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ABSTRACT 

The purpose of the current project was to develop a webinar to support the training of mental 

health professionals to work competently with the widespread phenomenon of childhood sexual 

abuse.  A review of the literature suggests that the scope of CSA is broad, however, there is 

much more to be known about the unique challenges families face as they support their affected 

child.  Survey results gathered as part of this project revealed several trends: MHPs do not 

receive specialized training in CSA matters, MHPs feel unprepared for working with families of 

sexually abused children (FSAC), and various sociocultural factors potentially relevant to 

treating FSAC were identified.  This project focused specifically on the needs of families of 

sexually abused children by creating an introductory webinar training for mental health 

professionals that presents information relevant to working with families of sexually abused 

children, with particular attention to sociocultural and strengths-based perspectives.  After an 

introductory webinar was developed, evaluation of the webinar training content revealed that it is 

best suited for early-career MHPs.  Evaluation of the webinar training further indicated it was 

informative, focused, specialized for FSAC, and beneficial.  While several limitations have been 

identified, the study has broadened the scope of current training by emphasizing the importance 

of family systems, sociocultural, and strengths-based approaches in the treatment of child sexual 

abuse.  Creating an introductory webinar resource for training MHPs working with FSAC is a 

preliminary step towards increasing the educational resources available online for this 

underserved population. 
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Chapter 1: Introduction to Child Sexual Abuse 

The sexual abuse of children is an all-too-common occurrence across the globe that 

transcends race, socioeconomic status, and cultural background (Pereda, Guilera, Forns, & 

Gómez-Benito, 2009; Sanjeevi, Houlihan, Bergstrom, Langley, & Judkins, 2018).  Despite the 

high prevalence rates of child sexual abuse (CSA) and its association with sexual re-

victimization in adulthood (Classen, Palesh, & Aggarwal, 2005; Hillberg, Hamilton-Giachritsis, 

& Dixon, 2011) as well as a range of mental health difficulties and behavioral problems, the 

mental health field continues to face challenges in meeting the needs of these populations 

(Kenny & Abreu, 2015; Perez-Fuentes et al., 2013).   

Although professional activities vary widely amongst mental health professionals 

(MHPs) including counselors, psychologists and social workers, these individuals share a unique 

position in society with regard to matters of child sexual abuse.  Mental health professionals, as 

mandated reporters, are involved in gathering, documenting, and managing sensitive client 

information.  Moreover, professional activities and clinical duties include gathering of 

psychosocial histories as well as obtaining information related to current functioning and 

symptomology.  Oftentimes, childhood histories of emotional, physical, sexual abuse, or neglect 

(and the subsequent development of psychological and behavioral problems) are at the root of 

many clients’ presenting problems (Peterson & Urquiza, 1993).  Kenny and Abreu (2015) 

indicate that sexual abuse victims account for more than half of all individuals in the United 

States who receive mental health counseling and the relationship between child sexual abuse and 

utilization of mental health services is well established (Read, McGregor, Coggan, & Thomas, 

2006; Sanjeevi et al., 2018).  Further, it is common for mental health professionals to encounter 

clients with either a childhood history of abuse or neglect, or a suspicion of or actual evidence of 
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current abuse (Kenny & Abreu, 2015; Peterson & Urquiza, 1993).  Thus, mental health 

professionals are involved in the detection of abuse, treatment of children and adults with sexual 

victimization histories, and are placed in direct contact with perpetrators and families of sexually 

abused children (Kenny & Abreu, 2015).  Additionally, mental health professionals are 

oftentimes the first to come into contact with a victim or a family member and the 

responsibilities of a mental health professional mirror those of first responders; they play a vital 

role in diminishing acute distress and potential safety risks of involved parties (Kenny & Abreu, 

2015; Kitzrow, 2002; Read et al., 2006).    

Mental health professionals are critically influential in decreasing the immediate, acute 

effects of child sexual abuse; they are involved in conducting proper assessment of trauma 

histories, informing best course of treatment, directing access to resources, and they can also 

influence public policy and research (Kenny & Abreu, 2015).  Although one may expect that 

mental health professionals are well trained in obtaining thorough trauma histories, responding to 

abuse disclosures, and conceptualizing cases with histories of sexual victimization, literature 

suggests that there is a strong need for mental health professionals to obtain specialized training 

in child sexual abuse matters (Kitzrow, 2002; Read et al., 2006).  Commentary from research on 

CSA topics asserts that this need for more specialized CSA training exists due to few mental 

health professionals’ exposure to any training in child sexual abuse during their formal education 

(Kitzrow, 2002).  Read and colleagues (2006) suggest that trainees in the field of mental health 

possess their own personal barriers to asking about abuse; these include: concerns about 

upsetting clients, vicarious traumatization, inappropriate fears of inducing ‘false memories,’ 

inaccurate assumptions about some diagnoses (e.g., psychosis) being unrelated to abuse, rigid 

adherence to a bio-genetic paradigm, and assumptions that CSA is less relevant to males and 
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older people.  Literature suggests that mental health professionals increase their individual 

knowledge base, including knowing the definitions, dynamics, and effects of child sexual abuse; 

strengthen their clinical skills in assessment; increase awareness and understanding of how 

contextual (environmental) and developmental factors affect the experience of child sexual 

abuse; obtain specialized training to provide effective clinical intervention for children and their 

families; and receive ongoing education that is unique to child sexual abuse phenomena (Kenny 

& Abreu, 2015; Peterson & Urquiza, 1993; Read et al., 2006).  By incorporating more formal 

training of child sexual abuse, mental health professionals’ curricular and clinical development 

will be enhanced, and earlier exposure and training can potentially help break the silence of 

CSA.  Due to the widespread prevalence of child sexual abuse, the profound impact on mental 

health, the complexity of treatment issues, and ethical considerations that may arise when mental 

health professionals are not adequately trained to treat these issues, providing specialized 

training is critical.  Kitzrow (2002) suggests that serious ethical issues may arise when mental 

health professionals are lacking in adequate CSA training and that mental health professionals 

with training deficits may cause harm by practicing outside the boundaries of their competence.   

The need for proper mental health professionals’ training is supported by the long list of 

negative consequences associated with CSA.  There is also strong research support indicating 

that child sexual abuse is a significant risk factor for a variety of psychological difficulties and 

behavioral issues (Classen et al., 2005; Hillberg et al., 2011; Lalor & McElvaney, 2010).  This 

suggests that although people may not seek specialized services for child sexual abuse, 

individuals, families, and perpetrators may present in therapy with symptoms, disorders, and 

dysfunction that is related to ongoing, previous or suspected child abuse.  Thus, the likelihood of 

mental health professionals having to deal with issues pertaining to child sexual abuse is high.  In 
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addition to the various psychological, emotional, cognitive, social, and behavioral problems 

associated with sexual victimization, there are substantial and increasing economic costs 

attributed to CSA victims. Letourneau, Brown, Fang, Hassan and Mercy (2018) estimate the 

average lifetime cost of each nonfatal female victim of child sexual abuse to be upwards of 

$280,000; the study reported having insufficient information to provide an estimated average 

lifetime costs of nonfatal male victims of child sexual abuse.  Therefore, the treatment for all 

child abuse, including CSA, can potentially cost more than other significant health conditions, 

including stroke and type 2 diabetes (Fang, Brown, Florence, & Mercy, 2012).  The need for 

properly addressing CSA needs can thus be considered a public health concern. 

Additionally, media sources continue to provide coverage of sexual crimes against 

children, supporting the claim that it garners significant public attention both in with the 

domestic and international arena.  Despite the news coverage and social concern for the welfare 

of children, difficulties establishing accurate prevalence rates and definitions of child sexual 

abuse persist.   

Prevalence Rates  

Accuracy of child sexual abuse prevalence rates continuously remains in question, as 

estimates vary enormously; 2% to 62% depending on the definition and sampling method used 

(Hunter, 2006).  Stoltenborgh, Van Ijzendoorn, Euser, and Bakermans-Kranenburg (2011) 

suggest an estimated average worldwide prevalence of child sexual abuse to be 11.8%.  Three 

meta-analyses published within the last decade, which examined studies published between 1982 

and 2009, suggest that global prevalence rates of CSA range between 7.6% and 8.0% among 

males and 15.0% and 19.7% among females (Sanjeevi et al., 2018).  Other journal articles 

indicate a national prevalence rate of 10.14%, with 24.8% found in men and 75.2% in women, 
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whilst other studies indicate that 16% of men and 25% to 27% of women report the experience 

of childhood sexual violence (Sumner et al., 2015).  The variation in prevalence rates largely 

depends on the definition of sexual abuse being used, population sampled, data collection 

methods, response rates, as well as other methodological and cultural factors (Haugaard & 

Emery, 1989; Hunter, 2006; Sanjeevi et al., 2018).  Due to the lack of consistency and cohesive 

information regarding CSA prevalence rates and definitions, there are likely varied perceptions 

of the scope of the problem as well as a variety of approaches to clinical assessment and 

treatment.  

Disclosure of Child Sexual Abuse  

One of the many critical components necessary to thoroughly understand the complexity 

of child sexual abuse is the nature of reporting and disclosure.  Somer and Szwarcberg (2001) 

indicate four variables affecting disclosure: psychological variables (e.g., distortion of 

oppression, guilt, self-blame, helplessness, emotional attachment); family variables (e.g., loyalty, 

obedience, integrity); social variables (rejection from others, mistrust of judicial system, 

publicity); and trauma-related variables (e.g. intensity of traumatization).  With regard to who 

receives disclosures, mothers and peers were the most common recipients of disclosure (Malloy, 

Brubacher, & Lamb, 2011; Somer & Szwarcberg, 2001), with 15.1% of cases being reported to 

authorities (Easton, 2013) and an even more miniscule number (8.3%) of individuals talking to 

professionals about the abuse (Pribe & Svedin, 2008).  Factors that may influence the variance in 

disclosures are many: shame; stigma; relationship to perpetrator; not being believed by others; 

and safety concerns (Collin-Vezina, De La Sablonniere-Griffin, Palmer, & Milne, 2015). 

Delayed disclosures are common among males and females who have been sexually abused 

(Easton, 2013).  Studies attempt to understand disclosure patterns, including the apparent gender 
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differences in rates of both early and delayed disclosure.  Easton (2013) discusses 46% of males 

(compared to 71% of females) disclosed their abuse, suggesting that male survivors delay 

disclosure well into adulthood.  Hunter (2006) adds that men are reluctant to disclose sexual 

abuse due to fears of being labeled as homosexual or deviant, which may partially explain the 

considerably underreported instances of sexual abuse for men.  In addition to gender, some 

studies have shown that age may be correlated to disclosure of abuse (Sjöberg & Lindblad, 

2002).  More specifically Sjöberg & Lindblad (2002) assert that young age at time of first abuse 

experience tends to correlate with non-disclosure, longer delays in disclosure, and non-

intentional disclosure.  Gender and age differences in disclosure rates illuminate the nuanced 

complexities and varying responses to disclosures of child sexual abuse.  Due to these and 

additional internal and external factors influencing disclosure, as well as the fact that many child 

sexual abuse incidents are never disclosed (McElvaney, 2013; O’Donohue & Geer, 2009), it can 

be said that the prevalence rates of child sexual abuse are largely under-represented.  Given the 

interwoven and complex nature of mitigating factors related to child sexual abuse disclosure, it 

remains imperative that mental health professionals obtain the proper training and demonstrate a 

high level nuanced knowledge and cultural understanding of the phenomena in order to reduce 

the sequelae associated with disclosure of child sexual victimization.  

Definitions of Child Sexual Abuse 

In addition to the variance of disclosure rates, some of the variability in reported 

prevalence rates may be due to the lack of a consistent definition of child sexual abuse. 

Definitions vary based on the inconsistent criteria of whether physical contact is required, 

maximum age of the victim, minimum age of the perpetrator, minimum age difference between 

the victim and perpetrator, and whether only unwanted experiences are considered (Haugaard & 



	 	 7   

Emery, 1989).  In a quantitative review of studies on childhood sexual abuse, researchers found 

that definitions that are restricted to intercourse produce lower rates than those that include other 

forms of sexual assault (Hamby & Koss, 2003).  Research has also introduced the notion of 

cultural differences of child sexual abuse definitions, adding to the complexity of defining, 

disclosing, reporting, and adequately capturing the phenomenon of childhood sexual abuse in the 

United States.  Whilst no significant differences have been found defining child sexual abuse 

amongst white Americans, African Americans, and Hispanic Americans (Lowe Jr., Pavkov, 

Casanova, & Wetchler, 2005), it is a noteworthy consideration to understand the lack of a 

singular definition of child sexual abuse that is consistent across cultures.  From an empirical 

perspective, the need for producing a common definition of CSA is great.  However, cultural 

notions of what constitutes abusive behavior may vary, making it difficult to arrive at a singular 

definition of child sexual abuse that is consistent across cultures.  Given that the literature also 

points to the notion that children are more likely to be victimized by someone they know rather 

than a stranger and that family violence or safety risks prevent disclosure of abuse (Tapia, 2014), 

it is important to understand how sexual abuse can affect the child’s larger social context; 

parents, siblings, community members, teachers, and even individuals who may know both the 

child and perpetrator may experience some degree of distress (Alaggia & Kirshenbaum, 2005; 

Somer & Scwarcberg, 2001).  Thus, child abuse is a widespread phenomenon in which multiple 

parties are affected and require understanding, personalized support, and targeted therapeutic 

interventions.  

Since The Child Abuse Prevention and Treatment Act was signed into law in 1974, there 

has been a notable mobilization of social services, mental health, educational, and legal systems 

to address the challenges in prevention and treatment of child sexual abuse matters (Peterson & 
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Urquiza, 1993).  Despite the catalyst of the passing of the 1974 act, it appears that the majority of 

efforts have focused on prevention rather than treatment or training efforts (Finkelhor, 2009).  

Still, literature that addresses the complex issues related to CSA continue to support continued 

preventative efforts, and make little to no mention of training efforts for mental health 

professionals (Collin-Vézina, Daigneault, & Hébert, 2013).  Although prevention programs have 

been increasingly more effective since the 1980’s surge (Topping & Barron, 2009), what may 

come as a result of a focus on prevention rather than training or treatment is the inadvertent 

negligence, lack of resources, and treatment models that may be insufficient to those who have 

been victimized (O’Donohue & Geer, 2009).  As a result, victims who come into contact with 

mental health professionals may find that providers are lacking in knowledge, training and 

resources for handling CSA related matters (Kenny & Abreu, 2015; O’Donohue & Geer, 2009; 

Peterson & Urquiza, 1993).  Overall, the lack of convergent CSA data raises the need for greater 

specificity and understanding for how CSA is understood, defined, and studied.  In turn, the 

evolution of CSA definitions also effect how mental health professionals understand, prepare, 

and treat CSA related matters. 

Types of Child Sexual Abuse 

The World Health Organization (WHO) states:  

Child sexual abuse is the involvement of a child in sexual activity that he or she does not 
fully comprehend, is unable to give informed consent to, or for which the child is not 
developmentally prepared and cannot give consent, or that violates the social taboos of 
society.  Child sexual abuse is evidenced by this activity between a child and an adult or 
another child who by age or development is in a relationship of responsibility, trust or 
power, the activity being intended to gratify or satisfy the needs of the other person.  This 
may include but is not limited to: the inducement or coercion of a child to engage in any 
unlawful sexual activity; the exploitative use of a child in prostitution or other unlawful 
sexual practices; and the exploitative use of children in pornographic performance and 
materials. (World Health Organization, n.d.)  



	 	 9   

Child sexual abuse does not need to include physical contact between a perpetrator and a 

child.  Some forms of child sexual abuse include: obscene phone calls, text messages, or digital 

interaction; fondling; exhibitionism, or exposing oneself to a minor; masturbation in the presence 

of a minor or forcing the minor to masturbate; intercourse; sex of any kind with a minor, 

including vaginal, oral, or anal; producing, owning, or sharing pornographic images or movies of 

children; sex trafficking; and any other sexual conduct that is harmful to a child's mental, 

emotional, or physical welfare.  Child sexual abuse may inadvertently warrant restrictive 

definitions as each term (i.e. “child”, “sexual,” and “abuse”) individually, has specific demand 

characteristics embedded into the definition.  For example, as Tromovitch and Rind (2008) 

illustrate, the term “child,” which by definition is a prepubescent person, may imply that in most 

cases of CSA, the victim is under 12 years of age, where in reality many studies include the 

experiences of 15-, 16- and 17-year-olds.  Moreover, the term sexual may take on a rigid 

definition of physical contact within the definition, though many studies include non-contact 

experiences under the umbrella of CSA, including voyeurism, exposure, and child pornography 

(Tromovitch & Rind, 2008; Peterson & Urquiza, 1993).  Atzemis, Giardino, and McColgan 

(2015) divide the definition of child sexual abuse into two categories: physical contact activities 

or noncontact activities.  Examples of sexually abusive contact activities include sexually 

touching a child over their clothes; touching a child’s genitals with an object; touching a child’s 

genitals with a body part; making a child sexually touch another person; anal/vaginal penetration 

with a foreign object; and oral/anal/vaginal penetration with a body part.  Examples of sexually 

abusive noncontact activities are: sexual talk; asking a child to participate in sexual activity; 

exhibitionism; voyeurism (i.e., looking at a child’s naked body; asking a child to expose his or 
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her body; exposing a child to inappropriate sexual media; and engaging in sexual behaviors 

online.) 

The term “abuse” implies that maltreatment is harm-producing and unwanted, however, 

researchers have included respondents that characterize their experience as neutral, mixed, or 

positive (Tromovitch & Rind, 2008).  The rigid definition of unwanted incidents involving 

physical contact with a prepubescent person has not been used in any college or national studies 

(Tromovitch & Rind, 2008).  Given that studies have not used this restrictive definition of CSA, 

it can be deduced that definitions are variably produced and inconsistent within the literature. 

Definitions of CSA continue to evolve and now include technological advances; in updates of 

reportable abuse conduct, sending sexual images through text messages is included as a 

reportable behavior (Miller-Perrin & Perrin, 2013).  Definitions are also not restricted to non-

consensual acts, as children may be pressured to keep a family secret or reduce the likelihood of 

family violence- especially if personal safety is threatened if the child does not comply with the 

perpetrator’s demands (Alaggia & Kirshenbaum, 2005; Collin-Vézina et al., 2013).   

Reportable sexual abuse can be classified into two categories, sexual assault and sexual 

exploitation. Sexual assault includes: rape, statutory rape (when the offender is 21 or older and 

the victim is under 16 years of age), rape in concert (gang rape), incest, sodomy, lewd or 

lascivious acts upon a child under 14, or with a 14 or 15-year-old when the offender is at least 10 

years older, oral copulation, sexual penetration, and child molestation. Sexual exploitation 

includes the act of employing, using, persuading, inducing, enticing, or coercing an individual to 

engage in sexually explicit conduct for the purposes of personal gain or profit.  Sexual 

exploitation can occur online, through the use of technology, without the individual’s awareness.  
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Sexual assault indicates conduct in violation of one or more of the following: rape, 

statutory rape, rape in concert, incest, sodomy, or lewd or lascivious acts upon a child, oral 

copulation, sexual penetration, or child molestation.  Conduct described as "sexual assault" 

includes, but is not limited to, all of the following: (a) Penetration, however slight, of the vagina 

or anal opening of one person by the penis of another person, whether or not there is the 

emission of semen; (b) Sexual contact between the genitals or anal opening of one person and the 

mouth or tongue of another person; (c) Intrusion by one person into the genitals or anal opening 

of another person, including the use of an object for this purpose, except that, it does not include 

acts performed for a valid medical purpose; (d) The intentional touching of the genitals or 

intimate parts, including the breasts, genital area, groin, inner thighs, and buttocks, or the 

clothing covering them, of a child, or of the perpetrator by a child, for purposes of sexual arousal 

or gratification, except that it does not include acts which may reasonably be construed to be 

normal caretaker responsibilities; interactions with, or demonstrations of affection for, the child; 

or acts performed for a valid medical purpose or; (e) The intentional masturbation of the 

perpetrator's genitals in the presence of a child (California Legislative Information, 2019).   

For the purposes of this project, the WHO definition of child sexual abuse will be used, 

as it is more inclusive of behaviors or gestures that may be sexually abusive towards children.  

Although the definitions provided above represent various legal, academic and institutional 

criteria for defining child sexual abuse, these same definitions and criteria may not be consistent 

with laypersons’ understanding.  In addition to the pragmatic difficulties establishing a consistent 

definition of CSA, another limitation of existing research relates to the underlying assumption 

that all American ethnic and/or cultural communities share the same definition of child sexual 

abuse as other ethnic groups (Lowe Jr et al., 2005).  These difficulties contribute to the need of 
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gathering a culturally sensitive understanding of child-rearing practices within other cultural and 

ethnic groups around the world.  Sanjeevi and colleagues (2018) assert that understanding 

differences in child-rearing practices may help elucidate the differences in prevalence rates and 

attitudes toward child sexual abuse across cultures.  

Perpetrator Typologies 

 Identifying the victim-perpetrator relationship plays a major role in understanding the 

nature of child sex abuse cases (Choi, Choo, Choi, & Woo, 2015).  This is particularly important 

due to the significant impact on the duration, frequency, and/or severity of the abuse, as well as 

the victim’s coping process after the abuse (Choi et al., 2015).  The majority of child sexual 

abuse offenses are perpetrated by males (Thomas et al., 2013).  While research is lacking on 

detailed descriptions on the types relationships between child and perpetrator, most articles 

provide typologies of perpetrators that fall within the following categories: parents, male 

relatives, family acquaintances (Thomas et al., 2013).  Current literature falls short on 

distinguishing between different types of perpetrator in more detail than the categories listed 

above, and how these different relationships impact children and families differently.  More 

generally, literature asserts that the more closely related victims are to the perpetrator, the less 

likely they are to disclose CSA (Alaggia & Kirshenbaum, 2005).  Although all families of 

sexually abused children may experience a range of difficulties, one can presume that in cases of 

CSA where the perpetrator is a parent, family member, or trusted individual, families may 

experience more deleterious effects including betrayal, shame, guilt, impaired parenting abilities, 

withdrawal, and isolation.   
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Chapter 2: Review of the Literature on Families of Sexually Abused Children 

Families are affected by the sexual abuse of their children in a myriad of ways. The 

impact of CSA on families is an often neglected and underexamined portion of the CSA 

literature as well as clinical focus. The impact on families is particularly important as family 

support can be a vital component of post traumatic growth for affected children. An overview of 

sociocultural factors related to FSAC and family dynamics are introduced and discussed below.  

Intrafamilial Child Sexual Abuse 

Intrafamilial child sexual abuse exists when the perpetrator is a legal guardian or parental 

figure (biological, step-parent or longtime partner), or someone who has a close relationship to 

the child victim (Hernandez et al., 2009; Peterson & Urquiza, 1993).  Seto, Babchishin, Pullman, 

and McPhail (2015) indicate that up to one-third of child sexual abuse is perpetrated by family 

members.  Of these intrafamilial cases, fathers and step-fathers are the most common type of 

offending relative.  Mothers may also be perpetrators, however women are more commonly 

implicated in organized abuse; that is, knowing of the abuse, however, not protecting the child or 

assisting the male perpetrator (La Fontaine, 1993).   

Hypotheses related to intrafamilial child sexual abuse propose that offending fathers or 

step-fathers are likely to take on an authoritarian, patriarchal role; the marital relationship is 

aloof and characterized as low in sexual intimacy and/or high in conflict; mothers are more likely 

to be dependent on the father, financially or otherwise; and some daughters are pushed into a 

surrogate partner role, not only sexually but also with regard to intimacy and household tasks, 

such as supervision and care of younger children (Seto et al., 2015).  Clinicians and investigators 

have suggested that patriarchal attitudes and beliefs, emotional congruence with children, 

childhood difficulties with sexual abuse, poor attachment to parents, interpersonal deficits, and 
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psychopathology are important factors in explaining intrafamilial child sexual abuse (IFCSA) 

(Seto et al., 2015).  The common theme across the first four explanations is that intrafamilial 

offenders often turn to children to meet their sexual or emotional needs, possibly because they 

themselves were victims of incest which may contribute to poor establishment and maintenance 

of healthy boundaries.  The common theme across the next two explanations is that intrafamilial 

offenders are less able to pursue sexual opportunities outside the family due to interpersonal 

deficits or psychopathology and hence, their pursuits are limited to family members because they 

do not have the opportunity to offend against unrelated victims.	 

Intrafamilial sexual offending is clinically puzzling due to intrafamilial offenders 

frequently lacking antisocial tendencies and atypical sexual interests (Seto et al., 2015).  Despite 

this, there is a dearth of literature focused on characteristics of intrafamilial sexual offending.  

Intrafamilial child victims have been known to be younger than extrafamilial abused children 

(Fischer & McDonald, 1998); this appears to be a consistent finding published literature articles.  

One explanation for this finding is that younger children spend a vast amount of time in the 

home and may be more accessible to family abusers compared to older children who split time at 

home, school, and other community activities (Fischer & McDonald, 1998).  Fischer and 

McDonald (1998) also assert that intrafamilial sexual abuse undoubtedly persists for longer time 

periods of time compared to extrafamilial cases of child sexual abuse.  This difference appears 

due to the much greater likelihood that the frequency of extrafamilial sexual abuse is often 

limited to a single incident (62.4%) whereas for intrafamilial cases, 23.5% involved a single 

incident (Fischer & McDonald, 1998).  Again, some of the factors contributing to repeated 

incidences of intrafamilial child sexual abuse lie in the greater accessibility of children and 

decreased likelihood of disclosure when the offender is a family member or other trusted 
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individual.  Research also suggests that cases of intrafamilial child sexual abuse advance more 

quickly than cases of extrafamilial abuse; that is, intrafamilial offenders engage in more serious 

forms of abuse from the time of initial onset of abuse.  Fischer and McDonald (1998) discuss that 

penetration occurs earlier in intrafamilial cases whereas initial phases of extrafamilial abuse 

involve more fondling and less penetrative behavior.  Researchers also indicate that extrafamilial 

abusers use more physical and verbal force whereas intrafamilial victims suffer more physical 

and emotional injury (Fischer & McDonald, 1998).  This statistic may be due to the differences 

in intrafamilial and extrafamilial cases; intrafamilial cases involve longer duration of abuse, 

more intrusive abuse practices, and repeated, persistent patterns of abuse from their abusers.  

Instances where children are sexually abused by a parental figure, family relative, family friend, 

or any close other can be extremely confusing for the child, as adult figures are initially 

interpreted as a safe person who the child trusts instinctually.  Identifying these factors and 

family dynamics is vital to understanding how much more a child may suffer from intrafamilial 

abuse, and by extension, the difficulties families face after abuse has been disclosed.  Efforts to 

heal family wounds and recover caregiver ability to serve as resources to their children are 

critical factors for mental health professionals to consider in assessment and treatment of 

families.    

The process of grooming as it relates to child sexual abuse relates to a behaviors that 

intentionally and deliberately lower the child’s inhibitions, with the intention of preparing the 

child for sexual abuse or other exploitative, abusive behavior (Conway, 2014).  Because most 

child abuse occurs by a known individual rather than a stranger, grooming is a common element 

that precedes the abusive behavior.  Grooming can typically involve the abuser befriending the 

child and attempting to build a trusting relationship with the child with manipulation.  As an 
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example, an abuser may give the child money or other desirable objects and presents.  Once an 

adequate level of trust has been established, the abuser may begin to show pornographic images 

to the child, in an attempt to normalize the acts and behaviors the abuser would like to mimic in 

real life with the child (Conway, 2014; Tener, 2018).  Moreover, an abuser may talk about sexual 

topics, engage in physical contact, and attempt to create opportunities to have time alone with the 

child.  Threats of violence may occur, however Conway (2014) describes these threats as more 

practiced and confusing than a basic threat.   

Tener (2018) discusses the negative familial or societal reactions that must be considered 

when attempting to understand the context of how IFCSA occurs.  Involvement in a taboo secret 

such as intrafamilial child sexual abuse is a primary reason that abused children maintain 

secrecy; revealing such a secret would disrupt the entire social order (Tener, 2018).  In addition 

to delaying disclosure, like many children who have been sexually abused do, those who are 

abused by relatives also receive negative reactions to disclosure, moreso than those abused by 

strangers or acquaintances (Tashjian, Goldfarb, Goodman, Quas, & Edelstein, 2016).  Family 

dynamics and family factors that may contribute to higher risk for child sexual abuse are 

discussed in the literature; however, specific factors as they relate to cases of intrafamilial child 

sexual abuse are missing in the literature.  Tener (2018) provides information that negative 

family environments and dysfunction within the family (i.e. maltreatment) are barriers for 

disclosure in these cases, however, these are not unique to families of intrafamilial child sexual 

abuse (Collin-Vezina et al., 2013; Somer & Szwarcberg, 2001).  	

As it pertains to reactions after child sexual abuse has been disclosed, responses of non-

offending family members are more commonly talked about in the literature compared to those 

of offending family members (Tener, 2018).  Reactions that are more negative such as disbelief, 
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were noted for those victimized by relatives compared to acquaintances (Peterson & Urquiza, 

1993; Skibinski, 1994; Tener, 2018).  As the complex matter that child sexual abuse is, it is 

imperative that literature continues to explore intrafamilial abuse family factor dynamics and 

reactions to disclosure, due to this population being overlooked and under examined. 

Impact of CSA on Non-offending Family Members 

The existing body of literature suggests that the impact of childhood sexual abuse on 

family processes necessary to support the development of youth through adolescence is severe 

(Davies, 1995; Manion et al., 1996; Matsakis, 2004).  Specifically, the intervention of child 

protective services and law enforcement, while serving to protect the child, rarely addresses the 

consequences to the youth of severing a parental relationship and the associated feelings of youth 

and non-offending parental self-blame (Kendall-Tackett, 2002).  In other instances, discovery of 

youth sexual victimization serves to immobilize non-offending parents and reinforce perceptions 

of parenting incompetence and self-blame (Kendall-Tackett, Williams, & Finkelhor, 1993).  

Parents of sexually abused children experience significant levels of distress of various forms that 

occur independently of the child’s experience of problems (Davies, 1995).  While there is 

growing literature on the psychological impact of sexual abuse and sexual trauma on the child 

victims, there is a large gap in the literature for the impact on, and the needs of, non-offending 

caregivers and other family members (Banyard, Englund, & Rozelle, 2001; Hernandez et al., 

2009; Hunter, 2006).  This gap in the literature is critical given that caregiver support is a vital 

component to overall wellbeing and especially to individuals who have a victimization history 

(van Toledo & Seymour, 2016).   

The population of non-offending caregivers of traumatized children has been largely 

overlooked, despite this being a population that is at risk for elevated levels of stress (Banyard et 



	 	 18   

al., 2001).  This is reflected in the minimal amount of literature on this non-offending caregiver 

needs, and processes of a family’s posttraumatic healing process.  With the sheer number of 

individuals and families that seek mental health services and the high incidence rates of child 

sexual abuse, it is imperative that mental health professionals seek to understand the needs of this 

underserved population.  Common non-offending parental reactions to the disclosure of sexual 

abuse include: guilt regarding perceived failure as a parent; ambivalent feelings toward the child; 

ambivalent feelings toward the offender; and concerns about the investigatory and judicial 

process (Regehr, 1990; Tener, 2018).   

Families may be impacted by child sexual abuse allegations in other ways.  Family 

members may have been aware of the ongoing sexual abuse and may have had their personal or 

family’s safety threatened by the perpetrator, other family members may have been concurrently 

abused or sexually violated alongside the child, and family members may experience the 

contagion of stress after the child sexual abuse has been discovered (Banyard et al., 2001).  

Stress contagion is a commonly used term to describe the emotional phenomena of how others 

viewing or hearing of other’s stressful and or traumatic experiences can create a so-called 

contagious physiological response in the observer.  The effects of any traumatic event 

reverberate throughout the family system and a child’s greatest need for love and support may 

come at a time when the trauma itself has compromised a family’s ability to provide it (Corcoran 

& Pillai, 2008).  Parents in the throes of traumatic stress reactions may question their ability to 

adequately parent their children and to maintain family routines and roles (Hunter, 2006).   

Parental withdrawal, overprotectiveness, excessive preoccupation with the trauma, ongoing 

anxiety and depression, or posttraumatic stress disorder (PTSD) symptoms can directly or 

indirectly exacerbate a child’s traumatic stress symptoms (Hunter, 2006; van Toledo & Seymour, 
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2016).  The emotional and cognitive responses of self-doubt, shame, guilt, withdrawal can co-

exist or lead to the onset of psychiatric symptoms such as anxiety and/or depression.  Other 

responses include decreased self-efficacy, self blame, betrayal, helplessnes, hopelessnes, and 

concern about the investigatory and judicial process.   

When instances of intrafamilial child sexual abuse is disclosed and the abuser is a father 

or male-figure, caregivers are often faced with an emotional task of facing their intimate partner, 

a task that entails consideration of social, emotional, economic factors, and needs of the family 

(Massat & Lundy, 1998).  Furthermore, caregivers are often cut off from social and family 

supports; as a result, they are likely to experience a loss of economic stability.  This effect may 

be even greater for caregivers in which their partners were the identified abuser (van Toledo & 

Seymour, 2016).  It has been found that the nonoffending parent’s relationship to the perpetrator 

was the single biggest factor predictive of support for the sexually abused child (Massat & 

Lundy, 1998).  Massat and Lundy (1998) coined the term reporting costs to describe the changes 

and losses that nonoffending parents experience or attribute to the disclosure of child sexual 

abuse; they categorize these reporting costs into four areas: relational, financial, vocational, and 

residential.  Due to the high likelihood that in instances of intrafamilial child sexual abuse the 

child may have a central attachment to the abuser, relational ‘costs’ are a unique factor that affect 

families of intrafamilial abuse moreso than instances of extra familial abuse (Massat & Lundy, 

1998).  Moreover, the negative opinions or stigma of intrafamilial abuse may be related to 

reduced levels of support from extended family, friends, or associates, which can affect the non-

offending caregiver greatly.  Further, when there are dramatic changes to a caregiver’s intimate 

relationship (in cases of intrafamilial abuse), the ending of a relationship can be perceived as a 

major loss.  With regard to financial loss, when the abuse is perpetrated by a family member who 
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is the primary income provider, the question of how to obtain basic needs may be a new stressor 

for a nonoffending caregiver (Schreier, Pogue, & Hansen, 2017; Massat & Lundy, 1998).  For 

example, income is lost when the family offender moves out of the family home, discontinues 

making rent or mortgage payments, and no longer financially provides to other costs of living.  

Nonoffending caregivers often face stress related to having to acquire childcare, and transporting 

children to school, court, and therapy.   

Caregivers have described the period following disclosure of child sexual abuse as 

stressful and they endorse a range of emotions (van Toledo & Seymour, 2016).  Some common 

themes and experiences that parents and family members report following child sexual abuse 

disclosures include changes in perception of parenting ability (self-doubt), decreased self-

efficacy, self-blame for the incidents that happened to their child, guilt, betrayal, hopelessness, 

and traumatic sexualization (van Toledo & Seymour, 2016; Celano, Hazzard, Webb, & McCall, 

1996; Peterson & Urquiza, 1994).  Caregivers also report an overall uncertainty about how to 

respond to changes in their child’s behavior as a result of their abuse, including increased anger, 

regression, sleeping difficulties, insecurity, and increased sexualized behaviors (Davies, 

Seymour & Read, 2001).  Disclosure of the abuse may also trigger memories of an adult family 

member’s own abuse as a child and precipitate symptoms related to their abuse experience (van 

Toledo & Seymour, 2016).  In addition to the serving the needs of the family members because 

of increased levels of distress, involving family members in treatment has been shown to have 

benefits on the child’s wellness outcomes.  There has been evidence that including the parents 

into treatment increases treatment efficacy for the child (Celano et al., 1996).  Also, caregivers 

have identified that when they are provided with information related to abuse dynamics, how to 

support their child, the investigation process, long term outcomes of CSA, possible impact on the 



	 	 21   

family, and how to help maintain their child’s safety, they are better able to give effective 

support (Davies et al., 2001; van Toledo & Seymour, 2016).  When families are given 

individualized support to increase coping ability, and support on how to work through their own 

feelings of anger, guilt, denial, betrayal, powerlessness, resentment, and fear, they also report 

benefitting greatly (van Toledo & Seymour, 2016).  These findings illuminate the potential to 

contribute to improvement at both the individual and family level when families are adequately 

and appropriately given coping strategies to manage personal stress reactions and the trauma 

reactions of children.   

Assessing for the needs of the family unit has also gone overlooked within the literature.  

Needs are typically described within the context of caregiver or parent needs, however, needs of 

siblings and extended family members is largely understudied.  According to caregivers, most of 

the abused child’s siblings were affected in a variety of ways after finding out about the abuse 

behavior, which was described as “emotional difficulties” (van Toledo & Seymour, 2016, p. 

410).  Schreier and colleagues (2017) suggest that non-abused siblings can experience a variety 

of negative emotional and psychological effects, such as confusion and guilt, along with more 

tangible consequences like changing schools, moving residences, or interacting with law 

enforcement.  Sibling responses to CSA can impact the victim’s functioning and recovery 

abilities, which highlights the importance of treatment and intervention in supporting the entire 

family unit, not only child and caregivers.  By incorporating siblings into abuse-specific mental 

health treatment, they feel not only supported by the caregiver’s treatment seeking attitudes and 

efforts, but the sibling can also learn skills to be of additional support to their abused sibling (van 

Toledo & Seymour, 2017).  Further research in the area would help identify other family factors 

to consider when treating caregivers and families of sexually abused children.   
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  The underreporting of childhood sexual abuse suggests that there are many parents and 

caregivers who are left to care for a traumatized child without involving outside resources.  

There is a need for more personalized focus on the families and non-offending caregivers of 

children who have been sexually abused.  There is also a great need for working with families 

using a strength-based approach and focusing on resiliency and creative coping.  This is 

particularly important given that the larger family context in which children live and the amount 

of family support they receive following a trauma can be a powerful mediator between trauma 

and negative outcomes (Banyard et al., 2001).  When asked whom caregivers went to for 

support, they reported receiving support from a range of sources including friends, family 

member or partner, counselor or psychologist, parents, doctor, church, nongovernmental 

organization, social worker, and schools (van Toledo & Seymour, 2016).  While research has 

appeared to expand upon CSA in general, there are still areas for growth within the literature 

including increased focus on family treatment recommendations for non-offending caregivers 

and non-abused siblings.  

Family Dynamics 

 Family dynamics are important factors to consider as they give clues and insight into an 

individual’s functioning and experience, which rings especially true for children.  More 

generally, literature on family dynamics and adult well being asserts that family characteristics 

such as cohesion (involved or disengaged), expression of emotion (ability to express, cope with, 

or resolve intense feelings), and conflict (avoidant or open expression of hostility), affect adult 

functioning (Alaggia & Kirshenbaum, 2005; Seehuus, Clifton, & Rellini, 2015).  Other studies 

found that family environments, such as maternal care, family isolation, identification with 

mother, cohesion, and family functioning, influenced sexual attitudes and adjustment (Seehuus et 
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al., 2015).  This area is understudied in the CSA literature and extant literature focuses on factors 

outside the family environment as they relate to CSA.  The limited amount of research on the 

effects of family environment on sexual abuse is alarming given that family characteristics in 

childhood have been linked with many aspects of adult functioning (Seehus, Clifton, & Rellini, 

2015).  Theories often reference attachment theory, which argues that early interactions with 

caregivers affect the way that individuals relate to others and the self.  Tromovitch and Rind 

(2008) suggested that sexual abuse is often a sign of an unhealthy or dysfunctional family 

dynamic.  Following disclosure of CSA, family dynamics may change rapidly and rifts between 

members may develop, especially if family members do not support the victim or minimize the 

credibility of the allegations (Schreier et al., 2017).  Schreier and colleagues (2017) suggest that 

in cases of intrafamilial CSA, family dynamics are especially sensitive and volatile.  For 

example, victims may experience shame from extended family members, leading to a loss of 

those relationships both for the victim and for the supportive caregivers and siblings (Schreier et 

al., 2017).  Siblings may be inadvertently placed in a precarious position, having to balance 

severed family relationships.  As it relates to intrafamilial abuse specifically, literature has 

suggested that CSA tends to occur in families that are more disorganized and chaotic, have 

increased psychosocial stressors, and are more socially isolated compared to families without 

CSA and to families with extrafamilial offenders (Collin-Vezina et al., 2013; Schreier et al., 

2017; Tener, 2018).  Some of these same factors including conflict within the parent-child 

relationship, divorce, and low family cohesion, are associated with increased likelihood of 

depression and higher levels of sibling conflict (Schreier et al., 2017).  Because these broader 

family factors may contribute to poorer outcomes among intrafamilial abuse victims, these 

factors may also place caregivers and siblings at greater risk for negative outcomes.   
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Sociocultural and Sociopolitical Considerations  

Child sexual abuse has been established as a phenomenon that crosses all cultural, 

economic and demographic boundaries and has been substantiated as an international problem 

(Finkelhor, 1994; Sanjeevi et al., 2018).  As such, it is critical to discuss the relevant 

sociocultural and sociopolitical issues pertaining to child sexual abuse including, but not limited 

to the age, ethnic background, religion, gender, and socioeconomic status.  Cultural values that 

impact disclosure include but are not limited to, shame; taboos and modesty; sexual scripts; 

virginity; status of females; and honor, respect, and patriarchy (Fontes & Plummer, 2010).  

Understanding these values that are often held by individuals and within various cultural groups 

can enhance our ability to detect nuanced factors affecting CSA disclosure among different 

cultural groups.  Still, it remains crucial to point out that although conceptualizing collectivistic 

and individualistic frameworks may be helpful, it is equally important to not allow these 

frameworks to define an individual’s experience. Thus, macro-level conceptualizations of culture 

should be combined with nuanced understandings of culture as it pertains specifically to an 

individual or family (Sawrikar & Katz, 2017). 

First, although lower prevalence rates of CSA among ethnic minority groups have been 

noted, this is likely more attributed to barriers of disclosure these groups face, rather than a 

genuine and substantially higher prevalence rate among Anglo populations (Sawrikar & Katz, 

2017).  Treatment and education that is targeted for Anglo communities due to the superficially 

higher prevalence rates may be an ineffective way of targeting population needs and by way of 

this, ethnic minority community needs are overlooked and ignored.  Thus, a greater focus on the 

effects of CSA on ethnic minority communities, increased education, and specialized treatment 

recommendations for these communities should be developed further.  The effects that CSA has 
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on individuals, families, and communities, and even how CSA is conceptualized, is largely 

influenced by sociocultural factors embedded into an individual’s local social world (Kenny & 

McEachern, 2000).  

One critical sociocultural issue that is relevant to CSA is related to overt gender and power 

inequalities woven into many collectivist cultures.  Cultures that discourage assertive behavior, 

particularly by women and children, may perceive speaking against adults and/or men as 

disrespectful. As a result, people within these cultural contexts may refrain from using assertive 

communication styles and behaviors for fear of being perceived negatively within their 

communities (Kenny, Capri, Thakkar-Kolar, Ryan, & Runyon, 2008).  Groups that may be 

affected by this include people of Asian, Latinx, African, and Native American, and Middle 

Eastern descent.  These cultural beliefs undoubtedly contribute to decreased help-seeking from 

community resources.  As a result, children may feel helpless and women may feel powerless if 

they are experiencing or witnessing abuse and come from these communities where visibility or 

access to resources is significantly limited.  

Patriarchal values are also highly woven into the manner in which CSA is expressed in 

individuals, families, and the larger society.  For example, in various cultures, fathers are often 

regarded as the head of the family; they hold the most power within the family unit (Sawrikar & 

Katz, 2017).  In turn, he is most associated with the family’s reputation.  Instances of 

intrafamilial child sexual abuse can often go underreported due to the sheer power imbalance 

within controlling patriarchal communities.  CSA can go underreported due to powerful male 

perpetrators of the abuse behavior that enforce a code of silence, fewer disclosures of child 

sexual abuse and perceived retaliation from powerful male figures in the family and community, 

or reported CSA that does not involve legal prosecution due to resources of powerful male 
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figures in and outside of the family unit.  In a patriarchal society, male dominance and control 

are enforced beliefs that perpetuate the subordination of women, internalized oppression of 

women, and assertion of male power and privilege (Whittier, 2009).  In light of this, sexual abuse 

of girls by men is more than problematic behavior; it is a systematic way of oppressing women 

that socializes and coerces women and girls until they acquiesce and accept ownership of their 

own subordinate status.  These acts represent and maintain the oppression and dehumanization of 

women and girls; women and girls are viewed as property and objects for sexual use rather than 

equal human beings worthy of respect.  Women remain powerless as individuals, within the 

family unit, and are viewed as second-class citizens within the larger society (Morris, 2009).  

Additionally, children, by nature and definition, are powerless and reliant on adults and 

caretakers for getting basic needs met as well as ensuring their safety and survival.  By nature of 

this dependent relationship dynamic and power differential, children are in a more vulnerable 

position to be abused.  Moreover, it is important to realize that in different areas of the world, 

children serve different purposes (Sanjeevi et al., 2018).  Reports of abuse can vary significantly 

even within countries when populations reside on islands versus inland, or are rural versus urban 

areas. The degree to which children are valued, how they are raised, and the expectations placed 

on them may vary significantly when moving, immigrating, or seeking refuge in a different 

region.  Power dynamics within families, gender discrimination, and the varying roles and power 

that children have in different regions of the world, contribute to a variety of sociopolitical and 

sociocultural barriers for those affected by child sexual abuse.  This may come in the form of 

sexual abuse allegations against fathers or other senior males that may be regarded as attacks 

against the entire family.  Thus, in order to save the reputation of one’s family it is often the 



	 	 27   

accuser and/or victim that is excluded by the family rather than the alleged abuser (Sawrikar & 

Katz, 2017).   

Beliefs that children are not harmed or can even benefit from sex with an adult and 

beliefs related to sexual entitlement (e.g., “a person should have sex when it is needed”) are 

some examples of risk factors of a subset of antisocial attitudes that contribute to instances of 

intrafamilial child sexual abuse (Fontes & Plummer, 2010).  Further, children who have been 

victimized by family members may choose to not disclose instances of sexual abuse due to 

foreseeable shame to the family, which is a crucial factor to cohesion and harmony in various 

communities.  In traditional Latinx cultures, shame is a particularly powerful concept and when 

one lacks the moral compass to experience the appropriate self-critique for behavior that fails to 

meet community standards, one of the worst things to be called is sin vergüenza, which translates 

to English as without shame (Fontes, 2007).  With shame being such a vital component to Latinx 

cultures, it unsurprisingly emerges in situations related to sexual abuse.  More generally, child 

sexual abuse related matters are filled with shame for most people affected by it.  Children feel 

ashamed because they have participated in taboo activities and behaviors and have maintained 

secrecy of these engagements.  For Latinx families, involvement in child protective services or 

involvement with law enforcement can create, in and of itself, a deep sense of shame.  Fontes 

(2007) describes the belief held by many Latinx individuals that only so-called bad parents 

would be questioned by authorities, and the inquiry itself can be a shameful accusation of 

parental inadequacy.   

Ideas and beliefs related to sexual scripts are important to identify as they relate to CSA.  

Traditional values children are taught in a sexual education atmosphere include the notion that 

girls need to “keep their legs closed, because the boys are raised so that if the girls open them, 
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Some initial questions are written here on the slide. Take a few moments and jot down your 
thoughts about these questions.  You can put the webinar recording on pause while you do this. 
Now, let’s discuss the questions.  I will share some things that are important to consider.  You 
may have thought of others and that is great! 
 
1.) What are some of your initial concerns with Mrs. Robertson? 
-Mandated reporting; for Olivia and Mrs. Robertson’s niece, Shane.  
-Ensure children’s safety; avoid having Olivia (and Shane) at home alone without Mrs. 
Robertson’s supervision.  
-Provide resources for CSA support (National Sexual Assault Hotline 800 656 HOPE)  
-Consider crisis issues: is Mrs. Robertson at increased risk for suicide or self-injurious behavior?  
-What is Mrs. Robertson’s relationship like with Olivia? What style of communication do they 
use? Attachment style? 
-What is her communication style and relationship with her brother? 
  
2.) What sociocultural considerations seem particularly relevant in this case?  
-What was Mrs. Robertson’s family constellation/ family environment like during her 
upbringing? 
-How is CSA viewed in her culture, religion, community, in her local social world? 
-What cultural beliefs and/or values related to patriarchy, women’s status/power, and children 
are relevant in this case?  
-What cultural values related to sexuality, modesty, or virginity are worth exploring that may be 
contributing to her presentation?  
-How does Mrs. Robertson/her culture view and experience sadness, anxiety, guilt, and shame?  
 
3.) Are there any sociopolitical factors to consider? 
-Shared custody with ex-husband. How will the larger legal/justice system see this situation? 
-How is her relationship with the ex-husband?  
-Does she anticipate a certain reaction (punitive/supportive) from her ex-husband? 
-Socioeconomic factors: how does being a recently divorced, single mother affect her current 
presentation? 
-Fees/finances required for pursuing legal adjudication against her brother  
-Does Mrs. Robertson have adequate housing options if she can no longer live with her brother, 
the alleged perpetrator? 
-What is the community like? Impoverished? Wealthy? Is there substantial access to resources 
and/or education and support?  
-Does Mrs. Robertson have affiliations or ties to the community?  
 
4.) What are some individual and family strengths?:  
-Mrs. Robertson is receptive to getting help and improving her situation   
-Cares deeply for her child’s safety and wellbeing 
-What is Mrs. Robertson’s relationship with her sister-in-law (alleged perpetrator’s wife)?  
-Other supportive family members or trusted friends?  
Questions to consider: 
-How does Mrs. Robertson typically handle stress and challenges?  
-How did her family unit adaptively deal with problems?  
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5.) Treatment Goals:  
-Receive education related to child sexual abuse. 
-Learn about trauma-related symptoms, and receive accurate info about trauma exposure and 
recovery. 
-Identify cultural specific beliefs about trauma, parenting, sexual abuse, seeking mental health 
treatment, and culturally specific beliefs related to healing and personal growth. 
-Help Mrs. Robertson process feelings of guilt and self-blame 
-Help Mrs. Robertson develop enhanced skills designed for parenting a traumatized child. 
-Help Mrs. Robertson identify culturally sensitive and culturally syntonic ways of expressing 
emotion and identifying ways of regulating distressing emotions. 
-Identify individual supports, supports within the family unit, and supports from the larger 
community and culture, that can be helpful in providing relief to Mrs. Robertson. 
 
Slide 30:  
We are now approaching the end of the webinar. Some closing statements are here for your 
review.		
	
Slide	31:	
Now that the webinar has come to a close, we’d like to open up the floor to any participant 
questions.		
	
Slide	32:		
Darkness to light is a great online resource. There are selected guides and resources on reporting 
CSA, talking to kids about digital safety, being the trusted adult, etc.  
RAINN is the nation’s largest anti-sexual violence organization. They have online resources in 
English and Spanish related to helping survivors, educating the public, improving public policy, 
and consulting & training.  
NTSC has plenty of resources and printable information sheets (in English, Spanish, Armenian 
and Chinese) on how to identify child sexual abuse, what to do if your child discloses, coping 
with the shock of intrafamilial child sexual abuse, etc.  
 
Slide 33: 
References  
 
Slide 34: 
Thank you for attending this webinar. Please feel free to send questions or comments to [enter 
email address.] 
 
 
 
 
 
 
 
 
 



	 	 150   

APPENDIX H  
 

IRB Approval Letter 
	 	



	 	 151   

	

 

NOTICE OF APPROVAL FOR HUMAN RESEARCH

����� 	�
 ��� 
���

�������� ������������ ����� ������� �������

��������  � �!"��"#$!

���%��� &����� ������'���� �( �� ������)����
 *�+���� &������� �� ,-��� .�/)�� �+)�� ��� 0/'��������� �( 1�)�-� � .������-�"2���� .�����)��)���
����'������3

.�-���� 4���)��� .�-��� �( 0�)������ ��� ��
�-����


���� ��������

&-��5 
�) (�� �)+������� 
�)� ������� �/'������ �''�������� �� ��''������ 6��������
7� ������)������ 8����9 2���� :�82;3 *� �''������� �-� 9��5 
�)
-��� ���� �� 
�)� '��'����3 &-� �82 -�� �����9�� 
�)� �)+������ �82 �''�������� ��� ��� ��������
 ���������3 �� �-� ���)�� �( �-� �������- ��� �-�
��<)�������� (�� �/'������ �����9 )���� '�������� &���� $= ,>8 $#3��� �( �-� (������ ���������� �( ?)��� .)+%���� ���� �-� �82 ����)���� � (������ +)�
�/'������� �����9 �( 
�)� �''�������� ���������3

2���� )'�� �����9� 
�)� �82 �''�������� -�� +��� �''�����3 &-� �82 �''����� +����� ����
 	�
 ��� 
���� ��� �/'���� �� �'��� �=� 
��@3

1�)� (���� ������� (��� -�� +��� ����'�� +
 �-� �82 �� �������� �-� �/'������� ���� �( ��)�
 �''�����3 1�) ��� ���
 )�� ��'��� �( �-� ������� �-�� -���
+��� ����'�� 9��- �-� �82 �/'������� ���� �� �+���� ������� (��� 
�)� '������'����3

1�)� �������- �)�� +� ����)���� ��������� �� �-� '��'���� �-�� 9�� �)+������ �� �-� �823 �( �-����� �� �-� �''����� '������� ���)�� � ������� '�������
�)�� +� �����9�� ��� �''����� +
 �-� �82 +�(��� ��'�����������3 >�� ��
 '��'���� �-����� �� 
�)� �������- '�������� '����� �)+��� �� ��������� ��
�-� �823 ������ +� �9��� �-�� �-����� �� 
�)� '������� ��
 '������ �-� �������- (��� <)���(
��� (�� �/'������ �����9 ��� 9��� ��<)��� � �)+������� �( �
��9 �82 �''�������� �� ��-�� ��������� �� �-� �823 �( ������� 9��- �)+%���� 9��� �/���� +�
��� �'��� �=� 
��@� � ������)��� �����9 �)�� +� �)+������ �� �����
��� ����- '���� �� �-� �/'������� ���� �( ��)�
 �''����� �� ����� � ��'�� �� �''�����3

� ���� �( �-� �82 �� �� '������ �������� ���)������� �)���� ��
 �������- ��)�
3 ?�9����� ���'��� �-� +��� ������� )�(������� ����)�������� �� ������ ��

����� �)���� �-� �������-3 �( �� )��/'����� ���)����� �� ������� ����� -�''��� �)���� 
�)� �������������� '����� ����(
 �-� �82 �� ���� �� '����+��3 *� 9���
��5 (�� � ���'���� 9������ �/'�������� �( �-� ����� ��� 
�)� 9������ ���'����3 A�-�� ������� ���� ��
 +� ��<)���� ��'������ �� �-� ���)�� �( �-� �����3
������� ��������� �-� ����(���� �� 9-��- ������� ������ �)�� +� ��'����� �� �-� �82 ��� ���)������� �-� ������� ����� ��� +� (�)�� �� �-� Pepperdine
University Protection of Human Participants in Research: Policies and Procedures Manual �� ����)���
3'�''������3��)B��+3

������ ��(�� �� �-� '������� �)�+�� ������� �+��� �� ��� ����)�������� �� ������'������� ������� �� 
�)� �''�������� ��� �-�� �''�����3 .-�)�� 
�) -���
���������� <)������� �� ��<)��� �����(������� �( �-� �������� �( �-�� ������� '����� ������� �-� �82 A((���3 A� +�-��( �( �-� �82� � 9��- 
�) �)����� �� �-��

Pepperdine University
24255 Pacific Coast Highway

Malibu, CA 90263
TEL: 310-506-4000

����� 	



	 	 152   

	

 

��-�����
 ')��)��3

.�������
�

�)�
 ?�� �82 ,-���'�����

��� ��3 C�� D���� E��� ������� (�� 8������- ��� .�������� �����������

	�3 2���� C���-� 8��)�����
 �((���� .'��������

Pepperdine University
24255 Pacific Coast Highway

Malibu, CA 90263
TEL: 310-506-4000

����� 



