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ABSTRACT 

There were two purposes of this study . The first 

was to describe the demographic nature of counselors at 

the 30 Illinois Coalition Against Sexual Assault 

(!CASA) funded centers and their responses to a trauma 

symptom checklist developed for use with sexual abuse 

victims. The second purpose was to determine if there 

is a significant difference in the means of responses 

to the Trauma Symptom Checklist=33 when sub jects were 

divided into two categories . Subjects (N=81) were 

placed in the nominal categories of Victims (those who 

reported personal sexual trauma, N=41, 50.6%) and Non­

Victims (those who did not report personal sexual 

trauma, N=40, 49.4%). Subjects were 81 female 

counselors who volunteered or were paid to provide 

counseling for victims of rape and sexual abuse in 

Illinois !CASA-funded centers. 

By mail, counselors responded anonymously to items 

on a personal data sheet and the Trauma Symptom 

Checklist-33. Demographic data was reported . The range, 

mean and mode of individual total scores, and an 

anlysis of the significant difference in mean scores 

between victims and non-victims was reported. The null 

hypothesis, that there would be no difference in mean 

scores, was rejected . A conclusion of the study was 

that counselors in !CASA centers which counsel victims 

of sexual assault and their families and significant 



others do experience various symptoms of trauma. Future 

studies should focus on clarifying the causes of trauma 

symptomology. Limitations of the study were presented 

and recommendations were made for possible studies in 

the future. 
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ABSTRACT 

There were two purposes of this study . The first 

was to describe the demographic nature of counselors at 

the 30 Illinois Coalition Against Sexual Assault 

(!CASA) funded centers and their responses to a trauma 

symptom checklist developed for use with sexual abuse 

victims. The second purpose was to determine if there 

was a significant difference in the means of responses 

to the Trauma Symptom Checklist-33 when subjects were 

divided into two categories. Subjects (N=81) were 

placed in the nominal categories of Victims (those who 

reported personal sexual trauma, N=41, 50.6%) and Non­

Victims (those who did not report personal sexual 

trauma, N=40, 49.4%). Subjects were 81 female 

counselors who volunteered or were paid to provide 

counseling for victims of rape and sexual abuse in 

Illinois !CASA-funded centers. 

By mail, counselors responded anonymously to items 

on a personal data sheet and the Trauma Symptom 

Checklist-33. Demographic data was reported . The range, 

mean and mode of individual total scores, and an 

analysis of the signficant difference in mean scores 

between victims and non-victims was reported. The null 

hypothesis, that there would be no difference in mean 

scores, was rejected. A conclusion of the study was 

that counselors in !CASA centers which counsel victims 

vi 



of sexual assault ,their families, and significant 

others do experience various symptoms of trauma. Future 

studies should focus on clarifying the causes of this 

trauma symptomology . Limitations of the study were 

presented and rec ommendations were made for possible 

future studies. 
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CHAPTER I 

INTRODUCTION 

The Illinois Coalitions Against Sexual Assault 

(!CASA) was formed in 1977 to support the work of 

voluntee r rape and sexual assault centers over the 

state of Ill inois. It has evolved into an organization 

which is responsible for training, overseeing, and 

partially funding a network of 30 centers in the state 

of Illinois (see Appendix A). !CASA promotes 

legislation , research, and public education on the 

issues of rape and sexual assault. 

!CASA centers provide counseling and legal and 

medical advocacy for chil d and adult victims and their 

significant others and families. From July l of 1993, 

to June 30 of 1994 , ICASA centers offered their 

services to 11 ,738 new clients. Training counselors, 

advocates , vo lunteers, and the public is an important 

part of their mission. ICASA publishes brochures and 

other resource material about sexual assault and 

maintains a resource library for public use . It works 

with state and national organizations to influence 

legislation and end sexual violence. 

Professionals who help victims have recently 

recognized and documented symptoms of trauma in 

themselves (Morrissey, 1994; Sanford, 1994). 

Identifying personal symptoms of trauma has allowed 

1 



counselors to utilize supervision and maintain 

professional standards while counseling severely 

traumatized clients (Mccann & Pearlman, 1990; Sanford, 

1994). While some of a counselor's symptoms of trauma 

may have been triggered by stress, personal life 

trauma, or illness, some have been the result of 

secondary traumatization , sometimes called vicarious 

traumatization. 

As part of a practicum training at Sexual Assault 

2 

Victims 1st in Collinsville, Illinois, in the 

researcher attended an !CASA sponsored workshop on 

secondary traumatization presented by Linda Sanford. 

Secondary traumatization is a concept different from 

burn-out and different from counter-transference. 

Secondary traumatization is an issue for those 

counselors who work with traumatized clients, for the 

agencies who employ them, and for the educators who 

train counselors . It is an issue which the professional 

community needs to document and address. 

The situations of rape and childhood abuse may 

have varied in many aspects, but both have required 

understanding and empathic counselors with the 

knowledge and skills to provide effective treatment. 

Rape and childhood sexual abuse have specific 

symptomatologies and recovery processes which require a 

counselor to help the client work through trauma 



symptoms and retell the traumatic events which cha nged 

their lives (Courtois, 1988; Meiselman,1990). 

3 

A review of liter ature has supported Post 

Traumatic Stress Disorder (PTSD) as a diagnosis for 

victims after sexual trauma (Gelinas, 1983; Meiselman , 

1990; Rowan & Foy, 1993). According to the Diagnostic 

and statistical Manual of Mental Disorders fourth 

edition (DSM I.Yl (American Psychiatric Association , 

1994), secondary traumatization has occur red when one 

has learned about traumatic events, including "violent 

per sonal assault ... or serious injury" (American 

Psychiatric Association, 1994, p. 424) . Counse l ors have 

recognized their own secondary traumatization, trauma 

exp erienced from listening to cl i ents report traumatic 

memories of sexual abuse and rape. Vicariously 

experienced trauma has only been reported recently in 

the literature as counselors are just now beginning to 

f eel safe enough to admit that the client's terror has 

had a personal impact (Mccann & Pearlman , 1990; 

Morrissey, 1994) and document their responses with 

research and literature. Rage at the horror to which 

women have been exposed has been one common response. 

Personal feelings of fear and vulnerability have been 

another (Mccann & Pearlman, 1990). 

Literature reviews of post traumatic stress 

disorder, vicarious traumatization, and the aspects of 
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both childhood sexual assault and rape were needed to 

fully understand the experiences of the counselors who 

were the subjects of the current study. These are the 

counselors who specialize in sexual trauma survivors. 

For those counselors who have experienced sexual trauma 

in their own lives as a result of rape or childhood 

sexual assault or both , reliving the memories of others 

has sometimes l ed to an increase in the frequency of 

trauma symptoms in their personal and professional 

lives and a need for personal therapeutic intervention . 

Counselors at I CASA centers reported symptoms of 

trauma in themselves during February a nd March, 1995, 

after repeated exposu re t o cl ients who exhibited 

various symptoms of trauma as a result of their 

experiences . Reliving memories with survivors of 

childhood sexual assault and rape, including those 

ritually abused, has presented ICASA counselors with 

trauma (Morrissey, 1994) in their personal and 

professional lives. 

Other counselors in agencies or private practice 

have been careful not to overload their schedules with 

victims of c hildhood sexual abuse and rape . These 

counselors have balanced their counseling schedules 

with clients who were less needy a nd clinically 

demanding (Rosewate r & Walker , 1985 ; Medeiros & 

Prochas ka, 1988) . Counselors at ICASA funded centers 



cannot as they have specia l ized in these c linically 

needy and demanding clients. 

STATEMENT OF P URPOSE 

I t is important for p rofessi onals t o understand 

the potential effects of counseling victims o f sexual 

assault. The extent of abuse , the symptoms of trauma 

i t creates, and the r ecovery proc esses of survivors 

5 

are daily concerns o f ! CASA counselors of victims o f 

chi ld sexual assault and rape. Counselors are effected 

by the hours they spend listeni ng to stories of intense 

traumatizatio n . Counselors i n sexual trauma centers 

wor k wi th people who have experienced severe trauma 

a cross the mental, physical , a nd emot ional spectrum. 

As part o f the recovery process, clients remember and 

re l ive events beyond the normal range of exp erience as 

i f they were happening in f ront of the c ounselor. This 

has c r eated environments in which counselors wer e 

vica rious l y traumatized . 

Although this study has not proven that vi c arious 

traumatization alone created counsel or t r a uma symp t oms 

s imi l ar to those of victims of sex ual assault , it has 

determined which symptoms counselors working with thes e 

special clients were experiencing . These counselor 

t r a uma symptoms reflected t he sexual assault trauma 



symptoms in their clients' lives. I t was also 

determined if those who have recovered from t he i r own 

sexual trauma and become counselors, experienced 

significantly more symptoms of trauma. 

6 

counselors in the 30 Illinois centers funded by 

the Il linois Coa lition Against Sexual Assault (!CASA) 

have t reated a highly traumatized clientele. According 

to the literature review, it is possible that these 

counselors have suffered some kind of secondary 

traumatization f rom e nter ing into empathic 

relations hips with severely traumatized clients. If so, 

both those who have and have not previously been 

victimized will ref lect their clients' trauma symptoms. 

One purpose of this research was to describe the 

demographic nature of the ICASA counselors and to 

determine the kinds of symptoms of traumatization 

reported by counselors . Since vic ari o us traumatization 

could be influenced b y previo us perso nal sexual 

assault, the demographics were collected in categories 

of victims (those counselors who had previously 

experienced childhood sexual ass ault, adult sexual 

assault or both) and non-victims (those counselors who 

had not previously experienc ed c hildhood sexual 

assau l t, adult sexual assault or both). A description 

o f t he trauma responses of the total number of 

counselors respond ing to the instruments sent to !CASA 



centers was also presented . A demographic study 

requires no hypothesis statement, and so none 

was created by the researcher . 

The primary research of this study was to 

determine if there was a significant difference 

alpha level .OS in the means of the total scores 

reported by victims and non- victims. The null 

hypothesis stated that there was no significant 

difference in the mean total score self-reported 
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at 

by the 

sample of victims who were counselors and the mean 

total score reported by counselors who were not 

previously victims. The alternative hypothesis was that 

t here was a significant difference in the mean total 

score reported by victims who were counse l ors and the 

mea~ total score of counselors who were not previously 

victims. 

A review of literature indicated that coun8elo,s 

were vicariously traumatized by the recovery process of 

the i r clients. This study could be significant because 

i t can identify the types of symptomatology reported in 

counselors at !CASA centers and analyze differences in 

counse l ors who were previously victimized and those who 

were not. Analysis of data collected could lead to 

Possible future studies and to recommendations for 

I CASA counselor care. There may be some limited 

generalization to others spec ializing in sexual abuse. 



CHAPTER II 

LITERATURE REVI EW 

A review of literature identifies Post Traumatic 

stress Disorder as a result of sexua l assault (American 

psychiatric Association, 1994) . The DSM IV identifies 

the sympto ms of trauma exhibited by these clients and 

sometimes reflected by counselors who work with them. 

Post Traumatic Stress Disorder 

A diagnosis of posttraurnatic stress disorder 

(PTSD) has resulted from "the development of 

char acter istic s y mptoms following an exposure to a n 

ex treme traumatic stressor" (Amer i can Psychiatric 

Association, 1994, p . 42 4 ) . The stressor has been 

identi fied as experiencing or learning about traumatic 

events beyond t he range of norma l expectatio ns. These 

abnormal events included, among others, sexual assault 

a nd physical attack, and for children, "developmentally 

inappropriate sexual experiences without threatened or 

actual violence or injury" (American Psychiatric 

Association, 1994, p . 424 ) . These symptoms may result 

from witnessing injury or death due to violent assault. 

Post Traumatic Stress Disorder was identified when 

victims were re-exper iencing intrusive memories, 

recurring distressing dreams, and "dissociative states 

8 
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that last from a few seconds t o several hours or even 

days during whi c h components o f the event are relived 

and the person behaves as though experiencing the e vent 

at t he mo ment" ( American Psychiatric Association, 

l994, p.424 ) . I n order t o protect themselves f rom the 

original t rauma and fr o m re- experiencing the trauma , 

people responded with "psychic numbing" or "emotional 

a nesthesia" . They may " loose interest" in life and 

"feel detached" from others or have a "remarkedly 

reduced ability to feel emoti ons " (American Psyc hiatri c 

Association , 1994, p.424). 

The symptomology of PTSD was divided into 3 

categories: 1s t, reexperiencing the traumatic event in 

some way (recurring memories , dreams, and flashbacks); 

2nd , avoidi ng experiences assoc iated with the t r auma or 

numbi ng; and 3rd, inc reased arousal (demonstrated by 

difficulties with sleep, i rr itability , anger, 

di f ficulty concentrating, hypervigilance , or startle 

response). The PTSD diagnostic cr i teria requ ired 

duration of symptoms for more than one month and 

s ignific a nt distress or i mpairment in the social or 

occupational life of the indi v idual o r in some other 

i mportant area of f unct ioning such as thei r sex l ife. 

Thes e symptoms have been reported by both victims 

and by counselors working with victims . The current 

study used an ins trument whi ch identified how 
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frequently some symptoms o f trauma (see Appendi x D) 

have occurred in cou nselors over the last 2 months . 

Wi thout interve ntion, t hese symptoms cou ld interfere 

with the personal li v e s of the counselors and therefore 

interfere with t he therapeutic p rocess. Fo r example, 

just as numbing in a client would interfere with the 

client's ability to form a t herapeutic relati onship 

with a counselor, numbing in a counse l or would 

interfere with the counselor 's ability t o form a 

therapeutic relationship with t he c lient . 

Secondary Traumatizatio n 

A rev i ew of literature identified symptoms of 

t raumatization similar to those of the t raumatized 

vict im in family members and signif i cant o thers with 

close relationships to a victim (Fig l ey, 1983 ; Mccann 

and Pearlman, 1990). While, counse l ors f or ch ildre n and 

adults who have experienc ed physica l , emotional , and 

sexua l t rauma have been helping cl ient's and their 

families' heal, they have "not known how to respond t o 

colleagues display ing simi l ar , if not identi c al, 

symptoms " (Secondary Survival, 1994, p. 1 ) . 

Current attentio n to secondary t rauma has f ocused 

upon those special izing in sexua l abuse trea tment, but 

i t i s a ri sk o f many counselors (Secondary Survival, 
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1994
, p. 8) , including those who treat clients with 

chronic il lness, homelessness, criminal justice 

problems, HIV/Aids , domestic violence, and natural 

disaster experiences. Responses to events or disasters 

which have affected large num bers at the same t i me have 

led t o the identification of "cr itical incident 

stress", an acute type of PTSD, in emergency workers at 

e nvironmenta l disasters or accidents involving the loss 

o f l ife (McCann and Pearlman , 1990; Mitchell , 1985; 

Morrissey , 1994). There is stil l a need to focus more 

research on those who develop symptoms of trauma after 

a l ong exposure t o highly stressful clients. 

Counselors who have spent a sign i ficant p roportion 

of t he i r time working wit h cl i ents who have been raped 

or sexually abused as ch ildren are not immune t o the 

i mages, thoughts , and fee l ings created by exposure to 

the ir c l ients ' traumatic memor i es (Mccann & Pearlman, 

1990). Short ter m reaction to these traumas have 

prev i ous l y been i dentified and d i scussed in l i terature 

o n countertransference (B l ank, 1987; Danieli , 1981 ; 

Lindy , 1988), and the long term disruptive and painful 

psycho l og i ca l effects of work i ng wi th traumat i zed 

cl ients ( Mccann & Pear l man, 1990) are now identif i ed in 

literature as secondary post traumatic stress disorder . 

Countertransference l iterature has referred to the 

cou nse l ors' unresolved or unconsciou s persona l 
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conflicts which come f rom the counse l ors' own early 

experiences and memo ries. Literature reporting 

therapeutic responses to the horror s recounted by 

Vietnam veterans (Blank, 1987) described cases where 

counselors' unresolved traumati c experiences had 

intruded on the therapy p r ocess. Li ndy (1988) 

identified symptoms of nightmares, i ntrusi ve images , 

reenac tments, am n~s ia, estrangement, alienati on, 

ir ri t abili ty, psychophysi o l ogical reactions, and 

survivor guilt in counselors working with veterans. 

These same symptoms have been identified i n counselors 

of sexual assault (Wilson, et al , 1985 ) . 

Literatur e has discussed treatment issues for 

sexual abuse counselors and has warned of the dangers 

of over-identifi c ation with victims, inc reased 

vulnerabili ty , and unresol ved rage at t he perpetrator 

(Colao & Hunt, 1983 ; Hetman, 1981; Mcca nn & Pearlman, 

1990). Farber (1985) use d evidence to indic ate "that 

client pathology has been transferred to counselors . 

Mccann and Pearlman (1990) joined the 

concepts of countertransference and burnout in their 

review of the constructivist self-development theor y of 

Personality . Their theory v iews the therapist's 

responses to client material as shaped by 

characteristics of both the therapist's unique 

Psycho logical needs and cognitive schema (consistent 



with countert r ansference theory) ( p.136 ) a nd by 

characteristics of the situation (consistent with 

burnout literature). Burnout among sexual abuse 

counselors has specialized meaning. "Symptoms o f 

burnout may be the fi na l common pathway of continual 

exposure to traumatic materia l t hat cannot be 

assimilated or worked through" (Mccann & Pearlman, 

1990, p.134). 

13 

Literature describing the concepts of vicarious 

traumatization or secondary PTSD has identified a 

situation beyond countertransference and burnout since 

the counselors' cognitive structures have been altered 

by hearing traumatic material (Mcca nn and Pearlman, 

1990). It was the feeling of Mccann and Pearlman "that 

all therapists working with trauma survivors will 

experience lasting alteration in their cognitive schema 

having a signifi c ant i mpact on the therapist's 

feelings, relationships, and life" (p. 136). 

Counselors experiencing painful images and 

emotions from listening to traumatic memor ies, 

must be able to acknowledge, express, and 
work through these painful experiences in a 
supportive envir o nment ... if therapists are t o 
preve nt o r ame lior ate some o f the potentially 
damaging effec ts of their work. If these 
feelings are not openly acknowledged and 
resolved, there is the risk that the helper 
may begin to feel numb or emotionally 
distant, thus unable to maintain a warm, 
empathic, and responsive stance with clients 
(Mccann and Pearlman, 1990 , p. 144 ). 
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Frustr ated counselors have struggled with victims 

unwilling o r unable to f ocus o n traumatic memories. 

ManY counselors reported feelings of anger as a result 

of working with survivors . Some were aware of the 

source of t hese emotions, others repressed them. 

counselors unabl e to process thei r e motional reac tions 

experienced denial or emotional numbing, a symptom of 

posttraumatic str ess (Mccann and Pearlman, 1990) . 

Recommendations for recovery from secondary PTSD, 

or vicarious traumatization, indicated that the 

counselor needed t o engage in a p rocess parallel to 

that of the victi, This recovery i s a process of 

integrating and transforming the horror and violation 

which has been observed rather than lived. The 

psychological needs of trauma victims identified in a 

review of literatur e o n adaptation to trauma included 

safety, dependence/trust, power, esteem, intimacy, 

independence, and f r ame of reference (Mccann et all, 

1988; Mc cann and Pearlman, 1990) . 

Current social and politic al climates have created 

an environment of crime and violence. Counselors have 

not onl y deal t with an enormous degree of vicarious 

trauma daily, they also have faced the stress f rom the 

current legal climate wh ich caused them to face the 

risks of ethica l complaints and even litigation. Every 

client has a right to a skilled and ethical counselor . 



ry counse l or has a right to a n understanding work 
Eve 

environment whi ch recognizes the d angers inherent i n 
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working with this spec i al ized population and ide nt ifies 

ways to be supportive during times of vicarious 

trauma tization . 

Litarature has recommended that counsel o rs 

continue to educate themselves in the symptoms and 

issues of sexual abuse and the new approaches and 

techniques developed to treat thi s popu la t i on (Ratican , 

1992 ). Cl inicians trea ting sexua l trau ma v i ct ims have 

to use a wide variety of ec l ecti c t echn iques and will 

need t ra i n i ng, continu ing education, and s uppor t . 

Childhood Sexual Abuse 

A review of literature o n chi l dhood sexual abuse 

revealed chi l d a buse in both mal es and female s has been 

more prevalent than previously t hough t ( Le w, 1986). I t 

also revealed that the inc idence o f reported abuse had 

quadrupled from 1909 to 1973 (Ratican, 1992) . Altho u g h 

some t y pe o f l egislation defi n ing ch ild abuse has been 

Part of state laws f or over 100 years (Darrow, 1988) , 

it was not until 197 4 that the fede ra l government 

Passed the Chi ld Abuse Preve nti o n and Treatment Act 

(Mccurdy & Daro, 1994). 



16 

This legis lature established national uniform 

operating standards about the i dentificat ion and 

manageme nt of child abuse cases. A consequence of the 

varying l aws fr om state to state was that the 

definition of maltreatment, its investigation, and the 

procedures for dealing with reported abuse, have varie d 

so there is a lack o f consistency in stati stical 

reporting o r services offered to victims (Fluke, 1992 ; 

Mccurdy & Daro, 1994: Pelton, 1992 ). 

In Illinois, child sexual abuse is defined as the 

sexual exploitation of a child b y an adult, adolescent 

or older chi ld. Chi ldren do not have t o be forced but 

may be bribed or verbally coerced into sexual acts. 

The determining factor in Illinois is the difference in 

age and sexual knowledge between the child and an older 

person. Sexua l abuse inc ludes vaginal, anal or oral 

penetration, fondling, exhibitionism, prostitution, a nd 

photographing a ch ild for pornography (!CASA, 1994). 

The annual State Child Ma ltreatment reports 

between 1985 and 1992 indicated that the rate of 

children reported for abuse or neglect increased 50% 

(Mccurdy & Daro, 1994). Child abuse reports have shown 

an average increase of about 6% each year from 1985 to 

1994 . In 1992, those states separating out sex ual abuse 

as Part of their reports indicated that sexual abuse 

represented about 17% of their statistics (Mccurdy & 
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Daro, 1994) . In I l l inois, inc est is defined as sexual 

relations between fami l y me mbers i ncluding parents, 

stepparents , siblings , u nc les, grandparent a nd other 

blood r e lations ( I CASA , 1994). Of gi r l s reporting 

sexual abuse, 16% were sexua ll y abused by a family 

member a nd 12% o f those were abused befor e t he age of 

l4 (Russe ll , 1988) . 

The d ynam i cs and char acteri s tics of i ncestuous 

families were disc ussed i n the litera ture fr om sever al 

different t heoret i ca l perspec tives : psycho dynamic, 

sociologica l or soc i o-cu ltural , famil y systems , and 

femi nist (Courtois, 1988 ). The study o f incestuous 

behav iors has suffered f rom father-daug hter bias and 

lack of scientific rigor (Courtois, 1988). Such 

discussions had limitations since most i nformation 

about i ncestuous fami ly d ynamics was derived fr om the 

study o f f ather-daughter incest (Courto i s, 1988) . 

However, t he repor ted stat i stics report that o f girls 

with bio l ogical fathers onl y 2 . 3% a re sexua ll y abused 

by them . Of girls with stepfathers, 17% are sexua ll y 

abused by t hem, in fact, girl s wit h stepfathers ar e 7 

times more li kel y to be sexually a bused than other 

gi r l s (Russel l , 1986) . 

1n addition, about 33% of boy v i c tims are related 

t o the men who mo l est them, and 8% o f boys are sexua lly 

abused by fathers or stepfathers (Urqu i za & Keat ing , 
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1990 ) . Another i ssue unaddressed was the 20-25% of 

incest committed b y a sibling, usuall y an o l der brother 

(ICASA, 1994 ) . 

The cha r acteristics of abuse a re dy nami c and fluid 

within eac h fami ly and no single factor or si ngle 

factor t heor y has been sufficient to e xp lai n incest uous 

abuse (Fin ke lhor, 1986) . The specific f amily dynam i cs 

which have been assoc iated with sexua l abuse include 

greater conflic t, greater control i ssues, less cohesion 

and l ess expressiveness (Har ter, Ale xander , & Neimeyer, 

1988; Herman & Hirsc hman, 1981; Perry, Wells, & Doran , 

1983). Marr iages in i ncestuous families have often been 

character ized by extremes of submission and domination 

(Gebhard, Gagnon, Pomeroy, Chri s tenson, 1965). For 

counselors, these d y namics have created a d ifficu lt 

therapeutic relat i onship. As clients wor k out 

incest uous issues with their counselors, counselors 

must deal with their o wn counter-transference issues . 

It has been important f or sexual abuse counse l ors 

to be clear on their own roles and boundar ies while 

being empathic and genuine . Counse l ors have been 

trained to wor k thr o ugh soc ial i solat i on, shifting 

reality, role c onfusion, and boundar y diffusion 

(Courtois, 1988). Co llective denial has been identified 

as an important iss ue in child a buse cases as the whole 

fami ly has denied what happe ned as it was occurring and 
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often even after i t had occurred . Family members have 

shared secrets and duplicity , and deceit between famil y 

members has created severe t r ust issues. Many 

incestuous families have been shown t o have poor 

t o lerance for differences from the fami l y norm , to be 

overly moral i s ti c , and have h i gh sarcasm with l o w 

e xpression of humor ( Courtois, 1988 ) . These traits have 

presented the cou nse l ors' t r aumatized clients with 

diffic ult trans f erence issues to addres s during t he 

t reatment process . 

Family dy namics are one issue the counse lor of 

victims of childhood sexual abuse must t reat. Another 

i ssue is the sever ity of i ntra-psychic damage in their 

clients . Research has shown that survivors of chi ldhood 

sexua l assault have suffered a wide variety of both 

short term and long term negativ e consequences (Browne 

& Finke l hor, 1186; Rati c an, 1992; Wyatt & Powell , 

1983 ) . The negative impact o f ch ild abuse on adult 

psychologic al func tioning has been consistently 

documented t hrough research ( Bagley & Ramsay, 1986 ; 

Briere & Runtz , 1987; Briere & Runtz, 1988b; Brier e & 

Runtz, 1989a; Elliott & Br iere, 1992 ; Li ndberg & 

Distad, 1985) . 

A r eview of the literature implied that the degree 

of the victim's damage has re lated t o various factors 

inc luding the identity o f t he abuser, the nature o f t he 



abuse, and the support system a vailab l e to t he victim. 

The internal reso u r ces and pe r spec tive of the vi c tim 

have also affec ted t he degree of damage in t he vic tim 

(F i nkelhor, et al, 1983; Rat i can, 1992; Sanford, 1990) . 

AdulLs abused as c hildr en have been diagnosed with 

severe mental disorders . Dissociativ e disorders , 

a nx iety disorders, eating disorders, sexual disor ders, 

affect i ve disorders, personality disorj~rs, and 

substance abuse have sexual abuse as an etiologic al 

fac t or (Ratican, 1992; American Psychological 

Associat ion , 1994). Borderline personality and 

Dissociativ e Identity Disorder ( formerl y known as 

Mult ip l e Personality Disorder ) have an e tiological 

basis in s exual abuse. Childhood sexual abuse has al so 

been a contribut ing fac tor in paranoid , obsessive­

compulsive, and passive-aggressive disorders (Ratican, 

1992; American Psychiatric Association, 1994) . 

Counse l ors work ing with these severe l y damaged 

victims have difficult t reatment issues . I ntegrat ing 

services , as part of a treatment team they have had to 

work with various medi c al professionals. They must not 

all owing themselves to be t r iangu lated or rendered 

ineffect ive b y the survivor 's treatment process . 

Survivors have bee n identified as exhibiting 

Polarit i es i n their behaviors. Repeated victimization 

has ofte n occurred (Wyat t , et al . , 1992) , complicating 
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the t reatment of v i ctims as they attempt to heal from 

abuse by multip l e perpetrat ors and spec ific trauma that 

was expe rienced at var ious d eve lopmental stages . 

Depress i o n, self -destructive or self -mu t ilating 

behav i or a nd su i c idal tendenc i es ( Bass & Davis, 1988) 

are psycho l ogical s y mp toms o f s ur v i vor s of ch ildhood 

sexual abuse. Lo w self-esteem, mood disturbances, s l eep 

disturbanc es, anxiety, gu i lt, and shame were common in 

victims of ch ildhood sexual assault (Bag l ey & Ramsay, 

1986; Brier e & Runtz, 1990; Briere & Zaidi, 1989; 

Elliott & Briere, 1992; Lindberg & Distad , 1985) . 

Physical s y mptoms are commonly reported by 

surv i vors o f chi ldhood sexual assau l t . Some repor t 

temporary d i scomf o rt during periods of remembering. 

These are i dentified as body memori es . Long term 

physi ologica l comp l aints such as gastro intestina l 

problems, headaches , bac kac hes, skin diso rders , and 

genitourinary disease were a l so reported ( Br owne & 

Finkelhor , 1 986; Courtois, 1988 ; Ratican, 1992 ) . 

Post traumati c stress disorder-li ke sympto ms hav e 

been desc ribed f or women victims of i ncest f or over 1 00 

years (Cameron, 1994 ) . Recent l y , l ong t erm effects of 

PTSD have been researched and published in theoret i c al 

and clinical discussions of c hildhoo d sexual abuse. 

Donaldson and Gardner (1985) were among the first to 

use e · · mp1r1cal data t o i dentify the symptoms of PTSD for 



victims of rape and child sexual abuse and t o consider 

it equal to t he tr aumatizati o n o f Vi e t nam Veterans 

(Cameron , 1994 ) . 

c larifications o f P TSD symp tomol ogy or 

modifi ca tions of how the d i agnosis has been used with 

survivors (Briere & Runtz , 1987; Courtois, 1992 ; 

Finkelhor & Br owne, 1986; Fredrikson, 1992) have 

provi ded a fr amewor k . From this framework therapists 

and counselors have identified the list of symptoms 

spec ific to survivors of childhood sexua l assault 

(Briere & Runtz , 1988b; Briere & Runtz, 1989a; Br i ere & 

Runtz, 1989b) . This has he lped counse l ors reframe and 

normalize the survivors' experiences (Br i ere & Runtz, 

1987) and he l ped the professio n move away f rom the 

label of pathol ogy (Camer on, 1994) . 

At the same time, current multi-disc iplinar y 

research on chi l dhood sexual assault ' s psychobiol ogi c a l 

and de vel o pmenta l impac ts have begun t o help us 

Understand why PTSD is r esistant to trea tment ( Cameron, 

1994). Changes in b r ain chemistry have been c r ea ted in 

s urvi vors o f chi l dhood sexual assault (Trickett & 

Putnam, 1993) sim i lar t o t he changes in brain chemistry 

created in vete ra ns of the Vietnam Wa r (Cameron, 1994 ) . 

The bioc hemica l changes ha v e made brief solution 

orie nted ther apy models i napprop r i ate for vi c tims of 

chi l dhood sexual assau l t. Treatmen t consi derations of 



establish i ng trust. f ac ili tating d i sclosure and setti ng 

goa l s (Ratican , 1992) have ta ken l onger periods to work 

t hrough as a result of the intense trust issues wh i ch 

preceded disc l osure (Ratica n , 1992; Se li gma n , 1990). 

counselors who have t reated c hildhood se xual abuse 

survivors have been seeing c lients longer tha n other 

counselors in the curre nt env i ronment of short-term 

care due to ins urance regula tions . Th i s i s possib l e in 

centers which are gover nment funded and d o not requ ir e 

payments from i nsurance companies o r c li ent s . 

Long term therapy issues have i ncluded griev i ng 

the l oss of childhood a nd shame. Counse l ors must he lp 

clients deal with i ssues o f forgetti n~, denying , 

distanc ing, and pretendi ng. Clients who numb and 

compartmentalize their feelings a re difficult t o reach . 

Den i a l , repressi on, and dissoci a tion were identified 

coping mec hanisms whi c h were t r eatment i ssues ( Ra ti can, 

1992) counselors must address . Forgiveness has bee n a 

major i ssue in treatment of victims o f childhood sexua l 

abuse ( Le w , 1986) . Establishing and deepeni ng t he 

ther apeuti c alliance, whi l e work ing t o integrate the 

helpless c hild withi n with t he nurtur i ng adult, has led 

to the disclosure o f t , aumatic memor i es. Help ing 

clients c o nf ro nt thei, per petrators was a final i ssue 

in the the,ape u t i c p,ocess. 



Because of the numbing and deni al of f eeli ngs in 

vi c tims, group s ettings have been recommended for 

breaking down the i so l ation in survivors . Groups have 

helped survivors r ecognize, label, and express t heir 

feelings. Groups have been he l pfu l with cogni ti ve 

restruct uring o f t he v ictims' di stor t ed beliefs and 

wi th the i dent i fication and r eduction o f stress 

responses . Behavioral cha nges have occurred as a 

result of the gr oup pr ocess (Courtois, 1986) . 

Some literature i ndicated that disclosure i n 

private counsel ing may have reinf orced the c lient ' s 

dynamic s of secrecy . Ratican ( 1992) has recommended the 

use of a group or sup por t s ys tem of f e llow surv i vors , 

and Courtois ( 1986 ) recommended combined i nd i v idual a nd 

group therapy as the most effective treatment. Group 

dynami cs al l ows the sur;ivor t o develop t rus t of others 

while recei ving shar i ng and empathy f rom those wi th 

common experiences a nd r eac tions. 

Kinds of groups f or ch ildhood sexual abuse 

survivors have ranged from pee r groups to therapeutic 

groups. Both short term and ongo i ng groups have bee n 

utilized. Reports of time- limited gr oups f or incest 

survivors showed them rang i ng from 4 t o 20 sess i ons 

(Courtois. 1986) . Counse l ors need spec i alized t rain ing 

i n group process . Psychodr a ma, a group p r ocess 

ide t· f· n l 1ed as he l ping c lients become more fully 



integrated, requires hundreds of hours of spec ialized 

training to become certified (American Board of 

Examine r s in Psychodrama, Sociometr y and Group 

psychotheraDY , 1994-1995; Corsini & Wedd i ng , 1989). 
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Symptoms of unresol ved sexual abuse and 

posttraumatic st r ess we,e also exhibited by the e l der l y 

(Allers , Benjack, & Al l ers , 1992). It was recommended 

that groups be used with this c lientele especiall y 

s i nce groups addressed the iso l ation which was part of 

the aging developmental issue (Ne wman & Newman, 1991). 

While groups can be the cata l yst for explor i ng 

emotions and grieving the multitude o f l osses from 

incest (Courto is, 1986) , they are a more diffic ult and 

exacti ng f orm of t herapy f or the therapist who must 

attend t o a number of grou p members at t he same time . A 

~ o up also mu l tiplies the amount of traumatic material 

a counse l o r must ass imilate in a g i ven time. Counsel o rs 

at specia l ized c enters dealing ~Ji th sexual abuse treat 

c lients in multip l e g r oup sett ings as wel l as in 

individual counseling sessions. At ICASA centers, these 

counselors have spent up to 20 hours or mo re each wee k 

i n situat ions which cou l d have created vicarious or 

secondar y traumatization . 
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Rape 

As with t he statistics on child sexual abuse, 

documentation on rape has been inconsistent . According 

t o the I llinois Coalition Against Sexua l Assau lt's 

brochur a What .Do I Need to Kno~, over 102 ,000 women in 

the United States reported a rape to law enforcement 

officials. ICASA records indicate that 84% of those 

raped have not reported to the police. Every minute i n 

t he United Stat es , 1 . 3 women have been raped . By age 

18 1 in every 3 femal es and l in every 6 males hav e 
' 

been sexually assaulted. About 80% of all sexual 

assault victims knew the offender . Koss and Bu rkhar t 

(1989) indicated that 15 to 22% of women have been 

raped at some point in their lives . 

Often vict i ms who have been raped by an 

acquaintance did not recognize their experience as rape 

u ntil later. Recent deve lopments in social awareness 

have made us l ook at the effects of intra-family 

violence on adults. Research has indicated that men who 

PhYsica l ly abuse their wives have also raped them 

(Martin, 1982 ) , but only recently have state laws begun 

to include spousal sexua l assault as a crime. Sexual 

assault has begun to be identified as a crime and a 

violent abuse of power in homes as well as society. 

There is no typica l victim of sexual assault. 

Victims of sexual assault have varied ages. 



perpetr ators o f these assaults have been strangers, 

relatives, bos ses, fr i ends, husbands, and persons in 

posi t ions of power such as teachers, clergy, a nd 

t h~rapists (Buhoustos , et a l, 1983; F i ne , 1994) . 

As with child sexual assault , rape's l ega l 

def i nitio ns ha ve varied from state to state . The 1984 

c r imi nal Sexua l Assau l t Act o f I ll i nois defined the 

c r i me s of sexua l assau l t a nd sexual abuse b y di v iding 

s exual v i olence i n t o t wo categories : sexual penetration 

and s exual conduct (touch i ng or f ondling) . In Illino is, 

c r imes invol v i ng sexua l penetration have been called 

crimi nal Sexua l Assau l t or Aggr avated Criminal Sexua l 

Assault . Crim i nal Sexual Assault is a Class 1 felony 

def ined as penetration by force or threat of f orce . 

Aggravated Criminal Sexual Assault i s a Class X felony 

and i s defined when the assailant used a gun , c aused 

bodi ly harm, committed anot her crime, or attacked a 

se ni or or a c hil d ( !CASA ) . 

Regardless of the legal definition or perpetrator 

of the rape (date, stranger, spouse, clergy, or gang), 

survi vors ha ve e xperienced some universal responses to 

an intensely personal t r auma . "The f eeling of being 

utterl y unable to p r edict or control events is a nearly 

universa l trauma experience, " states Ouina and Carlson 

(p_ 157 ) . The i mmediate post - rape d i stress response is 

known as t he Rape Trauma Syndrome . 
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Li terat ure review has indicated that the emo tional 

respo nses to r ape, t he Rape Trauma Syndrome, have 

i ncluded gr i eving, depression, guil t . rage , terror and 

l oss o f t rust (Burgess & Ho l s t rome, 197 4) . Some vict i ms 

have experianced severe panic a t tacks and even 

developed a goraphobi a. Low self esteem, body image 

distor tions, i n timacy a nd sexual difficult i e s have been 

common responses t o r a pe (Oui na & Carlso n , 1 989) . If 

the sympt oms have not been recognized and t r ea t ed the 

fi rst cr isis stage has remained f o r years . 

I n the a cute cr isis stage, it has been normal for 

r ape vict i ms to experience acute anxiety att acks, 

obsessional thoughts, and compu lsive behavior. Terror 

or f ear for thei r own sa f ety a r e common . Victims 

e xper i ence uncont rol l a bl e crying spe l ls , i rritab il ity , 

hostility, anger, and rage . Sometimes the feelings of 

anger are directed a p propr iate l y a t the offender , but 

at other times these feelings are p ro jec ted t oward 

themselves and ot hers, inc l ud i ng t he i r counselor 

( Rosewater & Walker, 1985) . 

Many fac tors i nf l uence the intensity o f a victim's 

respo nse to r ape. These include the char a cter i s tics of 

the cr i me and t he vict i m' s l o c us of c o ntro l and coping 

abili ty . The life stress a nd personali ty variables o f 

the v i c tim make a di fference as does the soc i al network 

and developmenta l stage (Koss & Burkhart, 1989) . 



counselors called upon to do immediate crisis 

counseli ng have been involved in helping the c lient 

move through the s tages of shock, denial, anger and 

depression . The goal of therapy is to accept that they 

have been vio l ated a nd t o move into a new l ife style. 

Few victims seek professional help immediately after 

the assault. However, 31 -48% of those raped eventual l y 

see k counseling . For these s urvi vors, t he primar y role 

of t he counselor has been the "identification and 

handli ng of c hr onic, post-t raumatic responses to a non­

recent e xperience" (Koss & Burkhardt , p . 27) . 

Most victims experience an acute cr isis per i od 

directly following the rape. However , some women have 

blocked the memory of an assault incident a nd have not 

exper ienced their acute cr i s i s phase unti l l ater when 

t hey recognized their victimization (Rosewater & 

Wal~er, 1985). Assaults have tr i ggered buried memories 

of Previous assaults or abuse . A t rauma consequence of 

childhood se xual assault mentioned previously i s 

frequent re-victim izatio n as adults (Wyatt et al, 

1992 ) . The counselor then must assist clients who have 

fe l t the i mpac t of both cr i ses at the same time . 

Ma ny of the survival skills victims developed to 

keep t hemse l ves safe and ali ve have a l so been 

i dentified as s ymptomat i c of mental disorders 

(Rosewater & Walker, 1985). The vict im needs to gai n 
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·eciation f or the sur vival tactic s a nd st r engths 

aPP 

that enabled surv ival. However, the symptoms of Rape 

Trauma Sy ndrome appear pathological t o someone 

unfamilia r with the s yndrome and i ts c haracteristic 

responses . 
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The c ounse l or withou t specialized tra i ni ng who had 

not recognized the reac tiva nature of these s ympto ms 

maY mi sdiagnose a c lient . The counsel or ' s role i n the 

treatment o f a rape victim includes educati ng t he 

client about soc ietal contribu t ions to rape and 

violence a nd dealing with misconceptions about personal 

responsibi l ity for the rape . Responsibil ity needs t o be 

placed on the rapist, not the v i ct im ( ICASA ) . 

The counse l or supports the rape victim thr ough t he 

stages of personal recovery: memory retrieval , 

emoti ona l catharsis, and reso l ution . Ca t hartic needs 

are strong i n the rape v ictim, and the i nt ense emotions 

of anger/ rage , fear, hurt , and disgust overwhel m the 

c lient ( Ouina & Car l son , 1989). Helpi ng a c lient move 

through t hese intense emot i ons has created a trauma 

reaction in t he counse l or (Rosewater & Wa lker, 1985) . 

Counselors may also ha ve to support victims t hrough 

Preparation for court and through t r i als where the 

SYstem appears t o rape the victim as severely as t he 

Perpetrator . 
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The t r ained cr isi s i ntervention counse l or has 

tr eated t he rape as one incident in the c lient 's life; 

t he f ocus of t reatme nt has bee n on returning t he client 

t o the prev i ous leve l of f unct ioning. The reali ty of 

rape has been that it has been a life-threatening 

e~perience . Vi c tims f ee l that they have fac ed t he i r own 

deaths . Rape has been i dentified a s a life c hanging 

ex~er i ence and pa r t of the healing has i nvolved 

mour ning the death o f the victim's prev i ous i dentity 

which was l ost in the assault . 

Counse l ors working with rape v i c t ims have had t o 

confront thei r own issues o f vulnerabilit/, rage, and 

power l essness . According t o Colao & Hu nt ( 1983) , some 

counsel ors have: 

become over-protective and 
controlling ... which prevents c lients f rom 
rega ining control of t heir lives . Others find 
t hemse _ves restric ti ng their own l ives . Some 
also rest r ict t he li ves of o ther clients o r 
close fema l e l oved ones. A male therapi s t 
... mi g ht feel gu i lty about being male .. . ( a nd) 
ofte n . .. finds hi msel f needing t o p rove t hat 
he is a good man (unlike the rapist), and 
seeks reassurance f rom t he c lient at a ti me 
when she needs to concentrate her energies on 
herse lf : (Col ao & Hunt, 1983 , p_ 209 ) . 

Counselors with spec ialized t ra ini ng i n rape and 

sexual assault treatment have r ecognized that t hese are 

nor mal responses . Educat ing t hemselv es on t he mythology 

surrounding t he i ssue of rape in this countr y , the 

counselor has worked t hrough i ssues of t ransf erence, 

counter - transference and burn-out. 
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some counse l ors, how~ver , have exper ienced 

secondary traumatizatio n and deve l oped post traumat i c 

s t r ess disorder symptomatolog) . Cou nse lors have f o und 

t hemse l ves angry wi th t he client or unable to f ocus 

wi t h the c l ient on the feelings related t o the assau l t 

(Co l ao & Hunt, 1983) . Res t l essness, sleep disturbances, 

depress i on , a nger , a nd character i stic withdrawa l from 

experiences which used to be enjoyable can become a way 

of l ife f or the v i car i ously traumatized counselor i n 

t he same way t hey have become a way of l ife for the 

traumatized victim . A workp lac e whi ch recognizes the 

da nger s inherent in working with highl y t r aumatized 

c lients and t he symptoms of vicar i ous traumatization 

can provide s upervision and support for counselors . 

An important f irst step in t h i s process i s for 

counselors and thei r work environments to a vo id falling 

pr ey t o the same denial systems which a l low t r auma to 

be si lently ~uf fered f or ao long . Taking a personal 

inventory of symptomology can provide counselors with 

an opportunity t o be aware o f their own t rauma l e ve l 

and t o t ake steps t o t ake car e o f t hemse l ves so as t o 

be ab le t o prov ide ethi cal and empathic care f or 

cl ients . 



CHAPTER III 

METHODOLOGY 

Subject s 

The 81 subject s who par t ic i pate d in t his study 

we re female counselors, 18 years or o l der , who worked 

u nder the Illinois Coalition Against Se xua l Assau l t at 

JO raPe and sexual assault cen t ers in I llino i s 

(Appendix A) . One group of subjec t s (N=40, 49 . 4%) 

reported that they had not been personall y vi~t imi z ed. 

of t hose who reported t hat they had been previously 

victimized (N=41 , 50.6%), s ome had been victim i zed as 

adu l ts (N=12, 29 . 3%) , some were victimized as children 

( N=23, 56.1%) , and some reported being victimized as 

children and a~ adults (N=6, 14 . 6%) . 

The target population wa s selected t o narrow t he 

focus of the study t o those counselors who treat 

vi c t ims of rape and sexual assault . The national 

popu l ation of counselors were limited to a sample size 

of one state . I nstruments were sent t o centers with i n 

the s t ate of Illi nois where all couns elors work under 

t he guidelines 3nd regulations es~ab l ishe d for 

counsel ing centers f unded b y I CASA. All counse l ors who 

treat rape and sexual abuse vic t ims a t I CASA funded 

centers were as ked to return the i nstruments sent to 

eac h of the cent ers . 
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For t he purpose o f this study ide ntif i c ation as a 

counselo r was based on self-repor t and s pending f r om 1 

t o 20 hours aach week counsel ing victims of rape a nd 

childhood se xual assault. 

Design 

The first purpose o f this r esearch was t o describe 

t he demographic natur e o f the ! CASA counselors and to 

determine the ki nds o f symptoms of t rau matization 

r e ported b y counse l ors . A descr iptive analys i s was made 

on t he demogr aphic responses written t o the personal 

data sheet . A request was made for i nformation 

(Appendix B) on the independe nt variables of counselor 

gender , position (pa i d or vo l unteer), edu cational 

l evel, age, t ime at center , number of hours a veraged 

counseling vict ims we ekly and personal trauma 

(childhood sexual assault , adu l t assau l t, and/or bo th ) . 

Counse l or s were asked to p l a c e themselves in 

t he disc rete nomina l categories f er g ender 

(mal e/fema le ) , position (paid staff/vol untee r ), 

educatio nal level (h igh schoo l /ba c he l ors/ masters / pos t 

9faduate), a nd v i ct i m (child/adult/both)/non-vi ct im . 

The continuous i ndependent variables o f age, time at 

t he center , and we ek l y number of hours a ver aged 

counseling were p l aced on interv al scal es. 
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The interval categor ies for age wer e set f rom 18-

?8 ~7 38- 47, a nd 48 or above. The time a t the 27, - -J ' 

center was s et i n t he i nterval ca tegories of 1-2 years, 

3_4 years, 5-6 years , a nd 7 or more yea rs . The number 

of hours of counseling a veraged week l y were assigned 

the i nterval s of 1-5 hours . 6 - 10 hours , 11 -15 hours, 

a nd 16-20 hours . The 1· e s ults of each category were 

a na l yzed for means used t o cr eate a pi c ture of the 

•average" counselor . 

Symptoms of trauma experi e nced over the las t two 

months were identified t hrough a self-report instrument 

ca lled t he Trauma Symptoms Checklist-33. The 

percentiles f or those reporting that t hey had 

experience d t r auma s y mptoms were determined by 

analyzing the nu mber of cou nselors reporting "O" 

( never ) t o t he questi ons on t he frequency of i ndividual 

t r auma sympto ms. These scores were t ransformed intc 

percenti le raprasent a tivns . 

The total s cores of each q uestionnai re were then 

e xami ned . A Stem & leaf descr i ptive analysis was 

cr ea ted t o show t he f r equency of total scores i n the 

categories of v i ct im and non-vict i m. To i dent i fy wh ic h 

t rauma s ymp t oms had been experienced f a i rly o ft en or 

ve ry often over the p rev i ous 2 month period, t he 

Percenti le of counselo rs reporting "2" or "3 " on e a ch 

s ymptom was described . A fi nal descriptive anal ys i s 
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determined the ce ntr al tende ncy o f the i nd i vidua l tota l 

scores f or victims and non- victims. 

The primary purpose o f thi s s tudy was to determine 

if a signif i cant d i fference existed between v i c tims and 

nonvi ct ims who repo1·ted exper i encing s y mptoms o f 

tr a~ma . The null hypotheses statement was that 

counselors at ICASA c e nter s who have been prev ious l y 

traumati z ed do ~ot report experienci ng si~nificantly 

more t rauma symptoms than those counse l ors who have not 

reported prev i ous t raumatizati on . The final desig n was 

to exam i ne central tendency and perform at- test 

ana l ys is o f t he mean results to determine if there was 

a sign i ficant difference at alpha .05. 

Materials 

Da ta was coll e cted usi ng 2 se lf-admi n i s t ered 

inst ruments . One wa s a personal data sheet designed by 

the resea rcher (Appendix C); the second was the Trauma 

Sympto m Checklist (TSC-33)(Appe ndix D). 

The persona l data sheet col l ected data on gend er , 

Pos ition , educational level, age, time at the center , 

we e kly hour s spent cou nseling victims of sexual trauma 

and abuse and personal trauma. (See Appendix C) The 

Positions identified were paid staff and volunteer. 

Educational leve l s were categorized as high school, 



bachelors, mas ters, and post-graduate . Age ca t ~go1-ies 

were ide ntified as 18-27, 28-37, 38-47, and 48 or 

above. Time at the center was categorized as 1-2 
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years, 3-4 ye6rs , 5-b years , and 7 or more years. The 

weekly ~ of hours spent counseling victims were listed 

as 1-s. 6 -10, 11-15, and 16-20. Subjects were then 

asked to identify Previous Personal Vict i mization or 

Trauma by cir c ling yes or no. If the answer was yes, 

subjects then c ir c led adult victim and/or child v ictim . 

The TSC-33 was a 33- i tem abuse oriented instrument 

designed to be used, not as a clinica l instrument, but 

as a research measure to aid the study of the impact of 

t rauma. It was desi,ned to be used prin,ar ily , but not 

exclusive l y in the area of l o ng-term chi l d abuse 

effects (Briere & Runtz , 1989; Elliott & Briere, 1992) . 

Par~icipants in a National Sy mposium on Assessing 

the I mpact of Child Sexua l abuse "frequent l y concluded 

t ha t the use of generic assessment instruments as 

measures of abuse effects is problematic; and t hat new , 

abuse specif ic measures should be developed" (Briere & 

Ru nt z, 1989) . The TSC-33 has s i nce been developed and 

s hown "to demonstrate reasonable reliability and 

validity in the study of sexua l abuse e f fects" (El liott 

& Briere , 1992 , p . 392; Gold, et §1_. , 1994). 

A value of this instrument was that it was 

rest ricted to reportable prob l e ms l ike poor appetite or 
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flashbacks Briere & Runtz, 1988a) . This instr ument 

allowed t he data t o d escr ibe the "exact pattern of 

abuse-related symptoma tology " (Briere & Runtz, 1989, p_ 

152 ) by interpreting the data individua lly or in 

homogeneous group3 or subscales . "From the 33 items of 

the TSC , 26 were used t o form five re lati ve l y content­

homoge nous subscales that were subsequentl y t ested for 

reliabi l i ty and va l id i ty " (Br iere & Runtz, 1989, p. 

155). The 5 subscales of t h i s i ns t r ume nt were 

dissociation ( items 10, 11 , 18, 29 , 30, 31), anxiety 

(items 12 , 13 , 15, 18, 24, 25 , 26 , 32, 33), depression 

(items 1 , 4 , 5, 8, 9 , 14 , 20 , 27, 28), PSAT-h- Post­

Sexual Abuse Trauma -h}~othe~ ized (i tems 3 , 10 , 22, 24, 

29, 30), and sleep disturbance (items 1, 2, 3, 4). 

The TSC-33 rated each o f the 33 symptom items on a 

4-po i nt scale f or f requency of occurrence . Subjec t s 

completi ng the instrument r e3pond t o t he 33 ite ms by 

rating ho w oven they have exper i ence d each in the past 

2 months: O=Never , l=Occas i ona ll y , 2=Fai r l y Often , and 

3=Ver y Often. A new instrument, the TSC-40 , was created 

by adding 7 items to the TSC-33 i n order to address the 

issues that l i mit the effect i veness of t he TSC-33 . 

However , a s of 1994, t hese items had no psychometr i c 

data (Gold at al., 1994) and so this i nstrument was not 

used. 
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Limitations of the instrument included the need 

for mo re support of the discriminative validity if the 

instrument were t o be used only for childhood sexual 

abuse. This is an asset for this study as it allows the 

instrument to report symptomology for other trauma as 

well. In previous administrations, clinical subjects 

had h:gher TSC-33 scores than nonclinical individuals. 

scores in past adminis trations had increased as a 

funct ion of physical abuse indicating that the scale 

responded to various traumatic exper iences and not just 

those of sexual abuse (Briere & Runtz, 1989). Whil e 

this is a limit of discriminative validity for 

childhood sexual abuse, it generalizes the instrument 

t o ide nti fy sexual assault trauma symptomology in 

counselors possibly demonstrating v icarious 

traumatization . Other shortcomi~gs include the lack of 

a subscale to measure sleep difficulties, a lower 

reliability (alpha .66) of the sleep disturbance 

s ubscale, and some ambiguity on the content validity of 

t he PSAT-h subscale as a measure of sexual t rauma per 

se (Elliott & Briere, 1994 ) . 

The TSC-33 was developed to assess the impact o f 

the trauma of childhood sexual abuse and trauma. "The 

rationale for the development of the scale was that a 

more complete understanding of the consequences of 

sexual abuse and subsequent treatment planning was only 
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poss ibl e if the precise pattern of s~mptomatology cou lj 

be identified" (Go ld e t all, 1994, P- 13) . Although 

developed to asse3s the impact of childhood sexual 

abuse, the i nstrument also measures the impac t of 

seiua l abuse experienced by adults ( Gold et al, 1994) . 

•wome n sexua lly abuse d 3s c hildren and l ater sexua ll y 

assaulted as adu l ts se l f -reported the most symptoms o n 

t he TSC " (Gold et al, 1994, P- 22). Thi s i s r e levant 

si nce women sexually abused as children have been 

reported to be vulner a ble to adu lt sexual assault 

(Browne & Fi nke l hor , 1986 ; Gold et al, 1994 ; Wyatt et 

al., 1992 ) . 

Procedure 

An envelope was sent to each of the 30 ICASA 

ce nter s . I n each envelope were 5 cove r letters, 5 

copies of the personal data sheet and TSC-33, and 5 

s tamped re turn enve lopes . No names or numbers were on 

t he envelope , per so na l data sheet or t rauma symptom 

checklist t o help guarantee ano nymity . The enve l opes 

were enclosed to fac ilitate conf i de ntiali t y wi th i n the 

ce nt~rs f or t he responses to the survey and the 

c hecklist . Upon receipt , t he f orms wer e separated into 

two nominal classi fi cations of v i ctims and non-vi ctims 

a nd envelopes wer e dest r oyed t o fu r ther guarantee that 
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possible i f the precise pattern of symptomatology cou ld 

be ident i fied" (Gold et .:111, 1994 , p . 13) . Although 

developed t o asse3s the impact of ch i ldhood sexual 

abuse. the i nstrument a lso measures the impact of 

s~xual abuse exper i enced by adu l ts (Gold et al, 1994 ) . 

•women sexuallt abusa d as children and later sexual! ; 

a s saul ted as adults se l f- r eported the most sym~toms on 

the rsc· (Go l d e t al, 1994 , p . 22) . Th i s is relevant 

since women sexually abused as chi l dr e n have been 

r epor ted to be vulnerable to adult sexua l assault 

( Browne & Fin~elhor , 1986; Go l d et al, 1994 ; Wyatt et 

al . , 1992) . 

Procedure 

An envelope was sent to each of t he 30 ICASA 

ce nters. I n aach envelope were 5 cove r lette r s, 5 

copies of the personal data sheet and TSC-33, and 5 

stamped return enve lopes . No names or numbers were on 

t he e nvelope , personal data sheet or t rauma sympt om 

chec kl ist to help guarantee anonymity . The e nvelopes 

were e nclosed to fac ilitate confidentia l ity with i n the 

cent ~rs f or t he responses to the survey a nd t he 

c heck l ist . Upon receipt , t he f orms were sepa ra t ed i n t o 

two nominal classifications o f v i ct i ms and no n-v i ct ims 

a nd envelopes were destroy ed t o further gua rant ee t ha t 



the re woul d be no way t o c onnect the f orms with the 

centars f rom which they were sent . 
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subject3 were asked t o ide nti f y a o me personal dat6 

bY marking the appropr iate categor y f or thei r 

responses. The TSC-33 asks subjects to identify how 

fr e~uenLl ; they have experienced 33 trauma s y mptoms 

over the past two months. A score of O is mar~ed For 

never , l is for occasio na l ly , 2 is f o r fair l y often, 

a nd 3 i s for frequently . Subjects were asked t o mail 

back the instruments by April 1st and data was 

co l lected from March 20 until April 10 , 1995. 

Responses for the data sheet were gathered by way 

of t ally and re- evaluated for a ccuracy . The total 

s cores for each column were then determined i n order t o 

i dentify the total score for each instrument. 

Descriptive ana l ys is was run on the personal data . 

Wi th in the categorie~ of vic tim and non-victim , 

t he sheets wer e then arra nged from least t otal score to 

greatest t o t al score in order t o facilitate t he 

statistica l procedures . A record was made of the number 

of subjects in each category which answered 0, 1 , 2, 

a nd/or 3 f or questions 1- 33. A l ist of those respo nses 

we re g i ven . An ana l ys i s of the data was then made . 



CHAPTER I V 

RESULTS 

The first purposa o f the study was to describe the 

demo ~r aph i c nature of the subjects and the trauma 

symptoms which t hey reported . A total of 82 instruments 

wer a returned to t he researcher between Mar ch 20 and 

April 10 , 1995. One instrument was disc a r ded due to an 

error in c op;ing both sides of the sheet . All of the 8 1 

r espondent s were female . 

Fewer o f t he respond i ng counselors (N=40, 49 . 4% ) 

r e ported no per sona l h i sto r y o f sexual trauma. Of those 

who identified themse l ves as vic tims of sexua l assault 

(N=41, 50 . 6%), some identified childhoo d victimizatio n 

(N=23 , 56 .1%), some i dentified adult v i ct i mizat i on 

(N=l2, 29 . 3%) , and a few (N=6 , 14 . 6%) repor ted that 

t he y had been victimi zed as children a nd as adults . 

The mean o f all responses to personal data was 

used t o c reate an i mage of t he aver age cou nselor 

responding t o the s tudy . A victim of per s o nal sexual 

t r auma being paid to counsel victims f r om 16 -20 hours 

each week, t he average counselor hasonl y been working 

for the !CASA center f rom 1 to 2 years, has a master s 

degree and was between the ages o f 38-47 . 

For a display of the demograph i c information on the 

total population see Table 1. 

42 
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TABLE 1 

Damo~r a~h : cs on Total Population ( N=B l ) 

SUBJECTS 

VICTIMIZATION: 

NON-VICTIMS ......... . 
VICTIMS ....... . ..... . 

$TAFF POSITION : 

PA ID ..... . ...... . .. . . 
VOLUNTEER .. .. .. . . . . . . 

EDUCATI ON: 

HIGH SCHOOL . . ....... . 
BACHELORS . . . . .... . .. . 
MAS T!::RS ............. . 
POST-GRADUATE ....... . 
UNIDENTIFI ED ........ . 

AGE: 

18-27 ............... . 
28-37 . ... . . . ...... .. . 
38-47 .... . .......... . 
48+ ...... . . . . ....... · 

HOURS COUNSEL ING PER WEEK: 

1-5 ................. . 
6- 10 .. ........ .. .... . 
11 - 15 .. . ............ . 
16-20 ............... . 

LE NGTH OF TIME AT CENTER: 

1-2 YEARS ......... . . . 
3-4 YErlRS ...... . .... . 
5-6 YEAR$ ........... . 
7 OR MORE ..........•. 
wrot~ in less than yr . 

40 
41 

77 
4 

8 
21 
44 

6 
2 

16 
20 
33 
12 

1 7 
20 
1 2 
32 

46 
19 

7 
7 
2 

PERCENTILES 

49.4 
50.6 

95. l 
4.9 

9.9 
25 .9 
54.3 

7 .4 
2.5 

19.8 
24.7 
40 .7 
14.8 

21.0 
'.:'4. 7 
14.6 
39 .5 

56.8 
23.5 
8.6 
8.6 
:. 4 
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There were 77 paid cou nselors a nd 4 volunteera, 

two of whom identified themselves as intern counselo rs. 

Educa tional l evel s were reported as fo llo ws : ( n=8,high 

sc hool, 2 1-bac helors, 44-mast ers , and 6-post graduate 

level. Two forms d i d not identify educ ational l evel. 

There we r e 16 counsel o r s between t he a g es of 18 and 27; 

20 counse lors between the ages o f 28 and 37; 33 

counsel0rs between the ages of 38 and 47; and 12 

cou nse l o 1·s who reported t he i r age as 48 o r above . 

The numbe r of hou rs t he counselors worked 

varied from one t o over 20 . There were 46 cou nse l o r s 

who repor ted worki ng at t he I CASA centers f rom 1-2 

years, 19 reported working for 3-4 years, 7 reported 

worki ng f rom 5-6 year s, and 7 reported worki ng for 7 or 

more years . There were 2 respondents who wr ote on the 

f orm i ndi c ating that they had been with I CASA less t han 

one year . 

The researcher was interested in descr ibing the 

difference in responses f rom counsel ors who had 

e xper i enced persona l victimization and those who had 

not . Data was p laced i n the nom i na l categories of 

vi c tim and non-vic tim a nd percentile responses were 

then reported in Table 2. 
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TABLE 2 

vi c tim/Non-Victim Personal Dat3 Demographics 

VI CTIMS ( "•) NON-VICTI MS(~ .. ) 

GENDER: 

MALE ....... . ........ . 
FEMALE .............. . 

STAFF F'CSiTION: 

PA ID ............... . . 
VOLUNTEER .. .... . .... . 

EDUCATI ON: 

HI GH SCHOOL . . ....... . 
BHCHELORS ........... . 
MASTERS ...... .... . .. . 
POST-GRADUATE ... . ... . 
UNIDENTIFIED ........ . 

AGE: 

18-27 ............ . .. . 
28-37 ....... . .. . .... . 
38-47 ............... . 
48+ .......•...... - . · · 

HOURS COUNSELING PER WEEK: 

1-5 ..... . .... ...... - -
6-10 ......... . ...... -
11-15 ........ . . . ... . . 
16 - 20+ . . .. . ...... . .. . 

LENGTH OF TIME AT CENTER: 

1-2 YEARS ........... . 
3-4 YEARS .. ... ...... . 
5-6 YEARS ........... . 
7 OR MORE ..... .. .... . 
wrote in less than 1, . 

0 ( 0 ) 
41 ( 50 .6 ) 

38 (46 . 9) 
3 ( 3.7 ) 

5 ( 6.1) 
1 0 (12 . 3) 
23 ( 28 . 4) 

2 ( 2 . 4) 
1 ( 1.0 ) 

12 ( 29 . 3) 
1 0 (24 . 4) 
13 (31 .7 ) 

6 (14.6 ) 

4 ( 9.8) 
12 (29 . 3) 

6 ( 14.6) 
1 9 ( 46. 3) 

26 ( 63. 4) 
10 (24 .4 ) 

1 ( 1.0) 
4 ( 9 . 8) 

0 ( 0 ) 
40 (49 . .1 ) 

3<:J ( ..\8 .1 ) 
1 ( 1 ) 

3 ( 3.7) 
11 (13.6) 
21 (25 .9 ) 

4 ( 4 . 9) 
1 ( 1.0) 

4 ( 4.9) 
10 (25.0) 
20 ( 50 . 0 ) 

6 ( 14.6) 

1 3 (32 . 5) 
8 ( 20 .0) 
6 (15 .0 ) 

13 ( 32 . 5) 

20 ( 50 . 0) 
9 ( 22. 5) 
6 (15.0) 
3 ( 3.7) 
2 ( 5.0) 
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A number of steps we ra t aken t o desc r ibe trau ma 

symptoms reported by t ha ~ubject s (counselors at I CASA 

cente r s volunteering to return t he inst1·uments). Fi r st, 

a percentile anal/sis was made o f the individual 

responses (n-81) per trauma item for those who reported 

nev er experiencing the 3 y mpto m ( 0 ) a nd those who 

repor ted they had experienced the S / mptom o f trauma 

(1,2,3). 

The highest perce n tage of those reporting a tr3uma 

symptom was 90 . 1%, the percentage of ! CASA counselors 

experiencing sadness over the last 2 months . Restless 

sleep ( 85 . 2%) was the second most commonl y reported 

symptom. Insomnia . spacing ou t, headaches, a nd tension 

were all experienced in the 70th percentiles . 

Additi o nal symptoms experienced by greater than 50% of 

t he counselors were nightmares , early awakenings, 

i solation, loneliness, low sex d rive, stomach problems, 

inferiority, and memory problems. A total of 14 of the 

33 symptoms were reported by over 50% of the subjects . 

A description of responses to the tota l number of 

items on the TSC-33 is presented in Table 3 . 
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Tab l e 3 

Percentile Respo nses to TSC-33 Items 

Sub jects: N=81 

Never ( O) Repor ti ng (l , 2 ,3 ) 

occasionall y (1) , Fairly Often (2) . Ver~ Often ( 3 ) 

ITEM o, NEVER .. REPORTING 0 0 

1 . insomn i a 22 . 2 7 7 . 8 
2. rest less sleep 14. 8 85 . 2 
3. nightmares 48.1 5 t. 9 
4. ea1· l y awakenings 42.0 58.0 
5 . weight l oss 77 . 8 ..._., ? ~---
6. isola tion 35.8 64.2 
7. loneliness 38 . 3 61.7 
8. l ow sex drive 38 . 3 6 1.7 
9. sadness 9 . 9 90 .1 

10. fl ashbacks 59 . 2 40.8 
11. spac ing out 27 . 2 72 . 8 
12. headaches 25.9 74 . 1 
13. stomach prob lema 44.4 55.6 
14. cr y ing 82 .7 17.3 
15. anxiety attacl--s 59.2 40.8 
16 . temper probl ems 53.l 46.9 
17. getting along 67 . 9 32.1 

with others 
18 . dizzi ness 79.0 21 .0 
19. passing out 50 . 6 49.4 
20. hurt se l f 88.9 11. l 
21. hurt othe1·s 8 4.0 16 .0 
22 . sexual problems 71.6 28 . 4 
23. sexual over a c tivity 88.9 11 .1 
24. fear o f men 67 .9 32.1 
25. fear of women 92.6 7.4 
26. ex c essive washing 88.9 11 . 1 
27. i nfer ior ity 43.2 5 6 .8 
28. gui 1 t 51.9 48.1 
29. unreality 51 . 9 48 .l 
30. memory problems 40 . 7 59 . 3 
31. out of body exp. 77.8 22.2 
32. tension 27 . 2 72 . 8 
33. tr oub le breathi ng 6 5 . 4 34.6 



The total number of points 3corad on each 

individual instrument wa s then used to analyz e the 

results. There was a possible range of scores of the 

rsc-33 f rom 0-99. Of the counselors returning the 

instrume nts , 100~ reported some symptomo l ogy . The 

l owest reported total s core was 2 (for a non- victim) 

a nd the highest reported total score was 64 (for a 

counselor who reported herself as a survivor of adult 

sexual assault) . 

A stem and leaf demonstrates the score 

distribut ion freque ncy in Tab l e 4. 

Table 4 

Stem & Leaf 

48 

Vi c tim Scores Non-Victim Scores 

7776654 0 2466688999 

9999988776666541 1 00111224456667889 

753100 2 111155688 

743332100 3 567 

4 

82 5 

4 6 

7 

8 

9 
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Non-v ictim total scores represented an 

approximately symmetr i cal distribution while t he v i c tim 

s cores were positively skewed. With sample size s this 

l ow, the mos t the researcher could hope to see is the 

symmetry and skewed shape of the curve . To determine 

an ythi ng more, a larger sample sized wou ld need to be 

obta i ned in a future study. 

To dete r mine which symptoms mighL need 

i ntervention , t he researcher chose t o descr ibe the 

fr equ~ncy with which t r auma symptoms had been 

experienced . Symptom3 were a nalyzed by compressing t he 

categor ias of those reporting the symptom fairly often 

(2 ) and very ofte n ( 3 ) into one ca tego r y and figuring 

per c entil es . 

The symptoms experienced least , those which 

r ece i ved 1 t o 5.9% repor t were cry ing. a nx iety attacks , 

ge tting along with others, d izzi ness, passing out , 

hurti ng self , hurting o thers, sexual overactivity , fear 

of women, excessive washi ng , and trouble breathing. 

Symptoms which were exper ienced b y 6 to 10 . 9% of the 

subjects were nightmares, weight l oss, flashbac ks, 

t emper prob lems , sexua l pr oblems , fea r o f men , 

unrea l i ty, and out o f body experiences. 

Those symptoms reported by 1 1 to 15 . 9% were 

i nferior ity, guilt, a nd memory p robl ems . Those symptoms 

experienced b y 16 to 20.9% were ear l y morning 
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awaken i ngs, l o neliness , and stomac!, p roblems . Those 

sympt o ms experienced by 21 to 25.9% were insomnia, 

restless sleep, i so l ation, low sex d r i ve , spac i ng ou t, 

and headaches. The s y mptoms exper ienced the most 

f r equently b y all counselors were tension (exper i enced 

by : 0 . 6% ~fal l counselors) and sadness (exper ienced b y 

34 . 6~ o f all counse l ors) . No symptom was repo rted 

frequentl y by more than 35% of t he cou nse l ors . 

These percentil e freq ue nc i es are displayed in 

Table 5 . 



6-10 . 9% 

Table 5 

SYMPTOM FREQUENCY 

crying, anxiety attachs , getting along 

with others dizziness, passing out, 

hurting se l f, hurting others , sexual 

overactivity , fear of women . excessive 

washing, t rouble brea t hing 
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nightmares, weight loss, flashbacks, temp~r 

problems, sexual problems, fear of men, 

unrea l ity, out of body experiences 

11-15.9% inferiori t y , guilt, memory problems 

16-20.9% early morning awakenings, loneliness, stomach 

problems 

21-~5.9~ insomnia, restless sleep, isolation, low sex 

drive, spacing out , headaches 

26-30.9~ tension 

31-35.9% sadness 



The central t endency scores of the t o ta l 

populatio n we r e ana l / zed fo r mean, mode. and range. 

5 2 

The mean total indi v idua l score f or ~he TSC-33 for a ll 

81 s ubjects was 18 . 63 . The scores were bimoda l with 16 

and 19 the most f requen tl y reported scores for al l 81 

s ubject s. The r ange 0f s cores was 62 . 

The primary pu1· pose of t he study was t o determ ine 

if t here was a signifi ca nt difference i n the mean 

scores repo rted b y victims and non-victims. Other 

measures of centra l tenden~y inc l uded an a na l ys i s of 

t he mea n, mo de, a nd range of vic tims and non-victims. 

There were outlier scores whi c h effecte d the outcome o f 

the mean and ra nge but these were included i n the 

ana l ysis since they d i d rep r esent t he s ymptomato l ogy of 

a cou nselor current l y counse l ing a t an ! CASA funded 

center . Tab l e 6 describes the cent r a l tendency of t he 

tota l scores for victi m and no n-victi m. Note t hat the 

r ange of scores fo r vic tims i s almost twice t he range 

of scores f or no n-victims . 

Table 6 

Central Tendency I nd ividual Totals 

MEAN 

HOOE 

RA NGE 

VICT I MS 

22 . 29 

19 

60 

NON-VICTIMS 

16.03 

21 

35 
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At-test analysis was then run on the mea n~ of t he 

independent variab laTSC-3 3 scores of victims and non­

victims groups in order to determine if a signi fi can t 

diffarence existed. ~lpha was set at . 05 . Tha central 

limit theorem, o ne of the most importa nc theorems i n 

scatistics ( Howel l, 19 9 ~) was applied t o thi s study . 

This theor y tells whaL the variance of t he sampling 

distr i bution o f the mean must be for the g i ven samples 

size. With k nowledge of the mean and standard deviation 

of the population, the null hypothesis can then be 

accepted or rejected . 

Levene ' s t est for equality of variances was run to 

confirm the bas i c assumption of equal vari a nce in the 

mean scores of the indepe ndent variables o f victim and 

non-v i ctim and the dependent variable , total i ndividua l 

s core . The significance obtained was 0.056 . When the 

significance obtained i3 less that 0 . 05, the nu ll 

hypothesi3 must be raj~c tad . Therefore. the results 

ind i cated that t he null hypothesis relative to the 

variances was rejected . 

The samples have significant l y different spreads 

or scatter . The calculated t-test va l ue (t=2. 48 with 

68.78 deg1·ees of freedom and a calculated probability 

of .016 ) is sign i f i cant at alpha .05. There is a 

significant difference i n the mean total scor e self­

reported b y the sample of victims who are counselors 



and the mean t 0 ta l score reported by cou nsalors who 

wer = no t previously victims . 
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The resea rc her the n must accept the alternative 

hypothesis statement t ha t there i s a signif i cant 

Jif ference in t he mean t o tal sco r e reported by vict ims 

~ho a r e counse l ors and the mean to~al s c o re of 

counsalor s who were not prev i ousl y victims . The t-test 

fv1· .:::quali t y of mea ns calcu l ated a t -va lL,e of - 2 .48 . 

There i s a 95% confidence level that a mea n dif fer e nce 

of -2 . 48 f alls wi thi n t he co nfidence i nterva l range 

-1 1 . 319 to -1 . 216 (See Table 7) . 

Tabl e 7 

T-Test Analysis of Means 

t-tests for i ndependent samples of TSC-33 

Number 
Variable of Cases Mean SD SE of Mean 

NON-VICTIM 40 16 .0250 8.784 1. 389 
VICTIM 41 22 . 2927 13.552 2 . 116 

Mean Difference= - 6 . 2677 

Levene's Test for Equal i ty of Vari ances: F= 3.771 P= . 056 

. t-test for Equality of Means 9596 
Variances t-value df 2-Tail Sig SE of Diff CI for Diff 

Equal -2.46 79 .016 2.544 ( - 11.333, -1. 20 
Unequal -2.48 68 . 78 .016 2.531 (-11.319, -1. 21 

I 

I 



CHAPTER / 

DISCUSSI ON 

Due t o samp l ing issues, the results o f this study 

have ~ limit~d application . Results cannot dPPl i t o all 

counse l ors of rape and sexual assault v i ctims, but 

rather must appl y to those who work in centers 

spec ializing i n the treatment of rape and s e ual 

assault. In a total population of all cou nselors at 

rape a nd sexua l assault centers, the application of 

results atta i ned is limited to cou nselors at centera 

funded by t he National Coalition Agains t Se~ual 

Assau lt. The 30 centers funded by I CASA represented a 

limited samp l e of that t otal populat i on . The re a r e 

regional and economic differences in the various sta tes 

whi ch ma y influence the outcome of the study o f the 

degrees of traumatization . These issues were not 

addressed in the current sample. 

A sample si z e of 40 and 41 has limited relevance 

t o analyze t he difference i n symptomology between 

victims and non- victims in the targe t population. The 

limited sample siz~ i n the various categories of 

v i ctimization make generalizations questionab le about 

diff~rences in rape victims, childhood sexual assault 

v i ctims, and those who have experi e nced both . 

Thare were limitations and problems wi th the 

Personal data request sheet which nee ded to be 
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addressed to make comparisons c learer . For exampl e . 

there was no category f or under a year at the center, 

nor was there a category for those who h ad wor~ed at 

ot her centers previously but were only at t he current 

center for a s hort time . ResPondentz indicated that 

t hera needed to be a category f or those who spent more 

than 20 ho u r s counseli ng victims. This wculd al l ow t he 

r esearcher to do a future study t o determine if the 

number of hours spent counseling had a corre l ation to 

the number or severity of symptoms of trauma reported. 

Finally , it would be an improvement to the existing 

data sheet if an area cou ld have been made available 

for comments by those taking the instruments. 

The TSC-33 was a self-report instrument and some 

respondents were undecided as to where to mark their 

symptomology. The test reported the frequency of 

symptomology but did not indi c ate the severity of the 

s ymptomology or the degree to wh i c h it interferad with 

the indiv i dual counselor's life or work. The scale 

needed additional items to indicate more accurately 

sexual prob lems and sleep problems. A future analysis 

of the current data based on subscales of dissociation, 

anx i e t y , depression, PSAT-h, and sleep disturbance 

could be made. 

An analysis of the mean and range scores was 

affected by outlier scores of counselors who were 
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expe1·ienc ing more symptomology than most other s at t h e 

ce nters. Respondents indicated that scores were 

influenced by personal illness , being new a t t he j ob , 

and f ee l ing iso l ated from communiti es where they felt 

comfortable. 

There are limited co nclus ions to be made from this 

s t udy . Results of thi s study may be used t o support t he 

concept that counselors of rape and sexual abuse 

victims do exper i ence some s ymptomolo~y o f trauma. Th is 

may or may not occur from v i carious traumatization, and 

the c u r rent study does not provide a way to identify 

this. The results i ndicate that those counse l ors who 

have experienced victimization in thei r o wn lives , 

experience more symptoms more frequently than those who 

have not e xperienced personal t r auma . To determi ne 

which symptoms had a s ignificant difference, further 

statistical ana l ysis would have to be made. 

None of the symptoms were reported by more than 

34 . 6% of the counselors . This might lead one to 

question if the majority of counselors were doing an 

effective job at remediating any symptoms of trauma 

they were experiencing . S i nce there were some 

counselors with higher outlier scores, it i s possible 

that a f ew counse l or s are experienc i ng a degree of 

symptomology frequently enough t o need personal or 

Professional intervention of some kind. 
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It i s the recommenda tion o f this ~esearcher t hat 

further analysis of th~se statistics be done to 

determine the signi fi ~ance of differences 1n an item 

analysis between victims and non-victims. It is a lso 

recommended that counselors conti nue t o inventory t heir 

pe1·sonal trauma symptomology and to p l an strategies to 

intervene when their symptoms occur frequently or to a 

greater degree . Rosewater & Wa l ker ( 1985) felt that 

former victims can be effective counselors if their own 

i ssues have been resolve~ . The existence o f 

symptomo l ogy in both victims and non-victims l eads t) 

a r acommendation for organizations to provide support 

f or counselors in identifying thei r own trauma symptoms 

as a normal response rathe r than a pathological one . 

Counse l ors at ! CASA centers are exhibit i ng 

symptoms of trauma but may or may not be suffering from 

secondary traumatization. The symotomclogy varies in 

degree and frequency due t o various influences whi ch 

may inc lude secondary t raumatization . I t is a lso a 

question if the degree of symp t o mato l ogy exist s to a 

degree wh i ch would interfere with "best-care" 

counse ling for cl ients. The symptoms cou l d int erfere 

with the therapeuti c p rocess and with t he personal 

lives of the counselors. 

Though limited i n i t s applicat i on , the results of 

the study have i mpl ications f or those counselors 
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working at ICAS~ centers and for the training of 

counselors who plan on working in this specialized 

field. Future a nalysis should address random sampling 

issues and i nc lude a larger sample s ize in the total 

population and the subgroup populations of kinds of 

vi~tims . Possible f uture studies could inc lude anal ys i s 

of victim subgroups, ite m anal ysis and classification 

of secondary trauma versus other causes of trauma 

symptomato logy. This study was only a beginning i n 

addressing the demographic nature of such counselors 

and their responses to the t r a uma in t hei r jobs. 
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FUNDED BY THE ILLINOIS COALITION 

AGAINST SEXUAL ABUSE 
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APPENDIX B: COVER LETTEF-



March 20, 1995 ?3 

counselors of Rape/Sexual Abuse Victims 

!CASA Funded Centers in Illinois 

rrom: Cynthia Presson, graduate student at Lindenwood College 

Past Practicum student at S.A. Victims 1st, Col linsvi lle 

Graduate Research Project : Secondary Traumatization of 

counselors who specialize in rape and sexual assault. 

Last October I attended the ! CASA workshop on Vicarious 

Traumatization given by Linda T. Sanford. This raised the 

question for me as to the degree of traumatization expe rienced by 

counselors who work at !CASA funded centers. I also wondered if 

counsel ors who have experienced sexual assault or abuse in their 

own lives report significantly more symptoms. It is my hope that 

a research project on this topic could l ead to increased 

awareness of the needs for counselors who specialize in sexual 

trauma. 

Please complete the personal data sheet and the Trauma 

Symptom Checklist (TSC-33) which was designed to identify the 

symptoms of PTSD in victims of sexual assault. They have been 

Printed on the same sheet to prevent mix-up. To protect 

confidentiality numbers will be assigned to the sheets as they 

arrive. If possible. please post by April land make additional 

copies if you have mor e than five counselors at your center . 

Thank you for your h elp in completing this research project. 
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APPENDIX C: PERSONAL DATA SHEET 



PERSOKAL DAT& REQUEST 65 

CEKOER NALE PENALE 

POSITIOJ PAID STAFF VOLORTEER 

EOUCATIOJ LEVEL BICR SCHOOL BACH ELORS MASTERS POST GRAD. 

AGE 18 • 27 28·37 38·47 48 OR ABOVE 

TIM£ AT CEKHR l · 2 TEARS 3·4 YEARS S-6 YEARS 7 OR KORE 

WEEiLY AVERAGE I OP BOORS SPEKT COUMSELIJG VICTIMS OP SEXUAL TRAOKA AND ABOS£ 

l • 5 HO 11 • lS 

PREVIOOS·PERSOMAL V!CTINIZATIOK OR TRAUMA 

YES MO 

IP YES PLEASE IDERT!Pt: 

ADULT VICTIM CHILD VICTIM 



06 

APPENDIX D: TRAUMA SYMPTOM CHECKL I ST-33 
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