of the problem of child sexual abuse, the better equipped they will be to do work within their area of expertise. It is important, for example, for lawyers, working in the midst of the current backlash against child sexual abuse claims, to understand that there is a long history of discovery and repression of childhood sexual abuse. With a full understanding of why this backlash is occurring, lawyers and social service professionals can continue to effectively work against child sexual abuse.

Child abuse is a complex social problem. The issues confronted in these volumes are interconnected and overlapping. It is my hope that bringing together the articles in this series will aid in the fight against child abuse by facilitating a multidisciplinary search for a solution.5
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Volume Introduction

The articles in this volume address the treatment of child victims and adult survivors of childhood sexual, physical, and emotional abuse and neglect. Where physical abuse is concerned treatment of victims and survivors1 lagged far behind the treatment of sexual abuse victims and survivors. This may be due in part to the fact that in cases of physical abuse—with its physical manifestations that heal—more attention is paid to the immediate physical safety of children than to their short- and long-term emotional needs. Thereafter, the focus of treatment tended to be on parents—in hopes of preventing further abuse—rather than on the abused children.

On the other hand, in sexual abuse cases, the focus of counselors and other professionals has traditionally been on the psychological and emotional well-being of the victim. As the articles in Volume 6 demonstrate, focus on the treatment of perpetrators of sexual abuse came much later in practice and the literature. This is understandable since cases of sexual abuse are so unpalatable that our societal reaction is to punish the offender (and remove him or her from our midst).

From the literature on treatment for sexually abused children and adults abused in childhood, it is clear that the sooner the psychological effects of the abuse are dealt with, the easier the child's recovery will be. It is also never too late for adult survivors to benefit from psychological counseling.

Victims of child sexual abuse often experience additional trauma after disclosure. This can be due in part to the poor reception often received by disclosure. Many times, the nonabusing, but nonprotecting parent will either not believe the victim or will blame the victim. Even if the victim is believed, often the child is forced to leave the home for her or his own protection. The child can then be revictimized by a legal system ill-equipped to deal with children.2

Gail Wyatt and M. Ray Mickey (1987) discuss “aspects of the aftermath of sexual abuse [that can mediate] … some of the lasting effects that influence women's adult lives,” and describe the response of adult caretakers to victimized children as “critical to children's perceptions of the experience.” Wyatt and Mickey emphasize the importance of support and validation provided by parents (or the nonabusing parent) and other adults.3

Wagner suggests a multidisciplinary approach for handling child sexual abuse cases as a way to “greatly reduce the postdisclosuretrauma that victims often experience.”4

Strategies for treatment of sexually abused children incorporate a variety of treatment modalities, including individual therapy and group treatment on either a short-term or long-term basis, and family therapy.

Suzanne M. Sgroi, M.D. (1982) stresses the importance of family treatment in cases of intrafamily as well as extrafamily child sexual abuse:

A family assessment should be conducted in every validated case of child sexual abuse regardless of the identity of the perpetrator…. [T]he strengths and weaknesses of every family member should be identified as they may contribute to intervention outcomes. The family's contribution to the sexual abuse must also be assessed. Was the child's victimization a capricious event with an unknown outside perpetrator whose access to the child was accidental, totally unforeseeable and completely beyond the control of the parents or guardians? Although incidents of this type do occur, they are exceedingly rare. Instead, most cases of child sexual abuse involve perpetrators who are known to the child and interactions which are, in large measure, predictable and preventable. Assessing the type and degree of family contribution to the child's sexual victimization is key to determining indications for family treatment.5


Unfortunately, many victims of sexual abuse do not receive any treatment during childhood. These children grow to adulthood unaware or unwilling to admit the negative effects of the sexual abuse. Eventually, however, many survivors do seek treatment and begin the process of recovering from their childhood wounds. Treatment strategies for adult survivors of abuse include a variety of treatment modalities for individual therapy and group treatment on either a short-term or long-term basis.

Judith Herman, M.D. and Emily Schartzow, M.Ed. (1984) assessed the use of time-limited group therapy for women with a history of incest. They found that group therapy helps many women “come to a full resolution of the issues of secrecy, shame, and stigma,” associated with sexual abuse.6

Kenneth I. Singer (1989) found that many male survivors report the same symptoms and types of behavior seen in women survivors of child sexual abuse. He found, however, that male survivors of childhood sexual abuse “may have additional difficulty in seeking and locating treatment due to the stigma of being a male victim and the lack of known resources for this population compared to those available for female survivors …”7

Singer discusses group therapy with men who were sexually victimized as children by either fathers or mothers. He feels that “while individual therapy is important, concurrent group treatment reduces isolation, provides support for their sense of uniqueness, and challenges their negative beliefs about self-worth.”8

Many survivors of sexual abuse do not remember their abuse experience for many years, although they suffer from the negative effects of having been abused. Dolores R. Siegel and Charles A. Romig (1990) advise that “treatment of adult survivors of sexual abuse is often dependent upon memory retrieval, which can be facilitated through hypnosis.” They explained that hypnosis “is not used for the simple revivification of past sexual victimization. Hypnosis helps survivors understand the destructive impact of the abuse on their current lives and helps them learn new skills with which to develop more healthy means of functioning.” They cautioned however that memory retrieval “is by no means warranted in every case involving sexual abuse. In fact, many survivors may never remember some abusive incidents, and this must be accepted by both client and therapist.”9

Despite the growing literature on treatment of sexual abuse victims, Summit (1989) still reported “a persistent tendency to overlook the role of child sexual assault and other specific victimization as a precursor of emotional and behavioral dysfunction.” Summit found that “therapists seem reluctant to acknowledge that a background of sexual abuse may be crucial to the understanding of a person's needs and vital to an optimistic plan for recovery.” He felt that by “rejecting the central importance of assaultive betrayal, we tend to consign post-traumatic handicaps to an etiologic limbo, providing only generic, constricted, andsometimes countertherapeutic model for treatment.”10

Sylvia S. Hacker and Carol L. Rembor (1988) discuss the failure of most experts in the field of child sexual abuse to adequately examine the sexual nature of sexual abuse. “Although these experts recommend sex education for children and suggest that professionals working in the field ought to feel more comfortable with their own sexuality in order to deliver effective treatment, few have developed a conceptual framework incorporatingthe sexual aspects of sexual abuse …”11

Anthony M. Graziano and Joseph R. Mills (1992) reiterate that “insufficient attention has been paid to the psychological needs of physically maltreated children while the field has concentrated onthe needs of maltreating parents;…”12

While Graziano and Mills do not dispute the need for intervention and treatment of abusive adults, they argue that we cannot be satisfied with parental intervention which will, if successful, improve the child's quality of life.

This slow recognition of the physically abused child's need for psychological counseling is not surprising in light of our overall societal attitude toward children. It is not surprising that a society that condones physical punishment of children in the name of discipline fails to recognize their needs—as individuals—for treatment following abuse.

The lack of psychological treatment for physically abused children is also due, in part, to the problem of funding. Our societal priority—for better or worse—is to reunite abusive families. What monies are available to social service agencies are generally channeled toward stopping the physical abuse.

The damaging effect of emotional and verbal abuse is just beginning to be recognized. Recognition of the need for treatment for that damage should follow. However, we seem far from reaching the time when our society will place greater value on the emotional wellbeing of our children than we place on family privacy and autonomy. Perhaps that day will never come. Perhaps if we begin to re-educate our society to understand that children are people, entitled to be treated as such, that day need never come.

Neglect has been the ignored stepchild in the abuse family. The treatment literature is no exception. The need for treatment of child victims and adult survivors of neglectful families is just beginning to be addressed. This is due, in part, to the general failure to address the problem of neglect.13 It is also due to the fact that what attention has been paid to neglect has tended to focus on neglectful parents.

Many adult survivors of physically and emotionally abusive and neglectful childhoods find themselves seeking psychotherapy for problems that have their genesis in these abusive childhoods. These adults suffer many of the same problems suffered by adult survivors of sexual abuse—such as low self-esteem and codependency— and much of the knowledge gained in treating sexual abuse survivors is, no doubt, applicable to treatment of these adults.
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In Tacoma, Washington, a public agency, a private agency, and individuals from the community are combining their efforts to end the sexual abuse of children and to rebuild relationships within the abusive family. Current efforts had their origins in the work of Peter Coleman, MSW, who is on the staff of the Child Protective Services Unit of the Washington State Department of Social and Health Services. A few years ago, Coleman began a counseling program for incestuous families, coordinating his work with the work of the police, the district attorney, and the courts. As his caseload grew and as the need for additional services became apparent, Coleman and a group of citizens began to lay the foundation for an organization called “Families Reunited.” Today, workers in the Child Protective Services Unit investigate charges of sexual abuse of children, interview families, and then make referrals to Families Reunited, the major provider of treatment to incestuous families in the Tacoma area.


Families Reunited

Families Reunited is a private, incorporated, nonprofit social agency. Its staff consists of four salaried employees—professionals in counseling and nonprofessionals—and of volunteers, most of whom are school counselors who conduct the program's groups. Peter Coleman, still on staff of Child Protective Services, is consultant to Families Reunited and participates in treatment planning, making recommendations to the court, and training staff. In keeping with a philosophy that the man who sexually abuses his children must be made responsible for his actions, Families Reunited charges every family some fee for service that is payable by the offender and that is arrived at by means of a sliding scale.

Families Reunited offers victims, offenders, and spouses individual counseling, counseling for family members in pairs, and group counseling, with groups being the major treatment method. Today, 265 parents and victims attend the 23 groups held each week in space provided by a local Catholic church. Included are groups for parents, victims (girls aged 9 to 12, girls aged 13 to 17, and a newly formed group for boys), offenders, mothers who live with the offenders, single mothers, and mothers who had been sexually abused as children. A group teaching assertiveness and communication skills is also held. The group leaders take a behavioral approach and use techniques borrowed from such treatment methods as transactional analysis and rational therapy. Based on the belief that the offender is not “sick” in a psychopathological sense but is rather a reasonable person who needs information, education, and training in interpersonal skills, individual therapy is also behavioral rather than insight oriented. Like the Sexual Abuse Mini Team in Colorado, this program requires families to form a family council to meet regularly at home.

In addition to providing treatment services, Families Reunited has another mission. “All members of Families Reunited,” said Peter Coleman, “are expected to reach out to other members of the community and to assist in creating a more open attitude toward victims, offenders, and families who have been involved in an incestuous relationship.” The achievement of this goal takes a variety of forms. Victims, offenders, and spouses already in the program support new and potential group members through the processes of investigation, court procedures, and the beginning of treatment. In addition, parents and children who are active in the program make presentations about incest and sexual abuse to groups that include lay persons, professionals, and representatives of the news media. “Presentation on any level is seen as an opportunity to integrate the incestuous incident and its consequences into the total life experience,” said Coleman.


Referral Process

The major sources of referrals to Families Reunited are the Child Protective Services Unit and the police. When the Child Protective Services Unit receives a referral of sexual abuse, a caseworker and a member of the police force, usually a woman, interview the victim regarding the charges and encourage her to attend the group for children her age at Families Reunited. The victim is not required to participate in any intake procedure at Families Reunited. She simply attends the session.

In their interviews during the investigation, the offender and the spouse are invited to Families Reunited's evening group for parents and receive the name and telephone number of a couple already involved in the group. Frequently, the new couple calls the couple whose name they've been given and both couples attend the meeting together on the same day that the investigation begins. The leader of the group becomes the “principal counselor” for the offender and evaluates his suitability for the program.


Involvement with Courts

Before Families Reunited recommends probation and a treatment program for an offender to the court, the principal counselor, the prosecuter, and Peter Coleman meet to discuss the case. To qualify for such a recommendation, the offender must agree to plead guilty to the charge against him. Unlike the Sexual Abuse Mini Team, Families Reunited permits the offender to plead “not guilty” at a preliminary hearing if he agrees to change his plea to “guilty” at a later time. This arrangement gives workers at Families Reunited from 90 to 120 days from the start of the investigation until sentencing to observe the offender's progress. If, during that time, members of the family attend the groups for parents, offenders, wives, and victims and at least two hours of individual treatment, workers at Families Reunited will have an opportunity to see the family for up to ten hours a week. Based on these observations, the principal counselor prepares for the judge a presentence report on the offender.

In addition to requiring a guilty plea, staff of Families Reunited looks for the same indicators of treatability as does the staff of the Colorado program. The offender must assume full responsibility for his behavior; he must admit to committing the sexual abuse and agree that it was wrong; he must become involved in the program and work toward change. In addition, the mother, according to Coleman, must be “willing to invest the necessary emotion and energy to restore the family by therapy and learning with her husband.”

The court is free to accept or reject the recommendation of Families Reunited regarding the sentencing of an offender. If the court accepts a recommendation for the program, the offender is convicted of a felony but usually receives a one-year suspended sentence with a stipulation to participate in treatment at Families Reunited. This is usually accompanied by a one-to-nine-year period of probation that may include a requirement to do some volunteer work for the program.

Families Reunited deems its program inappropriate for an offender who is physically aggressive or who has had extended periods of treatment or incarceration for offenses similar to the ones with which he has been charged. If an offender refuses to plead guilty and enter Families Reunited, the spouse and the victim may enter treatment. If the spouse refuses treatment as well, the victim may enter the program alone.


Placement of Children

Like the Sexual Abuse Mini Team, the Child Protective Services Unit temporarily places most victims of sexual abuse in foster care when the investigation begins. In some cases, however, the victim is permitted to stay with the family. This occurs if, for example, the victim is assertive, if each member of the family is in intensive therapy, if each member of the family is convinced that incestuous relationships are destructive, or if the father is out of the home.

Once removed from the home, the child decides if she will return and the counselor decides when. In general, the victim returns if the offender is involved with the court, open in his discussion in the groups, and taking responsibility for his behavior; if the victim and one other member of the family can say no to the offender; and if Coleman and the counselor no longer see incest as a possibility. Most children return to their homes prior to the sentencing of the offender.


Helping the Victim

After the victim returns to her home, according to Coleman, a number of factors protect her from further abuse. One factor is the accountability that the legal system demands of her father. Of two other factors, Coleman said, “First, the victimized child must be assisted to gain a level of assertiveness and autonomy that assures her the internal strengths and the external resources to be in control of her own body…. Second, the mother must be helped to develop an assertive and an independent stance.”

An agency called “Rape Relief” was instrumenta in designing the aspects of Family Reunited's program that integrate the treatment of victims and spouses with the treatment of offenders. Connie Murphy, a former worker with Rape Relief, began Family Reunited's groups for teenage victims and is currently on the staff of Families Reunited. Of the girls in her groups, she said, “They often report the feeling of being the only person with this problem, of having no one to talk to about it, and of being totally responsible for the sexual abuse by their fathers.” She explained that the girls are ambivalent toward their fathers, competitive and mistrustful toward their mothers, and limited in their ability to form close relationships with female friends because their sexual experience far exceeds that of their peers. Some of the girls in the group were abused years before by a father now in prison or divorced from the mother.

The groups aim to help the girls become more assertive and independent. They give them an opportunity to have positive relationships with other females and to develop confidence in themselves by becoming more articulate and confident. Counselors report such improvements in the girls as a decrease of disruptive behavior in their foster homes, less hostility toward persons in authority, and a stabilization of academic performance.


Treating the Parents

Families Reunited holds the mother accountable for contributing to the family's problems that permitted the incest to occur or to continue. Treatment is geared to building her resources to help prevent a recurrence. To increase her independence and ability to say “no,” for example, the group for spouses focuses on building self-esteem, improving skills in communication, and teaching assertiveness.

Families Reunited brings the spouse and the offender together in treatment, notably in the Parents Group that meets once a week and that each couple must attend for a minimum of 51 weeks. This group, which includes a maximum of seven couples, explores the roles, rights, and responsibilities of members of the family; provides information on the physical, sexual, and psychological development of children; examines the affective, cognitive, motor, spiritual, and sexual dimensions of relationships; and teaches techniques for effective parenting.

All aspects of the program are geared to increasing the man's sense of responsibility to his family. In addition to taking responsibility for his behavior and for the cost of treatment, he must also assume the cost of transportation to and from meetings, of babysitters, and so on.


Criticisms

Coleman admits that the flexibility in the structure of Families Reunited can hamper its ability to serve as case monitor for the court. After sentencing, the staff assesses each offender's progress in treatment. This can be difficult because different members of the staff (both paid and volunteer) can be working with different members of the family in individual or group sessions with varying degrees of regularity, However, Coleman is concerned that changing this system and imposing more surveillance on the families by the staff might undermine the program's basic goals of strengthening the family's functioning and developing trust and responsibility among members. In addition, Coleman notes, the program as it is currently designed is working. Of the 100 families in the program since it began (this figure is subsumed under the 265 individuals previously mentioned), the wife and husband in 97 cases have continued to live together and their children have returned home. As yet, no cases of recidivism have been reported.

One criticism that has come from the community concerns the program's ability to determine if the offender is able to be treated. According to Coleman, that criticism was the result of early skepticism of Families Reunited for viewing the offender not as a “sick” but as a “reasonable” man and not as someone to be punished but as a member of the family to be allowed, whenever possible, to remain with his family. To help change preconceptions about the offender and his family, parents and children in treatment at Families Reunited continue to educate the community to the prevalence of the sexual abuse of children, to its ramifications for the family, and to the solutions that currently exist.


Reporters:
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ABSTRACT. Incestuous child sexual abuse has been recognized by mental health professionals in recent years as a significant problem. This paper reviews various strategies which have been utilized in the treatment of the victim, abuser, or entire family in cases of incest. The approaches reviewed are insight-oriented therapy, behavior therapy, family therapy, and other therapies (including residential treatment and marital therapy). Among conclusions reachedfrom this review are: (1) although behavior therapy has been effective with the abuser, it has not been applied in treatment-of the victim; (2) family therapy may be most effective after individual members have been treated; (3) insight-oriented therapy was the only therapy utilized to treat the long-term effects of incest; and (4) a number of authors have recently indicated that the most effective approach to the treatment of incest may be mullicomponent treatment packages for the abuser or victim, as well as combinations of interventions (e.g., individual therapy for the uictim and abuser, marital therapy, and family therapy).


In the past few years, physical child abuse and neglect has been recognized by mental health agencies as an important target for prevention and treatment. Child sexual abuse is generally defined and discussed as one type of physical child abuse. However, there is no conclusive evidence that physical and sexual abuse are analogous phenomena, that they occur in the same families, or that similar treatment strategies are effective with both. In fact, Walters (1976) has stated that sexual abuse is definitely not a type of physical abuse and “to view it as such only confuses our understanding of both phenomena” (p. 111).

Child sexual abuse, particularly if it is incestuous, is reported rarely and is treated even more infrequently. As a result, the actual incidence of child sexual abuse is unknown; two recent estimates indicate that 100,000 children per year experience some type of sexual abuse (Fontana, 1976), and that one or two persons per 100 experience incestuous sexual abuse in their lifetimes (Meiselman, 1978). Peters (1976) has reported that 60 to 70% of all child molestations occur within the family, and in 80% the offender is known to the child.

It is apparent that a large number of child sexual abuse cases are incestuous. Therefore, this discussion will focus exclusively on incestuous child sexual abuse. The fact that there is no one clear legal or research definition of incestuous behavior presents a problem in efforts to obtain data on the incidence and treatment of the phenomenon. Th e strictest definition would be genital intercourse. However, incestuous behavior listed in the literature and in state laws include oral genital contact, “thigh-pressing” or thigh intercourse, mutual masturbation, sodomy, exhibitionism, voyeurism, and fondling of the genitals or breasts (Fontana, 1976; Meiselman, 1978).

This paper will define incestuous child sexual abuse as including all of the above behaviors, homosexual or heterosexual, that involve some type of physical contact.

It is important that mental health professionals who are confronted with incestuous child sexual abuse (the victim, abuser, or entire family) have a working knowledge of psychological interventions that could be effective. In addition, the clinician needs to have information regarding factors which predispose certain individuals and families to incestuous behavior so that preventive measures can be taken. The therapist can then evaluate whether a particular intervention is applicable to the individual case. Although a number of authors have presented treatment recommendations for either child sexual abuse in general (Walters, 1976) or incestuous child sexual abuse (Giarretto, 1976; Maisch, 1973; Meiselman, 1978), the literature lacks a comprehensive examination of treatment strategies that have been implemented in cases of incestuous child sexual abuse. Therefore, this article examines those psychological interventions that have been employed with the incest victim, abuser, or family. In the victim cases, treatment is directed toward either the acute reactions immediately after the abuse or the more chronic long-term problems resulting from the abuse. However, before examining the various treatment strategies, etiological theories of incest will be briefly discussed.


ETIOLOGICAL THEORIES OF Incest

Etiological theories of incest in the literature focus primarily on father-daughter incest, although the incidence of brother-sister incest is thought to be more frequent in the general population (Gebhard, Gagnon, Pomeroy, & Christenson, 1965). Sibling incest is ostensibly more transient and has fewer immediate as well as long-term psychological consequences than adult-child incest (Meiselman, 1978). Very few cases of father-son, mother-son, and mother-daughter incest have been reported. It has been hypothesized that the reason few cases of male child seduction have been reported is that our culture's rigid view of masculinity does not permit expression of vulnerability or dependency. Consequently, the male victim often is extremely resistant to discussing or even reporting the incident, which causes difficulty in the treatment of the child and results in inaccurate estimates of the phenomenon (Nasjleti, 1980). If this hypothesis is true, it indicates the need for educating the public that male and female children have the same needs for nurturance and protection. However, it has also been posited that the mechanics of the mother-son act, in which the male must be aroused for intercourse, precludes mother initiated mother-son incest (Walters, 1976), and thus the number of male victims may actually be less than the number of female victims.

The etiology of father-daughter incest has been conceptualized Dy several authors. The psychoanalytic theorists contend that the daughter experiences oral deprivation in the preoedipal stage. Therefore, the incestuous relationship occurs not only as revenge against the mother who has frustrated her oral needs, but also as a form of gratification for her oral needs (Gordon, 1955; Tompkins, 1940). “The daughter incorporates the father's penis as a substitute for the mother's breast, which she has been denied” (Raphling, Carpenter, & Davis, 1967, p. 506).

Harbert, Barlow, Hersen, and Austin (1974), from a behavioral perspective, delineated environmental factors such as early sexual modeling, the wife's non-responsiveness, and the daughter's subsequent responsiveness as key elements in the development of incestuous behavior in a 52-year-old male. The authors stated that although incestuous behavior is similar in its maintaining variables to other sexual deviations, it presents a unique problem because the therapeutic goals are extremely specific. The therapist must eliminate only the maladaptive sexual behavior in the relationship while maintaining other types of behavior appropriate to a father-daughter relationship. The analogy is made to “asking a homosexual to frequent a ‘gay bar’ for social purposes but to refrain from sexual activity” (p. 85).

Lukianowicz (1972) has hypothesized that incest is not similar to sexual deviations such as pedophilia, but the product of a particular subculture that accepts this activity as a typical behavior. The father is thought to be an aggressive person with poor impulse control and an unusually high sex drive, who has the tacit permission of his wife to engage in incestuous behavior.

A dysfunctional family system is the most frequently cited cause of incestuous behavior (Brant & Tisza, 1978; Dixon, Arnold, & Calestro, 1978; Langsley, Schwartz, & Fairbairn, 1968; Lustig, Dresser, Spellman, & Murray, 1966; Meiselman, 1978; Weinberg, 1955). Incest is the primary method by which many severely dysfunctional families maintain their enmeshed existence. Disintegration of generational and sexual boundaries occurs in the family as the mother frequently coerces the daughter into adult responsibilities, and consequently mother and daughter reverse roles. This role reversal is perpetuated by the silent collusion of other family members. A n impaired marital sexual relationship has been indicated as providing impetus for the incest (Browning & Boatman, 1977; Cormier, Kennedy, & Sangowicz, 1962; Dixon et al., 1978; Gentry, 1978; Giarretto, 1976; Kaufman, Peck, & Taguiri, 1954; Lustig et al., 1966). In addition, the incestuous family is frequently described as reclusive, i.e., outside friends and activities are discouraged while a strong family dependency is encouraged (Scheurell & Rinder, 1973). This type of interaction not only facilitates initiation of incestuous activity but also maintains it by preventing interference from non-family members.

It has been posited that the precipitating event for initiation of incest is a crisis in the family that disturbs the family's equilibrium (Meiselman, 1978). Reimer (1940) has discussed 58 cases of incest in which a disruption of the family occurred in the last year or two before the incest began. The disruptions included injuries, disease, financial setbacks, and loss of employment due to alcoholism as well as other personal losses. The impact of these crises is generally felt more strongly by the father due to his role as provider and head of household. In Weinberg's (1955) sample, the fathers had been in a state of tension and restlessness just prior to initiating the incest. This is a significant finding, since in the vast majority of father-daughter incest cases, the father, initiates the activity (Meiselman, 1978).

Little has been written about the family characteristics of father-son or mother-son incest. However, Dixon et al. (1978) have concluded from their observations of six families involving father-son incest, that there are more parallels in the family dynamics of father-son and father-daughter incest than father-daughter and mother-son incest. They state that the sex of the parent seems to be of key importance rather than the sex of the child. The following characteristics of the father-son incestuous family were cited as similar to the father-daughter incestuous family system: (1) the incest began with the oldest; (2) the fathers had histories of alcoholism, sociopathy, or violence, and exhibited poor impulse control; (3) the mothers appeared to passively comply with the situation; and (4) the victims expressed anger toward both parents—the father as abuser and the mother as non-protector. However, in contradiction to these findings, Langsley et al. (1968) have stated that father-son incest appears to be more a result of the father s intrapsychic problems than the family interactions. Weinberg (1955) has described the mother-son incestuous family as one in which the mother is dominant while the father is either absent or very subordinate. In addition, the social relationship between mother and son is generally one of two types: (1) when the son is the aggressor, the participants are either distant or close; (2) when the mother is the aggressor, they are very ambivalent, intimate yet hostile.


TREATMENT Strategies

Treatment outcome studies reviewed in this paper have been divided into the following categories based on the type of treatment: (1) insight oriented therapy; (2) behavior therapy; (3) family therapy; and (4) other therapies, including residential treatment and marital therapy. The treatment may be directed toward the abuser, the victim, or the entire family.


Insight Oriented Therapy

Individual Therapy. Insight oriented therapy was the only therapy reviewed in the literature that treated female victims for the long-term effects of incest. Psychoanalysis combined with hypnosis (Peters, 1976) and marathon hynotherapy (Woodbury & Schwartz, 1971) were successfully used to eliminate the long-term problems caused by father-daughter incest. The presenting complaints of the female in the Woodbury and Schwartz (1971) case study were suicidal ideation, marital problems, and sexual difficulties, while Peters' (1976) three incest cases reported the following problems: (1) a 37-year-old woman reported an inability to establish stable hetero-sexual relationships; (2) a 17-year-old female had run away from home; and (3) a 21-year-old female had developed post-partum psychosis. O f the four cases, only the 37-year-old woman in Peters' (1976) study maintained her symptoms after treatment. The authors in both studies cited abreaction, ventilation, and reconstruction of the personality as integral components in the treatment. Gross (1979) and Goodwin, Simms, and Bergman (1979) reported the successful implementation of insight oriented therapy with ten females who had developed hysterical seizures after incest experiences. In the Goodwin et al. (1979) study, three of the four females received hypnotherapy in addition to psychotherapy and two received a third treatment of family therapy.

The client's resistance to treatment may have been a factor in the inability of Rascovsky and Rascovsky (1950) and Raybin (1969) to achieve successful results with insight oriented therapy. A 26-year-old female with the presenting problems of acute depression, sexual indifference to her husband, and psychosomatic symptoms, apparently caused by a prolonged sexual relationship with her father, terminated psychoanalysis despite the fact that her problems were not eliminated. In Raybin's (1969) case study, the male client received insight oriented therapy as an inpatient for feelings of depression, anxiety, and guilt related to his belief that his incestuous behavior had contributed to his son's psychotic break. Although he remained in therapy for three weeks, he refused to explore deeper conflicts and defenses and was consequently discharged with no documented improvement.

The integral therapeutic elements in the successful cases of insight oriented therapy appear to be catharsis and insight, both of which were obtained primarily through the medium of hypnosis. The number of sessions required for elimination of symptoms varied widely, from 11 sessions to 18 years.

Group Therapy. Resnick and Peters (1967) effectively utilized analytic group psychotherapy with convicted incestuous and nonincestuous pedophiles. Twenty-four males between the ages of 19 and 45 were engaged in a minimum of 16 weekly, 90 minute therapy sessions. Six of the 24 had been involved in incest behavior. The open-ended group was led by one therapist with an average of 12 clients each session. There were four phases of group process: (1) clients were encouraged to talk while the therapist assumed an accepting and benevolent role; (2) peer relationships developed and confrontation began; (3) the members' relationships with females were explored; and (4) social behavior was modified involving relationships with authority. Results of treatment included position changes in self-reported attitudes toward probation officers, decline in re-arrests as compared to their previous records, marked improvement in rated self-esteem and work performance, and members initially unemployed as a result of disruption of arrest and conviction regained employment. Group therapy has also been successfully implemented with both homosexual and heterosexual child sexual abusers (Costel & Yalom, 1972; Hartman, 1965; Quinsey, 1977). Positive changes were achieved even when the group was not structured as a “therapy group” (Marcus & Conway, 1971).

Behavior Therapy. In the treatment of adult males for incestuous child sexual abuse, behavior therapy has attempted to change the target of sexual arousal of the abuser to more age appropriate persons, to decrease inappropriate sexual arousal, and to eliminate social skills deficits through training procedures. Th e following behavior therapies have been used to accomplish these goals: assertiveness training and thought stopping; systematic desensitization; covert sensitization; and covert sensitization with aversion relief.

Edwards (1972) employed assertiveness training and thought-stopping in an intensive treatment program for a 40-year-old man who engaged in sexual activity with his three sons. Th e thought stopping technique reduced his incestuous thoughts from an unspecified high frequency to one to two a week. The assertiveness training was then conducted for a month, three times a week. After this training he reported responding assertively with his wife and in a variety of other situations. He also reported no sexual activity with his sons and an increase in sexual activity with his wife. The author points out that role reassignment, one of the major goals of family therapy, may have been an important result of the successful assertiveness training.

Harbert et al. (1974) used covert sensitization to eliminate incest behavior in a 52-year-old male. Deviant scenes were first paired with nauseous scenes for five scenes, but this treatment proved to be ineffective. The deviant scenes were then paired for 10 sessions with the image of being discovered by significant others, e.g., wife, priest. Self report card-sort and penile circumference measures indicated a high level of appropriate sexual arousal and no deviant sexual arousal at the end of treatment. Follow-up and booster sessions were conducted at two weeks, three months, and six months. Although there was an increase in deviant arousal on both assessment measures at three months, no deviant arousal was evident at six months.

Covert sensitization was the primary treatment method used for a 34-year-old incestuous pedophiliac who was arrested for indecent exposure (Brownell & Barlow, 1976). The first phase of treatment involved covert sensitization for exhibitionistic scenes while phase two consisted of covert sensitization for exhibitionism and sexual contact with his daughter. Weekly marital sessions that concentrated on improving communicadon were held during an 11-week follow-up phase. Treatment success was indicated by a decrease in deviant sexual arousal and an increase in appropriate sexual arousal as measured by a card-sort technique; self-report of sexual urges and thoughts of the daughter and exhibitionism decreased to almost zero and was maintained at the zero level at an 11 week follow-up.

Levin, Barry, Gambaro, Wolfinsohn, and Smith (1977) used variations of covert sensitization paired with aversion relief to eliminate deviant sexual arousal and behavior in a 39-year-old male who had engaged in incest. The four phases of treatment included: (1) conventional covert sensitization; (2) covert sensitization plus valeric acid; (3) covert sensitization paired with psychologically aversive imagery; and (4) covert sensitization associated with mixed imagery. Significant improvement occurred with the covert sensitization plus valeric acid, and the covert sensitization plus psychologically aversive imagery phase of treatment. However, there was no control for order effects. Improvement was determined by a decrease in self-reported attractiveness of young women and an increase in the attractiveness of adult women. Similar trends were shown with the penile circumference measures. Positive changes also occurred in the depression and social introversion scales of the MMPI. These changes were maintained at a 10 month follow-up.

The specificity of the goal of changing sexual arousal lends itself readily to the techniques of behavior therapy, which may be one factor in behavioral treatment success with the male incestuous abuser. However, the reason for the dearth of behavioral literature pertaining to the victim is unknown. A possible explanation for this finding is that the behavior therapist is more likely to treat the child's specific problem resulting from the abuse, e.g., depression, truancy, phobia, rather than the etiological factors involved in the disorder.

Recent behavioral studies indicate that multicomponent treatment directed at multiple goals may be more effective than solitary treatment techniques (Brownell, Hayes, & Barlow, 1977; Miller & Haney, 1976). Such a trend seems particularly applicable to the complex problem of incestuous child sexual abuse.


Family Therapy

The family therapy literature indicates mixed results in the treatment of heterosexual and homosexual incest (Eist & Mandel, 1968; Gutheil & Avery, 1977; Langsley et al., 1968; Machotka, Pittman, & Flomenhaft, 1967; Molnar & Cameron, 1975). Family therapy that has produced successful results has focused on altering the enmeshed nature of the family system through redefinition of roles, clarity of communication, and differentiation of each family member as a separate person (Eist & Mandel, 1968; Machotka et al., 1967). In a few family therapy cases, incest could not be eliminated through therapy, with the result that the sexually abused child was removed from the family (Molnar & Cameron, 1975). In some cases this may not be an effective approach to the problem, for in father-daughter incest if younger daughters remain in the family, it is likely that incest will recur with the next daughter (Meiselman, 1978). Rather than removing the victim or the abuser from the family system, several authors have stressed the importance of keeping the family together so that rehabilitation of the abuser as well as facilitation of adaptive parent-child relationships will develop. However, a major practical problem in family therapy for incest is the difficulty in motivating the entire family to enter therapy. In addition, even if the family initially makes a commitment to therapy, members often discontinue treatment after a few sessions (Gutheil & Avery, 1977). The equivocal results of family therapy may be due to the fact that in some cases disclosure of the incestuous behavior often disrupts the family structure to such a degree that individual and/or marital therapy may be required before family therapy can be successfully implemented (Giarretto, 1976).


Other Therapies

Marital Therapy. Awad (1976) effectively employed marital therapy in a case of homosexual incest. The 46-year-old father had engaged in genital fondling as well as oral and anal intercourse with his 14-year-old son. A pathological marriage was diagnosed as the main problem precipitating the incest. The son had problems in academic performance, truancy, and trespassing occurring before and at the time of the incest. Eight conjoint sessions were conducted with the following goals: (1) stop the father's drinking; (2) control the father's temper; (3) discipline the children together; (4) have the wife help the husband feel more wanted at home; and (5) improve the communication between husband and wife. The author indicated that the positive client-therapist relationship, and the active role of the therapist were components integral to change. Results of treatment, obtained through verbal report, indicated that the husband had stopped drinking and was spending more time at home. The son's behavior improved at home and his truancy was reduced. Once a month sessions were held to maintain this progress.

Residential Treatment Bender and Blau (1937) reported the earliest extensive study of incestuous and nonincestuous child sexual abuse. Eleven females and five males, ages five to twelve, were hospitalized in a children's psychiatric ward following sexual relations with adults. The children exhibited the following reactions to the sexual experience: seven had no apparent acute behavioral or emotional reaction; three tended to revert to infantile sex practices and engage in excessive masturbation and exhibitionism; three were bewildered and preoccupied; three became pessimistic and superficially bold and sophisticated, exhibiting a misanthropic attitude. Several children also exhibited academic difficulties, truancy, hyperactivity, and general restlessness. However, it cannot be determined whether these problems contributed to the sexual behavior or resulted from the behavior. Treatment focused on relief of acute symptoms and consisted of three major components: sexual issues were discussed openly with the children; sexual energies were directed toward more age-appropriate intellectual and play activities; and the child's needs for attention and affection were met in a more adaptive way through adults in the environment. In cases where the substitute activities were adequate diversions, the child lost his or her sexual preoccupation. Constant supervision and prolonged institutionalization were provided for those children whose sexual problems were only part of a larger disorder, e.g., hyperkinesis, psychopathic personality.

Browning and Boatman (1977) presented 14 cases of incest seen in an outpatient clinic. The clients were 13 females and one male, ages four to 15. The most common presenting problems were school and behavior problems. The children had the following reactions to the incest: somatic symptoms; anxiety, fearfulness; refusal to sleep alone; running away, sexual promiscuity; depression; immersion in religion; anger; ambivalence toward both parents; rationalization of the father's behavior. Treatment was recommended for 13 of the 14 cases, but this recommendation was followed in only nine cases. Family therapy was recommended in two cases. Two children were placed outside the home in addition to receiving therapy. Individual treatment and work with the mother were recommended for the remaining nine children. Results for six of the cases, collected six months after the children were evaluated at the clinic, indicated that three females who had terminated treatment on their own were symptomatically improved, two children were improved and had terminated treatment at the recommendation of the therapist, and one child who had not received treatment reported that her sleep problems were no longer present. Several of the mothers who had been depressed were also improved.

Treatment of the immediate effects of child sexual abuse appears to be very individualized. Both Browning and Boatman (1977) and Bender and Blau (1937) emphasized the importance of individual assessment of the child's reaction to the sexual abuse.


ISSUES IN THE PREVENTION AND TREATMENT OF Incest

Presenting Problems

Victims of incest often have difficulty disclosing the incestuous behavior. Therefore, the clinician must be aware of a variety of presenting problems that may indicate incestuous activity has occurred. Young children often present complaints of a medical nature such as stomach problems, insomnia, or attentional problems (Brant & Tisza, 1978; Kaufman, Peck, & Taguiri, 1954). Other acute reactions include guilt and depression (Kaufman et al., 1954; LaBarbera, Martin, & Dozier, 1980; Meiselman, 1978; Sloane & Karpinski, 1942; Tessman & Kaufman, 1969), promiscuity (Brant & Tisza, 1979; Kaufman et al., 1954; Lukianowicz, 1972; Sloane & Karpinski, 1942), learning difficulties (Kaufman et al., 1954; Tessman & Kaufman, 1969), and hysterical seizures (Goodwin et al., 1979; Gross, 1979). Adolescents may act out by running away from home and/or engaging in delinquent behavior (Brant & Tisza, 1978; Robey, 1969).

Long-term effects of father-daughter incest include psychosomatic complaints, sexual fears, depression, and hostility (Barry & Johnson, 1958; Gross, Doerr, Caldirola, Guzinski, & Ripley, 1980; Medlicott, 1967; Meiselman, 1978). Deficient ability to establish adaptive heterosexual relationships has been reported as a frequent long-term effect of father-daughter incest. Peters (1976) reported two cases of psychosis which he linked to the victims' childhood incest experiences with their fathers. The paucity of research on long-term effects of incest may be partially explained by the difficulty in establishing a direct cause and effect relationship between the incest and psychopathology many years later. The same maladaptive environmental conditions (e.g., undifferentiated family system) that create the incestuous relationship may also be the cause of the victim's problems as an adult, rather than the incest experience itself. The way in which the incest is interpreted by the victim and his or her family may also affect whether serious problems will occur, since in a number of cases no serious aftereffects have been reported (LaBarbera et al., 1980; Lempp, 1978).


High Risk Factors

The following conditions that predispose certain families to incest have been identified to facilitate recognition of a potentially pathological family system before it becomes incestuous: (1) the occurrence of incest in either parent's family of origin increases the possibility of incest in the current family situation (Brant & Tisza, 1978; Meiselman, 1978); (2) an unsatisfactory marital sexual relationship in which the wife is sexually inaccessible to her husband (Cormier et al., 1962; Ebner, 1937; Kaufman et al., 1954; Lustig et al., 1966; Weiner, 1962); (3) frequent absence of the same-sex parent, particularly in the evening (Brant & Tisza, 1978; Browning & Boatman, 1977; Gentry, 1978; Meiselman, 1978); (4) any condition that reduces impulse control, such as alcoholism, psychopathy, psychosis, or subnormal intelligence (Brant & Tisza, 1978; Browning & Boatman, 1977; Meiselman, 1978); (5) the eldest daughter has been coerced into adult responsibilities and consequently a role reversal between mother and daughter is evident (Browning & Boatman, 1977; Dixon et al., 1978; Lustig et al., 1966). Gentry (1978) has stated that the most important predictor of incest is the parent's poor self concept and poor sexual identification. The abuser may be uncertain of his or her ability to relate to other adults and therefore turns to his or her children. “If the individual's negative self concept sustains even one ego deflating crisis, he or she may seek approval through sexual means from someone who cares, even a child “ (Gentry-, 1978, p. 362).


Legal Issues

A discussion of the treatment of incestuous child sexual abuse would be incomplete without consideration of the legal issues involved. All states have child abuse laws which require that sexual abuse be reported (Summit & Kryso, 1978). The penalties for incest in the United States range from a $500 fine and/or a 12-month prison term in Virginia to imprisonment from 1 to 50 years in California (Giarretto, 1976). The abuser can be imprisoned and/or required to enter therapy depending upon the particular offense and other variables, e.g., previous offenses, motivation for change. The legal issues surrounding child sexual abuse create problems in two areas of treatment: (1) expeditious implementation of the most effective treatment of each person involved (the victim, the abuser, or the entire family) is sometimes impeded by the legal process, and (2) it is necessary to determine the demand characteristics of court referrals for treatment and therapy implemented during imprisonment, which may result in questionable “successes.”

When incestuous child sexual abuse is reported to the authorities, the focus is placed on the abuser, who is typically a male. As a consequence, “the typical response is not therapeutic but legal, and all efforts are directed toward building a case for the prosecution of the offender. The abuser usually responds by retaining counsel, and he is often advised not to discuss the events or situation with anyone; thus, meaningful treatment is precluded” (Walters, 1975, p. 133). If the abuser appears motivated and enters therapy, the charges against him may be dropped or his case removed from the court system. As a result, the abuser may enter therapy for the short period of time required by the court and then terminate therapy and return to his previous behavior.

As in rape cases, the burden of proof for incestuous activity is placed on the victim. This, in itself, has potential for exacerbation of psychological damage caused by the abuse. The victim of incest is often caught between the protective agency, the courts, and his or her family. In addition, the father (in cases of father-daughter or father-son incest) who has been charged with sexual abuse may feel betrayed by his daughter or son. The victim may then bear the brunt of the father's hurt and anger, as well as being the target of any resentment and anger felt by the mother and siblings for causing the loss of the father from the family. Brant and Tisza (1978) have pointed out problems in case management and have offered suggestions for protection and treatment of the child. These suggestions include continued education and therapy for both the child and the family, even if the child has been placed outside the family for his or her own protection. In addition, court proceedings can be traumatic for the child and other family members; the trauma can be minimized by providing support and information about the proceedings. The way in which professionals, particularly therapists and lawyers, handle the case can have a significant effect on the child and other family members.


Conclusions

The incestuous child sexual abuse treatment literature is replete with methodological problems such as insufficient control of extraneous variables, inadequate measures including anecdotal treatment outcome evidence, small samples, and lack of follow-up data. Therefore, the state of the art of treating incestuous abusers and victims is insufficiently developed to dictate which treatment is most effective. However, the purpose of this review is not to indicate one best treatment, but to examine therapeutic interventions which may have potential, singly or in combination, for the treatment of incest. A combination of treatment strategies that appears to have considerable potential is behavior therapy to change the father's sexual arousal to his daughter, marital therapy to improve the husband-wife relationship, and family therapy for all family members. Although the choice of treatment is dependent upon a careful assessment, Giarretto (1976) has suggested the following sequence of interventions in a comprehensive treatment program: individual counseling for the child, mother, and father; mother-daughter counseling; marital counseling, which becomes essential if the family chooses to remain together; father-daughter counseling; family counseling; and group counseling. It is apparent that a high degree of motivation is necessary for the incestuous family to complete this type of extensive treatment.

Although research is needed on many aspects of incestuous behavior, the literature is particularly lacking in delineation of treatment strategies for the long-term effects of incest. It is hoped that this review will stimulate further clinical research in both the prevention and treatment of incestuous child sexual abuse.
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* This chapter is based on a more extensive chapter in Sgroi, Suzanne M., A Handbook of Clinical Intervention in Child Sexual Abuse, Lexington, Massachusetts: Lexington Books, 1982.
Family Treatment means family therapy to many helping services professionals. They further assume that family therapy is the treatment of choice for incest cases, that it should begin immediately whenever possible, and that family treatment is not indicated for other types of child sexual abuse. These are all misconceptions. Some degree of family treatment is nearly always indicated in both intrafamily and extrafamily cases. Instead of limiting therapeutic intervention to family therapy, a variety of treatment modalities should be employed with families of children who have been sexually victimized. When family therapy is utilized, it should be employed in conjunction with other treatment modalities and should not begin until individual therapeutic relationships have been established with key family members.

This chapter first addresses the type and degree of family treatment required by the various types of child sexual abuse cases. Then the treatment needs of the incestuous family and various family-treatment modalities are described. The concluding sections of this chapter discuss development of family treatment programs and treatment outcomes. Readers are referred to A Handbook of Clinical Intervention in Child Sexual Abuse (Sgroi, 1982) for a detailed description of working with involuntary clients and the psychosocial equivalent of total life support—both key concepts in family treatment of child sexual abuse.

My suggested approach to family treatment is based on observations and experience drawn from approximately 600 cases of child sexual abuse for which I have provided direct services or consultation since 1972. These cases presented in various settings: the hospital emergency room, a walk-in venereal disease clinic, and a pilot child sexual abuse treatment program operated by the Connecticut Department of Children and Youth Services from 1977–1979** In addition to serving as program developer for the above family treatment project, I have frequently been asked to evaluate cases of child sexual abuse and to provide consultation to the police and child protective services staff. Despite the multiple referral sources, there have been far more similarities in presenting characteristics, ongoing dynamics and responses to intervention than differences in these cases. Nevertheless, in view of the recent rapid expansion and development of knowledge about child sexual abuse, I would advise other helping services professionals to test the following approach and recommendations for family treatment in the light of their own case experience.

** Supported in part by a grant from the National Center for Child Abuse and Neglect. Department of Health and Human Services (NCCAN 90-C-399).

Indications for Family Treatment


Assessment of Family Contribution

A family assessment should be conducted in every validated case of child sexual abuse regardless of the identity of the perpetrator. Although a lengthy assessment process may not be necessary, the strengths and weaknesses of every family member should be identified as they may contribute to intervention outcomes. The family's contribution to the sexual abuse must also be assessed. Was the child's victimization a capricious event with an unknown outside perpetrator whose access to the child was accidental, totally unforeseeable and completely beyond the control of the parents or guardians? Although incidents of this type do occur, they are exceedingly rare. Instead, most cases of child sexual abuse involve perpetrators who are known to the child and interactions which are, in large measure, predictable and preventable. Assessing the type and degree of family contribution to the child's sexual victimization is key to determining indications for family treatment. The following issues should be examined for all cases.

 1. Poor supervision. Often children are sexually abused because of poor supervition by their parents or caretakers. In other words, the chiid is placed at risk for sexual abuse through the omission of a responsible adult. For example, a child who lives in a home where adults are frequently engaging in sexual activity with multiple caretakers is at great risk for sexual abuse, even if the caretaker has no intention of involving the child. The youngster's exposure to many adults who are engaging in casual sexual encounters with his or her parent or guardian is confusing at best, but may be downright dangerous since transient sexual partners are less likely to observe usual societal limits.

A n example of poor supervision outside the home involves parents who permit young children to frequent public places such as restaurants or bars, especially at late hours and unaccompanied by a responsive caretaker. Parents who do not screen and set limits on their children's playtimes, playmates and play areas are also exercising poor supervision. This is not to say that parents or guardians can or should exercise direct oversight of their school-age children on a 24 hour basis. However, many cases of child sexual abuse are occurring within a milieu of complete parental abdication of supervisory responsibility. Such children are likely to be perceived by their parents as “able to take care of themselves,” even at ages five or six years.

Whenever poor supervision inside or outside the home has contributed to the sexual abuse of a child, parental assumption of appropriate supervisory responsibility becomes a family treatment issue. The odds are that a pattern of lack of parental supervision will be present rather than an isolated lapse. It is also likely that changing the pattern will require more than simply calling attention to the problem. Role modeling by the therapist and peer group reinforcement after discussion and demonstration of appropriate parental supervision will usually be required for significant change to take place. If it does not, the child may be sexually abused again.

 2. Poor choice of surrogate caretakers or babysitters. Children are often sexually abused by surrogate caretakers or babysitters. Again, it is the responsibility of parents and guardians to select individuals who will be responsible for their children with great care. Complaints of sexual abuse of a child by mother's boyfriend who is left to care for the youngster while mother goes shopping or to work occur too frequently to be ignored. Adolescents are often used as babysitters for children with no thought given to the fact that adolescence is a stage of intense sexual curiosity and exploration. If appropriate limits are not set and enforced, adolescent babysitters often invite their friends to them company” while they are ostensibly taking care of children. Sometimes a friend will instigate the sexual abuse of the child unbeknownst to the babysitter. Other times, the babysitter and friend(s) will jointly engage in sexual abuse of their charges. Of course, a related or unrelated babysitter may also sexually abuse a child by himself or herself. Adolescent males are generally inappropriate persons to be chosen as babysitters because, in addition to all the tendency toward sexual exploration associated with that developmental stage, society places fewer inhibitions on aggressive behavior in males than in females.

Child sexual abuse by a surrogate caretaker or babysitter also becomes a family treatment issue. The parent or guardian must accept responsibility for entrusting the child to this person and/or for not setting appropriate limits about visitors to the caretaker or babysitter. If the caretaker or babysitter is a family member or occupies a parental or familial role for the child (e.g., sibling or mother's boyfriend), this issue is further complicated by all the dynamics of intrafamily child sexual abuse.

 3. Inappropriate sleeping arrangements. Sometimes the choice of sleeping arrangements for family members will be a contributing factor in child sexual abuse. The practice of “doubling up” children of the opposite sex to sleep together in the same bed or even in the same room also creates an unnecessary risk of inappropriate sexual activity. When there is a significant age disparity between them, sexual abuse of a younger child by an older sibling or cousin may also occur. As Laury (1978) points out, this practice is not limited to lower class families who sleep under crowded conditions because of poverty. Middle class parents may consolidate family sleeping arrangements in order to free a bedroom for use as a family room or den. Whatever the reason, when children of the opposite sex who are agemates regularly sleep together, a level of intimacy is fostered which places them at higher risk for sexual activity with each other. When a younger child sleeps with an adolescent sibling of the opposite sex, he or she is placed at risk for forced or pressured sexual victimization by the adolescent.

Inappropriate sleeping arrangements are an obvious treatment issue which may be difficult to resolve because of associated dynamics. In all probability, the parents' choice to permit inappropriate sleeping arrangements is associated with blurring of role boundaries within the family (see item 4 below).

 4. Blurred role boundaries.
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