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: ABSTRACT

The‘purpose of this study was to examine and identify
the currént availabilityh utilization, and perceived
benefitslof treatment services for secondary victims (i.e.
family mgmbers/significant others of sexual assault
victims)l Data was collected directly from participants (N
= 400), Which consisted of directofs of rabe crisis
agencies; The participants were adulﬁs of diverse age,
gender and racial/ethnic backgrouﬁd. The procedu?e
consisted of surveys mailed direc£ly to the rape crisis
agencies. 148 completed questionnaires were returned. 81.1

f

% of resbondents reported offering services to secondary
victims (e.g. crisis hotlines, re%errals, family sessions
including the wvictim, family sessions excluding the wvictim,
support gfoups for the family memgers/significant others,
and othe# services). However, sexrvices use by secondary
victims appeared disproportionately low. (e.g.40% of
agencies offered support groups, 11% of offered support
groups were utilized). All services received an -average
rating of beneficial or better. Respondents offered
possiblelexplanations for poor service use and provided

strategies to improve service utilization by secondary

victims.
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CHAPTER ONE'

INTRODUCTION

\

Seéondary trauma and vicarioﬁs victimization are
relatively unexplored phenomena within social work and
psychological research circles, with the one exception of
secondary war trauma. However, t#auma, a fundamental
element and an inherent precursor of secondary trauma, 1s
‘not limiied to war related experienceé. According to The
Diagnostic and Statistical Manual of Mental Disorders (DSM-
Iv), trapma is analogous toe, "... exposure to an extremely.
traumatic stressor involving personal experience or
witnessing an event that involves actual or threatened
death oryserious injury, or other{threats tolthe ph?sical
integrit& of self or others; (DSM—-IV; APA, 1994, pg. 424).
Thereforg, secondary trauma and related wvicarious
victimization can and should be applied to other traumatic
events oﬁtside the realm of wartime experiences.

Anofher possible application of secondary trauma and

|

Vicarioué victimization is in the field of rape,

molestation, and other traumatic sexudl assaults. The

[

inclusion of secondary trauma and vicarious victimization

.« 1] N ’ ‘ a
in this area of research was, only until recently, scant



and void. What was known; however’, was that sexual traumé
is highly correlated with Post Traumatic Stress Disorder
(PTSD) . Likewise, PTSD is highly correlated with secondary

| .
trauma, which suggests a possible:{if A =B and B = C, then
A = C} association. Moreover, asfin other forms of trauma,
sexual trauma has a multitude of %esidual psychosocial
effects ﬁn the sexual assault vicfim as well as the

‘

victim’s: family and significant others (Cwik, 1996;
Feinauer; & Hippolite, 1987; Mio,;& Foster, 1991; Mitchell,
v1991).

However, possibly due, in pa?t, to the lack of
adequate research of secondary trauma and vicarious
victimization in this area, the majority of the literature
regarding rape, molestation, and 6ther forms of traumatic
sexual assault has traditionally focused primarily on the
person wbo Was assaulted (Cwik, 1596). Likewisé, the
majority'of rape recovery, sexual assault, and crisis
intervention services has traditionally been and is
currentl& geared toward aséisting‘solely the priﬁary victim
(Cwik, 1996) . However, recent research suggests that the
victim’s;family, and significant others may also be

adversely affected by the traumatic sexual assault of their

loved one via secondary trauma (Cwik, 1996; Feilnauer, &



Hippolit@, 1987; Mio, & Foster, 1991; Silverman, 1978).

Althoughfthe traumatic sexual assault was not directly

perpetrated against the victim’s family/significant.others,

they are nevertheless vicariously effected through their

|
association with the primary victims and therefore, become

secondary victims. In addition, although not specifically
| '

addressing secondary trauma or vicarious victimization,

several %tudies indicate that family involvement in the

victim's, treatment is vital to the victim's recovery as

'

well as overall family adjustment‘(Emm, & McKenry, 1988;
v l

Figley, ;983; Mitchell, 1991). Unfortunately, despite

these fihdings, the availability of treatment services

specifically for or including sexual assault victims'

families| and significant others are, at best, scarce and
|
|

inadequafe, if not completely nonexistent.

Based on the aforementioned research, there is a

definite;need to identify the present availability of

i . . :
sexual assault recovery services designed to assist the

|
families/significant others of sexual assault victims, the

i (
present rate of service use, and the perceived need and
i |
therapeutic value for these services. The difficulty,
|

however, | is determining which services are perceived as

v L
most beneficial, which services are adequately offered, and



what subsequent modifications or recommendations for
serviceiaugmentation need to be implemented.

Nevertheless, comprehensive ;ervices are required in
that there are a wide range of adaptive and maladaptive
coping strategies used by the vicEim's family and
significant others when attempting to come to terms with
the sexual assault of their lovedlone that need to be
addressea (Feinauer, & Hippolite,‘l987). Furthermore,
although there are not any predetérmined reactions and each
case, family, and individual is ugique, there appears to be
some predictable variability in pgssible psychologicai and
behavioral reactions each famil? member/significant other,
exhibits or experiences (Mio, & Féster, 1991). This
variabiiity is typically based on:their age, gender, and
relationship to the wvictim.

Male family mehbers/significant others (i.e. fathers,
husbands, boyfriends, brothers, adult and adoléscent sons,
and closé'male friends) often_expérience feelings of shame
and guil# that a sexual assault has been perpetrated
against #heir loved one and they Were unable to protect her
or prevent it (Rodkin, Hunt, & Cowan, 1982). Male family

! A

members may employ a variety of defense mechanisms

including denial in the form of disbelief that the sexual



assault bccurréd, displacement in' the form of feelings of ,
anger toward theméelves or_the victim, and/or
rationalization in the form of a distorted attémpt'to
explain or justify the assault which often results in blame
of the victim (Rodkin, Hunt, & Cowan, 1982). Therefore,
they often become overprotective, 'too controlling, or
inappropriately withdrawn and distant from the victim.
Female family members/signif#cant others (i.e.
mothers, sisters, adult daughtersJ and close female
friends), on the other hana, freqdently exberience personal
anxiety and fear as well as an undue sense of vulnerability
(Cwik, 1996; Feinauer, & Hippolitq, 1987; Mio, & Foster,
1991) . They frequently become s;iﬁlingly sympathetic and

|
therefore, controlling and overprotective of the victim as

{
well.

In the case of minor childrenp'especially the
daughter§ of sexual assault victims, it is extremely
important to be aware of the possible effects of the
parent's:(generally the mother's) traumatic experience on
the children, (particularly daughters). Intergenerationa;.
transmission may lend itself to the transfer of trauma

related norms and values transmitted from parent to child,

mother to daughter, or grandmothers to mother to daughter,

5



which fesults in secondary trauma (Abrams, 1999). As these
children grow up they may begin exhibiting maiadaptive
behaviors characteristic of the original trauma, altﬁough
they only indirectly or vicariously experienced it.
Therefore, the victims as well as the victims’
families/significant others are in need of treatment.

Thié would be of particular interest to rape crisis
centers and family therapy clinicians dealing with sexual
assault victims and their.familieé. Furthermore, this
researchlwould facilitate early detection and hopefully nip
a potentially pervasive problem or disorder ih the bud aﬁd

i
hopefully facilitate the inclusion of treatment services
for or iﬂcluding families/significant others of sexual

assault victims. In addition, the' research could bring to
|

light a previously unrecognized digorder and assist those

previously undiagnosed in receiviné treatment.

Thefefore, it is of the utmosL importance to
investigate how frequently familieé and significant others
are included in the recovery process of traumatic sexual
assault vicfims, what services are currently available and
most ofteﬁ utilized by the victims’ families and

significaht others, as well as the perceived benefit and

need for such services. This is the basic underpinnings of



this current study and point of scientific inquiry. Stated
more succinctly: the purpose of this study is to determine:
the typeland gquantity of services, K currently offered to the
families/significant others of sexual assault victims? How
often are these services used by £he victim’s
families)significant others? What 'are the practitioners’

perceptions of the need and therapeutic value of treatment

services for the victim’s family/significant others?



CHAPTER TWO

i LITERATURE REVIEW

The purp&se of this study is to examine and identify
the current availability and utilization of sexual assault
recovery services by the families:and significant others of
sexual assault victims as well as, to assess the need and
benefit of family treatment services dealing specifically
with trauﬁatic sexual assault, se?ondary trauma, and the
Vicarioué Qictimizatibn of the family.

A similar study by Brookings, McEvoy, and Reed,

!

(1994), examined the availability‘and utilization of rape
crisis services among male significant others and the
effects of male significant others’ involvement in the
sexual aésault victim’'s recovery.jThe study found that male
.significant others who‘availed thémselves of rape crisis
services' tended to be more supportive of the victim and
aided the victim’s recovery (Brookings, McEvoy, & Reed,
'1994); Furthermore, the study reported a shortage of
accessible services for male significant others and that
men werelreluctant to use the services that were available

to them (Brookings, McEvoy, & Reed, 1994). However, the

primary focus of the Brookings, McEvoy, and Reed, (1994),



study was on male influence on thé victim’s recovery and
did not fully address how benefic#al rape crisis/sexual
assault %reatment services were in assisting male
significant others or additional family members/significant

others ching with the sexual assault of a loved one.

The;efore, thewéurrent studylwill determine if the
availabiiity and utilization of répe,érises/treatment
services among male significant o&hers reported in
Brooking;, McEvoy, and Reed, (1994) are generalizable
across gender and/or relationship;to the victim. Moreover,
the current study will invesfigate the benefits and 4
effectivéness of treatment.services designed specifically
to assist families and significant others in coping with
the trauﬁatic sexual assault of alloved one, secondary
trauma, and vicarious victiﬁization.

Family difficulties due to an extra-familial sexual
assault of a ioved one and the subsequent need for
treatmené services for families/sfgnificant others
indirectly affected has gone largély unexamined. In
contrast, It has been well documented that women who have
been sexually assaulted typically éuffer residual

psychological and emotional effects, including, but not

limited to, Post Traumatic Stress bisorder (PTSD),



Depression, Panic Disorders, Eating Disorders, Sleep

Disorders, Somatoform Disorders, Brief Psychotic Disorder,

or some combination thereof (Relly, 1999; Frank, Turner, &
Stewart,él980). The most common pfesentation_oflthese
resulting effects is similar to o% consistent with PTSD or
PTSD related symptoms such as nig#tmares, flashbacks,
heightened startle responses, hypérvigilance, irritability
or outbursts of anger, difficulty:concentrating, marked
avoidance of similar, repfesentative stimuli, and extreme

i

psychological and physiological réaction to that similar

stimuli, (DSM-IV; APA, 1994). Otﬁer symptoms include
pervasive feelings of vulnerabiliéy, intense shame and
guilt, sﬁicidal ideations, and a sense of worthlessness and
. |

low self-esteem. This is frequently accompanied by the fear
that they are now visibly tainted or marked as “damaged
goods” and therefore, easily identified as such, which, in
turn, further perpetuates an unrealistic sense of ostracism
and isolation (Bowie, Silverman, & Daniel 1990; Thelen, &
Sherman, 1999).

However, these symptoms do not occur solely in the
vacuum of’a therapist’s office. They are carried with the

victim until successfully worked through. Thus anyone who
1

has frequent and prolonged contact with the victim such as

i

, 10



the vicﬁim’s family are potentially at riék of being
adversely effected (Frank, Turner; & Stewart, 1980). Sexual
trauma (i.e. rape, molestation, or other forms of traumatic
sexual assault) tends to have short-term and long-term
psychological and psychosocial effects on the victim as
well as the victim’s family/significant others (Cwik, 1996;
Feinauer, & Hippblite, 1987; Mio, & Foster, 1991;
Silverman, 1978). Consequently, the victim’s family
members/significant others may adopt similar reactions,
beliefs, and misconceptions about!themselves as é family or

individually based on their age, gender or their

I

relationship with the victim (Feinauer, & Hippolite, 1987;
Mitchell, 1991). In other words, family members/significant
others may also feel victimized aﬁd vulnerable, tainted and

dirty, shame and embarrassed, or as if they are or will be
ostracized by their social circle; neighbors, or community.
Furthermore, Sexual trauma cén fundamentally alter
family dynamics, family roles ;nd'family identity (Mic, &
Foster, ;991). Caregiver roles often change in that the
mothers, wives, and frequently daughters as well who used
to act aé family caregivers are now most in need of care

and nurturing following a traumatic sexual assault.

, :
Therefore, family roles and responsibilities are frequently

11



1

modified and reassigned. New roles and responsibilities are
placed on fathers, husbands, and children while others are

taken away from the victim. This ean be adaptive given that
fewer responsibilities may lessen' the victim's burden and
allow her to focus on her recovery (Mio, & Foster, 1991).
However,iit can also place additionai stress on the family
ih that family menmbers/significant others may be unwilling
or ill equipped to handle their new roles or
responsibilities (Mio, & Foster, 1991). In addition,
modifyiné family roles and responsibilities can also be
maladaptive given that the victim may need her usual
routine to maintain a sense of normalcy and aid her
recovery;(Mitchell, 1991). Moreover, as a consequence to
the sexual trauma and subsequent changes, the focus of
family iﬁportance, attention, and purpose often change as
well, which, in turn, may further alter family identity
(Mio,{& Foster, 1991) . These changes are typically unwanted

and uneomfortable for the victim and the wvictim's
family/significant others. i

As families attempt to‘resisﬁ or adjust to these
changes ﬁhey may become over protective of the victim or

may pretend as if nothing has happened, both of which are

counterproductive to the victim’s recovery as well as the

12



overéll adaptive functioning of the family (Mitchell,
1991). This typically results in a myriad of adaptive and
maladaptﬁve coping strategies by the sexual assault
victim’s:family/significant others (Feinauer, & Hippolite,
|

1987; Thélen, & Sherman, 1999). These coping strategies
range frgm empathy and support of the victim to anger,
blane, or over-identification with the victim (Mio, &
Foster, 1991; Rodkin, Hunt, & Cowén, 1982) .

Mio. and Foster, (1993) found; through their work with
male sigﬁificant others of sexual ‘assault victims, that a

} ‘

significant number of men had difficﬁlty coping with the
assault of a close female relative (i.e. w%fe,'mother,
sister).:The male significant othérs {i.e. fathers,
husbands; boyfriends, brothers, a#ult'and adolescent’sons,
and close male friends) reported ﬁeeling uncomfortable and
. uneasy around their loved ones foilowingla traumatic sexual
~assault (Mio, & Foster, 1991). Thé men also reported a
sense of not knowing what to say or do or how to interact
with the;victim following a t;aumétic sexual assault (Mio,

| .
& Foster; 1991). Other male significant others reported

feeling intense anger and rage at the perpetrator,

themselves, and frequently the victim as well (Rodkin,

Hunt, & Cowan, 1982).

13



The anger toward the perpetrator is probably most
adaptive, yet without an identifigd assailant or means of
resolutibn the anger can become sélf~consuming. Likewise
anger toﬁard themselves, usually for not being able to
protéct %he victim or prevent the assaﬁlt, is clearly
unjustified, self destructive, ana detrimental to the
family (Rodkin, Hunt, & Cowan, 1982). Most awful, however,
is anger;felt or expressed toward the victim. This usually
takes thé form of blame and rejecﬁion, which, for the
victim, is:tantamount to revictimization (Brookings,
McEvoy, & Reed, 1994). Moreover, ﬁlaming the victim can be
disastroﬁs to the victim’s psyche; ego strength, and

1

recovery. in addition to the negative consequences on family

{
|

cohesion and adjustment (Rodkin, $unt, & Cowan, 1982).
These maladaptive and unsuppértive behaviors are not
only expéerienced and expressed byjmale family
members/éignificant others. Femalé family
members/significant others (i.e. Qothers, sisters, adult
daughters, and close female friends), also, frequently
exhibit maladaptive coping strateéies (Ermm, & McKenry,
1988) . Wémen are often either insensitive or oversensitive.

When insensitive, female family members/significant

others have also been known to préject and displace their

14



anxiety, anger,.and hostility on #o the victim (Emm, &
McKenry,'1988). Possibly in an attempt to differentiate
theméelvés from the viétim, female family
members/éignificant others may blame the victim for the
traumatié sexual assault, based oﬁ her style of dress, not
being aware of her surroundings, geing in the wrong place
at the wrong time, or not resistigg enough. This may be a
defense mechanism used to protect:them from the realization
that they could be victimized as Qell. Nevertheless, it is
maladaptive and destructive to the victim and family’s
recovery and adjustment (Emm, & McKenry, 1988).

In éontrast, oversensitive female family
members/éignificant others often become, too compassionate,
too conSiderate, too accommodating. They frequently attempt
to create a surreal, trouble freelenvironment for the
victim, which the victim may find patronizing or stifling
(Silvermqn, 1978) . They may suffocate the victim with
kindness or make inappropriate attempts to cheer her up,
thus impeding the natural grieving process (Silverman,
1978). This may also prevent or delay the recovery process

and closure for the victim and her family/significant

others.

15



In additionh many female family members/significant
others over-identify with the viciim, develop feelings of
intense ﬁear and vulnerability, become hypervigilant, or
expérienﬁe many other symptoms congruent with having been
traumatically victimized (Cwik, 1996; Feinauer, &
Hippolite, 1987; Mio, & Foster, 1991).

Similarly, there are clear iﬂdications that children
are highiy influenced by the values, norms, and believe
systems 6f their parents as well as the parent’s éubsequent
behaviors and demeanor (Abrams, 1599). Children can then
internalize these schemas and act them out via
intergenerational transmission. Intergenerational
transmissions aid the socialization of a child and are
associated with the continuation Sf adaptive and
maladaptive familial norms. Hence, many studies indicate a
correlation betweep physical violence within the family of
origin and domestic violence in subsequent adult
rela;ionéhips ({Abrams, 1999). Other studies highly
correlate prior intrafamilial and extrafamilial sexual
abuse as 'a child With becoming an offender as an adult
(Koverola, Proulx, Battle, & Hanna l996} Stevenson, &

" Gajarsky, 1991). Furthermore, intergenerational

transmission has been correlated with divorce, occupation,

16



social economic status, teenage p;egnancy, welfare
dependence, alcohoi abuse, parent;ng styles, religion; and
war trauma (Jennison & Johnson 1998; Margo, 1998; Myers
1996; Miiler & Kramer 1997; Wolfinger, 1999) The premise of
this thepry is that norms and values, positive or negative,
which determine how one functions in the world are passed
from one generation to the next. |

In fhe case of intergenerational transmission of
secondary trauma, much of the research has focused on the
transmiséion of combat trauma or holocaust traumas,
resulting in secondary trauma and vicarious victimization
in the children of or those closely involved with
traumatized war veterans or Holocaust survivors (Motta,
Joseph, Rose, Suozzi, & Leiderman, 1997).

'Héwever, traumatic experiences are not limited to
combat trauma and Holocaust survi&ors, and therefore,
secondary trauma and vicarious victimization can be further
extrapoléted or generalized beyond‘these two experiences.
Sexual tfauma, for example, may elicit similar responses in
those closely involved with sexua; assault victims. Stated
succinctly: family members/significant others of sexual

assault victims may indirectly or Vvicariously experience

trauma as well as subseqguent reactions and trauma related

17



effectsiin the, albeit, less intense, form of secondary

trauma. Qlthough the persons experiencing secondary trauma

|
has not ﬁirectly experienced the initial traumatizing

'

event, they unwittingly appropriate a similar demeanor and
life sch%ma,‘including presenting symptoms and abreactions
as the p;rson who directly experiénced the trauma (Motta et
al., 1995, Frank, Turner, & Stewart, 1980). Based on this
researchiit appears that the victim as well as the victim’s
famiiy/significant others are in need of treatment

-servicesr |
The%efore, it is important to investigate the current
number ahd type of services offered, the frequency of
| ‘ o
service hse, and the practitioners’ perception of the need
and ther%peutic value of these se;vices. Hence the purpose
of this étudy is to identify: 1. the type and availability

of treatment services for or incliding the victim’s

familiesysignificant'others, 2. the utilization of

treatment services by the victim’s families/significant
’ |

others, 3; and the perceived need and benefits of these

treatment services.

18



i

CHAPTER, THREE

METHOD

1

The purpose of this study is to examine and identify
the current availability and utilization of sexual assault
recovery services by the families and significant others of
sexual aésault victims as well as to assess the need and
benefit ;f family treatment serviées dealing specifically
with traumatic sexual assault, secondary trauma, and the
vicarious victimization of the‘faﬁily. This study will
focus on treatment services specifically intended for
familiesy/significant others of se*ual assault victims (i.e.
services/sessions in which the wvictim is not included) and
family therapy sergices (i.e. seréices/sessions in which
the victim is included). The stud? will conduct
quantitative and qualitative research by way of a
questionnaire (Refer to Appendix 3). The purpose of using a
combination of both quantitative énd gualitative data is to
elicit detailed quantifiable information about the type and
function of existing services as well as to obtain wide-

ranging comprehensive knowledge of why families/significant

others do or do not use avallable services and what can be

done to improve service use.

19



The limitations of this study are that this area of
study hes rarely been researched, and therefore, there is
little reference material and limited resources available.
Furthermore, due to confidentiality issues, neither sexual
assault nictims nor their children could be directly |
interviewed or surveyed. Therefore, the assessment of

{

services as beneficial or non-beneficial are based solely

on the perceptions of the directors of rape crisis centers
and related agencies who are in frequent contact with the

victims and their families. Therefore, further research,
directly involving the victims fanilies/significant others,
will be needed to investigate various extraneous and
underlying nnances before a finaijdetermination of how.
beneficiel these services are can be made. Yet this study
is intended to- begin the journey ef disco&ery, £il1ll the
gaps in information, and lay the foundation as it heips to
determine how to best serve this population.

The data will be collected directly from Participants
(N = 400), which would consist of the directors of rape
crisis centers and related eéenCies. The participants will
be adults of diverse age, gender and racial/ethnic

background. The participants will be contacted/solicited

through the Rape Recovery Terrashare national directory of

' 20



rape crisis centers via mail out surveys mailed directly to
the rape crisis/sexual assault treatment service agency. .
All parﬁicipants would be of normal/good physical and

mental Health.

Deécriptive information regarding the type and

frequendy of services offered and utilized, the need and

benefits of services rendered, reasons for current rate of
service use, and ways to improve service use will be
ascertained by way of a questionnaire (Refer to Appendix

B). Thefstudy consists of 10 variables, which are designed
' ! 1

to ascertain nominal and/or ratiojdata. The first wvariable

n ! ,
identifies whether services are offered to family

members/significant others. The second variable employs a
: |

check all that apbly of fixed categories regarding the
types of services offered. The third variable identifies
] . |
(. . .
the percentages of services used within each category. The

| .
forth variable identifies the percentage of service use

corresponding to the family member’s/significant other’s
' |

relationship to the victim. And the fifth variable

identifies duration of service use. The next 3 variables

’ I
employ a 4-point Likert scale ascertaining ordinal data
| ' .

assessing the perceived effectiveness and benefits of

treatment services. The 2 additional variables consist of

21



gqualitative open-ended questions designed to elicit
narrative explanations of the present rate of service use

and possible ways to increase service utilization.

1

Additional materials needed in the study include an
informed consent sheet (Refer to Appendix A), a debriefing
sheet (Réfer to Appendix C), and a self addressed stamped
envelopel

The' researcher will mail queétionnaires to the

directors of various rape crisis centers listed in the Rape
. |

Recovery Terrashare national directory. The procedure would

consist of participants filling out a questionnaire and

thereby responding to the questions/variables therein. Each

participant will receive an informed consent form to notify

them of ﬁhe research project dynamics, a questionnaire, a
debriefing statement, and a stampéd return envelope. The
estimated time that each participént will need to complete
the study is approximately 15 min:

All potential participants will be informed that they

are volunteering for a research study concerning traumatic
|

o | . » .
sexual assault and treatment service utilization.

1
[

Participénts will be informed about anonymity and

confidentiality issues, and that they can discontinue their

participation in the study at any time. No identifying
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informaﬁion will be taken from paitiéipants'(i.e. names,
telephoﬂe numbers, addresses) at any time.

There are not any foreseeable risks associatea with
participation in the study. The study (i.e. the
questionnaire) will be completed at designated rape
crisis/séxual assault treatment sgrvice agencies by the
directoré or licensed therapists of the agency who
specialize and are trained in the treatment of traumatic
sexual assault. However, therapis£s and other appropriate

|
practitipner will be readily avai?able if a participant
finds the study disconcerting. In,addition, if the
participants have any concerns foilowiﬁg involvement in the
study. They can contact Dr. Rosemary McCaslin at (909) 880-
5507. All participants will be tréated in an ethical manner
according to social work ethical éuidelines és outlined in
the NASW (1994). |

Data analysis will utilize descriptive univariate

statistics to describe the data, consisting of measures of
central #endency and frequency distribution. In addition,
questions ascertaining qualitative data (e.g. the reasons
why famiiies/significant others rarely utilize treatment

services and what can be done to improve their service

use?) will be assessed via content analysis. Subsequently,
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the narrative data will be organi;ed into categories
generated by the data such as stiéma related to sexual
assault,lperceiving the sexual assault as a problem only
effectiné the primary victim, and/or unaware of the

availability of treatment services.
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CHAPTER FOUR

RESULTS

A total of four hundred questionnaires were mailed to
the direptors/iicensed therapists of various rape crisis

agencies: located throughout the United States. One hundred

forty eiéht completed gquestionnaires were returned. One
hundred twenty (81.1%) of rape crisis agency directors that

|
respondea reported that they offered treatment services to

|
)

the family members/significant others of sexual assault

victims (Refer to Figure 1.). Treatment services were

. |
defined as crisis hotlines, referrals, family sessions

including the victim, family sessions excluding the victim,
support groups for the family, and other services [Other

i |
services! typically consisted of transportation and

accompaniment to and from the police station, hospital, and

court asiwell as victim and family advocacyl).
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Figure 1. Percentage of Agencies Offering Services
to Family Members and Significant Other'’s

of Sexual Assault Victims

Eight rape crisis agencies (6.7%) offered two éf the
aforementioned services, twenty-six rape crisis agencies
(21.7%) offered three of the aforementioned services,
forty-four rape crisis agencies (36.7%) offered four of the
aforementioned services, twenty-four rape crisis agencies
(20.8%) offered five of the aforementioned services, and
seventeen rape crisis agencies (14.2%) offered six or more
of the aforementioned services to families/significant
others of sexual assault victims in various combinations (-

Refer to Figure 2) . The average number of services rape
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crisis agencies offered was slightly over 4 services per
agency (M = 4.12, Mdn = 4, mode = 4, SD = 1.12).
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0% )
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Figure 2. Average Number of 'Services Agencies
Offered to Family Members and Significant
: |

Others of Sexual Assault Victims

'

However, services used by the family Members and
significant others of sexual assault victims appeared
dispropo?tionately low (Refer to figure 3). For example,
98.3% of rape crisis agency directors reported offering
crisis hétline services, yet families/significant others
only used an average of 42% of crisis hotline services (M =

.4244, Mdn = .4250, mode = .50, SD = .2360). Likewise,
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98.3% of rape crisis agency directors reported having

referral services available for families/significant

|
|
However, only 20% of referrals services were
| ;

reportedly given to the victims’ family members/significant
|

others dM = .2090, Mdn = .20, mode = .10, SD = .1332).
|
Moreover;,, 77.3% of rape crisis agency directors reported

offerinq family therapy/counseling sessions, which included

the victim and 66.6% reported offering family

therapyAcounseling sessions, which excluded the victim. In

|
contrast, rape crisis agency directors reported that family

1

membersﬂsignificant others participated in an average of

16% of available therapy/counseling sessions, which
!

included the victim and participated in an average of 19%
| 1

of available therapy/counseling séssions, which excluded

{

the victim [(M = .1615, Mdn = .10, mode =..10, SD = .1572)

| ‘ .
and (M = .1990, Mdn = .16, mode = .30, SD = .1843)].

o
Furthermore, 40% of rape crisis agency directors reported

offerind support groups for the family/significant others.

Convers%ly, only 11% of available support groups were

|

reportedly utilized (M = .1190, Mdn = .10, mode = .10, SD =
I .

.O890).EOther services were reportedly offered by 37.5% of

!
|

rape crisis agencies. However, family members/significant
i :

others dnly used an average of 21% of these additional

28
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availabie services (M = .2112, Mdn = .20, mode = .05, SD =

.1981).

Pertcentage of Services Utilization

50%
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40%

35% «

30%+

25%+

Crisis Hotlines Therapy w/ Victimg Support Groups
Referrals Therapy w/o Victims Other Services

Figure 3. Percentage of Services Utilized by Family
. |
Members and Significant Others of Sexual

Assault Victims

i S
|

Utiiization was also analyzed according to the family

members’ /significant others’ relationship to the victim

(e.g. mother, father, husband, boyfriend, sister, brother,

victim’s%children, complete family, friends, and others).

Several airectors of rape crisis agencies that indicated

that they offered services to the‘family

members/significant others reported that certain specific

relatives/significant others did not use their services.
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Hence 3f4% of respondents reportea that mothers, 17.8% of
respondénts reported that fathers; 18.6% of respondents
reported that husbands, 24.6% of respondents reported that
boyfrieﬁds, 33.9% of respondents repofted that sisters, and
58.5% of respondents reported that brothers of sexual
assault victims statistically did not use available

1

servicesL Likewise, 63.8% of respondents reported that
children, 65.3% of respondents reported that complete
families, 21.2 of respondents rep@rted that friends, and
60.2% of respondents reported that others (others ty@ically
included domestic partners and grandparents) of sexﬁal |
assault ?ictims statigtically didinoﬁ use available
services.

Theiefore, only rape crisis agencies that responded
affirmatively that specific relatives/significant others
used their services were included in the statistical
analysis:Refer to Figure 4.). Nevertheless, mothers of
sexual aésault victims comprised an average of 43% of
service use (N = 114, M-: .4351, Mdn = .40, mode = .60, SD-
= .2401)i Fathers of sexual assault victims comprised an
éverage ;f 0.9% of service use (N = 97, M = .09814, Mdn =

.10, mode = .10, SD = .0629). Husbands of sexual assault

victims comprised an average of 14% of service use (N = 96,

I
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i
1
1
1

M = .1472, Mdn = .10, mode = .10, SD = .1408). Boyfriends

of sexudl assault victims comprised an average of 11% of
]

service use (N =89, M = .1169, Mdn = .10, mode = .10, SD =

.099). Sisters of sexual assault Victims comprised an

average 0of 0.7% of service use (N = 79, M = .0738, Mdn =
.05, mode = .05, SD = .0636). Brothers of sexual assault
victims comprised an average of OL3% of service use (N =

49, M = .0351, Mdn = .02, mode = .01, SD = .0326). Children
’ [

of sexual assault victims comprised an average of 10% of
service use (N = 42, M = .1019, Mdn = .05, mode = .05, SD =

.1830). Complete families ‘of sexuél assault victims

. I
comprised an average of 0.7% of service use (N = 41, M =

|
.0736, Mdn = .05, mode = .10, 8D = .063). Friends of sexual

~assault victims comprised an average of 16% of service use
(N = 93,'M = .1630, Mdn = .10, mode = .10, SD = .1321).

Others comprised an average of 0.9% of service use (N = 47,

M = .0917, Mdn = .05, mode = .10, SD = .0797).
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Figure 4. Percentage of Seryice Utilization According
to the Significant Other’s Relationship to
| the Primary Victiﬁ
In addition, rape crisis ageﬁcy directors reported
that the average duration of service use (e.g. number of
contacts/sessions) per family membérs/significant others of
sexual assault victims was slightly over three sessions (M

= 3.16, Mdn = 3, mode = 5, SD = 1.43) (Refer to Figure 5.).
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Figure 5. Average Duration of Service Utilization by
Family Members and Significant Others of

Sexual Assault Victims

Cri§is agency directors also rated the perceived
benefit ;f the aforementioned services with regard to
family adjustment/coping skills and the victims’ recovery
associatéd with family service involvement. Services were
rated on'a 4-point Likert scale (i.e. 1 = not benefiqial, 2
= moderately beneficial, 3 = beneficial, 4 = very
beneficial) (Refer to Figure 6 and Figure 7). The directors
of 10% of rape crisis agency directors rated crisis hotline
serviceslas moderately beneficial, 30.8% rated crisis

hotline services as beneficial, and 59.2% rated crisis
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;
|
i
|

|
hotline |services as very beneficial to family
|

adjustment/adaptive coping mechanisms (N = 120, M = 3.49,

|
|

Mdn = 4, mode = 4, SD = .67). The directors of 2.6% of rape

|
n 1] i 1] . » L]
crisis agencies rated referral services as not beneficial,

11.2% ra

I
| . .
Ited referral services as moderately beneficial,
1
|

28.4% raﬁed referral services as beneficial, and 37.8%

rated referral services as very beneficial to family

adjustmeht/adaptive coping mechanisms (N = 116, M = 3.41,
! < B -
Mdn = 4,Emode = 4, SD = .79). Th¢ directors of 1% of rape

: T ‘
crisis abencies rated family therapy including the victim
I 1

as not béneficial, 18.6% rated family therapy including the

victim aF moderately beneficial, 47.1% rated family therapy
|

including the victim as beneficiai, and 33.3% rated family

therapy including the victim as very beneficial to family
adjustment/adaptive coping mechanisms (N = 102, M = 3.13,
.o ‘ - -

Mdn = 3,Emode = 3, 8D = .74). The directors of 1% of rape
crisis a?encies rated family therapy excluding the victim
as not béneficial, 8.9% rated family therapy, éxcluding the

| |
victim as moderately beneficial, 39.6% of agencies rated
' !

family therapy excluding the victim as beneficial, and

50.5% raﬁed family therapy excluding the victim as very
|

beneficial to family adjustment/adaptive coping mechanisms

(

|

=
(@]
=
2

M = 3.40, Mdn = 4, mode' = 4, SD = .69). The
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directorg of 1.4% of rape crisis agencies rated support

groups as not beneficial, 12.3% rated support groups and

1

moderately beneficial, 34.2% rated support groups as

1

beneficial, and 49.3% rated support groups as very
beneficial to family adjustment/adaptive coping mechanisms

(N = 73, M - 3.34, Mdn = 3, mode = 4, SD = .75). The
director§ of 5.9% of rape crisis agencies rated other
service is as moderately beneficial, 17.6% rated other
service 1is as beneficial, and 76.5% rated other service is
as very béneficial to family adjustment/adaptive coping

mechanisms (N = 34, M = 3.71, Mdn = 4, mode =4, SD = .58).



Perceived Benefit of Each Service

o

Crisis Hotlines o T

erapy w/ Victims Support Groups
Referrals . Therapy w/o Victims Other Services

! t
\

Figure 6. Perceived Benefits of Services Regarding

Family Adjustment‘and Adaptive Coping

1

Mechanisms

|
Furthermore, the directors of 11% of rape crisis

agencies rated families/significant others with rape crisis

hotline services as moderately,beﬁeficial, 30.5% rated
families/significant others with rape crisis hotline
service; as beneficial, and 58.5% rated
families/significant others with rape crisis hotline

services as very beneficial to the victim's recovery (N =

118, M = 3.47, Mdn = 4, mode = 4,

'SD = .69). The directors

of 0.8% 'of rape crisis agencies rated families/significant

others with referral services as not beneficial, 11.9%
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i
rated families/significant others with referral services as

moderatély beneficial, 32.2% rated families/significant
others ﬁith referral services as beneficial, and 55.1%
rated faﬁilies/significant others with referral services as
very beneficial to the victim's récovery (N = 118, M =
3.42, Mdn = 4, mode. = 4, SD = .73). The directors of 1% of
rape crisis agencies rated family therapy including the
victim as not beneficial, 17.6% rated family therapy

including the victim as moderately beneficial, 31.4% rated

X |
family therapy including the victim as beneficial, and 50%

|
rated family therapy including the victim as very

beneficial to the victim's recovery (N = 102, M = 3.30, Mdn

= 3.5, mode = 4, SD = .79). The directors of l%‘of rape
‘crisis agencies rated family therépy excluding the victim
as not Qeneficial, 6.9% rated family therapy excluding the
victim a; moderately beneficial, 54.7% rated family therapy
excludiﬁg the victim as beneficial, and 57.4% rated family
therapy éxcluding the victim as very beneficial to the
victim'é recovery (N = 101, M = 3.49, Mdn = 4, mode = 4, SD
= .67).;The directors of 1.3% of ?ape crisis agencies rated
support éroups for families/significant others as not

beneficial, 12% rated support groups for

families/significant others as moderately beneficial, 30.7%
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|

rated sdpport groups for families/significant others as
beneficial, and 56% rated support groups for
families/significant others as vefy beneficial to the

victim's recovery (N = 75, M = 3.41, Mdn = 4, mode = 4, SD

= .76). The directors of 2.8% of rape crisis agencies rated

families/significant others with other services as not

beneficial, 27.8% rated families/significant others with
other services as beneficial, and 69.4% rated

families/significant others with other services as very

beneficial to the victim's recovery (N = 36, M = 3.64, Mdn

i

- 4, mode = 4, SD = .64).
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Figure 7. Perceived Benefits of Family Utilization of

\ Services Regarding Victim Recovery
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Similarly, the directors of 16.7% of rape crisis
agencies rated the perceived benefit of existing and/or

prospecﬁive support groups for families/significant others
I

(excluding victims) as moderately beneficial, 35% rated
|

existing and/or prospective support groups for

families/significant others (exclpding victims) as

beneficial, and 48.3% rated existing and/or prospective
support groups for families/significant others (excluding
victims)las very beneficial to th? victim's recovery (N =

1

120, M = 3.32, Mdn = 3, mode = 4, SD = .74) (Refer to

Figure 8). !
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Figure 8. Perceived Overall Benefit of Support Groups
|
. Solely for Family Members and Significant

Others of Sexual Assault Victims

Ageﬁcy directors gave qualitative responses when asked

to use tﬁeir expertise as primarytservice provider of this
populatign to iaentify the reasoné for poor services use
among fa@ily members/significant éthers of sexual assault
victims ;nd to provide plausible strategies to improve

service use among family members/significant others of

sexual assault victims. The qualitative data was assessed

|
!

| ‘
via content analysis, organized into categories generated

i
)

by the data, statistically analyzed, and placed into tables

(Referxr té Appendix D and Appendix E).
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CHAPTER FIVE

DISCUSSION

b

The rationale for conducting the current study was tol
seek and ultimately present information regarding the
relatioﬁship.between sexual violence and secondary
trauma/iicarious victimization. Seéondary trauma and
vicarious victimization were relatively new, unstudied

| |
areas of research with litple supporting empirical or
clinical data. Consequently, a viftually unnoticéd

b

population was not being adequatély served. Concern for

. ’ [
this popﬁlation, along with the opportunity to begin to
rectify £his situation 'was the inéentive to research this
area.

Theigoal of the study was to enhance understanding of
the needé of secondary victims of sexual trauma by
examining the availability, utilization and'perceived
benefits;of various treatment ser&ices for this populaﬁion.
Secondar§ victims were defined as family members and
significant others of sexual assaglt victims (e.g. motheré,
fathers,;husbands, boyfriends, siéters, brothers, victim's

) )

children, complete families, friends, and others closely

associated with the victim). Sexual trauma was defined as
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rape, molestation, or other forms of traumatic sexual

assaultﬁ The study was designed to obtain information
|

regarding existing treatment methods, what has proved to be
producti&e and unproductive, and to present plausible

i .
strategies directly from primary service providers to
include, improve, and establish services for family

members/ﬁignificant others of sexual assault victims.

Itéis clear from the present‘results that most
director% of rape crisis agencies recognized the need to
provide %ervices for this population. Prior research also
supportszservice provisions for fémily members/significant

, |
others of sexual assault victims (Cwik, 1996; Feinauer, &

Hippolite, 1987; Mio, & Foster, 1991; Mitchell, 1991).

|
As indicated in previous studies, 'the victim’s family

members/significant others are in need of treatment

|
services, in that they often adopt similar symptomatic

presentations as the primary victim as well as experience

perceiveﬁ deterioration in family functioning subsequent to
I

sexual trauma (Feinauer, & Hippolite, 1987; Mitchell,

1991) . ’\I‘o briefly review, the victim’s family

members/éignificant others may feel shame, guilt, anxiety,
depressibn, blame or anger toward themselves or the victim;

they may' become over protective, controlling,
42
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hypervigilant, socially withdrawn; they may experience

nightmares, sleep and appetite disturbances, heightened

l
|
|
| . ) .
startle responses, irritability, identity and role:

confusidh) difficulty concentrating, avoidance and

'
1

psycholobical/physiological reaction to similar
representative stimuli (Cwilk, 1996; Feinauer, & Hippolite,

1987; Mio, & Foster, 1991; Mitchell, 1991). However,

1
'

| .
research has also shown that family involvement in the

victim's' treatment is instrumenta; in the victim's

. , {
recovery, development of adaptive coping mechanisms, and

) |
overall family adjustment (Emm, & McKenry, 1988; Figley,

|
1

1983; Mitchell, 1891). These findings suggest that this
, l :

population would benefit from treétment services.

Nevertheless, the results indicatéd a shortage of, available

|
services'! and an apparent reluctance of family
members/significant others to avail themselves of the few
o
services?that exist.

1
'

\

Therefore, it is necessary to implement the most

promising and pragmatic strategies proposed by rape crisis

agencies: to augment services to best meet the needs of

[
i

primary ?nd secondary victims and lessen the gap between

. service availability and service use. True augmentation of

~services and implementation of agency proposals would
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require lchange on a legislative, community, and individual

agency/client basis. Two frequently occurring agency

proposalls that require legislative attention were to

i

|
improve ‘accessibility/availability of services (11.8% of

total prbposals) and a need for additional funding and

resourceé (6.1% of total proposal$). These two proposals

| .
overlap in that increased funding could provide additional

i
' ’

e e . .
facilities, more professionally trained counselors, and

added maﬁerials, which in turn, would increase the

availabiiity of services as well as the number of clients

that couﬁd be served. However, to accomplish this goal
§ |

agency directors must first continually apply for existing

grants ahd other subsidies (e.g. Violence Against Women Act
|

l
fund and Victims of Crime Act fund). Agency directors may

want to consider becoming proactive policy advocates,
|
|

increasing their visibility and strength by forming
I
! .
alliance% with prominent victims’ rights groups, and
proposing new or modifications to existing legislation to
|

improve éervices and funding. Logal, state, federal, and
legislat;ve representatives would need to be contacted and
|

presentea with clearly outlined policy objectives,

| i
statisti¢a1 information regarding'the benefits of
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treatment, along with budgetary requirements, and a plan

for resource allocation.

At the community level, two frequently occurring

agency proposals to improve service awareness and

utilization were positive community outreach (30.2% of

total proposals) and Interagency ;ollaboration (8% of total

proposals). Positive community outreach, as described by

l
agency directors comprised the enhancement of public

knowledge of service availability, agency missions,
|

populations served, and benefits of treatment. To

operationalize and implement this, strategy effectively rape

crisis agencies need to publicize available services and

explain what constitutes sexual violence and its impact on

primary and secondary victims. This could be accomplished
N . | .

1

through presentations to local schools, churches, and
community groups. Rape crisis agencies may also want to
considerisponsoring énd/or having’pamphlets available at
communit& events and facilities. |
Similarly, to facilitate interagency collaboration

rape crisis agencies could invite adjunct service providers
i :
(e.g. medical professionals, mental health counselors,

|
social services providers, and law enforcement units) to

| . . . . ,
agency produced educational seminars. Educational seminars

)
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1
1
1
1

would preesent information regarding secondary

1

| . 1]
victimizatlon, statistics on the value of services, and the

i
i

necessity for adjunct service providers to promote service

use, have agency pamphlets aécessible, and refer
I .

family/significant others to appropriate crisis agencies.

Agehcy proposed changes in practice or otherwise

directly involving clients consisted of education of
| '

primary and secondary victims (11.3 % of total proposals)

and increased training of employeés (9.9% of total
| .

proposalé). Use and continual trajining of degreed
l
counselors/service providers is critical to providing

adequate] competent treatment. Counselors/service providers

must have an in-depth understanding of psychosocial

functioning, clinical assessment,  intervention, and
|

treatment planning. Hence specific clinical approaches for

the psychological and emotional health of each victim group

need to be provided.

|
Clinically, when treating traumatic sexual assault

! .
victims,, their spouses/partners, and other family members,
it is important to understand how secondary trauma may

|

alter fa@ily/relational dynamics. Knowledge regarding the

|
continuing effects of a traumatic sexual assault will help

counselors/service providers to address and educate clients
|
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about se&ual trauma and vicarious, victimization, assess the
individual needs and issues of this population, and develop
effective treatment plans to aid the recovery process for
primary and secondary victims of sexual trauma.

Two additional proposals, which must also be
mentioned, are to increase male staff (2.4% of total
proposals) and develop support groups, and other services
solely/speéifically for family members/significant others
of sexual assault victims (4.7% of totai proposals) .
Brookings, McEvoy,'and Reed (1994), reported a significant
lack of:male employees/volunteers working in rape crisis
agencieé, which they attributed to male significant others
feelingfuncomfortable or unWelcome and therefore not using
services even when they are available. An easy remedy would
be to encourage and recrult more male employees/volunteers.
Another plausible solution would be to develop client or
counselor facilitated support groups for male significant
others (Brookings, McEvoy, and Reed, 1994).

The implementation of support groups for male
significant others is a wonderful development in the
treatmeﬁt of secondary victimization. However, as proposed
by agency directors in the present study, additional groups

should be developed for all family members/significant
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others of sexual assault victims. Although there is little
researcﬁ regarding support groups for family
members/significant others of sexual assault victims, a
similar model for such groups is found in Al-Anon, Nar-
Anon, Ayateen, and other Alcoholics Anonymous/Narcotics
Anonymous family-oriented 12-step self-help groups. These
groups provide structured support to secondary victims of
alcohol and narcotics abuse from other family members and
significant others who have had similar experiences (Read,
1995). ft may prove beneficial to:apply a similar model to
groups for family members/signifisant others of sexual
assault victims. In fact all the strategies proposed by the
various rape crisis agency directbrs have the potential to
'increase service utilization and/or the availability of
resourceé fqr family members/significant others of sexual
-assaultlvictims. Therefore, each broposal warrants serious
consideration, operationaliztion énd implementatiﬁn.

This study met its objective to identify: (1) the type
and availability of treatment services for or including the
victim’s family members/significant .others, (2) the
utilizagion of treatment services by the victim’s family

members/significant others, (3) and the perceived need and

benefits of these treatment services. The study was also
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successfﬁl in identifying possible reasons of non-service
use and bresenting plausible strategies to improve
availabiiity and utilization of treatment services for
secondar§ victims (i.e. family members/significant others
of traumatic sexual assault victims).

One, limitation, however, was the inability to directly
survey secondary victims. Based on confideﬁtiality lssues
and an understandable desire to protect primary and
secondar& victims of sexual trauma, permission to survey
and/or other forms of direct contéct with clients were
ultimately denied. Therefore, assessment of services as
beneficial or non-beneficial were based solely on the
perceptions of the directors of répe crisis centers and
related agencies who are in frequént contact with the
victims and their families. Likewise, reasons for poor
service utilization were garnered from the professional
opinions, of agency directors based on their interactions
~with the target population.

A sécond limitation or flaw was that sample size
[returne@ gquestionnaires equaled 37% of total
questionﬁaires mailed] may have been comproﬁised in that

rape crisis centers and related agencies identifying

themselves as “crisis hotlines” were excluded from the
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study. ﬂt appears that that may have been a poor decision
|

in that khe majority of hotline agencies offer additional
éervices or may have added valuable information to the

study. Another error in sampling/questionnaire construction
i

was thati agency directors that indicated that they did not

offer seivices to the family membérs/significant others of
!
sexual assault victims were directed to the end of the

T

guestionnaire. A better alternative would have been to have
| .

them ans@er the qualitative perce?tion gquestions regarding
reasons Eor poor service use and étrategies to improve
availability and utilization of services.

A tpird limitation or flaw was failure to include

domestic. partnerships in the family member/significant

\ .

other catégory. An additionallcategory for domestic
partners#ips among the list of family members may have
provided important data for futuré research. Instead, to
the dismgy of some adgency directors who fervently pointed '

out the gesign flaw in the margins of a few questionnaires,

domestic, partnerships were subsumed in the category of

“others”.
|

Nevertheless, this study provides informative research
i
on secondary trauma, vicarious victimization, and various

treatment options. This study is intended to begin the
I
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journey pf discoyery.'It serves to provide an initial
endeavoréfrom which future researéh can continue.

Future research méy focus on providing information
regardiné the development and wvarious- causal factors of
secqndar§ victimization, various relational dynamics
affected by secondary trauma (e.g. marital dysfunction and
parent—cﬁild conflict), or various clinical aspects such as
assessmeht, intervention, and treatment planning. Future
studies must continue the journeylof discovery, .£fill the

gaps in information, and continue to investigate how to

best serﬁe this population.

51



APPENDIX A

COVER LETTER/INFORMED CONSENT
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Steven McCraw

Pegasus Day Rehabilitation Center

2310 North Sierra Way

San Bernardino, CA 92405

' September 01, 2001

Program Director .
Company «
Address '

|
Dear Sir or Madam:

I am an MSW student at California State University, San Bernardino working under the supervision
of Dr. Matt Riggs, Ph.D. I am conducting an anonymous study regarding the availability, utilization, and
perceived therapeutic value of sexual assault recovery services designed to assist the families/significant
others of sexual assault victims. This study has been approved by the Department of Social Work Sub
Committee of the Institutional Review Board at California State University, San Bernardino.

I respectfully ask that your agency/facility would partiéipate and contribute to the study. This study
does_not request client participation or confidential client information. Preferred participants would be the
director or licensed therapists of a rape crisis agency or an anency that offers rape crisis/sexual assault
treatment services. Participants should also be at least 18 years of age.

This study involves the completion of a questionnaire regarding the type, use, application, and
perceived benefits of treatment services. All information obtained in this study will be completely
anonymous: this means that no information that could be used to identify you or your agency will ever be
requested or reported. Your participation in this study will take approximately 15 minutes.

Your participation is completely voluntary. You are not obligated to answer any questions and you
may discontinue your participation in the study at anytime without penalty. However, it is my hope that you
will participate fully in this study in that I believe the results will be extremely beneficial. If you have any
questions regarding the study please contact Dr. Rosemary McCaslin, Coordinator of MSW Research, at
(909) 880-5507.

By plécing a check mark in the space below, you acknowledge that you have been informed of the
nature of this study and freely consent to participate and are at least 18 years of age.
Please make check mark here

: Sincerely,

Steven McCraw
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Utilization of Services by the families/significant others of sexual assault victims
Questionnaire

1. Are services offered to the families/significant others of sexual assault victims?

() Yes {If Yes, please go to question 2.)
() No (If No, please skip to the end of the study)

2. Which of th(:a following services are offered to the families/significant others of sexual assault victims?
[Please check (Call that apply]

() Crisis Hotline Services.

(L) Referrals for the victim’s family/significant others.

() Family Therapy (sessions including the victim and the victim’s family/significant others).
() Individual or Family Therapy (sessions not including the victim). ) :
(_) Support Groups for the victim’s family/significant others (séssions not including the victim).
(L) Other. : ?

3. Of the services listed above for family members/significant others of sexual assault victims, what is your
estimate of how much each service is used?

i

[Note: percentages should equal 100%]

__ % Crisis Hotline Services.

____ % Referrals for the victim’s family/significant others. v

____ % Family Therapy (sessions including the victim and the victim’s family/significant others).

% Individual or Family Therapy (sessions not including the victim).

% Support Groups for the victim’s family/significant others (sessions not including the victim).
% Other ?

4. Of the total number of family members/significant others who use the services offered above what is
their typical relationship to the victim? ‘ '

[Note: percentages should equal 100%]

% Mothers % Fathers % Husbaﬁds % Boyfriends % Sisters
% Brothers % Victim's Children % Entire Families % Friends % Others

5. What is the average duration of service use of families/significant others of sexual assault victims (not
including referrals)?

(L) 1 Session (L) 2 Sessions () 3 Sessions () 4 Sessions (1) 5 or More Sessions

6. Please indicate from 1 to 4 how beneficial do you feel each of the following services are to the
families/significant others of sexual assault victims in regards to family adjustment and adaptive coping
mechanisms?
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I ‘ .
Not Beneficial Moderately Beneficial Beneficial Very Beneficial
1 : 2 . 3 4

1

(_) Crisis Hotline Services.

(__) Referrals for the victim’s family/significant others.

(__) Family Therapy (sessions including the victim and the victim’s family/significant others).
(_) Individual or Family Therapy (sessions not including the victim).

() Support G}oups for the victim’s family/significant others (sessions not including the victim).
(__) Other . ?

| .
7. Please indicate from 1 to 4 how beneficial do you feel providing each of the following services to sexual
assault victims’ families/significant others are to the victims* overall recovery?

1 .
Not Beneficial’ Moderately Beneficial Beneficial Very Beneficial
1 | 2 3 4

() Crisis Hotline Services.

(__) Referrals for the victim’s family/significant others.

(__) Family Therapy (sessions including the victim and the victim’s family/significant others).
(__) Individual or Family Therapy (sessions not including the victim).

() Support Groups for the victim’s family/significant others (sessions not including the victim).
(_) Other ?

[

|
8. Overall, how beneficial do you feel support groups solely for the families/significant others of sexual
assault victims (not including the victims) are or would be?' [Please cirele]

Not Beneficial Moderately Beneficial Beneficial Very Beneficial
1 2 : I3 4
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9. In your professional opinion, what are some of the reasons why victims’ families/significant others do

not readily seek treatment services?

10. In your professional opinion, what can be done to improve services used among families/significant others

of sexual assault victims?

NOTE: Thank you for completing the study. Please place the completed questionnaire
. in the stamped envelope provided and mail back as soon as possible. Thank you
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Debriefing Statement

Thanlic you for completing the study. The purpose of this study was to examine and identify the
current availab‘fility and utilization of sexual assault recovery services by the families and significant others
of sexual assaillt victims as well as to assess the need and benefit of family treatment services dealing
specifically wifth traumatic sexual assault, secondary trauma, and the vicarious victimization of the family.
Additional objectives of the study were to identify plausible reasons for the current rate of service use
among family members and significant others of sexual assault victims and to develop possible ways to
increase service utilization.

If you are interested in the results of the study a copy of the results will be made available in the
Pfau Library of California State University, San Bernardino afrer November 30, 2001.

If yod have any concerns following involvement in this study or experience any discomfort in
association with this study please contact Dr. Rosemary McCaslin, Coordinator of MSW Research, at (909)
880-5507.

Thank you again for your participation.

Steven McCraw
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APPENDIX D
QUALITATIVE RESULTS TABLE 1. REASONS

FOR POOR SERVICE USE
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Table 1: 'Rea:sons provided by rape crisis agency director for poor services use among secondary
victims (i.e. family members/significant others of sexual assault victims).

f Statistics

. Reasons for poor services Frequency Percent
Secondary victims (i.e. family members/significant others) often do not
recognize themselves as secondary victims/Denial that family 46 14.8
members/Significant others need services.
Secondary victims (i.e. family members/significant others) are unaware that .
services are available to them 43 138
Shame, stigma, fear of societal blame for being a victim/related to a'victim 40 12.9
Problem avoidance/denial of impact of assault to the family system 39 12.5
Guilt - farlnily members/significant others undeservedly blaming themselves for 18 ] 58
not protecting/preventing the sexual assault
Lack of financial resources to pay for services . 16 5.1

Secondary victims (i.e. family members/significant others) falsely believe they
cannot seek services themselves because they must utilize all their energy .16 5.1
supporting the primary victim

Lack of knowledge regarding the value of services 11 35

Private family issue - belief that the problem can be handled by

family/si;:;niﬁcant others H 3.5

Secondax?' victims (i.e. family members/significant others) may want to avoid 10 32

their own past victimization/abuse issues ) )

Lack of available/accessible 9 2.9

Fear of ekposure/loss of confidentiality 8 2.6

Disbelif.:f;--blame ‘of the v.ict.im--apathetic regarding services for themselves or ' - 23

supporting the primary victim

Family members/significant others may be reluctant to examine/change

preexisting dysfunctional family/relational dynamics ‘ 7 2.3

Secondafy victims (i.e. family members/significant others) falsely @socinte 6 1.9

services with having a mental health issue or admission of incompetence

Don't kn(;)w what to say/how to support to the primary victim 6 1.9

Primary Victims are opposed/Family members/significant others don't know that 6 1.9

a sexual assault

Re-victimization by poorly trained services providers 4 1.3
1 Preoccupied with others stressors, general life commitments prevent service use 4 1.3

Agencies are not culturally sensitive 3 1.0

Language barriers 1 3

Total . 311 100.0

Note: Some rape crisis agency directors provided 0-5 rcponses.' Therefore, the number of reasons (311) do not equal
the number of agencies that responded (148). ) '

61



"APPENDIX E
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TO IMPROVE SERVICE USE
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Table 2: Strategies provided by rape crisis agency director to improve services use among
secondary victims (i.e. family members/significant others of sexual assault victims).

Statistics

Strategies to improve services use Frequency Percent
Positive community outreach to expand awareness of available services and to|
explain the impact of sexual violence on Family members/significant others as 64 30.2
well as the necessity of family involvement in the victim's recovery
Improve accessibility/availability of services 25 11.8
Direct Education/Provide workshops and/or gender-neutral
literature-pamphlets for secondary victims (i.e. family members/significant 24 11.3
others) regarding the benefits of services
Training employees regarding secondary victims and the impact of 27 9.0

family/significant others' involvement in the primary victim's recovery

Interagency collaboration -- Assist adjunct services agencies in understanding
secondary victimization, having an adjunct service agencies promote service u 17 8.0
and refer family/significant others to appropriate crisis agencies

More resources to assist family members/significant others (i.e agencies,

counselors, materials, funding) 13 6.1
Have sliding scale/free services 12 5.7
Develop support groups, and other services solely/specxﬁcally for secondary

victims (i.e.family members/significant others 10 47
Normalize family difficulties and secondary victimization/traumatization 6 2.8
Agency 'didn't know 6 2.8
Increase staffing/male staff 5 24
Maintain confidentiality 3 14
Have agency directors/counselors ask secondary victims (i.‘e. family 3 14
members/significant others) how to improve services

Improve cultural sensitivity 2 .9
Assist secondary victims (i.e. family members/significant others) to understand I 5

intergenerational connections !

Total , 212 100.0

Note: Some rape crisis agency directors provided 0-5 responses. Therefore, the number of strategies (212) do not
equal the number of agencies that responded (148).
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