Management of Secondary Victims

of Sexual Assault

During the last ten years, a great deal of attention has been paid to

the victims of sexual assault and their process of recovery. In a

previous paper (Remer & Elliott, 1988), we presented a discussion of

several models of rape recovery. We also examined the impact on family,

children and those in conjoint relationship with survivors, defined the

construct "secondary victim" and presented two case studies. In that

paper, we concentrated on the characteristics of these significant

others In the lives of rape victims. Here we focus on delineating their

process of adjustment and discussing problems with and approaches to

intervention. Particular attention is focused on the mismatch of

recovery processes‑‑those.of the primary and secondary victims‑‑and the

potential for both individual and/or family treatment. Problems And

Suggested Approaches

Rape can be seen as both a personal crisis and a family crisis (Rodkin,

Hunt & Cowan, 1982; Fernauer, 1982; White & Rollins, 1981). The

victim's recovery and adjustment may be impaired by the reactions of

significant others in her environment who are also traumatized by the

assault. This may well result in a withdrawal of support from the

victim which usually exacerbates the trauma she experiences. The

reactions of significant others to rape victims has been largely

overlooked in the literature, especially the attitudes of significant

others toward the victims and the part that these attitudes play in the

functioning of the dyadic and/or familial relationship.

Heretofore, in the literature, the emphasis in treatment has been

almost solely on the recovery process of the victim. We want to focus

as well on the recovery process of significant others in conjoint

relationships with the victims and on the recovery of the family. In

doing so, although our emphasis much of the time is on male secondary

victims, we have no wish to ignore the

impact on women who are significant others of victims. Nor do we wish

to ignore the responses of women who are significant others of male or

in conjoint relationships with female rape victims. What we do want to

do here is to draw attention to the reactions of males because these

impinge most directly, in the majority of cases, on the survival of

relationships in which the victims may be at the time of their

assaults. We also do not want to neglect the female significant others

of rape victims who themselves are also going through recovery.

Considering the figure of 69 per 100,000 per year (Uniform Crime

Reports, 1985) to be the incidence of sexual assault, the possibility

of a female significant other having gone through an assault herself is

not small. These secondary victims however, are the subject for a

related though different‑paper, if only because the socialization and

hence reactions of males and females in our society is generally

different. Conjoint Relationships Context

Of the women in Burgess and Holmstrom's (1979) study, 63% were in

conjoint relationships at the time of their rapes. In the four‑to‑six

year follow‑up period, 59% of those women reported relationships which

had ended, and an additional 14% were classified as disrupted.

McMilliam (1976) found 50% of married women divorce following rape

while Crenshaw (1978) found 50 to 80% of women lost their husbands or

boyfriends following a rape event. Jacoby (1983) found that within a

two‑year post‑rape period, one‑third of the marriages had ended in

divorce; however, the reasons surrounding the dissolution of these

conjoint relationships is seldom addressed.

We suggest that the male in a conjoint relationship with a rape victim

undergoes a recovery process much like that of the rape victims

described in the models (Remer & Elliott, in press). To use Remer's

(1984) model, the

pre‑rape phase consists of the attitudes of the male toward rape and

his skills in coping with crisis. The rape event for him would be his

time of learning of the event, which could be as long as years after

the event actually occurred.

If there is indeed a long time lag between the actual rape of the

victim and the male's learning of the event, the recovery process for

the two can easily be out of synchrony. As Zollicoffer (1987) comments,

this asynchrony results in "one partner responding with fear while the

other is reacting with anger. While one partner needs security, safety,

and emotional support, the other is wanting revenge." We believe that

the maximum difficulty in a relationship may occur with the maximum

mismatch in the recovery processes.

Part of this problem is due to the fact that the male's often perceives

the role of the woman in the relationship as that of the nurturer. At a

time when the male is experiencing his maximum crisis, he may expect

the woman to support and nurture him ‑ a time when she may be least

able to do so due to her own process. At the same time, the woman does

not want to deal with the man's anger, a predominant male response, as

well as her own reaction. At a time when she is in dire need of

support, the male may not even be aware that he is not giving it. In

fact, what he believes to be support is exactly the opposite ‑‑ his

anger and need for revenge and violent action may exacerbate the trauma

of the primary victim. Rodkin et. al (1982) see this as part of a

strong tendency toward denial. In a!l of the men in their study, the

need to forget the experience occurred. Men also tended to inhibit the

expression of their feelings surrounding the rape with the exception of

rage. The unexpressed feelings tended to create further emotional

distance between the partners and increased breakdown in communication.

Also present was a tendency to blame the victim out of frustration,

jealousy and anger. To quote

one man in Rodkin et al. study, "she was all mine and now she's

damaged. I feel like I've got to reroute my life. She could have

prevented it all by being more careful." (p 95) Keep in mind that if

there has been a long time lag between the assault and the male's being

made aware of it, the male's process may be tremendously out of phase

with the victim's. It may even be that, the man have finds out years or

even decades later. The possibility arises that in therapy with a

victim and a male in a conjoint relationship, the male's feelings may,

for a time, take precedence over the victims's in order for the

relationship to survive or in order for them to do no damage to the

victim's recovery process. It is the therapist's job to work with the

secondary victim so that his process does not impede the primary

victim's progress. As Rodkin et al. (1982) have put it. "If the

significant other can avoid internalizing the rape as a threat to his

self‑image and sense of masculinity and learn to incorporate the event

as a fact of life's experience, positive outcome in terms of the

marital situation can result." (p 95) We believe this goal should be

extended both to families and to boyfriends/lovers of victims. If all

significant others can avoid internalizing the assault or reacting in a

defensive, self defeating manner, the event may be accommodated and

then assimilated. Approaches to Intervention There are essentially two

overriding tasks in dealing with secondary victims'. They fall into

Egan's (1982) first two stages‑‑support and broadening the secondary

victim's frame of reference. The first allows secondary victims to feel

that someone is there for them; the second allows them to be there for

the primary victim, when such action is appropriate.

Although the stages seem sequential, they are not. In the actual

situation both may have to be done at once. However, the first stage is

labeled "stage 1" because it is a sine qua non for the second stage to

be effective. That is, the secondary victim must feel supported and

understood to be able to comprehend and let in the experience of the

primary victim; a difficult, frustrating and sometimes threatening

task.

Falling into the first phase of intervention are such tasks as: helping

the secondary victim express his thoughts and feelings; validating the

feelings‑‑his frustration, anger, need for action, feeling overwhelmed;

and accepting his reactions. When the secondary victim seems to have

bonded with the therapist, it is time to move slowly into the second

stage, on a tentative, trial basis. The therapist should be ready to

retrace steps following the flow of the victim's coping process.

Much of the work which needs to be done is in the second stage. It

centers on helping the secondary victim comprehend and appreciate the

perspective of the assault survivor. To do so may mean making the

secondary victim aware of his own preconceptions. The significant other

must be aided to: become aware of his own recovery process; recognize

inherent or learned biases and values; identify and accept the needs of

the primary victim; become cognizant of the stages of the struggle

through which the primary victim has gone, is going and will go;

realize that the two recovery processes ‑‑ the primary victims and his

‑‑ will not be timed to coincide; find constructive channels for his

frustration and other energies; and, perhaps most difficult, learn not

to expect nuturance from the primary victim even though that may have

been their prior pattern. All these realizations are aimed at allowing

the secondary victim to sort out his needs and wants from those of the

survivor ‑‑ to own his own recovery process ‑‑ and to come to grips

with the necessity of deciding when and how it is appropriate to

interact with her.

A number of interventions are effective in helping conjoint secondary

victims cope. They can go to support groups for validation, support and

to hear that others are experiencing or have experienced similar

reactions, even negative ones, without necessarily acting on them. The

groups provide a way to channel the need to be useful to someone. They

also help make some of the confusion and negative feelings acceptable

(Rodkin, et al. 1982). Individual therapy can provide some of the same

resources with a different, perhaps more personal focus. Bibliotherapy,

as a springboard to focus intervention may be essential. In addition,

workshops, films, etc. may be helpful if employed cautiously‑‑followed

by more personal, direct involvement by the therapist(s). Children

Context

The degree to which children need to be brought into the recover

process depends on the child's developmental stage. In general, the

older the child the more necessary it is that the child be included. We

do not mean to suggest that there is ever a need for children to know

the full details of the assault but that they do need some explanation

of what is transpiring. Due to the emotional upheaval accompanying the

recovery process, we do not believe that it is possible to keep a child

from sensing that something is wrong. The danger here is that if no

explanation is given, children may assume that the anger is directed at

them. Their reactions would be dependent on their age, but, certainly,

some form of acting out is possible. We believe it is necessary to tell

children as much as possible at a level which they can understand. As

time goes by and their levels of understanding increases, more

explanation can be given. Without such a course of action, not only may

damage be done to the children but also to the victim's recovery

process.

If it is the child who has been raped or molested or if one of the

child's sibling has been victimized, the child may feel very threatened

and must be assured of protection and a safe place to heal. They must

also be protected or shielded from the parents' anger. Sometimes, they

will have had to deal with a third party in the form of police, social

workers, teachers, or therapists and may feel a great sense of threat

from the environment. In dealing with these fears when seeing children

and parents, the therapist must be prepared to monitor the situation

and suggest either separate or united courses of action. For example,

in Ron's case it was necessary for him to be separated from his

daughter from time to time in therapy to maximize the effect of

therapeutic intervention. Approach to Intervention

When dealing with children, the trauma should be explained consonant

with their level of understanding much like it is suggested sexual

reproduction be introduced (Mayle, 1973). For example young children,

6‑7 years old may be told that the victim has been hurt and needs to be

left alone; then they may need to be reminded or helped to give the

victim necessary psychological and physical space. This should be done

while monitoring the primary victim's need for space or contact. The

children should also be given the support they need to cope with their

own confusion and needs, keeping in mind the egocentric aspect of this

age group.

Older children, adolescents or even the same secondary victims when

they develop further, should have the trauma explained in more adequate

terms. Included should be some idea of what the primary victim has, is

and may later be experiencing. (If the primary victim can do this so

much the better.) Children's reactions, particularly validating their

negative feelings, should be an essential aspect included. This should

be done in a manner inviting expression and promising understanding and

support.

The coping process is spiracle, cyclical and escalating in level.

Reworking the accommodation‑acceptance should be done as many times as

necessary. Families Context

Much of what has been said about males in conjoint relationships and

about children also applies to families. Zollicoffer (1987) lists many

studies which deal with the responses of families. The chief conclusion

of these studies is that families are enmeshed in a social milieu which

views rape as "an act of sex for which the woman is responsible," i.e.,

the victim is blamed. This reflects the families' own feelings of

helplessness and anger. Here, of course, we are including both male and

female parents, siblings, and extended family. Zollicoffer suggests

that families often directly revictimize the woman by becoming "angry,

judgmental, and resentful of her responsibility for, and complicity in,

the rape."

Ellis, Atkerson, and Calhoun (1981) reported that a significant number

of family members would not discuss the sexual assault with the victim.

Burge (1983) and Feinauer (1982) showed that by not discussing this

secret, the family conveyed their shame and humiliation to the victim

and confirmed her self‑doubts. This delays the grieving process as well

as reinforces the use of denial in the victim's coping with what has

happened (Zollicoffer 1987). This extends to children who have been

raped/molested also. Rodkin et al. (1982) found that for the three

fathers' in their sample, there was a lack of ability to support their

daughters even though they had been supportive of them in other crises.

They found the need to blame to be prevalent especially in the acute

period following knowledge of the assault. Fathers blamed their

daughters for being "stupid" and punished them by restricting

privileges. Concerns about sexual provocation emerged also.

All this points to the conclusion that the rape/molestation happens not

only to the primary victim but also to the family. The needs of these

secondary victims must be addressed so the primary victim's process may

progress. We recognize that there are many issues surrounding the

treatment of the entire family as a system in this manner, but we do

think it essential for therapists to see the importance of including

other family members in the recovery process to maximize the effect of

therapy on the recovery of the primary victim. Approaches to

Intervention

There are a number of choices available to dealing with the family

issues generated by sexual assault. On one end of the spectrum, the

family may be divided into subsystems, each being helped as indicated

above (spouses, for example, as conjoint secondary victims and children

according to their level). In exercising this option it should be noted

that in later merging the subsystems, the risk of labeling the primary

victim as the identified patient will be increased.

On the other hand the family could be treated as a unit, consistent

with many of the family systems approaches. The key consideration in

such an instance is getting the family (and other secondary victims)

together. Once they are assembled, steps can be taken to secure their

co‑operation. Meeting with them requires someone within the family who

knows the situation. This may only be the primary victim who, herself,

may be unwilling to involve others for fear of rejection, censure,

blame etc.

Between the two extremes are approaches which deal with various

subsystems as they become aware of and/or are affected by the

disruption of the system as a whole, and thus can be offered support

within their own boundaries. Prime examples are: working with the

primary victim until she

gains the resources necessary to include others; working with an

"acting‑out" child, perhaps feeling rejected by or distanced from the

primary victim; and working with the marital dyad on the issues of

trust or lack or communication.

As the various subsystems are ready, it may then be possible to reunite

them and work on the system as a whole. When this course is taken some

regression should be expected. To minimize any loss, preparation of the

subsystems and strong therapeutic structuring may be required. The most

important consideration is that the assault survivor not be

revictimized, a distinct possibility if the primary victim Is labeled

the identified patient. To ensure revictimization does not occur,

therapists must be prepared to teach secondary victims how to express

their reactions in constructive, yet honest ways while still validating

and supporting them. Some bibliotherapy, regarding what the victim has,

is and will experience, plus training in communication skills could be

useful. When a negative reaction, such as blaming the victim occurs,

the therapist must be prepared to reframe and refocus the expression

into productive channels. (For example, if a father says: "She

shouldn't have gone out alone." It could be reframed as his caring for

the victim and wanting to prevent her from being harmed again in the

future. Then he must be helped to see that there are more effective

ways of expressing his concern. Or perhaps, he will need to be helped

to own his own guilt at not having done a better job protecting his

daughter and aided to explore his own problem.)

While the interventions are delicate, the key must be open

communication. Without it, motives and actions can, and usually are

easily misconstrued. The trauma must be discussed as openly as can be

tolerated by all members of the system‑‑get the "secret" out in the

open. There must be no

collaboration in repressing the issues. The flow of information between

subsystems‑‑survivor and secondary victims‑‑is essential for the

healing of each and all.

The process of healing, though traumatic and concentrated is really not

essentially different in many ways from the developmental process

through which a family must go. It requires learning how to balance

one's individual needs/wants against the needs/wants of other

individuals and those of the system, i.e. learning how to be

interdependent. Attaining this end is a trick even at the best of times

and that much harder under stress, yet still accomplishable. The basis

for a workable system is members taking care of themselves, trusting

others to able and willing to do the same and the members demonstrating

caring for each other.

Some final suggestions in dealing with the family as a unit: make sure

to get out the needs, wants, and reactions of each individual; have

each individual express these as owned statements of where he/she is,

not as demands on other members (even though they may be experienced as

such); work with the family to coalesce/balance all needs and wants so

that each person feels supported, heard, validated and valued; and help

each experience a concrete gain either by getting something via the

present solution or by ensuring other needs will be met over time. The

confidence of all the victims, primary and secondary, in the family's

ability to support each must be built by stages so that more difficult

adjustments can be achieved.

                Conclusions and Recommendations

If it was not apparent before, it is certainly obvious now that

problems engendered by threatening, violent coercive acts such as rape

and molestation are extremely complex. Interventions must account for

and accommodate this complexity. Awareness of, if not training in,

systems perspectives are

essential if help is to be offered effectively beyond the focus of the

primary victim. Our main conclusion is that, regardless of the level or

levels of intervention planned or implemented at a particularly point

in time, the interconnectedness and reciprocal influences of those

persons impacted‑‑primary and secondary victims‑‑must be kept in mind.

If attention is not paid to supporting secondary victims, they will

draw energy from the system to the detriment of all, rather than being

able to add energy (be synergistic). They will not be able to support

the primary victim, perhaps even drawing off resources the survivor

needs for healing.

Second the adjustment processes of all those victimized must be

considered, if possible synchronized, or more likely juggled and

coordinated. Conflicting, mismatched stages of recovery are more the

rule than the exception. Resources outside the system must be employed

and rules of the system changed to permit their use, if the system is

not sufficiently open already.

In addition, the flow of information between and among subsystems must

be adequate to allow each victim to do his or her own healing. The

information must be made available in a form consistent with needs of

the subsystem, (e.g. to children), yet also acceptable to other

subsystems (e.g. the primary victim). The members of the system must be

helped to establish patterns and methods for accomplishing this end.

Similarly both primary and secondary victims must be made privy to the

struggles of each other. Knowledge of what may be expected short and

long term must be provided; the expectations for the situation must be

faced, balancing hope against pessimism and reality produced. This aim

can be most effectively accomplished within the context of outside

support‑‑individual therapy and/or victim support groups.

overriding responsibility of the therapist, or preferably the team, is

providing a viable structure for deciding the "when" and ming of

appropriate interventions at multiple levels with various This requires

therapeutic judgment based on experience and intuition to separate

various subsystems initially; later it takes skill and resolve to risk

some regression when reintegrating the components. The therapist must

be the one to keep the whole system inside the broader perspective

necessary if the optimal situation is to be approached.
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