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1. Introduction 
 In July 2005, the management of Relationships Australia (SA) decided to fund a 
consortium of researchers1 to undertake a comprehensive research inquiry into client 
and worker experiences of disclosure and help-seeking among adult survivors of CSA.  
Research participants were recruited from Respond SA, the first designated service in 
South Australia established to address the significant unmet need of adult survivors of 
CSA.  Respond SA had been established in July 2004 by Relationships Australia (SA) 
with funding provided by the South Australian Department of Families and 
Communities. 

This report describes this research, including the processes of developing research 
aims, choice of method, research design and implementation, the analysis of data, key 
findings and recommendations.  It was envisaged that the identification of key themes 
influencing client experiences of disclosure and help seeking would be valuable to 
practitioners, within counselling services, further informing and enhancing existing 
practice, contributing to the identification of service delivery needs and to strategic 
planning.  These themes could inform and influence the training of relevant workers 
and professionals in allied human services and health fields, particularly in relation to 
front-line and interagency responses to disclosure and help seeking behaviours. 
Furthermore, it was envisaged that as there is relatively little Australian research on 
disclosure and help seeking in the context of CSA, it would make an important 
contribution to the international research field. 

 

1.1 About Respond SA 
Respond SA provides a range of appropriate and effective responses to adults who 
have been subjected to CSA.  Respond SA provides services for the following client 
groups: 

• Adults (16 years and over) who have been subjected to CSA (CSA) 

• Their families and significant others 

• Workers and agencies that work with or respond to the client group.   

The service consists of the following elements: 

• Telephone helpline which provides support, advice and counselling to callers 

• Specialist ongoing counselling (face to face or by telephone) 

• Provision of therapeutic support groups 

• Training and service development 

• Policy advice to government and the health and welfare sectors. 

 

                                            
1 The consortium comprised Dr Jan Breckenridge from the Centre for Gender-Related Violence Studies (CGRVS), 
UNSW and Joan Cunningham and Karen Jennings, Adelaide-based Research Associates of the Centre for 
Gender-Related Violence Studies. 



 

Service usage patterns 
A comprehensive overview of service usage patterns July 2004 - November 2005 (the 
research data collection period) can be reviewed in Appendix A.  A brief snapshot of 
these patterns is provided below. 

Statistical overview of counselling services 
  

Face to face counselling sessions 1816

Telephone counselling sessions   593

  

Total number of counselling sessions 2409

  

Number of allocated counselling clients  438

Males 24%

Females 76%

  

Average number of counselling 
sessions per week 

36

 

During this period there were 2409 counselling sessions provided by Respond SA 
(including face to face and telephone counselling). This is an average of 36 
counselling sessions per week.   

From inception to November 2005, Respond SA provided 438 allocated clients with 
2409 booked counselling appointments (face to face or telephone counselling). Of the 
2409 counselling sessions, 1816 were delivered via face to face counselling sessions 
and 593 were delivered via telephone (this figure includes phone calls with clients, 
longer than 15 minutes, which have taken place in between scheduled counselling 
sessions, as well as scheduled phone counselling sessions). Clients came from across 
the Adelaide metropolitan area, from a number of regional areas and from remote 
areas. There were several callers from interstate.  Importantly, of those 438 clients, 335 
(76%) were female and 103 (24%) were male.  This confirms the anecdotally reported 
pattern of men as well as women accessing Respond SA services. 
Where the relationship of the perpetrator to the client was known, the majority of 
perpetrators were immediate and extended family members, acquaintances and 
authority figures (43%).  Child sexual abuse perpetrated by strangers, members of the 
clergy and residential care workers accounted for only 8% of this sample.  These 
statistics indicate a much broader client group, which again, is consistent with the 
literature presented in the Respond SA Evaluation report (Breckenridge, Cunningham 
and Jennings, 2005). 

Respond SA has also provided a number of therapeutic groups for their own clients as 
well as therapeutic groups and training for and with other organisations.  

 

1.2 Background to this research 
An early evaluation of Respond SA was undertaken by external consultants2 in 
December 2004.  This evaluation concluded that Respond SA had achieved 
demonstrable success in implementing an appropriate model of service delivery to 

                                            
2 Breckenridge, J, Cunningham, J & Jennings, K (2005) Respond SA: adult childhood sexual abuse service: 
Evaluation Report, July to December 2004. 



 

meet the needs of its target population, i.e. adults 16 years and over who have been 
subjected to CSA, their families and significant others, as well as workers and agencies 
providing a response to this client group. The evaluation also predicted that this service 
need was likely to be ongoing and recommended that the organisation should identify 
future directions and prioritise the development of strategies to enhance existing 
practices to properly address this need. 

In response to the evaluation’s recommendation, the management and workers of 
Respond SA participated in a number of post-evaluation workshops with the research 
team focusing on practice and service development. These discussions identified the 
need for research that would in the first instance explore client patterns of disclosure 
and help seeking, prior to their involvement in a specialist service.  The research team 
also identified clients’ experiences of Respond SA as a specialist service and 
investigated patterns of service usage as an important follow-up to this initial inquiry.  
While the impetus for the focus of the research was derived from the collective 
experience and knowledge of the participating counsellors and the consortium 
researchers, the literature review in the Respond SA Evaluation Report (2005) 
provided a further rationale for the identification of disclosure and help seeking as key 
issues informing an appropriate service response to adults who have been sexually 
abused as children.  

In summary, the literature review revealed that: 

• Children and adults frequently do not disclose their experiences of CSA.  Alaggia 
(2004) reported that most studies of disclosure found that between 30% and 80% 
of victims purposefully do not disclose these experiences before adulthood. 
Fleming (1997) found that only 10% of CSA incidents were ever reported to the 
police or a helping agency (e.g. community organisations such as sexual assault 
services).  Kelly et al. (1991) found that only 5% of incidents were reported to an 
agency where statistics would be collected. 

• Adult survivors often seek help from generic organisations and choose not to, or 
cannot, always disclose their past childhood abuse.  Very often, they present to 
services with a range of related critical health and welfare issues. Holden’s report 
(2002) highlights that many survivors contact general practitioners, psychiatrists 
and other health and welfare professionals, often presenting with depression, 
anxiety, drug and alcohol misuse and other related conditions.  The survivors in 
this and other studies (for example, Women’s Health Statewide 1994; Australian 
Bureau of Statistics 1996; and King 1998) attributed this to not knowing that 
services existed or not feeling safe enough to disclose the actual cause of their 
distress. 

• Despite having disclosed in a number of instances, survivors often re-present 
repeatedly to generalist services for the same or substituted symptoms because 
the underlying issue of trauma has not been addressed (Herman 1992; King 1998; 
and Breckenridge 1999).   

• Outside of designated services, survivors are frequently seen by workers who are 
not specialised or trained to deal with the direct effects of CSA, and any 
disclosures may be minimised or ignored in favour of treating ‘symptoms’ 
(Stojadinovic 2003).  Also, these same workers may not receive adequate 
supervision, peer support or debriefing (Holden 2002). 

• There is little or no Australian data documenting the pattern of clients’ usage of 
services in designated agencies. 

• There is little or no Australian research that explores client expectations and 
responses to counselling for adults subjected to sexual abuse in their childhood. 

 



 

1.3 Research aims  
This select account of the literature, combined with the collective experience and 
knowledge of the research team, management and workers from Respond SA 
facilitated the development of research aims that exemplify the concept of practice-
informed research which are appropriately grounded in the workers’ experience. 

There were four key aims:  

1. To map the pattern of, and responses to, disclosure as reported by a purposive 
sample of clients prior to accessing Respond SA 

2. To explore the experiences of clients’ past help seeking, including perceptions of 
the helpfulness of counselling, groups or other chosen strategies 

3. To explore workers’ experiences and understanding of disclosure and help seeking 
by adults who were subjected sexual abuse in their childhood 

4. To examine the circumstances that prompted individuals to approach Respond SA 
and to explore clients’ hopes and expectations of Respond SA services. 

The stated aims of the research appropriately addressed the issues identified by the 
research team, but also importantly contributed to the fulfilment of the stated objectives 
of Respond SA:3 

a. To provide effective support services to adults (and their families) who have been 
subjected to CSA 

b. To increase the ability of organisations and workers to provide an appropriate 
response when reports of CSA are made 

c. To contribute towards community awareness and understanding of CSA and its 
effects on adults 

d. To provide policy advice, this ensures improved responses and assists in the 
prevention of CSA. 

Importantly, the research was designed to develop new practice strategies and 
enhance existing strategies which specifically address these objectives. The analysis of 
data collected will contribute to an understanding of clients’ pathways to Respond SA 
and their utilisation of its services. 

 

1.4 Terminology 
The research team is aware that language is not neutral and how it is used, conveys 
interpretations and values, even if these are not conscious or explicit.  With this in 
mind, the following notes on terminology are provided so that the terminology used in 
this report, and the thinking behind these choices, is transparent. Please note, that 
where quotes or paraphrases are used from a participant interviewee, or from research 
literature, the language used from these sources has not been changed. 

 Abuse: we have used the term abuse rather than assault, because abuse allows a 
more comprehensive range of tactics to be included, for example, emotional and 
economic abuse. The limitation of using assault is that it is commonly understood 
as being solely physical. The potential limitation of using abuse however, as we 
have chosen to do, is that it can be interpreted as less serious. Similarly, we have 
avoided using the word incest, because it can imply mutual consent. This research 
is focussed on adults who have been sexually abused as children. Informed and 
meaningful consent is not possible for children. 

                                            
3 As part of their Service Agreement with the Department of Family and Community Services, Respond SA 
identified these four objectives as fundamental to their provision of services. 



 

 Victim/survivor: The term victim has been commonly used in literature in the field 
as well as in the area of family and domestic violence. More recently, some people 
have felt that it can imply that an individual can never move on from this definition 
or representation, i.e. that they are fixed in their victim status. For this reason, the 
term survivor is preferred by some people. Equally for some individuals, the word 
survivor implies that they are ‘over it’ and they therefore prefer the use of victim. 
We have used both words, depending on which felt most appropriate in particular 
contexts and which term a participant used. 

 Paedophile: We have avoided the use of this term because it is a psychiatric 
classification of a condition (one that is, nonetheless, widely used in the media to 
generally describe perpetrators of child sexual abuse). We do not wish to imply or 
assume that people, who have abused a child or children, necessarily have a 
particular clinical diagnosis. To do so, would beg questions of choice and 
responsibility about abusive behaviour. It is noteworthy, that the majority of child 
sexual abuse incidents occur within families or in the context of friends and trusted 
individuals. It is common that perpetrators of abuse against children also have 
adult sexual relationships. 

 Perpetrator: We have used this word thoughtfully in this report. Our reservation is 
that it can imply that this is the total definition, i.e. the sum total of who someone is. 
Many women and men who shared their stories expressed some positive and 
ambivalent feelings towards the person who had perpetrated sexual abuse. There 
is a subtle but important difference in saying that a person perpetrated the abuse 
and saying that someone is a perpetrator. 

 Offender: This term is used when someone has been charged with a criminal 
offence and in this sense it is a legal phrase. It is commonly used more widely than 
this, however in the research literature, sometimes synonymously with perpetrator. 

 Perpetrator tactics: (See sections 5.2, 5.3 and 6.1 of this report for an 
explanation of this term). 

 Subjected to/experienced: Using the word ‘experienced’ in relation to child 
sexual abuse can be problematic, in that, it can reduce the significance of the 
abuse – suggesting that it is merely one experience among many. It can also 
suggest that it was in some way a chosen experience. For this reason, we have 
mostly used the term ‘subjected to’ which more accurately reflects the abuse of 
power that is revealed both in this study and in the research literature. 

 Symptoms of abuse: This report has been cautious about using the phrase 
‘symptoms of abuse’. Symptoms can suggest a malfunction or disease state, 
especially because it is a term so commonly used in medical arenas. This report 
uses the term, ‘effects of abuse’ which locates the problem in the abuse, rather 
than in the individual who was subjected to it. However, some of the research 
literature that is reviewed in Chapters 3 and 4 does use the term symptom. 

 

1.5 The research team 
To carry out this research, a consortium of external researchers offering specialist 
knowledge in the area of sexual violence, child protection and participatory research 
formed a unique research partnership with the management and workers of Respond 
SA. Those involved in the consortium are: 

• The University of New South Wales (UNSW) – Dr Jan Breckenridge, Director of 
the Centre for Gender Related Violence Studies (CGRVS) 

• Joan Cunningham and Karen Jennings, Adelaide Research Associates of the 
Centre for Gender-Related Violence Studies (CGRVS), UNSW. 



 

These same researchers also evaluated the Respond SA service earlier in 2005, and 
thus provide continuity and familiarity with the service and its objectives. 

When referring specifically to this consortium, the terminology ‘consortium researchers’ 
is used.  The Respond SA counsellors who conducted interviews are referred to as 
‘counsellors’ and ‘the research team’ is the broader researcher team encompassing 
both the consortium researchers and the counsellors. 

 



 

2. Research methodology 
From its inception in the post evaluation workshops, this research has prioritised the 
involvement of managers and workers of Respond SA in the choice of research 
methodology, the formulation of the research aims and the implementation of methods.   

Positioning the workers as integral members of the research team provides a unique 
contribution to research in the area. The workers’ skills have contributed to a more in-
depth data collection and consequently a richer understanding of the participants’ lives.  
All workers involved in the data collection were also professional counsellors.   Rubin 
and Rubin (1995) argue that the richness of data emerges not simply because of a set 
of research skills, but rather in response to a philosophy where the understanding of 
[the client’s] experience is achieved by deliberately encouraging people to describe 
their world in their own terms using the conversational (and in this case, also the 
therapeutic) skills of the interviewer.   

The philosophy of collaboration between the research team and the 
counsellors/managers from Respond SA and the co-researcher status of these workers 
are fundamental to this study. They are also consistent with the principle of including 
client participants as partners rather than objects of research. An important 
understanding that informs this research is that individuals hold and create multiple 
perspectives and meanings. These meanings are developed and reviewed in dynamic 
processes, rather than in static ‘positions.’ In addition, individuals are not viewed by 
researchers only through the lens of child sexual abuse. This research topic relates to 
one aspect of participants’ lived experience and it has been important to recognise the 
co existence of a whole range of strengths, meanings, creativity and diverse 
experiences that individuals have. Riger (1999) argues that collaboration of this kind, 
while rare, is possibly the best way to develop meaningful research findings in the area 
of sexual and domestic violence. 

The collaborative approach that has underpinned this research process is also referred 
to in the literature as participatory research.  In addition to their involvement in the 
conception of the research, Respond SA workers participated in all aspects of the 
research design such as co-constructing relevant interview questions, interviewing 
participants and providing analytic input about the data gathered. As a result, the 
research is not distanced from the practices and issues about which it seeks 
information. In fact, the research process became one in which workers and 
participants from the client group clarified their own needs and future priorities.  The 
recursive nature of the interaction between workers, the research and their intervention 
strategies is indicative of an action research framework. 

Wadsworth (1997) suggests that the benefits of participatory action research, 
particularly for marginalised groups or where a phenomenon is not well understood, 
cannot be over-emphasised.  Such benefits include: 

• Improved relevance of the inquiry to those who share in the problem/question 

• Sharper focusing of the research questions 

• Enhanced relevance of the inquiry to those whose jobs are to do something about 
the issue (whether as a service provider, a carer, an administrator, a funder, etc.) 

• Increased effectiveness of the research design (what is asked, by whom, of whom, 
when, where and how) 

• Greater meaningfulness of the information gained.  

Also, the particular choice of participatory research is consistent with the former SA 
Department of Human Services’ Research and Evaluation Framework which prioritised 
‘creating greater capacity and commitment to program improvements and 
implementation of evaluation recommendations’ (South Australian Department of 
Human Services, 2002-2005, p.12). 



 

 

2.1 The collection of qualitative and quantitative data 
Strauss and Corbin (1990) contend that some areas of study naturally lend themselves 
more to qualitative types of research, for instance, research that attempts to uncover 
the nature of people’s experiences with a phenomenon.  Participatory research 
frequently prioritises the collection of qualitative data as the best means to gather the 
various stories of the research project (Lienert 2002). This methodology provides a 
depth of data carefully derived from individual and collective experiences.  The four 
stated aims of this research are best addressed by employing an inductive approach 
that is discovery-oriented, that is, a qualitative methodology.  However the collection of 
quantitative data may also be incorporated into participatory research, because when a 
project requires a demographic focus (for example, the mapping of service usage data) 
it can ensure that data analysis is manageable and that results can be reported in a 
sensible and appropriate way. Appendix A of this report thus presents quantitative 
data which describe the context of Respond SA’s service provision and its clients’ 
usage patterns. 

This research will prioritise listening carefully for the meanings, interpretations and 
understandings that give shape to the world of the interviewees by way of semi-
structured interviewing combined with a more limited use of quantitative measures.  
Importantly, this use of ‘multiple research methods’ can increase the rigour of any 
research project, while at the same time providing a more complete picture of what is 
happening (Alston and Bowles 1998).  

Qualitative measures: 

• An extensive literature review providing a context and framework for understanding 
clients’ past experiences of disclosure and help-seeking, as well as general trends 
of service usage by adults subjected to CSA.  

• Between November 2005 and June 2006, semi-structured interviews with a 
sample of 33 current clients were conducted by experienced counsellors from 
Respond SA.  The counsellors invited participation by providing information 
regarding the project to their clients.  All participants were over 18 years of age 
and clients of Respond SA at the time of the interview.  Counsellors did not 
interview their own clients in the interest of avoiding role confusion between 
counsellor and researcher. 

• Key informant semi-structured interviews by the consortium researchers with five 
Respond SA counsellors in August and September 2005.  All counsellors had 
received a copy of the interview questions prior to the interview. 

Quantitative measures: 

All service usage statistics from inception to the end of November 2005 were collated.  
These statistics were documented in the Client Contact Form for each Respond SA 
client by service received, that is counselling, group work and telephone helpline 
usage. These are presented in Appendix A of this report. 

 

2.2 Data collection details 
a) Interviews with clients 
From November 2005 to early June 2006, Respond SA counsellors explored the four 
research domains by interviewing 33 current clients. The choice of semi-structured in-
depth interviews allowed the participant to have some capacity to guide the interview 
process while still allowing the researcher to collect more specific information relevant 
to the research aims. The questions are provided in Section 2.3. 



 

The research interviews were arranged on a rotating roster to ensure that no one 
person was always interviewing a particular counsellor’s clients.  This strategy ensured 
that interviewers were exposed to a range of counsellor’s client’s and counselling 
experiences.  

The counsellors allowed between 1-1½ hours for the interview and another hour 
immediately after to write up detailed notes of the interview. Exact words were 
recorded where possible. A deliberate decision was made not to tape these interviews. 
Some clients still had contact with perpetrators and for some there was a possibility of 
court action.  The transcripts of taped research interviews can be subpoenaed and may 
form part of evidence in a criminal trial.  Counsellors’ own research notes are not 
necessarily subject to such legal scrutiny.  It was also thought that participants would 
feel less anxious in an un-taped interview, and thus be more inclined to be open about 
their experiences.   

Participants were given the option of coming in to Respond SA to read a record of their 
interview to make any corrections and/or add important extra details.   This strategy 
was intended to increase the rigour of the data collection by ensuring that what was 
recorded was consistent with what participants thought they had said.  Participants 
were able to keep a copy of their record if they wished to do so.  The counsellor who 
conducted the interview was available to provide assistance to any participant who 
became distressed when reading their records.  Respond SA also ensured that 
participants had access to a counselling session with their own counsellor soon after 
the interview, if this was necessary. The interview records were not mailed out to 
participants, unless specifically requested. 

In addition to the client transcripts, workers were asked to provide their own written 
reflections concerning the issues raised by the clients in the interviews.  This is an 
interesting form of data triangulation in that clients provided their own responses to the 
interview questions and then the workers provided a meta-analysis of these same 
responses.  

All interview records were given a code and the master list was held by the Manager of 
Respond SA. This procedure ensured participant confidentiality during the data 
analysis and write-up of research findings. 

b) Interviews with counsellors  
The consortium researchers interviewed each of the counsellors and the Manager 
about their insights into the research aims and any other issues emerging during the 
project.  One of these interviews was done by telephone. Two counsellors left the 
workplace during the research process and so the cohort was reduced to 5 
interviewees.  These interviews were recorded. Two workers had written extensive 
notes prior to the interview to assist in providing more comprehensive responses. 
These questions are provided below in Section 2.4. 

 

2.3 Client interviews: The research domains  
The specific questions for each of the four research domains were developed in a 
workshop with the consortium researchers, managers and counsellors from the 
Respond SA team. This workshop occurred on 15 August 2005. The questions were 
then circulated to all members of the research team and refined in a subsequent 
workshop on 5 October 2005. 

The interview questions developed to explore the research domains were as follows: 

 Pathways to Respond SA 
1. What has prompted you to contact Respond SA?  

2. Is there anything you have had to overcome in order to contact this service (either 
personally or something more general)? 



 

 Previous experiences of counselling and help seeking 
1) a)  Have you ever attended counselling or sought other help such as group or 

 other therapy, anywhere else? (Either before or currently?) 

 b) Was this related to CSA? 

 c)  Did any of this counselling (or other) assist with the issue of CSA? 

2) Were there any responses that were especially helpful or unhelpful?  

 Disclosure 
1. In your childhood/teenage years, were there ever times you attempted to tell, or 

show, someone about the abuse? 

2. If NO, what stopped you? 

3. If YES 

a) Who did you try to let know? (Do not name the person; just indicate whether it 
 was a family member, or a teacher, friend etc) 

b) How did they respond? 

4. Can you say something about how that was for you at the time? 

5. How do you think this experience influenced you in talking about the abuse later in 
life? 

6. a) As an adult, have you spoken to people (other than counsellors) about the 
 abuse you experienced? 

 b)  (If YES) can you tell us a bit about that? E.g. did you discuss it at some 
 length or was it ‘in passing’? 

 c)  How did you feel about the response to this? 

7. Do you have any views or feelings about using a counselling service that 
specialises in CSA issues, compared to using a more general counselling service? 

8. What do you think most people know about CSA and what do they say about it? 

 Hopes and expectations 
9. What were your hopes in coming to counselling at Respond SA? 

 

2.4 Counsellor interviews: The research domains  
The six research domains incorporated into the counsellor interviews reflect the 
research aims decided by the research team.  An important inclusion in these 
interviews was the exploration of the interviewing/research experience for the 
counsellors involved.  All 5 counsellors were provided with a copy of the questions prior 
to the interview to enable them to prepare their responses if they so chose. Not all 
questions were necessarily asked, nor in this order. The interviewers sometimes made 
a judgement that a particular topic had already been covered in another answer. Those 
asterisked were identified as key questions to prioritise. Possible prompts are 
presented in square brackets. 

 Questions for counsellor interviews  
 The interviewing/research experience 

1. *Do you have any general comments or reflections on taking the 
researcher/interviewer role? 

 a) Has being a researcher influenced your thinking or your practice? (And if so, 
 how?) 



 

 Patterns/impact of disclosure 
2. *When people have disclosed (to a non professional person), have you noticed 

any themes or similarities of circumstances in terms of what prompts disclosure? 

 (Are there specific factors/situations that facilitate disclosure (be specific)) 

3. In your experience, what kind of help (outside of the therapeutic context) has been 
most useful for clients?  

4. When clients have disclosed as a younger person (in childhood or adolescence) 
do you think they had expectations or hopes of what the disclosure might achieve? 

5. *In reading the research findings we have been struck by how often a disclosure, 
especially in childhood, led to very negative outcomes for the child. Would 
you agree with this and what do you think the implications are for practice? 
[Would you advocate disclosure and who to?] [Are there any issues here about 
promoting fear about normal affection?] 

6. *When clients have not disclosed for reasons of fear, protection, shame etc. can 
you describe the levels of impact of this silence? – [on them, their future and on 
other family members and on the community in general]? 

7. * It struck us that one powerful reason why many clients did not disclose earlier 
was that they were anxious not to cause hurt to other family members, or even 
the perpetrator. Some were even concerned not to upset the counsellors.  One 
interviewee referred to this as the ‘heroic conscience’.  It struck us that this 
‘double burden’ (on top of the abuse) was very common. Have you got any 
thoughts about this? 

 Therapeutic responses 
8. What kinds of responses other than one-on-one counselling do you think 

might be most helpful for adults sexually abused as children (and their 
significant others)?  In particular, we have noticed that a number of clients 
mentioned the value of groups and also the value of information provision 
(e.g. short courses)? Could you comment on these as options (or complements) 
to one-on-one counselling? 

9. *Many clients report feeling a range of negative emotions about themselves – e.g. 
Guilty, fearful, self blaming, unworthy, dirty etc.   What insights or new ways of 
seeing do you think have been most effective in countering these negative 
feelings? 

 [Can you identify a particular realisation or understanding that occurs in the 
counselling process that tends to create relief, or the sense of a burden being 
lifted?] 

10. *Several people who commented favourably on the Respond SA services (as 
opposed to other unhelpful interventions) said that it was empowering and that it 
gave them a sense of agency and an ability to take charge of their lives. Do 
you get a sense of this as a particular Respond SA quality? And if so can you 
identify any particular strategies you have used to develop this capacity in clients? 

 Public perceptions/community responses 
11. *Do you have any thoughts about the ways in which survivors and perpetrators are 

viewed and represented within our culture? 
12. *One strong theme emerging from the interviews was the ‘sanctity of the family’ 

and the inhibitions people had about talking publicly about family matters, 
which then in turn became secrets, sometimes lasting 40 or 50 years.   Many 
clients also commented on the persistence of the stranger danger myth and the 
lack of awareness of family members as being the most frequent perpetrators. 
Have you got any observations on this?   



 

 Your own professional development with CSA 
13. *If you had the opportunity to further refine or develop an aspect of your 

counselling skill/repertoire what would it be? 

 (If you were given time off (say 6 months full time) to research a particular aspect 
of CSA or responding to CSA, what would you want to find out more about?) 

14. *What are the most difficult parts of your job? 

 Strategies for addressing CSA 
15. What do you think are the most important things that the community in general and 

young people in particular need to know about CSA? [Any ideas about how to do 
this?] 

16. *It has emerged in interviews and interviewer analysis, that with one or two 
exceptions, generally frontline responses are inadequate and sometimes 
counterproductive. If you could get just two or three training messages across 
successfully, what would they be? (E.g. to doctors, teachers, non-specialist 
counsellors).  

17. Do you think there are any ways that people with specialist expertise can 
contribute to capacity building that might help frontline (non therapeutic) 
workers respond usefully to CSA? 

 

2.5 Analysis of data 
The trustworthiness of the data was of paramount importance in this study given that 
interviews with clients were not taped.  The following strategies were employed to 
maximise rigour in the analysis: 

• All client interview records were written during and immediately after the interview 

• Where possible the interviewers used the interviewees’ own words to describe the 
participant experience, thereby contributing to the findings being grounded in the 
data 

• All participants were invited to check the interview record, amending and adding to 
the written detail where necessary 

• Counsellors were asked to comment on the themes emerging from the client 
interviews as a way of validating the analysis by the researchers 

• Interviews with the counsellors were recorded and counsellors were provided with 
the interview questions prior to interview.  Counsellors were sent a draft of the 
report including the chapter reporting their own comments, and were able to 
amend or add as they saw fit. 

Themes were identified from a cumulative reading and analysis of the interviews and 
through debriefing with peers. Themes were abstracted from the language used by the 
participants, corroborated by CGRVS researchers’ own knowledge derived from their 
reading of other relevant research. Analysis of the completed narratives of 33 clients 
and 5 counsellors revealed strong themes around disclosure, past help seeking and 
the use of a designated service.  

The quantitative data collected on service usage data was entered into a data file ready 
for analysis through the use of the 4 disc program used in statistical record keeping by 
Relationships Australia (SA).   

Data analysis was continued in another workshop in January 2007 involving the 
Manager, counsellors and the consortium researchers.  Workshop participants 
reviewed the draft report, and as a group, considered the key findings and their 
implications for practice.  



 

 

2.6 Ethical considerations 
Ethical approval for this study was received from the Human Ethics Research 
Committee (HREC 05292) at UNSW and the Board of Relationships Australia (SA) 
prior to recruitment.  The counsellors explained the research procedures, including 
risks and benefits and confidentiality measures, to all participants and an information 
sheet was provided to all potential interviewees prior to signing the consent form.  See 
Appendix B for copies of the Information and Consent sheets for clients and 
counsellors. 

 



 

3. What the literature tells us about child sexual abuse 
3.1 Defining child sexual abuse and adult survivors 

For the purpose of this report, child sexual abuse is defined as including all sexual 
activity with children by adults and coercive sexual activity between children 
themselves.  Children cannot meaningfully consent to sexual contact with adults; they 
have neither the understanding nor the social position for this to be a free, equal and 
informed choice. Coercion, which may be physical or psychological, is intrinsic to child 
sexual abuse and differentiates it from consensual peer activity.    

Sexual abuse of children includes single incidents as well as repeated and ongoing 
abuse over many years.  It ranges from non physical events such as exposure to 
pornography, exposure of genitals (‘flashing’), through to repeated brutal sexual torture.    

Child sexual abuse occurs most frequently within the immediate and extended family 
but is also perpetrated by friends, acquaintances and those in positions of 
responsibility/authority, such as, clergy, care workers and community volunteers. 

The research team further defines: 

• A child as a person under 16 years of age at the time of the abuse 

• An adult survivor4 of CSA as a person over 16 years of age who was subjected to 
sexual abuse when under 16 years of age. 

The following agreed principles underpin the research project:  

• Child sexual abuse is a crime and a breach of human rights 

• Child sexual abuse is the exclusive responsibility of the perpetrator who in the 
majority of cases is an adult male 

• Child sexual abuse most frequently happens within the context of the family or 
within familiar relationships of trust and dependence  

• Child sexual abuse is always the result of an abuse of power and is a 
manifestation of various deliberate practices of power and control 

• While child sexual abuse is harmful and can have ramifications that continue into 
adulthood, adults and children can and do move on from these experiences and 
can be assisted to do so 

• It is acknowledged that while the focus of this report is on CSA, the women and 
men who told their stories for this research are individuals whose complex 
identities and lives are not defined by, or reduced to, their experience of such 
abuse.  

 

3.2 Incidence and prevalence studies 
 Data collection and reporting anomalies 

While early studies and reports substantiate that child sexual abuse was (and is) a 
significant problem that continues to affect many adults, documenting the incidence 
and estimating the prevalence of child sexual abuse in the community is complex for 
the following reasons: 

• Studies have different definitions of sexual abuse in different contexts  
                                            
4 The term ‘survivor’ was first coined to indicate that individuals can heal and do not necessarily remain ‘victims’ of 
their childhood sexual experiences.  As with most descriptions/roles, not all individuals identify as survivors and 
may continue to see themselves as ‘victims’.  This may result from an individual not disclosing their abuse and/or 
not receiving any, or appropriate responses to their situation.  The term survivor will be used throughout this Report 
with the recognition that not all individuals feel that their situation has or can be constructively resolved. 



 

• Ages of consent and the ages at which childhood is deemed to end vary between 
jurisdictions and across cultural groups 

• Some (but not all) studies differentiate between incest (intra-familial abuse) and 
extra-familial child sexual abuse  

• There are different data collection methods 

• There is known to be under-reporting of child sexual abuse 

• Some agencies do not differentiate between types of abuse and therefore present 
incidents of child sexual abuse under the generic child abuse category 

• Different criteria are used by the States and Territories for substantiating a 
notification of child sexual abuse. 

What then, do we know about the incidence and prevalence of child sexual abuse?  
The following review of a selection of relevant literature is categorised as international 
and national studies. There are also summaries of studies on perpetrators and victims, 
the effects of CSA and specific population groups.   Section 4 of this report provides a 
more comprehensive discussion of disclosure and help-seeking. 

Note: It is important to read these research findings, keeping in mind, the noted 
difficulties involved when comparing studies. It should also be noted that these short 
summaries use the language used by the original researchers. Their words are not 
necessarily the words we choose to use in this report. See Section 1.4, for a discussion 
of words, meanings and connotations.   

 International literature 

• As early as 1953, Kinsey surveyed 4,441 adult women about their experiences of 
sexual interaction and found that 3% had experienced incestuous experiences5 
and 24% had experienced child sexual abuse6 before the age of 14.  

• Finkelhor (1979), surveyed 530 female and 266 male college students about their 
experiences of unwanted sexual contact and found that 10% of female and 0.75% 
of male college students disclosed incest and 19% of female and 8.6% of male 
students disclosed unwanted sexual experiences before the age of 17 years7. 

• Russell (1983), in a probability sample of 930 household women in San Francisco, 
found that 16% of female participants disclosed incest and 38% disclosed child 
sexual abuse before the age of 18 years8. 

• Finkelhor (1990), in a random sample of 1,481 female and 1,145 male telephone 
users in all states of the USA, found that 8% of women and 1.7% of men disclosed 
incest and 27% of women and 16% of men disclosed child sexual abuse before 
the age of 18 years9. 

• Kelly et al. (1991), in a survey of 1,244 young people attending further education 
colleges in Britain, found that 59% of young women and 27% of young men have 
experienced at least one sexually intrusive incident before the age of 18 years.  
When non-contact incidents were removed from the data set, 21% of young 
women and 7% of young men had experienced sexual abuse involving physical 
contact before the age of 18 years. 

• Briere (1992), in his study of child abuse trauma, found that sexual abuse 
prevalence rates are in the range of 20-30% for girls and 7-15% for boys. 

                                            
5  defined as intrafamilial 
6  defined as extra familial 
7 The above studies included non-contact experiences of unwanted sexual behaviour. 
8 Russell excluded non-contact experiences of unwanted sexual behaviour.  
9 Finkelhor included non-contact experiences of unwanted sexual behaviour. 



 

• Finkelhor (1994), in a survey of 1,125 individuals in Austria, found that 36% of 
women and 19% men had experienced sexual abuse. 

• Cawson et al.(2000), in a national British representative study of 2,869 young 
people aged 18-24 years, found that 21% of girls and 11% of boys disclosed 
experiences of child sexual abuse. 

• McEvoy and Daniluk (1995), estimate that the incidence of child sexual abuse in 
some Canadian Aboriginal communities is as high as 75% to 80% for girls less 
than 8 years of age. 

• Razack (1994), suggests that the rate of sexual abuse for girls with disabilities is 
quadruple that of the national Canadian average. 

 Australian literature 

• Goldman and Goldman (1988) attempted to replicate Finkelhor’s (1979) study. 
They found in a random sample of 603 female and 388 male college students in 
Victoria that 7% of women and 2% of men had experienced incest and 27% of 
women and 16% of men had experienced child sexual abuse before the age of 18 
years. 

• Fleming (1997), in a retrospective study of 710 women randomly selected from the 
Australian population, found that 20% of the women in the sample disclosed child 
sexual abuse before the age of 16 years.   

• De Visser et al. (2003) undertook a study of experiences of sexual coercion among 
a representative sample of Australian adults.  Computer assisted telephone 
interviews were completed by a representative sample of 10,173 men and 9,134 
women aged 16-59 years.  They found that 10.3% of women and 2.8% of men had 
been sexually coerced when aged 16 years or under. 

 Specific population groups 
It is often difficult to obtain incidence and prevalence rates for specific communities 
such as Indigenous communities, children living in alternative care and children and 
adults with disabilities because of the very particular difficulties involved in reporting 
violence for those groups.  In addition, specific statistical breakdowns involving these 
groups and child sexual abuse are often not available.  Another issue to consider is 
that certain groups such as Indigenous communities and individuals with a disability 
may be over-represented in welfare or clinical populations, thus skewing data collection 
in some cases. The following literature covering Indigenous, culturally and linguistically 
diverse communities (CALD) and disability issues respectively provides a snapshot of 
studies that discuss the prevalence of child sexual abuse in these groups, about whom 
there is a significant amount of ‘discrete’ research data. It should be noted however, 
that some individuals occupy multiple positions across these groupings. 

 Indigenous studies 
Studies of Aboriginal people are obviously set within their contexts.  As people who are 
subject to racism and also over-represented in the criminal justice system, it can be 
difficult to speak out to authorities with whom you also have a fraught relationship.  In 
some Aboriginal communities, there is no police presence whatsoever to maintain this 
form of security or support, and for others, there is an intense focus of attention from 
police.  We know, however, that Aboriginal people and women in particular, have been 
calling for support in relation to violence and abuse for a long time.  Their calls are not 
heard in the same way a government report is, and thus the following findings need to 
be read within this context; that violence and abuse is not accepted by Aboriginal 
people as a preferred modus operandi, and that Aboriginal people have played an 
active, if unreported, role in seeking its end. 

• Wilson (1997), in the Bringing them home report, documents the severe abuse that 
Indigenous children and adolescents suffered in care and servitude. 



 

• Atkinson (1990), suggests that one particular consequence of colonisation has 
been that many Indigenous families are trapped in environments where deviance 
and atrocities have become accepted as normal behaviour and as such, form part 
of the children’s socialisation.   

• Gordon et al. (2002), discuss “what can only be termed an ‘epidemic’ of family 
violence and child abuse in Aboriginal communities” (p.xxiii). 

• Lievore (2003:56), asserts that anecdotal evidence, case studies and submissions 
to inquiries support the assumption that sexual violence in Indigenous communities 
occurs at rates that far exceed those for non-Indigenous Australians. 

 Culturally and linguistically diverse community studies 

• Judy (2002) in a study of 206 students from Latino backgrounds found 34% 
reported having experienced some form of sexual abuse during childhood. 
Although this figure may seem high, it is consistent with previous reports in which 
prevalence rates for sexual abuse among women ranged from 6% to 62% 
(Russell, 1986).  What was especially noteworthy is that this report is based on 
data from Latina college students and that in over 50% of the cases, family 
members were reported to be the perpetrators. It is likely that given the emphasis 
on sustaining family loyalty in this population, those experiencing abuse are likely 
to have felt anxious or helpless during these experiences. 

• In a forthcoming article, addressing the links between interpersonal violence, 
suicide and cultural diversity, Stewart (2005) argues that whilst there is a 
substantial body of literature that explores the relationship between suicide and 
experiences of interpersonal violence and a literature noting the association 
between childhood trauma and suicidal behaviour, there remains a gap in research 
investigating the prevalence of suicidality in relation to experiences of domestic 
violence, sexual assault and childhood abuse in a cross cultural context. 

 Disability studies 

• Crosse et al. (1993) found that children with disabilities were 1.7 times more likely 
to be abused than children without disabilities.  

• Sullivan and Knutson’s (2000) study estimated that children with disabilities are 3.4 
times more likely to be abused than children without disabilities.  

• Tomison (1996) reported the incidence of intellectual disability as 11% in a sample 
of 293 cases of suspected abuse.  This same study also classified the cases by 
type of abuse suspected, showing a different incidence for different types of abuse.  

• Briggs (1995) provides an excellent overview of the literature suggesting that 
children with disabilities are the children at greatest risk of sexual abuse and are 
less likely to receive intervention that may mediate the effects into adulthood.   

 Children in out of home care studies 

• Whilst the Layton report (2003) did not gather statistics, it was noted that children 
living in out of home care have ‘much higher levels of need’ than children in 
general, and recommended the expansion of counselling and therapy services for 
adult survivors of childhood abuse (Recommendation 23) as well as appropriate 
programs implemented for offenders (Recommendation 129). 

• The Mullighan Enquiry (2008) did not provide prevalence rates as such, but 
gathered information regarding some 1250 South Australian people who’d been 
sexually abused when children. Some people did not go ahead with giving 
evidence after initially contacting the Enquiry (p 439), and as with all groups of 
people who have been sexually abused as children, it would be the case that some 
did not come forward at all. That said, the Enquiry cited 29% of children living in 



 

community residential care facilities at being at high risk of sexual exploitation 
(2008, p 459).  

 

3.3 The perpetrators and victims of child sexual abuse 
Most studies cite offenders as reported to be adult males who in many cases were 
known or related to the abused child10. However, there is also a growing awareness of 
sibling abuse and sexual abuse by young males under the age of 16 years (Salter 
1995).  Kelly, Regan and Burton (1991) estimate that 85% of peer sexual abusers and 
95% of adults, who sexually abuse children, were male. Equally, while there has been 
a sharp increase in the disclosure of child sexual abuse of boys under the age of 16 
years, it is still the case that girls from that age group are more likely than boys to be 
abused.  

Although there is a documented gender difference in perpetrators and victims it is 
important to recognise that most offenders engage in multiple offences with multiple 
children. For example, Abel et al. (1985), in a presentation of self reports of 411 
convicted sex offenders in Canada, found that convicted male sex offenders reported 
an average of 533 offences and 336 victims each.  These same offenders had not 
confessed to this number of offences or victims prior to their convictions, a finding 
which is consistent with the findings from Laing’s evaluation of the Pre-Trial Offender 
Diversion Program in New South Wales (Laing 1999).  The methodological problem 
with research on perpetrators remains, however, as samples are inevitably drawn from 
clinical or prison populations where offenders have already been ‘caught’ or confessed.   

Evidence from these and a range of other studies11 suggests that child sexual abuse is 
both deliberate and well planned and has to be understood as a deliberate choice to 
abuse positions of power, authority and trust. Perpetrator tactics often include threats 
not only to the child’s sense of personal safety, but also to the child’s sense of security, 
family cohesion and his or her relationship with the non-offending parent (usually the 
mother). See Section 6.1 for a discussion of maternal alienation tactics. These threats 
may explicitly or implicitly demand the child’s continued subjection to abuse and/or 
silence.  

 

3.4 Effects of child sexual abuse 
The research literature is unequivocal in asserting that a significant proportion of adults 
who are subjected to child sexual abuse will, as a result, experience social, emotional 
and psychological problems of a serious and disruptive nature when they are adults. 
This Mullighan Enquiry corroborates this (2008).  The under-reporting of CSA to health 
and welfare professionals suggests that many people who have been abused do not go 
on to receive appropriate help and support – if they receive any help or support at all.  
More often it is common for an adult ‘survivor’ to present to a service and seek help for 
various psycho-social symptoms of abuse, without addressing the core reality of the 
trauma of their childhood experiences.   

Various survivor support groups (such as the National Advocates for Survivors of Child 
Abuse, ASCA)12 emphasise the difficulties in accessing appropriate services that are 
willing to acknowledge the cause of their distress and offer support from within a non-
judgemental framework. They similarly advocate for helpful interventions which must 
include ‘hearing’ the disclosure of abuse, believing the disclosure and for workers to 
have a commitment to acknowledging the very many possible long term effects of child 
sexual abuse for adults. 

                                            
10 For example Finkelhor 1979; Cawson, Wattam, Brooker and Kelly 2000; Goldman and Goldman 1988; Fleming 
1997; and De Visser, Smith, Richters and Grulich 2003. 
11 Groth and Birnbaum 1979;. Humphreys 1990; Laing and Kamsler (1990); Laing (1999)  
12 This information is presented in the ASCA website at http://www.asca.org.au/html/1_1_whatasca.html  



 

The research literature often discusses the effects of the abuse as ‘symptoms’ 
reflecting the influence of a medical discourse. Terms such as ‘treatment’ are also 
therefore used. In this report we prefer to speak of ‘indicators’ or ‘effects’ of subjection 
to child sexual abuse. It is also useful to be mindful that much of the literature reviewed 
in this chapter talks of the ‘effects’ of child sexual abuse without considering the cultural 
and social contexts in which these occur and can be responded to. We find it much 
more helpful to see the effects of abuse as being mediated by cultural and social 
contexts and experience. Therefore it follows that the effects of abuse can potentially 
be exacerbated by negative circumstances or events, or on the other hand assisted by 
positive relationships and appropriate therapeutic or other responses.    

The concept of compounding oppression is also relevant to any discussion of 
appropriate service provision. Some adult survivors of child sexual abuse also live with 
the effects of multiple oppression for example: poverty, sexism, homophobia, and 
racism, and violence, religious or political persecution in their country of origin, 
disability, and geographical and/or social dislocation. One implication of responding to 
such intersecting factors is that counsellors need to be highly skilled to recognise and 
work with multiple levels of need and to recognise the effects of dominant cultural 
structures and discourses and the values which are embedded within them.  Another 
implication is that there is a need for services such as Respond SA to be able to reach 
people whose circumstances have distanced them from easy access to appropriate 
support services. 

 

3.5 Possible short and long term effects of child sexual abuse 
• Mullen and Fleming (1998) examined the impact of child sexual abuse on social, 

sexual and interpersonal functioning.  They conclude that the harm caused by child 
sexual abuse may impact on the child’s developing capacities for trust, intimacy 
and sexuality, all of which may manifest in various difficulties in adulthood. 

• The relationship between child sexual abuse and adult psychopathology can be 
conceptualised in terms of a chronic form of post traumatic stress disorder in some 
cases.13  Symptoms may include hyper-alertness, dissociation, disconnection from 
everyday life alongside feelings of guilt, responsibility and self-blame (Hayes and 
Tiggerman 1999). 

• A number of studies14 suggest that some victims of child sexual abuse develop 
mental health problems which may require on-going treatment and hospitalisation. 
The resulting mental health diagnosis may continue to be the ‘presenting problem’ 
to health and welfare professionals. 

• Mullen and Fleming (1998) reviewed 12 studies conducted prior to 1995 and found 
that the rates of child sexual abuse among those in treatment for alcohol abuse 
varied from as high as 84% to as low as 20%. 

• Much of the literature links child sexual abuse with higher rates in adult life of 
depressive symptoms, anxiety disorders, substance abuse, somatic and eating 
disorders and self-harm including suicide15  

• Ullman and Brecklin (2002) studied correlates of post traumatic stress disorder 
(PTSD) and Mental Health service-seeking for women sexually assaulted in 
childhood and found that ethnic minority women who had less formal education, 
more traumatic and stressful life events and longer duration of sexual abuse had 
greater likelihood of PTSD. 

                                            
13 For example, Herman 1992; Briere 1993; and Timmons-Mitchell, Chandler-Holtz and Semple 1997. 
14 For example, King (1998).  Also see Davidson and McNamara (1999) for a comprehensive review of the literature 
on child sexual assault and mental health  
15 Briere and Runtz 1988, Mullen, Martin, Anderson, Romans and Herbison 1993.  



 

• Stojadinovic (2003) found that due to the effects of child sexual abuse, some 
women, when they became pregnant, identified a range of responses, including: 
loss of control; remembering/flashbacks to the abuse; use of dissociation as a 
protective mechanism; post natal depression; fear of intrusive medical procedures; 
and anger.  The women participants identified the importance of health 
professionals being aware of the possibility of a history of child sexual abuse, and 
the potential indicators of it. Such awareness could increase the likelihood of an 
appropriate professional response. 

• A Norwegian study by Ystgaard et al (2004) concluded that physical and sexual 
abuse occurring in childhood are both significantly and independently associated 
with chronic suicidal behaviour. 

• Work by Dusevic et al (2001) and Fry (2000) gives some indication of the 
prevalence of attempted suicide and suicidal ideation among women with histories 
of childhood abuse. Dusevic et al (2001) found that domestic violence was seen to 
be the dominant risk factor (14%) among the immigrant women they surveyed, 
followed by ‘relationship problems’ (14%). However, sexual assault also accounted 
for 5% of responses. Abuse was also noted as a suicide risk factor by 14% of the 
non-English speaking background young people surveyed. 

• Ann Fry’s work with young migrant women in Blacktown (NSW) locates 
predisposing factors to suicidal behaviour within “cultural and intergenerational 
conflicts embedded in gender roles”, with sexual abuse and domestic violence 
perpetrated by males being precipitants for 17% (Fry 2000:156).  

• Lawrie (2002), in researching the needs of Aboriginal women in prison, found that 
these women had long and serious histories of abuse. 70% of those interviewed 
(n=50) said they had been sexually assaulted as children and most had also 
suffered other types of childhood abuse. Of this sample 78% of the women stated 
that they had been victims of violence as adults and 44% had been sexually 
assaulted as adults. Importantly, 98% of those sexually assaulted as children 
stated they have a drug problem. One of the very important findings of this study is 
the clear link between child sexual assault, drug addiction and the patterns of 
offending behaviour that led to women being imprisoned. 

The impact on intimacy and relationships   
The intricate and overlapping connections between love, care, loyalty and abuse 
caused many participants ongoing emotional turmoil. For some, closely relating to 
someone in adult life was fraught with doubts about trust and/or expressions of love, 
intimacy and sexuality. Sometimes, it was the event of being with an intimate (or 
potentially intimate) partner that triggered the seeking of counselling support. In other 
studies, for example, It’s not my shame (1994), the catalysts were identified as 
pregnancy or the birth of a child, where the mother doubted her own ability to love and 
care for the child in ‘appropriate’ ways. 

Other participants’ who did not tell anyone of their abuse, found that their strategies for 
survival, such as retreating as often as possible from situations which involved the 
perpetrator, were viewed by the family as ‘difficult’. Sometimes individuals reported 
having a reputation within the family as being the difficult or moody one, while the 
perpetrator enjoyed the image of being fun or a ‘good bloke’. One woman who was 
abused from the age of 10 years described her isolation in the following way: 

I felt shunned by the family… they did not understand me. … I felt ashamed, engulfed 
in secrecy, [it was] something that set me apart from the rest of the family. 

Many clients as adults still experienced intensely complicated relationships with their 
family (of origin) members. These complications involved scenarios such as attending 
family occasions where the perpetrator would be present; rifts in families between 
those who believed the ‘victim’ and those who did not; relating in the family where 
some members had been told and some had not; maintaining close relationships with 



 

members of the family who also had close ties with the perpetrator; and, if the abuse 
had not been disclosed at all, continuing to try to behave in ways that filtered out the 
huge issue that in fact coloured almost every moment. In addition, there are specific 
times, occasions and ‘anniversaries’ that caused additional stress, for example, the 
death of the perpetrator. 

Issues for male ‘victims’ 
One counsellor, who worked mainly with men, described the circumstances for adult 
men who had been sexually abused as children. Consistently they experienced 
confusion and shame as adults. This connected to social practices and assumptions, 
including readily available negative discourses about homosexuality. These factors 
meant that most men did not feel able to disclose to anyone. They were burdened by 
the silence and fear that surrounds sexual abuse generally and by a specific anxiety 
about being regarded as homosexual if they did speak out.  Importantly, male 
participants reported both the tyranny of social silence and the negative consequences 
of breaking it, such as stereotypical labelling or outright disbelief. Either way, ‘victims’ 
typically felt that they were the problem – rather than the perpetrator. 

Summary of possible effects 
Clearly there is a range of potential adverse outcomes associated with child sexual 
abuse which have been well documented for some time now and which may have 
serious long term effects on the lives of adult survivors. There is no unique pattern to 
these long term effects and no predictable ‘survivor profile’.  Importantly though, any 
ongoing effects in adult life are likely to be mediated by the child’s experience after the 
abuse. However, such experiences are frequently located in a pervasive community 
culture of silence surrounding child sexual abuse or one in which dominant discourses 
and prevailing myths may result in inappropriate interpersonal or professional 
responses.  The establishment of appropriate and specifically targeted services for all 
adult survivors is likely therefore to be an influential factor ameliorating potential long 
term effects of child sexual abuse. 

In addition to serious short and long term health and wellbeing effects on survivors and 
their families, there are also wider social consequences in terms of demands on health 
and welfare services and the significant economic costs which ensue. A report 
prepared jointly by the South Australian Office for Families and Children and the 
Australian Institute of Family Studies in 1998 gives a conservative estimate of “the 
combined economic and fiscal expenditure incurred as a consequence of child abuse 
and neglect in South Australia during 1995/96” as approximately $355 million.16 This 
includes expenditure by Family and Community Services, Health, Education, Police 
and the Justice services. While the report does not isolate sexual abuse from other 
forms of abuse and neglect, it can nonetheless be reasonably assumed that the costs 
of sexual abuse are a significant component.  While there is no suggestion here of 
equating the life, health and wellbeing of children with a dollar amount, the report’s 
financial figures and comparisons do graphically illustrate the high incidence of child 
abuse and neglect and provide a convincing rationale for the development of best 
practice strategies to underpin intervention in these areas. 

The following chapter of the report will concentrate more comprehensively on the 
available research investigating disclosure of CSA and past help-seeking reported by 
adult survivors.   

 

                                            
16 McGurk, H & Hazel, V The Economic Cost of Child Abuse and Neglect in South Australia, March 1998, Executive 
Summary, p.ii 



 

4. Disclosure and help seeking 
Disclosure and help seeking were the two areas identified in the post-evaluation 
workshops (see Chapter 1, background to research) as requiring further research with 
the specific aim of developing effective service delivery for intervention with adult 
survivors of CSA.  The common sense relationship between the two concepts is 
seemingly apparent.  Namely, disclosure of CSA as either a child or adult is required 
for help to be provided. It is also reasonable to suggest that knowledge of the 
availability of effective help and support (most recently referred to as best practice) 
could potentially ease any concerns held by children or adult survivors about disclosing 
sexual abuse.  But is the relationship between disclosure and receiving help really this 
straightforward?  The practice wisdom of the counsellors and even a brief perusal of 
the research literature would suggest that it is anything but.  This section of the report 
will provide a comprehensive overview of the research into adult and child experiences 
of disclosure and help-seeking and the nature of the relationship between them. 

 

a) Disclosure  
The complexity of disclosure is difficult to comprehend unless the dynamics of CSA 
and in particular ‘offender tactics’ are explicitly understood.  The ‘dynamics’ of child 
sexual abuse refers to a context of multiple abuses of power and a range of practices 
of power used by a perpetrator to impose secrecy about the abuse and isolate the 
child/survivor from the care and support of significant others, usually their mother 
(Humphreys 1995).  To achieve secrecy, children and young people are threatened, 
bribed or coerced into not telling anyone for fear of reprisal from the perpetrator 
towards themselves or significant others.  Equally, the threat of family dissolution in 
intra-familial abuse and the associated possibility of out of home care forces the child 
to keep the secret of sexual abuse and forge an apparent loyalty to the perpetrator. 
These strategies and resultant dynamics are often poorly understood.  Jonzon and 
Lindblad (2004) encapsulate the dilemma of disclosure well by arguing that to seek 
support through disclosing any victim, either child or adult, must first challenge the 
social reluctance to acknowledge CSA and respond supportively.   

Roesler and Weissmann Wind (1994) were not the first researchers to acknowledge 
the social and psychological dynamics surrounding abuse as crucial to any study of 
child sexual abuse. They were, however, the earliest researchers to identify and 
examine the pervasive societal secrecy surrounding child sexual abuse and to identify 
it as an important part of the dynamic prohibiting or constraining disclosure.  Their 
study builds on the earlier work of Summit (1983) who alongside researchers such as 
Herman (1981 and 1992) proposed that disclosure is best understood as a process 
rather than a static event. During the process children and even adult survivors 
influenced by the oppressive dynamic of CSA, may not feel able to disclose at all or 
only partially disclose over a period of time.  Moreover, Summit’s work was the first to 
explain in detail why children (and presumably also adult survivors) recant disclosures.    

The following review will systematically discuss themes identified in the research 
literature, commenting on both childhood disclosure and studies focusing on the 
experiences of adult survivors of CSA.  It is important to note the relative lack of 
Australian literature, particularly in relation to adult survivors’ reported experiences of 
disclosure, a lack which underscores the importance of the research undertaken in our 
study. 

 

4.1 Incidence of disclosure 
There are four major sources of knowledge and supporting data about disclosure of 
CSA. These are population surveys, accounts by victims and survivors, clinical studies 
and official data such as collected by government departments (ACSSA Wrap No.1).  



 

Accounts by victims and survivors and clinical studies may report on the incidence of 
their particular cohort but most often the smaller sample sizes limit the possibility of 
generalizing these findings to the wider population.  In addition, because participants 
are most often recruited from clinical or welfare populations where disclosure and/or 
intervention have already occurred, our knowledge is limited about those individuals 
who have not disclosed at all.   

Official data collected by government departments and population surveys have the 
advantage of larger sample sizes; however, the statistical focus of this research is 
unable to provide in-depth data on participants’ reasons for choices and behaviours. It 
does not, for example, shed light on the meaning that people ascribe to events, their 
experiences of the disclosure process, social support and professional help.   The 
National Association of Services Against Sexual Violence in Australia (NASASV) 
further suggests that victims/survivors of sexual violence are reluctant to disclose such 
sensitive information, either to professionals or to some researchers in some research 
contexts (2000). It is possible to infer from the suggestion by NASASV, that disclosure 
to professionals and researchers is limited, and therefore that the incidence reported in 
population surveys and official data is an under-estimate.    

Establishing the incidence of disclosure is also beset by definitional difficulties.  It 
becomes evident in the literature that the definition of disclosure is not universally 
agreed and it is at times not clear whether disclosure refers to simply telling anyone 
about experiences of CSA or whether a more formal process akin to notification to a 
statutory body is the defining feature. Documenting the incidence of disclosure is also 
made difficult by other definitional differences. These exist within and between 
countries, and in the age of consent which is used to distinguish between child and 
adult sexual abuse.  Also, studies may choose to focus on disclosure of both intra-
familial and extra-familial child sexual abuse or on only one of these types of abuse.   
Thus the incidence of disclosure can vary from study to study.   

The following selection of international literature highlights the incidence of disclosure 
but needs to be read within the context of the already documented difficulties.  

• Kelly et al. (1991) found that approximately 50% of their sample told someone 
(usually a friend or relative) about it at the time.  Further, only 5% of incidents were 
reported to an agency where statistics would be collected 

• Roesler and Weissmann Wind (1994) found that in a mail survey of 288 adult 
incest survivors only 36.1% disclosed the abuse before 18 years. 

• Fleming (1997) in a retrospective random sample of 710 women found that 144 
(20%) reported CSA.  Of this cohort of 144 women 52% had previously disclosed 
the abuse and a further 5% had attempted to disclose but their attempts were 
unsuccessful. 

• Arata (1998) in a retrospective study of 680 female college students found that 
24% or 240 students reported CSA.  Of these 31% of the women had disclosed to 
someone about the abuse at the time. 

• De Visser et al. (2003) believe their study underestimates the prevalence of sexual 
coercion but they found that only (30%) one third of their sample had talked to 
others about their experiences and few of these people had talked to a 
professional. 

• Smith, Letouneau, Saunders, Kilpatrick, Resnick and Best (2000) in a telephone 
survey of 3,220 respondents retrospectively found that 288 (9%) reported rape 
before the age of 18. In addition, 81 (28%) reported that they had never told 
anyone before and 47% did not disclose for over 5 years post rape. 

• Jonzon and Lindbald (2004) in a study of disclosure and social support in 122 adult 
survivors of CSA found that slightly less than one third (32%) disclosed during 
childhood whereas the majority (68%) waited until they were adults. The Mullighan 



 

Enquiry found that ‘many [children in state care] did not disclose the fact that they 
were being sexually abused when they were children’ (2008, p 388). 

• Determining the incidence and consequently the prevalence of sexual abuse of 
children and young people with a disability, within their families, is an extremely 
difficult task.  In Australia, Child Protection Departments in various states and 
territories do not collect data on whether children and young people who are 
subject to sexual and other abuse in their family also have a disability (AIHW 
2003).   

• Greer and Breckenridge (1992) argue that the reporting of CSA in Indigenous 
Australian communities is negligible because of the legacy of both colonisation and 
past unjust policies enforcing the removal of Aboriginal children from their families 
and the disintegration of family and cultural ties.  

In summary, the majority of children do not disclose their experiences of sexual abuse 
at the time. A proportion do go on to disclose at a later time, usually as adults and then 
these disclosures are not usually made to a professional or organisation where official 
statistics are kept.  Hence the incidence of disclosure is necessarily and significantly 
underestimated. 

 

4.2 Categories of disclosure  
Oates and Donnelly (1997) in the ranking of the 50 most influential research articles in 
child protection, name Roland Summit’s 1983 paper ‘the Child Sexual Abuse 
Accommodation Syndrome’ in the professional rankings as the second most influential 
piece of research.  Summit’s paper was the first to conceptualise disclosure as a 
process by proposing a staged model.  This work was the first attempting to explain the 
complex interplay between perpetrators and the child victim, later to be conceptualised 
as ‘offender tactics’ (Laing 1999).  Previously disclosure had been envisaged as a 
static event but Summit’s work prepared the way for various models to emerge in the 
research findings which attempted to categorise types of disclosures.  For example:  

• Gomes-Schwartz, Horowitz and Cardarelli (1990) categorised the process of 
disclosure in terms of timing - immediately, later or never. 

• Berliner and Conte (1995) in their retrospective study of 82 children and their 
families, found that parents reported that their children purposefully told them 
about the abuse in only 43% of cases.  They extended the concept of accidental 
disclosure from noticing physical evidence (4%), behavioural change (11%), or 
asking the child if someone had touched them (10%) to also include learning about 
their child’s abuse from others (75%). 

• Campis, Hebden-Curtis and Demaso (1993) furthered the dichotomous 
conceptualization of purposeful and accidental disclosure to include disclosure 
from a precipitating event.  The concept of a precipitating event is also referred to 
as prompted/elicited in other studies such as Sorensen and Snow (1991). 

• Nagel, Putnam, Noll and Trickett’s (1997) study investigated the ways in which 
disclosure may occur including the categories of on purpose, by accident or 
resulting from a precipitating event.  They found trends indicating that in more 
severe, shorter durations of abuse children were more likely to purposefully 
disclose but that younger children were more likely to disclose by accident.  They 
found less support for the idea that an event may precipitate disclosure than earlier 
studies. 

• Jonzon and Lindbald (2004) claim that their study is one of the first to focus on the 
interplay between the existence and nature of social support networks and 
categories of disclosure of CSA.  



 

The recent work of Alaggia (2004) is of particular interest to this study.  She analysed 
the data from 24 interviews of adult survivors of CSA to see whether their disclosures 
were purposeful, accidental or elicited/prompted as defined in previous research 
studies.  She found that the pre-existing categories or ‘types’ accounted for only 42% of 
disclosures in her sample.  Alaggia explored the emergent categories of disclosure in 
the remaining 58% of disclosures and described three new categories –  

• Behavioural disclosure – disclosure through behaviour, non-verbal communication 
and indirect verbal clues  

• Disclosures intentionally withheld – deliberate choices not to disclose, including 
false denial  

• Triggered disclosures – where disclosure is triggered by associations, life events 
following a period where there was no recall of the abuse.  

Alaggia (2004) raises an important issue that if purposeful disclosure is generally met 
with uncertainty ‘what happens when individuals tell in less clear ways through 
behaviour, fragmented recollections, or later in life, long after the fact?’.  Importantly 
these differing types of disclosure are not necessarily mutually exclusive and indeed 
behavioural disclosures may precede more purposeful and/or elicited disclosures. 

In summary, disclosure is a process not a static event.  There is no one way for a child 
or adult survivor to disclose and the usefulness of categories or types of disclosures is 
evident in understanding the variety of ways, both obvious and indirect, that disclosure 
occurs. 

 

4.3 Timing of disclosures 
It is clear from the literature that delays in disclosure are very frequent.  The dynamics 
of child sexual abuse and offender ‘tactics’ provide a useful means to understand 
delays and non-disclosure.  However, the child’s relationship to other significant adults 
in their life is a factor in whether or not they risk or delay disclosure.  If they perceive an 
adult relationship in positive terms, independently of whether or not the offender has 
tried to interfere in that relationship, then the child will be more likely to disclose at the 
time or soon after the abuse.  If, on the other hand, their other significant adult 
relationship(s) is fraught or characterised by conflict because or independently of the 
offender’s attempts to disturb that relationship, the child will be less likely to disclose 
and more likely to delay telling, if they choose to disclose at all.  

The following studies document delay in disclosure and report factors that influence the 
timing and experience of disclosure.  

• Lamb and Edgar-Smith (1994) in a retrospective study of 60 adult survivors found 
that only 36% first disclosed before the age of 14 and 64% did not disclose until 
adulthood.  They further found that first disclosure as an adult was generally 
remembered as being more helpful than when the first disclosure occurred in 
childhood.  Lamb and Edgar-Smith speculated that adult disclosures may be more 
positive for the victims because the abuse has usually stopped and so less action 
is required from the victim to ensure future safety.  In addition, adults may have a 
better ability to discern who will be supportive in their reactions to the abuse and 
have a wider range of choices of individuals to disclose to. 

• Fleming (1997) in a retrospective random sample of 710 women found that 144 
(20%) reported CSA.  Of the 52% who disclosed, 28% disclosed or tried to 
disclose at the time of the CSA, 9% disclosed within the first year and 18% 
disclosed between 1-10 years later.  Of the remaining women 45% did not disclose 
until at least 10 years after the first abuse episode. 

• Arata (1998) found that almost two thirds of her sample had not disclosed at the 
time of their abuse. 



 

• D’Arcy (1999), in a study of sexual assault in Victoria, found that some women 
waited as long as 40 years before they disclosed their experiences 

• Smith, Letouneau, Saunders, Kilpatrick, Resnick and Best (2000) found factors of, 
young age at the time of rape, family relationship with the perpetrator and 
experiencing a series of rapes were associated with disclosure latencies of longer 
than one month.  Shorter delays were associated with stranger rapes. They 
concluded that delayed disclosure was common and long delays in disclosure 
typical. 

• Goodman-Brown, Edelstein, Goodman, Jones and Gordon (2003) found that the 
child’s age, type of abuse, fear of negative consequences and self perceptions of 
their own responsibility all contributed to predicting time of disclosure. 

• Alaggia (2004) reported that most studies of disclosure found that between 30% 
and 80% of victims purposefully do not disclose their experiences of CSA before 
adulthood. 

• Jonzon and Linblad (2004) reported that the majority of women in their sample 
disclosed long after the abuse stopped.  They identified the delay as being up to 
49 years with an average of 21 years.  They also found that age of onset of the 
abuse influenced delay (that is, the earlier the abuse began, the less likely the 
child was to disclose) as did the use of coercion.  The authors interpret this latter 
finding as reflecting the perpetrator’s capacity to ‘groom’ the child and start the 
abuse when the victim is young, enforcing secrecy through loyalty both with and 
without the use of force. 

In summary, delays in disclosure are most common with a substantial number of 
children choosing not to disclose until adulthood if at all.   

 

4.4 Factors affecting disclosure 
Noticing delays and differences in disclosure patterns has prompted a variety of 
researchers to identify and examine factors affecting disclosure.  Some researchers 
have chosen to focus on single factor explanations whereas other studies have 
identified multiple factors that may interact in various ways to influence the disclosure 
process. 

• Roesler and Weissmann Wind (1994) found that the most common reasons for not 
disclosing included fear for safety, shame and repressed memories.  Also on 
average, parents reacted to disclosure significantly less helpfully than did other 
people.   

• Lamb and Edgar-Smith (1994) found that the most positive reactions to disclosure 
were associated with more indirect disclosures.  Those disclosures made in an 
attempt to stop the abuse, i.e. the most direct disclosures (which were always 
made in childhood) were received less positively.   

• Gomes-Schwartz, Horowitz and Cardarelli (1990) found that of the children 
sexually abused by a natural parent 53% did not disclose the abuse.  Moreover, 
the more threats and aggression present the greater the chance the child will 
never tell. 

• Nagel, Putnam, Noll and Trickett (1997) found that children who experience more 
severe forms of abuse are more likely to disclose on purpose but that it may 
become more difficult to disclose on purpose as the abuse continues.   

• Arata (1998) found that disclosure was less common with more severe levels of 
CSA and when the perpetrator was related to the victim.  In addition, disclosure 
was less likely where the CSA involved physical contact and where abuse was 
characterized by greater physical severity.  Arata concluded from her findings that 



 

relationship to the perpetrator, physical severity of the abuse, method of coercion 
and disclosure were all significant to greater PTSD symptoms. 

• Astill et al. (1999) provide an excellent discussion of the very specific difficulties 
that children with disabilities may have in disclosing their experiences of abuse.  
They and others (for example, Goldman 1994; Steward et al. 1993) suggest that 
child protection and workers in generic counselling organisations do not always 
have the specific knowledge of disabilities and/or different communication methods 
that are needed to complement their interventions. 

• Fleming (1997) found the following factors prevented disclosure: embarrassment 
or shame, a belief that no-one could help them and a fear that they would be 
blamed or punished for the abuse.  This study also found that girls under 12 years 
at the time of the abuse were less likely to tell someone within one year of the 
abuse than were girls aged 12 years and over. 

• Goodman-Brown, Edelstein, Goodman, Jones and Gordon (2003) speculated that 
developmental factors, particularly cognitive limitations may inhibit disclosure in 
young children. 

• Crisma, Bascelli, Paci and Romito (2004) found that the main impediments to 
disclosure were fear of not being believed, shame, fear of causing trouble for the 
family and a wish to keep the secret of the abuse.  In addition several adolescents 
were in doubt about whether their experience constituted violence.  The Mullighan 
Enquiry (2008) corroborated these feelings. 

• Jonzon and Linblad (2004) cite as a primary finding in their study that women who 
disclosed in childhood reported more physical and violent abuse and further, that 
more severe abuse was related to negative reactions from the social network.   

• Alaggia (2004) identifies the influence of repressed, recovered or delayed 
memories as affecting both the timing of disclosure as well as whether an 
individual discloses at all.  Alaggia further suggests that cultural issues and the 
marginalized status of certain groups may equally affect the timing of disclosure or 
inhibit its occurrence.   

• Mullighan (2008, p 390) found that ‘frequent transfers among placements gave 
children few opportunities to build trusting relationships’ and that this inhibited 
disclosure. 

• A national police intelligence operation in the early 1990’s ‘considered that: Most 
children involved in child prostitution are trapped by the need to survive, having 
been cast into their situations by abuse, neglect, abandonment, or poverty’ 
(Mullighan 2008, p 455).  This ‘need to survive’ would contribute to a reluctance to 
disclose. 

In summary, there are a number of factors resulting in delays and choices not to 
disclose.  Participants in the studies reviewed cite fear of not being believed, shame, 
fear for safety of self and others, concern for causing trouble for the family where the 
perpetrator was related to the victim and repressed memories as reasons for delayed 
or non-disclosure.   Age at the time of abuse and developmental capacity, severity of 
the abuse and a belief that there was no-one able to help also contributed to disclosure 
choices. 

 

4.5 Who do adult survivors and children disclose to? 
Arguably the importance of disclosure to a professional or statutory body is that it can 
facilitate intervention to stop the abuse and provide appropriate help and support. 
However, most children and adult survivors choose not to tell a professional but instead 
choose to confide and seek support from a family member, friend or adult partner when 
they decide to disclose. 



 

The following studies document the people who children and adult survivors most often 
choose to disclose to. 

• Lamb and Edgar-Smith (1994) found that in childhood disclosures recipients of the 
disclosure tended to be family members and that for adult disclosures, recipients 
tended to be friends.  In addition, children were less likely to report to a 
professional (13.6%) than an adult (26.1%). Both children and adults were much 
more likely to disclose to a female (61%) than a male (36%). 

• Gomes-Schwartz, Horowitz and Cardarelli (1990) found in their study of 156 
children who had disclosed sexual abuse the children were most likely to tell a 
parent or caregiver (55%), siblings (8%), school personnel (8%), or other adult 
friends/relatives (10%).   

• Fleming (1997) reported that in her sample mothers were the group most 
frequently disclosed to be followed by friends and then siblings. 

• Roesler and Weissmann Wind (1994) in their study of 228 incest survivors found 
that children were most likely to tell a parent (41.8%) or friend (22.8%) about the 
abuse.  Of those participants who disclosed as adults, only 10.8% told parents 
preferring instead to disclose to friends or intimate partners (45.5%) or therapists 
(33.1%). 

• Smith, Letouneau, Saunders, Kilpatrick, Resnick and Best (2000) found that in a 
sample of 288 adult survivors close friends were most common group disclosed to. 

• Berliner and Conte (1995) found that the children in their study when they did 
disclose, did so to mothers (48%), fathers (5%), a friend (17%), the remaining 
children indicated disclosure to other relatives and professionals.  

• Jonzon and Lindblad (2004) found that children most often disclosed first to 
mothers and adult survivors to therapists.  These first responses were most often 
reported as being positive. 

In summary, when children choose to disclose they mostly do so to family and friends 
first (as children) and adult survivors tend to disclose to friends and partners.  Mothers 
were the family member most often disclosed to. 

 

4.6 Disclosing to professionals 
Children and adult survivors more typically chose to tell family, friends and partners. 
However these confidantes may be influenced by their specific relationship to, or 
knowledge of, the perpetrator, and they may also be influenced by societal and 
community reluctance to believe disclosures of abuse. Therefore they are frequently 
unable to respond appropriately to these disclosures.  The literature reveals that 
disclosure to professionals is limited by a number of factors, including that children and 
survivors are scared that professional intervention may result in family dissolution 
and/or some kind of personal chaos, or the victims/survivors are simply not aware that 
professional help is available.  Further disclosures may also be inhibited by previous 
negative reactions from professionals. 

The following studies highlight issues of the low disclosure rate to professionals, 
negative responses from professionals and limited professional awareness of the 
dynamics and effects of CSA. 

• Fleming (1997) found that less than 10% of child sexual abuse incidents were ever 
reported to the police or a helping agency (e.g. community organisations such as 
sexual assault services).   She concludes in her study of 710 women, that the high 
rates of child sexual abuse experienced, and the low rates of reporting of the 
abuse indicates a need for GPs and other health care workers to become aware of 
the prevalence of the experience in women in the general population. 



 

• Smith, Letouneau, Saunders, Kilpatrick, Resnick and Best (2000) found that in a 
sample of 288 adult survivors only 12% stated that their abuse had been reported 
to authorities at some point. 

• Wijma, B.et al (2003) conducted a study of 4729 patients in 5 Nordic countries to 
assess the frequency with which gynaecologists identified patients who had been 
abused. The study looked at three types of abuse, emotional, physical and sexual 
with a prevalence rate of 38-66% for physical abuse, 19-37% for emotional abuse 
and 17-33% for sexual abuse. They found that over 90% of these abused women 
had not told their gynaecologist of their abuse.  

• De Visser, et al (2003) found that although one third of the people in their study 
who had been sexually abused had talked to others about their experience, few 
had talked to a professional. It was also noteworthy that of those who had 
disclosed their experiences, not all had received a supportive response, with some 
reporting that their contact with health and other services had prolonged and 
exacerbated their suffering.  

• Stojadinovic (2003) also identified the need for ongoing information, resources and 
training to be available to workers. She identified the need for all workers in 
relevant settings to have appropriate information about referral options. This point 
about appropriate referral is also discussed by King (1998) who similarly 
recommends education, information and training for health workers, especially 
GPs, about recognising disguised presentations of child sexual abuse and 
responding appropriately to survivors.  

• Denov (2003) in a study of 14 participants who reported CSA by a female offender, 
fear of disclosing their experiences to professionals was cited as due to the gender 
of the perpetrator.  Participants indicated that professional responses had 
important consequences for their overall mental health. 

• Crisma, Bascelli, Paci and Romito (2004) found that professional responses to 
disclosures of CSA were much less supportive than family, some of whom were 
very helpful in stopping the abuse.  They also found that professionals didn’t ask 
about the possibility that child/adolescent pregnancy or anorexia, for example, 
could have been the result of abuse. Participants also reported a lack of 
awareness of available protective services and a mistrust of adults and 
professionals more generally. 

• A Canadian study (Schachter et al. 2004) investigated the ways in which health 
professionals could respond sensitively and appropriately to women survivors of 
child sexual abuse. Twenty seven women who were survivors talked to the 
researchers about their experiences and needs regarding health service providers. 
The most predominant themes were: the need to feel safe and have some sense 
of control during an appointment or procedure; and issues associated with 
disclosure of the abuse. They expressed a desire for practitioners and referral 
specialists to understand the issues involved in child sexual abuse and to work 
with survivors in sharing information and control. 

 

4.7 Perceived benefits/disadvantages of disclosure  
• Roesler and Weissmann Wind (1994) talk of disclosure as creating two 

possibilities these being the support and protection of the child and conversely 
disbelief, anger, the break-up of the family and potentially a childhood of foster 
placements/residential care.  More recent work has attempted to investigate child 
and adult perceptions of the helpfulness of disclosure.  Studies include: 

• Gomes-Schwartz, Horowitz and Cardarelli (1990) found that participants who did 
not reveal the abuse themselves (for example, the sexual abuse was observed by 



 

a third party or there was transmission of a sexually transmitted disease) had 
significantly lower levels of both anxiety and hostility than those who disclosed at 
the time of the abuse or later.  Further, in 17% of cases the child’s initial attempt to 
relate the incident did not lead to help, either because the child was not believed 
(9%) or because the responsible adult took no action. 

• Elliot and Briere (1994) found similarly that children who disclosed themselves had 
higher levels of symptomatology on the Trauma Symptom Checklist for children. 

• Roesler and Weissmann Wind (1994) found that those survivors who waited until 
adulthood to disclose reported receiving, despite their fears, supportive reactions 
from those they disclosed to.  They also report that one of the most common 
reasons for disclosing as an adult was because the individual wanted to heal and 
feel safe in a current relationship. 

• Berliner and Conte (1995) found that many of the children in their study reported 
that they continued to have a wide range of feelings after telling, not all of them 
positive.  However 97% of the children believed that it was a good thing to tell. 

• Fleming (1997) in a random sample of 710 women found that of the 144 who had 
experienced CSA 23% stated that disclosure had stopped the abuse and 22% 
stated that it had not stopped the abuse 

• While disclosure is seen as precipitating help/intervention, Jonzon and Linblad 
(2004) found that of those victims who told in childhood during a period of ongoing 
abuse (n=26), 15 of these women retrospectively reported the abuse continuing 
after disclosure. 

Clearly children and adults considering disclosure cannot predict with certainty that the 
response they receive will be supportive or that the abuse will stop.  These factors 
must contribute to delay in disclosure and non-disclosure.  However despite these 
fears and possibilities, a number of children and adults reported positive responses, 
relief in telling and in some situations, the abuse ceasing.  The following discussion will 
now focus on the nature and pattern of help-seeking behaviour by children and adult 
survivors and the professional help provided as documented in the literature. 

 

b) Help seeking 
For the purposes of this report, avenues of help seeking may include, those services 
which provide statutory and therapeutic interventions, as well as other sources of non-
professional assistance, such as, social support from family, friends and community 
organizations and involvement in social action and community education to ‘break the 
silence’.   

The literature covering professional intervention or ‘help’ following disclosure of CSA is 
vast, particularly in relation to therapeutic responses and intervention strategies.  
However there is little in the available research focusing on the intervention process 
and perceptions of helpfulness from the perspective of the child or adult survivor.  This 
section of the report will attempt to identify and present research incorporating 
perceptions and experiences of helpfulness held by child and adult survivors. It will 
tease out those factors that were found to facilitate or impede the helpfulness of 
responses post-disclosure. 

 

4.8 Help seeking in childhood 
Berliner and Conte (1995) discuss a sometimes tacit, but in their opinion wide, 
speculation that intervention following a child’s disclosure may be more distressing 
than the abuse itself. At least it may exacerbate the negative impact of the abuse 
experience (it may include multiple interviews with different professionals, forensic 



 

examination, foster care and possibly testifying in court).  At the same time, the 
increasing disclosure rate of child sexual abuse from the 1980's until the late 1990s in 
most western countries has necessitated an increase in statutory and therapeutic 
services. This may be incongruous if Berliner and Conte have rightly identified the 
uncertainty of intervention outcomes for children following their disclosure.   

Some adult survivors more openly question the helpfulness of past therapeutic 
interventions for children.  Armstrong (1994; 270) claims that we should be unsurprised 
to find that the kids we have beckoned to come forward, told to tell….the kids coerced 
into endless therapeutic circumstances….may well have been re-silenced.  She further 
suggests that many children have informed her that it was harder to survive the 
ensuing ‘help’ and ‘treatment’ than it was to survive the incest.  However is this actually 
the case for all children who have disclosed and received a therapeutic intervention 
and how might we discover how prevalent this experience is? 

Outcome studies of child sexual abuse treatment programs are infrequent and beset 
with methodological difficulties.  It is exceedingly difficult to distinguish positive or 
negative circumstances post disclosure as resulting from professional intervention, 
changed or worsened life circumstances or a combination of both.  Children are mostly 
not asked about their experience of intervention (parents/carers or therapists usually 
make the assessment of ‘improvement’) but may not in any case be able to attribute 
helpfulness to a specific strategy or circumstance in a professional intervention.  
Moreover, given the small proportion of children who disclose in childhood and receive 
professional help, what we can infer from their situations is limited and unable to be 
generalized to children who experience sexual abuse but do not disclose.   

The following studies necessarily focus on those children who have disclosed their 
sexual abuse. They demonstrate the difficulties in engaging children in therapeutic 
services and comment on factors influencing children’s/young peoples’ perceptions of 
helpfulness in therapeutic and other intervention contexts. 

Engagement difficulties in counselling 
The following studies indicate that between one third and one half of children referred 
to counselling fail to attend the first appointment.  In these cases disclosure does not 
automatically result in professional intervention. 

• Haskett, Nowlan, Hutcheson and Whitworth (1991) found that only 65% of the total 
sample of child victims of sexual abuse attended a scheduled therapy session at 
the time of disclosure and that this group attended therapy for the first time as an 
adult. 

• Humphreys (1995) in a study of confirmed cases of child sexual abuse showed 
that only 56% of children received an appointment at a counselling agency in spite 
of explicit policy guidelines that children have an opportunity for counselling in the 
aftermath of sexual abuse.  The study revealed that problems created at all levels 
within the interagency environment led to children becoming ‘lost’ in the system.  
Interagency problems included statutory workers choosing to assess need for 
counselling, rather than following policy guidelines, inadequate referral systems, 
low staffing levels, long waiting lists and a lack of case conferences facilitating 
interagency communication.   

• Tingus, Heger, Foy and Leskin (1996) studied 511 children confirmed as having 
experienced CSA by the Los Angeles County-University of Southern California 
Suspected Child Abuse and Neglect Team [Scan Team]. They found that 69.3% 
entered therapy within 6 months of their evaluation by the Scan Team.  This study 
revealed that a child’s ethnicity influenced the likelihood of therapy being provided. 
(Caucasian more likely to receive therapy than Black or Hispanic children).  A 
child’s age also influenced the likelihood of therapy being received (young children 
and adolescents mostly not receiving therapy). On the other hand, those children 
who had been repeatedly abused, had experienced more severe abuse involving 



 

penetration, who were placed in out of home care, or where law enforcement and 
child protection agencies were involved, were more likely to receive therapy. 

Factors affecting helpfulness 

• Crisma, Bascelli, Paci and Romito (2004) found that the adolescents in their study 
reported that professional responses to disclosures of CSA were much less 
supportive than family members.  Participants also reported a lack of awareness of 
available protective services and a mistrust of adults and professionals more 
generally 

• Cohen and Mannarino (1998) in their study of treatment outcomes for children who 
were sexually abused found that parental support had a strong effect on treatment 
outcomes in sexually abused pre-school children. 

• Prior, Lynch and Glaser (1999) found that there was a tendency for less social 
work support to be offered to families in which the child was considered protected 
from further abuse. 

• Lamb and Edgar-Smith (1994) suggest that victims of intra-familial CSA may be 
especially reluctant to seek help because this may imply disloyalty towards a 
member of their own family. 

• Breckenridge (2002) suggests that the idea of helpfulness is frequently lost post-
disclosure of child sexual abuse in favour of a legal response which tends to 
dominate and shape all other professional work. 

Helpfulness of community education strategies 
Whilst we agree with Mullighan (2008) that the primary and secondary education 
sectors have a valuable place in educating children regarding their safety, Lamb and 
Edgar-Smith (1994) argue that a good deal of effort toward the prevention of child 
sexual abuse is aimed at increasing disclosure and the possibility of help by educating 
children about how to tell of their experiences.  In Australia, an example of this has 
been the prevention program ‘protective behaviours’ offered to children pre and post 
disclosure of CSA (Quinn 1992).  This program was underpinned by the belief that 
telling or disclosing can have positive benefits and is one way to stop further abuse.  
However is this actually the case or is the relationship between telling and outcome 
less predictable and lacking research?  Protective behaviours has been widely used in 
schools and therapeutic contexts, the authors found no information as to an evaluation 
of the program’s effectiveness in increasing disclosure. And despite anecdotal 
information from some counsellors indicating the usefulness of the program, there is 
little or no evidence that children find it helpful. Following the recommendation by 
Layton (2003, recommendation 137) that this program be updated, DECS have 
developed new materials (Keeping safe: child protection curriculum) which were said to 
be being ‘fully implemented in 2008’ (Mullighan, 2008, p 369).  It remains vital that this 
program be evaluated.  

Lamb and Edgar-Smith (1994) address the concern of many professionals by 
suggesting that prevention programs aimed at facilitating disclosure should never be 
offered without corresponding programs for adults in proximity to these children about 
how to respond positively when disclosure occurs.  

In summary, few children who are sexually abused disclose of their experiences and 
fewer still are offered a professional intervention outside of a child protection context.  
Children’s and young people’s perception of what constitutes a helpful response is still 
relatively unknown and to this point is most often captured in the retrospective 
accounts of adult survivors. 

 



 

4.9 Help seeking in adult survivors of CSA 
Within the literature there is a strong and explicit theme of professional dismissal of 
child sexual abuse as a significant and prevalent crime, the effects of which may last 
into adulthood.  Professional denial, incompetence and ignorance prevailed until the 
breaking of the silence about this issue by adult survivors and the women’s movement 
in the early 1980’s (Herman 1981; Armstrong 1994 and Breckenridge 1999). Although 
services were developed specifically for children, adult survivors by and large, only had 
the option of seeing professionals in generalist counselling agencies and/or mental 
health workers, or specialist workers who dealt with specific symptoms, such as drug 
and alcohol issues. In these circumstances, the presenting problem was often 
addressed, rather than the underlying cause – namely CSA. 

There is considerable evidence to indicate that specialist responses to CSA are likely 
to be far more effective than generalist services established to respond to a whole 
range of psychosocial or mental health issues. For example: 

• Even with explicit self-knowledge of their CSA, survivors may re-present 
repeatedly to generalist services for the same or substituted symptoms because 
the underlying issue of trauma is mostly not addressed (Herman 1992; King 1998; 
and Breckenridge 1999).   

• Studies such as Alaggia (2004) and Roesler and Weissmann Wind (1994) report 
that a proportion of survivors experience repressed memories and may experience 
unexplained symptoms/effects. From this it can be inferred that survivors with no 
memory of their abuse may unwittingly seek help for unexplained 
symptoms/effects inappropriately.   

• Survivors are being seen by workers who are not specialised or trained to deal 
with the direct effects of child sexual abuse and any disclosures (where they occur 
at all), may be minimised or ignored in favour of treating symptoms.  For example, 
in the Women’s Health Statewide SA, Report It’s not my shame (1994) 
psychiatrists are criticised by nursing practitioners for treating presenting problems 
rather than underlying issues of child sexual abuse. In this same report 
professionals described feeling ‘out of their depth’ and ‘inadequate’ in their ability 
to respond to child sexual abuse issues.  Also, these same workers may not 
receive adequate supervision, peer support or debriefing (Holden 2002). 

• Stojadinovic (2003) reports that women participants identified the importance of 
health professionals being aware of the possibility of a history of child sexual 
abuse, and the potential indicators which could conceivably increase the likelihood 
of an appropriate professional response. 

It is evident that an integrated specialist response is helpful in dealing with the specific 
experience of CSA and the range of potential ensuing problems which survivors may 
encounter, including experiencing other forms of abuse. Evidence includes:   

• A recently released report by the Australian Institute of Criminology on women’s 
experiences of male violence (Mouzos and Makkai 2004)17 finds, in support of 
previous research, that there is a relationship between childhood victimisation and 
subsequent victimisation in adulthood.  Most pertinent to this report, the risk of 
sexual violence in adulthood doubles for women who were abused as a child (54% 
compared with 26%).  This finding clearly has significant health and welfare 
implications for State and Territory governments, and indicates that child sexual 
abuse cannot be seen in isolation from other violence such as domestic violence. 

                                            
17 This report was based on the analysis of the Australian component of the International violence against women 
survey (IVAWS).  The full report is available on the AIC web site: 
http://www.aic.gov.au/publications/rpp/56/index.html  



 

• Douglas (2000:425) reports that mothers with a history of child sexual assault were 
significantly more anxious about intimate aspects of parenting and reported 
significantly more overall stress as parents.   

• Timmons-Mitchell et al. (1997) chose to investigate post-traumatic stress disorder 
symptoms (PTSD) in child sexual abuse victims and their mothers.  They found 
that more mothers who were sexually victimized as children suffer Post Traumatic 
Stress Disorder (PTSD) when their children report being sexually abused, than 
mothers without such a history. 

• Herman (1992) discusses the inappropriate pathologising of adult survivors of CSA 
and in particular the use of the diagnosis ‘personality disorder’. 

• Mullen and Fleming (1998) hypothesize that the fundamental damage inflicted by 
child sexual abuse is to the child’s developing capacities for trust, intimacy, agency 
and sexuality, and that many of the mental health problems of adult life associated 
with histories of child sexual abuse are second-order effects. 

• Creedy, Nizette and Henderson (1998) argue that women who are victims of 
prolonged CSA involving penetration and physical and emotional abuse are more 
likely to develop major psychiatric distress.  These survivors may use defence 
mechanisms to block out the past, and their distress may only come to the 
attention of health professionals at times of crisis.  The authors argue that this 
state of affairs is compounded by limited research about adult survivors and a 
readiness to label them with adult psychopathology.  Such labels result from a 
failure to listen, alongside a willingness to blame (processes replicated from the 
dominant culture) and the aforementioned feeling of professional inadequacy. 

• Baker (2001) similarly believes that mothers who are forced to accept that their 
partners or close relatives have sexually abused their children are often 
additionally traumatised by re-stimulated memories of their own abuse.  McGruder-
Johnson et al. (2000) suggest that this phenomenon is a form of ‘secondary 
traumatisation’.   

• The Australian Senate Report on Australians who experienced institutional or out-
of-home care as children – Forgotten Australians (2004) – claims that many care 
leavers have turned to illegal practices such as prostitution, or more serious 
offences, which have resulted in them comprising a large percentage of the prison 
population.  

The need for designated or specialist services is clearly evident. However, throughout 
this literature review there is an overwhelming call for generalist health and therapeutic 
professionals to increase their capacity to respond to adult survivors of CSA, and 
particularly at the time of disclosure (front-line response).  Capacity building is not only 
the responsibility of individual professionals but also needs to be addressed by tertiary 
institutions and sector development strategies.  Specialist services could potentially 
have a greater involvement in capacity building in generalist services than has 
previously been the case.  

 

4.10 Social action and social support as help 
Individual and group therapeutic responses have grown in number and importance but 
they are not the only responses that are identified as helpful by adult survivors of CSA. 
The concept of social support for adult survivors and children experiencing CSA is 
extremely helpful because it extends the definition of help-seeking away from 
therapeutic/statutory interventions only, to include other forms of help and assistance 
that may be more appropriate for an individual survivor and more easily accessed. 

Social support is particularly important to acknowledge because the majority of adult 
survivors choose to disclose to friends and partners and mostly report positive 



 

responses.  Jonzon and Linblad (2004) suggest that while adult and child victims of 
child sexual abuse constitute a group that can potentially benefit from social support, 
not all survivors are able to access this support (children in out-of-home care for 
example may have lost ties with family and friends due to relocation).   

Their study reported that it was more common for women who were identified as 
having low support, to have been more frequently physically abused in childhood and 
to have talked to more professionals.  Women who were identified as having high 
support were characterized by the following factors: being integrated in society through 
marriage and work; having talked to 5 or more categories of the social network [that is 
non-professionals] about the abuse as an adult; having confronted a perpetrator; and 
by having received positive reactions from the social network.  Where social support is 
minimal, it is conceivable that professional interventions may provide much needed 
help and support.  

The balance of therapeutic and social support is an important combination for many 
individuals. However, some adult survivors argue strongly that it is helpful to move 
beyond therapeutic responses to include survivor participation in public education 
programs, public performances and other such self-help programs.  Oppenheimer 
(1998) stresses that this type of response moves therapists and clients from working in 
the privacy of therapy to a public forum.  Oppenheimer entitled her own intervention 
‘Silent No More’ and envisages it as an emotional process and a politicizing of 
individuals to help others as well as themselves.  It is interesting that the politicisation 
of child sexual abuse in the early 1980’s in most western countries was characterised 
by social action campaigns aimed at ‘breaking the silence’ (Breckenridge 1992).  In an 
attempt to acknowledge the effects of sexual abuse on children and in later life, 
professional interventions were developed which focussed mostly on therapeutic 
responses, the unintended result being an almost exclusive focus on individual therapy. 

Armstrong (1994) supports the importance of social action as ‘help’, suggesting that 
publicly speaking out about CSA can be part of the healing process.  She argues that 
we could not have anticipated the degree of dominance of the therapeutic ideology, nor 
the way in which a concept such as ‘speaking out’ would be transformed from a 
political one into a clinical or therapeutic one. 

In summary, the recognition of the inadequacy of past professional responses to 
children and adults who have experienced CSA is critical.  The development of 
specialist services and widening conceptions of helpfulness to include social support, 
social action and community education is equally important.  This report will now 
present the experiences of disclosure and help-seeking by the participants in this 
study. 

 

5. Research findings and discussion: the interviews with 
clients 
Thirty three women and men told their stories, providing a snapshot of two aspects of 
their lived experience of CSA – disclosure and help seeking. They were interviewed by 
8 counsellors from Respond SA.  Of these 33 people, 28 were female and 5 were 
male.  Ages of participants ranged from 21 years to five clients who were aged over 55 
years.   Twenty two participants indicated that they were between 31 and 54 years of 
age.  Six participants had been in counselling for 6 or fewer sessions, with 20 
participants being in counselling for 7 or more sessions.  Four clients did not specify 
the number of counselling sessions attended.  The majority of participants were from 
metropolitan areas (n=22) and two were from rural regions.  One client identified as an 
Aboriginal Australian and another one as being from a CALD background.  The list of 
questions is provided In Chapter 2: Methodology. 

 



 

5.1 The sample 
Gender  

Female 28 

Male 5 

 
Age  

21-30 6 

31-40 11 

41-54 11 

55+ 5 

Total 33 

 
Number of Respond SA 
counselling sessions 
had by clients 

 

1-2 1 

3-6 5 

7-10 6 

11-15 6 

16+ 8 

Not specified 4 

 
Residential location  

Rural 2 

Metro 29 

Not specified 2 

5.2 The experience of CSA  
Age and duration of abuse 
The clients interviewed for this research had been sexually abused at various ages, 
some in early childhood, others in adolescence, and for some it continued into 
adulthood.  The length of abuse ranged from a one-off incident to multiple incidents. 
Some respondents were unable to remember precisely the age at which they were 
abused. For at least 14 of the 33, the abuse lasted in excess of a year. For at least 10 
of these people it lasted 5 years or more. 

The perpetrators 
In all cases but one, the perpetrators were male.  In three cases it was not specified 
who the perpetrator was or what the relationship to the client was (e.g. there were non-
specific references to ‘he’). In six cases there were multiple perpetrators. The 
perpetrators were mostly family members (eight were fathers, step fathers or foster 
fathers), four were uncles, two were grandfathers, one was a brother, and six were 
unspecified family members. Ten clients named family friends or neighbours. Four 
named counsellors, doctors or psychiatrists. Three named church ministers, officials or 
church youth leaders. One named an employer. 

The experience of abuse 



 

It is important to note at the outset, that some clients reported being unaware that the 
sexual abuse to which they were subjected during childhood and/or adolescence, 
actually had a name, or in fact that it was abuse.  It had been so much a part of the 
way things were, that they were unaware that it didn’t happen to everyone.  

Others too had grown up in environments which were abusive in so many ways – 
emotionally, physically, spiritually, sexually – that they didn’t isolate the sexual abuse 
from the overall experience of violence and violation of their rights as a human being. A 
couple of clients interviewed had experienced sexual abuse from multiple abusers both 
in childhood and into adulthood. The CSA therefore was not a separate entity – but 
rather part of a whole spectrum of abuse experienced throughout their lifetime.   

A few others again had repressed specific memory of the childhood abuse until 
adulthood.  Others talked about it not as a specific event or events but as a more 
amorphous experience. One woman abused in very early childhood until the age of 
eight, described the experience as being like ‘a shadow since childhood’. Another 
woman talked of the abuse in wider cultural terms as well as in personal terms. The 
interviewer explained: 

[J….] used the expression that abuse was like ‘nuclear waste’ that it needed to be 
contained and buried (not just by people who have experienced abuse but by the 
broader culture as well) – a sense of contamination. However she extended this 
understanding in thinking about the fissures that develop – that it can never be fully 
contained and that it has the potential to emerge. 

For all of these reasons it is vital to understand that the experience of CSA is not 
homogenous. While there are many commonalities among the 33 people in our 
sample, and some strong patterns and themes emerged, there is also great diversity. 
The qualitative orientation of this research and the use of quotations throughout is one 
way of acknowledging this heterogeneity and giving a personal inflection to the data. 

The impact of abuse 
For many clients the experience of the abuse they had suffered as a young person is 
associated with feelings of guilt, shame, self blame, and some sense of responsibility, 
as if it were at least partly their fault.  These feelings often heightened their sense of 
isolation and built walls of silence around the abusive experience. For many the abuse 
resulted in an inability to trust others, further increasing their feelings of being alone. 
One man, abused as a teenager by his uncle, said: 

   I believed it was a shameful thing I had done – could never tell anyone about it. 

One woman described the sorts of self talk that went through her head as a young 
person in the following ways: 

 You’re not worth anything. You’re not as good as other girls. You’re a piece of dirt. I’m 
not even a person. 

One counsellor pointed out, in relation to the guilt that many women felt, that there are 
readily available social messages and representations that reinforce notions of females 
as seducing, enticing and in other ways being responsible for male sexual behaviour 
and violence. In these ways the counsellor thought it not surprising that these negative 
messages become internalised when sexual abuse is a part of a young person’s 
development. 

One of this counsellor’s concerns for practice in relation to this issue, was that in her 
experience, simply telling people that they were not to blame (because they were 
children at the time), is rarely enough. They may well have heard this point or read 
about it – but that doesn’t necessarily mean that they believe it. It often requires a 
whole process of therapeutic support to be able to think about the context of the abuse 
and their position as a child or young person in different and non-blaming ways.  

One male client carried the burden of feeling that he could never ‘forgive’ himself for 
the abuse that was perpetrated against him. His counsellor worked with him to review 



 

the circumstances of the abuse in ways that revealed that, at the time, he had no viable 
way of preventing or escaping it. 

Survivors not only had to cope with being sexually abused, but also, in many cases, 
with the effect the abuse had on family relationships and making sense of these 
complexities. Most often, the perpetrator was a family member and therefore 
continually within the domestic context. Sometimes the perpetrator of the abuse was 
regarded highly in the family and wider community and deliberately cultivated this 
perception.  These deliberate strategies, coupled with prevailing social views 
supporting the primacy and sanctity of the family unit (see discussion later in Section 
5.4), meant that silence often surrounded the whole experience of CSA.  

The silence surrounding CSA 
It was not uncommon for clients to have not disclosed their CSA for many years. In one 
case, a man who had experienced abuse had kept silent for fifty years. The 
implications of living with such a secret are overwhelming and will be discussed in 
more detail later in this chapter (see 5.3 and 5.4).  

In general, the sorts of reasons given for keeping silent were, shame, fear of reprisal 
from the perpetrator, protection of other family members from having to hear and deal 
with such a terrible thing, protection of the perpetrator, fear of not being believed, or 
experiencing the abuse as too disgusting and upsetting to name. One or two clients 
found sexual issues (of any sort) difficult to talk about, having been brought up to 
believe that it wasn’t a topic that was suitable to be spoken of. 

 I knew what was happening was wrong. It was made a secret by the perpetrator. The 
family dynamics were such that I couldn’t speak about it.   I didn’t have the language. I 
didn’t see it as an issue. Sex was a taboo subject in the 60’s, so it was something that 
you were taught not to talk about.  

Perpetrator tactics 
Children are often taught quite deliberately by perpetrators to keep the abuse a secret. 
This can be achieved by threats, bribes, punishment, or blackmail. Several people in 
our sample reported that perpetrators persuaded them that disclosure would lead to 
them being put in a foster home, or that their mother would ‘go crazy’ (in the words of 
one person) and be institutionalised. In a process sometimes called ‘grooming’ 
children’s trust in the perpetrator may be gradually developed and they may be treated 
as someone special, by being given special treats or compliments. This can lead to a 
great deal of confusion in the child’s mind about what constitutes abuse and who is 
responsible. They may be given the impression that they have consented or even that 
they have initiated the relationship.  

 A tactic that is frequently used by abusive fathers or stepfathers focuses on disrupting 
the child’s relationship with the mother. It has been reported in several studies, for 
example, Laing (1999) and Morris (2003) that a common tactic used by perpetrators is 
to create alienation in the mother-child relationship. This is achieved by telling the child 
that the mother is inadequate, unloving or in some way bad or fragile. The young 
person is therefore surrounded by contradictory messages, experiences and 
representations about what constitutes love, trust, care and family life.  This confusion 
may also lead to children maintaining a lengthy silence about their childhood abuse. 

When a child is already disconnected from (birth) family members through placement in 
Out of Home Care, a perpetrator has additional tools to utilise in their tactics.  A 
perpetrator would know that alternative trusting adult relationships (most likely) either 
don’t exist, or are in their developmental stages and thus more readily undermined.  
Perpetrators could also know the threat of household ‘breakdown’ and the child having 
to move house is enormously believable for the child due to their having already been 
displaced.  Finally, the stigma and negative community perceptions about children in 
Out of Home Care can be used by a perpetrator. 

 



 

5.3 Childhood disclosure: patterns, dilemmas, responses 
 Participants were asked whether there were ever times in their childhood or teenage 
years when they had attempted to tell or show anyone about the abuse. 

22 participants (66%) said they had not attempted to tell anyone, although about a third 
of these qualified their NO response by saying that while they had not attempted to tell 
of the abuse in words, they had indicated it in non verbal ways. For example, they 
spoke of a range of ‘acting out’ behaviours and rebelliousness, running away from 
home, and withdrawal.  These behaviours were typically not acknowledged by others 
as indicators of abuse. In one case blatant signs of abuse (screaming) were ignored by 
a girl’s mother. One foster mother read about the abuse in her foster daughter’s diary, 
but did nothing.  Another mother, sceptical of her 8 year old daughter’s disclosure, 
encouraged her daughter to get to know the perpetrator better by going on outings 
privately with him.  

It was evident that the answer to this question was not always a simple YES or NO. 
One woman said she didn’t know whether she had attempted to tell anyone because of 
repressed memory. 

 I don’t know. As a teenager I was asked but had no memory, only a gut feeling. 3 or 4 
years ago my memory started to emerge. 

One woman poignantly reported that as a girl she had told only her horse, on many 
occasions over several years: 

…He let me talk and talk and talk for hours…wouldn’t even bother putting on the 
saddle…I would just lay up his neck and we’d walk slowly for hours and I would just talk 
to him…I knew he was listening to me…he had his ears back…I told him everything…If 
only he could talk, he’d be able to tell everything…I wouldn’t be alive without him. 

The minority who did disclose mostly told friends. Other confidantes were aunts, 
mothers and other family members. 

 
 
What inhibited disclosure of abuse? 
Those children who told no-one about the abuse often commented that they were too 
scared to disclose.  In addition to fears of reprisals by the perpetrator there was also 
the fear of how it would reflect on the children themselves. Both of these fears co-
existed for one woman, now in her twenties: 

As a child I was too afraid to tell. I didn’t understand what was happening and I thought 
I’d get into trouble. I was scared of being judged, of being looked at differently. [I was 
afraid] the people who did it would take it upon themselves to hurt me and others. As a 
teenager my fears were more involved. I thought about telling the police but I feared he 
[the perpetrator] would hurt my family and myself.  

In at least five cases, the fear of the perpetrators’ threats of retribution related 
specifically to the prospect of the child being removed from the family and placed in an 
institution or foster home.  In other cases it was a more generalised intimidation related 
to the perpetrator’s power, authority, or in one case, perceived wealth. 

Not surprisingly, many clients reported low self esteem and a lack of confidence, both 
during the time they were abused and persisting into adulthood.  One woman, now in 
her forties, who was abused over a period of approximately 15 years, explained her 
inability to disclose with the damning categorisation:  

[I was] considered a problem kid anyway, a waste of space.  

A number of people were fearful that they would not be believed, and, as discussed 
above, this was often linked with a strong sense of shame and self blame.  There was 
evidence of strong imprinting that ‘sex is a dirty notion’ and that children who were 



 

sexually abused were themselves ‘bad’. Others did not trust the response of the person 
whom they might disclose to, and feared betrayal. This emerged especially when 
children had been abused by male partners of their mothers.  

In addition to a fear of not being believed there was a fear that the mother would see it 
as a criticism of herself. As one woman, who had been abused by a friend of the family, 
said: ‘Mum would have turned it into something about her.’ 

The counsellor conducting this interview reflected on this tendency and its impact on 
disclosure: 

The pattern I have seen emerge with some clients around disclosure is the feeling of 
anger toward the mum who is not able to hear the information without connecting it to 
herself in some way.  Is this a defence against being blamed or is it a need to find some 
justification or is it a way of saying ‘we all have our ailments?’  Well it could be all of 
those or none of those but it is a thorn for many who tell or want to tell.  

Several commented that they did not tell because they had repressed all memory of it 
until later in life. Several others said they thought the abuse was normal. One woman 
said: 

It wasn’t named as abuse at the time…I wish I’d known then as a child that it was abuse 
and I could have started working on it – the damage it caused…it would have answered 
lots of questions – my behaviour and other effects. 

One woman who was abused by her father for much of her life said that: 

Before 15 I didn’t name it as abuse. Violence was a usual daily occurrence for everyone 
in my family. 

As the counsellor conducting this interview notes, this was one of several instances in 
which physical, emotional and sexual abuse intersected in a ‘whole of life experience of 
abuse that left little room for respectful growth’. 

A couple of people reported that initially they thought they ‘could handle’ the abuse or 
they felt it hadn’t affected them. One man commented: ‘I put it in a box and kept it shut 
[for 50 years]’. It was only later in adulthood that these people recognised or 
acknowledged that the abuse had had an impact which needed to be addressed. 

A number of people commented that their reasons for not disclosing related to strongly 
held beliefs about the sanctity of the family and beliefs that the family’s social standing 
had to be protected at all costs. It was evident that many children grew up with the 
belief that ‘family problems should stay in the family’, and that ‘dirty laundry should not 
be aired in public’. Others had internalised the widely held view that ‘a child should be 
seen and not heard’.   

A theme which emerged strongly was the fear by children that their disclosure would 
hurt other family members. As one Respond counsellor noted: 

There is often a significant time that elapses after the abuse before adults seek 
counselling for themselves, and then it is often in relation to the effects it’s having on 
other family members rather than on their own selves.  

Some participants spoke of wanting to protect other children in the family from potential 
abuse. One woman wanted to protect her mother from the knowledge that her partner 
had been abusive.  A number of people expressed a strong reluctance to hurt the 
perpetrator. One of the counsellors reflected on this dilemma in this way: 

Not speaking up because you don’t want to ‘hurt Dad’ speaks to a child’s division in 
holding acts of abuse in one hand and acts of love in another. If the Dad was outright 
mean and abusive it would not be so hard for a child to speak up, but if it’s a ‘loving’ 
Dad and the child knows on one level that it was not right, then fears getting Dad into 
trouble, or being in trouble herself, it makes it difficult for a child who does not have the 
capability of full logic to comprehend what to do. She is silenced by her lack of 
understanding and the only way she can take it on and rescue Dad is to blame herself.  



 

One woman, now in her fifties, who said it was impossible to disclose lengthy abuse by 
her father from early childhood to adolescence, reflected that: 

 …part of holding onto memories and not speaking about them, and retaining the 
suffering is about a ‘heroic conscience’ and not wanting others to be hurt. You don’t 
want the suffering but you don’t know where to go with it. 

It was evident that many children wanted the abuse to stop but they didn’t necessarily 
want the family to be fractured or to lose their relationship with their father or other 
offending relative.  

For all of the above reasons secrecy about their childhood experience of sexual abuse 
became strongly entrenched for many of these children. Many perpetrators used quite 
deliberate tactics, including maternal alienation, to ensure that this secrecy was 
maintained – ‘It’s our little secret’ – or by persuading the child that s/he would not be 
believed and would ‘get into trouble’.  Whether due to prevailing social norms about the 
sanctity and privacy of the family and the view that sex is dirty, or whether a result of 
deliberate perpetrator tactics to shift responsibility to the child, it was apparent that 
many children were effectively silenced for many years. One woman, now in her fifties 
explains this suggesting that: ‘Self blame keeps you silent’. 

The inability to disclose functions and compound feelings of guilt, shame, isolation and 
fear in the victim. Two people used the word ‘turmoil’ to describe how it felt to have 
such a secret. Several spoke of how it made them feel aggressive or violent. 

One woman, abused by a family friend at the age of 10, described how isolating the 
experience was: 

I felt shunned by the family…they did not understand me. When the abuse happened it 
added a different dimension. I felt shamed, engulfed in secrecy, something that set me 
apart from the family. 

 
 
 
 
Responses to childhood disclosure 
 Most people in our sample who disclosed as children spoke of it as having negative 
repercussions.  

Children’s disclosures were sometimes met with disbelief, and in one extreme case, by 
bullying and harassment by both a foster mother and a school principal. One child who 
was not believed, and then bullied, said it turned her into a liar: ‘I learnt only to keep my 
trap shut’.  

Our findings reveal that a very high price can be paid by children who disclose to 
people who are threatened by it, who use it as an opportunity for further abuse, or who 
are simply ill-equipped to deal with it.  Several people reported extremely negative 
experiences following disclosure at school or church. For example, there were several 
examples of inappropriate and damaging responses by school counsellors. A man 
reported being abused by a church official after he disclosed incidents of abuse by a 
colleague of this man (another church official). The following scenario illustrates how 
damaging disclosure can be.  

 

 A woman, now in her early forties, was abused by her foster father in her early childhood. The 
records of a church welfare organisation noted that as a young child she talked explicitly about 
sexual acts ‘in hushed tones’. But there was no follow up of these disturbing revelations. When 
this child told a friend (another young child), the friend’s mother confronted the foster father. 
The child’s foster mother subsequently physically bullied the child into denying the allegations 



 

on tape.  When the gossip spread to the child’s school the child was also bullied and harassed 
at school and made by the school principal to remove graffiti, written about her, from toilet 
walls.  

 

 

A much more common scenario was for childhood disclosure to be met with a lack of 
response. The issue was (ostensibly) ignored – ‘a blind eye was turned’.  There were 
several examples in our sample of no action being taken following reports to child 
protection agencies, or in one case a hospital after a young girl was admitted with an 
injury to her vaginal wall. In one case the child confronted the perpetrator (a church 
minister) who banned her from attending church. Her family turned a blind eye to this. 
Several people spoke of the ‘matter never being spoken of again’.  

Several children met with judgemental attitudes when they disclosed, for example to a 
foster mother, or to a friend. Some confidantes seemed to suggest that the abuse was 
the child’s fault, i.e. that they had invited it or had been careless in allowing themselves 
to get into situations of risk. A number of people spoke of being made to feel ashamed, 
guilty, dirty, or responsible.  

Many childhood disclosures were met with shock or disbelief. In a number of cases it 
was apparent that the confidante did not want to believe. One mother was described as 
being ‘blind to the possibilities’ of her partner being the abuser and wouldn’t hear 
anything bad. Another child’s mother told her to say and do nothing to protect the 
perpetrator (her husband).  In the few cases where police action followed disclosure, a 
child could still feel the sense that the actual experience of abuse was being denied.  

The effects of this denial are potentially profound. One woman, now in her forties, 
commented that ‘I felt my memories were not valid since no-one was taking them 
seriously’. Very few people in our sample got sympathetic responses followed by 
appropriate action. This raises a range of issues about how, and to whom, should 
children be encouraged to safely disclose, and the ramifications of disclosure when a 
child’s trust is misplaced. 

Overall it was apparent that disclosure (or non disclosure) in childhood generally put 
victims ‘between a rock and a hard place’. It was difficult to tell. It was difficult not to 
tell.  One woman expressed the dilemma as being: ‘I wanted someone to know, but I 
didn’t want to be judged’.  For some the answer was to distance themselves – ‘to 
ignore it as if it were a dream’, as one man said. 

How childhood disclosure (or non disclosure) influenced talking about the abuse 
later in life 
For many the silence and secrecy were very hard habits to break. People talked about 
the denial of reality, the repressed memories, and the shame and the fear leading to 
lengthy silences. A woman said the cover up ‘kept me silent. I had no words for it.’ A 
man acknowledged that ‘the habit of distancing became the norm’. Those who had had 
bad experiences of disclosing spoke of this eroding their confidence and leading to 
feelings of being naïve or somehow a lesser person. Some were fortunate enough to 
subsequently get some informal help in dealing with these feelings. For example, one 
man was reassured by a colleague’s partner, who is a counsellor: 

She told me ‘You were a kid, you shouldn’t kick yourself. Think of a 12 year old, what 
power did you have?’ She reassured me that the responses I was having were stock 
standard. 

Several people identified that their disclosure had increased their fear of the perpetrator 
and that this fear became quite debilitating.  Others spoke of their negative experience 
of disclosure ‘damming up their emotions’. One woman in her early forties described it 
as being like a ‘brick wall’, having the effect of putting her emotions on hold:   



 

I had to hold on to the truth of the memories until there was a place I could tell where I 
would be believed. 

A few people characterised their childhood disclosure of sexual abuse as liberating, 
transforming, empowering or as a relief.  Several people identified that more positive 
consequences of disclosing later emerged. One woman said that the initial negative 
response to her disclosure ‘gave me a sense of injustice…meant I stood up for others’ 
rights’. Another identified a readiness and a desire to help others, which came later. A 
young Aboriginal woman said because of the denial and the myth of ‘one big happy 
family’ that was propagated, she now wants to speak out.  

 

5.4 Adult disclosure: patterns, dilemmas, responses 
As adults, people disclosed to a wide range of people other than counsellors. Friends 
and partners (and to a lesser extent family members) were most commonly mentioned. 
Many reported they had disclosed to close friends and partners. A number mentioned 
the Children in State Care Commission of Inquiry (SA) and/or the police. Only one 
person had disclosed to no-one other than the counsellor.  Most people had disclosed 
to several people – as if disclosure to one opened up pathways to disclosing to others. 
Several said they had told lots of people – ‘anyone who would listen’. One commented 
that she felt she had disclosed indiscriminately. 

Responses indicate that friends and family members often can’t cope with being told 
about child sexual abuse and that fear of this inability or reluctance makes it difficult for 
the person who needs to talk about it. Many friends were simply ill-equipped to deal 
with it, reacting with unhelpful anger, embarrassment or simply dismissing the 
disclosure.  One woman commented: ‘I learnt to shut up. If you want to keep your 
friends, don’t say anything.’  For some confidantes there was a belief that the abuse 
was ‘in the past’ and the abused person should ‘get over it’ and get on with his/her life.  
In two cases such unhelpful responses also came from a doctor and a psychiatrist and 
in another instance from a school counsellor. Several people commented that 
unsympathetic or sceptical responses re-affirmed and compounded their mistrust in 
people. Several pointed out that sexual abuse was rarely recognised as a crime and 
therefore not reported. 

A relatively small number of confidantes (usually friends/partners) gave helpful 
responses. However, while it was apparent that disclosures as an adult generally 
elicited more sympathetic responses than childhood disclosures, friends sometimes 
found the revelations of abuse too hard to deal with. One woman’s close friend didn’t 
contact her for four months after the disclosure.  

A double burden 
A number of people expressed regret because they had caused their friends hurt and 
upset. It emerged that for a significant number of people there was a ‘double burden’ 
attached to CSA and its disclosure. One woman, now in her thirties, who had been 
abused by her grandfather, said she had mixed feelings about telling her parents: 

They were supportive but were worried and upset. I felt guilty about their worry. At times 
I wished I hadn’t told them, but there was also a sense of relief that I had told them.  

Several others commented on the distressing and sometimes very angry reactions of 
boyfriends, brothers and male partners. 

I wish I hadn’t told my boyfriend because he got too upset. He’s emotional, he’s 
sensitive. I didn’t need to hurt his feelings.  

One woman, abused by her brother, wrestled with the decision of disclosing to her 
younger sister, not knowing whether she too had been abused or whether she would 
want to discuss it.  The counsellor conducting this interview described this woman’s 
tortuous emotional dilemma and the repercussions of her decision to disclose: 



 

There was the dilemma of ‘Will I ask her or not? Will this put pressure on her? How can 
I protect her and not cause her more harm?’ Then when she did disclose to her sister 
and asked her the question ‘Did this happen to you?’ the response was not overly 
supportive, but also indicating that she too had been abused and was not wanting to 
talk about it. Which creates for a person a double dilemma – feeling bad that ‘I didn’t 
look after her’ and closing the door (for now) on open conversation. 

The most troubling responses seemed to come from parents. Quite a few people 
reported that their mothers reacted badly to the disclosure, especially when their 
mother’s male partner had been the abuser. Several people described their parents’ 
reactions as guilt-ridden, angry and lacking in empathy – ‘I needed them to see my 
pain.   They couldn’t do that’, said one woman.  Another was bitterly disappointed by 
her mother’s lack of compassion and found her apparent disbelief very unsettling: 

Not being believed made me question what was in my head. I had to do a lot of soul 
searching to come to understand what was reality and what was not. It messed with my 
head. In the end I had to come to see what it was that I knew. Putting the pieces of the 
jigsaw together to make a whole picture and being honest with myself about what I 
knew helped me to move forward. 

Several people commented on their parents’ preoccupations with privacy and keeping 
up appearances. A man abused as a boy by both a church official and a neighbour, 
said: 

I went back to Mum and Dad and told them. In a nutshell they didn’t want to know. For 
them it happened so long ago, and they held strong beliefs that ‘you don’t air things, you 
did what you had to do, you sorted them out behind closed doors’. 

Our interviews revealed that adults retained multiple and complex fears of disclosing 
which went right to the heart of their identity. As one woman, now in her forties, put it: 

I had a fear that if I face this demon and get it out of me there’d be nothing left…Would I 
still exist? That’s all I’ve known for so long. 

Several people feared that disclosure, even to a professional, would result in another 
form of power abuse. One expressed a fear of ‘having to pretend to feel better’ even 
though she may not, and that there would not be enough sessions available to help her 
work through it. In several cases confidantes told others and this was uncomfortable for 
the person disclosing. 

It was apparent that the catalyst for adult disclosure was often the recognition that the 
abuse issues would continually re-surface and would need to be dealt with. As one 
woman said: 

I was angry with people who spoke about abuse and showed they had difficulties 
because I used to think ‘why don’t they just get over it like I have?’ I thought ‘are they 
weak or what?’....But maturity has shown me that there are issues that come up and 
they do need working through and talking about and everyone should have that 
option….  

One man observed that releasing the memory was like opening a floodgate, making up 
for lost time. However, he was aware that he could tell only so much as was necessary 
for people who were close to him to appreciate what he was going through and maybe 
understand the differences in his functioning.   

 Another man commented that while responses were generally sympathetic,  

… there is only so long you can talk about this. There comes a point where family and 
friends don’t want to know anymore. 

A woman in her forties also articulated this need to disclose carefully: 
 You need to choose the person and the moment – it is very delicate. You are 
concerned about their emotions and the effect of their emotions on you. 

Positive feelings about disclosure 



 

A number of people reported that disclosing to friends or family had been very helpful. 
People spoke of relief, of pressure being taken away, a ‘huge burden being lifted’. One 
young woman said that being honest with her best friend had ultimately deepened their 
friendship despite her friend’s initial inability to deal with it. Several others observed 
that disclosure had helped their partners to understand their reactions and mood 
swings.   

People who had disclosed to others in a range of facilitated group contexts were most 
likely to speak of the value of disclosure. People reported feeling affirmed and 
supported by other group members. One woman said that her strength and resilience 
were acknowledged. Several spoke of how sharing their experiences with others who 
had been abused reduced their sense of isolation. One man said he felt ‘not 
hopeless…and that a whole heap of people had walked down this route’. Another 
observed ‘I felt I was not alone’. 

It would appear from our sample that the benefits of disclosure as an adult depend very 
strongly on the friendship networks people have developed, their access to appropriate 
groups and their own sensitivity in knowing when, how much, and to whom, to tell. 

Views on public attitudes and knowledge 
It is apparent that the general public’s knowledge of, and attitudes about, child sexual 
abuse significantly affect the lived experience of those who are abused. These public 
attitudes affect people’s willingness to disclose abuse, either formally or informally, 
their capacity to seek help for it and responses when they do so. Attitudes which are 
based on disbelief or suspicion of ‘victims’ will also affect the emotions that people hold 
about being abused and may create or entrench feelings of shame or self blame. 

People interviewed in our sample generally thought that most people know very little 
about child sexual abuse and that many do not want to know.  

Unless it happened in your family it’s just not an issue for people. 

People don’t know and don’t want to know. It’s everyone else’s problem. 

While several mentioned that the publicity surrounding the Children in State Care 
Commission of Inquiry and the recent more rigorous prosecution of perpetrators of 
child sexual abuse had increased awareness and sympathy, few thought that there 
was real public understanding of the extent or the impact of CSA.  Most people 
answering this question identified a number of myths which persist in the public 
consciousness. These included: 

The stranger danger myth 
A number of people commented on the prevalence of the view that child sexual abuse 
is committed by strangers, ‘dirty old men’, or known paedophiles. One woman, abused 
by her brother in law over a lengthy period of time, explained some of the complex 
factors supporting this misconception: 

Obviously the offenders don’t walk around in trench coats, they are people who have 
the trust of families and children and are known to them…They are father figures and fill 
the roles and gaps or needs for families and children…..The community take them to be 
the good person – funny, charismatic, the person who took an interest in the kids…They 
come out looking a good person, not someone to be scared of, [but] someone to be 
trusted, and so the community don’t suspect these sort of people to be abusing children. 
…..Obviously the offender has worked hard to be seen as not suspicious. 

The ‘stranger danger’ myth was seen as not only potentially dangerous for the 
community but also personally damaging in that it inhibited disclosure and appropriate 
help. One young woman explained this dual effect: 

On the stranger danger thing: I think is damaging…don’t talk to anyone outside the 
family. Therefore they don’t know how it’s happening in families….and so nothing I was 
taught at school encouraged me to tell anybody because it comes across that strangers 



 

are the big problem…I think that if someone had spoken of the abuse in families I could 
have been helped. 

The counsellor who interviewed this woman elaborated on the ‘negative impact of 
stranger danger campaigns’.  

[It] disguises the truth of what is experienced by children who are sexually abused and 
limits the potential for them to be protected….A focus just on stranger danger does 
nothing to dispel the myths and current ideas that surround child sexual abuse and so 
maintains the mythology and sanctity of the family – the misuses of power in 
relationships that operate under another set of meaning-making within the family and 
communities.  

The sanctity of the family 
A corollary of the stranger danger myth is the belief in the sanctity of the family and the 
desire to protect its reputation. Some people reported a public reluctance to believe 
that there could be ‘anything wrong with the family structure’ and little acknowledgment 
of the well documented statistical likelihood of perpetrators being male family 
members.  For example, our own sample had revealed that over two thirds of the 
perpetrators were fathers, step fathers, grandfathers, uncles, brothers or other male 
family members, and this pattern is supported by many other studies.  

Several people also identified a reluctance to believe that child sexual abuse happened 
in the context of religious care, despite the growing amount of well publicised evidence 
to the contrary. 

One woman identified the double standard which exists in the reluctance to talk about 
sexual abuse within the family at the same time as public displays of explicit sexualised 
images are readily available: 

It’s like you can almost have a photo of your fanny on a billboard but you can’t even 
speak about your father abusing you…it’s a contradiction. 

Stigmatising stereotypes 
Many people had experienced the stigma attached to being abused. It was evident that 
a number of hurtful, stigmatising stereotypes still have some currency. One concerned 
the belief that the child or teenager had some responsibility for the abuse – ‘If you’re in 
it, you did it’, as one woman put it. Another mentioned the persistent belief that ‘little 
girls play up to it’.  

Another very stigmatising attitude derived from the belief that ‘if you are abused you will 
also abuse’. Others suggested that in talking about the abuse they had been labelled 
as disruptive and disloyal: 

People think you’re a trouble-maker, telling tales, and that you’re a real turncoat.   

Underestimations 
It was evident from our sample that many people encountered incredulity about the 
prevalence of child sexual abuse. ‘People think it doesn’t happen or that it doesn’t 
happen often’, said one woman. They ‘think it’s rare’, said another woman. One 
commented that there were public perceptions that it’s always ‘gay related’.  Others 
suggested that the underestimations related more to impact than to incidence. 
Comments included: 

They underestimate ‘the depth of emotional turmoil, guilt and self blame. [From a man in 
his fifties] 

People are not aware of the depths of despair or the long term effects.  
[From another man] 

There’s a focus on protecting adults and minimising the effects on the child.  
[From a woman in her thirties] 



 

People are not aware of the extent or the damage.  
[From a woman in her forties] 

One of the most frequently reported myths was that CSA happened a long time ago 
and therefore its impact must have diminished with time. This view produced a 
dismissive, blasé attitude, commonly expressed as ‘get over it’. 

One person argued that there was a deliberate conspiracy of silence: 

It’s still a secret thing in Adelaide… [there are] people in high-up positions who know 
and are unwilling to break down barriers. 

On the other hand, one woman who identified a number of myths mentioned above 
also added a more optimistic view of the current environment: 

I think it’s the best climate now to talk about abuse, it’s in the media, and there are 
programs in place and proper people…people who understand sexual abuse …to help 
– counsellors who have a real understanding of sexual abuse and other abuse, not just 
based on text books. 

 

5.5 Previous experience of counselling and help seeking 
Most people had had some previous experience of counselling, although not 
necessarily for CSA specifically, but for conditions like depression or for marriage 
guidance. 

Unhelpful experiences 
People frequently mentioned, however, that many of these past experiences had been 
unhelpful. This was most markedly the case with psychiatrists, who in several 
instances were described as not specifically addressing CSA, or being too ready to 
prescribe medication. In some cases people qualified their negative assessment by 
saying that they were just not ready at the time.  Others mentioned that bad memories 
had been unlocked in counselling, but then were not dealt with. As one woman in her 
fifties said:  

Counselling for depression opened up a Pandora’s box… unlocked a few doors into 
rooms of unpleasant memories.  

One woman, abused for 7 years from the age of 4, was offered ‘inner child therapy’ 
which she felt was not only unhelpful, but very damaging. She provided the following 
graphic description:  

The inner child work caused regression to four year old level, and a discovery of my 
vulnerability. Like they’d done a caesarean, pulled the child out, and left me to die on 
the table. 

Several other people had also had very negative experiences with hypnotherapy. 
Three people spoke of being abused by a counsellor or hypnotherapist and several 
others talked of not being believed and being made to feel shame. On the other hand, 
one woman said that hypnotherapy had triggered memories and helped her to stop 
minimising the problem and someone else said that hypnotherapy had helped with self 
esteem and sense of freedom.  

Some said that too tight a time frame had been put on previous counselling and that it 
didn’t get anywhere. Others spoke of counsellors not having specialised knowledge of 
child sexual abuse, or not focusing specifically on it. One identified a particular problem 
with a counsellor at a community health centre who did not ‘understand the offender’s 
tactics around maternal alienation’ and the impact of this.  

There are important implications here pointing to the need for a designated CSA 
service, ideally allowing clients to have an unlimited number of appointments.  

Helpful experiences 



 

Where people spoke of previous experiences being helpful they tended to comment on 
things like ‘being helped to feel worthwhile’ and the relief of ‘speaking up and letting it 
out’.  The affirmation that what had happened was not the child’s fault was mentioned a 
number of times: 

I had a brick wall (of self blame and self hate) and they helped me chip away.  
Counselling made me aware that I did not consent and was not responsible. 

One woman spoke of the value of the abuse being acknowledged as post traumatic 
stress disorder, and another spoke of useful links being made between mental health 
problems and the trauma of past abuse.  

One person mentioned how affirming a GP’s use of logical cause-effect propositions – 
what she described as a ‘scientific approach’ – had been. An example she gave was ‘I 
have low self esteem because it was taken away from me’.  

Several spoke of the importance of non-judgemental attitudes of counsellors. A number 
of people spoke of the power of group work: 

I felt the power of a group of women. I could see how the CSA affected other people’s 
lives and it gave me insight into the connection between the abuse and what I was 
doing now.  

I felt like I belonged for the very first time. I had a feeling of being normal.  

One woman who participated in two groups said they were at a starting point and it was 
a ‘wonderful breakthrough….having a voice and getting it out there’. One downside of 
group work which was identified was that it was ‘just a snippet, but not enough’ and 
that it triggered things which were painful. 

There are a number of implications for service delivery here, especially for considering 
whether combinations of one-to-one counselling and group work may be desirable, and 
if so how these should be sequenced for maximum effectiveness? Are there any useful 
guidelines or formulae, or is it inevitably a decision that has to be made on an individual 
basis? 

5.6 Pathways to Respond SA 
What prompted people to contact Respond SA 
In answering this question some interviewees spoke of specific referrals or 
recommendations, whereas others spoke more broadly of life circumstances that had 
been the catalyst for seeking help.  

Specific referrals/recommendations included: 

• Children in State Care Commission of Inquiry (3 people) 

• SHine SA (2 people) 

• Uniting Care Wesley (2 people) 

• Lawyers (2 people) 

• Workshops/self help weekend 

• Friend/ family member (2 people) 

• Lecturer 

• Violence Intervention Program advocate 

• Domestic Violence Service 

• Psychiatrist 

• Doctor 

• Social worker 



 

• Women’s Health Centre 

• Victim Support Service 

• ACIS (Mental Health Assessment and Crisis Intervention Service) worker. 

Some people had heard about Respond SA on radio, or they saw a poster or brochure. 
One went to the Relationships Australia website after a self help weekend and learnt 
about the Respond service.  Media publicity about the lifting of the statute of limitations 
and reporting about the current South Australian Children in State Care Commission of 
Inquiry prompted others. 

Difficult personal situations or health issues were identified by a number of clients as 
the catalysts for contacting Respond. Some explained that the issue of CSA had come 
to the surface because of particular life events (e.g. a marriage break up; persistent 
nightmares; the perpetrator dying; an argument with a family member; a medical 
diagnosis). Several spoke of seeing their own children reach puberty and that this had 
triggered memories of being abused at the same age. As is discussed earlier, people’s 
motivations for seeking help (or conversely for not disclosing abuse) were frequently 
altruistic. There was often a complex interweaving of personal need, concern for others 
and a sense of moral duty. As one woman in her thirties explained: 

My daughter was starting to become a teenager and I was worried about being over 
protective as a parent. I wanted to know how best to guide her. I don’t want her to 
develop hang-ups which are caused by me.  I also wanted to deal with the flashbacks 
that were being triggered by things like my partner tickling my daughter. I knew that it 
was not about him (my partner) but about my past, and I needed to deal with it.  

Another woman spoke of sleeplessness and depression and becoming overprotective 
of her own child as the prompt to contact Respond SA.  Another young woman spoke 
of the knowledge gained about interpersonal violence and child sexual abuse in a 
university course as the prompt to phone the service: ‘knowing that others who were 
sexually abused felt the same way’.  Another client spoke of a growing sense of moral 
duty in case the perpetrator was abusing others. 

For some there was simply a general sense of readiness – the time was right.  

The repercussions of not dealing with it became greater than dealing with it.  I realised I 
had made progress and accomplished a lot…I wanted closure.  

Overcoming inhibitions 
Clients were asked whether there was anything that they had had to overcome in order 
to contact Respond SA. They were prompted that this could be something general or 
more personally specific.  

Several spoke here of the difficulty of verbalising their experience – of ‘getting the 
words out’.  ‘I had to name it’, said one person.  ‘I didn’t want to tell my story again’ said 
another.   

A recurring theme was fear and lack of trust. One woman, abused for ‘most of her life’ 
by her father, identified a fear that counselling ‘would let the cat out of the bag’ and that 
other more subtle areas of abuse would be exposed. Others just spoke of not knowing 
what to expect, or nervousness and anxiety about counselling and being the focus of 
attention for an hour. Unlocking the memories was a frightening prospect for many, 
although it was also expected to be a relief.  

The stigma that is attached to being sexually abused emerged quite strongly from our 
interviews. One woman in her forties, whose own children had also been abused, was 
frightened that if she sought counselling she would herself be labelled as abusive:  
‘People would say “she was abused, so she’s the abuser”’. Another related and 
recurring theme was a sense of self blame and feeling ‘unworthy of getting help.’  For 
one woman who had experienced abuse by several people, both as a child and an 
adult, these feelings were very deep seated. As the counsellor reflected: 



 

Her own feelings of culpability and self loathing dominated her view of her experiences 
and identity and this was something to overcome to even get to the counselling and 
begin to talk.  

One woman spoke of her fear of being ‘too complicated’ and not meeting the criteria of 
the service. Others, as previously discussed, expressed fears of causing trouble and 
hurt to others, including the counsellor. 

Some people spoke of resisting acknowledging that they needed help or of just not 
feeling they were ready and had the confidence to do it. ‘I was not ready for counselling 
– I just wanted it all to go away’ said one young woman in her twenties.  

Some admitted to feeling sceptical about counsellors, psychiatrists or social workers, 
as a result of their previous experiences.  

Hopes, expectations and satisfaction with the Respond SA service 
In talking of their hopes and expectations in coming to Respond SA, there was a lot of 
commonality among clients. Only one client had few expectations (‘none really. Let’s 
have a look at what it’s all about’).  Most commonly people mentioned that they wanted 
affirmation and resolution. Specifically, they wanted to: 

• move on  

• deal with emotions or depression 

• deal with triggers 

• feel normal/ordinary 

• be happy/comfortable 

• get answers 

• be a survivor, not a victim 

• make relationships work 

• increase self worth 

• deal with shame and self blame. 

A woman in her thirties who had been abused throughout her adolescent years said 
she hoped to: 

work through my abuse…get to a healthy understanding of the abuse and how it affects 
me…so I can make choices that are good for me…less clouded, less self destructive 
choices. Understand the anger and hurt, understand and get past it, move on. 

Another young woman wanted: 

to be able to grasp it as abuse and get past it. I knew it was abuse at the intellectual 
level but couldn’t get in touch with my anger because I blamed myself…. 

People frequently said they wanted validation of their feelings: 

It was an opportunity to say how I was feeling…to ask the questions, confirm my 
knowledge and experience….I was looking for confirmation it wasn’t my fault. My 
feelings were normal…I was entitled to grieve the way that was comfortable for me. 

To validate that I wasn’t guilty, did not initiate the abuse and [to see] what got in the way 
of getting help. 

One man identified that he wanted to move on and didn’t want to use the abuse as an 
excuse.  

I don’t want people to look at me and say ’yeah he’s like that because of abuse’. It’s 
never going to leave you, but if you live better with it, you can have a better quality of 
life, you can control your mood swings better… 



 

A number of people wanted counselling to help them remember with accuracy and 
clarity, to be able to distinguish fact from fiction. It was apparent that lengthy silences 
as well as scepticism and the disbelief of others had led many to doubt the validity of 
their own memories and feelings. One woman, now in her thirties, who had repressed 
memory of abuse by her grandfather until adulthood, wanted confirmation as well as 
healing.  

I’d get an answer – is it true?  I’d fix it and it would go away. I spent a lot of life being 
unhappy and suicidal. I’d get this sorted and do some hard work. 

For others, their main need was to free themselves from the restrictions of silence.  

To talk about it, let it all out. It is like a release, whereas from a child up to a certain age, 
I kept it all in and never spoke about it. 

Some indicated that they needed assistance to ‘see the abuse clearly’ and to come to 
terms with the abuse and themselves.  One young Aboriginal woman, abused by her 
father, wanted: 

To get some answers. Why had he done it? Why is my mother still in a relationship with 
him? Why was it never spoken about when younger? 

While some were seeking happiness or a more positive outlook, many people said they 
only wanted to be ‘normal’, to be ‘like others’, or as one woman in her fifties said ‘to be 
whole…to be able to function, to be ordinary and exceptional’. Another younger woman 
wanted to ‘feel more comfortable in my own skin’. A woman in her mid fifties said: 

I wanted to restore order to my dignity, bodily integrity and find a sense of wholeness. 

A number of people were concerned that the abuse had made them overprotective of 
their own children. One woman, abused by her brother between the ages of 10 and 15 
wanted: 

….to have a life instead of feeling like a prisoner [and] to deal with being hyper vigilant 
about my 6 year old daughter. 

A woman in her forties identified a comprehensive list of expectations, indicating the 
far-reaching extent of the impact of CSA on physical, social and emotional wellbeing: 

• to lay ghosts of past to rest 

• get rid of pain, guilt, shame, irrational fears, hyper vigilance, 

• feel safe 

• [address] having to prove myself all the time 

• hoping to be more real 

• release emotional pain to get rid of physical pain 

• be able to cry and feel 

• be able to make decisions with self esteem and less self criticism and self analysis 

• have normal conversations. 

Consistent with earlier observations of the altruism of many in our sample, several 
people’s hopes centred on the wellbeing of others. One young woman who had had 
therapy for many years was concerned she might abuse her own child. Another hoped 
that this counselling would pave the way for a police prosecution. 

Several people saw counselling as a strategy for increasing their self esteem. One 
woman in her fifties wanted it ‘to make me care more about myself’. A younger woman 
abused as an adolescent wanted to increase her own self worth and not to ‘take shit 
from people and get put down’. 

In answering whether any of the counselling assisted with CSA, many spoke 
specifically of the value of the Respond SA service. Comments included: 



 

‘It provided a witness, a neutral place free from judgement’ 

‘It offered a sense of restoring something in myself. It was like holding up a mirror to me 
– showing me myself’ 

‘They treated me as an authority on my own life’  

‘Other counselling addressed the cognitive level, but not the emotional. Respond was 
able to ‘embrace the reality and witness the pain without moralising’ 

‘The information on the Respond website was affirming. I thought it’s not just me…it had 
me feeling that it was less my fault and that it was more universal’  

‘It was a safe place for women and local because they saw me at a familiar health 
centre’ 

‘I didn’t have to wait too long and it was free and a specialist service’. 

While all participants acknowledged the quality of the service, some people complained 
about the lengthy waiting time for face to face counselling.  One woman didn’t like 
Respond being located at Relationships Australia where there were also services for 
men. ‘Men can have their counselling elsewhere. The issues are very different’. 
Another woman commented on the lack of privacy and thin walls at Relationships 
Australia and being able to hear ‘men’s voices through the wall’. However, this same 
woman also said: 

My counsellor gets it. She’s cool about listening to the difficulties I’ve had. She knows 
what it means to parent children and also have to deal with the effects of the abuse. 

 

5.7 Views on the need for a specialist service 
While one person talked of the value of general (psychiatric) therapy as well as 
Respond SA’s specialist counselling, almost everyone else was emphatic that a 
specialist service was the only really helpful response.  A couple of people drew an 
analogy with other health services: ‘You wouldn’t go to a GP for dental stuff’, said one 
woman. 

Specialist services and counsellors with specialised training were seen as essential to 
provide sensitive, non-judgemental, sufficiently complex responses that understood the 
impact of child sexual abuse and the secrecy, shame and fear surrounding it.  Respond 
SA counsellors were seen as ‘understanding the breadth of the problem’ and the ways 
in which children can be trapped by perpetrators’ tactics.  

One young woman abused for many years by her brother-in-law described the kind of 
understanding that was needed: 

Some people think ‘Why didn’t they get help?’…They don’t understand how trapped a 
child is and can be in the perpetrator’s lies like ‘you’re to blame or the family will be 
broke up, or you’ll end up in a home’…They don’t understand how easy it is for an adult 
to trap a child in these lies…they think of simple solutions. 

A man in his forties, abused as a twelve year old, explained that the most important 
response he ever had was in his first Respond SA session when the counsellor 
reminded him that the abuse was not his fault, was not deserved, and pointed out the 
power difference between offender and victim.  

Specialist counsellors were seen as more likely to be non-judgemental. A woman said: 
In a specialist service you’re not labelled…everyone’s in the same situation.  

A man agreed: 

I’m very much in favour of it.   It’s a normalising thing, knowing that others have also 
had this experience and come to the service. Knowing that you see lots of people in this 
situation has me thinking I’m not that weird. 



 

A young woman in her twenties, drawing on her experiences with both a GP and a 
psychiatrist, commented that counsellors need not only specialist knowledge of child 
sexual abuse but also a broad understanding of interpersonal violence: 

I think it’s a very important service given the fact that anxiety, depression can be 
connected to CSA and more general staff are not trained and so their understanding of 
CSA is limited …so their handling of disclosures can add to the blame, harm and guilt 
that people already carry. 

….It’s important to understand the similarity between issues – abuse of power in CSA, 
adult rape and domestic violence….being able to talk about all of these….In a generalist 
service there’s hesitation about ‘should I mention the CSA? 

One woman who grew up in a violent abusive family had had a three year gap between 
domestic violence counselling and CSA counselling: 

The DV counsellor was not comfortable talking about CSA, maybe through lack of 
training or experience. I felt her discomfort and thought the discomfort was about me. 
This served to silence. 

Several commented that specialised services removed the inhibition of having to 
broach the subject and made the first session much easier. The existence of a 
specialist service was seen as legitimising the complaint. One woman who had 
repressed memory of the abuse until adulthood observed: 

There are good things to be said about a specialist service. One can make the 
assumption that a counsellor would have some experience and knowledge, whereas in 
a general service one could not make that same sort of assumption. It may also say that 
if sexual abuse has been part of life it is a legitimate complaint to talk about…. It takes 
away from having to make that initial disclosure. You don’t have to say…it’s obvious. 

Another woman appreciated the boundaries that a specialist service put on the 
counselling process: 

It helps to contain it…it’s like going into a nuclear reactor, you talk about nuclear waste 
and leave it there (in the counselling room) and not spill it all over the place.  

She added that:  

This counselling service has provided a deeper resolution for me – it’s as if you know 
your business. 

One woman had mixed feelings about the value of a specialised service. While she 
was now ready for such a service and in fact had had between 7 and 10 sessions at 
Respond, this was not the case earlier: 

I would not have (in the past) presented to a specialist service because of my own 
silenced position.  

She went on to argue that ‘specialist knowledge should be available in the local 
community where access can be gained and utilised even when you are not looking for 
it’. This raises the issue of what services should, in an ideal world, be available. While it 
may be unrealistic to expect comprehensive specialist child sexual abuse training 
across the medical profession and community health services, there is clearly a need 
for a higher index of awareness about child sexual abuse issues and therefore an 
important role for some form of professional development, for example, seminars, short 
courses, fact sheets, telephone advice lines or other forms of electronic information 
dissemination. 

A number of people commented favourably on Respond SA as a specialist service and 
its strategies of empowering the client. As one woman said:  

A specialist service supports me getting an understanding from my own self…not 
handing me solutions. 

 



 

6. Research findings and discussion: Interviews with the 
counsellors 
Five of the eight counsellors who were involved in planning the research and 
interviewing the clients were also interviewed by the consortium researchers. Most 
interviews lasted approximately an hour and a half.  Questions covered the following 
broad areas: 

• Patterns and impact of disclosure 

• Therapeutic responses to disclosure 

• Public perceptions and community responses 

• Strategies for responding to child sexual abuse  

• Professional development for counsellors.  

• Counsellors as researchers – the experience. 

The full questions are provided in Chapter Two: Methodology. 

Some key themes from these interviews are presented below.  Because there is so 
little research on child sexual abuse involving counsellors as researchers, and little 
comparable qualitative data derived from interviewing counsellors, their responses are 
frequently quoted verbatim and at some length to capture the richness of this material. 
The themes are presented under the two major headings of a) Patterns and impact of 
disclosure and b) Service delivery implications. 

 

6.1 Patterns and impact of disclosure 
The counsellors we interviewed were invited to reflect on patterns of disclosure in both 
childhood and adulthood and the impact of this disclosure.   

What prompts disclosure? 
One question probed the issue of what prompted disclosure. Were there any particular 
events or factors which seemed to facilitate or prompt disclosure? 

There was general consensus that life events were often the specific catalyst. In some 
cases the precipitating events identified could be classified as negative:  

• The death of a perpetrator 

• Disclosure by a sibling 

• Hearing about other abuse by the same perpetrator 

• Health problems 

• Legal processes 

• Perpetrator moving back from interstate 

• Children, nieces or nephews approaching the age when the person was abused 

• Relationship or marriage breakdown. 

One counsellor gave this example: 

 Disclosures can occur if they hear of someone else disclosing and in particular if they 
hear of someone being abused by the same perpetrator. That’s come up a few times for 
me. Where they’ve been totally outraged and it’s that sense of outrage that has led 
them to disclosure.  

In other cases the catalysts were more positive life changes, such as: 

• Pregnancy 



 

• Giving birth 

• A new relationship. 

As one counsellor said: 

[These are] all reasons for wanting to deal with this ‘stuff’, get it sorted partly as a way of 
being responsible for taking care of an important new relationship or a child. There 
comes a point when they don’t want the abuse to mess these important new 
relationships up.  

One counsellor who has had extensive experience working with men, who have been 
sexually abused as children, felt that men’s disclosures often come later in life, are 
usually to a female partner or friend, and are often prompted by a life crisis. 

Disclosure usually comes at a time of acute crisis for a man. Often a relationship 
breaking down and a partner saying she’s going to leave him. That’s the point that he’ll 
often say: ‘No, look, you need to understand, I was abused and that’s why things aren’t 
working well’. 

Or sometimes [it is prompted by] a legal issue or a mental health issue around suicide 
attempts.  

Other more general factors identified were states of readiness, or developing emotional 
awareness or understandings: 

When a person develops some sense of self worth, that will prompt disclosure. When 
they get some understanding that they weren’t bad but that someone else did 
something bad to them. 

For different people it can be different, but I have noticed that maturity might play a part 
in this, you know when people have grown and had a bit of space to think about 
themselves a bit more. Maybe when they’re over thirty because by then their kids have 
usually grown a bit, so they have a bit more space. And that coincides with feeling a bit 
stronger inside.  

Sometimes tactics of perpetrators lead people to think that it was their fault or that they 
were engaged in it willingly. When they come to an understanding that no, they weren’t, 
[this realization can prompt disclosure]. 

And I think when people feel less isolated and more connected. More connected to 
community, more connected to family or even more connected to themselves, that will 
prompt disclosure.  

One counsellor suggested that while alcohol may be a disinhibiting factor, she believed 
that people rarely disclose indiscriminately, and that they are still quite selective about 
whom they choose to talk to: 

It might be that the person seems to be a nice person.  [They] may disclose from anger 
or out of desperation. Desperate that people are not understanding you and you get so 
angry about that. I had a sense that people, when they disclosed, had an idea that the 
person they disclosed to cared about them in some way. Or there was a possibility that 
the person would be nice to them, or be thoughtful or caring.  

What inhibits disclosure? 
Counsellors affirmed much of what the clients had said in their interviews about their 
inability or reluctance to disclose. One frequently mentioned factor was that they simply 
didn’t recognise it as abuse, either because it was such a taboo topic to be spoken of, 
because the disbelief or doubts of others had become internalised as denial, or 
because perpetrators had used tactics to persuade them that they were responsible for 
the abuse in some way through consenting or initiating it. 

Counsellors relayed that often clients reported long term abuse which they had 
internalised as normal: 



 

For some women I work with they’ve been abused from the age of four through to the 
age of sixteen, so it’s been a way of life by a significant family member. So it takes a 
long time for people to extract out of that that it was abuse. And that it wasn’t their fault.  

Men’s experiences in this respect were somewhat different from women’s and often 
became caught up in a whole cycle of confusion about their sexuality and the 
difference between consensual pleasure and abuse. 

For many men it doesn’t enter their head to disclose. The decision men make about 
disclosing or not disclosing occurs within a social context of dominant masculinity that 
espouses independence, power and stoicism and denigrates help seeking and 
expressions of vulnerability. Further compounding these restraints are the politics of 
abuse. For many men abuse occurred within the context of a trusting relationship. Also 
there have often been very strong tactics around pleasuring the boy – usually a very 
slow build up starting with masturbation, so they didn’t see it as abuse, but thought 
they’d been involved in ‘gay sex’. It’s not uncommon for men to only realise in their 20's 
or late teens that what happened to them as children was sexual abuse. And the trouble 
is, that when they have this realisation, it occurs within a culture of homophobia – which 
can have men thinking: ‘Well I can’t tell my friends because they’ll think I’m gay’. For 
many men there’s a fear of being labelled as gay.  

All counsellors mentioned the tactics used by perpetrators to secure silence.  These 
often involved maternal alienation, a process by which the child is deliberately 
separated, emotionally, from the mother through a variety of ploys like persuading the 
child that the non-offending parent (usually the mother) is colluding in the abuse. To 
illustrate this, counsellors provided examples of things perpetrators typically said: 

‘She already knows about it …she approves of it’. 

‘Look your mother doesn’t want to have sex with me anymore but she said that it would 
be fine for you and I to do this, but she doesn’t want to have anything to do with it 
because it makes her feel sad’. 

‘Your mother is sick and if you say anything about this she’ll end up in the mental 
hospital’. 

Counsellors explained the difficulty young children have in processing this information 
and making sense of it, and therefore how important it is to appreciate the child’s 
developmental stage when thinking about the whole issue of childhood disclosure. One 
counsellor said: 

So what sense does that child make of the fact that this abuse is happening and they 
can hear their mother’s footsteps walking past the room it is happening in? We are often 
talking about a four year old or a seven year old or a ten year old. And so we also have 
to ask, what does this mean developmentally?  

Several counsellors also mentioned how empowering it can be for adults to recognise 
these tactics for what they are and name them as such. They saw an important part of 
their work as being to help clients work through these confusions to help them 
recognise how such tactics had silenced them and perpetuated feelings of guilt and self 
blame. The training implications of this point are discussed more fully later. 

 As reported in the previous chapter, many clients did not disclose because of concern 
that their disclosure would hurt others in the family.  Several counsellors reflected on 
this sense of responsibility as thinking that had been socialised from a very young age 
and is therefore deeply ingrained and difficult to change. One explained: 

This idea of responsibility has been formed in the context of childhood, so it’s very real 
and feels very real, but has been carried into adulthood…meaning made when you’re 7 
or 10 made sense, so why wouldn’t you still be thinking that way in your 20’s and 30’s?  

Another elaborated on the compliance and self sacrifice inherent in this kind of thinking: 

If a child has to look after other people’s needs, above or besides their own, then that’s 
something they are socialised with – for some people from a very young age. I think this 
speaks to the issue of compliance. You could actually go back to learned compliance as 



 

a psychological theory. It becomes very difficult to switch this response off. And when 
abuse happens in a family over a long time (many of my clients say three years old, and 
I think this is because they can’t remember before that. Memory function isn’t developed 
before that age). But a lot of women speak about the period of say 3 years to 15 years. 
And in that context [of protecting others from the information of abuse] they’ve probably 
been looking after a lot of other needs too. It takes a lot of time to learn to do it 
differently. 

And even where it’s been over less time, they can also have to learn to protect the 
abuser and sometimes protect other people from being abused by the abuser. In this 
way some people have become the sort of sacrificial lamb of the family. So you actually 
have to learn a whole lot of new rules to be able to change that. And that means 
learning a new cognition about the rules for living. Like that you don’t have to be 
responsible for anyone and everyone – that you can actually look after yourself 
sometimes. In my work I would move a lot between re-learning cognition and some of 
the narrative ideas around the alternative story, learning more about themselves e.g. 
their strengths. It’s amazing in my work how much energy [by clients] goes into seeing 
that everyone else is looked after. 

Counsellors revealed that the concern to look after the needs of others manifested in a 
whole range of ways. Not only were clients careful not to hurt other family members 
(such as a non-offending parent) but they were also often concerned to protect the 
perpetrator. Those disclosing as adults, especially, sometimes feared that other 
relatives might want to extract revenge. For example: If I tell my partner or family, 
they’ll go off and kill the bastard.  Many people reported to counsellors that they were 
concerned about breaking up the family. One counsellor commented that this was felt 
acutely by some population groups especially: 

There is an additional pressure on Indigenous and culturally and linguistically diverse 
families to keep quiet. They don’t want to fracture communities. Speaking out can divide 
a community.  

Counsellors spoke frequently of the importance of family to their clients. This operated 
on a number of levels. One level was the altruistic concern about the consequences of 
their disclosure of a family member’s abuse, in particular the potential to hurt the non-
offending parent and/or break up the family. Another level of concern, especially for 
children, focussed on their own loss of significant family relationships and the value 
accorded to the institution of the family by society. One counsellor expressed it this 
way: 

My sense is what children want most is for the abuse to stop. Most of the people I meet 
with would say they wanted the good relationship with the other person, but they didn’t 
want the abuse. 

And so for a child to disclose, they also lose all this other stuff. They lose what they 
understand about family, there is the potential to lose what our culture valorises in 
relation to family – you know mother, child, father, all in the same house. 

This value placed on the family, both personally and culturally, was thus a strong 
disincentive for childhood disclosure. The silencing was compounded by the promotion 
of the misleading and disabling myth of ‘stranger danger’.  

One client was so cross that she’d heard about stranger danger at school yet heard 
nothing that helped her in her own situation where her brother was sexually abusing 
her. She believed it was only sexual abuse if some stranger approached you in a public 
place. This was so different from what was happening to her that she didn’t relate it, she 
didn’t even know it would be called abuse. She had been given no information that was 
of any help to her – in fact you could say that it was counterproductive in that it helped 
to keep her silent.  

Even when adults had made the decision to seek help, disclosure was still difficult. 
Several counsellors observed that clients’ concern about protecting the counsellors 
themselves could impede disclosure.  One said: 



 

Clients want to protect the counsellor from the revolting things that have happened. This 
is why it’s important to have a specialised unit in police and in therapeutic services. It 
can’t be underestimated in terms of disclosure. Clients then don’t have to take 
responsibility for educating the people who are there to help them. These people have 
‘heard it all’. They’re not going to be shocked.  

Another reflected on her experiences of this kind with several female clients and how 
this had prompted her to think very carefully about her own practices around enabling 
disclosure. 

Only yesterday I was meeting with this woman who wanted to tell me about these things 
that she’d just remembered, but she said how much she was worried about other 
people having these images in their head, because they were ‘disgusting and 
devastating’ (they were the words she used) images for her to have in her own head, so 
why would she want to put these into someone else’s head? 

…..I think it’s very very real…the way women are very careful and how they look after 
us and it just really reminds me to think about how I make space for women to talk 
about things.   Like how do we make it possible for people to talk about what they might 
want to talk about in relation to experiences of abuse?  I think how would they know that 
the person they are speaking to is able to hear what they want to say? 

I’ve also really noticed how women prepare workers to hear these things    sometimes 
quite consciously and sometimes in small ways.   I would be really clear that there’s not 
a requirement to tell the details of the abuse. It’s not about getting it all out and making 
sure you can speak to every detail.   But for some women to be able to say this is what 
happened to me is like somehow taking it out of a sense of not being real to being 
something that is real, that did happen. And so [it’s a question of] how they ready the 
workers to hear it and how we actually make ourselves available to hear some of these 
hard things, too. What do people need to know from us in order to tell us? We need to 
think about that as well.  

People are really attentive to the kind of responses they would get from people. They 
are hyper-vigilant around it. Some people I’ve had long conversations and several 
conversations with, before we actually talk about what they’ve come for. So it’s 
important to think about what kind of talking is helpful.  

The effects of silence 
Counsellors identified major consequences associated with lengthy silences around 
child sexual abuse. One counsellor recounted how often women in their 50's and 60's 
who had been abused as children presented with a whole constellation of issues 
around isolation, ill health and financial difficulties, in addition to the trauma of the 
abuse.  

Several made a link between the silence people had sustained about the abuse and 
mental health problems such as anxiety and loss of self esteem. 

I think there’s a possibility that the silence can increase fear, anxiety and panic. I think it 
can increase the feeling that they need to protect other people and take that 
responsibility. A lot of clients present with that sense of being overly responsible for 
anyone and everyone except themselves. And this takes away from that person seeing 
themselves as equally worthy as anyone else. 

One counsellor told this story: 

A couple of older women in their 60’s came because of disclosing to their GPs, and that 
was because there seemed to be no answers to all these ongoing health issues they 
had experienced like panic and anxiety.  One woman’s doctor said: ‘Is there anything 
you can tell me to help me understand?’ So the doctor was inviting her to help him. And 
she said: ‘Well my sister’s boyfriend abused me.’  And she had never spoken to anyone 
about it in her whole life. She was 63. She felt like it just came out. 

Silence around child sexual abuse often had very damaging long term effects on other 
family relationships. Clients revealed that, had they disclosed the abuse earlier, their 



 

families may have been able to better understand and deal with the effects of the 
abuse.  Family members often felt resentful that this information had been withheld 
from them. 

Sometimes we’ve had phone calls from women on the Helpline who have finally told 
their children as older women, and then had these very negative responses from their 
children about the abuse. ‘Why didn’t you tell us earlier? It would have made so much 
sense of what we grew up with, which was their mother being in bed for days at a time, 
or not being able to get up in the mornings, or being highly sensitive around particular 
things, or not liking it when they were going out with boys… 

For men, silence was often associated with profound confusion around their sexuality 
and masked by an overt homophobia displayed as a kind of decoy. The ramifications of 
this in terms of their ability to form trusting connections with others are profound. 

The historical silence around the sexual abuse of boys has made it difficult for men to 
make sense of their abuse experiences. Further compounding this are the effects of 
homophobia in dominant masculine culture. Some men have talked about their 
involvement in bashing of same sex attracted men and some have gone out of their way 
to do that as a way to prove that they weren’t implicated in the abuse, and that they 
weren’t gay because they were bashing gay people. So there’s an outward expression 
of homophobia but then inside, men will often feel confusion about the memories and 
visions in their head, and confusion about how they feel about that. Also, because of 
how masculinity works and how men are always policing each other around masculinity, 
there’s often a deep sense of inadequacy around other men. Men who have been 
subjected to abuse may carry a sense that they can never be genuine with other men, 
because if men found out what had happened to them, they’d be labelled gay or weak. 
So there’s a sense of distrust and fear which leads to a lack of connection with other 
men. 

Counsellors acknowledged the difficulties associated with disclosure, both for adults 
and children. However, there was a general view that secrecy and silence were the 
most destructive consequences of abuse. One counsellor expressed the dilemma in 
this way: 

I would always advocate for disclosure no matter how uncomfortable that might be. 
Because what I know is that secrecy and silence is one of the most destructive factors 
of abuse. And the only way you can overcome secrecy and silence is to disclose. 

I’ve heard negative and sad stories about disclosure, but even when the response is 
negative it’s not necessarily a negative outcome for the person disclosing, because it 
breaks the secrecy. 

The consequences of disclosure 
Counsellors identified that disclosure, especially in childhood, could have very adverse 
consequences because children are rarely in a position to make appropriate choices 
about when, to whom and where to disclose, or to exert any control over the 
repercussions of the disclosure on their life. There are significant practice implications 
involved here, as one counsellor explained: 

I think this is a really big issue for the field generally speaking. It’s not good for kids. A 
lot of education has been encouraging children to tell – ‘It’s OK to tell’. But the 
responsibility for managing it is left with children. But children have no say about the 
response they get to the disclosure. They’re not able to influence it, they’re not able to 
make a decision about when to disclose, where it’s safe to disclose, who with. It’s got 
me thinking a lot about the separation of services for survivors and services for people 
who perpetrate abuse.   

I think there are some really big problems for children about disclosure. It just seems to 
roll out of control for children when they disclose.   Control over their life disappears. It 
just feels like chaos. And although from a distance they might say it was a good thing to 
be out of that, and to have been rescued, the process of the rescue is really hard. There 



 

needs to be lots more thinking about how we do that. I don’t think we’ve really got that 
right yet. 

Disclosure, therefore, was not a panacea, as another counsellor explained: 

One of the things here is that many people think that a child only has to disclose and 
then it’ll all be fixed. Well it’s not. It’s the beginning of something huge. You just have to 
think of the sophistication of perpetrator tactics. It’s oversimplifying to say that it’ll all be 
fixed if they disclose – and the question of whom they are going to disclose to, is a big 
one. 

Counsellors were asked whether they thought there was any danger that advocating 
disclosure by children could promote excessive fear or hyper vigilance around normal 
displays of affection. The answers here were emphatic that children were well able to 
distinguish between normal affection and abuse, and that children could absorb useful 
messages about what constitutes abusive behaviour.  Contrary to the views of some 
men’s rights lobby groups, counsellors considered that if conveyed well these 
messages would not undermine children’s confidence in identifying inappropriate from 
appropriate ‘affection’.  

Kids are good at knowing what feels good and what feels gross.  Abusive behaviours 
and inappropriate touching are quite different from normal signs of affection and safe 
loving. It’s usually clear whether the child feels safe. 

I think there’s an argument around (being pushed by certain groups) that suggests that 
to raise awareness about CSA puts ideas into children’s heads and discourages fathers, 
for instance, from showing normal affection.  I don’t think this is valid. There’s a big 
difference between safe, loving affection and inappropriate sexual touching. And 
children know whether it feels comfortable or not. It think it’s insulting for men to suggest 
they [children] don’t know the difference. 

I think it’s wrong to blur the lines between affection and abuse by supporting that men 
may be unaware of what they are doing (when they abuse). To me this feeds the myth 
that men are not responsible for their sexual behaviour. Perpetrators do know what they 
are doing when they sexually abuse. 

As some participants noted (and the research literature also reveals) many people who 
are sexually abused didn’t realise at the time that what they were experiencing was 
violence and abuse per se. They knew however, that they didn’t like it. Education could 
assist young people in these understandings. 

Counsellors cautioned about the need to take on board the complexity of family 
relationships when dealing with childhood disclosures. While abuse, and the silence 
and secrecy surrounding it, could not possibly be accepted or condoned, it was also 
important to proceed cautiously in making judgements about it and to avoid attributing 
blame:  

A non-blaming approach is really important, especially for the survivor – but even 
towards the perpetrator too. Because in many cases the abused person has a 
relationship with the perpetrator that includes more than the abuse. So it’s not 
necessarily helpful if people just get stuck in and say what a bastard he is. The person 
has to be given the space to explore their own feelings and thoughts. 

The thing in the complexity of family relationships is that there are so many ramifications 
once things shift. I mean the child wants the abuse to stop – but they don’t want to lose 
their family. 

One theme that emerged several times in the interviews with both counsellors and 
clients was that sometimes disclosures are taken very personally by those who are 
disclosed to, often resulting in confidantes themselves feeling guilty and defensive and 
this manifesting as resentment, denial or anger. There are clearly situations here of 
conflicting loyalties, sometimes resulting from huge compromises or betrayals.  There 
are very significant counselling implications here, as the following scenario from a 
counsellor reveals: 



 

I had a situation where a client wanted to disclose to her Mum about her Dad’s abuse of 
her over many years and she wanted to do that with me the counsellor present, rather 
than by herself. And when we had the appointment with her and her mother, it was easy 
to see why she had wanted someone else to be there. One of the things that the mother 
kept saying was: ‘How do you expect me to go home to your Dad tonight?’  

I’ve actually seen this a couple of times, where the person being disclosed to is only 
able to think of themselves and how that might impact on them. They’re not able to sit 
outside of themselves to think ‘What has this been like for my daughter all these years?’  
Because I was there I was able to talk a bit about tactics of the abuser and the system 
things that set abuse up. And to bring it back to: ‘What’s it been like for your daughter?’ 
And I was able to advocate for her so that she could be heard [this client had told her 
mother of the abuse when she was ten but the mother said she couldn’t remember this].  

I think it would have been a total disaster if the disclosure had happened any other way 
[other than with a counsellor present]. My client was clear in this interview that her 
mother could make whatever choices she wanted about relating to her father but that 
she, the daughter, didn’t intend to ever see him again. She also made it clear that she 
wanted to maintain a relationship with her mother, but that this would need to happen 
quite separately from any contact with her father.  

Expectations of disclosure  
It emerged repeatedly that the main expectation that children had of disclosure was 
that they wanted the abuse to stop.  One counsellor said it this way: 

What’s fairly clear to me is that the person wants the abuse to stop. For a large number 
of people, they haven’t wanted anything else. Young people don’t usually think of 
intervention or police action or anything of that sort. They just want it to stop because 
they don’t like it. If they want Mum to hear, they want her to stop it. I don’t think a child 
thinks past that. Certainly my experience has been that when I’ve asked people what 
they hoped for, it’s been just that. Quite simple really! 

It was apparent that children, especially, but also adults, just wanted someone to listen 
to them and they wanted to be believed.  But, most importantly, they wanted someone 
to stay connected with them: 

Above all it is having someone who will believe them. And then next someone that’s 
prepared to listen. Just listen. And stay connected with the person. Some people have 
told me that they’ve disclosed to someone who they thought would be really supportive 
and then that person hasn’t contacted for a couple of months. This felt really hard, like a 
betrayal. That’s why I say it’s important to stay connected. I think for a lot of people it’s 
hard to hear a disclosure and they feel they have to do something. If only they realised 
that no, they don’t have to do anything, they just have to be there and listen openly. 

While supportive friends, colleagues or partners had a crucial role to play as good 
listeners and by providing affirmation by giving credence to their friend’s disclosures, it 
also emerged that people had additional expectations when they subsequently sought 
professional therapeutic help. Friends could certainly provide frank feedback about 
perpetrators in ways that a counsellor could never do. For example, one counsellor told 
about a client who described how her friend had given her a ‘reality check’ with a 
brutally candid assessment of her family, and how this was an important and 
empowering breakthrough for the client. Counsellors were then able to build on such 
insights and recognition to help clients in more active ways to develop a sense of 
agency and empower them to take charge of their own lives. Such assessments of 
clients’ expectations of professional help were articulated in the interviews with clients 
as well as in the counsellor interviews. This is how one counsellor saw her role: 

It’s about not seeing the person as someone that has only been subjected to bad things. 
But seeing them as active and engaged with life and experience. Giving them a sense 
of where they have taken charge. It’s not about us giving tips or steps for getting life in 
order. It’s about helping people to connect with their hopes – but doing it slowly and 
taking time for people to experience some agency in the work. Their work is often done 
at home after they’ve left the counselling room. 



 

Another emphasised how Respond SA quite explicitly worked to help people take 
control: 

It’s important to believe that people are experts in their own life and to encourage their 
own agency.  For example in our work, we are as transparent as we can be about how 
we work, what records we keep, what access clients have to this information. It means 
that people know what we are about and they can choose not to go with this approach. 
But in fact this rarely happens. People want to know and it builds trust. When people 
have had terrible experiences around power and control it’s really important that we 
operate in ways that are transparent, safe, clear because we want to assist people to 
gain control. People need to have choices about what they talk about.  They have rights 
and they need to feel safe. 

Another counsellor said such an approach fitted with her own feminist practice and that 
as a designated service Respond SA was able to draw upon its specialised knowledge 
in very powerful ways: 

A lot of people I’ve spoken to recognise the experience that Respond SA has, and they 
have a recognition of it being a designated service for CSA which I think is a very 
important thing. What it does is it puts the issue of CSA on the map and it’s a safe 
environment. Giving knowledge as well as hearing your story is important. And that’s a 
particular Respond quality.  

 

6.2 Service delivery implications 
Insights about best practice 
The scope of this research project did not include an investigation of counselling 
strategies and methods. However, counsellors were asked whether they found any 
particular insights helpful for clients. In answer to this question, several themes 
emerged consistently. These themes are outlined below: 

Feeling safe in the counselling environment 
Obviously individuals develop their own relationship with individual counsellors. 
However, it is important that anyone who is working with an adult, who has been 
sexually abused as a child, has an understanding of the issues involved. Some clients 
described negative outcomes when they had talked to professionals who had poor 
awareness of child sexual abuse.  Many people have mentioned, both in this project 
and in the 2005 evaluation, the importance of having a designated service for survivors 
of CSA. As one counsellor put it: 

When people use a designated service they don’t feel that they have to explain 
themselves. There’s an understanding already. So they don’t have to explain or disclose 
until they are ready…. When people have had terrible experiences around power and 
control it’s really important that we operate in ways that are transparent, clear and safe 
because we want to assist people to gain control. They have rights and they need to 
feel safe. 

Recognising skills and strengths  
Counsellors found that many clients had very little confidence and low self esteem. 
Some clients were unable to name a single attribute about themselves that they saw as 
positive. When this happened, one counsellor used the strategy of asking the client to 
ask a best friend or partner what skills and strengths they saw in them.  

Another counsellor talked of the courage it took for clients to attend the first counselling 
session and how it was important to build this idea of courage into the first session, e.g. 
to highlight what this disclosure is a stand against and how much work the client had 
accomplished to get to this point. 

A consistent view among counsellors was that it was important to support hopes and 
aspirations and that part of this process involved identifying aspects of the client’s life 



 

and responses that provided alternative ‘stories’ about who they are (i.e. they are much 
more than an abused person). 

Understanding that a crime was committed against them 
All counsellors referred to the shame that clients felt and the therapeutic work that is 
necessarily involved in getting a client to understand that as children they were not to 
blame for the abuse.  

This was a complex issue because in many cases perpetrator tactics had been 
orchestrated to make the child feel that they were collaborating or even causing the 
abuse to happen. In some instances counsellors had taken their client on a step by 
step process of describing the abilities and resources of a typical six year old, for 
example, and juxtaposing these with what the perpetrator was organising (for example, 
locked doors), in order to assist an understanding of the child’s lack of power and 
agency at the time of the abuse. As one counsellor put it: 

You try to get them to see that it was a young person that it happened to – not the adult 
that’s sitting there now. This isn’t to take away any sense of agency, but to get them to 
see how complex and difficult it was for that child…. Just to think of her dependence 
and how many years she had to be in this situation and what sort of face she had to put 
on to survive in this family. And what was happening to her at school when she thought 
of going home [where the abuser would be]? 

The feeling of being to blame in some way for the abuse typically carried all sorts of 
negative feelings for clients that profoundly affected their adult life. For many clients 
there was a feeling of being fundamentally bad or dirty in some way. 

One counsellor, who works predominantly with male survivors of CSA, explained some 
of the complexities in relation to these clients. An important point is that often the 
tactics of a perpetrator will be to sexually pleasure the young boy, (as well as offering 
treats, special outings, gifts etc). The boy may find this stimulation pleasurable. The 
counsellor explained some of the resulting dynamics of having been abused in this way 
and the implications of this for the counselling process. 

In my experience one of the areas of silence around abuse that can cause a great deal 
of shame and confusion is masturbation being used by the perpetrator in the abuse. 
Research has shown that it’s a common tactic used by perpetrators. In some situations 
this physical stimulation will result in boys feeling physical pleasure. I’m not suggesting 
pleasure in the sense of a consented to and invited experience – but rather, pleasure 
that arises from physical stimulation and accompanies other feelings of fear, discomfort 
and coercion. For many men there’s an enormous feeling of shame around that 
experience of pleasure. I think that therapeutic approaches which justifiably seek to 
explore the traumatic and coercive nature of abuse may inadvertently create a silence 
around this particular kind of abuse. 

It’s important to create space for men to be able to speak to that experience of 
experiencing pleasure. Sometimes men have spent a lot of time in counselling 
unpacking the tactics of abuse and how they were abused and used. And then they’ll 
say ‘Yes, I know I wasn’t to blame, that I was just a child’. But there may also be a 
thought that says: ‘Yeah, but I enjoyed parts of it and if they (the worker) knew that….’. 
In my experience that thought can really undermine therapeutic work and may make it 
hard for men to separate from experiences of shame.  I think it’s a complex issue that 
we are still trying to find ways to talk to men about. As a worker it’s a minefield because 
you want to be clear that tactics used by perpetrators such as masturbation are used 
purposively to entrap and silence a child.  But you also want to allow space for them to 
talk about experiences of pleasure and the sense they make of those experiences if that 
is part of the whole picture. If men can’t talk about this, then I believe therapeutic work 
may add to the feelings of shame and guilt and confusion. For some men it was the only 
experience of touch and intimacy that they were getting in their life. And if they were 
also getting a whole load of attention and treats there can be a great deal of confusion 
about where they stand in that. 



 

For many men it’s not until much later in adulthood that they say ‘hang on, that was 
actually abuse!’ This can be devastating because a relationship that was viewed as 
special can suddenly be seen in a different light. Then men will feel that they’ve been 
weak and gullible even if they were seven at the time. They will say ‘I must have been 
very weak to fall for that trick’. 

Recognising perpetrator tactics 
Some clients felt that they must have been naïve or weak for abuse to have been 
sustained over time. It is important to identify the tactics that perpetrators used to 
silence their victims and to ensure they would not be caught. Sometimes tactics 
included alienating the mother, by telling the child that the mother needs this sexual act 
to happen, or that it would upset her if she knew, or make her unwell. Sometimes direct 
threats were used about what would happen if the victim told anyone.  

Developing hope for the future 
Some clients began the therapeutic meeting with feelings that there was no future for 
them because they were in some way irrevocably damaged. Assisting clients to 
understand more about their abuse, supporting the building of a sense of agency and 
celebrating strengths and aspirations are all factors that appear to help clients function 
and relate in the world more effectively. 

Being prepared for particular events and situations 
Many clients experience difficulties when particular events occur. These can include: 
the death of the perpetrator; family gatherings which the perpetrator will attend or 
where he will be spoken of highly; meeting with family members who do not know or do 
not believe the abuse occurred; and meeting with family members or other significant 
people to disclose the abuse. Events such as these can be traumatic for clients and 
often they are able to handle them more effectively if they have worked out some 
appropriate strategies with a counsellor beforehand. 

Public perceptions and community responses 
One matter that many counsellors felt very strongly about was the lack of good 
information in the community generally, about child sexual abuse. A frequently 
mentioned example was the issue of the ‘stranger danger’ message that has been 
promoted in schools and in the media. 

Several counsellors pointed out that this message reinforced the myth that the most 
likely person to sexually abuse you was a stranger. And even more disturbingly, it 
meant that many of their clients had lived with sexual abuse perpetrated by someone 
inside their own family, not knowing that it was sexual abuse, because it did not fit the 
model of stranger danger that had been promoted. One counsellor explained it in this 
way: 

In thinking about it [the research project] I’ve been thinking about the need for social 
action because it highlights concerns of problems like the stranger danger message. It’s 
a message that has created additional isolation for some clients and I think it’s really 
important for Respond SA to have some influence on this. 

Counsellors thought that the silence, taboo, misleading information and lack of 
information about child sexual abuse were matters that needed urgent attention. In 
particular, education at different community levels was needed about the fact that most 
child sexual abuse is perpetrated in the family, or by family friends or someone who is 
known to the child or the family, for example a sports coach.  

The male counsellor who does most of the men’s counselling also felt that the stranger 
danger message was misleading and believed that there needed to be more 
widespread and accurate information about ‘typical’ perpetrators. He gave an example 
of a male client who had said that he had heard information at school about sexual 
abuse, but he was left thinking that abuse was something perpetrated by strangers who 



 

were scary old men. Again, this did not fit with his experience of abuse by his tennis 
coach whom he trusted and admired.  

This same counsellor elaborated on the limitations of associating sexual abuse with 
paedophilia and the need for an analysis which acknowledged prevailing social norms 
around gender politics: 

I have trouble with the term paedophilia, because it conjures up the idea of a special 
group of people separate from everyone else who can be easily or scientifically 
identified.  And I know from my practice that that’s not the case. The social idea that 
there’s an evil sick group of people, serves to reinforce the myth that abuse doesn’t 
happen in good families.  

I think abuse has to be located within a culture of masculinity more broadly. And how 
this culture encourages men to objectify women and children sexually and it encourages 
men to valorise being in control. Those ideas support men to step into abusive 
behaviour towards women and children in many different ways, be it physical, 
emotional, financial, verbal or sexual abuse or assault.  And rather than seeing sexual 
abuse as part of a continuum of behaviours and attitudes that are about power and 
control, we split it off as belonging to this special ‘sick’ group in society. 

A female counsellor also stressed the dangers inherent in narrow assumptions about 
perpetrators of child sexual abuse being a group of paedophiles with a particular 
mental health diagnosis: 

The whole issue of dominant beliefs and how they are talked about is huge.  Even the 
term paedophile which puts the perpetrator into a mental health category needs 
examination.  It suggests perpetrators are people with a mental health problem. It shifts 
the gaze away from the prevalence of abuse in families. It confuses debates about 
where the problem exists and supports the stereotypes. And people want to think in 
these ways because it makes us feel safer. You know, if we can picture who these 
perpetrators are, we can pick them. I think people would be shocked if they realised 
how prevalent abuse is. 

One counsellor reflected on the question of why it is that people in general, and people 
living in the home where abuse is occurring, in particular, are not more aware of it as 
an issue. Here is what she said: 

People don’t want to think about it in the community – it’s hard stuff to hear. I find 
people in my family don’t want to talk about it either! It can be hard to wake people up. 
People want to believe they live in a safe environment. And there’s also the point that 
you don’t want to create too much anxiety by talking about it too much. But the truth is 
that people are abused and it’s not that uncommon….. 

No one wants to think that they live with a perpetrator – and why would they? I think it’s 
really hard to hold two things at once. In a family situation it would be really hard to hold 
trust and mistrust at the same time. And what we know is that there are more children 
abused in a family than anywhere else. People don’t think that they have to scrutinise 
their partner in terms of abuse – and if they did think like this they wouldn’t be able to 
have a relationship based on trust. So it’s really difficult. 

Possible community education messages 
Counsellors felt that there should be more (and more accurate) information about child 
sexual abuse at every level of the community. They suggested that frontline workers 
such as teachers, general practitioners and child care workers need to be aware of the 
issue and have some basic information about how to respond to a disclosure. 

In addition, they felt that parents needed to be more aware and that this could occur in 
a range of contexts such as parenting courses and information booklets. One 
counsellor also raised the question of what was happening in schools within sex 
education and thought it would be desirable that the issue be handled well in that 
context. Particular points that counsellors made about effective messages for the 
community were: 



 

• That it happens, that it’s a crime and there are penalties. 

• If abuse has happened or is happening, then there are people who will believe the person 
who discloses it.  

• That if someone discloses to you, it’s a real affirmation of their trust in you. It means they 
have seen something in you that means you are a safe person to tell. 

• People need to know that they are not expected to ‘make it right’ in that moment [of 
disclosure]. They need to just listen and acknowledge, with a statement like ‘That must 
have been so hard for you, especially living with that knowledge on your own’. 

• It’s not only up to professionals to respond to this issue. As with any trauma, e.g. grief, 
friends and trusted people can make a huge difference. 

• That it happens everywhere and it’s possible to get help. 

• If someone discloses, leave them space to say what they need to say. Don’t try to shut 
them down, it will only make them feel that they are bad. 

• It’s important for people to recognise the importance of their response [to disclosure] 
because it will be significant to the person who is disclosing. Recognise the courage it 
takes to tell (because it’s a risk). Believing and listening are the two most helpful 
responses. 

• It’s important not to err on the side of caution. Some people ignore a disclosure because 
they think it will do harm to the person who is named as a perpetrator. The likelihood of 
someone who is innocent going to gaol is remote because you’ve got to have evidence. In 
fact, very few guilty people are convicted. So focus on the victim – the issues for the 
perpetrator will sort themselves out. If they didn’t do it there’s not going to be any evidence. 

Other strategies  
In addition to the above messages for the community, counsellors had several ideas 
about effective strategies and directions that could be useful for Respond SA to pursue. 
These included: 

• A workers’ (counsellors’) information line so that you could ring and get help with a ‘live’ 
case that you are working with – an affirmation that what you are doing is OK – or a 
recommendation of a particular book or article. 

• Training for service providers and community education about responding and how to do it. 
There is a need for practical tips and a website that is not full of jargon. What to do when a 
child discloses. Targeted information, relevant to particular audiences, is the most effective.  

• I think the idea of power has to be talked about a lot more in the context of sexual abuse. 
This is not discussed very much at all. Power works to privilege some people over others. 
An important part of the work is to make the context of abuse more visible. Then it can be 
reframed for what it is, which is about entitlement and privilege. Then men’s and women’s 
responses can be named differently. Instead of depression and anxiety it can be outrage. 
What was done to them can be named for what it was…it was violence, it was torture, it was 
abuse. 

• We need information that takes away the mystique. CSA can be complex work but so is a 
lot of work within human services. I think it would be possible to give out some good simple 
messages. 

• There’s a whole patriarchal construction that says men don’t talk about their problems – it’s 
a weak thing to do. I think groups [for men] can be really profound because they are able to 
talk to each other about masculinity. Many survivors say that this is the first time they have 
ever felt relaxed in male company. 

One counsellor has gathered many men’s stories of abuse and, with their permission, 
has shown these stories to other survivors and they are proving to be very powerful 
and helpful.  

Several counsellors emphasised the potential of information courses. Counsellors were 
readily able to identify key recurring issues that could be explored in a topic-based 



 

approach. Topics might include, for example: perpetrator tactics, maternal alienation, 
silence and shame, family dynamics, isolation, and who is responsible for sexual 
abuse. One counsellor suggested that the CSA counsellors could run five sessions on 
key topics and that then community counsellors could come in for another five weeks to 
work on confidence and self esteem, which were always issues for people who have 
survived CSA. 

One counsellor suggested the possibility of clustering clients into groups if they had 
similar issues. She gave examples of dealing with clients on a one-to one basis whom 
she thought would have a lot in common and who would be likely to be able to help 
each other. 

No counsellors suggested either/or alternatives to one-on-one counselling. Rather, they 
envisaged complementary options so that people could access a service appropriate to 
their needs at the time. Several counsellors talked about the need to remain vigilant 
about broader social issues like male entitlement and homophobia. These were viewed 
as intrinsically connected both to child sexual abuse and to the silence surrounding the 
subject. 

 
Counsellors as researchers 
There was consensus among the counsellors that their reflections and participation in 
the project had crystallised their thinking about best practice in service delivery. 

A recurring point was that the counsellors valued the opportunity to speak about their 
current practice to the researchers.  In some cases they also initiated unscheduled 
conversations with other counsellors about the research and their thinking about its 
implications for practice.  

A clear feeling was that having ongoing and regular discussions with other experienced 
counsellors about on-the-ground issues for working with clients, was regarded as 
highly valuable. In addition, ongoing discussions about how the Respond service could 
best offer a whole range of relevant and useful services were seen as essential.  As 
one counsellor put it: 

I want practice discussions with really experienced staff. We do it from time to time, but 
not in an ongoing way. I think we are missing something crucial here and I hope it 
changes. 

Some counsellors talked about the temptation to move into therapeutic mode during 
the interview, because of the issues that the client raised.  Counsellors had to handle 
this temptation by developing specific strategies. For example, one counsellor said: 

I would really make a point of writing something down, because you know that people 
were getting a written copy of it and I thought that was really great…. You know the 
saying ‘rescuing the said from the saying of it’…Like if it just disappears into the air 
people have lost something. 

Another counsellor told the client at one point during the interview, that if they had been 
in a counselling session, a particular issue that had been raised would be one that 
might usefully be explored (but couldn’t be in this interview context). This gave 
feedback to the client that they might pursue the issue later with their own counsellor. 

In discussing the counsellors’ experiences of being involved in the research it was 
evident that they paid an extraordinarily high level of detailed professional attention to 
the needs and potential needs of their clients.  

For example, one counsellor described her thinking around the questions that were 
being asked during the research in this way: 

I was just really conscious of the fact that these questions are not just questions, and 
how people respond are not just responses. These are people making sense of their 
lives in different ways because of the effect of the questions, and when I think of the 



 

work I do more generally as a counsellor, we are influential in how people speak about 
their lives.  The kinds of questions we ask or how we respond to people more generally 
influence what stories people may tell in the future about themselves, and then what 
difference that makes to the effects of abuse. 

Another counsellor described how important it was that the client interviewers were 
qualified and experienced in the field of child sexual abuse. She put it in this way: 

I think there are huge advantages in having counsellors, with their qualifications and 
experience, involved in the research. There’s a comfort with the topic straight away, that 
maybe if you had outside researchers coming in, there would even be a language that 
they’re not familiar with.  When people have been subjected to abuse and they don’t 
know you, they are really tuned in to your body language and to your responses to see 
how well you are handling the information and how comfortable you are. So having 
experienced counsellors was a huge advantage. There was a trust and a willingness to 
disclose quickly. 



 

7. Report summary 
7.1 Preamble 

The richness and complexity of the lives of the women and men who so generously 
shared their insights and time during this research is difficult to condense. Inevitably, 
the translation of lived experience into research findings loses much of the detail and 
subtlety that was originally conveyed.  

Similarly, the thinking and analysis that was shared among the research team is 
necessarily pared down to represent recurrent themes and those which were viewed as 
extremely important.  

The research team also wishes to reiterate that this study explored the painful and 
often traumatic terrain of individuals’ experiences surrounding disclosure of CSA and 
subsequent attempts at seeking help. It is important to keep in mind that this snapshot 
of people’s experience was captured through a very particular lens, which in no way 
represents the diversity and fullness of individuals’ lives. Their willingness to participate 
in this research, in the hope that responses to disclosure of child sexual abuse can be 
improved, is testimony to their generosity and strength. 

7.2 The research methodology 
A special feature of this research was the involvement of Respond SA managers and 
counsellors in the choice of research methodology, the formulation of the research 
aims and the implementation of methods. This participatory method was pivotal in 
gaining a privileged insight into participants’ very personal experiences of CSA and 
help seeking. 

All participants had sought counselling support from Respond SA and the semi-
structured interviews with them were conducted by counsellors from the service. To 
avoid role confusion, counsellors did not interview their own clients. The counsellors 
had also collaboratively designed the research domains and questions with the 
consortium researchers. One significant advantage of this method was that client 
participants were interviewed by people with both expertise in the area of child sexual 
abuse and also high level communication skills.  Furthermore, trust had been pre-
established with the organization through the pre-existing counselling relationship. It is 
likely that without these particular skills and arrangements, participants would not have 
volunteered to participate, or if they had, may have felt more reticent. As one 
counsellor commented during a planning session, it is her experience that ‘victims’ of 
child sexual abuse are extraordinarily quick in reading signs and signals, even very 
subtle ones, that indicate when a person has inadequate knowledge about sexual 
abuse.  Through the engagement of skilled counsellors, the interview process in this 
study was designed to minimize stress for participants, and thus provide the best 
opportunity to most fully explore the interview domains. 

All client participants were shown the notes of their interviews and were invited to add 
to or amend them. Arrangements were also made for client participants to receive 
additional and timely counselling if needs arose during their participation in the project. 
This need did not arise. 

The research domains explored with clients were: a) Pathways to Respond SA, i.e. 
what had prompted individuals to access the service, b) previous experiences of 
counselling and help seeking, c) disclosures (or not) of CSA, and d) hopes and 
expectations of current counselling.  

In addition to writing up the client transcripts, counsellors were asked to provide their 
own written reflections concerning the issues raised in these interviews.  This was an 
interesting form of data collection in that clients provided their responses to the 
interview questions and then the counsellors provided a meta-analysis of these 
responses.  



 

Further to this, five counsellors were interviewed individually by the consortium 
researchers, to explore their responses to a range of issues surrounding child sexual 
abuse and their own role as a counsellor in this area. They were given the questions in 
advance to allow time to consider them. The group of counsellors was also involved in 
workshops with the consortium researchers to discuss all data and its implications. 

The research domains explored with the counsellors were: a) Experiences of being 
involved in the research process, b) their insights about patterns and impact of client 
disclosures, c) their therapeutic interventions, d) their thoughts about Respond SA 
services and e) their thoughts about their own needs and preferences in relation to 
professional development. 

The research also included an extensive literature review. 

Confidentiality and other ethical considerations relevant to the project were thoroughly 
addressed and approved by the University of New South Wales and the Board of 
Relationships Australia SA, prior to participant recruitment. 

7.3 The research sample 
Thirty three clients volunteered to participate in the project and were interviewed by 
seven counsellors from Respond SA.  Of this group, 28 were female and 5 were male.  
Ages of participants started at 21 years and included 5 clients who were aged over 55 
years. Twenty two participants (two thirds) were between 31 and 54 years of age.  

Six participants had been in counselling for less than 6 sessions with 20 participants 
being in counselling for 7 or more sessions.  Four clients did not specify the number of 
counselling sessions attended. The fact that participants had not completed counselling 
means their past experiences of sexual abuse had either not benefited from the 
counselling process, or were not yet fully mediated or resolved by therapy, hence 
participants’ responses in interviews are likely to be more authentic to their past 
experiences. For example, a small proportion of the sample had not yet ‘unpacked’ 
their feelings of guilt and responsibility for the sexual abuse.  They were instead, still 
captive to their offender’s tactics aimed to entrap them in a web of guilt and self-blame. 

The majority of participants were from metropolitan areas and two were from rural 
regions.  One client identified as an Aboriginal Australian and another as being from a 
culturally and linguistically diverse (CALD) background.  The composition of the sample 
is consistent with other research indicating that Aboriginal and CALD individuals do not 
always feel comfortable accessing existing models of CSA service provision (Suchting 
1999, Alaggia 2004). 

Sexual abuse had occurred at various ages from early childhood to adolescence. For 
at least 14 of the 33, the abuse lasted in excess of a year. For at least 10 of these 
people it lasted 5 years or more. In all cases but one, the perpetrators were male – and 
were mostly family members. 

Quantitative data about service usage was collected from Respond SA records. This 
indicated the type of service used, for example, telephone counselling, group 
counselling, one-to-one counselling, or a mix of these.  



 

8. Key Findings and Recommendations 
8.1 About child sexual abuse  

Extent of child sexual abuse  
In Australian literature reviewed in this Report, it was found that between 20 and 27% 
of women, and 16% of men had experienced child sexual abuse18.  Clients of Respond 
SA, the first South Australian service specifically responding to the needs of adult 
survivors of child sexual abuse, ranged in age from 16 to over 70; right across the age 
spectrum, with 26% of these clients being male (Appendix A).  

Some clients had been alerted to the existence of the Respond SA service because of 
publicity surrounding the Children in State Care Commission of Inquiry. The 
Commission’s terms of reference relate either to sexual abuse within foster care or 
care in government or church-run homes.  It is important to note that CSA would have 
been one of the reasons that some of the children were placed in alternative care in the 
first place.  

Within just over a year, Respond SA could not meet the client demand and had a 
waiting list of 46 people (see Appendix A).  And yet, for reasons detailed in this Report, 
we know child sexual abuse is significantly under-reported.  Child sexual abuse in 
Australia is not, therefore, a marginal issue or a small population of victims.  

Recommendation 1 
Planning and funding with regard to child sexual abuse needs to reflect the 
widespread nature of its incidence and effects. 

A whole of community issue 
Possibly the most significant barrier to a child or adult disclosing CSA, and thereby 
opening the possibility of receiving timely and cost-effective support, is a range of 
unhelpful Australian community attitudes and beliefs. Child sexual abuse is not well 
understood by the wider community, nor, in fact, by many ‘frontline’ workers not 
employed in specialist sexual assault services. 

The following diagram presents what has been revealed in this study as an all too 
common scenario of silence, ignorance, denial, misdirected blame and inappropriate 
response to disclosures of CSA. 
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Diagram One: Current challenges in responding effectively to Child Sexual 
Abuse 

1. Silence, especially about sexual abuse within the immediate and 
extended family, and by friends and trusted acquaintances. 
Perpetrators protected by this silence and by community ignorance.  

2. Perpetrators’ use of tactics to silence victims, including threats, 
bribery and maternal alienation, are not widely known or understood. 

3. Community views about ‘stranger danger’ and ‘paedophiles’, 
coupled with idealised notions of the family and ignorance of 
perpetrator tactics, make it difficult for people to disclose. Victims feel 
unsupported and many feel shame and self blame. 

4. Victims may ‘try out’ disclosures with different people in different 
ways (e.g. withdrawal, challenging behaviours) but these are mostly 
misunderstood. 

5. Individuals (professional/family/community) don’t know how to 
respond. Denial is common. Not responding allows the abuse to 
continue.  

6. Many victims do not disclose. If they do seek help it is often for the 
effects of the abuse. They are often therefore treated only for 
presenting problems such as depression and drug & alcohol misuse. 

7. Adults currently seeking assistance have often been silent for 
many years. CSA may have damaged relationships with partners, 
family and children. 

8. Where designated services exist at all, waiting lists are common. 



 

It is apparent that the general public’s knowledge of, and attitudes toward, child sexual 
abuse significantly affect the lived experience of those who are abused. These public 
attitudes affect both people’s willingness to disclose abuse, either formally or 
informally, and also their capacity to seek help. Attitudes which are based on disbelief, 
judgment or suspicion of ‘victims’ also affect the emotions that people hold about being 
abused and may create or entrench feelings of shame or self blame.  These feelings 
serve to limit further help-seeking. 

Participants in this study generally thought that most people know very little about child 
sexual abuse and further, that many people do not want to know. Many participants 
described the stigma attached to having been abused. It was evident that a number of 
hurtful, stigmatising stereotypes still have some currency in their beliefs. In particular, 
there was a prevalent view that the child or teenager had some responsibility for the 
abuse – ‘If you’re in it, you did it’, as one participant put it. Another mentioned the 
persistent belief that ‘little girls play up to it’.  

It is apparent from this research, that the negative impact of child sexual abuse is 
compounded by the secrecy and silence that serves to protect perpetrators of the 
abuse.  The reasons for non disclosure are entirely understandable within a culture of 
disbelief and ignorance, not only about the prevalence of child sexual abuse and the 
profile of perpetrators, but also about effective and appropriate responses to 
disclosure.  

Recommendation 2 

There is clearly an urgent need for a community education and/or community 
development strategy to be implemented to address unhelpful social attitudes 
and beliefs that have and will continue to significantly undermine any efforts to 
expose child sexual abuse in our community, and heal or minimize the effects 
for victims.   

Furthermore, research participants clearly articulated their preference that 
survivors be involved in the design and delivery of such strategies. 

Perpetrators 
Both the quantitative and qualitative research data in this project demonstrate that the 
overwhelming majority of participants had been subjected to CSA perpetrated by 
immediate or extended family members or by someone they knew and trusted, rather 
than by strangers or ‘paedophiles’ (a newly emerged classification favoured by the 
media). In our research sample, in all cases but one, the perpetrator was male. This 
profile is consistent with research literature both in Australia and internationally (see for 
example, Cawson et al 2000, De Visser et al 2003). 

Part of the public’s misconceptions in relation to child sexual abuse is the popular 
perception that ‘paedophiles’ are a distinct category of people with a particular mental 
health diagnosis and further, that they constitute the predominant risk to children.  This 
perception has led to public awareness campaigns that remove the focus from most 
perpetrators (i.e. people known to the victim), and place it on strangers; ‘stranger 
danger’. One very important implication of the distorted and misinformed public image 
of perpetrators is that it may compound the difficulty of disclosure for victims.  
Participants in this study who were advised to be wary of one type of perpetrator (a 
stranger) and not someone known to them reported that this contributed to their belief 
as children that what they were enduring was not abuse.  Adults are also affected by 
these messages, and many of our participants found difficulty in even being believed, 
much less supported effectively.  

Recommendation 3 

Include information regarding perpetrator profiles and perpetrator tactics such as 
maternal alienation in public education strategies (Recommendation 1). 

 



 

Recommendation 4 

It is recommended that ‘Protective Behaviours’ training and education for both children, 
families and professionals be comprehensively reviewed and updated. Messages that 
include or allude to the ‘stranger danger’ myth (that most sexual abuse is perpetrated 
by a stranger) must be removed.  Where applicable, this education should be updated 
with correct perpetrator profiles and information about verbal and non-verbal disclosure 
and help-seeking behaviours. 

Effects of child sexual abuse  
The research literature is unequivocal in asserting that a significant proportion of adults 
who are subjected to child sexual abuse will, as a result, experience social, emotional 
and psychological problems of a serious and disruptive nature when they are adults.  
Some effects of CSA include disruption to the development of trust, intimacy and 
sexuality, isolation through fractured relationships, mental health problems requiring 
ongoing treatment, alcohol abuse and suicidal ideation. It is common for an adult 
‘survivor’ to present to a service and seek help for various psycho-social symptoms of 
abuse, without addressing the core reality of the trauma of their childhood experiences. 

The breakdown of family and friendship networks, placement in out-of-home care and 
even homelessness are also consequences of disclosing CSA for many. 

The range and depths of effects of having been subjected to CSA make it morally and 
financially19 sensible to address them as early as possible. However where victims are 
not supported early – which is currently the dominant scenario – the effects for adults 
require a specialist response. 

See Recommendation 7 below. 

The impact of intimacy and relationships   
The intricate and overlapping connections between love, care, loyalty and abuse 
caused many participants ongoing emotional turmoil. For some, closely relating to 
someone in adult life was fraught with doubts about trust and/or expressions of love, 
intimacy and sexuality. Sometimes, it was the event of being with an intimate (or 
potentially intimate) partner that triggered the seeking of counselling support. In other 
studies, for example It’s not my shame (1994), the catalysts were identified as 
pregnancy or the birth of a child, where the mother doubted her own ability to love and 
care for the child in ‘appropriate’ ways. 

Other participants’ who did not tell anyone of their abuse, found that their strategies for 
survival, such as retreating as often as possible from situations which involved the 
perpetrator, were viewed by the family as ‘difficult’. Sometimes individuals reported 
having a reputation within the family as being the difficult or moody one, while the 
perpetrator enjoyed the image of being fun or a ‘good bloke’. One woman who was 
abused from the age of 10 years described her isolation in the following way: 

I felt shunned by the family… they did not understand me. … I felt ashamed, engulfed in 
secrecy, [it was] something that set me apart from the rest of the family. 

Many clients as adults still experienced intensely complicated relationships with their 
family (of origin) members. These complications involved scenarios such as attending 
family occasions where the perpetrator would be present; rifts in families between 
those who believed the ‘victim’ and those who did not; relating in the family where 
some members had been told and some had not; maintaining close relationships with 
members of the family who also had close ties with the perpetrator; and, if the abuse 
had not been disclosed at all, continuing to try to behave in ways that filtered out the 
huge issue that in fact coloured almost every moment. In addition, there are specific 
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times, occasions and ‘anniversaries’ that caused additional stress, for example, the 
death of the perpetrator. 

Issues for male ‘victims’ 
One counsellor, who worked mainly with men, described the circumstances for adult 
men who had been sexually abused as children. Consistently they experienced 
confusion and shame as adults. This connected to social practices and assumptions, 
including readily available negative discourses about homosexuality. These factors 
meant that most men did not feel able to disclose to anyone. They were burdened by 
the silence and fear that surrounds sexual abuse generally and by a specific anxiety 
about being regarded as homosexual if they did speak out.  Importantly, male 
participants reported both the tyranny of social silence and the negative consequences 
of breaking it, such as stereotypical labelling or outright disbelief. Either way, ‘victims’ 
typically felt that they were the problem – rather than the perpetrator. 

Recommendation 5 
Ensure there is a specialist service to respond to the needs of children and 
adults who have been subjected to CSA.   

 

8.2 Patterns of disclosure and help-seeking regarding CSA  
The role of disclosure 
The issue of disclosure and people’s responses to disclosure is of major importance. In 
order to seek support, any victim needs to confront the overwhelming social and 
cultural reluctance to acknowledge CSA and to respond appropriately. It is appropriate 
to recognize here the inadequacy of past professional responses to children and adults 
who had been sexually abused. Any disclosure and help seeking behaviour should be 
regarded as, and responded to, as an act of courage. 

Understandings of abuse 
It is significant that some clients described being unaware that the sexual abuse to 
which they were subjected during childhood and/or adolescence, actually had a name. 
It had been so much a part of the way things were, that they were unaware that it didn’t 
happen to everyone. This belief was sometimes held at the same time as they went to 
great lengths to try to avoid ‘the inevitable’, for example, lingering after school for 
lengthy periods of time to delay the moment of going home, where they would be alone 
with the perpetrator.  So, while not always being able to name their experience as 
sexual abuse, participants clearly did not like and tried to prevent what was happening 
to them. 

This lack of awareness was possibly confounded by unhelpful public messages.  It is 
notable that almost all of the counsellors, independently, and without being specifically 
asked about the issue, commented on the problematic impact of ‘stranger danger’ 
messages. The major problem identified here was that young people who are abused 
by someone who is not a stranger (the majority) do not immediately or always 
recognise what is happening to them as the abuse presented in the ‘stranger danger’ 
message. There is, therefore, the likelihood of much confusion implicit in the ‘stranger 
danger’ message for a young person who is being abused by a known (and sometimes 
loved) person. 

For the ‘victim’, if it was not understood as abuse, then what was it to be understood 
as? The perpetrator, if he spoke about it at all, would frequently do so in terms of ‘love,’ 
or as a ‘special secret’, or as a special need being fulfilled. The implications of this for a 
young person’s development are profound, and often devastating.  

This affirms the need for Recommendation 4. 

Perpetrator tactics and the securing of silence 



 

Participants described a range of ways in which the perpetrator ensured they kept 
silent. These frequently included direct and specific threats, such as: I’ll kill you if you 
tell, and commonly involved more complex messages, sometimes in concert with the 
direct threats. The latter often involved a process of implicitly blaming the young 
person’s mother for creating the need for him to have sexual contact. Messages 
included claims like: Your mother is a cold woman, or She doesn’t understand me like 
you do, or Your mother is unwell, or She wouldn’t be able to cope if she knew, or, She 
knows about this, but doesn’t want anyone to talk about it. The young person could 
also be blamed for provoking the abuse in some way. What is clear in this (and from 
other studies) is that perpetrator tactics are deliberate, planned and highly effective. 

A question that often arises in discussions of sexual abuse is why the ‘victims’ didn’t tell 
anyone or seek help from someone, such as their mother. What needs to be taken into 
account are the purposeful tactics that perpetrators use to ensure the silence of their 
‘victims’. 

This affirms the need for Recommendations 2 and 3. 

Blame, fear and guilt 
The concept of the young person being in some unspecified way ‘to blame’ for the 
abuse – a concept which many participants referred to – is a theme that needs ongoing 
attention both theoretically and in relation to practice. As one of the counsellors in this 
project pointed out, it raises huge implications for survivors of CSA. Firstly, there is the 
issue that ‘victims’ have had to find ways to survive the traumatic experiences of 
abuse, and at the same time, operate within their domestic and social world while 
carrying this burden. And, simultaneously, in the wider world there are many readily 
available social and cultural discourses that represent women as seductress and 
responsible for men’s sexual behaviour. As one counsellor described it, there is at least 
a ‘triple whammy’ inherent within this equation. 

Our findings inevitably identify issues concerning the nature (and power) of the silence 
surrounding child sexual abuse within the family and community, particularly whose 
interests this silence serves. Participants in this study were most often reluctant to 
disclose the abuse, either because of the trouble it would cause, the fear of reprisals, 
or the assumption that they would not be believed. In addition, as counsellors 
explained, some of the effects of CSA are that the ‘victims’ can be stripped of 
confidence, self esteem or a clear sense of identity as an effect of the abuse and the 
dynamics inherent in the abusive relationship. One participant’s explanation of how she 
felt as a teenager, and why she did not tell anyone about the abuse, highlighted this 
syndrome: You’re not worth anything. You’re not as good as other girls. You’re a piece 
of dirt. I’m not even a person. [Note the shift in tense; revealing the continuing 
presence of such feelings.]  

Fear of perpetrator threats of retribution related specifically in several cases to the 
(realistic) fear of being removed from the family and placed in an institution or foster 
home. This fear, and the reality of it, is magnified for children who are experiencing the 
abuse within an institutional or foster care environment. There was also often a fear of 
violence to self and/or other members of the family. But in other cases the fear was 
more amorphous and linked with feelings that they, the ‘victims’, were in some way 
‘bad’.  

Other participants felt that if their mother knew, she would have to take action and/or 
make choices which they felt reluctant to ‘be responsible for’ her having to make. This 
notion of being in some way a trouble maker was internalised by many participants.  

Counsellors consistently described the ways in which their own work with clients 
necessitated a process of working with clients to establish that as a young person in an 
abusive situation, the client was in no way responsible and could not have prevented 
the abuse.  

The debilitating effects of silence and denial 



 

For many participants the silence and secrecy during their younger years were very 
hard habits to break even in adulthood. People talked about the denial of reality, the 
repressed memories, and the shame and the fear leading to lengthy silences. A woman 
said the cover up ‘kept me silent. I had no words for it.’ A man acknowledged that from 
childhood ‘the habit of distancing became the norm’.  

Those who had had bad experiences of disclosing spoke of this eroding their 
confidence and leading to feelings of being naïve or somehow a lesser person. Several 
people identified that their disclosure had increased their fear of the perpetrator and 
that this fear became quite debilitating.  Others spoke of their negative experience of 
disclosure ‘damming up their emotions’. One woman described it as being like, a ‘brick 
wall’, having the effect of putting her emotions ‘on hold’. 

Protecting others 
Despite these multiple layers of burden, it was common to discover that participants 
often took on a protective and particularly vigilant role towards others – though not 
themselves. It was as if their own abuse was so awful that they wanted to protect 
others from having to bear or hear the effects of it. In one case a client extended this 
concern even to her counsellor. When she was invited by the counsellor at the first 
appointment to ask any questions about the counselling process, the client wanted to 
know what supports the counsellor had in her life to help her deal with the horrific 
things that she would hear.  

Silencing tactics also created fractured relationships with other family members. Often, 
the ‘victim’ had decided that telling would be too upsetting for the person, especially for 
their mother, to hear about. Sometimes there was a concern that telling would create 
disruption in the whole family. ‘Victims’ were often living with sexual abuse over 
extended periods of time in order to ‘keep the peace’ and to maintain the illusion of 
‘normal’ family life. One participant, for example, said in relation to her mother, when 
her step father was abusing her that she ‘didn’t want her mother to know what a bad 
choice of partner she had made.’ 

The particular problem of intra-familial abuse 
Although any ‘act’ of sexual abuse is likely to be traumatic (as well as unlawful), there 
are certain issues involved in child sexual abuse within families, which warrant 
particular attention. A clear issue for participants in this study was the disjunction 
between the care and love that families everywhere are represented as offering, and 
their experience of abuse occurring within their own families. The descriptions of the 
pain, isolation and trauma of the abusive events were disturbing, as was the 
participants’ fundamental confusion about the meaning of the abuse and the ongoing 
relationships frequently involved.  Perpetrator tactics serve to instil confusion and 
maintain a child’s’ silence. 

As in any sexual abuse, issues of power, control and manipulation are an important 
factor. However, our study revealed that when abuse is perpetrated by someone in a 
family (and often by someone who has a duty of care), these dynamics made it very 
difficult for the ‘victims’ to distance themselves, either physically or emotionally, from 
the perpetrator of the crime – or even to see what happened as constituting a crime.  

The social and cultural privileging of the sanctity of the family and the idea of the family 
as a private haven is a construct that appears to have been internalised and was active 
in working against ‘victims’ of sexual abuse within families disclosing abuse, being 
appropriately supported – or even believed.  

This affirms the need for Recommendation 4. 

See also Recommendation 7 below. 

How people disclosed 



 

Many people do not disclose CSA.  For people who had chosen to disclose, both in the 
literature review as well as this study, most delayed this disclosure until adulthood.  
When children did disclose, they usually chose a family member, whilst as adults, 
people disclosed primarily to friends and partners, and to a lesser degree family 
members and therapists. Only one person had disclosed to no-one, other than the 
counsellor.  Most people had disclosed to several people – as if disclosure to one 
opened up pathways to disclosing to others. Several said they had told lots of people – 
‘anyone who would listen’. One commented that she felt she had disclosed 
indiscriminately. 

There is further complexity in responding to a persons’ disclosure of CSA because 
young people (and sometimes adults) do not necessarily disclose verbally, or as a one-
off event. Signalling distress can take many forms and may be a process or may 
involve alluding to the problem at certain times in particular contexts. It appears the 
general community, as well as frontline workers, have not had the skills to ‘read’ these 
signals. 

Recommendation 6 

Build the confidence and skills of ‘victims’ to disclose CSA and seek help, by 
circulating stories of other survivors (that are tailored to a range of age groups) 
through, for example, radio, theatre, publications, beer coasters. Given the high 
incidence of unhelpful responses to disclosures, these stories may include 
advice on what to do if a disclosure is not met with the response that was either 
hoped or expected.  

Recommendation 7 

Given the particular difficulties for children, especially aged less than 12 years 
of age, in disclosing and receiving support, particular attention needs to be 
focussed on the education, confidence and support needs of children.   

 

8.3 Community/non-professional responses to disclosure  
The high price of disclosure 
The lived experiences described by participants, led the researchers to wonder how 
participants ever disclosed at all, rather than why they did not. In this study, disclosure 
was not a neutral event – it had either positive or negative outcomes.  However, most 
people in this study who attempted to disclose, especially as children, spoke of it 
having negative repercussions, once again consistent with the literature reported 
earlier. 

Interviews revealed that adults retained multiple and complex fears of disclosing which 
went right to the heart of their identity. As one woman, now in her forties, put it: 

I had a fear that if I face this demon and get it out of me there’d be nothing left…Would 
I still exist? That’s all I’ve known for so long. 

Children’s disclosures were sometimes met with disbelief, and in one extreme case, by 
bullying and harassment by both a foster mother and a school principal. One child who 
was not believed, and then bullied, said it turned her into a liar: ‘I learnt only to keep my 
trap shut’.  

Our research findings reveal that a very high price can be paid by children who 
disclose to people who are threatened by it, who use it as an opportunity for further 
abuse, or who are simply ill-equipped to deal with it.  Several people reported 
extremely negative experiences following disclosure at school or church.  

A much more common scenario was for childhood disclosure to be met with a lack of 
response. The issue was (ostensibly) ignored – ‘a blind eye was turned’.  There were 
several examples of no action being taken in the past, following reports to child 



 

protection agencies, or in one case a hospital after a young girl was admitted with an 
injury to her vaginal wall. It was not uncommon for families to ‘turn a blind eye’ and 
several participants referred to the ‘matter never being spoken of again’.  

Several children met with judgemental attitudes when they disclosed, for example to a 
foster mother, or to a friend. Some confidantes seemed to suggest that the abuse was 
the child’s fault, i.e. that they had invited it or had been careless in allowing themselves 
to get into situations of risk. A number of people spoke of being made to feel ashamed, 
guilty, dirty, or responsible.  

Many childhood disclosures met with shock or disbelief. In a number of cases it was 
apparent that the confidante did not want to believe. One mother was described as 
being ‘blind to the possibilities’ of her partner being the abuser and wouldn’t hear 
anything bad. Another child’s mother told her to say and do nothing in order to protect 
the perpetrator (her husband).  In the few cases where police action followed 
disclosure, a child could still feel that the actual experience of abuse was being denied.  

Responses indicate that friends and family members often can’t cope being told about 
CSA and that fear of this inability or reluctance makes it difficult for the person who 
needs to talk about it. Many friends were simply ill-equipped to deal with it, reacting 
with unhelpful anger, embarrassment or simply dismissing the disclosure.  One woman 
commented: ‘I learnt to shut up. If you want to keep your friends, don’t say anything.’  
For some confidantes there was a belief that the abuse was ‘in the past’ and the 
abused person should ‘get over it’ and get on with his/her life.  In two cases such 
unhelpful responses came from a doctor and a psychiatrist and in another instance 
from a school counsellor. Several people commented that unsympathetic or sceptical 
responses re-affirmed and compounded their mistrust in people. Several pointed out 
that sexual abuse was rarely recognised as a crime, and therefore not reported to 
authorities. 

While it was apparent that disclosures as an adult generally elicited more sympathetic 
responses than childhood disclosures, friends sometimes found the revelations of 
abuse too difficult to deal with. One participant’s close friend didn’t contact her for four 
months after the disclosure, which she found very hurtful. One woman, now in her 
thirties, who had been abused by her grandfather, said she had mixed feelings about 
telling her parents, because she knew that they would be hurt and upset by the 
information.  

Several others commented on the distressing and sometimes very angry reactions of 
brothers, boyfriends and male partners. A common reaction of male partners was to 
want to go and ‘sort out’ the perpetrator with physical violence. It was the knowledge 
that this was a likely response that prevented some people from disclosing to their 
partners. 

The effects of this are potentially profound. One woman, now in her 40’s, commented 
that ‘I felt my memories were not valid since no-one was taking them seriously’. Very 
few people in our sample got sympathetic responses followed by appropriate action 
from an adult. This raises a range of issues about how, and to whom, should children 
be encouraged to safely disclose, and the ramifications of disclosure when a child’s 
trust is misplaced. 

Overall it was apparent that disclosure (or non disclosure) in childhood generally put 
‘victims’ ‘between a rock and a hard place’. It was difficult to tell. It was difficult not to 
tell.  As one participant explained the dilemma, ‘I wanted someone to know, but I didn’t 
want to be judged’.  For some, the answer was to distance themselves – ‘to ignore it as 
if it were a dream’, as one man said. 

See Recommendation 8 below. 

 
Positive experiences of childhood disclosure 



 

A few people characterised their childhood disclosure of sexual abuse as liberating, 
transforming, empowering or as a relief.  One woman said that the initial negative 
response to her disclosure ‘gave me a sense of injustice…meant I stood up for others’ 
rights’. Another identified a readiness and a desire to help others, which came later. A 
young Aboriginal woman said because of the denial and the myth of ‘one big happy 
family’ that was propagated, she currently wanted to ‘speak out’ to challenge the myth.  

Counsellors, however, consistently challenged the idea that disclosure was an easy 
solution or any kind of panacea. As one counsellor explained:  

One of the things here is that many people think that a child only has to disclose and 
then it’ll all be fixed. Well it’s not. It’s the beginning of something huge. You just have to 
think of the sophistication of perpetrator tactics. It’s oversimplifying to say that it’ll all be 
fixed if they disclose – and the question of whom they are going to disclose to, is a big 
one. 

This supports the inclusion of survivors in the implementation of Recommendation 2. 

Helpful responses 
A number of people reported that disclosing to friends or family had been very helpful. 
People spoke of relief, of pressure being taken away, a ‘huge burden being lifted’. One 
young woman said that being honest with her best friend had ultimately deepened their 
friendship despite her friend’s initial inability to deal with it. Several others observed 
that disclosure had helped their partners to understand their reactions and mood 
swings.   

People who had disclosed to others in a range of facilitated group counselling contexts 
were most likely to speak of the value of disclosure. People reported feeling affirmed 
and supported by other group members. One woman said that her strength and 
resilience were acknowledged. Several spoke of how sharing their experiences with 
others who had been abused reduced their sense of isolation.  

Diagram Two detailed below presents a schematic scenario which attempts to capture 
what participants in this study have indicated would represent a more effective 
response to disclosure of CSA. 



 

Diagram Two: Effective Response to CSA 
 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

This affirms the need for Recommendation 1. 

See also Recommendation 17 below. 

Recommendation 8 

It is recommended that training in how to provide an immediate and helpful 
response to a disclosure of CSA be made available to professionals and people 
in community-serving positions (i.e. positions such as welfare volunteers and 
clergy, in whom people may confide/disclose).  

Where existing front-line response training is already in place, these could 
include specific references to child sexual abuse (such as the DECS SMART 
program (strategies for managing abuse-related trauma) and the mental health 
community-based program Mental Health First Aid developed by the University 
of Melbourne). 

 Recommendation 9 

It is recommended that a website be developed providing advice to community 
members and professionals regarding disclosure and help seeking behaviours, 
and helpful responses to a disclosure of CSA by a child, an adolescent or an 
adult. 

1. Community is educated & well informed about CSA 
within families and other contexts.

3. Community understands best responses to disclosure. 
Disclosures are listened to and believed.

4. Frontline workers understand the dynamics of 
disclosure and know about various referral, information 
and support options. 

5. Individuals feel better able to disclose and seek help. 

7. Appropriate interventions occur in a timely way and 
are adequately resourced.

2. Perpetrator tactics are well known and perpetrators 
are aware of community vigilance.

8. Offenders are held responsible for their actions and 
receive an appropriate criminal justice and/or therapeutic 
response. 

6. The community and frontline workers understand the 
need to provide specialist referral for individuals and their 
families after disclosure. 

Awareness 
that 
disclosures 
may be 
tentative, 
coded or non-
verbal. 

Workers are 
aware of the 

importance of 
a specialist 
response & 

their own 
capacity is 

enhanced by 
dialogue and 
collaboration.



 

The difficulties of disclosing to family members 
One woman, abused by her brother, wrestled with the decision of disclosing to her 
younger sister, not knowing whether she too had been abused or whether she would 
want to discuss it.  The counsellor conducting this interview described this woman’s 
emotional dilemma as tortuous.  

Several people reported that their mothers reacted badly to their disclosure, especially 
when their mother’s male partner had been the abuser. Reactions were described as 
guilt-ridden, angry and lacking in empathy – ‘I needed them to see my pain.  They 
couldn’t do that’, said one woman.  Another was bitterly disappointed by her mother’s 
lack of compassion and found her apparent disbelief very unsettling. 

Several people commented on their parents’ preoccupations with privacy and keeping 
up appearances. A man abused as a boy by both a church official and a neighbour, 
said: 

I went back to Mum and Dad and told them. In a nutshell they didn’t want to know. For 
them it happened so long ago, and they held strong beliefs that ‘you don’t air things, you 
did what you had to do, you sorted them out behind closed doors’. 

This response to an adult disclosure exemplifies the pressure experienced by many 
‘victims’ not to disclose publicly and highlights the general lack of understanding of the 
possible long term effects for some individuals.  While disclosure as an adult generally 
elicited more helpful responses than childhood disclosures did, it was still fraught with 
difficulty.  

Adults who are disclosed to, occupy a pivotal role in the provision and/or enabling of 
support to a survivor of CSA.  Many of the adults disclosed to however, largely struggle 
with hearing the disclosure of CSA.  This struggle has been shown to significantly 
inhibit further help-seeking or the accessing of support.  Beyond the initial person 
disclosed to, reactions from other significant people in the survivors’ life can also 
impact on whether or not a person seeks (timely) assistance.   

Recommendation 10 

It is recommended that the specialist service (Recommendation 4) provide 
advice and support to the significant adults and family members of their clients, 
taking into account the desires and safety needs of their primary client (the 
victim of CSA).  Yarrow Place, the general sexual assault service, offers such 
counselling to significant others as well as their identified clients. 

The role of a confidante 
The role of a person who has been disclosed to is enormously different from the role of 
a therapist trained to respond to the effects of CSA (unless they are the same person, 
which occurs rarely).  Diagram Three represents an ‘ideal world’ scenario of the roles 
of people in various positions in relation to a disclosure of CSA: 



 

Diagram Three: Community and professional roles in responding to a disclosure of 
CSA  

 

- create helpful or inhibiting context for disclosure and responses to disclosure 

SOCIETAL MESSAGES 

PERPETRATOR 

FAMILY OF SURVIVOR / ‘VICTIM’ 
 

- Believe child/adult 
- Maintain child’s safety 
- Seek specialist support for child 
- Seek support for self in 

responding appropriately and 
managing feelings and 
repercussions 

- Ensure repercussions are not felt 
by child/adult as their fault or 
responsibility

FRIENDS / PARTNER OF  
SURVIVOR / ‘VICTIM’ 

 
- Believe  
- Seek support for self in 

responding appropriately 
and managing feelings and 
repercussions 

- Ensure repercussions are 
not felt by survivor as their 
fault or responsibility 

FRONT-LINE RESPONSE STAFF 
 

- Believe child/adult 
- Consider safety implications of your immediate response for the child 
- Seek guidance from specialist professional peers 
- Maintain awareness that initial response from family members has 

traditionally and overwhelmingly been unhelpful to providing support 
(disbelief, silencing, punishing) 

- Refer appropriately 

SURVIVOR / ‘VICTIM’ 
 

- tactics utilised to silence, 
confuse and isolate victim 

- is in a powerless position and usually 
dependant relationship with the perpetrator 
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- actively cultivates a perception of 
responsibility, caring and trustworthiness

SPECIALIST STAFF 
 

- Deliver community education to support increased and earlier 
disclosure, as well as improved responses to disclosures 

- Support front-line staff with their initial responses to disclosures 
- Provide a healing therapeutic response to survivors

- mentoring and support 
-strong, supported, 
integrated, early referral 



 

Recommendation 11 

Given feelings of professional inadequacy (Holden 2002), and the fact that most 
people who are disclosed to are untrained community members, to relieve any 
sense of being overwhelmed, and to support appropriate referral, it would be 
useful to circulate information on the roles of people disclosed to, as well as the 
roles of various professionals. This information could form part of the 
community education strategy (Recommendation 2).   

Where existing work clarifying roles has already begun, specific references to 
responding to child sexual abuse could be made (such as within the DECS SMART 
program (strategies for managing abuse-related trauma) and the mental health 
community-based program Mental Health First Aid developed by the University of 
Melbourne). 

 

8.4 Professional responses to disclosure 
Professionals have felt ‘out of their depth’ and ‘inadequate’ in their ability to respond to 
child sexual abuse issues, and may not receive adequate supervision, peer support or 
debriefing in relation to CSA issues (Women’s Health Statewide SA (1994), Holden 
2002).  The Mullighan Enquiry (2008, p 397) also found that ‘there is limited ongoing 
training to social workers specifically related to child sexual abuse and what is available 
is not mandatory’.  There is clearly an urgent need for professional development of 
those workers who are likely to come into contact with people who have been sexually 
abused as children.  

Recommendation 12 
It is recommended that the induction and core training/education programs for 
early childhood, welfare and health staff (including drug and alcohol-related 
staff), be reviewed to ensure staff are sensitive to disclosure and help-seeking 
behaviours, and are equipped to respond appropriately. 

Recommendation 13 
Establish a professional telephone helpline for staff to receive advice on 
supporting a client who has disclosed or is seeking help regarding CSA. 

 

8.5 Professional responses to help-seeking 
The relationship between disclosure and receiving help 
Disclosure and help seeking were the two areas identified in the post-evaluation 
workshops (see Chapter 1, Background to research) as requiring further research with 
the specific aim of developing good practice strategies for intervention with adult 
survivors of CSA.  The common sense relationship between the two concepts is 
seemingly apparent.  Namely, disclosure of CSA by either a child or adult is required 
for help to be provided, which it then would be. It is also reasonable to suggest that 
knowledge of the availability of effective help and support (most recently referred to as 
best practice) could potentially ease any concerns held by children or adult survivors 
about disclosing sexual abuse.  But is the relationship between disclosure and 
receiving help really this straightforward?  The practice wisdom of the counsellors and 
even a brief perusal of the research literature would suggest that it is anything but.  As 
has been stated, it is enormously difficult to disclose, then disclosures are met with 
fraught responses.  Indeed, the Mullighan Inquiry found that there is a lower than ’30 
per cent treatment level across the State for children who have been abused’ sexually’ 
(2008, p 415). 
 



 

 
Beyond health 
While some effects of CSA may be health-related, many are not.  For example, the 
participants in this research emphasised the difficulties of the secrecy surrounding the 
abuse and its significant, isolating and ongoing effect on relationships and activities.  
Services responding to adults who have experienced CSA need to avoid dealing only 
with ‘health’ effects and provide, or refer clients to, broader therapeutic interventions 
such as counselling. 

 See Recommendation 15 below. 

Experiences with counselling 
Many participants had previous experience of counselling of some description but the 
issues raised in previous counselling were not necessarily about CSA explicitly, rather, 
feelings of depression or marital/relationship issues. A range of negative experiences 
were reported, and one theme that arose several times was that the abuse had been 
able to emerge, but was then not dealt with or properly understood within the 
counselling context.  

One woman participating in the research, who had been abused for seven years from 
the age of four, was offered ‘Inner child therapy’, which she found unhelpful and very 
distressing. She described it in this way: 

The inner child work caused regression to a four year old level and a discovery of my 
vulnerability. Like they’d done a caesarean, pulled the child out, and left me on the 
table. 

Another participant talked about how difficult it was to talk to a counsellor who 
obviously had no experience or information about offender tactics or their impact. 
Others mentioned how difficult it was to even begin on such a topic if they felt that the 
professional’s time was limited.  

Other studies have established (for example, Crisma, Bascelli, Paci and Romito 2004; 
Fleming 1997;  De Visser, et al 2003; and, Wijma, B.et al 2003) that many generic 
counsellors, GPs, psychiatrists and social workers are neither informed nor confident 
about responding to issues of child sexual abuse, and are perceived as such by 
individuals who have been sexually abused. In many cases, these workers do not have 
a high index of awareness about the possibility of abuse having occurred, they are not 
comfortable about strategies to ascertain this, and they are not sure what to do with the 
information if it does emerge.  The literature suggests that even when presenting 
issues can include such things as teenage pregnancy, anorexia or extreme fear of 
internal/genital examination, the issue of CSA is not explored. 

It is also known (and supported by this study) that many people who have been abused 
as children, receive treatment for symptoms of their distress, such as alcohol or other 
drug misuse, depression and relationship problems, and that this treatment can be 
provided without the factor of CSA ever coming to light. 

 This affirms the need for Recommendations 12 and 13. 

 See also Recommendation 23 below. 

 Multiple needs 
Counsellors in the project also highlighted the fact that client needs may be 
compounded by other factors.  The concept of compounding oppression is relevant to 
any discussion of appropriate service provision. Some adult survivors of CSA live with 
the effects of multiple oppressions, for example: poverty, sexism, racism, violence, 
homophobia, religious or political persecution in their country of origin, disability, and 
geographical and/or social dislocation. Some may be imprisoned or have lived in 
Alternative Care.  One implication of responding to such intersecting factors is that 
workers need to be highly skilled to recognise and work with multiple levels of need.  



 

 This affirms the need for Recommendation 5. 

The value of a designated counselling service 
Participants in this study had, by definition, sought counselling to specifically assist 
them to deal with the effects of CSA. This study did not set out to in any way to 
evaluate the effectiveness of the Respond SA counselling. However, it is noteworthy 
that most participants reported that this counselling experience at a designated service 
had been very helpful – even life saving. 

Most participants had sought counselling support from Respond SA because it was a 
free service, specifically designated to meet the needs of adults who were abused as 
children. This meant that they did not have to struggle to negotiate disclosure because 
it was ‘a given’ in using the service. Even more important to participants was the fact 
that the counsellors were knowledgeable about child sexual abuse, its dynamics and 
effects, as well as being highly skilled in talking about the needs and responses of 
clients. The need for a service such as Respond SA is also highlighted by the service 
usage patterns, which indicate an increasing number of individuals accessing the 
service – and a waiting list for appointments. 

It is important to consider what mix of support and intervention may be appropriate for 
any individual who has been subjected to CSA and how this should be sequenced for 
maximum effectiveness. Given the prevalence of child sexual abuse, it appears 
inevitable that there will be high demand for any service which appropriately meets 
needs. It is likely that any such service will need to develop guidelines about how to 
best manage this demand in ways that do not compromise the quality and accessibility 
of response. 

The Mullighan Inquiry (2008) supported the establishment of a designated service for 
adult survivors of child sexual abuse. 

 This affirms the need for Recommendation 5. 

Recommendation 14 

It is recommended that shared practice principles be developed by agencies 
providing services to survivors of CSA.  An example of such principles is 
provided as Appendix C.  

Access, diversity and referral issues 
It was identified by the counsellors in this study that there are particular population 
groups whose needs may require specific attention to ensure appropriate and 
accessible services. There is also a need for services to reach people whose 
circumstances have distanced them from easy access to appropriate support. These 
include people living in rural and remote locations, people living with a disability, people 
from linguistically and culturally diverse backgrounds, Aboriginal people, people who 
lived in Alternative Care and people in prisons.  The definition of ‘appropriate’ support 
services must adequately meet the access needs of diverse groups. This point cannot 
be made strongly enough as we know the composition of the participant sample is 
consistent with other research indicating that Aboriginal and CALD individuals do not 
always feel comfortable accessing existing models of CSA service provision (Suchting 
1999, Alaggia 2004).   

The referrer of 40% of referrals to the Respond SA agency between July 2004 and 
November 2005 were recorded (Appendix A, Referrals).  Of the referrals recorded, only 
4% were referred by a police agency and only 10% by a health agency.  Most, 51%, 
were referred by family, friends, self or ‘other’. 

Recommendation 15 

Induction, professional development initiatives and shared practice principles 
(Recommendations 8, 12 and 14) need to include information to support 
increased, timely and supportive referral processes. 



 

Professional strategies 
Information is crucial for both clients, their families and significant others and it is 
possible that for some, particular information may be all that they require. 

Recommendation 16 

Provide information for clients, their families and significant others.  Forms could 
include kits, community development, web based resources and training 
packages.  

Recommendation 17 

Ensure there are a range of services including but not limited to group work and 
one-to-one counselling, provided by any specialist service. 

Recommendation 18 

Any community education programs specifically for children, and designed to 
encourage/facilitate disclosure (such as Protective Behaviours), need to 
develop accompanying information for adults/related workers and significant 
others on how to listen to and respond appropriately to disclosure. 

Specific professional groups 
Some professional groups are far more likely to work with people who have been 
sexually abused as children than other professions.  Nurses, for example, are likely to 
deal with injuries as a result of abuse, and welfare workers are likely to be involved in 
ensuring the safety of children.  How a welfare worker discusses notions of family, 
relationships and maintaining connections, for example, will be significant in both 
undermining problematic societal messages and building trust, hope and a partnership 
for ensuring the child’s safety.  

Recommendation 19 

In providing professional training and peer support (Recommendations 12, 13 
and 23); consideration should be given to specific, recurring roles in responding 
to disclosures of CSA. 

 

8.6 Research implications and professional development regarding CSA  
Research and evaluation 
Children’s and young people’s perception of what constitutes a helpful response is still 
relatively unknown and is currently most often captured in the retrospective accounts of 
adult survivors.  Further qualitative research is needed in this area.  

Further work is also needed to investigate different forms of abuse and different 
patterns of perpetrator tactics. It is important that paedophilia specifically, and child 
sexual abuse more generally, are better understood and more accurately described. 
Such work could indicate directions for appropriate intervention strategies and may 
also lift the veil of secrecy that currently serves to protect perpetrators who sexually 
abuse children and simultaneously maintain seemingly conventional family 
relationships. 

Recommendation 20 
Fund and undertake research regarding children’s and young people’s 
perceptions of what constitutes a helpful response to their disclosure of CSA. 

Recommendation 21 
Fund and undertake research investigating different forms of child sexual abuse 
and different patterns of perpetrator tactics. 

Recommendation 22 



 

Include the findings from Recommendations 20 and 21 in professional 
development and community education campaigns (Recommendations 2, 3, 4, 
6, 7, 8, 10, 12, 13 and 16). 

Professional development and capacity building 
Working with trauma requires high order skills that need to be supported by ongoing 
professional development, flexible working roles and appropriate clinical consultation. It 
is interesting to note that the counsellors involved in this project consistently highlighted 
the value of being able to reflect, analyse, and discuss their own practice with peers. 
This was rated as enormously useful to their professional development. 

Individuals and services holding specific expertise in the area of child sexual abuse 
could potentially have a greater involvement in capacity building in generalist services 
and the wider community. This could include supervision or mentoring of workers, 
sector development via training, community development and the dissemination of 
information through the media and other outlets.  

Relationships Australia (SA) espouses collaborative practice as one of its guiding 
principles. Both the 2005 Evaluation of Respond SA20 and the analysis by counsellors 
interviewed for this research, affirm that effective sector-wide collaboration is crucial for 
the successful delivery of services to survivors of CSA and for the allied training and 
advocacy functions which accompany this. 

This philosophy of collaboration was mirrored in the research design itself.  
Collaboration was integral to the relationship between the consortium research team 
and the counsellors/managers from Respond SA. The co-researcher status of these 
workers was fundamental to this study, contributing to innovative research 
methodology and the resultant value of the data generated. The concept of 
collaboration is fundamental to redressing the imbalance of power experienced 
throughout the abuse in all contexts – therapeutic, policy and service development and 
research. 

Recommendation 23 
Foster a professional development environment as modelled by and discussed 
in this research report, allowing workers responding to the effects of CSA to 
exchange and develop practice wisdoms, especially given limited research on 
the subject. 

Recommendation 24 
Utilise the wisdom of survivors of CSA to develop professional education 
content and public education messages. 

 

                                            
20 Breckenridge, J., Cunningham, J. & Jennings, K., (2005) Respond SA: Adult childhood sexual abuse service: 
evaluation report, July to December 2004, Centre for Gender-Related Violence Studies, UNSW. 
 



 

9. List of Recommendations 
 
Recommendation 1 

Planning and funding with regard to child sexual abuse needs to reflect the widespread 
nature of its incidence and effects. 

Recommendation 2 
There is clearly an urgent need for a community education and/or community 
development strategy to be implemented to address unhelpful social attitudes and 
beliefs that have and will continue to significantly undermine any efforts to expose child 
sexual abuse in our community, and heal or minimize the effects for victims.   

Furthermore, research participants clearly articulated their preference that survivors be 
involved in the design and delivery of such strategies. 

Recommendation 3 
Include information regarding perpetrator profiles and perpetrator tactics such as 
maternal alienation in public education strategies (Recommendation 2). 

Recommendation 4 
It is recommended that ‘Protective Behaviours’ training and education for both children, 
families and professionals be comprehensively reviewed and updated. Messages that 
include or allude to the ‘stranger danger’ myth (that most sexual abuse is perpetrated 
by a stranger) must be removed.  Where applicable, this education should be updated 
with correct perpetrator profiles and information about verbal and non-verbal disclosure 
and help-seeking behaviours. 

Recommendation 5 
Ensure there is a specialist service to respond to the needs of children and adults who 
have been subjected to CSA.   

Recommendation 6 
Build the confidence and skills of ‘victims’ to disclose CSA and seek help, by circulating 
stories of other survivors (that are tailored to a range of age groups) through, for 
example, radio, theatre, publications, beer coasters. Given the high incidence of 
unhelpful responses to disclosures, these stories may include advice on what to do if a 
disclosure is not met with the response that was hoped or expected.  

Recommendation 7 
Given the particular difficulties for children, especially aged less than 12 years, in 
disclosing and receiving support, particular attention needs to be focussed on the 
education, confidence and support needs of children.   

Recommendation 8 
It is recommended that training in how to provide an immediate and helpful response to 
a disclosure of CSA be made available to professionals and people in community-
serving positions (i.e. positions such as welfare volunteers and clergy, in whom people 
may confide/disclose).  

Where existing front-line response training is already in place, these could include 
specific references to child sexual abuse (such as the DECS SMART program 
(strategies for managing abuse-related trauma) and the mental health community-
based program Mental Health First Aid developed by the University of Melbourne). 

Recommendation 9 



 

It is recommended that a website be developed providing advice to community 
members and professionals regarding disclosure and help seeking behaviours, and 
helpful responses to a disclosure of CSA by a child, an adolescent or an adult. 

Recommendation 10 
It is recommended that the specialist service (Recommendation 5) provide advice and 
support to the significant adults and family members of their clients, taking into account 
the desires and safety needs of their primary client (the victim of CSA).  Yarrow Place, 
the general sexual assault service offer such counselling to significant others in 
addition to their identified clients. 

Recommendation 11 
Given feelings of professional inadequacy (Holden 2002), and the fact that most people 
disclosed to are untrained community members, to relieve any sense of being 
overwhelmed, and to support appropriate referral, it would be useful to circulate 
information on the roles of people disclosed to, as well as the roles of various 
professionals. This information could form part of the community education strategy 
(Recommendation 2).   

Where existing work clarifying roles has already begun, specific references to 
responding to child sexual abuse could be made (such as within the DECS SMART 
program (strategies for managing abuse-related trauma) and the mental health 
community-based program Mental Health First Aid developed by the University of 
Melbourne). 

Recommendation 12 

It is recommended that the induction and core training/education programs for early 
childhood, welfare and health staff (including drug and alcohol-related staff), be 
reviewed to ensure staff are sensitive to disclosure and help-seeking behaviours, and 
are equipped to respond appropriately. 

Recommendation 13 
Establish a professional telephone helpline for staff to receive advice on supporting a 
client who has disclosed or is seeking help regarding CSA. 

Recommendation 14 
It is recommended that shared practice principles be developed by agencies that 
provide services to survivors of CSA.  An example of such principles is provided as 
Appendix C.  

Recommendation 15 
Induction, professional development initiatives and shared practice principles 
(Recommendations 8, 12 and 14) need to include information to support increased, 
timely and supportive referral processes. 

Recommendation 16 
Provide information for clients, their families and significant others.  Forms could 
include kits, community development, web based resources and training packages.  

Recommendation 17 
Ensure there are a range of services including but not limited to group work and one-
to-one counselling, provided by any specialist service. 

Recommendation 18 
Any community education programs specifically for children, and designed to 
encourage/facilitate disclosure (such as Protective Behaviours), need to develop 
accompanying information for adults/related workers and significant others on how to 
listen to and respond appropriately to disclosure. 



 

Recommendation 19 
In providing professional training and peer support (Recommendations 12, 13 and 23); 
consideration should be given to specific, recurring roles in responding to disclosures 
of CSA. 

Recommendation 20 
Fund and undertake research regarding children’s and young people’s perceptions of 
what constitutes a helpful response to their disclosures of CSA. 

Recommendation 21 
Fund and undertake research investigating different forms of child sexual abuse and 
different patterns of perpetrator tactics. 

Recommendation 22 
Include the findings from Recommendations 20 and 21 in professional development 
and community education campaigns (Recommendations 2, 3, 4, 6, 7, 8, 10, 12, 13 
and 16). 

Recommendation 23 
Foster a professional development environment as modelled by and discussed in this 
research report, allowing workers responding to the effects of CSA to exchange and 
develop practice wisdoms, especially given limited research on the subject. 

Recommendation 24 
Utilise the wisdom of survivors of CSA to develop professional education content and 
public education messages. 

 



 

10. Conclusion 
There were four key aims of this research, all of which have been achieved and can 
serve to enlighten counsellors, the agency in which they work, the sector as a whole 
and the state government department responsible for funding this work.  

In mapping the patterns of disclosure as reported by the sample of Respond SA clients 
prior to accessing Respond SA, it was evident that the incidence of child sexual abuse 
is significant, and hence should not be viewed or funded as a marginal issue or a small 
population of ‘victims’.  It was also evident that CSA is significantly under-reported, and 
when it is disclosed, this most commonly occurs in adulthood. The general population, 
as well as workers who are not specifically trained in responding to the effects of CSA, 
are by far the greatest proportion of people who are disclosed to, and unfortunately are 
not currently equipped to respond appropriately.  Research and community education, 
development and training are thus urgently required to publicise the prevalence of child 
sexual abuse, alert people to the possibility of its occurrence within families and 
improve responses to disclosures. 

In exploring the clients’ past experiences of seeking help including counselling, groups 
or other chosen strategies, as well as in exploring workers’ experiences and 
understanding of disclosure and help seeking by adults subjected to CSA, it was 
apparent that workers not specifically trained in this subject require and have requested 
urgent professional development and support.  Participants/survivors also clearly 
expressed a preference for the availability of specifically-trained staff. 

It was clear in examining the circumstances that prompted individuals to approach 
Respond SA that there is some work to be done in improving referral processes to both 
increase referral, and ensure that process is supportive of all population groups.  

This research reveals emphatically that there is a need for designated flexible services 
to be available for adults who have been abused as children and their families.  
Respond SA services were highly regarded by the sample of clients and it was 
considered that a sharing of this expertise would be useful in developing cross-
agency/sector practice principles.  

It is clear that a specialist response is required, and that those specialists require and 
deserve professional development.  However, ensuring access to these specialists for 
clients/’victims’/survivors is so problematic that most ‘victims’ do not disclose, and 
those who do rarely receive the help they are seeking.  Work is thus urgently required 
at this end of the spectrum. 

As a conclusion to this report, and also as a foundational notion for further work in this 
area, it is important to remember that while CSA is destructive and can have 
ramifications that continue into adulthood, adults and children can and do incorporate 
these experiences into their lives in ways that allow them to live full and satisfying lives.  
Because CSA can have ramifications for trust-building and relating, people may 
remember their experiences daily, however they can also be encouraged to focus on 
other positive and strength-building aspects of their lives also.  Just as the effects of 
abuse can be exacerbated by negative circumstances or events, they can also be 
assisted by positive relationships and appropriate therapeutic or other responses. As a 
community and as practitioners, we need to be mindful of the balancing act that is 
accepting and validating these historical experiences, but also acknowledging and 
engaging with all of the aspects of who the person is now.  We must not put people into 
a “victim status” in order for them to seek support, nor must we keep them in that role 
in order to receive ongoing help and assistance. 

While the women and men who bravely shared their stories of childhood abuse may 
not immediately benefit from policy and practice arising from this research, their 
generous participation and their altruism in contributing to an enhanced understanding 
of both the issues surrounding CSA and improved service delivery in responding to it, 
are hugely appreciated. The research team thank you all. 
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APPENDIX A 
Service usage patterns July 2004 – November 2005 

The context of service provision 
Respond SA has been funded by the Government of South Australia to ensure that there are 
appropriate and effective responses to adults who have been subjected to CSA.  The service 
has been developed to ensure that: 

1. Adult survivors are able to access a range of support services. 

2. There is an appropriate response by organisations when a report of past sexual abuse 
is made. 

3. Health care workers and other frontline professional groups have the knowledge and 
skills to appropriately respond to the needs of adult survivors. 

4. There is increased knowledge and understanding in the community about the 
difficulties and issues involved for adult survivors. 

Respond SA provides services for the following client groups: 

 Adults (16 years and over) who have been subjected to CSA. 

 Their families and significant others. 

 Workers and agencies who work with or respond to the client group.   

The service consists of the following elements: 

 Telephone Helpline which provides information, support and counselling to callers 

 Specialist ongoing counselling (face to face or by telephone) 

 Provision of Therapeutic Support Groups 

 Training and Service Development 

 Policy Advice to Government and the Sector. 

Only the first three elements relevant to this research project will be reported on in this 
document. 

Client service usage  
This section of the Report documents Helpline and allocated counselling statistics for the 
period 5/7/04 (establishment of Respond SA) to 31/10/05 (approximately 68 weeks excluding 
the Christmas holiday break in 2004).  While this does not cover all of Respond SA’s service 
elements, it does provide a very important indication of the extent to which adult survivors of 
CSA and their families have accessed Respond SA’s information and counselling services. 

The information presented is drawn from two sources.  The first source is the Client 
Information Sheet (Appendix B) which is completed for all client contacts at Respond SA at the 
point of entry to the Service – the Helpline.  At times it is assessed to be inappropriate to ask 
certain questions of callers due to the level of their distress and clients themselves may 
choose not to provide certain information, wishing to remain anonymous.  It is also the case 
that workers may not have recorded answers to certain questions for reasons unknown.  
Hence there may be gaps in certain demographic features of the overall sample of 
respondents.  The second source provides allocated counselling figures derived from RA 
(SA)’s electronic diary system documenting face to face and telephone counselling sessions.  
Survivor Groups have been offered regularly – often in conjunction with other organisations 
and also involving those agencies’ clients.  This account will report only on the number of 
clients who have attended a group work program offered by Respond SA. 



 

Helpline client statistics 
At the time of this research being conducted the Helpline was operating from 9am to 5pm, 
Monday to Friday and providing support and information to callers.  Telephone responses are 
often lengthy and complex.  Workers provide information about police and legal options and 
other support services in addition to providing telephone counselling.  Helpline staff collect, 
where appropriate, demographic information from each caller and may make referrals to the 
SAPOL Sex Crimes Investigation Branch (SCIB).  The following statistics provide a description 
of the Helpline’s clients (including counselling clients), their circumstances and their needs.  As 
many are a first contact only it is often not appropriate to ask personal details. 

Figure 1: Type of caller 
     Number         % of total 

Not appropriate to ask       5 0.3% 

Survivor 1153 79% 

Significant Other   179 12% 

Other     80  5% 

Unknown     40  3% 

   

Total 1457  

Please note, ‘significant other’ includes family and close friends and ‘other’ may include 
acquaintances and professional consultation with workers from other agencies.  

 
Figure 2: Gender 
     Number          % of total 

Female 1076 74% 

Male   378 26% 

Unknown      3 0.2% 

   

Total 1457  

This confirms a previously observed pattern of men as well as women accessing Respond SA 
services. 



 

Figure 3: Age  
     Number          % of total 

Not known 728 50% 

16-19  36   2% 

20-29 151 10% 

30-39 208 14% 

40-49 162 11% 

50-59 104  7% 

60-69  54  4% 

70+  14  1% 

   

Total: 1457  

The range of ages here indicates that people of all ages are accessing the Telephone 
Helpline. 

 
Figure 4:  Callers remaining anonymous  
     Number          % of total 

Remaining anonymous  121   8% 

Not anonymous 1336 92% 

   

Total 1457  

 

Figure 5: Cultural Identity 

Not appropriate to ask 646 44% 

Not recorded 458 31% 

Indigenous   34   5% 

Anglo Australian 253 10% 

Australian*   33   5% 

Other Cultural backgrounds   33   5% 

   

Total 1457  

 

Please note: Australian* refers to individuals born in Australia but who also acknowledge a 
different cultural background.  For example, Greek-Australian. 

 
 



 

Helpline Perpetrator Statistics  
Figure 6: Perpetrator’s Gender  
     Number          % of total 

Male  659 45% 

Female   48   3% 

Not appropriate to ask 494 34% 

Unknown 256 18% 

   

Total 1457  

 
Figure 7: Perpetrator’s Relationship to Caller  
     Number          % of total 

Family member 241 17% 

Parent 161 11% 

Step-parent  76  5% 

Stranger  28  2% 

Acquaintance  72  5% 

Clergy  26  2% 

Institutional/residential  55  4% 

Authority figure  67  5% 

Other  39  3% 

Not known/not recorded 231 16% 

Not appropriate to ask 461 32% 

   

Total: 1457  

 

Note: 174 callers (12%) disclosed more than one perpetrator. 

Where the relationship of the perpetrator to the client was known, the majority of 
perpetrators were immediate and extended family members, acquaintances and 
authority figures (43%).  Child sexual abuse perpetrated by strangers, members of the clergy 
and residential care workers accounts for only 8% of this sample.  This is consistent with 
research (such as Kelly et al. 1991; Cawson et al. 2000 and Goldman and Goldman 1988) 
examining the relationship of the perpetrator to the victim, which finds that in an overwhelming 
majority of situations children are sexually abused by someone they know and trust, most 
frequently by immediate and extended family members and family friends.  Children in care 
settings are also abused by adults whom they know (but not necessarily trust), as is the case 
for children abused by members of the Clergy.  However, these groups remain a very small 
proportion of the overall cohort of adult survivors of child sexual abuse. 

 



 

Referrals 
Figure 8: Referrals from other agencies  
        Number          % of total 

Sexual Crime Investigation Branch 
(SCIB) 

  5 0% 

SA Police Services (SAPOL)  17 1% 

Hospital    5 0% 

Health Centre  29 2% 

Other Government agency 111 8% 

Non-Government agency  77 5% 

Family member/friend  64 4% 

GP  28 2% 

Other 244    17% 

Children in State Care Commission of 
Inquiry 

 27 2% 

Self referral   1 
 

 0% 
 

Not appropriate to ask 576 40% 

Unknown/Not recorded 

 

273 19% 

Total 1457  

 
This is a particularly salient finding to consider.  It was originally thought that the majority 
of survivors accessing Respond’s services would be those who experienced CSA in care 
settings or from members of the clergy.  These statistics indicate a much broader client group 
which is again consistent with the literature presented in the first Evaluation Report 
(Breckenridge, Cunningham and Jennings, 2005). 

Counselling statistics  
Respond SA provides both face to face and telephone counselling services.  Telephone 
counselling is distinguished from the Helpline as it involves a specific appointment time with an 
allocated counsellor.  Specialist counselling is provided by the Respond SA staff team and, if 
necessary, specialist contract counsellors are also used.  Respond SA face to face counselling 
services are available from Relationships Australia offices in: 

• Hutt St (City) 

• Elizabeth  

• Marion  

• Hindmarsh 

• Ridgehaven, and 

• Berri. 



 

Respond SA is also providing outreach counselling from: 

• Northern Women’s Community Health Service 

• Gawler Community Health Service, and 

• Dale St Women’s Community Health Service (Port Adelaide) 

• Nunkuwarrin Yunti (Aboriginal health Service) 

• Noarlunga Community Health Service  

• Mt Gambier Community Health Service 

• Mt Gambier Prison 

• Adelaide Remand Centre. 

 
Counselling Statistics 5/7/2004 – 31/10/2005 
Figure 9: Statistical Overview 

  

Face to face counselling sessions 1816

Telephone counselling sessions   593

  

Total number of counselling sessions 2409

  

Number of allocated counselling clients  438

Males 24%

Females 76%

  

Average number counselling sessions 
per week 

36

 

During this period there were 2409 counselling sessions provided by Respond SA (including 
face to face and phone counselling), which breaks down to an average of 36 counselling 
sessions per week.  It should be noted that this is an average only.   

 

 

The breakdown of monthly statistics indicates a gradual increase in the number of 
counselling sessions provided per month, presumably reflecting an increasing awareness 
of Respond SA’s services. 

 

 

Of the 2409 counselling sessions, 1816 were provided as face to face counselling sessions 
and 593 were provided by telephone with already allocated clients (this figure includes phone 
calls with clients, greater than 15 minutes, which have taken place in between scheduled 
counselling sessions, as well as scheduled phone counselling sessions). Clients came from 
across the Adelaide metropolitan area, from a number of regional areas and from several 
more remote areas. There were several callers from interstate. 



 

Total number of counselling clients 
Since inception Respond SA has provided 438 allocated clients with 2409 booked counselling 
appointments (face to face or telephone counselling). 

Of those 438 clients, 103 (24%) were male and 335 (76%) were female. 
 

 
This is an important statistic as it indicates that just on a quarter of Respond SA clients 
are men.  Across Australia sexual assault services have grappled with the difficulties of 
providing a mixed gender service.  In other States and Territories, designated services for 
adult survivors of child sexual abuse frequently provide women- only services or see a very 
small number of men.  Respond SA’s very successful outreach service in men’s prisons would 
contribute to the increased number of men accessing their services. 

 

Group work services 
Clients from Respond SA may be referred to a group program, simultaneously with and/or post 
counselling, or as the only therapeutic intervention. At the end of the data collection period 71 
survivors had participated in groups.  Respond SA counsellors frequently co-facilitate groups 
with workers from other agencies for specific population/target groups. 

Conclusion: A demonstrable need 
Respond SA has continued to increase its service provision to adult survivors of CSA and their 
families.  The service's success in reaching this client group is evidenced in the existence of a 
waiting list.   

In the last month of data collection - the month of October 2005, it is evident that increasing 
numbers of clients were requesting a counselling service, with 46 people being added to the 
waiting list.  A number of factors relating to client service provision may contribute to this 
waiting list: 

 Firstly, increased public awareness of a service designated to deal exclusively with 
adult survivors of CSA facilitates an increasing number of survivors disclosing past 
abuse and accessing an appropriate service – often for the first time.  

 Secondly, client satisfaction with their allocated counsellor and the counselling process 
may mean that duration of counselling is greater than anticipated.  

 Finally, despite substantial funding of a designated service, it is difficult to address the 
needs of a large numbers of survivors who have not received a service in the past. 



 

APPENDIX B 
Information and consent forms 

• Information to be given to participants 

• Participant Information Statement and Consent Form 

• Revocation of Consent 

• Participant Information Statement and Consent Form for counsellors  

• Blank Research Data Form 

 



 

 
 

 
 

 
 

Adults talking about CSA: Experiences of disclosure and use of  
Respond SA services 

A research project being undertaken for Relationships Australia (SA) 2005-6. 
 
Important note: Participation in this research is entirely voluntary. Regardless of the decision you make 
about participating, Respond SA is committed to providing a caring and professional service. Your 
decision about whether to participate or not in the research will not affect your access to Respond SA 
services.   Information will be treated with strict confidentiality (except where disclosure is required by 
law).  Any documentation will be stored in a secure facility at RASA for 7 years.  Research 
documentation will then be destroyed.  

 What do the researchers want to know and why? 

The general aim of the research is to find out what sorts of experiences people have had when they 
have told someone about their CSA. We would also like to know how people thought and felt if they 
chose not to speak about it before coming to Respond SA. 

We want to understand more about what prompts and what prevents the decision to talk about it. And, 
we also want to know about the responses you have had if you have talked about it – for instance, 
whether they were helpful or not. 

We hope that with this information we will be in a better position to contribute to knowledge and 
practices of good training and good service delivery. 

There are four topic areas that we are interested in asking you about. Each topic area will contain a list 
of questions. (Please note that you are not expected to prepare your answers and there are no correct 
or incorrect answers). Your interviewer will be a qualified counsellor and will guide you through a series 
of questions. If you have no response to a particular question, that is fine – the interviewer will simply 
move on to the next topic. The topic areas are as follows: 

1. Pathways to Respond SA 

In this section we would like to know the circumstances that led you to contact Respond SA and how 
you felt about doing that. 

2. Past experiences 

In this section, some background issues will be covered, such as any previous experiences of 
counselling or referral to services you have had. Also, whether you have tried any other types of help, 
and how you have felt about seeking help or support in the past. 

3. Speaking about CSA experiences  

In this section you will be asked about experiences you have had when talking about abuse or how you 
have felt about not speaking about the abuse. We would like to know who you told (not the person’s 
name) and how you felt about it, both before the telling and afterwards. 

4. Hopes and Expectations 

In this section the questions will invite you to talk about what sorts of things that you hope or expect 
could be achieved as a result of using Respond SA services. 

Thank you for your consideration 



 

                           
 

 
PARTICIPANT INFORMATION STATEMENT AND CONSENT FORM 

 

Adults talking about CSA: Experiences of disclosure and use of Respond SA services. 
 

You _________________________ are invited to participate in a study of clients’ pathways to Respond 
SA and their services.  The Respond SA team of counsellors and the project team from the University of 
New South Wales (UNSW), hope to learn about your past experiences of disclosure and help-seeking, 
as well as the triggers that brought you to Respond SA and the services provided.  You were selected 
as a possible participant in this study because you are a current client of Respond SA and are therefore 
in an excellent position to provide information about your past experiences and experiences of Respond 
SA services. 

If you decide to participate, we will ask you to talk about your experiences of CSA in relation to 
disclosure and any past help-seeking, as well as experiences of services you have accessed at 
Respond SA.  A counsellor from Respond SA, not your own counsellor, will interview you, and with your 
permission, take notes from your discussion. It is expected that interviews will last approximately 1 hour. 
All identifying information will be deleted from the notes.  You will have the opportunity to see these 
notes later and you may have a copy of them. At a later date some aspects of your particular situation 
may be written up as a case study (maintaining complete confidentiality).  Again, participation in this is 
entirely voluntary. 

There is a possible risk that the interview will cause distress because it will deal with sensitive 
issues in your life.  Although it is most likely that you will have thought about the focus of the interview, 
it is possible that the discussion may introduce new ideas or stimulate further thought in this subject 
area.  If you experience any discomfort you will be offered a consultation with your own Respond 
counsellor as soon as possible.  

Although we cannot offer any immediate benefits to you, the participant, we hope that an increased 
understanding of the past experiences of adults who have experienced incest and sexual abuse as 
children will better inform the practice of professionals and policy makers who have an interest in this 
area.  

Any information that is obtained in connection with this study and that can be identified with you will 
remain confidential, and will be disclosed only with your permission, except as required by law.  If you 
give us your permission by signing this document, we plan to publish the results in journals, present 
results at professional conferences, and to furnish a summary of the results to participants.  In any 
publication, information will be provided in such a way that you cannot be identified. 

 

 

 



 

PARTICIPANT INFORMATION STATEMENT AND CONSENT FORM (continued) 

Adults talking about CSA: Experiences of disclosure and use of Respond SA services. 
Complaints may be directed to the Ethics Secretariat, The University of New South Wales, 
SYDNEY 2052 AUSTRALIA (phone 9385 4234, fax 9385 6648, email ethics.sec@unsw.edu.au). 
Any complaint you make will be treated in confidence and investigated, and you will be informed 
of the outcome. 

Additionally, you may choose to contact Ian Law, Director of Community and Relationship Services of 
Relationships Australia, South Australia (RASA). Phone contact is (08) 82234566 or email 
i.law@rasa.org.au.  Once again, any complaint you make will be treated in confidence and investigated, 
and you will be informed of the outcome 

Your decision whether or not to participate will not prejudice your current or future relations with the 
University of New South Wales or the Respond SA service. If you decide to participate, you are free to 
withdraw your consent and to discontinue participation at any time without this affecting your access to 
Respond SA services. 

If you have any questions, please feel free to discuss your participation with your counsellor or Jodie 
Sloan, Manager of Respond.  If you have any additional questions, these can be forwarded via Respond 
SA to the researchers.  

You will be given a copy of this form to keep.      

You are making a decision whether or not to participate.  Your signature indicates that, having 
read the Participant Information Statement, you have decided to take part in the study. 

 

 

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

Signature of Research Participant                                                                          Signature of Witness 

      

 

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

 (Please PRINT name)      (Please PRINT name) 

 

 

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

Date        Nature of Witness 

 

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

Signature(s) of Investigator(s) 

 

 

.……………………………………………………. 

Please PRINT Name 



 

                           
 

 
 

REVOCATION OF CONSENT 

Adults talking about CSA: Experiences of disclosure and use of Respond SA services. 
 

I hereby wish to WITHDRAW my consent to participate in the research proposal described 
above and understand that such withdrawal WILL NOT jeopardise my relationship with the 
University of New South Wales or Respond SA. 

 
 
 

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

Signature of Research Participant                                                                      

      

 

 

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

 (Please PRINT name)      

 

 

 

……………………………………………………           

                                     

Date 

 

 

The section for the revocation of consent should be forwarded to: Dr Jan Breckenridge School of Social 
Work, University of New South Wales SYDNEY 2052. 

 
 



 

                           
 

 
PARTICIPANT INFORMATION STATEMENT AND CONSENT FORM FOR 
COUNSELLORS. 

 

Adults talking about CSA: Experiences of disclosure and use of Respond SA services. 
 

You _________________________ are invited to participate in a study of clients’ pathways to Respond 
SA and their services. This study is being conducted by the Respond SA team of counsellors and the 
project team from the University of New South Wales (UNSW). You were selected as a possible 
participant in this study because you are a member of the Respond SA counselling team and have been 
involved in the development of this research project.  

If you agree to participate, we will ask you to talk about your experiences of counselling people for CSA, 
specifically in relation to their disclosure and help-seeking, as well as their experiences and 
expectations of accessing the Respond SA service. There will also be some questions about the whole 
issue of CSA and public perceptions of it, and about your experience of being involved in this research 
project. A researcher will interview you, and with your permission, take notes from your discussion. You 
will not be asked to talk about specific clients in any way that could identify them or breach 
confidentiality. It is expected that interviews will last approximately 1 hour to 90 minutes.  With your 
permission you may be quoted in the final report. As a co-researcher you will have the opportunity to 
see the report in draft form and to contribute to it, including amending any of the quotes attributed to 
you. It is not anticipated that the interview will cause you any distress.   

We hope that your involvement as a participant and co-researcher in this research project will lead to an 
increased understanding of the past experiences of adults who have experienced incest and sexual 
abuse as children and better inform the practice of professionals and policy makers who have an 
interest in this area.  It is also hoped that your involvement will extend and enhance your own 
professional experience, enabling you to reflect on your own work and contribute to the knowledge in 
this area. 

Any information that is obtained in connection with this study will remain confidential, and will be 
disclosed only with your permission, except as required by law.  If you give us your permission by 
signing this document, we plan to publish the results in journals, present results at professional 
conferences, and to furnish a summary of the results to participants.   

 

 

 



 

PARTICIPANT INFORMATION STATEMENT AND CONSENT FORM (continued) 

Adults talking about CSA: Experiences of disclosure and use of Respond SA services. 
 

Complaints may be directed to the Ethics Secretariat, The University of New South Wales, 
SYDNEY 2052 AUSTRALIA (phone 9385 4234, fax 9385 6648, email ethics.sec@unsw.edu.au). 
Any complaint you make will be treated in confidence and investigated, and you will be informed 
of the outcome. 

Additionally, you may choose to contact Ian Law, Director of Community and Relationship Services of 
Relationships Australia, South Australia (RASA). Phone contact is (08) 82234566 or email 
i.law@rasa.org.au.  Once again, any complaint you make will be treated in confidence and investigated, 
and you will be informed of the outcome. 

Your decision whether or not to participate will not prejudice your current or future relations with the 
University of New South Wales or the Respond SA service. If you decide to participate, you are free to 
withdraw your consent and to discontinue participation at any time.  

If you have any questions, please feel free to discuss your participation with Jodie Sloan, Manager of 
Respond SA.  If you have any additional questions, these can be asked directly of the researchers.  

You will be given a copy of this form to keep.      

You are making a decision whether or not to participate.  Your signature indicates that, having 
read the Participant Information Statement, you have decided to take part in the study. 

 

 

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

Signature of Research Participant                                                                          Signature of Witness 

      

 

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

 (Please PRINT name)      (Please PRINT name) 

 

 

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

Date        Nature of Witness 

 

 

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

Signature(s) of Investigator(s) 

 

 

.……………………………………………………. 

Please PRINT Name 

 



 

PARTICIPANT INFORMATION STATEMENT AND CONSENT FORM (continued) 

Adults talking about CSA: Experiences of disclosure and use of Respond SA services. 
 

REVOCATION OF CONSENT 
 

Adults talking about CSA: Experiences of disclosure and use of Respond SA services. 
 

I hereby wish to WITHDRAW my consent to participate in the research proposal described 
above and understand that such withdrawal WILL NOT jeopardize my relationship with the 
University of New South Wales or Respond SA. 

 
 

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

Signature of Research Participant                                                                      

      

 

 

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

 (Please PRINT name)      

 

 

 

……………………………………………………           

                                     

Date 

 

 

The section for the revocation of consent should be forwarded to: Dr Jan Breckenridge School of Social 
Work, University of New South Wales SYDNEY 2052. 

 



 

                          
 
 

PARTICIPANT INFORMATION STATEMENT AND CONSENT FORM FOR 
COUNSELLORS 
 

Adults talking about CSA: Experiences of disclosure and use of  
Respond SA services 

A research project being undertaken for Relationships Australia (SA) 2005-6. 
Important note: Participation in this research is entirely voluntary. Information will be treated with strict 
confidentiality (except where disclosure is required by law).  Any documentation will be stored in a 
secure facility at RASA for 7 years.  Research documentation will then be destroyed.  

 What do the researchers want to know and why? 

The general aim of the research is to find out what sorts of experiences people have had when they 
have told someone about their CSA. We would also like to know how people thought and felt if they 
chose not to speak about it before coming to Respond SA. We want to understand more about what 
prompts and what prevents the decision to talk about it. And, we also want to know about the responses 
people have had if they have talked about it – for instance, whether they were helpful or not. 

We are also interested in your professional experiences counselling people for CSA, specifically in 
relation to their disclosure and help-seeking, as well as their experiences and expectations of accessing 
the Respond SA service. . You will not be asked to talk about specific clients in any way that could 
identify them or breach confidentiality. There will also be some questions about the whole issue of CSA 
and public perceptions of it, and about your experience of being involved in this research project. 

We hope that with this information we will be in a better position to contribute to knowledge and 
practices of good training and good service delivery. 

There are four topic areas that we are interested in asking you about. Each topic area will contain a list 
of questions. (Please note that you are not expected to prepare your answers and there are no correct 
or incorrect answers). If you have no response to a particular question, that is fine – the interviewer will 
simply move on to the next topic.  

The topic areas are as follows: 

 Client disclosure 

 Issues in the counselling process 

 Clients’ hopes and expectations of counselling 

 Counsellor insights about CSA and its impact. 

 

Thank you for your consideration 



 

Respond SA research data 
 

Date         

Researcher     

 

Interviewee details 
Female    

Age    

Number of Respond SA counselling sessions the person has had 

Special population 
group__________________________________________________________ 

 

Rural   Metro___________________ 

 

Any other non identifying data of relevance from the Client Contact Form, for example: 

 

Length/ duration of 
abuse____________________________________________________ 

Age when abuse occurred - early childhood 

The offender (category, e.g. Family member, teacher) father 

Anything else of 
relevance____________________________________________________ 

 
Pathways to Respond SA 
1.    What has prompted you to contact Respond SA 

2. Is there anything you have had to overcome in order to contact this service (either 
personally or something more general)? 

 
Previous experiences of counselling and help seeking 
3) a) Have you ever attended counselling or sought other help such as group or other 

therapy anywhere else (either before or currently)? 

 b) Was this related to CSA? 

 c) Did any of this counselling (or other) assist with the issue of CSA? 

 d) Were there any responses that were especially helpful or unhelpful? 

 

Disclosure 
5.  In your childhood/teenage years, were there ever times you attempted to tell, or show, 

someone about the abuse? 

6. If NO. what stopped you? 

7. If YES,  



 

 a) Who did you try to let know (Do not name the person, just indicate whether it was a 
 family member, or a teacher, friend etc) 

 b) How did they respond? 

8.  Can you say something about how that was for you at the time? 

9. How do you think this experience influenced you in talking about the abuse later in life? 

10 a) As an adult, have you spoken to people (other than counsellors) about the abuse you 
 experienced? 

b) If YES, can you tell us a bit about that? (e.g. Did you discuss it at some length or was it 
‘in passing’)? 

c) How did you feel about the response to this? 

11. Do you have any view or feelings about using a counselling service that specializes in 
CSA issues, compared to using a more general counselling service? 

12. What do you think most people know about CSA and what do they say about it? 

 
Hopes and expectations 
13. What were your hopes in coming to counselling at Respond SA? 

 
Interviewer’s reflections and analysis 
This section is not part of the interview record of ‘what was said’, which will be given to the 
client.  It is the researcher’s reflections and analysis of the issues raised.  This analysis is a 
key part of the interpretation of the data and will be used by the writers when clustering and 
summarizing the research findings.  Some bits may be quoted in the final report (and attributed 
to the researcher, unless this is not wanted for any reason). 

Some ideas which may assist your reflections: 

• Recurring themes 

• Not a theme from research but a theme from my practice men disclosing predominantly 
to females about their experiences not to men 

• Any marked differences from other interview patterns or themes? 

• Responses in interview that were new or different from counselling disclosures you 
have heard. 

• New insights about the issue of CSA 

• Any issues that you consider have particular relevance for specific population groups? 

• Any implications for service delivery from this interview? 

• Any personal thoughts or feelings evoked for the researcher about the interview? 

• Were there any particular phrases or expressions used that stood out for you? 

 
 



 

APPENDIX C 
Suggestions regarding Shared Practice Principles 
The counsellors who interviewed participants, and the participants themselves, talked about 
the essential and desirable understandings for effective therapeutic encounters. Their views 
spanned a range of counselling contexts, e.g. one-to-one, group, or telephone. The following 
points present recurring themes, wherever possible in the exact words of those who were 
interviewed. 

The counsellors said: 

• Feeling safe is crucial and you can’t expect a client to have immediate trust. It’s 
important to be as transparent as possible about our policies regarding things such as 
confidentiality.  

• Sometimes clients do not want to go over the details of the abuse – rather, they need 
support to deal with the ways in which the abuse has produced unwanted feelings and 
responses that interfere with current life circumstances. 

• It’s important to use skills that invite the client to frame the agenda of issues and to set 
a pace of therapeutic work that is appropriate to their needs at given times. 

• It’s vital to recognise the skills and strengths of the client and to always keep in mind 
that their lived experience is more than the abuse they have been subjected to. 

• It’s very helpful for many clients to understand that a crime was committed against 
them and that the perpetrator is wholly responsible for the abuse. 

• Be able to listen well and be a ‘witness’ to a client’s disclosure. 

• Recognise and explain perpetrator tactics, including attempts to alienate the victim 
from their mother or other significant support. 

• Develop hope for the future. 

• Be prepared for particular events and situations to trigger responses in a client, e.g. 
family occasions at which the perpetrator is present, the development of a new 
relationship. 

• Provide a therapeutic relationship that is supportive, by listening, believing and 
facilitating the client to regain power and agency in their lives. 

• Many adults feel that they should have prevented the childhood abuse. It’s often 
necessary to work hard with a client in a process that reveals that as a child, there was 
no way that they could have prevented what happened to them.  

Clients said: 

• I needed to feel safe and be assisted to put the ghosts of the past to rest. 

• I wanted to be able to get rid of the pain, guilt and shame and I wanted not to be so 
hyper-vigilant all the time. 

• I needed to be able to cry. And I needed to be able to feel. 

• It was important to me that my counsellor knew exactly what I was on about. Not that 
she had all the details straight away, but I felt she understood why I would be confused 
and full of self doubt. It [the counselling] has changed my life. 

• When I first went to a group I felt very frightened but as it turned out, it was the first 
time in my life that I didn’t feel completely isolated. I could actually have conversations 
with people who had similar feelings. It made me feel normal.  

 

 



 

These views merge to form the following suggestions for Shared Practice Principles: 

• That any ‘victim’, in disclosing, needs to confront overwhelming social reluctance to 
acknowledge child sexual abuse (especially within families). Therefore, any disclosure 
and help seeking behaviour should be responded to as an act of courage. 

• Feeling safe in the counselling process is crucial and this cannot be expected too early. 

• Clients often need to deal with unwanted feelings and responses as a result of the 
abuse, rather than going over details of the abuse. 

• It is important to use skills that assist the client to frame their own agenda, and 
subsequently hope for the future. 

• It is often important for clients to recognise that a crime was committed against them 
and that the perpetrator was wholly responsible. 

• It is often helpful for clients to understand perpetrator tactics, including attempts to 
alienate ‘victims’ from their mother or other significant support. 

• It is important to notice and name strengths and talents that individuals have used in 
their responses to their difficulties and in their lives generally. 

• It may take a lot of time for individuals to understand that they were in no way 
responsible and could not have prevented what happened. 

• Be prepared that a number of different events can trigger distress related to the abuse.  

• Provide a therapeutic relationship that is supportive by listening/witnessing, believing 
and facilitating the client to regain power/agency in their lives. 
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